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Abstract

Peroneal tendon tears are a common but under-recognized source of ankle pain and dysfunction. Recognition of the
characteristic symptoms, physical findings, and imaging results of peroneal tendon tears is essential for accurate diagnosis and
appropriate treatment. Acute, limited tears of a single peroneal tendon may be debrided and repaired. However, by the time
operative treatment is undertaken, many tears of a single tendon are sufficiently advanced that the surgeon may need to
consider excision of the nonviable segment and tenodesis of the damged tendon to the to the adjacent peroneal tendon.
Irreparable tearing of both peroneal tendons may be treated with flexor tendon transfer and/or allograft reconstruction.
This review article focuses on diagnosis and operative treatment of peroneal tendon tears, including the treatment
algorithms, operative technique, and published outcomes.

Keywords: peroneal tendon tears, operative treatment, peroneus brevis, peroneus longus, tendon disorders, sports,

tenodesis, tendon reconstruction

Introduction

For the patient who presents with lateral ankle pain, the
differential diagnosis includes ankle sprain, lateral ligament
instability, subfibular impingement, occult fracture of lateral
process of the talus or anterior process of the calcaneus,
osteochondral lesions of the lateral talar dome, peroneal
tendonitis or subluxation, or peroneal tendon tears. These
pathologies may coexist because they are frequently related
to injury in inversion. Insidious onset of symptoms may
delay presentation, and the wide array of possible causes
may delay diagnosis.

The frequency of peroneal tendon tears has been reported
by Sammarco and DiRaimondo. Of 47 patients with lateral
ankle complaints, 36% were found to have attrition of the
peroneus brevis tendon.** Although peroneal tendon tears
are common, they are an under-recognized contributor to
lateral ankle pain and dysfunction. A survey of 40 patients
with peroneal tendon disorders found that only 60% of those
were diagnosed at presentation. '’

Once the diagnosis is made, the clinician must weigh
treatment options. Conservative management may be suc-
cessful, depending on severity, chronicity, and the patient’s
activity level. However, for the patient whose symptoms are
not acceptably alleviated by a regimen of rest, anti-
inflammatory medications, physical therapy, and bracing,

operative treatment is often necessary. Recommendations
and operative strategies have evolved to reflect our refined
understanding of pathologies of the peroneal tendons as well
as the evidence-based outcomes.

Pathophysiology

Peroneal tendon tears may be acute but the majority are
chronic.*? Although 20% to 60% of patients in the literature
have been reported to have a sentinel event that precipitated
their lateral ankle pain, the event is often remote, and the
tears occur over an extended interval prior to the time of
presentation.>**>>°

Observational studies have shown tendon tears to occur at
the tip of the fibula or at bony prominences where there is
pressure against them (Figure 1A),%7*22%! suggesting that
the tears are mechanical in origin. Attenuation of the blood
supply may also contribute to peroneal tendon tears. These
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Figure |. Operative illustrations—peroneus brevis tears: (A) Example of a split tear of peroneus brevis due to subluxation over lateral
malleolus. (B) Example of shredded fibers of peroneus brevis causing splaying of the tendon. (C, D) Unsalvageable brevis, proximal and
distal tenodeses. (E) Retinacular reconstruction. (F) Failed tendon repair. This patient would have been better served by a tenodesis. (G)

Mild peroneus tear, debrided and repaired.

same regions of mechanical stress are regions of hypovascu-
larity,* which can deprive the tendon of nutrition, contribut-
ing to tear occurrence and propagation.

Peroneus Brevis

For the peroneus brevis, the most common pattern of ten-
don tear is longitudinal and centered at the level of the tip

of the fibula (Figure 1B).*> At this location, the tendon
acutely changes direction, increasing the mechanical
stress on the tendon. In addition, compression of the
brevis between the peroneus longus tendon and the
fibula also increases the mechanical stress on the ten-
don.?"*22%47 Syuch mechanical stress can lead to fraying
or longitudinal splitting, in this characteristic location
(Figures 2).>%7
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Figure 2. Pathophysiology: Splayed and scarred peroneus brevis
due to subluxation.

The superior peroneal retinaculum may be a source of
pathology even without frank tearing of the tendon. The
retinacular tissue may become attenuated following
inversion injuries of the ankle®***® and separation of the
retinaculum from the lateral surface of the fibula, resulting
in intra-sheath or frank subluxation of the tendons (Video
IA).*” This attenuation may also result from overstuffing due
to intratendinous fibrosis, a low-lying peroneus brevis
muscle, or a peroneus quartus muscle and tendon.'”*’
Tendinoscopic techniques have been advocated for cases
of tendon instability without tendon tears.”®

Immunohistochemical staining of the vascular network of
the peroneus brevis tendon has shown a nearly avascular
region of the tendon at the level of the fibular groove,*
suggesting a vascular contribution to tendon pathology.

Less common and less consistently symptomatic are the
multiple small splits of the peroneus brevis just proximal to
its insertion on the base of the fifth metatarsal, which are
degenerative rather than mechanical.”*’

Peroneus Longus

Tears of the peroneus longus are much less common than
tears of the peroneus brevis.'®*' They occur most often
between the peroneal tubercle of the calcaneus and the
cuboid tunnel, a zone of both mechanical stress and relative
hypovascularity.**>>> The common peroneal tendon sheath
divides into separate sheaths at the peroneal tubercle. The
longus is especially vulnerable to damage from enlargement
or irregularity of the tubercle, though either tendon may be
affected (Figure 3C).>%? As the peroneus longus tendon
courses distally to the plantar base of the first metatarsal, it
makes an acute turn under the cuboid, increasing the
mechanical stress on the tendon. Frequently, the peroneus
longus tendon has an embedded os peroneum (Figure 3A),
which is located at the cuboid tunnel and sometimes slightly
proximal to it; it serves as a mechanical fulcrum, similar to
other sesamoid bones in the body. Disorders of the os per-
oneum including fracture, osteophytes, or degenerative

enlargement, sometimes called POPS (Painful Os Peroneum
Syndrome) are an additional source of pathology for the
peroneus longus tendon (Figure 3B).>#*!

Diagnosis
Physical Examination

Since both peroneal tendons cross the ankle joint posteriorly,
they are best examined with the ankle in plantarflexion. The
position of both tendons lateral to the subtalar joint results in
hindfoot eversion with muscle contraction. The insertion of
the peroneus brevis on the base of the fifth metatarsal'?
makes it the strongest abductor of the forefoot. The peroneus
longus inserts plantarly at the base of the first metatarsal'>
leading to plantarflexion of that ray and, to a lesser extent,
abduction of the forefoot.

On exam, there may be enlargement of the tendon. This
finding is present in 90% of patients with tears and more
easily observed in brevis than in longus tears.®**2” Swelling
proximal to and at the lateral malleolus usually denotes a
brevis tear, while swelling at and distal to the peroneal tuber-
cle sometimes indicates a longus tear.’

Pain with resisted eversion and tenderness to palpation
are common but may also present with tendinitis.5*
Passive inversion of the hindfoot may provoke pain as well.
Though subluxation of the tendons within their sheath is
difficult to elicit in clinic, subluxation of the peroneal ten-
dons over the posterior border of the fibula may be demon-
strated on physical examination.

Peroneus brevis pathology may be distinguished from
longus pathology by tenderness to palpation where the ten-
dons diverge at the peroneal tubercle. The course of the
longus is inferior to the brevis and it is palpable where it
turns medially in the cuboid groove. The brevis, whose
insertion is eccentric and dorsal on the fifth metatarsal base,
is easily palpated as well. In this distal zone, each tendon can
be palpated distinctly.

A thorough physical examination is essential because
coexisting cavus deformity, ankle instability, or subfibular
impingement may need to be operatively addressed at the
same time as peroneal reconstruction. Sural neuritis or pain
related to the Achilles tendon can mimic peroneal tendon
symptoms. The clinical assessment is critical to identify the
source of pain and contributing factors.

Imaging

Radiographs of the foot and ankle (weightbearing anteropos-
terior, lateral, and oblique views) can be useful to assess
deformity and related osseous pathology. The diagnosis of
a peroneus longus rupture can sometimes be made on radio-
graphs, based on the position of the os peroneum, when
present.’’ Approximately 20% of the population has an ossi-
fied os peroneum, visible on internal rotation oblique foot
radiographs at the level of the calcaneocuboid joint." Under
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Figure 3. Longus tear: (A) Example of tear of the peroneus longus at the os peroneum. (B) Tear of the peroneus longus with fracture of
the os peroneum. (C) Tear of the peroneus longus at the peroneal tubercle.

physiologic conditions, the os peroneum should not appear
proximal to the calcaneocuboid joint." Migration of the os
proximal to the calcaneocuboid joint is indicative of a tear of
the peroneus longus tendon distal to the os peroneum.’® If
the tendon tear is associated with fragmentation of the os, the
telltale fragment distraction can also be visualized on
radiographs.'*>?

When peroneal tendon pathology is suspected and
nonoperative treatment has not resulted in satisfactory
results, magnetic resonance (MR) imaging is indicated
(Figure 4D). Although the early literature reported inac-
curacies of imaging,****° MR imaging is currently a useful
diagnostic aid, despite conflicting results regarding the
reliability of this method.’*'? There is a consensus, how-
ever, that the utility is increased with better understanding
of the “magic angle effect,” a phenomenon in MR imaging
in which there is a factitious appearance of heterogeneity
and increased signal in a tendon when it intersects the main
magnetic vector at an angle of 55° (Figure 4B).'""'>*¢ The
peroneal tendons are susceptible to this artifact, especially

at the tip of the lateral malleolus. Thus, it is essential that
MR imaging of the peroneals include sections formatted in
a parasagittal oblique plane that is perpendicular to the
tendons where they turn at the lateral malleolus. Peroneus
brevis tears will be diagnosed most easily in this plane
(Figure 4A and B). Imaging the ankle in 20° of plantarflex-
ion can also increase the accuracy of the study by separat-
ing the peroneal tendons in the sheath and decreasing the
magic angle effect.!™!8:33:58

Tears of the peroneus longus are seen well on axial
images (Figure 4C). Additionally, it can be helpful to
include sections in the oblique coronal plane perpendicular
to the axis of the metatarsals to better visualize the extent of
peroneus longus tendon tears in the midfoot.*®>® A recent
study by Res et al observed increased fatty infiltration of
the muscle on MRI in cases of peroneus brevis tendon
tears.*® The clinical implications of this observation remain
to be determined.

Despite the increasing sensitivity of MR imaging, the
importance of correlation with a careful physical
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Figure 4. Imaging of peroneal tendon tears. (A) Oblique coronal showing brevis tear. (B) Sagittal with plane of oblique coronal marked.
(C) Peroneus longus tear on axial distal to malleolus. (D) MRI of tears of both longus and brevis.

examination cannot be overstated. Tears found incidentally
on imaging that are asymptomatic do not require
treatment.®

Ultrasound imaging for diagnosis of peroneal tendon
pathology can be useful and accurate.'*?*2¢ In a study of
30 patients (60 peroneal tendons) who underwent both
dynamic ultrasound assessment and operative exploration,
the sensitivity of ultrasonography in predicting a tendon
tear was 100%."* The specificity was 85%, and the accu-
racy was 90%.'* A practical limitation is that the technique
is operator dependent and less readily available than MRI
in many centers.

Treatment

Nonoperative

For most patients, nonoperative strategies are a reasonable
first step in treatment. These may include a 4- to 8-week
period of immobilization in a boot or brace, activity mod-
ification, physical therapy, lightweight ankle support brace,

or a course of anti-inflammatory medications. Should those
interventions fail to produce an acceptable improvement in
symptoms, treatment may progress to operative intervention.

Tendonoscopy

In patients whose clinical presentation is convincing for a
peroneal tendon tear but who have negative imaging,
immobilization, activity modification, physical therapy,
and anti-inflammatory medications are the first step. If
those conservative therapies fail, however, the provider
might consider operative intervention. The recent consen-
sus statement by the Ankle and Foot Associates of the
European Society of Sports traumatology, Knee surgery,
and Arthroscopy (ESSKA-AFAS) advocates and reserves
tendoscopy for these cases.>®

Algorithms to Guide Operative Intervention

Krause and Brodsky proposed a classification system and
treatment algorithm. This was described based both on their
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experience with chronic peroneus brevis tendon tears and the
increased mechanical load borne by the remaining tendon
when more than half the original tendon is removed. Tears
are divided into grades 1 and 2, depending on the extent of
damage to the tendon’s cross-sectional area, observed
intraoperatively, with a threshold of 50%. For grade 1 tears
(less than 50% of the cross-sectional area), they advocated
debridement and repair by tubularization (Figure 1G). For
grade 2 tears (greater than 50% of the cross-sectional area),
they advocate resection of the affected segment and tenod-
esis to the adjacent peroneus longus.?> The rationale for
excision and tenodesis has been reinforced by the authors’
observation that repaired brevis tendons are likely to later
scar to the longus, causing pain because of restriction of
tendon excursion.

Redfern and Myerson®® expanded this algorithm to
include peroneus longus tears and concomitant tears of both
tendons. For tendons that are grossly intact, they recom-
mended repair (analogous to Krause and Brodsky grade 1,
though Redfern and Myerson did not specify a threshold of
tendon integrity). If one tendon is completely torn and the
other is functional with intact excursion, they recommended
tenodesis of the tendon proximal to the tear. When there is
limited muscle excursion of the intact peroneal due to scar-
ring or when both tendons are torn, they recommended a
tendon graft or tendon transfer.*

Repair

Tendon repair consists of excision of the frayed and degen-
erated tissue and tubularization of the remaining tendon
(Figure 1G). Krause and Brodsky*? and Squires et al*” advo-
cate the use of absorbable suture to prevent persistent irrita-
tion from the sutures within the tendon sheath. Other authors
promote nonabsorbable sutures for strength and durabil-
ity.*>*! Steel and DeOrio did not find the use of absorbable
or nonabsorbable suture to influence patient outcomes.*’

It is essential to address underlying tendon instability and
subluxation at the time of the procedure to prevent recur-
rence.? In every case, careful attention is paid to reconstruct
the volume and tightness of the superior peroneal retinacu-
lum so that the tendons are neither compressed nor able to
subluxate. Use of a pants-over-vest repair allows the surgeon
to progressively adjust the tension of the imbrication intrao-
peratively, rather than a figure-of-8 stitch, where the tension
is set by the distance the stitch is positioned from the edge of
the suture.

In a study of 20 patients with tears of the peroneus brevis,
Krause and Brodsky reported 82% of patients undergoing
debridement and repair were satisfied without reservations,
compared with 66% of patients undergoing tenodesis.*”
However, overall satisfaction rate for both groups was
greater than 90%.%* They also reported favorable functional
outcomes; patients in this series had an average American
Orthopaedic Foot & Ankle Society (AOFAS) ankle-hindfoot
score of 85 postoperatively.?? Similar satisfaction rates were

shown in a study of 17 patients by Grasset et al,'* 13 of
whom were treated with repair. Demetracopoulos et al® cor-
roborated these promising results in a more recent study of
18 patients undergoing debridement and primary repair.
There was a significant improvement in VAS pain scores
at follow-up, and 94% returned to full sporting activity.®
Steel and DeOrio looked specifically at return to sport in an
assessment of 30 patients undergoing operative treatment
of peroneal tendon tears, 29 of whom had debridement or
repair the torn tendon. They found that only 46% were able
to return to at least some sporting activity, whereas 42%
were only able to perform ADLs.*” The remaining 12%
were not active in sports either before or after the surgery.
They also reported that 54% continued to experience lateral
ankle swelling and 31% had pain at rest.*’ A retrospective
case series of 71 patients after peroneus brevis repair by
Steginsky et al’® showed 76% returning to preinjury activ-
ities, with 62% performing at their preinjury levels. Func-
tional scores improved, and 85% of patients reported that
they were satisfied and 91% would choose to have the
procedure again.’®

Tenodesis

When the degenerated zone of the tendon exceeds or even
approaches 50% of the tendon cross-sectional area, and/or is
complex or very long, debridement and repair is more likely
to produce a poor result.>> The main reason for this is that a
large area of tendon repair usually results in scarring and
adhesion of the tendon to the sheath and the adjacent tendon.
Once the tendon or tendons are scarred and immobile, the
patient will have persistent pain. Debridement that results in
extensive reduction of the tendon diameter also weakens it
mechanically (Figure 1F).2%!

Tenodesis of the torn peroneal tendon to the intact one is
the favored, and most common, solution because of the use
of native tissue, rather than cadaver tissue, and the relative
ease of the technique (Figures 1C and D). Once tenodesis is
elected, the operative technique proceeds according to sev-
eral key steps. At the sites of tenodesis, the adjacent tendon
surfaces must be thoroughly debrided of synovium, and then
gently roughened with the edge of the scalpel for improved
adherence. For a torn peroneus brevis tendon, the proximal
tenodesis transfers or attaches the brevis to the longus suffi-
ciently proximal to the superior peroneal retinaculum such
that the combined tendons at the tenodesis will not pass
through the narrow zone of the retinaculum even in maxi-
mum inversion. Then the distal tenodesis is performed, to
attach the longus tendon to the distal brevis near its insertion
on the fifth metatarsal base (Figure 5A). Distal tenodesis at
or near the brevis insertion maximizes postoperative ever-
sion strength by combining the force of the 2 tendons to act
through the insertion of the brevis on the fifth metatarsal
base. Suturing the injured tendon both proximal and distal
to the resected segment improves the power of eversion as
well as the load-to-failure of the repair construct.
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Figure 5. Sural nerve. Preservation crossing branch of sural nerve
(note distal tenodesis).

Tensioning of the tendons is important and is guided by
the effect of ankle and hindfoot position, with the ankle in
neutral and the hindfoot everted. The proximal end of the
torn tendon can be slightly pulled distally, to stretch the
musculotendinous unit and the distal end pulled proximally
while suturing to offset possible stretching at the repair.
Once both tenodeses are completed, the damaged section
of the brevis is excised. Suture material should be nonab-
sorbable, preferably 2-0 in size, but not larger than -0. A
complex running suture has been shown to be strongest for
early motion®’; thus, this is our preferred suture pattern. We
recommend placing the knots internally in the tenodesis,
between the tendons, to prevent knot prominence, and using
a suture that is a variant of a running mattress so that the
suture does not loop over the tendons, in order to reduce
pressure on the tendons because it is a relatively avascular
zone of the tendons.

Retinacular reconstruction can be performed either after
or between the first and second tenodesis (Figure 1E). We
use pants-over-vest stitches of 2-0 nonabsorbable sutures,
beginning on the posterior flap of the superior peroneal
retinaculum, placing them under the subcutaneous tissue
so that they are not palpable. The distance from the
edge of the flap of the pants-over-vest sutures determines
the volume and tightness of the retinaculum, and must be
judged by the surgeon.

Our postoperative protocol following tenodesis includes
splinting for 10-14 days, followed by cast immobilization
for 6-10 weeks, then transition to a walking boot. Formal
physical therapy begins after 3 months, but the patient is
instructed in specific ROM exercises for the peroneal
tendons.

Krause and Brodsky found favorable functional outcomes
after operative treatment in a series of 20 patients, 9 of whom
underwent tenodesis.”> Forty-four percent of their patients
returned to unlimited activities and 67% returned to work
without restriction.?

In partial or complete tears of the peroneus longus, the
operative technique is almost the same as described for

chronic tears of the brevis, with the exception of a distal
tenodesis. Distal to the cuboid groove, the peroneus longus
tendon is inaccessible and, therefore, not addressed opera-
tively. It is best to position the tenodesis of the longus to the
brevis proximal to the SPR. In Stockton and Brodsky’s series
of patients with pathology of the os peroneum associated
with tears of peroneus longus, the patients were treated with
excision of the os and of the longus tendon containing it,
with proximal tenodesis to the peroneus brevis.”' AOFAS
scores increased from an average of 61 preoperatively to
91.7 postoperatively.”! SF-36 scores increased and VAS
scores decreased as well.

Unreconstructable Tears of Both Peroneus Brevis and
Peroneus Longus Tendons

There are cases where the tendons are not amenable to
reconstruction. In these instances, the tendons are grossly
destroyed, enlarged from degeneration, and/or status-post
prior surgery in which the remaining tendon is severely
scarred or irreparably shredded (Figure 6A). Transfer of the
flexor hallucis longus (FHL) or flexor digitorum longus
(FDL) is a reconstructive option when both peroneal tendons
are irreparably torn (Figure 6B). This technique involves
harvest of the donor tendon at the level of the knot of Henry,
passing it proximal and then posteriorly around the tibia and
fibula, and attaching it distally to the remaining brevis ten-
don fibers and/or through a bone tunnel directly to the base
of the fifth metatarsal with suture to itself in a loop or with a
bio-interference screw.

Jockel and Brodsky reported a series of FHL or FDL
tendon transfer for § patients who had severe concomitant
tears of the peroneus longus and brevis that were not recon-
structable. AOFAS scores increased from 64 to 86 after the
surgery, with 7 of the 8 patients returning to their preopera-
tive activity levels and reporting good or excellent results.”
One patient developed a transient (<3-month) peroneal nerve
palsy.20 The authors noted their preference of FHL over FDL
for the donor tendon. Another study of 9 patients found loss
of approximately 25% of eversion strength and range of
motion in patients after FHL or FDL transfer for concomi-
tant tears.*> Anatomic studies have shown FHL tendon
length to be preferable to FDL for transfer.** Jeng et al'’
assessed the relative muscle strength and found FHL volume
to be greater than FDL. Similarly, Silver et al*® reported
favorable strength of FHL over FDL transfer with compara-
ble excursion between the two. Seybold et al*’ did not find
differences in power, balance, or motion between the 2
groups after transfer.

Although FHL/FDL transfer has the advantage of using
autologous tissue, the muscles may not be strong enough to
be a durable and functional substitute for the peroneals,
based on the physiologic principle that muscle power is
proportional to the cross-sectional area of the muscle belly.
As with tendon transfers for the tibialis posterior tendon, the
use of the FHL or FDL is best considered an intercalary
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Figure 6. Concomitant tears of both peroneus longus and brevis. (A) Appearance of tears of both peroneus longus and peroneus brevis.

(B) FHL transfer. (C) Allograft reconstruction.

tendon bridge, rather than as a true transfer, and hence a
proximal attachment of the native muscle-tendon unit to the
recruited tendon. The FDL or FHL can bridge the gap
between the proximal peroneal muscle-tendon unit, and the
insertion on the fifth metatarsal base, in the case of unrec-
onstructable and distal tears of both brevis and longus
tendons. FHL and FDL transfers that do not include anasto-
mosis to the proximal peroneal musculotendinous unit will
be functionally weak for sustained repetitive eversion, that
is, extended distances of walking. However, there are times
when the proximal muscle has no excursion at all intraopera-
tively and it may not be beneficial to tenodese it.

Allograft Reconstruction

Cadaver allografts can be used to span the intercalary seg-
ment following excision of the torn native tendon
(Figure 6C). Allograft reconstruction has been advocated
over tendon transfer for patients who demonstrated intact
proximal muscle excursion. This technique has been advo-
cated to improve biomechanics, and reduce scarring leading

to decreased range of motion.”® In a clinical study of 14
patients who underwent peroneal or semitendinosus allograft
reconstruction for irreparable tendon tears, Mook et al*®
found that patients returned to their preinjury activity levels,
including professional dancing, running 5-km races, and
cycling more than 25 miles. With an average follow-up of
17 months, there was a statistically significant improvement
in pain, eversion strength, and function on the 12-item Short
Form Health Survey and the Lower Extremity Functional
Scale. It should be noted that only half had tears of both
tendons, whereas half of these patients had isolated tears
of the peroneus brevis. Thus, the groups were small, and the
analysis was of heterogeneous groups. More than 25% of
patients in the study experienced numbness in the sural nerve
distribution (half of which were permanent).®

A cadaver laboratory study concluded that allograft
reconstruction restored tension in the distal segment of the
tendon under physiologic loads. The allografts performed
superiorly to tenodesis, which did not restore peroneal ten-
don tension, but there is no clinical correlation or corrobora-
tion at this time.>*
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Patients with longstanding dysfunction or those who have
previously undergone attempts at repair and reconstruction
may have extensive scarring in this area. In these instances,
staging the reconstruction with a silicone rod for bed pre-
paration had been proposed to facilitate tendon gliding at
final reconstruction.>***>® Wapner et al*® reported on 7
female patients with tears of both peroneal tendons who had
been treated with at least 2 previous operative procedures
before undergoing staged reconstruction with a Hunter rod,
followed by FHL transfer. This technique was also reported
by Raikin et al*® to stimulate formation of a secondary
tendon sheath to receive the FHL graft in the setting of
extensive scarring. However, Redfern and Myerson® quali-
tatively noted unanticipated scarring even with the staged
procedure. For this reason, staged procedures have lost their
popularity and are not commonly performed.

Concomitant Procedures for Associated Pathologies

Numerous authors have advocated correction of underlying
varus deformities at the time of peroneal tendon tear recon-
struction.?’**>! The association of a cavovarus deformity of
the hindfoot and peroneal tendon tear is well-recognized, but
there are currently no established criteria for severity or type
of cavus or cavovarus deformity that warrant concomitant
surgery, nor are there agreed on standards for that surgery.
Some authors express concern regarding adhesion of recon-
structed peroneal tendons to concomitant calcaneal
osteotomy.>>243%43

Other pathologies, such as lateral ankle instability, per-
oneal tubercle hypertrophy, osteochondral lesions of the
ankle, and soft tissue ankle impingement,®2%4!-47.50-52
may warrant operative repair at the time of peroneal
reconstruction.

Complications

The most common complication following peroneal tendon
surgery is skin numbness on the anterior side of the distal
incision, due to unavoidable transection of small branches of
the sural nerve (Figure 5). Skin healing issues are possible
because of the thin skin and relative absence of subcutaneous
tissue over the ankle and lateral hindfoot. Complications of
the tendons themselves include scarring, recurrent tears, or
degeneration of the remaining tendon, any of which may
require revision surgery, often with allograft substitution
of the nonviable segment.

Postoperative Rehabilitation Following Reconstruction
of Peroneal Tendon Tears

There is a range of postoperative rehabilitation protocols
described in the literature, but most authors have kept their
patients nonweightbearing for a period between 2 and 6
weeks, depending on the extent of the procedure. Subse-
quently, weightbearing with immobilization in a cast or

walking brace was begun.®*?*° In a meta-analysis of 49
studies of operative treatment of peroneal tendon tears, the
median immobilization period ranged from 6 to 8 weeks
across all treatment options.>* Timing of physical therapy
was highly variable.***° There is not a significant differ-
ence in duration of immobilization or commencement of
range of motion among operative treatment types.>*

Conclusion

Peroneal tendon injuries represent an under-recognized
cause of lateral ankle pain and dysfunction. Assessment
of peroneal tendon injuries reveals a wide breadth of inju-
ries which are usually chronic but can have acute or sub-
acute components. The range of pathology includes tears of
one or both tendons, partial or complete tears, recurrent
tears, and tears associated with concomitant pathologies.
Treatment algorithms should account for the variety of
disorders affecting the peroneal tendons. Further investiga-
tions will be required to better define indications for the
variety of reconstructive options as well as the long-term
functional outcomes.
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