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Peroneal nerve compromise can be the result of a number of 
mechanical stresses including compression, traction, and 
laceration.1 The close proximity of the common peroneal nerve 
to the fibular head leaves the nerve susceptible to injury with 
resultant adverse mechanics in the lower extremity. Treatment 
of this type of injury has traditionally consisted of localized 
treatments consisting of modalities, stretching, strengthening, 
and gait training.2 Nerve related pathology has reportedly 
responded to neurodynamic treatment for localized 
inflammation and to treatment directed at 
neuroinflammatory/neuroimmune cascade proximally and 
distally to the area of lesion.3,5 This case describes the 
treatment of a young female athlete using manual therapy, 

neurodynamics, taping, and exercise. 

A 13 year old female volleyball and track athlete presented 
two weeks after onset with progressively worsening left 
lower extremity pain and paresthesia. The increase in 
symptoms was in correlation to overlapping sport play and 
practice. One week of rest reduced her symptom intensity 
but she had a quick return of symptoms upon return to any 
physical activity. She also reported mild aggravation of pre-
existing ipsilateral axial low back symptoms in conjunction 
to the lower extremity pain onset.  Initial examination 
findings: 
  
• moderate valgus knee posture 
• dorsiflexion and eversion weakness (3-/5)  
• hip abduction weakness (4/5) 
• pain and paresthesia reproduction at 35 degrees 

ipsilateral straight leg raise with peroneal nerve bias  
• sensitivity to palpation of the gastrocnemius and soleus 
• side lying gapping position reproduced lower extremity 

paresthesia 
• non-dermatomal pattern of pain and paresthesia was 

present including common, deep, and superficial 
peroneal sensory distributions 

• excessive proximal tibiofibular mobility  
• lower extremity functional score (LEFS) of 26/80 
  

After four visits the patient's straight leg raise was 70 
degrees pain free and equal bilaterally and no impairments 
in left lower extremity strength were present. Left lower 
extremity paresthesia and pain were absent with LEFS score 
now 66/80. After nine visits she demonstrated an equal 
triple hop distance bilaterally with symmetrical loading 
mechanics of the hip and knee was present.  A return to full 
sport participation without pain was demonstrated. Final 

LEFS score was 78/80.   

This case describes a positive outcome for a hypothesized 
common peroneal neuropraxia utilizing a regional 
neurodynamic and manual therapy approach. Distinct features 
in the common peroneal nerve include sensory distribution 
and weakness in eversion and dorsiflexion.1 The differential 
diagnosis process, including testing of inversion and more 
proximally innervated musculature, aided in determining a 
likely peripheral versus isolated nerve root lesion 
presentation.2 Evolving research on the response of the nerve 
to dynamic treatment gives potential for improvements not 
only at the sight of suspected lesion, but also at more proximal 
and distal locations along the nerve path.3 The contribution of 
dynamic lower extremity loading mechanics should be 
considered in patient presentations lacking specific traumatic 
histories.     
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Interventions 

Visits  1-4 Visits  5-9 

• Dry Needling (gastrocnemius, soleus, anterior tibialis) 
• Neurodynamic sliding (peroneal nerve bias) 
• Lumbar gapping manipulation (L4-5) 
• Mobilization with movement with subsequent taping (distal fibula) 
• Sidelying hip abduction and prone hip extension strengthening 
• Home management program: Self standing dorsiflexion mobilization 

• Talocrural and subtalar mobilization/manipulation 
• Lunges 
• Lateral step downs 
• Single leg squats 
• Box landings and jumps 
• Skater hops/jumps 

Select Early Manual Therapy Interventions Select Late Manual Therapy Interventions 

Dry Needling 

Lumbar Gapping Manipulation 

Mobilization With Movement & Taping 

Talocrural  Manipulation 

Subtalar Manipulation 


