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Artelon FlexBand is a degradable synthetic biomaterial that is designed to reinforce soft tissue and serve as a
scaffold for connective tissue ingrowth.' It is designed to mimic normal tissue elasticity while in the body* and is
high strength for load sharing.® These features are designed to:

e Support motion without constraining it
* Allow for regeneration of natural tissue through load-sharing'*
* Be less inflammatory than titanium and polystyrene®

FlexBand shows no evidence of necrotic breakdown.’ It acts as a scaffold and is capable of integrating with
regenerating connective tissue.' FlexBand shares the tensile loading to both protect the healing construct and allows
mechanical stimulation required for optimal tissue regeneration and remodeling.”” The material gradually degrades
through hydrolysis and is fully integrated over 4-6 years."**

A 24-year-old healthy female presented with retromalleolar
ankle pain. The patient had a history of 2 prior surgeries
for peroneal tendon instability, including a fibula groove
deepening 3 years prior. Recently she felt her peroneal
tendons dislocate and spontaneously reduce. Physical

exam revealed retromalleolar swelling and tenderness to
palpation with peroneal subluxation with circumduction.
Furthermore, anterior drawer and talar tilt tests revealed
solid endpoint without significant laxity and normal
alignment was noted with weight-bearing.

. . . . Figure 1: MRI image Figure 2: Peroneal dislocation
We'lght-bearlng radiographs Sh?WEd no pathological bon.e demonstrating lateral position of wy/ anterior pressure applied
lesions, fractures, or degenerative changes. MRI evaluation peroneal tendons w/ tenosynovitis to the tendons

revealed a lateral position of the peroneal tendons with
tenosynovitis. The patient was initially treated with

6 weeks of casting and several weeks of bracing/physical
therapy. However, peroneal instability and pain continued
and surgical treatment was recommended.

Examination under anesthesia revealed gross peroneal
tendon dislocation with circumduction and when anterior
pressure was applied to the tendons in the retromalleolar
region. Intraoperatively, the superior peroneal retinaculum
(SPR) was avulsed from its fibula attachment. The SPR

oo, .
was thin and attenuated. Due to its poor tissue quality, an Figure 3: Planned surgical Figure 4: Exposure of the SPR.
Artelon FlexBand was utilized to reinforce the SPR incision along course of The SPR was avulsed from its
’ peroneal tendons fibula attachment and very thin

and attenuated



An incision was made in the retromalleolar region over
the peroneal tendons and extended distally. (Figure 3)
The sural nerve was encountered and protected. The SPR
was identified and found to be avulsed from its fibula
attachment. Its tissue was very thin and attenuated.
(Figure 4) The SPR was incised and peroneal tendons
were identified. No peroneal tear was present. (Figure

5) The fibula groove was identified and a revision groove

Figure 5: Peroneal tendons were Figure 6: Fibula groove

deepening was performed. (Figure 6) Finally, the SPR intact without tearing. deepening
reinforcement was performed. The SPR was repaired back - -, 7

to its fibula attachment with the tendons located. (Figure
7) Next, the Artelon FlexBand was utilized. A suture anchor
was place into the posterolateral aspect of the fibula at the
SPR attachment (Figure 8), and a 0.5 x 8cm FlexBand was
attached. (Figure 9) A second suture anchor was placed

at the calcaneal attachment of the SPR. (Figure 10) The
unattached end of the Artelon FlexBand was tensioned and
secured directly to the lateral calcaneal attachment of the
SPR. (Figure 11) Incision was closed in a routine manner

. . s Figure 7: SPR repaired to its Figure 8: A suture anchor

and the foot was splinted in a neutral position. fibula attachment placed into the posterolateral
aspect of the fibula at the SRP

attachment

The patient’s incision healed uneventfully. She was

placed in a non-weight-bearing short leg cast at her first
postoperative appointment. Weight-bearing in a CAM boot
and active dorsiflexion and plantar flexion exercises were
initiated at 3 weeks post-op. Formal physical therapy was
initiated at 6 weeks post-op. The patient continued to rehab
well and was out of the boot at 9 weeks. At 3 months, the
patient had minimal swelling along the peroneals, a full i
range of motion, and no evidence of residual instability. She Fire 9: A 0.5 x 8cm FlexBand Figure 10: A second suture

SN : secured to the fibula anchor placed at the calcaneal
was released to full activity at that time. ttachment of the SPR

This 24 year-old female with chronic, recurrent
peroneal tendon instability underwent a successful
SPR reinforcement augmented with Artelon FlexBand
device. Through the procedure, we achieved a strong

and reliable repair that supported the patient’s early to .
Figure 11: The unattached end of

return to activity. the Artelon FlexBand tensioned
and secured directly to the lateral
calcaneal attachment of the SPR
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Daniel J. Cuttica is a paid-consultant of Stryker. The opinions expressed by the author are those of the author and not necessarily those of Stryker. Individual
experiences may vary.

This document is intended solely for the use of healthcare professionals. A surgeon must always rely on his or her own professional clinical judgment when deciding
whether to use a particular product when treating a particular patient. Stryker does not dispense medical advice and recommends that surgeons be trained in the use
of any particular product before using it in surgery.

The information presented is intended to demonstrate a Stryker product. A surgeon must always refer to the package insert, product label and/or instructions for use,
including the instructions for cleaning and sterilization (if applicable), before using any Stryker product. Products may not be available in all markets because product
availability is subject to the regulatory and/or medical practices in individual markets. Please contact your Stryker representative if you have questions about the
availability of Stryker products in your area.

Stryker Corporation or its divisions or other corporate affiliated entities own, use or have applied for the following trademarks or service marks: Artelon, FlexBand,
Stryker. All other trademarks are trademarks of their respective owners or holders.
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