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Corticosteroid-induced Avascular Necrosis of
Talus after Cardiac Transplantation

Hong Gi Park, M.D. and Gi Serk Eom, M.D.

Department of Orthopaedic Surgery, Gil Medical Center, Gachon Medical College,

Inchon, Korea

Avascular necrosis of the talus has frequently been reported following trauma because
talus has no muscle insertions, sixty percent of the surface of the talus is covered by
hyaline cartilage, takes only a small area for entrance of a blood supply. Osteonecrosis is
also associated with a variety of nontraumatic disorders. There are many indications for
steroid usage, patient with rheumatoid arthritis, systemic lupus erythematosus, chronic
obstructive pulmonary disease, and status—post renal or cardiac transplantation may be on
long—term steroid usage, osteonecrosis may develop. Avascular necrosis of the talus
secondary to chronic steroid usage is an unusual case. Delay in detection of osteonecrosis
may lead to fragmentation and collapse of the talar body. When pain on range of motion is
present and conservative treatment have been exhausted, surgical treatment is indicated,
that is, fusion of the ankle joint. However it is important that conservative treatment may
prevent its various sequelae with early diagnosis because steroid —treated patients have a
more operative risk and increased risk for postoperative infection.

We report a rare case of corticosteroid induced avascular necrosis of talus after cardiac
transplantation.
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Fig. 1. Radiograph at 11 months after steroid
administration, showing normal configuration
with no evidence of AVN of talus and
arthritis.
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Fig. 2. Bone scan shows increased uptake on both
talus, both elbow and knee joint.




13:49 =4
26-APR-2000 28
IMAGE 43
SER 1-3

Fig. 3. Coronal T1l-weighted MRI
shows clearly delineated
ischemic area of joint
surface involvement.

Fig. 4. Sagittal T1—weighted MRI shows large
area of the dome of the talus and small
area of the head of the talus.
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