Foot and ankle problems do not hide for long. They make themselves known in the first steps of the morning, in a run
that suddenly feels off, or in a swelling that does not quite go down. For a foot and ankle medical specialist, the art is
figuring out exactly what structure is upset and why. Imaging and diagnostics are the tools, but judgment is the difference
between a picture and an answer. This guide walks through how a foot and ankle doctor or surgeon approaches common
scenarios, which studies actually matter, where the traps lie, and how to make sense of a sometimes bewildering menu of
tests.

How specialists think before ordering a single image

The temptation is to sprint to MRI. Good medicine starts with the story and the exam. When a foot and ankle orthopedic
surgeon or foot and ankle podiatrist listens to a patient, we run a quick mental algorithm. Sharp lateral ankle pain after an
inversion injury with immediate swelling points toward an ATFL sprain, maybe a fibular avulsion. Numbness along the
plantar medial foot with night symptoms suggests tarsal tunnel syndrome. Heel pain worst with the first steps but
loosening with activity fits plantar fasciitis more than a stress fracture.

That mental map decides the first-line imaging. Weight-bearing plain radiographs are still the workhorse even in a world
of CT and MRI. The reason is simple: they show alignment under load, and alignment dictates function and pain more
than any single tendon on a scan. A foot and ankle orthopedic doctor uses weight-bearing views to catch subtle midfoot
collapse, progressive flatfoot, or a mortise that is just a few degrees off. Non-weight-bearing images can look normal
while the patient stands on a deformity that drives arthritis and tendon overload.

The baseline: radiographs done right

If you ask a foot and ankle trauma surgeon which study they can’t work without, they will say good plain films. For an
ankle, that means weight-bearing AP, lateral, and mortise views when tolerated. For the forefoot and midfoot, weight-
bearing AP, oblique, and lateral foot radiographs. For suspected alignment issues, a hindfoot alignment view (Saltzman
view) shows heel varus or valgus. For hallux valgus, standardized weight-bearing sesamoid views help assess sesamoid
position and metatarsal pronation.

Subtle fractures hide in plain sight. A foot and ankle fracture surgeon looks for cortical breaks, trabecular impaction, or a
fleck sign at the base of the second metatarsal that hints at a Lisfranc injury. A Lisfranc can be missed in one out of three
cases if the films are non-weight-bearing and the injury is low energy. If pain allows, standing films are crucial. If not,
reassessment after a few days or stress views under local anesthesia can reveal diastasis between the first and second
metatarsal bases.

Radiographs also settle surgical planning. A foot and ankle bunion surgeon measures the hallux valgus angle,
intermetatarsal angle, tibial sesamoid position, and signs of frontal plane rotation to guide whether a distal osteotomy,
scarf, Lapidus, or even a first MTP fusion makes sense. A foot and ankle flatfoot correction surgeon uses Meary’s angle,
talonavicular uncoverage, and calcaneal pitch to stage adult acquired flatfoot and choose between tendon transfer with
osteotomies or a fusion-based plan.

When to escalate to CT

Computed tomography gives bone detail that radiographs cannot. A foot and ankle trauma specialist orders CT when
joint involvement or fracture lines are uncertain, or when surgery is likely and the map matters. Trimalleolar ankle
fractures, talar neck fractures, calcaneus fractures, and subtle pilon injuries are classic examples. CT can show posterior
malleolar fragment size and morphology, impaction zones in the tibial plafond, and the true articular damage that a plain
film projects as a blur.

For midfoot pain that lingers after a twist, CT can pick up nondisplaced cuboid or navicular fractures. In a suspected
Lisfranc injury with equivocal radiographs, CT can show columnar instability and small avulsion fragments along the
Lisfranc ligament footprint. For a foot and ankle fusion surgeon, CT at three to six months post-op evaluates fusion
consolidation. If pain persists and radiographs are ambiguous, CT can clarify a fibrous union versus a solid fusion.



Subtalar coalition is another CT win. In adolescents with rigid flatfoot and lateral impingement, CT delineates the
calcaneonavicular bar or talocalcaneal coalition and helps the foot and ankle pediatric specialist decide between resection
and corrective osteotomies.

MRI for soft tissue, cartilage, and bone marrow problems

MRI became popular because it answers the questions plain films cannot. The foot and ankle have small structures
packed tightly, and MRI can visualize tendons, ligaments, cartilage, and bone marrow edema patterns that tell the story
behind persistent pain.

Tendon pathology is MRI territory when the diagnosis is unclear or when conservative care has not helped. A foot and
ankle Achilles specialist uses MRI to assess the degree and location of tendinopathy, partial tears at the watershed zone,
retrocalcaneal bursitis, and insertional calcific disease. For peroneal tendon pain after inversion injuries, MRI can reveal
split tears of the peroneus brevis and retinacular injury, or a concavity in the posterior fibula that predisposes to
subluxation. A foot and ankle tendon repair surgeon needs to know the tear pattern to counsel on debridement versus
tubularization versus graft augmentation.

Ligament injury staging benefits from MRI when instability persists. A foot and ankle ligament surgeon will correlate
laxity on exam with MRI findings of ATFL, CFL, or syndesmosis injury. The pitfall is over-calling low-signal thickened
ligaments as “torn.” Post-injury scarring can look dramatic but function acceptably. The exam and stress radiographs still
matter.

Bone marrow edema patterns can differentiate stress reaction from full stress fracture. Navicular and fifth metatarsal base
stress injuries are high risk for nonunion. MRI helps a foot and ankle sports medicine specialist catch these early. For
chronic midfoot aching in runners, MRI can also show occult Lisfranc sprains with bone edema at the base of the second
metatarsal and medial cuneiform.
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Cartilage lesions of the talus are a common reason an ankle sprain lingers beyond six to eight weeks. MRI can grade
osteochondral lesions, show unstable fragments, and assess subchondral cysts and edema. A foot and ankle arthroscopy
surgeon uses MRI to plan microfracture, retrograde drilling, fixation, or osteochondral grafting.

Nerve problems show up on MRI indirectly. For Morton neuroma, MRI demonstrates a fusiform lesion in the
intermetatarsal space. An experienced foot and ankle nerve specialist often prefers diagnostic ultrasound first, but MRI
helps when the exam is atypical or when multiple interspaces are symptomatic.

Ultrasound in expert hands

Point-of-care ultrasound has changed clinic visits. A foot and ankle pain specialist can scan the plantar fascia, peroneal
tendons, posterior tibial tendon, and the Achilles in minutes. Ultrasound shows real-time tendon gliding, dynamic
subluxation, and focal hyperemia that correlates with active tendinopathy. It also guides precise injections. A foot and
ankle plantar fasciitis doctor uses ultrasound to target the hypoechoic portion of the fascia while avoiding the fat pad. For
tarsal tunnel, ultrasound can spot space-occupying lesions like ganglion cysts along the tibial nerve.

Ultrasound is operator dependent. In skilled hands, it can rival MRI for tendon tears and surpass it for dynamic problems.
For Morton neuroma, ultrasound can confirm a hypoechoic intermetatarsal mass and guide alcohol sclerosing injections
or targeted steroid injections. For peroneal tendon subluxation, dynamic scanning during eversion can reveal instability
that a static MRI might miss.

Nuclear medicine and SPECT-CT for the unsolved case

When pain persists despite normal MRI and CT, nuclear medicine steps in. A three-phase bone scan shows hyperemia
and bone turnover, but the hybrid option, SPECT-CT, combines that metabolic signal with CT anatomy. For a foot and
ankle chronic pain doctor dealing with poorly localized midfoot pain in a post-traumatic foot, SPECT-CT can highlight
the specific painful joint or a focused stress reaction. It earns its keep in complex hindfoot arthritis when deciding which
joints to include in a fusion. A foot and ankle reconstructive specialist can reduce surgical extent by fusing only the
metabolically active, symptomatic joints.

Electrodiagnostics and nerve imaging

For numbness, burning, or weakness in the foot, nerve conduction studies and EMG help sort peripheral entrapments
from radiculopathy. A foot and ankle nerve surgeon relies on EMG to confirm tibial nerve involvement before
considering tarsal tunnel release. False negatives occur, especially in purely sensory syndromes, so the test complements
history and exam rather than replacing them. High-resolution ultrasound can visualize the tibial nerve, medial and lateral
plantar branches, Baxter’s nerve, and identify ganglion cysts or varicose veins contributing to compression.

Fluoroscopy and stress views

Fluoro is not just for the operating room. In clinic or procedural suites, stress fluoroscopy clarifies instability that plain
films hint at. For a suspected syndesmotic injury, external rotation stress views show diastasis. For chronic lateral ankle
instability, inversion stress and anterior drawer under fluoroscopy quantify talar tilt and anterior displacement. When a
foot and ankle sprain doctor sees a patient who keeps spraining and the MRI is ambiguous, dynamic stress views,
combined with the exam, provide the decisive data.

Diagnostic injections as targeted truth

When multiple structures could be the source, anesthetic injections become both a test and a treatment. A foot and ankle
treatment doctor may inject the subtalar joint under fluoroscopy when hindfoot pain does not localize. If the pain
vanishes for the duration of the anesthetic, the subtalar joint becomes the primary suspect and may justify arthroscopy or
fusion in the right context. Similarly, anesthetizing the first MTP joint clarifies whether hallux rigidus or a sesamoid
problem drives forefoot pain. For midfoot pain, small-volume anesthetic into the second and third TMT joints can
separate joint from tendon pain. Correctly performed diagnostic blocks reduce unnecessary surgery and sharpen
operative plans.

The sequence that avoids wasted testing



In practice, most foot and ankle experts follow a pragmatic sequence. Start with good weight-bearing radiographs. If the
patient is an athlete with persistent lateral pain and mechanical symptoms after an ankle sprain, and the films are normal,
MRI is next to look for osteochondral lesions, peroneal tears, and deltoid or syndesmosis injuries. If the pain is focal over
bone and radiographs are negative, MRI or CT depends on the suspected diagnosis: MRI for stress reaction, CT for
fracture detail. If forefoot pain localizes to a web space, ultrasound can confirm a neuroma and guide a therapeutic
injection on the same day.

When arthritis is suspected but the painful joint is Caldwell, NJ foot and ankle surgeon unclear, SPECT-CT or diagnostic
injections narrow the target. For post-op nonunions, CT determines biology and mechanics, then labs assess infection.
For nerve-type pain, ultrasound plus EMG cover anatomy and physiology, while Tinel’s sign and provocative maneuvers
bring the exam into the decision.

Pitfalls that lead to wrong turns

The most common trap is blaming the most impressive MRI finding. Plenty of asymptomatic Achilles tendons look
diseased on MRI in runners with plantar fasciitis. Another trap is skipping weight-bearing views. A midfoot that looks
fine lying down can show collapse and widening under load that changes treatment from orthotics to surgery. For the foot
and ankle arthritis specialist, underestimating the multi-joint nature of hindfoot arthritis leads to partial solutions and
lingering pain.

Timing matters too. Ordering an MRI in the first 48 hours after an ankle sprain often shows diffuse bone edema and
ligament signal that do not change management. A short period of protected weight-bearing, swelling control, and a
careful re-exam after a week can spare unnecessary imaging.

Special scenarios that shape imaging choices

¢ Pediatric foot pain: A foot and ankle pediatric specialist chooses radiation-sparing options when possible.
Ultrasound and MRI outrank CT for many conditions, but CT remains valuable for coalition mapping when
surgical resection is planned. Growth plate considerations change interpretation, so experience matters.

¢ Diabetic foot infections: A foot and ankle diabetic foot surgeon pairs MRI with labs and sometimes tagged white
blood cell scans when osteomyelitis is suspected. Plain films show gas or bone destruction late. MRI can
distinguish cellulitis from abscess and marrow edema from frank osteomyelitis better than any other modality. For
chronic ulcers near the fifth metatarsal or calcaneus, MRI guides limb salvage strategies.

¢ Rheumatologic disease: For inflammatory arthritis flares, MRI can show synovitis and early erosions before
radiographs change. Ultrasound detects power Doppler signal in MTP joints and tendon sheaths. A foot and ankle
joint surgeon uses these signals to time debridements, synovectomies, or fusions when medical therapy reaches
limits.

e Postoperative imaging: Hardware artifact clouds MRI around the ankle and hindfoot. Metal artifact reduction
sequences help, but CT often beats MRI for bone union assessment. For soft tissue evaluation near hardware,
ultrasound can skirt metal and visualize tendons well.

What a well-read radiology report should say

Good reports answer clinical questions. For a foot and ankle surgeon near me reviewing an MRI for persistent ankle pain,
the key items include the status of the ATFL, CFL, and deep deltoid, the size and stability markers of osteochondral talar
lesions, syndesmotic injuries, peroneal tendon integrity, and signs of anterolateral impingement. For midfoot pain, the
report should comment on Lisfranc ligament fibers, marrow edema in the second metatarsal base and medial cuneiform,
and any intercuneiform instability markers. For Achilles pathology, a precise location and percentage of tendon
involvement guides whether a foot and ankle Achilles tendon surgeon plans debridement, flexor hallucis longus transfer,
or a purely nonoperative course.

If the report reads like a catalog of minor findings, the clinician’s job is to put weight on symptoms and exam. A foot and

ankle consultant should feel comfortable calling the radiologist to correlate and, if needed, request targeted re-reads. That
collaboration solves problems faster than a flurry of extra tests.

Where minimally invasive techniques meet better diagnostics
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The rise of the foot and ankle minimally invasive surgeon owes a lot to imaging. Percutaneous bunion corrections,
calcaneal osteotomies through small portals, and arthroscopy of the ankle and subtalar joint all depend on precise
preoperative imaging and intraoperative fluoroscopy. A foot and ankle arthroscopy surgeon uses MRI to locate
osteochondral lesions and plan portals, then fluoroscopy to confirm instrument position. For percutaneous Achilles
lengthening in equinus contracture or for endoscopic plantar fascia release, ultrasound can guide incision placement and
confirm tissue planes.

A clinician’s view of common conditions and their imaging keys

Plantar fasciitis: Most cases need no imaging. If pain persists after 8 to 12 weeks, ultrasound can measure fascia
thickness and reveal partial tears. MRI is useful when a stress fracture or nerve entrapment is suspected. For a foot and
ankle plantar fasciitis specialist, imaging refines the plan rather than starts it.

Morton neuroma: Ultrasound first for diagnosis and injection. MRI if atypical or prior surgery clouds anatomy.

Adult acquired flatfoot: Weight-bearing radiographs for alignment and staging. MRI for posterior tibial tendon quality
and spring ligament status if reconstruction is planned. A flatfoot correction surgeon weighs tendon health against
alignment demands to decide on osteotomies, tendon transfer, or fusion.

Chronic lateral ankle instability: Stress radiographs, then MRI for associated lesions. A ligament surgeon uses imaging to
choose between Brostrom repair, augmentation, or reconstruction.

Hallux rigidus: Weight-bearing radiographs for joint space and dorsal osteophytes. CT helps in revision cases or when
assessing sesamoid arthritis. MRI has limited added value unless cartilage mapping will change between cheilectomy and
fusion.

Tarsal tunnel syndrome: Clinical exam plus ultrasound for masses. EMG can confirm, with the understanding of false
negatives. MRI for atypical cases or when proximal pathology is suspected.

Stress fractures: MRI detects early marrow edema and distinguishes high-risk sites like navicular, anterior tibia, and fifth
metatarsal base. CT helps evaluate cortical healing in delayed unions.

Charcot neuroarthropathy: Weight-bearing radiographs show architecture collapse; MRI distinguishes acute Charcot
from osteomyelitis when ulcers are present. Serial imaging tracks consolidation. A foot and ankle limb salvage surgeon
uses these images to time reconstructive steps and frame use.

What patients should know before the scan

Even the best imaging cannot substitute for a careful exam. Ask whether the study will change management. For
example, if a foot and ankle sports injury doctor suspects an ATFL sprain without red flags, early MRI rarely changes the
plan of bracing, balance work, and a staged return to sport. Conversely, if the plan might involve surgery, imaging refines
the approach and can prevent surprises.

Discuss weight-bearing. If your pain allows, standing radiographs and CTs provide information non-weight-bearing
scans cannot. For MRI, stillness matters more than weight-bearing, so comfort measures and good positioning reduce
motion and repeat sequences.

Contrast is rarely needed for foot and ankle MRI. Exceptions include suspected infection, post-op scar versus recurrent
tear, or specific tumor workups. If contrast is proposed, ask why and what the clinician expects to learn.

A concise decision aid for common scenarios

e Fresh ankle sprain with mechanical symptoms beyond six weeks: weight-bearing radiographs, then MRI if painful
instability or catching persists.

e Midfoot twist with ongoing pain and swelling: weight-bearing radiographs. If equivocal and pain persists, CT for
bony injury, MRI for ligamentous Lisfranc sprain.

¢ Heel pain in a runner not improving after six to eight weeks: radiographs to exclude a large calcaneal spur or
fracture, then MRI to rule out stress fracture if exam suggests bony pain rather than plantar fascia tenderness.

¢ Forefoot burning between toes: ultrasound for neuroma and injection, MRI if the ultrasound is inconclusive or
surgery is planned.

o Suspected osteochondral lesion after ankle sprain: MRI to grade lesion and plan arthroscopy.



Bringing it together in the operating room

Imaging does not end when the patient signs consent. A foot and ankle repair surgeon uses intraoperative fluoroscopy to
confirm reduction, screw length, and alignment. For complex deformities, 3D CT reconstructions before surgery help
build a stepwise sequence: correct the calcaneal varus first, then address forefoot supination, then confirm the
talonavicular reduction. Nothing drags an operation longer than discovering a missed malalignment after a plate is
already fixed. Good imaging and planning prevent that.

For cartilage work, a foot and ankle cartilage surgeon may use preoperative MRI to size grafts and choose between
microfracture, particulated juvenile cartilage, or osteochondral autograft. Postoperative MRI at six to twelve months can
evaluate the fill and integration, though patient symptoms always lead interpretation.

The human factor: experience shapes the study

Two patients with the same MRI can need different treatments. A ballet dancer with a small lateral talar lesion who feels
subtle catching in relevé may need arthroscopy that a jogger with the same image does not. A foot and ankle sports
medicine specialist weighs sport, season, deadlines, and the athlete’s mechanics. A foot and ankle chronic injury
specialist considers years of compensations that have turned a single lesion into a chain of overload. Imaging points to
the nodes in that chain. Experience tells which node to address first.

Radiologists are partners. A quick phone call to a musculoskeletal radiologist to discuss a puzzling case saves time and
cost. Many of the most satisfying solutions in practice come from that dialogue: comparing current MRI with prior scans,
correlating ultrasound with the tender spot the patient drew with a finger, or adding a targeted sequence because a new
symptom emerged.

Cost, risk, and value

MRI is safe but expensive and sometimes slow to schedule. CT brings radiation, so a foot and ankle orthopedic provider
uses it judiciously, especially in younger patients. Ultrasound is affordable and dynamic, but operator skill matters.
SPECT-CT offers clarity for complex pain at the cost of more radiation and limited availability. The foot and ankle
healthcare provider balances these against the likelihood that the result will change care. The best test is often the one
that answers a specific question with the least burden.

When to seek a higher level of expertise

If pain persists after a course of well-led conservative care, or if your imaging reports mention multi-joint involvement,
complex deformity, or failed prior surgery, it is reasonable to see a foot and ankle expert. Terms like foot and ankle
reconstructive orthopedic surgeon, foot and ankle extremity specialist, or foot and ankle podiatric surgeon signal focused
training. For ligament and tendon reconstructions, look for a foot and ankle ligament surgeon or foot and ankle tendon
surgeon. For pediatric issues, a foot and ankle pediatric surgeon. For plantar heel pain that will not settle, a foot and ankle
heel pain specialist or plantar fasciitis specialist. And for difficult neuropathic or vascular cases, a foot and ankle limb
salvage surgeon with a team approach.

A practical starting point is a foot and ankle specialist near me or foot and ankle doctor near me search, then review
profiles for experience with your specific condition. Ask how imaging guides their approach and what they do when
imaging and symptoms do not match. The answers often tell you whether they will partner with you thoughtfully.

Final thoughts from the clinic

After years of seeing ankles and feet of every shape and sport, a few truths keep landing. Most problems can be
diagnosed with a careful exam and weight-bearing radiographs. MRI is best for soft tissue and bone marrow stories, CT
for bony architecture, ultrasound for dynamic tendon and guided injections, and SPECT-CT when pain is stubborn and
diffuse. Diagnostic injections, done with intent, can serve as a compass. And the best foot and ankle surgery specialist
knows when not to operate, because the images do not line up with the person in front of them.

Imaging is a language. Read it well, and it tells you where to go. Read it alone, and you miss the point. Whether you see
a foot and ankle orthopedic surgeon, a foot and ankle podiatry surgeon, or a foot and ankle medical doctor, insist read
more on a plan that connects your story, your exam, and your pictures into one coherent path forward.
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