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Case report: FDAL causing bilateral tarsal tunnel syndrome
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Clinical History and Imaging
	 A 49-year-old woman presented to orthopaedic clinic with a two-year history of pain at the back of 
both of her heels. She started doing a lot of walking during the Covid-19 lockdown. The symptoms were in-
termittent and are worse on weight bearing whilst walking. The pain was localised to the posterior medial 
aspect of the heels. There was no history of trauma. 

	 On examination, the patient walked with a normal gait. There was a good range of ankle and subta-
lar movements, and the heel was in the neutral position. She was tender over the posterior medial aspect 
of the heel distal to the insertion of the tendo achilles. The tendo achilles was non-tender. There was some 
mild tenderness over the superficial bursa but none over the retrocalcaneal bursa. There is no tenderness 
over the plantar fascia.

	 X-rays were done of both ankles at this point. Due to the unremarkable findings on the x-rays MRI 
scans of both ankles was requested.

	 MRI of the left ankle showed borderline thickening of the Achilles tendon measuring 6mm with mi-
nor high signal in the Kager’s fat pad. There was a prominent FDAL (Flexor Digitorum Accessorius Longus) 
accessory muscle in the tarsal tunnel resulting in crowding on the neurovascular bundle (Figure 1). The 
rest of the tendons and ligaments of the joint looked unremarkable.

	 MRI of the right ankle also showed an accessory FDAL muscle with crowding of the tarsal tunnel 
(Figure 2). The rest of the tendons and ligaments around the ankle joint looked unremarkable.

	 The cause of her pain was the prominent FDAL accessory muscle in the tarsal tunnel which was cau-
sing crowding impinging upon the neurovascular bundle. The patient was advised to avoid wearing ankle 
socks or any sandals that may cause compression or tightness in the region. The patient was not keen for 
tarsal tunnel decompression so had conservative management with massaging of the area.
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Figure 1: Axial T2 W image of the left ankle showing an 
FDAL muscle (*) with crowding of the tarsal tunnel.
Mm: Medical malleolus; Lm: Lateral malleolus; Tib: Tibia; 
T: Tibialis posterior tendon; D: Flexor digitorum longus 
tendon; N: neurovascular bundle of posterior tibial ves-
sels and tibial nerve; H: Flexor hallicus longus tendon

Figure 2: Axial T2 W image of the right ankle showing an 
FDAL muscle (*) with crowding of the tarsal tunnel
Mm: Medical malleolus; Lm: Lateral malleolus; Tib: Tibia; 
T: Tibialis posterior tendon; D: Flexor digitorum longus 
tendon; N: Neurovascular bundle of posterior tibial ves-
sels and tibial nerve; H: Flexor hallicus longus tendon

Discussion

	 The tarsal tunnel is located postero-medially on the ankle. It is bordered by the calcaneus, talus 
and medial aspect of the tibia on the floor [1]. The roof is formed by the flexor retinaculum, which spans 
between the medial malleolus and the medial tubercle of the calcaneus. It contains (anteriorly to poste-
riorly) the tibialis posterior tendon, the flexor digitorum longus tendon, the posterior tibial artery and vein, 
the tibial nerve and the flexor hallicus longus tendon.

	 The FDAL muscle is the most common accessory muscle in the posterior compartment of the ankle, 
and the second most common accessory in the ankle area in general [2]. It has a reported incidence of 2-8% 
in the lower limbs [3]. It can originate from a number of structures in the lower limb, including the tibia, the 
fibula, any muscles in the deep posterior leg or the posterior intermuscular septum [2].

	 FDAL has been described to either have a single or a double head which usually shows a fleshy, ten-
dinous or aponeurotic appearance as it courses from the leg down through the tarsal tunnel to its insertion 
in the Flexor Digitorum Longus (FDL) and/or the quadratus plantae [4].

	 The tarsal tunnel runs behind the medial malleolus inferiorly. The posterior tibial nerve passes 
through this tunnel between the FDL and flexor hallicus longus muscles [5]. Compression of this nerve 
leads to tarsal tunnel syndrome, and this is characterised by pain, tingling or numbness in the foot [6]. MRI 
is a modality of imaging that can depict the bones, soft tissues and boundaries of the tarsal tunnel.

	 Management of patients with tarsal tunnel syndrome remains challenging. Some patients are ma-
naged conservatively with physiotherapy and analgesia such as non-steroidal anti-inflammatory drugs [7]. 
If conservative management does not work, surgical decompression can be considered. MRI is useful in 
these cases to identify FDAL and to exclude other causes of ankle pain (ibid).
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Conclusion

	 The FDAL muscle is an accessory muscle with an incidence of 2-8%. MRI scans show a fleshy appea-
rance through the tarsal tunnel. Recognition of FDAL on MRI plays an important part of diagnosing tarsal 
tunnel syndrome and implementing appropriate management. This case showed a case where FDAL was 
seen bilaterally and caused bilateral tarsal tunnel syndrome.
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