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ABSTRACT 

Introduction: ACL Reconstruction (ACLR) with various 
autografts is associated with several complications. 
Autograft diameter is an important factor contributing to 
ACLR failure. In this study, we evaluated the long-term 
functional outcome of the peroneus longus tendon (PLT) 
graft in primary ACLR and donor site morbidity, and 
evaluated the correlation of PLT dimensions (length and 
diameter) with various anthropometric parameters. 
Materials and methods: The patient’s pre-operative 
anthropometric data were recorded. Ipsilateral PLT graft was 
harvested, and the distal part tenodesis done with the 
peroneus brevis. Graft diameter and length were noted intra-
operatively. The Lachmann test, Pivot Shift test, Lysholm II 
knee score, and AOFAS were recorded at pre-operative, six 
months, one year, and two years post-operatively. Results 
with p-values <0.05 were considered significant. 
Results: During this study 51 patients were enrolled. Mean 
graft diameter and length were 7.93mm and 25.71cm, 
respectively. Mean Lysholm Score was 97.07, and AOFAS 
was 98.07 at 2 years follow-up. Six patients showed 
Lachman Grade 1+, and 3 had Pivot shift test positive 1+ at 
2 years. A strong positive correlation of graft diameter and 
length with both patient height (cm) and weight (kg) was 
observed. But neither graft diameter nor length was 
significantly correlated with either age or BMI. 
Conclusion: PLT autograft demonstrate favourable long-
term functional outcome at the knee, minimal donor site 
morbidity at the ankle. Among anthropometric parameters, 
height and weight are associated with PLT diameter and 
length prediction. No association of patient’s age and BMI 
was found with graft diameter and length. 
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INTRODUCTION 

ACLR constitute major proportion of surgery in Sports 
Injuries. The ideal graft for reconstruction of ACL is 
biomechanically similar to the native ligament, easily 
harvested, has the least donor site morbidity, can be secured 
predictably, and gets well incorporated with bone. 
Literatures suggest that each graft has associated pros and 
cons, and the search is still on for an optimal graft1. 

ACLR can be done by Autograft, Allograft, or Synthetic 
graft. Three autograft options commonly used are bone-
patellar tendon-bone (BPTB), Hamstring (HS), and bone 
quadriceps tendon (BQT)1. Allograft has an advantage 
considering elimination of donor site morbidity, decreased 
pain, shorter operating and rehabilitation times, and better 
cosmesis with drawback of higher cost, delayed 
incorporation, disease transmission and immune reactions2. 

BPTB is still considered the “gold standard” for ACL 
reconstruction and is frequently chosen because of its 
excellent clinical results and high level of patient satisfaction 
in long-term follow-up. But complications like patellar 
tendon rupture, patellar/tibial fracture, quadriceps weakness, 
loss of full extension, anterior knee pain, and difficulty in 
kneeling are seen with the BPTB graft. Hamstring tendon 
graft is associated with reduced knee flexion strength, 
sciatic/saphenous nerve palsy, and inferior fixation strength1. 

Some studies advocate the use of the peroneus longus graft 
(PLT) in ACL reconstruction. The PLT has an important role 
to strengthen first ray plantarflexion and to evert the foot3. 
PLT has synergistic action with the peroneus brevis, which 
can offer some advantage if both undergo tenodesis. The 
diameter of the autograft in ACL reconstruction surgery is an 
important factor contributing to failure. The exact graft 
diameter needed to avoid such failure rates is not clear4. 
Every 0.5mm rise in graft diameter found with a reduction in 
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chances of re-surgery to 0.8 times with a graft thickness of 
7mm to 9mm5. Magnussen et al stated that the ideal 
minimum graft diameter of 7mm is best to avoid revision 
surgery6. Hence, predicting the graft diameter in ACLR is 
important by helping surgeons make comprehensive pre-
operative plans and opt for alternative graft choices. 
 
In this study, we have evaluated the functional outcome at 
two-year follow-up and donor site morbidity efficacy of PLT 
as a graft for primary ACL reconstruction and its association 
with anthropometric parameters. 
 
 
MATERIALS AND METHODS 

This study is a prospective cohort type conducted from 
November 2019 to October 2021 in a tertiary care centre. 
Diagnosis of ACL tear was established based on clinical 
examination and MRI. A total of 51 patients with ACL tear 
between the age group 20 – 50 years with grade V peroneus 
longus function were enrolled with their written informed 
consent and followed up for a minimum of two years. 
Patients with ACL injury due to bony avulsion, any 
neurological deficit to the lower limb, with meniscal and 
chondral lesions, and a history of fracture to the ipsilateral 
knee, foot, and ankle were excluded. 
 
Pre-operative anthropometric data, including gender, height, 
weight, and BMI, were collected. Lysholm-II knee scoring 
system for functional assessment of the knee and the AOFAS 
score to assess donor site morbidity were recorded pre-
operatively, at six months, one year, and two years post-
operatively.  
 
Under spinal anaesthesia, in supine position with tourniquet 
in the thigh, diagnostic knee arthroscopy was done for ACL 
rupture, followed by ipsilateral PLT graft harvest. A vertical 
incision was made 2 – 3cm above and 1cm posterior to the 
lateral malleoli and was extended distally. Soft tissue 
dissection was done, and PLT was exposed on its 
posterolateral surface through the incision after carefully 
incising the fascia. Beneath that peroneus brevis tendon was 
found. 
 
After everting the foot, the peroneus longus tendon was 
secured with polyester suture no 5. The distal part of the 
peroneus longus tendon was sutured with the peroneus brevis 
tendon using polyglactin suture no 2. The peroneus longus 
tendon graft was harvested using a tendon stripper till 4cm 
below the fibular head to avoid peroneal nerve injury. Length 
of the graft was noted. Pre-tensioning of the harvested graft 
was done on a tendon board. The graft was then looped to 
constitute a double or triple graft as per diameter and length 
of the graft.  
 
Incision was closed using absorbable subcutaneous sutures 
and staples. Pre-tensioning of the harvested graft was done 

on a tendon board. Femoral fixation device was attached to 
one end of the graft. Graft was passed through cylindrical 
sizers to determine the exact diameter of the graft to be 
matched with the needed femoral and tibial tunnels. Standard 
AM and AL portals were made. Arthroscopic shaving of the 
remnants of the torn ACL and a notchplasty, if required, was 
done. The femoral and tibial tunnels were drilled 
independently, and ACL reconstruction was done by tripled 
PLT graft. An effort was made to seat at least 25mm of graft 
into the femoral tunnel. The femoral end of the graft was 
fixed with Endobutton. The tibial graft site was then fixed 
under tension at 30° flexion of the knee joint using an 
interference screw (bioabsorbable). 
 
For rehabilitation, the patients were allowed to bear weight 
as soon as they came out of spinal anaesthesia, but this was 
protected with crutches for the first two weeks. A tolerable 
range of motion was encouraged, while avoiding 
hyperextension. Knee flexion was started from 0 – 90° 
(gradually increased) in three weeks, and further flexion was 
subsequently achieved. Closed-chain activities were started 
at an early stage, and open-chain exercises were introduced 
at three months. Sport-specific training was allowed starting 
at six months, with the gradual introduction of cutting 
movements. Return to contact sports was delayed for a 
minimum of 9 to 12 months. 
 
Post-operatively Functional outcome was measured by using 
the LYSHOLM II knee scoring, and donor site morbidity 
was assessed by using the AOFAS scoring at six months, one 
year, and two years follow-up. 
 
Statistical analysis was performed using the SPSS statistical 
package [version 17.0; SPSS Inc., Chicago, IL, USA]. 
Continuous variables, including Lysholm II score and 
AOFAS score values over time within the groups, were 
analysed using repeated measures analysis of variance 
(ANOVA) followed by Bonferroni’s post hoc testing. Values 
were given as mean (SD), frequency, and percentages. For 
the anthropometric correlation of graft, CI (Confidence 
Interval), with Spearman Correlation Coefficient (rho)is 
given. A p-value of <0.05 was considered statistically 
significant 
 
 
RESULTS 

A prospective evaluation of early results following 
arthroscopic anterior cruciate ligament (ACL) reconstruction 
using the peroneus longus tendon autograft was conducted in 
51 patients (39 males, 12 females) between November 2019 
and October 2021. The mean patient age was 35 years, with 
an average height of 166.31 cm. The mean graft diameter 
and length were 7.93 mm and 25.71 cm, respectively (Table 
I). The mean Lysholm Score improved from a pre-operative 
value of 51.43 to 97.07 at two years post-operatively (Table 
II). The mean AOFAS score decreased from a pre-operative 

1-OS1-099.qxp_OA1  21/05/2026  9:47 AM  Page 2



Peroneus Longus Competency and Anthropometry

3

Table I: Subject characteristics.

                                                                 Mean ± SD                               Range                                   N  

Age (yr)                                                         35.37 ± 7.54                              23 – 48                                     
Sex                                                                                                                         

Male                                                                                                                                                       39 
Female                                                                                                                                                    12 

Height (cm)                                                 166.31 ± 8.02                           155 – 186                                   
Graft Thickness (mm)                                   7.93 ± 0.55                               6.5 – 9                                     
Graft length (cm)                                         25.71 ± 1.90                              22 – 30                                     
 

Table II: Knee functional outcome scoring.

Timepoint                                                                    Lysholm Score                                                      p-value 
                                                              Mean (SD)                                     Range                                           

Pre-operative                                       51.43 (7.37)                               36.00 – 67.00                               <0.001 
Six months                                            84.76 (5.27)                               74.00 – 94.00                                     
One year                                               90.90 (3.63)                               83.00 – 97.00                                     
Two years                                             97.07 (4.53)                               92.00 – 98.00                                     
 
Note - *Paired t-test 

Table III: Donar site morbidity scoring.

Timepoint                                                                     AOFAS score                                                       p-value 
                                                              Mean (SD)                                     Range                                           

Pre-operative                                      100.00 (0.00)                            100.00 - 100.00                             <0.001 
Six months                                            91.59 (4.45)                              80.00 - 100.00                                     
One year                                               96.08 (2.66)                              90.00 - 100.00                                     
Two years                                              98.07(2.92)                               91.00 - 100.00                                    

Table IV: Lachman test.

Indicator                                         Pre-operative                    Six months                   One year                  Two years  

Grade 0 (1 – 2mm)                                   0                                45 (88.2%)                  44 (86.2%)                45 (88.2%) 
Grade 1 (3 – 5mm)                                   0                                 6 (11.7%)                    7 (13.7%)                  6 (11.7%) 
Grade 2 (6 – 10mm)                         27 (53.0%)                                0                                  0                                0 
Grade 3 (>10mm)                             24 (47.0%)                                0                                  0                                0 
 

Table V: Pivot shift test.

Indicator                                      Pre-operative                  Six months                       One year                   Two years  

Negative (EQUAL)                          24 (47.0%)                     48 (94.1%)                      48 (96.0%)                  48 (94.0%) 
1+ (GLIDE)                                       9 (17.6%)                        3 (3.9%)                           3(3.9%)                      3 (3.9%) 
2+ (CLUNK)                                     12 (23.5%)                             0                                      0                                  0 
3+ (GROSS)                                      6 (11.7%)                              0                                      0                                  0 

Table VI: Anthropometric correlation with graft diameter and graft length.

Variable                                              Graft Diameter                                                                    Graft Length 
                            Spearman                   95 % CI            p-value                  Spearman                  95% CI              p-value  
                            Coefficient                                                                          Coefficient 
                       Correlation (rho)                                                                 Correlation (rho)                                              

Height                       0.66                      0.45 to 0.80          <0.001                        0.55                     0.3 to 0.73            <0.001 
Weight                      0.59                      0.35 to 0.75          <0.001                        0.44                    0.17 to 0.65           <0.001 
Age                           0.04                     -0.24 to 0.31          0.807                         0.06                   -0.22 to 0.33           0.668 
BMI                           -0.15                    -0.41 to 0.13          0.287                         -0.31                  -0.54 to -0.03           0.027 
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maximum of 100.00 to a minimum of 91.59 at six months, 
then increased to 98.07 at two years (Table III). Six patients 
exhibited a Grade 1 positive Lachman test at two years, and 
among them, three also demonstrated a 1+ positive Pivot 
Shift test (Tables IV and V). A strong positive correlation 
was observed between graft diameter and both height (ρ = 
0.66, p < 0.001) and weight (ρ = 0.59, p < 0.001). Similarly, 
graft length showed a strong positive correlation with height 
(ρ = 0.55, p < 0.001) and weight (ρ = 0.44, p < 0.001). No 
significant correlation was found between graft diameter or 
length and either age or BMI (Table VI). 
 
 
DISCUSSION 

ACL injuries are one of the most common knee injuries with 
a need for satisfactory reconstruction. ACL reconstruction 
with BPTB autograft produced good clinical results2. 
Another graft of consideration, HT is seen with lower donor 
site morbidity compared to BPTB in terms of anterior knee 
pain, extension loss with similar functional outcome, and 
post-operative knee stability7,8. But HT graft possesses a 
longer healing and graft integration time within the bone 
tunnel because of the absence of bone plugs at the ends of the 
graft and tunnel widening9, but Rahardja et al found 
statistically insignificant knee pain or symptoms in BPTB 
autograft W.R.T HT, except for kneeling difficulty10. 
Marques et al also reported knee pain as multifactorial, not 
solely due to graft donor site morbidity11. 
 
To avoid these complications, we chose the PLT graft for 
ACL reconstruction and studied knee function for graft 

effectiveness and ankle function for donor site morbidity. 
Native ACL has an ultimate tensile load of 2020 ± 264 N. 
However, peroneus longus tendon has an ultimate tension 
load of 4268 N, making it one of the effective alternatives to 
ACL12. 
 
Rhatomy et al and Mostafa et al compared the graft 
thickness of hamstring and peroneus and concluded that 
there was a mean difference of 0.6mm and 1.28mm in favour 
of peroneus longus graft13,14. Ho et al showed a strong and 
significant relationship for the determination of pre-
operative factors in the form of anthropometric data for HT 
graft diameter prediction15. By Song et al, height, weight, and 
duration of injury were found to be important pre-operative 
predictors for the diameter of PLT graft16. In this study, we 
found that anthropometric parameters of gender, height, and 
weight were significantly associated with the PLT graft 
diameter. 
 
In our study, the mean graft diameter on tripling was 7.93mm 
(ranging from 6.5mm to 9.0mm); this is considered an 
optimum size and is associated with less re-rupture and 
revision rate11. In males, the mean graft diameter was 8.12 ± 
0.42mm, and in females, it was 7.33 ± 0.49mm, showing a 
significant difference between gender and graft diameter (W 
= 418.500, p = <0.001). However, all other anthropometric 
parameters, like age, weight, and height, were also lower in 
females. So direct gender-based association can’t be 
identified. In one female patient, very short stature had the 
minimum graft diameter of 6.5mm, which is less than the 
recommended diameter. To avoid re-rupture and revision rate 

Fig. 1: (a) Position of harvesting of PLT graft, (b) PLT identified and tagged, (c) distal part of PLT secured with Peroneus brevis, (d) 
measuring PLT graft diameter.

(a)

(c) (d)

(b)
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in the above-mentioned patient, we had done an HT graft 
augmentation along with the PLT graft. 
 
There was a strong positive correlation between Graft 
Diameter (mm) and both Height (cm) and Weight, and this 
correlation was statistically significant (Table VI). For every 
1 unit increase in Height (cm) and Weight (Kg), the Graft 
Diameter (mm) increases by 0.05 units. No statistically 
significant correlation for Graft Diameter was found with 
Age (rho = 0.04, p = 0.807). and BMI (rho = -0.15, p = 
0.287). 
 
Joshi et al found 21cm as the minimum graft length that is 
required when cortical button is used as a femoral fixation17. 
In our study, the mean length of autograft was 25.71 ± 
1.90cm; 26.13 ± 1.70 in males and 24.33 ± 1.91 in females, 
showing a significant difference between gender and graft 
diameter (W = 358.500, p = 0.006). This gives us an extra 
edge while reconstructing ACL using a bilateral 
bioabsorbable screw. 
 
There was a strong positive correlation between Graft length 
(cm) with both Height (cm) and Weight (Kg), and this 
correlation was statistically significant (Table VI). For every 
1 unit increase in Height (cm) and Weight (Kg), the Graft 
length (cm) increases by 0.16 units and 0.12 units, 
respectively. Sakti et al and Soney et al also found body 
height and weight to be significantly directly correlated with 
PLT diameter and length18,19. Khan et al found height as best 
predictor for PLT diameter20. No statistically significant 
correlation for Graft length was found with Age (rho = 0.06, 
p = 0.668). and BMI (rho = -0.31, p = 0.027), similar to 
Soney et al19.  
 
While harvesting the autograft for ACL reconstruction, 
donor site morbidity is always an important consideration. 
Anterior kneeling pain was also found in about 31% of 
patients after BTPB grafts, get lower down to 6% in 
hamstring tendon harvesting1,7. This symptom is still a 
concern. In our study, we used an ipsilateral PLT autograft, 
and it was not associated with complications such as 
kneeling pain, weak flexion and extension at the knee joint, 
thigh hypotrophy. Kerimoğlu et al reported a deficit in 
plantar flexion of the first ray of the foot after harvesting 
PLT21. They reported functional deteriorations of push off 
during the stance phase. However, this push-off strength of 
the first ray is significant for athletes, and as our study 
consisted of nonathletes, there was no such complication in 
any of the patients. 
 
In our study, we used AOFAS score to deduce the ankle 
functional outcome, and it had a mean score of 91.59 ± 4.45 
at 6 months and improved up to a mean score of 98.07 ± 2.92 
at 2 years, which was similar to Rhatomy et al. In their study, 

the mean FADI score of 99.71 ± 0.57 and the mean AOFAS 
score of 98.71 ± 3.03 at the donor site were considered as 
excellent results3. In a study by Angthong et al, FADI and 
AOFAS scores were similar22. Zhao and Huangfu also 
reported that there were no ankle or foot injuries experienced 
by patients after peroneus longus tendon harvest23. 
 
This shows that the function of the donor ankle was excellent 
after harvesting the peroneus longus tendon. This is probably 
because the peroneus brevis is still intact in the donor ankle. 
Peroneus brevis is a more effective evertor of the ankle, 
which will maintain the eversion function of the ankle after 
harvesting the peroneus longus tendon24,25. 
 
ACL reconstruction with peroneus longus autograft showed 
good results, in terms of functional outcome and knee 
stability8. A systematic review by Quinn et al and a narrative 
review by Viswanathan et al also support this by comparison 
with the hamstring tendon26,27. Rhatomy et al compared 
hamstring with PLT autograft and did not find any significant 
difference between the two in one year follow-up. Although 
considered only a functional outcome, the mean Lysholm II 
was 94.9 ± 5.613. 
 
In our study, the mean pre-operative Lysholm II score was 
51.43 + 7.3, which improved to a mean value of 84.76 + 5.2, 
90.90 + 3.6, and 97.07 + 4.5 post-operatively at 6 months, 1 
year, and 2 years. The difference in pre-operative and post-
operative Lysholm II score was statistically significant with 
a p-value <0.001. 
 
In a study by Laxdal et al, the mean Lysholm II Knee Score 
pre-operatively was 70 (14 – 95), and post-operatively, it was 
95, which is similar to our study28. 
 
Autograft choice is one of the most important considerations 
during ACL reconstruction surgery. In our study, we found 
comparable results with the peroneus longus autograft at two 
years of follow-up. It also has the advantage of a larger graft 
diameter, simplicity of technique, and minimal donor site 
morbidity. Complications associated with hamstring graft, 
like thigh hypotrophy, anterior knee pain, hypoesthesia due 
to injury to the infrapatellar branch of the saphenous nerve, 
can be prevented29. 
 
However, a small cohort, use of subjective score for knee and 
ankle assessment, lack of control group, and no 
differentiation of functional outcome between athletes and 
the normal population are the limitations of the study. A 
regression equation for the influence of anthropometric 
features on PLT graft diameter prediction could not be 
established because of the small sample size. Further need 
for objective scoring, longer follow-up with a larger sample 
size is there. 
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CONCLUSION 

Arthroscopic ACL reconstruction using Peroneus longus 
tendon autograft results in favourable functional outcome in 
knee, minimal donor site morbidity at ankle. Among the 
anthropometric parameters, Gender, height, and weight are 
the anthropometric parameters associated with PLT diameter 
and length prediction. No association of patient’s age and 
BMI was found with graft diameter and graft length. These 

can be used to identify those patients with a high risk of 
inadequate graft size and to provide important pre-operative 
information for the surgeon.  
 
 
CONFLICT OF INTEREST 

Authors have no conflicts of interest.

REFERENCES 

1. Dhammi IK, Rehan-Ul-Haq, Kumar S. Graft choices for anterior cruciate ligament reconstruction. Indian J Orthop. 2015; 49(2): 
127-8. doi: 10.4103/0019-5413.152393  

2. Cerulli G, Placella G, Sebastiani E, Tei MM, Speziali A, Manfreda F. ACL Reconstruction: Choosing the Graft. Joints. 2013; 
1(1): 18-24. 

3. Rhatomy S, Wicaksono FH, Soekarno NR, Setyawan R, Primasara S, Budhiparama NC. Eversion and First Ray Plantarflexion 
Muscle Strength in Anterior Cruciate Ligament Reconstruction Using a Peroneus Longus Tendon Graft. Orthop J Sports Med. 
2019; 7(9): 2325967119872462. doi: 10.1177/2325967119872462 

4. Wiradiputra AE, Febyan, Aryana GNW. Peroneus longus tendon graft for anterior cruciate ligament reconstruction: A case report 
and review of literature. Int J Surg Case Rep. 2021; 83: 106028. doi: 10.1016/j.ijscr.2021.106028 

5. Spragg L, Chen J, Mirzayan R, Love R, Maletis G. The Effect of Autologous Hamstring Graft Diameter on the Likelihood for 
Revision of Anterior Cruciate Ligament Reconstruction. Am J Sports Med. 2016; 44(6): 1475-81. doi: 
10.1177/0363546516634011 

6. Magnussen RA, Lawrence JT, West RL, Toth AP, Taylor DC, Garrett WE. Graft size and patient age are predictors of early 
revision after anterior cruciate ligament reconstruction with hamstring autograft. Arthroscopy. 2012; 28(4): 526-31. doi: 
10.1016/j.arthro.2011.11.024 

7. Zhao L, Lu M, Deng M, Xing J, He L, Wang C. Outcome of bone-patellar tendon-bone vs hamstring tendon autograft for anterior 
cruciate ligament reconstruction: A meta-analysis of randomized controlled trials with a 5-year minimum follow-up. Medicine 
(Baltimore). 2020; 99(48): e23476. doi: 10.1097/MD.0000000000023476. Erratum in: Medicine (Baltimore). 2022; 101(34): 
e29873. doi: 10.1097/MD.0000000000029873 

8. Guglielmetti LGB, Salas VER, Jorge PB, Severino FR, Duarte A, de Oliveira VM, et al. Prospective and Randomized Clinical 
Evaluation of Hamstring Versus Patellar Tendon Autograft for Anterior Cruciate Ligament Reconstruction in Soccer Players. 
Orthop J Sports Med. 2021; 9(9): 23259671211028168. doi: 10.1177/23259671211028168 

9. Paschos NK, Howell SM. Anterior cruciate ligament reconstruction: principles of treatment. EFORT Open Rev. 2017; 1(11): 398-
408. doi: 10.1302/2058-5241.1.160032 

10. Rahardja R, Love H, Clatworthy MG, Young SW. Comparison of Knee Pain and Difficulty With Kneeling Between Patellar 
Tendon and Hamstring Tendon Autografts After Anterior Cruciate Ligament Reconstruction: A Study From the New Zealand 
ACL Registry. Am J Sports Med. 2023; 51(13): 3464-72. doi: 10.1177/03635465231198063 

11. Marques FDS, Barbosa PHB, Alves PR, Zelada S, Nunes RPDS, de Souza MR, et al. Anterior Knee Pain After Anterior Cruciate 
Ligament Reconstruction. Orthop J Sports Med. 2020; 8(10): 2325967120961082. doi: 10.1177/2325967120961082 

12. Shi FD, Hess DE, Zuo JZ, Liu SJ, Wang XC, Zhang Y, et al. Peroneus Longus Tendon Autograft is a Safe and Effective 
Alternative for Anterior Cruciate Ligament Reconstruction. J Knee Surg. 2019; 32(8): 804-11. doi: 10.1055/s-0038-1669951 

13. Rhatomy S, Asikin AIZ, Wardani AE, Rukmoyo T, Lumban-Gaol I, Budhiparama NC. Peroneus longus autograft can be 
recommended as a superior graft to hamstring tendon in single-bundle ACL reconstruction. Knee Surg Sports Traumatol 
Arthrosc. 2019; 27(11): 3552-9. doi: 10.1007/s00167-019-05455-w 

1-OS1-099.qxp_OA1  21/05/2026  9:47 AM  Page 6



Peroneus Longus Competency and Anthropometry

7

14. Mostafa IA, Zayed EM, Ibrahim II. Peroneus Longus Autograft versus Hamstring Autograft in Anterior Cruciate Ligament 
Reconstruction: One-year Follow-Up Comparative Study. Res Sq [Preprint]. 2024. doi: 10.21203/rs.3.rs-4349945/v1 

15. Ho SW, Tan TJ, Lee KT. Role of anthropometric data in the prediction of 4-stranded hamstring graft size in anterior cruciate 
ligament reconstruction. Acta Orthop Belg. 2016; 82(1): 72-7. 

16. Song X, Li Q, Wu Z, Xu Q, Chen D, Jiang Q. Predicting the graft diameter of the peroneus longus tendon for anterior cruciate 
ligament reconstruction. Medicine (Baltimore). 2018; 97(44): e12672. doi: 10.1097/MD.0000000000012672 

17. Joshi S, Shetty UC, Salim MD, Meena N, Kumar RS, Rao VKV. Peroneus Longus Tendon Autograft for Anterior Cruciate 
Ligament Reconstruction: A Safe and Effective Alternative in Nonathletic Patients. Niger J Surg. 2021; 27(1): 42-7. doi: 
10.4103/njs.NJS_22_20 

18. Sakti M, Biakto KT, Usman MA, Tedjajuwana MJ, Pasallo P, Subagio ES. Predicting the peroneus longus tendon autograft size 
in ACL reconstruction by using anthropometric parameters: A study in South Sulawesi population. J Orthop. 2020; 22: 1-4. doi: 
10.1016/j.jor.2020.03.011 

19. Soney A, Ramesh S, George MJ. Correlation between peroneus longus graft profile and anthropometric data in patients 
undergoing anterior cruciate ligament reconstruction – An Indian scenario. J Orthop Rep. 2025; 4(4): 100480. doi: 
10.1016/j.jorep.2024.100480 

20. Khan MJ, Asif N, Firoz D, Khan AQ, Sabir AB, Siddiqui YS. Prediction of peroneus longus graft diameter for anterior cruciate 
ligament reconstruction by inframalleolar harvest and from anthropometric data. Int J Burns Trauma. 2021; 11(5): 377-84. 

21. Kerimoğlu S, Koşucu P, Livaoğlu M, Yükünç I, Turhan AU. Magnetic resonance imagination of the peroneus longus tendon after 
anterior cruciate ligament reconstruction. Knee Surg Sports Traumatol Arthrosc. 2009; 17(1): 35-9. doi: 10.1007/s00167-008-
0626-7 

22. Angthong C, Chernchujit B, Apivatgaroon A, Chaijenkit K, Nualon P, Suchao-in K. The Anterior Cruciate Ligament 
Reconstruction with the Peroneus Longus Tendon: A Biomechanical and Clinical Evaluation of the Donor Ankle Morbidity. J 
Med Assoc Thai. 2015; 98(6): 555-60.  

23. Zhao J, Huangfu X. The biomechanical and clinical application of using the anterior half of the peroneus longus tendon as an 
autograft source. Am J Sports Med. 2012; 40(3): 662-71. doi: 10.1177/0363546511428782 

24. He J, Tang Q, Ernst S, Linde MA, Smolinski P, Wu S, et al. Peroneus longus tendon autograft has functional outcomes 
comparable to hamstring tendon autograft for anterior cruciate ligament reconstruction: a systematic review and meta-analysis. 
Knee Surg Sports Traumatol Arthrosc. 2021; 29(9): 2869-79. doi: 10.1007/s00167-020-06279-9 

25. Otis JC, Deland JT, Lee S, Gordon J. Peroneus brevis is a more effective evertor than peroneus longus. Foot Ankle Int. 2004; 
25(4): 242-6. doi: 10.1177/107110070402500408 

26. Quinn M, Byrne RA, Albright JA, Testa E, Ahn B, Lemme N, et al. Peroneus Longus Tendon Autograft May Present a Viable 
Alternative for Anterior Cruciate Ligament Reconstruction: A Systematic Review. Arthroscopy. 2024; 40(4): 1366-76.e1. doi: 
10.1016/j.arthro.2023.10.016 

27. Viswanathan VK, Iyengar KP, Jain VK. The role of peroneus longus (PL) autograft in the reconstruction of anterior cruciate 
ligament (ACL): A comprehensive narrative review. J Clin Orthop Trauma. 2024; 49: 102352. doi: 10.1016/j.jcot.2024.102352 

28. Laxdal G, Sernert N, Ejerhed L, Karlsson J, Kartus JT. A prospective comparison of bone-patellar tendon-bone and hamstring 
tendon grafts for anterior cruciate ligament reconstruction in male patients. Knee Surg Sports Traumatol Arthrosc. 2007; 15(2): 
115-25. doi: 10.1007/s00167-006-0165-z 

29. Sasetyo DR, Rhatomy S, Pontoh LAP. Peroneus longus tendon: The promising graft for anterior cruciate ligament reconstruction 
surgery. AP-SMART. 2017; 9: 25. doi: 10.1016/j.asmart.2017.05.033 

 
 
Cite this article: 
Choudhary N, Raghav L, Ahmed S, Kalra M, Ahlawat A. Peroneus Longus Tendon Graft as Competent Option for ACL 
Reconstruction with Two years Follow-up and its Anthropometric Correlation. Malays Orthop J. 2026; 20(2): xx-xx. doi:

1-OS1-099.qxp_OA1  21/05/2026  9:47 AM  Page 7


