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Results of the preoperative nerve conduction
study (NCS) in illustrative case. The motor
conduction velocity (MCV) from the proximal
to the distal fibular head was delayed on the
right side (42.1 m/s) (B) compared with the
left side (54.2m/s) (A). We then measured
sensory nerve conduction velocity (SCV),
which revealed 51.1 m/s on the left side; the
right-side SCV was not measurable (C).
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Common Peroneal nerve entrapment neuropathy
(CPNEN) is usually associated with drop foot
accompanying sensory disturbances in the
corresponding nerve area. However, the disease
occasionally presents with other clinical
manifestations, including mild motor weakness
and sensory deficits, which may be the main
complaint.

Data for nine patients with PEN who underwent
surgery from January 2018 were analyzed (mean
age: 71.6+7.5 years; male: female=6 : 3). We
diagnosed PEN when pain or numbness in the
peroneal nerve region from the lateral lower leg to
the dorsal foot and a Tinel sign over the peroneal
nerve near the peroneal head were identified. All
cases underwent a nerve conduction study (NCS)
and magnetic resonance imaging preoperatively.
Symptoms of lower extremity pain and numbness
were assessed with the numerical rating scale
(NRS).

The symptom in six of the nine cases was
sensory impairment in the peroneal nerve region,
and only three cases were accompanied by drop
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foot. Preoperative NCS showed decreased motor
nerve conduction velocity in all three cases with
drop foot. Of the six instances without drop foot,
no NCS abnormalities were found in four cases.
The NRS improvement rate was 58.7+10.0%, and
the average postoperative follow-up period was
12.8+9.1 months (range: 3-28 months). No patients
reported symptom recurrence during follow-up.
Regarding patient satisfaction, seven cases
reported satisfaction, two cases reported acceptable
results, and no cases reported dissatisfaction.

Even in cases without drop foot and conduction
block, surgical results for CPNEN in our
department were generally good. CPNEN should
be suspected in patients who present with sensory
disturbances in the lateral leg.
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#EP0 M Bk B % B 92 (CPNEN : common peroneal nerve entrapment
neuropathy) &, THELEZET L LDLE L T—KRICEREIN TS, L LAE
b % BIRIRE T 2RM DL EAFE ST Y AT, HRHIBT S
CPNEN O FAihie ] % #2 / SLIICHRGET L EZE 2 MR 5.

Il X%, H&

2018 4 1 H 20 & FAfi 247 - 72 CPNEN % 9 BIIC D &, D & T4l £ TOHIR,
FEWR, PR &2 B HBIICHET L7z, FEAMIZA & 58O B fii s
LON, JiAGEIRZ 5260, BEE & BEERL 5 D WS #hiE BT RIS Tinel AREfE % 780
% b ®D% CPNEN & i L7z V. 4 i 13 4 0 C M {2 38 M A5 (NCS : nerve
conduction study) ZifTL72. TD9HH, EEMREEEMRA (MCS : motor nerve
conduction study) OFELERALIZHES T DK 3 cm EAL, BEEF DK 10 cm =47,
B X ORBEHER T, ek & Lz, REMR nEmA (SCS : sensory
nerve conduction study) (E¥i rPEE L, RIBGEAIIBES 5 HOK 3 cm Tf7, Gk
RIS L7z . S S ICHHEBE O MR 247V, IESPERZ % L ORBOH
I 2 B L 72,

THRO LU, HEAHIERIE NRS (numerical rating scale) TEHfiL, otz
% (fHio> NRS i — 72> NRS i) .~ (friio> NRS ) X% 100 (%) & LBEPEek:
AT L7, SO IR EMBEEOECmEEL, /e (satisfactory), FF7EEpH
(acceptable), AN (dissatisfactory) (Z4-$EL, ARICTHALZ. T2, milEd
BHOWEFEM 7T A b (MMT : numerical manual test) % a7 & RIIBIER I E
L7

FRAZHBICOE, LUN, WAERDIETH - 72 ER] (numbness #) &, B
L THEREZ RO ES (drop-foot #F) THEME L7z i ¥Id oM +
e (A= TR L7

W PR DR & TR 5 ¢ BRI RS IR A & B BUAMIER IS R 5 72 1%,
REPFEH & &I XAFHOM 2T L, EPEE R & RIS R o5, LB
FAZAMUXE (28— B A2 8) ICHFD, RS R ETT B M P2 B &
Wi o X— b A Y MCEL (Fie 107, FAIRIREEFIC/T-7. 3, Fie 18
D38 BEEE BT RO Z A, TERBEZ B L7z oo TR E
ZORH L 255 B Mt 2 W2 L7z (Fig. 10). E i Cd 5 kg kit e
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T A & KB % W g A AL OFBEICEE LTI, 3 RMEE R OIS
il 2 n 2z (Fig. 1D), L% i 7 \ZBR T 7= (Fig. 1E). Z D1k, EMEEHHEETOH
Wi G B U AR At % 1 0 FIBERRIE L 72 (Fie 1Y BAARTICE B % ECIE L
72IRRETO 45 7 tFEBRIE & Tinel MEIEDOH I % R L 7-.

W - WAANEE X T DT, PR TR LM TR TR Lz, Wik 3 H
HCTRPE, 10 HTISRIZTHE A Z T 72,

AL 9O EGI O 716 £ 750K, MEINIZTI M6 B, KE3BITH 7.
SERH IS i F TOMMIZFI 45 + 41 h HTH o 7. B CTHES BEE B IC
BEBEOHDH, HODPRAMERE B EOBAEIERED 0o 72, 9 B 6 FlodERIE
BEB ARSI O LU, AP ETH Y (numbness #), WO TERE X5
TWHEBNZ 3BITH - 72 (drop-foot ). il MRIIZBWT, EHEMERELZR L
DR S NEPNE D B Ao 72 NRS O #ERIE 587 £ 100% & BIFCTH o 72
it -3 it M2 A 133 138 = 84 H A CTh o 7z, AR ICH & 2 22 JEIR
DR E DO IFEFIERD o7, HOmEEEIZE L T, satisfactory 6 i,

q P

!
D E F
A
A
A
%
g / /
Fig. 1

A : Schematic illustration showing the peroneal nerve anatomy around the peroneal head. The common peroneal nerve ( 1 )
runs between the peroneus longus muscle and soleus muscle, and is divided into the superficial peroneal nerve (£) and the
deep peroneal nerve ({).

B-E : Intraoperative photographs during common peroneal nerve decompression. An oblique incision was made along the course
of the peroneal nerve just below the fibular head (B). Next, the superficial fascia was incised, and the common peroneal
nerve was identified in the adipose tissue (C). The fascia above the peroneus longus muscle (&) was then incised (D),
and the muscle was retracted anteriorly, which revealed the deep fascia (%) (E). The deep fascia was released, and the
peroneal nerve was further released (F).
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A
History of Abnormal NRS MMT of TA Satisfaction
Group Age Sex Rt/ Lt Lumbar Duration findings after surser
surgery in NCS Pre-op Post-op RR Pre-op FU gery
53.F Lt 6 months O 6 2 66.7 4 5 28 months acceptable
74 /M Rt LDH 2 months - 5 2 60.0 4 5 21 months satisfactory
69 M Rt 3 months — 4 2 50.0 4 5 24 months  satisfactory
numbness
77 /F Lt 10 months - 7 3 571 4 5 8 months acceptable
75/M Lt LDH 4 months - 4 2 50.0 5 5 6 months satisfactory
74 /M Rt LCS 3 month O 4 1 75.0 5 5 12 months  satisfactory
71 /M Rt 1 week O 6 2 66.7 2 5 6 months satisfactory
drop-foot 73F Lt 12 months O 7 4 429 1 2 7 months acceptable
78 /M Rt 1 Week O 5 2 60.0 1 5 12 months  satisfactory
B
NRS Satisfaction after
Male/ Duration Abnormal surgery
Group Age Rt/Lt findings Follow up
Female (months) in NCS Pre-op Post-op RR (%) acceptable /
satisfactory
numbness 70.3+8.9  4/2 3/3 47x2A1 2/6 5013 20+06 598*84 165+35 2/4
drop-foot 74.0+36  2/1 2/1 42+6.8 3/3 6010 27+12 565+122 83=*3.1 1/2

A : Summary of the nine operated cases in this study.

B : Statical analysis between numbness and drop-foot groups.
LDH : lumbar disc herniation

LCS : lumbar canal stenosis

NCS : nerve conduction study

RR : recovery rate

MMT : manual muscle testing

TA : tibialis anterior muscle

FU : follow up

acceptable 3 f], dissatisfactory 0 5l T & - 7z (Table 1A). Numbness # & drop-
foot #E D JLEETIX, AT NCS I& numbness #£® 6 il 4 B TIZEE 2RO % h -
7=DIZHR L, drop-foot #ED 3 B TIXEBNEE MR S L7z, NRS, HCOWERE
&, TOMICHEERTHO A2 ERITBD LN h o7 (Table 1B).

Drop-foot A DHIIEEH MMT 13, FIERF N T L7z 2 B CTIdEaIChE L
7273, FEIERR L AFEREE L CFN 21T o 72 1 BICIIBEOUEEICHE £ o 72,
R RAES

TA B © IR ER B D720, 3 H AR YA T L3/4, 14/5 B TREM %
2T 7z MBIEIRIZYGEBEIN Th > 7228, 4 FIRIMUERIC NRS 4 © LR, i A
RE2FR L7z, ARIERHD MMT 1 5/5 THh- 7225, BEEEHEPAIC Tinel A%
RW7=Z &5 CPNEN % 6\ NCS 247572, Wi B S 3 E8 £ T MCV
Z/542m/s, fi421m/s M CTRIEGR % RO 7. F 7 O A G E) E AL
(compound muscle action potential : CMAP) & ZEIZHE~EAlE Tdh - 72 (Fig. 2A, B).
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Fig. 2
Results of the preoperative nerve conduction study (NCS) in
illustrative case. The motor conduction velocity (MCV) from
1.9mv the proximal to the distal fibular head was delayed on the right
12,00 ms Proximal of FH  Side (42.1 m/s) (B) compared with the left side (54.2 m/s) (A).

We then measured sensory nerve conduction velocity (SCV),
which revealed 51.1 m/s on the left side; the right-side SCV
was not measurable (C).

SCV #8ML7-&Z 5, E5llm/s, AIEHEARTETH -7 (Fig. 20). LL 1D NCS
TR, PEERAL 2SR BEE P C©d 5 CPNEN ISP L v &I L, TEMERR B
JEMT % 3 71 A CHRBEE MR BER 2 17 o 72, iR EIZIEF TH Y NRS 1 (K
HHT50%) LYEL, WMk 7 HEICHERKE oz, MR CREZ 7225,
% 1 EOK L CTIEARDEALIZFZD TV 2. HE L satisfactory T - 7.
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1) REEEAEXETSCPNEN IZDWT

Lol gk 4 DR L 72 9 FEBITIE, WREAEEOEFIX 3BIOATH Y, o 6 4
Bl CIRIREFEEDRTFIERTH o 72, TEAYIZDH, Maalla 513 CPNEN O Fiifl 15
BlDH b 8 BITIRIEE R E I 2 LRI 2 2 L CTWieAs, fho 7 6 Claskss
DHTHoT= L LY. 72 Fabre 5OMETD, CPNEN T4l 60 0 5
LIEEBEDATH 5 7=b DI 2B THo7-". EHASIZ17H0 CPNEN D b,
TR &R LEEADT, 25 LIER TS B2 FRREEZ s L Twa 7.
WEICE D EEH B, MEREL FERE T 5 CPNEN O IMEV S 0TI
WEEZH5NZ Y. FHAMIOBREEER RS 2 BEOBHIB VT, EHRK
FHOH WA S F CPNEN EEFNICMZ 2REEE 2%, 7272 LkpthsE
D HRDHE1E CPNEN OBWIC NCS IAH TRV E MG bR 2 Y. ok
fIRe3ifize &, BERTAYERBBLO FEKTH 2554 7% £ TlE NCS 12 & 2 BEHk
HICEEASH 2 L E 2515 . SEOKRITY, dropfoot BED 3 HIZ BT
1% NCS i R 5w %2 5867255, numbness # Tl 6 11 4 #1T NCS TOZ W IZA
HECTd > 7. CPNEN OJHREICIE, REAMOEEEEE) M) RIFEMHE eI X H
DY & B BB RN E KB 2 IS L TWwA Z EAVRIRENTE Y, M
KUEBATORRE 522 bbb s Y. T2, 29 LBz A L7z e BEsEs s
JRARBOF AL BB IhTws ™Y NCS Litiz, 41z hs b BHIER
L7znweEZ %, £7, BAE12 7 AU EEL TR, BRCELI LISV EE
AONBH, 29 LIERNC BT b BERLER RIF 2 s iiE Shasy V7,
BRI NETH 5.
2) TER%2E2F 5 CPNEN (20LT

IREREE % F & 95 CPNEN & FIERT IZE D3 5 IO W TIEIAHTH 5725,
FRIASEE D720, FEHTEMIHBE 2 ZBTHIENEVEEZLND. il
ICBILCIE, BEETPHREZE LTI RMELICTI &L TaMER ", 6 71
P EH#EORD LV EICEETNE LT L0 KA LEREAD Y, —ED
REIESNTOARVOFEIRTH S Y. Lo LEEREES L35 CPNEN ki
IR, itk 12 4 A DL R L 229860 CIIA RO AME T3 % & oS A5 R
ENBZEREFITNELEZL™ P
3) CPNEN 0 #7321

CPNEN O#&RIZ W & LTi&, L5 MRBEIR %2 25 % BHER B AE — 1228155
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MDA, FEEEDIFHRICT> T2 b0 TRZOEINIML VY. & 51 hiE
ik, WRIMHE LIHRE R ETO TRECRET EBOBMED 52 Y. gk
RBIEE R 72 & D MMT % &0 72 FEER O MeET, NCS, e B i e i i 3% 7
ETRAMICHBT S RETH L. S HITRFIEFD X H 12, CPNEN & JEHER B3
&0F4 55ER (double crush syndrome) bFfET 5 Z & kT ALENDH 5.
Morimoto & %, CPNEN TF4if % 1T L 7z 22 Bl 19 B (86.4%) ~THEHME T4t o
AL 2072 E MG LT Y SRR ORI REE D 2 B4, HRiskE
EEN, MRORMPEIEESNRL T 22 WHRELRBIhTw2 Y. R
B OFRACRER, FEIRELZ RO 76 7% £12H CPNEN O R 2 Mil 3 X& TH
%"

4) CPNEN offitic2W\T

CPNEN OFiZ BT 5, BEEFMREOBREHPRICOWTIIRA i 2 @0 5. b
HOZEFEHE eI AHOBZHEL, O TORE RO BEHEEZ 1TV,
Tinel sign 25{HRTIUIHKET, BRIEPA T O LEE IO AEBEEHMHEOYB T 5
FiEERELTWS (Fig 30)7. Fx 13 BiRoi ) B H % 85 CBR CREB O
BB %2 LT, BB E T HIBERRIE $ A2 BRA L 72 (Fig. 38) V.
S 51T, B/ TR B O S CHRIFEAREABIL S NS T & b L\, B TR
BT EE T 2 LB H 5 L OME D AD L (Fig. 30)°. 4B ITFER T
EZTNEYIBAASLEE D, @ B N IEHT T BRSO B AL EE L A, A B E
DHFERR Tinel FEEBEDOZALZ L D HEEICHRET L, BREHPAZRET 2 LE1 D S
EEZS.

)
A

IV- I‘:l:b|

CPNEN @ 9 Bl 9 5, 6 Flix FELEZED LR WIERTH 1), TR I
REHFTHo-72. THIMIOKREEEZ 245 BEICBWTIE, CPNENOREL
BHEVE S, MEICHIGTREXTH5S.
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Fig. 3

Illustrations of the extent of peroneal nerve decompression in reported surgical procedures for common peroneal nerve entrapment

neuropathy (CPNEN).

A : Decompression and dissection of the peroneal nerve is performed in the area between the peroneus longus (A) and soleus
muscles (O). This procedure is terminated when the Tinel sign disappears, with additional incision of the peroneus longus

fascia only when decompression is insufficient.

B : A transverse incision is made in the fascia on the surface of the peroneus longus muscle, and the muscle belly is retracted
anteriorly. Then, the deep fascia to the peroneus longus muscle is incised, and the common peroneal nerve is sufficiently

dissected and decompressed. We adopted this procedure.

C : Decompression to a more distal site where the deep peroneal nerve branches. The fascial incision is extended anteriorly,
crossing the intermuscular septum between the anterior and lateral leg compartments. The muscle on both sides is retracted,
and the septum is transected under direct vision to decompress the deep peroneal nerve.
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