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Objective: To present the case of an 18-year-old football
player who chose conservative treatment for a superior pero-
neal retinaculum tear and to review alternatives.

Background: Superior peroneal retinaculum tears are often
mistaken for lateral ankle instability. These tears often do not
heal readily by themselves and must be identified so that
proper treatment can begin.

Differential Diagnosis: Superior peroneal retinaculum tear,
peroneal subluxation, peroneal retinacular avulsion, snapping
ankle.

Treatment: This athlete chose conservative treatment,
which may have cost him 4 weeks and the chance to return to
his senior season. Surgical treatment can reduce recovery time.

Uniqueness: This case history presents an athlete who was
thought to have a grade II lateral ankle sprain. After weeks of
rehabilitation, pain and effusion diminished, but the athlete was
still unable to perform any functional activity without symptoms
of pain and catching.

Conclusions: Making the correct clinical diagnosis and
understanding the time frame involved in rehabilitative versus
surgical treatment are necessary to return the athlete to play in
a timely manner.

Key Words: fibrocartilage ridge, peroneal tunnel compres-
sion test

Injury to the superior peroneal retinaculum (SPR) is, as first
noted by Blanulet in 1875, a relatively infrequent injury.1

The injury has been most commonly seen in snow skiing,
ice hockey, football, and tennis, respectively. The SPR is
integral to the stability and function of the peroneal muscles
and tendons, particularly the peroneus longus and brevis. The
peroneus longus and brevis are important dynamic stabilizers
of the ankle but also contribute to plantar flexion and eversion.

The peroneus longus and brevis tendons extend in a common
sheath distally and posteriorly around the lateral malleolus to
the base of the fifth metatarsal, where the brevis inserts. The
peroneus longus then extends to the first metatarsophalangeal
joint. The superior and inferior peroneal retinacula secure these
tendons as they make the turn around the malleolus, aided by
a fibrocartilage ridge to help deepen the groove.2 This enables
the malleolus to act as a pulley, increasing the tension of the
muscles. If the ridge is too shallow, peroneal tendons can
sublux or dislocate more readily.3,4 The peroneus tertius,
although it has a common origin with the longus and brevis
muscles, runs anterior to the lateral malleolus, and, therefore,
SPR tears do not usually affect it.

Injury to the SPR is often accompanied by injury to the
posterior talofibular ligament or the calcaneofibular ligament.
These lateral ligaments are taut when the ankle is dorsiflexed
and act as static ankle stabilizers.3 The calcaneofibular and
posterior talofibular ligaments and the SPR tend to have a
near-parallel alignment, which may suggest a reason for the
coexistence of SPR injury, lateral ankle instability, and, in the

worst cases, splits in the peroneus brevis tendon.3 Chronic
calcaneovalgus may predispose an athlete to SPR tears, per-
haps because passive eversion of the calcaneus compromises
the tension of the peroneal tendons.1 However, the injury most
commonly occurs with forceful, passive dorsiflexion, which
produces a reflex contraction of the peroneals and a tightening
of the tendons against the SPR. Evaluation of cadaver ankles
has shown 5 variations in the SPR.5 Structurally, these liga-
ment types can be bandlike or bifurcating. Each has a common
origin from the fibular ridge; however, their insertion sites can
include bony, fibrous, and soft tissue attachments. It is uncer-
tain whether 1 of these ligament types predisposes certain
people to SPR tears.

CASE PRESENTATION

In the fourth game of the season, an 18-year-old football
running back was tackled from behind while entering the end
zone. He seemed to relax as he crossed the goal line, and the
defender, while making a desperation tackle, landed directly on
the posterior aspect of the athlete’s leg, forcefully hyperdorsi-
flexing and everting his ankle (Figure 1). The athlete limped
from the field and described hearing a “pop” while being
tackled. Initially, the pain and effusion were generalized over
the entire ankle, and his strength was significantly diminished.
Acutely, the injury appeared to be a grade II lateral ankle
sprain. Unable to complete functional tests, the athlete was
removed from the contest, and cryotherapy was applied imme-
diately.

Upon reevaluation the next day, the effusion had decreased
modestly, and the athlete was exquisitely tender on the poste-
rior aspect of the fibula, superior to the malleolus. However, he
did not have any significant pain when the ankle was palpated
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anteriorly or medially. Circumducting his ankle created an
audible “pop,” and the tendons could be felt subluxing anteri-
orly on palpation. Three days postinjury, the athlete was seen
for evaluation by a physician, who diagnosed a peroneal
retinaculum tear and recommended magnetic resonance imag-
ing (MRI). He felt that rehabilitation might not be a viable
option to allow the athlete to return before the season ended.

The athlete was referred to an orthopaedic surgeon for a
second evaluation. The posterior tibiofibular ligament was
identified on the MRI as being injured, possibly including the
SPR. The orthopaedic surgeon felt the MRI was inconclusive,
and, because no subluxation of the peroneal tendons could be
reproduced in the office, surgery was not needed.

The athlete sought a third opinion from a foot and ankle
subspecialist. In this physician’s opinion, the tendon was
“snapping within the groove.” He was less confident in
surgical treatment unless the tendon was clearly subluxing
anteriorly over the top of the retinaculum. All 3 physicians
agreed that the MRI showed effusion lateral to the fibula and
superior to the malleolus, which indicated irritation to the
lateral compartment (Figure 2).

On the suggestion of the foot and ankle subspecialist, the
athlete decided to postpone surgery in favor of rehabilitating
for 6 weeks. At that time, if no improvement had been made,
surgery could be done.

Initially, the goal of treatment was to minimize the effusion
and regain full range of motion through the use of heating
modalities, ultrasound, elevation, massage, and stretching.
Also, at this time, open chain strength exercises and non-
weightbearing Biomechanical Ankle Platform System exer-
cises (BAPS, Alimed Inc, Dedham, MA) were instituted.
Throughout this time, the athlete was walking, crutch assisted,
but he refused to wear a walking boot. As his strength
increased and he was able to perform normal daily activities,
we started closed chain exercises, including leg presses,
lunges, stair climber exercises, and full weightbearing BAPS
with platform loading. Within a week, the athlete was rated 5/5
on the manual muscle testing score for all ranges of motion.
However, snapping occurred with plantar flexion and eversion,
and the tendons needed to be stabilized with tape so that

functional exercise could be performed. The athlete was taped
with a felt pad posterior and inferior to the lateral malleolus
and the foot in a dorsiflexed position. He was able to exercise
on a stair climber and use a BAPS board up to level 4 with
minimal discomfort and snapping of the tendons.

He progressed to a functional exercise program on the field
consisting of cone drills specific to his position. However,
when asked to perform the simplest functional drills, he was
able to reach only 50% capacity without limping, discomfort,
and snapping of the tendons. He was unable to move laterally
or backward due to discomfort and instability, and crossover
movements were nearly impossible to perform.

After the 6 weeks of rehabilitation, the regular season was in
its last week, the athlete was not able to participate in the
playoffs, and he did not return to the physician. Due to
frustration with his progress and continued pain, accompanied
by snapping and catching of the tendons, he started rehabili-
tation on his own consisting of general strength and condition-
ing and did not return to the training room. The athlete
attempted to return to play basketball 8 weeks after the injury,
but participated in only 3 games. He claimed his ankle was not
100% and declined further treatment. At 12 weeks, normal use
of the ankle had returned, and he was able to play baseball in
the spring without incident.

DISCUSSION

A torn SPR allows the peroneal tendons to become hyper-
mobile and sublux anteriorly, adversely affecting their static
and dynamic functions. Patients typically exhibit audible and
palpable popping and snapping, the result of recurrent dislo-
cation or subluxation of these tendons over the lateral malle-
olus.4 This sensation can be reproduced with normal daily
activities, especially walking stairs (both up and down), and
clinically by the peroneal tunnel compression test.2 The weak-
ness resulting from the loss of tension is totally debilitating.

Figure 1. A photograph of the actual injury shows contact distal to
the knee as the athlete’s foot hits the ground, thus hyperdorsiflex-
ing and everting the ankle.

Figure 2. MRI taken 3 days after the injury does not conclusively
show any damage to the peroneal retinaculum. However, effusion
lateral to the fibula is seen.
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Any athlete who relies on quick, forceful lateral movements or
split-second changes in direction will be severely affected by
this injury.

SPR tears can be classified into 3 categories. In grade I tears,
occurring 51% of the time, the retinaculum is raised from the
periosteum, possibly with a tear in the sheath. Grade II tears,
which occur in 33% of the cases, also include a tearing away
from the fibrocartilage ridge that serves as the attachment point
for the SPR; this may appear on x-ray as a cloudy area
posterior to the fibula and superior to the lateral malleolus.
Grade III tears occur 16% of the time, when the SPR avulses
from the fibrocartilage ridge and pulls off a fleck of bone.1

Longitudinal splits in the peroneus brevis tendon may occur
with any of these injuries, but most commonly occur with
grade III tears.2,3

Differentiating SPR tears from inversion ankle sprains is
important for the athletic trainer. An SPR tear often presents
with lateral pain and swelling on examination. The talar tilt and
anterior drawer tests are usually positive for pain, thereby
giving the appearance of an inversion ankle sprain. Few SPR
sprains are diagnosed radiologically or on MRI, whereas types
I and II may not cause signs or symptoms and, therefore, may
go unrecognized.5 Clinically, 3 tests can be used to assess the
integrity of the SPR. The peroneal tunnel compression test2 is
done by exerting pressure against the tightening tendons at the
level of the SPR, causing pain in the presence of an SPR tear
or peroneal tendon split. The ankle circumduction test is a
reliable test for all types of retinaculum tears.6 This is per-
formed by palpating the peroneal tendons at the level of the
SPR and asking the athlete to circumduct the ankle. A third test
is performed by actively and passively everting the dorsiflexed
ankle.7 Pain and tendon subluxation constitute positive tests.

In this case study, it is important to note that the rehabilita-
tion was successful in helping this athlete regain his full
strength. However, full strength was not accompanied by full
function. Full functional capacity did not return until 10 to 12
weeks later. Surgical intervention for a torn SPR has proved to
be both easy and reliable,7 although few studies have been
done to show which are the best procedures.8 Many of the
current surgeries performed to correct a torn SPR are variations
of the early procedures done by Ellis Jones. The 3 basic
components of these surgeries are to reconstruct the SPR,
deepen the peroneal groove, and reroute the tendons.1,7 In a
study by Poll and Duijfjes,9 15 patients with SPR tears were
monitored.9 Nine patients had grade II and III tears. Three of
these patients elected to have surgery immediately, whereas the
remaining 6 chose conservative treatment. Six patients had
grade I tears, all of whom started rehabilitation. Within 10
weeks, 3 of these patients chose surgical intervention. Three
remained in rehabilitation, and only 1 reported a full recovery.

Of the 12 surgical patients, postoperatively 11 reported being
free from repeated dislocations, and 1 patient was lost during
the follow-up.

I am not suggesting that surgery is the only option. As the
study by Poll & Duijfjes9 and this case suggest, if rehabilitation
is chosen as an alternative to surgery, the result is questionable
and may not occur in a reasonable time frame for return to
competition. For example, this athlete tested at 100% clinically
but could perform at only 50% functionally. With regard to the
time frame, an extra 4 weeks of playing time to a professional,
collegiate, or high school athlete may affect the athlete’s
livelihood and the chance of securing a contract or a scholar-
ship. In this patient, 6 to 8 weeks for full recovery after
surgery, as opposed to 10 to 12 weeks of rehabilitation, may
have permitted this player to participate during the playoff
portion of the football season.

However, all the normal risks of surgery are present,
including secondary infection, other complications, and failed
surgery. For these reasons, the method of intervention, the time
frame involved, and the needs of the athlete must be considered
by the athlete, parents, athletic trainers, coach, and physician.
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