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Peroneal Tendinopathy 
Mechanism  
Peroneal tendinopathy develops gradually and is mainly driven by long-term mechanical stress on both the peroneus longus and brevis tendons. These are the tendons that run behind the lateral malleolus in a narrow tunnel, which are held in place by the superior peroneal retinaculum. When the SPR is weakened or injured, the tendons don’t have the ability to glide as they should. Instead, they move too much within the tunnel and are exposed to repeated friction and small shear forces during everyday movements such as plantarflexion and eversion (Davda et al, 2017). Davda et al (2017) also describe how this repeated irritation can gradually disrupt the tendon fibres, which leads to thickening, loss of normal structure and over time the development of partial tears. The peroneus brevis is particularly at risk as it sits between the longus tendon and the bone, meaning it is more likely to be compressed. Yeo et al (1995) showed that this slow, irritational process often produces a distinctive longitudinal split in the tendon, which can be clearly identified on MRI scans. They also found that people with this pattern of injury frequently had some degree of superior peroneal retinaculum insufficiency. This supports the idea that tendon instability is a major part of the underlying mechanism. Foot shapes such as hindfoot varus and a history of repeated ankle sprains add even more strain by increasing the load on the lateral side of the ankle (Davda et al, 2017). Taken together, these factors create a cycle in which mechanical overload and poor tendon stability gradually weaken the tissue, which then leads to the persistent pain and dysfunction of the peroneal tendons (Davda et al, 2017; Yao et al, 1995). 
Diagnosing 
Magnetic resonance imaging (MRI) has become a key diagnostic tool in the evaluation of peroneal tendonopathy, as evidenced by Yao et al (2003), who assessed four different patients with chronic lateral ankle symptoms undergoing pre-operative MRI and subsequent surgical verification. They found that partial ruptures of the peroneal tendons are commonly linked as longitudinal splits with characteristic multipartite appearance on axial MR images and also flame-shaped contours in distal axial slices. Specifically in two cases involving the peroneus brevis tendon, deficiency of the superior peroneal retinaculum was noted, underscoring the role of structural retinacular integrity in tendon pathology. Yeo et al (2003) concluded that axial MRI is useful to discriminate between simple tendonitis and longitudinal splits of  the peroneal tendons. Following on from this research, Kijowski et al (2007) examined 24 patients and identified MRI features such as uniform intermediate signal intensity on three consecutive axial proton-density images (92% sensitivity), intermediate T2 signal (50% sensitivity, 93% specificity) and sheath fluid >3mm (17% sensitivity, 100% specificity) as key in detecting peroneal tendinopathy. Their work lends quantitative support to the role of MRI, telling us that while high-sensitivity features ( e.g, the three-slice proton-density signal) are valuable for screening, those with more specific features (e.g, circumferential sheath fluid) can serve as strong indicators of tendon sheath involvement. Combined, these papers establish a diagnostic paradigm: structural MRI changes, such as longitudinal splits, altered tendon morphology, correlate with chronic peroneal degeneration, while specific signal changes and fluid imaging findings refine diagnostic confidence. Clinicians should therefore regard MRI findings not merely as confirmatory but as different tools that distinguish among tendonopathy, tendonitis and partial tears, ultimately guiding both conservative and surgical management strategies.  The manual muscle testing and range of movement assessment are a key part of clinical testing for peroneal tendonopathy. The manual muscle test typically involves resisted ankle eversion with the foot slightly in plantarflexion (Sarig-Bahat et al, 2013; Howard et al., 2023). Weakness or pain during this test may mean that there is tendon involvement (Davda et al, 2017). The range of movement testing focuses on ankle inversion and eversion, as well as dorsiflexion and plantarflexion. Limited eversion or pain at end range can often  be linked with peroneal tendon pathology. This can help clinicians differentiate between the tendon and joint-related issues (Steffes, 2024). Davda et al (2017) also suggest that doing ankle ligament testing, such as the anterior drawer and talar tilt, to rule out any ligament sprains. A functional test may also be useful while diagnosing for peroneal tendonopathy. Single -leg balance with slight eversion is recommended by Hertel (2002); increased pain or instability indicates peroneal tendon involvement. Beynon et al (2022) suggest that when doing a single-leg heel raise, the patient complains of pain along the lateral ankle or there is an inability to control may indicate peroneal tendonopathy. 
Pain pattern 
Tendon overuse injuries such as peroneal tendinopathy usually develop gradually, with symptoms becoming apparent during activity rather than suddenly, as in acute injuries. In Achilles tendinopathy, for instance, patients often notice discomfort when walking, running or performing rehabilitation exercises (Demangeot et al, 2023), after a period of inactivity – such as sitting down for long periods (Couppe et al, 2012) or first thing in the morning after getting out of bed (Mylle, 2014). These symptoms reflect structural changes in the tendon, including small tears and disorganised collagen fibres, which get worse under load. Changes in the coordination of the muscle, such as increased reliance on the soleus, can add stress to certain areas of the tendon. In peroneal tendinopathy, the pattern is similar. Pain is usually noticed on the lateral ankle and worsens with weight-bearing, inversion and eversion movements, varying in intensity depending on activity levels (Schubert et al, 2013). Patients may also experience tenderness behind the lateral malleolus with the occasional mild swelling. In more severe cases, such as longitudinal splits or subluxation, the pain sensation can be sharper or catching during rapid lateral movements – such as a side step. Chronic overuse injuries often cause lingering discomfort that may be present at rest, while acute injuries produce sudden, intense pain with often bruising and swelling. Overall, these symptoms result mainly from mechanical overload and altered tendon function rather than inflammation. This can significantly have a negative performance in both sports and day-to-day activities (Mylle, 2014; Schubert et al, 2013). Sleep disturbance is not a big feature in peroneal tendinopathy; some individuals report a small ache at night, particularly after days that have high walking loads or repeated eversion movements. This is common with the behaviour of other tendinopathies – where night discomfort can reflect the accumulation of mechanical irritation rather than acute inflammation (Mylle, 2014). In some cases, according to Davda et al (2017),  symptoms can be irritated if lying on the affected side due to the direct compression of the lateral malleolus. 
Misdiagnosed 
Peroneal tendinopathy can be frequently misdiagnosed and overlooked due to its presentation that often overlaps with more commonly considered lateral ankle conditions. According to Hakimi et al (2024), nearly 40% of peroneal tendon disorders are initially diagnosed as lateral ligament injuries, such as ATFL sprain. This is due to the similarity in mechanisms, shared symptoms such as retromalleolar tenderness and slow recovery after standard sprain treatment. Davda et al (2017) also similarly reported just 60% diagnostic accuracy at the first clinical evaluation – this highlights its tendency to be missed. Clinical examination and imaging further complicate the  diagnosis; plain radiographs rarely detect tendon pathology, while MRI findings can be subtle, especially in the acute phase. Despite the high accuracy of ultrasound for diagnosing tears or sublaxations, it is operator-dependent and underutilised in routine care. Delay in appropriate diagnosis can lead to prolonged symptoms and unnecessary treatment, such as immobilisation or extended physiotherapy. On average, surgical procedures for lateral ankle pain can reveal underlying peroneal tendon pathology, which is classified as tendinopathy, sublaxation or split tears that went unrecognised during initial assessment. 
Pain management  
Brianna et al (2019) performed a research study into the “Clinical outcomes and complications of peroneal tendon sheath ultrasound-guided corticosteroid injection” They identified 96 different patients who had undergone US-guided PTS injection for pain for peroneal tendonopathy, tears or sublaxation at their institution from the years 2012 to 2018. The patients were originally diagnosed through clinical examinations. MRI scans or intraoperative findings. Post injection, they found that 36.8% of the patients reported more than 12 weeks of pain relief, 12.6% had pain relief for 2-6 weeks, and 6.9% for 7-12 weeks. 18.7% of the patients reported no meaningful pain relief/unclear follow-up. 25% of the patients required surgery. The conclusion of this study is that PTS injection can be beneficial and could provide important pain relief for patients with peroneal tendonopathy. According to Jean-Francois (2011), pain management in tendinopathy aims to reduce the symptoms during the acute and hyperalgesic phases, which will allow progression to rehabilitation. Strategies such as relative rest, reduction in volume of activity, cryotherapy,  non-steroidal anti-inflammatory drugs – also known as NSAIDs. All of the above provide a short-term relief in pain but do not have any impact on tendon structure. In relation to the study performed by Brianna et al (2019), Jean-Francois (2019) also suggests that corticosteroid injections can offer pain relief, which will facilitate the ability for early rehabilitation and physiotherapy. Passive physiotherapy tools such as ultrasound or massage may also help relieve pain, but lack strong evidence. Though a study by Taft et al (2012) concluded that DFM – also known as cyriax cross-frixtion offers a “plausible explanation for observed response” in tendinopathy by improving the tissue mechanics and promoting healing. Shockwave therapy is also an effective non-invasive treatment for peroneal tendinopathy, through improving pain and function by stimulating tissue healing (Rompe et al, 2009). Shockwave therapy involves the use of shockwaves generated by different principles such as electrohydraulic, electromagnetic, or piezoelectric methods (Wang, 2012). 
Referral  
Referral of patients with tendonopathy may be considered when conservative pain management does not ease the symptoms, or when symptoms significantly impair the function and quality of the patient’s life after around 6 months. Referral to an orthopaedic specialist is recommended for the surgical options that include open or minimally invasive procedures may be used for the tendonopathy. Early referral to a specialist is particularly important for athletes or individuals who depend on physical performance. Additionally, referral should be considered when there is uncertainty while diagnosing for the injury (Aicale et al, 2020). 
Red flags 
The red flags of treating a patient with peroneal tendonopathy should be linked to the specific treatment used. Most treatments have similar red flags or contraindications. According to shockwave-therapy.co.uk, contraindications for shockwave therapy include pregnancy, blood clotting disorder (such as thrombosis), taking oral anti-coagulants, having received a steroid injection within 6 weeks, having a pacemaker fitted, if tumours are present at the foot (or near) and skin infection or wound at the foot. Contraindications for hydrocortisone injections would be any allergic reaction to hydrocortisone or any other medication, if you or close family members have had depression or bipolar disorder, have an infection, trying to get pregnant/ already pregnant and breastfeeding (relative to females), have recently been in contact with someone with shingles, chickenpox or measles, have recently had or due any vaccinations. It is also important that your doctor/provider is aware of any unhealed wounds, high blood pressure, glaucoma, osteoporosis or diabetes (NHS.uk, 2024) 
Aggravation of Peroneal Tendonopathy 
Peroneal tendinopathy is usually aggravated by repetitive mechanical overload and non-optimal recovery. This leads to the progression of damage to the collagen matrix that tries and repair the tendon. High-load activities, such as jumping or running, increase the strain on the peroneal tendons, while the sudden changes in training intensity/volume or the introduction of new activities also increase the strain on the  tendons. Factors such as poor ergonomics, highly repetitive occupational tasks and inappropriate footwear also contribute to aggravating the peroneal tendons. Systematic conditions such as diabetes or obesity, as well as medications such as fluoroquinolones and overuse of corticosteroids, can also contribute to aggravating the peroneal tendons (Millar et al, 2021) 
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