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H|ZZ1 &4 (Peroneal Tendon Injuries)
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origin: lateral compartment of the leg
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peroneus brevis: into the base of the fifth metatarsal
peroneus longus: into the proximal plantar first metatarsal
nerve: both superficial peroneal nerve
musculotendinous junction: located proximal to the superior peroneal retinaculum
peroneus brevis muscle belly is variable: low lying muscle belly : stenosis within the sheath
peroneus brevis: anterior to the peroneus longus
common peroneal synovial sheath: 4 cm proximal to the lateral malleolus
fibro-osseous tunnel: posterolateral: superior peroneal retinaculum
medial: posterior talofibular ligament, calcaneofibular ligament and posterior inferior
tibiofibular ligament
ant: posterior surface of the distal fibular : retromalleolar sulcus
retromalleolar osseous sulcus
additional stability: 3 to 4cm long ridge of tissue
dense collagen and elastic fibers
superior peroneal retinaculum: 1 to 2 cm wide
originate from the periosteum of the lateral aspect of the distal fibula
pass superficial to the fibrous ridge
distal to the inferior margin of the superior peroneal retinaculum : synovial sheath bifurcates
inferior peroneal retinaculum: 2 to3 cm distal to the tip of the distal fibular
often the stenosing tenosynovitis occurs
hypertrophy of the tubercle produce stenosis inflammation and attrition of the tendons
peroneus longus tendon: canal by the cuboid groove and long plantar ligament : another location os
stenosis
os peroneum: within the substance of the peroneus longus tendon: 20% of the feet
location: plantar to the cuboid, lateral to the calcaneus or at the calcaneocuboid articulation
callus formation for healing fracture: stenosing peroneus longus tenosynovitis in the cuboid tunnel
the peroneus quartus: an accessory muscle: 13 to 22%
originate: muscle belly of the peroneus brevis and insert peroneal tubercle of the calcaneus
anomalous insertion: tubercle hypertrophy and stenosing tenosynovitis

longitudinal attrition tear of the peroneus brevis tendon in retromalleolar sulcus

Biomechanics

plantar flexors and everters of the foot

4% of the total work capacity in plantar flexion
cf) 87% by the triceps surae

everter: 63% : peroneus longus (35%) and peroneus brevis (28%)
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2.

os peroneum: callus formation, healing fracture : suspect attrition and tenosynovitis of peroneus
longus
shell like avulsion fracture of the lateral malleolus : avulsion of the superior peroneal retinaculum
internal rotation view and 50% of acute peroneal tendon dislocation

hypertrophy of the peroneal tubercle

Tendon subluxation and dislocation

acute dislocation 90%: snow skiing, ice skating, running, basketball, soccer, football

recurrent inversion ankle sprain and lateral ankle instability

mechanism: forced dorsiflexion with reflex contraction of the peroneal muscle

forced dorsiflexion if ski tip becomes embeded in the snow

quick turn during skiing

chronic peroneal subluxation: repetitive inversion: incompetent superficial peroneal retinaculum

Four types

1. elevation of the fibular periosteum by the superior peroneal retinaculum, with anterior
displacement of the tendons

2. complete tearing of the superior peroneal retinaculum,

3. avulsion fracture of the posterolateral aspect of the distal fibula

4, avulsion fracture of the superior peroneal retinaculum from its posterior insertion on the
calcaneus

acute type 1 and 3: nonsurgical treatment

type 2 and 4: surgical treatment

type of surgery

direct repair

superior retinaculum reconstruction using tendon graft

bone block procedures to produce a bony barrier to dislocation

groove or retromalleolar sulcus deepening procedures

rerouting the tendons under the calcaneofibular ligament

simultaneous repair of lateral ankle instability and tendon subluxation

HIZH 1Y (Tendinitis)
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prolonged activity, direct trauma, displaced ankle, calcaneal fractures, severe sprains, chronic lateral

— 19—



2005 chEbygeln ARX PSS ZA8a0lE / Part1

ankle instability

anatomical factors: peroneus quartus muscle, hypertrophy of the peroneal tubercle, low lying
peroneus brevis muscle belly

location: retromalleolar sulcus, peroneal tubercle, and cuboid tunnel

palpable swelling or thickening within the tendon: pseudotumor

local anesthetic injection: distinguish peroneal tendinitis from other causes
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