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SUMMARY: Through anatomical observations, the anatomical characteristics of the inferior extensor retinaculum of ankle
(IER) of the ankle joint were elucidated, and its potential applications in treating lateral ankle instability or othensongite
discussed. A total of 12 adult foot specimens were dissected to expose the inferior extensor retinaculum of ankle, addrendinda
was established. The pre-experimental scheme guided the recording of general findings, adjacent structures, laterairattechment
tarsal sinus region, and influence on movement of inferior tendons. 1, attachment mean width: lateral band:cif. BEBRé§ oblique
superomedial band of IER (323.97 mm), oblique inferomedial band of IER (3580 mm) ; 2, mean length:lateral band of IER
(78.1£4.20 mm) , oblique superomedial band of IER (38.80 mm), oblique inferomedial band of IER (281 mm); 3, maximum
mean thickness: lateral band of IER (1623 mm), oblique superomedial band of IER (@805 mm), oblique inferomedial band of
IER (0.73:0.16 mm); 4, the closest distance between IER and the tip of lateral malleolu®.23.60m; 5, mean width of the fiber
tunnel:lateral fiber tunnel (1149.16 mm), intermedium fiber tunnel (&B24 mm), medial fiber tunnel (86.79 mm); 6, mean distance
from tunnel midpoint to lateral malleolar tip: lateral fiber tunnel (88.04 mm), intermedium fiber tunnel (624815 mm), medial
fiber tunnel (181.26.00 mm); 7, the distance between medial dorsal cutaneous nerve and the tip of lateral malleolus on the level of the
IER (79.2:8.3 mm) the distance between intermediate cutaneous nerve of dorsum and the tip of lateral malleolus on the level of the IER
(57.%£1.02 mm). The inferior extensor retinaculum of ankle is a crucial restraint unit of the anterior ankle tendon, and a sbreprehen
understanding of its anatomical characteristics holds significant implications for treating chronic ankle instability and expémtial
clinical applications.
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INTRODUCTION

Located at the junction of the anterior ankle an@STS) (Choudhary & McNally, 2011; Lét al, 2018).
dorsum of the foot, IER inferior extensor retinaculum o€Currently, there is a lack of comprehensive exposition on
ankl is typically shaped like a transverse "Y" due to locdER within this subject field. Therefore, the objective of this
deep fascia thickening (Stecetal, 2010), which effectively paper is to provide a detailed anatomical analysis of IER
stabilizes the subtalar joint while preventing arch-string-likthrough an in-depth study of foot specimens, aiming to
eminence in both inferior tendon and deep fibular nerve (Lwestablish an anatomical foundation for its clinical application.
2014).The clinical application of IER's Brostrém-Gould
modified operation (Gouldt al., 1980) for the treatment of MATERIAL AND METHOD
chronic ankle instability (CAIl) has gained widespread
consensus and demonstrated certain outcomes (Cox, 198pecimens and EthicsThere were 6 adult foot specimens
Karlssonet al, 1988; Hamiltoret al, 1993; Scranton Jet  and 6 fresh foot specimens fixed by 10 % formalin solution,
al., 2000; Leeet al, 2011; Martiret al, 2021). However, it including 10 for anatomical observation and 2 fresh foot
has been established that there are still some unresolgpecimens for exercise observation (formalin specimens
issues. Furthermore, as a prominent topic in foot and anklere perfused through popliteal artery or posterior tibial
surgery, IER has also been found to be closely associatatery. There are 6 left and right specimens, 6 males and 6
with the occurrence and progression of Sinus tarsal syndrofeenales). The specimens were included in the criteria: no
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trauma, no joint degeneration, no graft, no sevemxposing subtalar joint, observing and recording the
osteoporosis. attachments and course of the two ligaments in the tarsal sinus,
and their positional relationship with the lateral attachment of
Medical anatomical tools, 4-0 silk thread knittingthe inferior extensor retinaculum.
non-absorbent suture, vernier caliper (accuracy 0.02 mm),
soft ruler (accuracy 1.0 mm), Nikon D7100 SLR camerd/otion observation.Another 2 fresh specimens were treated
Photoshop 6. 0 software. The collection and experimentaith the same method, the superficial fascia was dissected,
process of specimens meet the ethical requierments of the inferior extensor retinaculum of ankle in the transverse
use of cadaver specimens in Shenzhen University. region of the ankle (about 1.5 cm) was removed, three fiber
tunnels were exposed, and the integrity of the surrounding deep
Gross observation.In 10 specimens, the skin lines andascia was ensured. At the junction of the muscle and tendon
body surface marks around the IER were observed in tbkthe ankle extensor apply the tension to the proximal end to
neutral position. A longitudinal midline incision is madesimulate the dorsal extension movement of the ankle joint,
over the anterior ankle, extending 10 cm proximally tand observe whether the anterior ankle tendon will appear
the third metatarsal bone. Then, a transverse incision waswstring-like eminence, in the case of the defect of the
made at the level of 10 cm above the supramalleolar regi@xtensor retinaculum in the transverse region of the ankle.
followed by another transverse incision from the medial
cuneiform bone along the dorsum of foot to reach ®&tatistical analysis.The anatomical measurements of all
tuberosity of fifth metatarsal bone. The free skin margispecimens were performed by the same operator for three times
turned to respective sides and removed the skin, identifiadd took the mean. The results were statistically processed by
and protected the cutaneous nerves and blood vessel&xtel software, and the measurement data were expressed by
the superficial fascia, identified the superior extensaneantstandard deviation £s).
retinaculum of ankle, inferior extensor retinaculum of
ankle, superior fibular retinaculum and inferior fibulaRESULTS
retinaculum. The general shape, fiber distribution and
attachment position of the inferior extensor retinaculur@ross observation.Through the anatomy of 10 specimens, it
of ankle were observed, and the mean length, width angs found that the body surface of IER was projected distal to
maximum thickness of the lateral band, obliqué¢he line between the medial and lateral malleolus and below
superomedial band and oblique inferomedial band wetiee transverse striations of the dorsum foot. When the skin
measured. and superficial fascia were removed, the thickness of IER was
thicker than that of the surrounding deep fascia, and the fiber
Adjacent structure. The distribution and course of thebundle was tough, showing a banded, flat and non-independent
superficial fibular nerve were observed in the superficidl" structure (Fig. 1).
fascia layer. Also we investigated whether the medial and
lateral branches of the superficial fibular nerve hav-
branches at the level of the inferior extensor retinaculu
of ankle. The distance from the superficial fibular nerv
to the tip of the lateral malleolus was recorded. The de
fascia around the inferior extensor retinaculum of ank/ ,
was carefully dissected to expose the inferior extens®
retinaculum of ankle and its fiber tunnels. The positior EL’\
number and contents of the fiber tunnels were observe,
and the mean width of each tunnel and the distance frc:
the midpoint of the channel to the tip of the latera
malleolus were measured.

Distal

Fig. 1. The inferior extensor retinaculum of ankle preserves the

of the tarsal sinus, remove the extensor digitorum bre\ﬁs Oblique superomedial band of inferior extensor retinaculum of
and extensor hal,lucis brevis, which are covering th nkle; 4. Oblique inferomedial band of inferior extensor retinaculum

| . fth Isi hat the | oginkle; 5. Lateral band of inferior extensor retinaculum of ankle; 6.
external opening of the tarsal sinus to ensure that the atelr sal sinus; 7. The three parts of inferior extensor retinaculum of

attachment of the inferior extensor retinaculum of anklg,je meet at the "Y" point; 8. Tendinous sheath of tibialis anterior

are clearly visible. Then record the number and positigfuscle; 9. Extensor digitorum longus tendon and fibular tertius
of the lateral attachment. Further dissection, completelyndon; 10. Extensor hallucis longus tendon.
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The lateral band of IER gradually narrowed and thickened at thdjacent structure. It was found that the
lateral orifice of the tarsal sinus, ended at the lateral wall of calcaneesminal branch of superficial fibular nerve
and gradually moved outward to act as the inferior fibular retinaculupassed through the surface of IER in all 10
The lateral band of IER was divided into two bundles to the medial sgfgecimens.After the superficial fibular nerve
of foot at the medial edge of the digitorum longus tendon ("Y" bifurcatioejmerges from the deep fascia in the middle
(Fig. 2): the oblique superomedial band ran medially and upward to #rel lower leg,the distal part is divided into
anterior edge of the medial malleolus, and the oblique inferomedial bamedial dorsalis pedis nerve and intermediate
ran medially and downward to the medial margin of the plantantaneous nerve, both of which pass through
aponeurosis of abductor hallucis, scaphoid and medial cuneiform bdhe. surface of the lateral band of IER. The
The nearest distance D1 between IER and the tip of lateral mallealistances between the medial dorsal cutaneous
was 23.20.83 mm. The observation results of each part of IER are shomgrve (D2) and the Intermedium dorsal
in Table I. cutaneous(D3) nerve at IER level and the tip
of the lateral malleolus were (722.3) mm
and (57.91.02) mm, respectively.

IER sends out muscular septum to the
deep part and surrounds the talus neck
horizontally, forming three fibrous tunnels.The
top of the fibrous tunnel is IER, the bottom is
composed of articular capsule and deep fascia,
and the bilateral walls are muscle septum.

The contents of the lateral fibrous
tunnel are the third fibula tendon and the
extensor digitorum longus tendon, which are

i . attached to the navicular-cuboid joint. The
Fig. 2. Part of the superficial fascia was removed and inferior extensor retinaculgfermediate tunnel is attached near the

of anl'<le was exposed. 1. La.teral maIIec.)Ius;.Z. Superior exFensor retinacu'”%%navicular joint, through the tendon of the
ank]e, 3.Qb||que sgperomedla! bar!d of inferior extgnsor retlnaculum'of anklee%'(tensor hallucis longus tendon, dorsalis pedis
Oblique inferomedial band of inferior extensor retinaculum of ankle; 5. Latera . .

band of inferior extensor retinaculum of ankle; 6. Extensor digitorum Iongustendgﬁt,er,y and Ve'n,’ and deep T'bmar, nerve. The
7. Origin of extensor digitorum brevis; 8. tarsal sinus; 9. Extensor hallucis longd§dial tunnel is the anterior tibial tendon,
tendon; 10. Anterior talofibular ligament with superficial fascia preservedhich is attached to the navicular wedge joint,
(obscured). D1=234.83 mm. (The portion of the forceps lifted): the portion ofind the surface of each fiber tunnel is covered
the superficial fascia in the sinus tarsi area retained. Solid arrow: Course of filveith synovium. The width of the three fiber
in the lateral band of inferior extensor retinaculum of ankle. Dashed line: Cougg@inels and the distance from the midpoint to
of fibers in the superficial fascia in the sinus tarsi region above and outside gk tip of the lateral malleolus are shown in

subextensor retinaculum. Table Il and Figure 3

Table I. The measurement of the IER based on morphology ¢\8&9n
Lateral band  Oblique superomedial Oblique inferomedial

of IER band of IER band of IER
Attachment mean width (mm) 6.6+1.38 32.3£3.97 30.04£5.30
Mean length (mm) 78.1+4.20 14.2+0.80 718+2.61
Maximum mean thickness (mm) 152+0.03 0.89+0.05 0.73+0.16

Table 1. The measurement of fiber tunnels of dorsal foot observations {8Ban
Lateral fiber Intermedium  Medial fiber

tunnel fiber tunnel tunnel
Mean width of the fiber tunn¢mm) 11.9+1.16 6.8+1.24 8.6+0.79
Mean distance from tunnel midpoint 38.0+3.74 69.8+4.15 181.1+6.00

to lateral malleolar tip (mm)
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ProKmal calcaneal attachment of the cervical ligament
J and the intermediate root exits the tarsal sinus
in a vertical direction.

The medial root attachment of IER is
located in the final interior part of the tarsal
canal and is widely fused with the calcaneal
attachment of the interosseous talocalcaneal
ligament (ITCL), the synovium in the calcaneal
sulcus and the fat pad. The ligament between
medial root and ITCL shows a V-shaped
distribution on the coronal plane. The medial
root runs obliquely from the tarsal canal
through the tarsal sinus, converges with the
Fig. 3. Anatomy of dorsalis pedis fiber channels (Plantar flexion). 1. Lateiatermediate root and lateral root to form the
malleolus; 2. Medial malleolous; 3. Anterior lower tibiofibular ligament; 4. Thiateral band of IER (Fig. 4).
articular surface of the talus and lateral malleolus; 5. Inferior extensor retinaculum
of ar_1kle ; 6 Lateral band of infer_io_r extensor retinaculum of ankl_e; 7. Ante_rif\)/{otion observation. By dissecting and
taloflbu.larllgament; 8. ExFensor dlgltorumllongus t(_endon (located in I_at_eral flbg’lli'nulating the dorsal extension of ankle joint
tunnel); 9. Extensor hallucis longus tendon; 10. tendinous sheath of tibialis anterior . . .
11. Dorsal pedis artery, deep fibular nerve of the intermedium fiber tunnel. In"2 specimens, it was found that with the

contraction of the ankle extensor group, the
Lateral attachment. The lateral attachment of IER was located at thi#rée tendon bundles slided in the inner wall
external orifice of tarsal sinus, where the lateral band of IER gradudlf, their respective fiber tunnel. No
narrowed, thickened and extended laterally, ending at the lateral walPgttuberance was found in the defect region.
calcaneus. The lateral attachment of IER consists of three cable-like fiber
bundles, with clear boundaries. The attachment is arranged in the corEH&CUSSION
plane in turn in the tarsal sinus, which is divided into lateral root, ] o
intermediate root and medial root. Among them, the lateral root rufi§atomical characteristics of IER. The
outward and downward, and the attachment is located on the lateral {#@irior extensor retinaculum of ankle (IER)
of the calcaneus far from the fibular trochlea, and extends laterally to hiocated at the distal end of superior extensor
inferior fibular retinaculum. The intermediate root is located in the posterf&tinaculum of ankle and the junction of the
medial part of the anterior tubercle of the calcaneus, adjacent to ¥éerior ankle and dorsalis pedis. It is a

calcaneal attachment of the cervical ligament, located at the proxiff@nSverse "Y" shaped uneven, asymmetric,
and tenacy-like structure in the superficial layer

of the deep fascia of the ankle joint, which is
thickened by the local deep fascia rather than
an independent anatomical structure. Its
unevenness is reflected in the inconsistency of
fiber thickness throughout the IER. The
thickening of IER was most obvious at the
junction of lateral band, oblique superomedial
band and oblique inferomedial band (the "Y"
bifurcation of extensor digitorum longus
tendon).In addition, the attachment region
‘ Y - . where the lateral band of IER converges into
e the tarsal sinus is thickened under direct vision.
Fig. 4. Lateral attachmpnt of infefior extensor rgtinaculum of he ankle UER)-Gn the contrary, the IER gradually becomes
e T e o e e s i moves medal (o the medi
. ) ) . 8 alleolus and medial cuneiform bone, and its
Lateral tarsal artery; 7. Anterior tubercle of calcaneus; 8. Anterior talofibular . - -, .
ligament; 9. The severed IER; 10. Cervical Ligament, CL; 11. BifurcateIigameﬁf,’undarles are d!fflcult to d'_St'ngu'_Sh' The
12. Lateral root of IER; 13. Intermediate root of IER: 14. Medial root of IER; 18Symmetry of IER is reflected in the difference
Dorsal side of the calcaneocuboid ligament; 16. Calcaneofibular ligament (occluBgééiveen the two medial bands and the lateral
by the fbular brevis tendon); 17. Lateral talocalcaneal ligament. band of IER. The length of the two medial
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bundles is long, the width is large, the fiber is thin, and thtbe ITCL. Itis of clinical significance to grasp the anatomical
attachment is widely distributed, while the lateral band structure of IER in the tarsal sinus region for the protection
short, the width is small, the fiber thickens and convergesf the sinus structure.
and the attachment is concentrated in the tarsal sinus. The
strong toughness of IER is reflected in that it is not easy to Numkarunarunrotet al. (2007) and Dalmau-Pastor
pull and the degree of activity is small under direct visioret al (2016) also studied the lateral part of IER and found
especially in the thickest junction of the three bands (thikat IER has an extra flat, short, weak, active external oblique
"Y" bifurcation of the extensor digitorum longus tendon) tsuperolateral band (OSLB)which is defined as the "X" type
the lateral attachment region. Dalmau-Pastaal (2016) retinaculum. We consider that this statement is inappropriate.
believes that the lateral band is the essential part of IER afwdatomically, IER has been always described as a "Y"-
compares the lateral band to the rhizome of the trunk sliaped structure, defined as the thickened part of the deep
trophoblast, which is called stem/frondiform ligament. Théascia, while the oblique superolateral band has no visible
upper surface of IER passes through the terminal branchiigkening, so conceptually, the characteristics of the external
of the superficial fibular nerve, that means, the mediablique superolateral band contradict the definition of IER.
dorsalis pedis cutaneous nerve and intermedium dorsal petie lateral attachment of IER is that the lateral band enters
cutaneous nerve. They all branch far from the inferior edglee tarsal sinus through narrowing, thickening and rotation,
of the IER. The position relationship between the mediaind is closely attached to the calcaneus. Compared with the
dorsalis pedis cutaneous nerve and the IER is relativdlyree fiber roots of the tarsal sinus, oblique superolateral
unstable, which may be related to the height exit of tH®and is not as dense and tenacious as the three fibers in the
superficial fibular nerve from the deep fascia in the lowdER sinus, besides, the attachment is unstable. The external
leg. The projection of the intermedium cutaneous nerve oblique superolateral band described Dalmau-Pastak
the dorsalis pedis on IER is located between the third fibu{a016, 2018) is different from the traditional concept of IER
muscle and the extensor digitorum longus tendon, and thed our anatomical findings. We think that oblique
position relationship with the lateral malleolus is relativelguperolateral band is most likely to be the deep fascia of the
constant. The shortest distance between the intermediostium of the tarsal sinus, which may mislead clinicians, so
cutaneous nerve of dorsalis pedis and the tip of latemathlique superolateral band does not have a full representation
malleolus was (57.21.02 mm) at the level of IER. The of IER, and the traditional definition of "Y" shape is more
superficial fibular nerve passes through the surface of IER®nNsistent with the characteristics of IER.
and the lateral terminal branch is close to the lateral
malleolus, therefore, it can help us to locate and avoid ner@énical application of IER. At present, IER is mainly used
injury during operation. to treat chronic ankle instability. As a frontline method for
anatomical repairing the anterior talofibular ligament,
Anatomy of IER in tarsal sinus region.As the attachment Brostrém-Gould has done a lot of research, but there are only
area of the lateral attachment of IER, the tarsal sinus plag$ew articles on IER itself, and our cognition of IER is also
an important role in the stability of IER in the dorsum ohot systematic. The initial literatures only mentioned the use
foot and the limitation of tendons in anterior malleolus. Thef IER in the lateral part of the Brostrém-Gould procedure
thickening, narrowing and rotation of IER through the orificéGouldet al, 1980), but did not describe in detail which part
of the tarsal sinus are transformed into three fascicular stagfsthe IER was used to strengthen the lateral malleolus. At
distributed on the coronal plane: the medial root, thgresent, most of the recording methods are to pull the lateral
intermediate root and the lateral root. part of the IER directly to the periosteum of the lateral
malleolus for suture and anchor fixation. However, according
The lateral attachment of IER and the nuchal ligametd our experimental results, IER, especially its lateral part,
jointly closes the external orifice of the tarsal sinus, in whichas extremely strong toughness, is not easy to extend, and is
the lateral root of IER walks outward and downward andeeply integrated with the surrounding fascia and has a certain
continues to extend to the fibular retinaculum. Thédistance from the lateral malleolus, so it is extremely difficult
intermediate root ends at the posterior medial side of tiepull the lateral bundle to the lateral malleolus.
anterior tubercle of the calcaneus, near the calcaneal
attachment of the cervical ligament. At the same time, it At present, most of the recording methods are to pull
extends longitudinally and perpendicular to the horizont#the lateral part of the IER directly to the periosteum of the
plane in the tarsal sinus, which is consistent with thateral malleolus for suture and anchor fixation. However,
ultrasonic observation of previous findings (Jot@twal, according to our experimental results, IER, especially its
2006; Dalmau-Pastat al, 2018). The medial root of IER lateral part, has extremely strong toughness. Itis not easy to
ends in the innermost tarsal canal and is at the same levedatend, and is deeply integrated with the surrounding fascia
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and has a certain distance from the lateral malleolusyy m.: ZHANG, G. & LI, W. Un estudio de anatomia aplicada
Obviously it is extremely difficult to pull the lateral bundlesppre el retinaculo extensor inferior del tobiliat. J. Morphol.,

to the lateral malleolus. If IER is to be used, it must bg2(3)843-849, 2024.

dissociated during the operation and its tight connection with

the lower ligament and joint capsule must be completely RESUMEN: A través de observaciones anatomicas, se
severed so that it can reach the lateral malleolus. Therefdgféucidaron las caracteristicas anatémicas del retinaculo extensor

it is likely that the previous surgery did not use IER bd’f]férior (IER) de la articulacién del tobillo y se discutieron sus
instead utilized the deebp fascia in the tarsal sinus posibles aplicaciones en el tratamiento de la inestabilidad lateral
P ’ de esta articulacion u otras afecciones. Se disecaron 12 muestras

de pies de individuos adultos para exponer el retinaculo extensor

~ Currently, the Gould method has been subject tterior del tobillo y se establecié un modelo estandar. El esquema
scrutiny by scholars who have conducted biomechanical tegtgexperimental gui¢ el registro de los hallazgos generales, las

and postoperative follow-up to compare it with the traditionadstructuras adyacentes, la insercion lateral en la regién del seno
Brostrom repair as well as the modified Brostrom-Goulthrsal y la influencia en el movimiento de los tendones inferiores.
method. The findings indicate that there is no significarfie determino: 1. Ancho medio de insercién: banda lateral de IER
difference between these two approaches (Bektets2013;  (6,6+ 1,38 mm), banda superomedial oblicua de IER (3337
Jeonget al, 2014; Samejimat al, 2021; Murraet al, 2023). ™M), banda inferomedial oblicua de IER (3,5,30 mm); 2.
Dalmau-Pastoet al (2016, 2018) also suggests that whild-°n9itud media: banda lateral de IER (781,20 mm), banda

superomedial oblicua de IER (14,2,80 mm), banda inferomedial

surgery using the Gould method may be feasible in cases Wh(%ﬁcua de IER (71,8 2,61 mm); 3. Espesor medio maximo: banda

the "X" reFi.nacmum exists, it_s weak structure COmMpromisggeral de IER (1,52 0,03 mm), banda superomedial oblicua de
ankle stability and reconstruction outcomes. Therefore, furth@fr (0,89+ 0,05 mm), banda inferomedial oblicua de IER (@73

investigation and discussion are necessary to assess 0{16 mm); 4. Distancia mas préxima entre IER y el apice del
feasibility and practicality of implementing the modifiedmaléolo lateral: (23,2 0,83 mm); 5.Ancho medio del tinel de
Brostrém-Gould procedure. In the foot anatomy that simulatégra: tunel de fibra lateral (11,8 1,16 mm), tinel de fibra
active contraction of the anterior calf muscles, absence igtermedio (6,& 1,24 mm), tinel de fibra medial (&®,79 mm);
attachment of IER directly above the anterior ankle tendds% Fr:;'cl‘g‘(;'; rl‘;‘fedr';_dtzi‘l‘fi ﬁg;‘;"la'?eergio(ggggzer;%s‘% :]aé lpuma
:;%Snlélitsstelgt \?Vﬁf]el_r:;? ac;.f(gggitggr?c:bﬁoﬁ'mé?stn;le('z\glec):h I e fibra intermedio (69,8 4,15 mm), tanel de fibra medial (181,1

. ; . /6,00 mm); 7. Distancia entre el nervio cutaneo dorsal medial y el
believes that the IER is an important structure for stabilizing yi~e del maléolo lateral en el nivel del IER (792,33 mm): la

the transverse tarsal joint and metatarsal appendag_e .jOinUiﬁtancia entre el nervio cutaneo intermedio dorsal y el &pice del
also restricts the lateral movement of the Extensor digitorumaléolo lateral en el nivel del IER (5%%,02 mm). El retinaculo
longus tendon at the anterolateral fornix of the talus. extensor inferior del tobillo es una unidad de restriccion crucial
g
del tenddn anterior del tobillo, y una comprension integral de sus
According to our anatomical observations, the IERaracteristicas anatémicas tiene implicaciones significativas para
serves as a protective and restrictive mechanism for tﬁératamiento de la inestabilidad crénica del tobillo y la exploracion
anterior ankle and dorsalis pedis tendons, forming a pullegﬁ posibles aplicaciones clinicas.
“ke_ structure that prevents SUblux,at_lon or, chord-like PALABRAS CLAVE: Retinaculo extensor inferior del
eminence of the extensor tendon. This is achieved througRjio: caracteristicas anatémicas; Articulacién talocrural;
extensive fusion of fascia and bone surface_s at both medigkcyiacién del tobillo.
and lateral ends, close attachment to lower fibrous channets;
as well as superior retinaculum of the extensor and dee
fascia of the dorsalis pedis. In essence, if the fascia syst
of the dorsalis pedis is closely attached, any minor defect in
IER h ligible i t th teri Kle tend OBehrens, S. B.; Drakos, M.; Lee, B. J.; Paller, D.; Hoffman, E.; Koruprolu,
f’:lS negligiblie impact on the anterior anxie tendon. OUr g ¢ DiGiovanni, C. W. Biomechanical analysis of Brostrom versus
experiments have revealed that IER surrounds the talus neckgrostrom-Gould lateral ankle instability repaifoot Ankle Int.,
and is in close proximity to the talus stop of the anterior 34(4)587-92, 2013. ) _
talofibular ligament. These characteristics suggest potentRgumer. A.; Heijboer, R. P.; Fontijne, W. P. & Swierstra, B. A. Late
linical applications for IER and warrant further reconstruction of the anterior distal tibiofibular syndesmosis: good
f: o pp ; - . outcome in 9 patientécta Orthop. Scand., 71(5)19-21, 2000.
investigation. Tourné & Peruzzi (2019) have utilized IER agho, J.; Lee, W. C. & Park, C. H. Snapping of the extensor digitorum longus
an autogenous tendon to reconstruct the anterior talofibular due to attenuated inferior extensor retinaculum: case répoitAnkle
ligament , while others propose using it to reconstruct the 'nt.. 33(4)336-9, 2012. _
inferior tibiofibular ligament (Beumee’t al 2000: Harrigt Choudhary, S. & McNally, E. Review of common and unusual causes of
n . _g - al P lateral ankle painSkeletal Radiol., 40(11)399-413, 2011.
al., 2022).This provides a practical basis for considering IE€x, J. s. Surgical and nonsurgical treatment of acute ankle siEins.
reconstruction of the anterior talofibular ligament. Orthop. Relat. Res. (198)18-26, 1985.
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