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ABORDAJES TERAPEUTICOS EN LAS
TENDINOPATIAS II:

“CIRUGIA".

Dr. C. Sanchez Marchori. csanchez@valenciaport.com



CIRUGIA DE LAS TENDINOPATIAS

Tendinopatia:

Corresponde aafecci(’)n tendinosa.



No confundir con: Entesopatia, que
se refiere a la insercion y NO
unicamente a las fibras tendinosas.



USA

33 millones de lesiones musculo esqueléticas.
45% de partes blandas.
30.000 reparaciones tendinosas.

1s 1c¢

De Franco M, Derwin K, lannotti J. J Am Acad Orthop Surg 2004;3:370-376




"..afecta a millones de personas en el mundo amateur y profesional
con graves consecuencias de rendimiento y economicas...”

CHOQUE ENTRE
CONTRINCANTES?

LESIONES DE SOBRECARGA?

CONTROVERSIA ??




"Cuando una cosa deja d er un tema
con‘trovertido, d eja de un tfema de
interes”. HAZLITT.



Respuesta adaptativa a
CAMBIOS en las fuerzas
mecanicas

CURRENT CONCEPTS REVIEW
TENDON INJURY AND TENDINOPATHY:

THE JOURNAL OF BONE & JOINT SURGERY - JEIS.ORG

HEALING AND REPAIR VOLUME 87-A  NUMBER 1 - JAMUARY 2005

BY PANKAT SHARMA, MRCS, AND NICOLA MAFFULLL, MD, MS, PHD, FRCS(ORTH)



* Fuerzas que actidan son diversas.

- Traccion. Rotuliano. Aquiles

- Pinzamientos. Manguito rotador.

- Rozamientos. Tibial posterior.
Peroneos.

Repeated Exposure of Tendon to Prostaglandin-E, Leads to
Localized Tendon Degeneration

Mustafa H. Khan, MD, Zhaozhu Li, MD, and James H.-C. Wang, PhD — (lin J Sport Med 2005:15:27-33)

- Estudios:

- Implantando dispositivos en tendones animales
y humanos.

- Empleo de métodos alternativos: US, RMN.



Respuesta bioldgica a las fuerzas

Identificacion de las
tendinopatias

\ 4

Resolucion de la sintomatologia

3 ALY

Identificar y corregir los
factores causales




» Nos referiremos a:

+ Tendinopatias del propio
tendon de etiologia
iInflamatoria y/o traumatica y/o
microtraumatica.

+ Rotura tendinosa, causada
por un traumatismo severo o
microtraumatismaos.




UNA VEZ LESIONADO.. ..

En la cicatrizacion, es fundamental la
migracion y proliferacion de las células
tendinosas, seguidas de la sintesis y
remodelacion de la matriz extracelular en la

zona lesionada.



NUEVAS TERAPIAS DE RECONSTRUCCION:

Injertos:

De Franco M, Derwin K, lannotti J.

Tabla 1

Injertos tendinosos

Zona de reparacion

Tipo de injerto

tendinosa Autoinjertos Aloinjertos Sintéticos
Manguito rotador Tensor de la Manguito Fibra de carbono
fascia lata rotador de Acido polildctico
Parche de injerto cadaver Teflon (DuPont,
fascial Plantar Wilmington,
Ligamento DE)
coracoacromial Marlex (Phillips
Tendén central Sumika, The
del cuadriceps Woodlands,
Porcién larga del X)
biceps Dacrén
Tendoén rotuliano Nylon
libre
Tendones tlexores Palmar mayor Palmar mayor Poliacrilamida
de la mano Plantar Extensores de  Silicona
Flexor superficial los dedos
de los dedos, del pie
flexor
profundo de
los dedos,
extensor largo
de los dedos
Extensores de los
dedos del pie -
Tendon de Aquiles  Fascia lata Aquiles Acido polilactico
: Semitendinoso Marlex
Recto interno Dacrén
Tendén rotuliano Fibra de carbono
Flexor largo de Terilene
Poliacrilonitrilo

los dedos

J Am Acad Orthop Surg 2004;3:370-376



Pero NO existe ningun tratamiento quirdrgico
gue restablezca la estructura normal de los

tendones.



Ademas...... Complicaciones.

Tabla 2
Complicaciones de los injertos

Incapacidad de lograr resultados
funcionales

Inestabilidad o alteracion biomeca-
nica articular

Rotura del injerto

Formacion de adherencias

Fracaso del injerto en incorporarse
al tejido natural

Reaccioén de cuerpo extrafio (p. €j.,
rechazo inmunolégico, antigeni-
cidad)

Infeccion

Necrosis

Retraso de la cicatrizacion

De Franco M, Derwin K, lannotti J. J Am Acad Orthop Surg 2004;3:370-376



FUTURO - PRESENTE:

Aplicacion principios cientificos.

Ingenieria tisular:
Disenar.
Construir.
Modificar.

Hacer crecer.

Mantener tejidos vivos.



Objetivo:
Reparar o sustituir un tejido.

Mediante:

Implantacion de celulas, andamiajes, ADN,

proteinas y/o fragmentos de proteinas.

Nuevas tecnologias. . . ..



ANDAMIAJE:

Estructura tridimensional biocompatible, que

sirve como implante temporal o permanente.
Pueden ser:
Biologicas.

Sintéticas.



BIOLOGICAS:

El componente mas importante de la matriz
extracelular referente a la reconstruccion

tendinosa es el colageno tipo |I.

nf\l hhhhhhhh I N\ f\ VN M\ N I'\
Colageno tipo | es el nponente

estructural de los tendones y responsable de

Su resistencia mecanica.



SINTETICAS:

No biodegradable:

Actualmente polimeros sintéticos...problemas.

Biodegradables:

Materiales quirurgicos biodegradables (suturas,

bandas, parches,...).
En estudio para mejorar.

Diversos grados de éxito.



REFUERZO DE LOS ANDAMIOS

Técnicas de aumentacion o refuerzo:

Terapia celular: cultivo invitro de los andamiajes,

iIncorporando las células cultivadas.

Celulas madres mesenquimales (MSC)

Tenocitos.

Fibroblastos.



Factores de crecimiento especifico en fase
de experimentacion con conejos y corderos.

A titulo de ejemplo:

“Proteina morfogenética 2 estimula la
cicatrizacion de los defectos tendinosos de
Aquiles en conejos”.

Forslund C, Aspenberg P: Improved healing of transected rabbit Achilles
tendonafter a single injection of cartilagederived morphogenetic protein-
2. Am J Sports Med 2003;31:555-559.



TERAPIA GENICA.

Inducir la produccion local de sustancias
terapeuticas.

Consiste en la transferencia de un gen
determinado al interior del acido ribonucleico
mensajero (ARNm). Después, los ribosomas
celulares traducen el ARNm dentro de una
citoguina (proteina que influye en el
comportamiento celular).

Resultados prometedores en investigacion.

Musgrave DS, Fu FH, Huard J: Genetherapy and tissue engineering in
orthopaedic surgery. J Am Acad Orthop Surg 2002;10:6-15




Future Trends in Sports
Medicine
GUEST EDITOR: Scott A. Rodeo, MD

Treatment of Tendon
and Muscle Using
Platelet-Rich Plasma

CLINICS IN
SPORTS MEDICINE

CONSULTING EDITOR: Mark D. Miller, MD

Allan Mishra, mo™*, Jarnes Woodall, Jr., Mo®, Amy Vieira, pa-c®
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e Platelet-rich plasma e PRP e Growth factors ® Tendon
e Muscle e Tendonitis = -
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Volume 28 ® Number 1  January 2009  theclinics.com

SUMMARY

PRP most effectively.

In summary, PRP has emerged as a promising, but not proven, treatment option for
tendon and muscle injuries and disorders. Basic science and animal investigation
have begun to help in understanding the mechanism by which PRP affects tissue
restoration. Because PRP is autologous and is prepared at the point of care, it also
has an excellent safety profile. It may have the ability to transform the care of muscle
and tendon injuries in both elite and recreational athletes. Well-designed prospective
randomized trials will be required to best understand how, when, and where to use
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Orthopaedic Advances ‘ Jour nalofrhc

Platelet-rich Plasma: Current
Concepts and Application In
S po rtS M e d iCi n e AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS

Editorial
601 Orthopaedic Advances

Abstract

Orthopaedic Advances

Platelet-rich plasma is defined as autologous blood with a 602 ;’:{;i‘l:et;i:ihi :gsgnri E“T‘ Concepts and
- = al edicine
concentration of platelets above baseline values. Platelet-rich _ _
Review Articles

plasma has been used in maxillofacial and plastic surgery since 809 AU IethiCISpOTaoREE
the 1990s; its use in sports medicine is growing given its potential 618 Pediatric Musculoskeletal Infection: Trends and
to enhance muscle and tendon healing. In vitro studies suggest Antibiotic Recommendations
: - 627 S Labral Te f the Shoulder: Path: is,

that growth factors released by platelets recruit repargtlve c«_alls and 5 n?a:; binai e S
may augment soft-tissue repair. Although minimal clinical evidence N
is Currentiy available, the use of plate!et-rich plasma has increased, Corticosteroid Injection for Knee Osteoarthritis: A

: s s - Systematic Review of Level | Studies
given its safety as well as the availability of new devices for

i i [ [ ment
outpatient preparation and delivery. I_ts use in surgery to augmen i S
rotator cuff and Achilles tendon repair has also been reported. As 653 How Do Sierls: Norbiclone bnERIDEEIR ik
the marketing of platelet-rich plasma increases, orthopaedic Inflammation?
surgeons must be informed regarding the available preparation
devices and their differences. Many controlled clinical t.nals are el e T
under way, but clinical use should be approached cautiously until B5He Dtects
high-level clinical evidence supporting platelet-rich plasma efficacy
is available.

647  Failure of Fracture Plate Fixation

Cartilage Repair Strategies: |s Articular Cartilage
Truly a Closed System?

- ADEMY OF
ORTHOPAEDIC SURGEONS Peer Reviewed. Practice Focused.



Clinical Evidence for Use of Platelet-rich Plasma in Sports Medicine

Area of Study Type (level No. of
Study Treatment of evidence) Patients PRP system Results
Nonsurgical
Mishra and Lateral and Prospective cohort 20 GPS Il (Biomet, 60% versus 16% VAS
Pavelko'” medial (Il; 10 patients ran- Warsaw, IN) improvement at 8 wk;
epicondylitis domized) 93% improvement at mean
25.6 mo
Gosens et al Lateral Randomized con- 100 GPS Il (Biomet) Improved VAS and DASH
(unpublished epicondylitis trolled trial (1) compared with corticoster-
preliminary oid injection at 6 mo
data, cited in
Mishra et al®®)
Kon et a** Patellar Prospective cohort 20 Not reported 70% with complete or
tendinopathy (m marked improvement;
80% satisfied
Barrett and Plantar fasciitis Retrospective cohort 9 Not reported Seven of nine patients with
Erredge® (V) complete pain relief at
1 year
Sanchez et al®®  Muscle injury Prospective cohort 20 PRGF System (BTI,  Full recovery in all patients
(1) Victoria, Spain) in half the expected time
Sanchez et al” Knee Retrospective cohort 30 PRGF System (BTI)  Improved pain and WOMAC
osteoarthritis (IV) scores versus HA injec-
tions at 5-wk follow-up
Surgical
Sénchez et al®®  Achilles tendon  Case-control (lIl) 12 PRGF System (BTI) Faster return of ROM, jump-
repair ing and jogging compared
with controls. No wound
complications
Randelli et al®®  Rotator cuff repair Prospective cohort 14 GPS |l (Biomet) All pts improved VAS, Con-
()] stant, and UCLA scores at
2 yr. No adverse effects
Everts et al® Open subacromial Randomized con- 40 GPS Il (Biomet) Faster recovery, earlier
decompression trolled trial (1) return to daily activities,
less pain medication
requirements
Orrego etal®  Anterior cruciate  Randomized con- 108 GPS || (Biomet) Reduced MRI signal intensity
ligament trolled trial (I1) in graft at 6 mo. No differ-
reconstruction ence in tunnel widening or
bone-tendon interface
Silva and Anterior cruciate  Prospective cohort 40 Mini GPS 11l (Biomet) No difference in MRI signal
Sampaio®' ligament (1 intensity at 3 mo
reconstruction

Séanchez et al*®

Articular cartilage
defect

Case report (V)

PRGF System (BTI)

Improved pain and return to
activity

DASH = Disabilities of the Arm, Shoulder, and Hand questionnaire; HA = hyaluronic acid; PRP = platelet-rich plasma; ROM = range of motion;
UCLA = University of California, Los Angeles; VAS = visual analog scale; WOMAC = Western Ontario and McMaster Universities

Osteoarthritis Index




Ultimos datos.

Tendencia actual de los estudios en
tratamientos quirurgicos.



* Fuerzas que actidan son diversas.

- Traccion. Rotuliano. Aquiles.

- Pinzamientos. Manguito rotador.

- Rozamientos. Tibial posterior.
Peroneos.

Repeated Exposure of Tendon to Prostaglandin-E, Leads to
Localized Tendon Degeneration

Mustafa H. Khan, MD, Zhaozhu Li, MD, and James H.-C. Wang, PhD — ((in J Sport Med 2005,15:27-33)



CLINICS
IN SPORTS
MEDICINE

Clin Sports Med 22 (2003) 743759

Patellar tendinopathy

Stuart J. Warden, BPhysio (Hons), PhD*",
Peter Brukner, MBBS, FACSP**

"Centre for Sports Medicine Research and Education, The University of Melbourne,
Vietaria 3010, Australia
bDepm'mwrrf of Orthopedic Surgery, Indiana University School of Medicine, 1120 South Drive,
Indianapolis, IN 46202-5114, USA

Results of MR1 assessment in symptomatic and asymptomatic patellar tendons
Symptomatic tendons Asymptomatic tendons 2003

Total tendons  Total + - 4 - Total + — H-—
Davies et al [27] 16 16 14 0 2 0
Johnson et al [32] 3R 24 19 5 14 0 14
Khan et al [10] 63 28 28 0 35 nr nr
Major and Helms [60] 34 0 34 8 26
McLoughlin et al [64] 15 15 15 0 0
Popp et al [19] 3| 11 I 0 0
Schmid et al [35) 51 19 I8 1 32 23 9
Shalaby and Almekinders [34] 29 12 7 3 2 17 4 5 8
Yu et al [14] 11 11 11 0 0
Summary 252 120 109 9 2 132 35 54 0
Calculations

Sensitivity = 78%

Specificity = 86%

Positive predictive value (PV+) = 93%

Negative predictive value (PV—) = 61%

Abbreviations: +. positive ultrasonography finding; —, negative ultrasonography finding; +/ —,
unequivocal ultrasonography finding; nr, not reported.



CLINICS
IN SPORTS
MEDICINE

Clin Sports Med 22 (2003) 743759

Patellar tendinopathy

Stuart J. Warden, BPhysio (Hons), PhD*®,
Peter Brukner, MBBS, FACSP**

*Centre for Sports Medicine Research and Education, The University of Melbourne,
: Victoria 3010, Australia
Department of Orthopedic Surgery. Indiana University School of Medicine, 1120 South Drive,
Indianapolis, IN 46202-5114, USA

Surgical treatment

a8 Surgery for patellar tendinopathy is only indicated after a prolonged (6 months)
and well-supervised conservative treatment program fails. Surgery may involve
excision of degenerated areas, arthroscopic debridement, repair of macroscopic
defects, multiple longitudinal tenotomies, drilling of the inferior pole of the patella,
resection of the tibial attachment of the patellar tendon with realignment, percu-
taneous needling, or percutaneous longitudinal tenotomy [29,41]. As the patho-
physiology of patellar tendinopathy is not known, the exact surgical technique

chosen is based on the surgeon’s opinion and experience [29]. There is no
\__ Consensus as to the optimal surgical technique to use. —

Surgery is not indicated in the initial management of patellar tendinopathy, as
surgical outcomes are rather unpredictable and recovery can be extended. A review
of 23 papers found that the outcome following surgery was either excellent or good
in 46% to 100% of cases, with an overall success rate of 75% to 85% being a very-
best-case estimate [96]. Thus, 15% to 25% of patients will experience persistent or
recurrent tendon pain following surgery. The recovery following surgery, even with
a good or excellent result, can take 6 to 12 months [40,57], and many athletes will
not be able to return to their previous level of sport [97]. Consequently, surgery
should only be considered after a thorough, high-quality, conservative manage-
ment program has been attempted.

2003



W ) Surgical Treatment of Chronic Patellar Tendinosis

A Systematic Review

Christopher C. Kaeding, MD; Angela D. Pedroza, BS; and Bret C. Powers, DO

CLINICAL ORTHOPAEDICS AND RELATED RESEARCH
Number 455, pp. 102-106
© 2006 Lippincott Williams & Wilkins

TABLE 1. Demographics on the Articles Included in the Systematic Review

Time of Percent
Study Design N Age Gender Followup Percent Percent Return
Authors (case series) Tendons (years) (male:female) (vears) Success Followup to Sport
Fritschy and Prospective 21 26 19:2 1-7 95 — 81
Wallensten®
Al-Duri and Aichroth!  Retrospective 18 30 12:5 0.5-2 94 100 —
Coleman et al® Retrospective 54 — — rmean 4.1 26 3 50
Ferretti et al® Retrospective 3z 26.9 24:3 511 a5 a4 ga
Karlsson et al® Retrospactive &6 25 728 2-15 o1 o1 91
Khan et al™ Prospective 15 31 13:0 1 85 100 _
Retrospective 18 27 16:1 mean 3.9 a9 100 —
Pierats at al'® Retrospective 26 31 17:9 mean 4.2 50 100 15.8
Popp et al'® Retrospective 11 20.2 8:1 mean 2.1 91 100 91
Verheyden et al'® Retrospective 31 20 27:2 38 a7 100 a7

Mean 27 24:3 5.35 8747 94.28 71.28




" MUCHOS ARTICULOS Y POCO CONSENSO *

30 articulos.

Mayoria de estudios retrospectivos y
con técnicas diferentes.

Medidas de 9 imiento Y resultados
diferentes en to dos los es1'ud|os

No homogeneidad.



" MUCHOS ARTICULOS Y POCO CONSENSO *

» Técnica quirdrgica:
- Accion sobre polo inferior rotula: 70.9%
éxitos
- No accion sobre polo inferior: 91.7%
éxitos.

+ Cierre del paratendon:
- Si: 84.8% eéxitos.
- No: 91.5% éxitos.



" MUCHOS ARTICULOS Y POCO CONSENSO *
- Inmovilizacion:
- Si (4 estudios): 82.4% éxitos.

- No (3 estudios): 94.9% éxitos.

- Resto de estudios (23): No especifican este
punto.



" MUCHOS ARTICULOS Y POCO CONSENSO *

+ ¢Qué técnica se emplea?

- De los 30 estudios solo 2 tienen la misma
técnica descrita.

- Poblaciones diferentes en estos estudios



TEN l\nm RNTIL I
CINUUVIN RU
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- TENDINOSIS ROTULIANA.
- ROTURA AGUDA.

- ROTURA CRONICA.



Lesiones
capsulo-
ligamentosas

M.JAGER
C.J.WIRTH

TaBLA 33. Tipo de tratamiento y resultado de 13 pacientes operados en la Clinica Ortopédica de Munich por una ruptura o avulsion del
tenddn patelar. (Las indicaciones sobre movilidad se refieren a la rodilla comprometida, sobre fuerza al misculo cuadriceps y sobre hipo-
trofia del cuadriceps a la diferencia con el lado sano)

Caso N.° Plazo _ Resultado objetivo Resultado subjetivo
Nombre Plazo Trata- opera- . Atrofia R6- Artrosis Sa- Dolor
Edad lesion/ miento cion/ del cua- tula de la tisfe- al De-
Sexo operacion operatorio control Movilidad Fuerza driceps alta rétula cho apoyar porte
1. B. K. 2 afos Refijacién 9 afos 00110 Buena No No Leve Si Si No
54, ¢ en la tube-
rosidad
2. W. H. 2 dias Refijacion 6 afos Libre Buena —15¢m No Leve Si No Si
32, o enlarotula
3.0 L 6 semanas Refijacion 6 afios 0-0-130 Buena —1,5¢cm No Mediana Si No Si
33, o enlarétula
4.'D. L 1 dia Refijacién 4 afos 0-0-130 Buena No No Moderada Si No Si
35, o enlarétula
b.iG U Inmediata Sutura termi- 4 afos 0-0-120 Moderada -7 cm No Moderada Si No Si
32, o noterminal
6: 8. P. 9 dias Refijacion 4 afios 0-0-135 Buena —15¢cm No No Si No Si
13, & en la tube-
rosidad
7. KLA, 4 semanas Sutura termi- 3 afos 0-0-110 Buena —1.5.¢cm No Mediana Si Si No
45, o noterminal
8. D.R. Inmediata Sutura termi- 2 afos 0-0-120 Moderada —25¢cm Si Moderada Si Si Si
26, o noterminal.
Duramadre
9. F.E 12 dias Sutura termi- 2 anos 0-10-100 Buena No No No Si No Si
57, ¢ noterminal
10. K. H. 1 dia Sutura termi- 2 afos 00130 Buena No Si Moderada Si Si Si
38, o noterminal
1. F.H.: 2 afnos Plicatura 1 ano Libre Buena —4 cm Si Leve Si Si No
25 o
2. S.F. 3 dias Refijacion 1 afio 05-100 Moderada —2cm No Marcada No Si No
60, o en la rétula
13. S.J. 1 dia Sutura termi- Libre Buena —2cm No No Si No Si

S
"8 noterminal
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- TENDINOSIS ROTULIANA.
- ROTURA AGUDA.

- ROTURA CRONICA.
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- TENDINOSIS ROTULIANA.
- ROTURA AGUDA.

- ROTURA CRONICA.



* Fuerzas que actidan son diversas.

- Traccion. Rotuliano. Aquiles.

- Pinzamientos. Manguito rotador.

- Rozamientos. Tibial posterior.
Peroneos.

Repeated Exposure of Tendon to Prostaglandin-E, Leads to
Localized Tendon Degeneration

Mustafa H. Khan, MD, Zhaozhu Li, MD, and James H.-C. Wang, PhD — ((in J Sport Med 2005,15:27-33)



TRANSTORNOS DE LOS PERONEOS

-— Y v e U - -

+ CLASICAMENTE CUATRO TIPOS



Update on diseases and treatment of the peroneal tendon,
including peroneal tendon tear, subluxing peroneal tendon,

and tendinosis
Matthew R. Steensma, John G. Anderson and Donald R. Bohay

Current Opinion in Orthopaedics 2006, 16:60—64

Currently, evidence 1s accumulating that supports a surgi-
cal approach to the management of peroneal tendon ab-
normalities. Appropriate conservative treatment must be
considered, but reporting of successtul surgical outcomes
continues. Success in treatng subluxating peroneal ten-
dons appears to be related to a combined approach that
addresses the major enologie factors: SPR insufficiency,
fibular groove morphology, malalignment, and associated
lateral-sided conditions such as instabilitv. Peroneal ten-
don tears can be managed with a combination of debrnide-
ment, repair, and augmentation. If necessary, offending
malalignment should be addressed at the time of surgerv.
Owerall, excellent results can be expecred in the treat-
ment of peroneal tendon abnormalities.




Update on diseases and treatment of the peroneal tendon,
including peroneal tendon tear, subluxing peroneal tendon,

and tendinosis
Matthew R. Steensma, John G. Anderson and Donald R. Bohay

Figure 1. Oden's surgical classification of superior
peroneal retinaculum injuries

Normal Type |

Current Opinion in Orthopaedics 2005, 1660—64




TRATAMIENTO

» Tercio anterior si el fragmento roto esta
delustrado o es pequefio> Exéresis del tercio
anterior.

* Tercio Medio~> Reparar el tenddn con sutura
no reabsorbible.

+ Tendon Completo y si existe una delustracion
importante > Exéresis del segmento
degenerado y tenodesis al peroneo largo de
ambos extremos.




TEN Il\ klnD TI
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A
A
- SIN INESTABILIDAD.

- CON INESTABILIDAD.

- ESTENOSANTE PERONEO LARGO.
- PERONEO ACCESORIO.

- LUXACION TRAUMATICA AGUDA.



- Desbridamiento...

* Y tenosinovectomia

Tendinopatia peronea sin
inestabilidad

» Reparacion...




Tendinopatia peronea con
inestabilidad

* RESPETAR los pediculos sinoviales y

vasculares posterolaterales.

+ RECONSTRUIR anatomica y cuidadosamente el

retindculo peroneo superior.

+ RESECAR tejido anomalo dentro del surco.

- REPRODUCIR la estabilidad del tobillo.



DIFERENTES TECNICAS

\ \  Suturay

\ |\ avivamiento

I'. |\ por punciones
\ \ multiples

'-\ de la bolsa

Platzgummer, 1967 Leitz, 1968 Viernstein, 1968



Superior Peroneal Retinaculoplasty:
A Surgical Technique for

Peroneal Subluxation

and Enyi Okereke,

i

A modification of a soft tissue reconstruction
procedure for treatment of peroneal tendon
subluxation and dislocation is presented. The
procedure is based on creating one periosteal
Hap from the posterior fibula in the region of the
peroneal groove. The Hlap is used to reinforce the
superior peroneal retinaculum and prevent an-
terior displacement of the tendons. This recon-
structive procedure has several advantages over
existing procedures. The major advantage is
that it recreates the normal anatomy of the su-
perior peroneal retinaculum with little distur-

Virak Tan, MD*; Sheldon S. Lin, MD=;

PharmD, MDy+*

CLINICAL ORTHOPAEDICS AND RELATED RESEARCH
Mumber 410, pp. 320-325
i 2003 Lippincott Williams & Wilkins, Inc.

bance of the surrounding tissues. In addition,
the procedure is simple and can he done rela-
tively quickly for patients with acute and chronic
subluxation and/or dislocation. Finally, because
metallic hardware (such as screws or suture an-
chors) is not used, artifacts are minimized on
magnetic resonance imaging scans.




m “ | Superior Peroneal Retinaculoplasty:
> ] A Surgical Technique for

Peroneal Subluxation

Virak Tan, MD*; Sheldon S. Lin, MD*;
and Enyi Okereke, PharmD, MD**

Fig 1. Anintracperative photograph of a left ankle
(lateral approach) shows the peroneal tendons
(brevis-grey arrow; longus-white arrow) are sub-
lxating anterclaterally over the distal fibula. The
superior peroneal retinaculum (black arrow), held
by the forceps, is deficient, especially anteriorly.

i Bt s 50

2 =
Fig 2. The peroneal tendons have been re-
tracted anteriorly by the Penrose drain. Elevation

of an anterior-based periosteal flap (outlined by
dots) from the fibular groove has been done. The
remnant superior peroneal retinaculum (black ar-
row) is posterior.



m “ | Superior Peroneal Retinaculoplasty:
e A Surgical Technique for
S Peroneal Subluxation

rashpran Virak Tan, MD*; Sheldon S. Lin, MD*;
&£ and Enyi Okereke, PharmD, MD**

Fig 3. After groove degpening, the tendons are
relocated within the newly created groove. The
anterior-based periosteal flap (outlined by dots)
then is brought over the tendons to reinforce the
remnant superior peroneal retinaculum (black
Arrow).

Fig 4. The flap is sutured to the remnant superior
peroneal retinaculum with nonabsorbable sutures
completing the superior peroneal retinaculoplasty.
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Tendinopatia peronea sin inestabilidad.

Tendinopatia peronea asociada a
inestabilidad.

Tenosinovitis estenosante.
Peroneo accesorio.

Luxacion traumatica aguda.



* Fuerzas que actidan son diversas.

- Traccion. Rotuliano. Aquiles.

- Pinzamientos. Manguito rotador.

- Rozamientos. Tibial posterior.
Peroneos.

Repeated Exposure of Tendon to Prostaglandin-E, Leads to
Localized Tendon Degeneration

Mustafa H. Khan, MD, Zhaozhu Li, MD, and James H.-C. Wang, PhD — ((in J Sport Med 2005,15:27-33)



e Cuadricipital.

e T. Pata de ganso.

e L. Desfiladeros de la muneca




"El arte del tratamiento de la tendinopatia

consiste en ser capaz de ensefar al paciente a
sobrecargar de manera moderada sus tendones
y aumentar progresivamente dicha carga hasta

la mejora de la funcion tendinosa”.
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