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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Background: Tenosynovitis caused by impingement 

syndrome of the flexor hallucis longus tendon is a condition 
that can often be encountered in professional athletes such as 
football players, ballet dancers, etc.

Purpose: This report aims to familiarize the reader with 
methods for recognizing impingement syndrome of the dorsal 
part of the ankle joint, methods for its treatment and to present a 
case report with such a pathology.

Materials and method: Pain in tenosynovitis of the flexor 
hallucis longus tendon can be provoked by placing the foot and 
first finger in maximal dorsiflexion, where the pain is localized 
in the area dorsal to the medial malleolus.

A professional soccer player patient underwent arthroscopic 
excision of os trigonum and release of the synovial sheath of 
the flexor hallucis longus tendon. The follow-up period was 
12 months. Foot and Ankle Outcome Score and American 
Orthopedic Foot & Ankle Society self-report scales 
were completed preoperatively and after the first month 
postoperatively. Time to return to sports activity was also 
calculated, as the time from the date of surgery to the time to 
participation in sports activities at levels similar to those before 
the pathology

Results: The completed Foot and Ankle Outcome Score 
preoperatively was a total of 80, divided by category (symptoms 
and stiffness - 75, pain - 75, daily functionality - 93, sports 
activity - 65, quality of life - 69). The postoperative Foot and 
Ankle Outcome Score was 99, with the only category scoring 
95 being sports activity. American Orthopedic Foot & Ankle 
Society completed scale scores were 67 preoperatively and 
increased to 100 postoperatively. The time to return to training 
with the team was 4 weeks, and the time to start playing with the 
team at a level similar to that before the onset of the pathology 
was 7 weeks.

Conclusion: Arthroscopic treatment of dorsal ankle 
impingement syndrome is a safe and effective method that 
allows patients rapid return to sports activity.

Key words. Ankle, impingement syndrome, arthroscopic 
treatment, systemic surgical approach, case report.
Introduction.

Foot and ankle pathology is common around 10 % to 24 % of 
all the pathologies of the skeletal-muscular system [1]. From 
these pathologies posterior ankle impingement syndrome is 
mostly found in athletes. Kadel et al (2006) report that up to 
95 % of ballet dancers and 62 % of other modern dancers are 
affected by posterior ankle impingement syndrome [2]. In the 
metanalysis of Opdam (2017) he states that out of 151 athletes 
with ankle pain 138 had posterior ankle impingement syndrome 

with majority been football players [3] Posterior ankle 
impingement syndrome (PAIS) refers to the pain and functional 
impairment resulting from mechanical compression of structures 
within the posterior ankle compartment during plantarflexion. 
This condition is often seen in athletes whose sports involve 
repetitive hyperplantarflexion. Although PAI can occur due 
to various etiologies, including soft tissue impingement and 
osseous abnormalities, the underlying pathology typically 
involves compression of the posterior talus, os trigonum, or the 
soft tissues in this region [4].
Etiology and Pathophysiology.

PAI is often multifactorial, with a combination of anatomical, 
biomechanical, and degenerative factors contributing to its 
development. The primary anatomical structures involved 
include5:

• Os Trigonum: (1a) A separate ossicle that may fail to fuse 
with the talus, resulting in an accessory bone. The os trigonum 
can become symptomatic when it is compressed between the 
posterior tibia and calcaneus during plantarflexion.

• Stieda Process: (1b) An elongated posterior process of the 
talus that may also contribute to impingement.

• Soft Tissues: (2) Including the posterior talofibular ligament, 
low lying flexor hallucis longus muscle belly, and synovial 
tissue, which can become inflamed or entrapped.

Repetitive stress, particularly in athletes, can lead to 
inflammation, hypertrophy, and subsequent impingement of 
these structures (Figures 1 and 2).
Clinical Presentation. 

Patients with PAI typically present with posterior ankle pain 
that worsens with activities involving plantarflexion. The pain 
may be accompanied by swelling, stiffness, and a feeling of 
instability in the ankle. On physical examination, tenderness is 
often elicited over the posterior aspect of the ankle, particularly 
when the foot is placed in a plantarflexed position. Provocative 
tests, such as forced plantarflexion and dorsiflexion of the 
hallux, can reproduce the pain, aiding in the diagnosis. Flexor 
hallucis longus (FHL) stretch test is also a good diagnostic tool 
with moderate to high specificity [3]. During the provocative 
testing when palpating there can be a crepitus along the posterior 
boarder of the medial malleolus of the ankle joint. In severe and 
chronic cases, the formation of nodules may lead to triggering 
(Figure 3).
Diagnostic Imaging.

Diagnostics evaluation typically begins with plain radiographs 
to assess bony abnormalities, such as the presence of an 
os trigonum or elongated Stieda process. Lateral views in 
plantarflexion may better demonstrate these structures [4]. 
If soft tissue involvement is suspected, magnetic resonance 
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imaging (MRI) [5] or ultrasound can provide detailed images 
of the soft tissues, revealing inflammation, synovitis, or tendon 
pathology (Figures 4-6) [6].
Treatment options.

The first line of treatment typically consists of rest and 
activity modification accompanied by non-steroid anti-
inflammatory medications. Other modalities that can be added 
to the therapeutic plan can be physical therapy, arch support 
corticosteroid injections. Conservative treatment should be 
attempted for at least 3 months and if there are moderate signs 
of improvement can be continued up to 6 months [7].

In cases that conservative treatment does not alleviate the 
symptoms, surgical options must be considered. The surgical 
options can be open or arthroscopic. 

Open surgery is a more traditional approach, often used when 
extensive repairs are needed or for larger bony impingements. 
While open procedures have a higher overall complication rate, 
they are still effective, with good to excellent patient satisfaction 
reported in up to 85% of cases [8]. Open surgery may be preferred 
in cases where precise removal of larger bone fragments is 
necessary. Arthroscopic surgery, on the other hand, is minimally 
invasive and studies have shown that patients undergoing it 
typically experience faster recovery times, returning to full 
activity within an average of 11-16 weeks, compared to 16-20 
weeks for open surgery. Additionally, arthroscopy has a lower 
complication rate (about 5-7%) compared to open surgery, 
which ranges from 10% to 24%8. This technique is particularly 
favored for athletes and dancers due to its quicker rehabilitation 
timeline and reduced scarring.
Case report.

Patient history: This case report covers a 23-year-old male 
patient which is a professional football player. The patient 

Figure 1. A. (left) X ray of PAIS caused by Os Trigonum (white arrow), 
B. (right) X ray of PAIS caused by enlarged Stieda Process (white 
arrow). 

Figure 2. PAIS caused by impingement of a low lying FHL muscle 
belly on the flexor retinaculum.

Figure 3. Performing FHL stretch test. (left) Possible dorsiflexion of 
the big toe (center) manually stretching the FHL tendon with the palm 
of the left hand of the examiner (right) impossible dorsiflexion of the 
big toe while stretching the FHL tendon.

Figure 4. (left) X-ray showing os trigonum (green arrow) on lateral 
view (right) X-ray showing enlarged Stieda process (white arrow) on 
lateral view.

Figure 5. (left) Substantial fluid collection (green arrow) around the 
FHL tendon on sagittal MRI view (right) Substantial fluid collection 
around the FHL tendon (green arrow) on coronal MRI view.

Figure 6. (left) Massive hypoechoic area (small white arrows) around 
the FHL on ultrasound sagittal view (central) Moderate amount of 
hypoechoic area (small white arrows) around the FHL on ultrasound 
sagittal view (right) Moderate amount of hypoechoic area (small black 
arrows) around the FHL (small white arrows) on an ultrasound coronal 
view.
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Radiographs of the ankle and foot and magnetic resonance 
imaging (MRI) of the ankle were used to confirm the diagnosis 
and exclude other pathologic conditions MRI results that show 
inflammation at the synchondrosis between the os trigonum 
and the talus as well as signal changes within the os trigonum 
(representing bone marrow edema) suggest that the ossicle is 
symptomatic [10,11].

The follow-up period was 12 months. Patient was followed up 
at 2 weeks for wound inspection and removal of stiches. Foot 
and Ankle Outcome Score and American Orthopedic Foot & 
Ankle Society self-report scales were completed preoperatively 
and after the first month postoperatively. Time to return to 
sports activity was also calculated, as the time from the date of 
surgery to the time to participation in sports activities at levels 
similar to those before the pathology.
Surgical Technique:

For this patient with PAIS an arthroscopic technique was 
chosen. The patient was position prone on the operating table. A 
tourniquet was used. Two portals were made using the technique 
described by van Dijk9. Two portals just adjacent to the medial 
and lateral edges of the Achilles tendon were made. A 4.0-
mm, 30° arthroscope was introduced through the posterolateral 
portal in line with the first interdigital web space, while the 
shaver was introduced through the posteromedial portal. The 
instruments were introduced in a convergent fashion to intersect 

complains of ankle pain during practice mostly, but from several 
months the pain becomes persistent even during normal running 
in daily life. The onset of the symptoms was gradual and worsen 
overtime.  The patient had no significant comorbidities but have 
had a previous surgery due to navicular stress fracture on the 
same foot. The previous surgery consisted of stabilisation of the 
fracture with screw fixation which had led to consolidation of 
the fracture. The implants for the fixation were still in place.

The patient had undergone conservative treatment for 3 
months. The conservative treatment consisted of dozen rounds 
of physical therapy, NSAID which the patient had been taking 
for 2 months at the time of his first examination and had received 
several shots of platelet rich plasma. 

The patient had no significant improvement in his condition 
after the conservative treatment, so surgical options were 
discussed.
Physical exam:

The patient had significant pain with palpation in the region 
posterior to the medial malleolus during plantar flexion and a 
significant finding of crepitus during the same test in the same 
region. As for the FHL stretch test there was no significant 
finding but the patient had pain in the region posterior to the 
medial malleolus during the tow-off phase of the gait.
Imaging:

We order pain x rays anterior – posterior (AP) and lateral [7], 
and MRI study to appreciate for bone abnormalities and soft 
tissue swelling and impingement (Figure 7).

As can be seen on the lateral view of the patient’s X-ray there is 
a significant os trigonum. On the MRI study on the transvers T2 
weighted images clearly can be seen impingement of the FHL 
tendon from os trigonum [8]. As for the coronal T2 weighted 
images again impingement and buildup of fluid around the FHL 
tendon can be seen and on the sagittal T2 weighted images only 
significant amount of fluid can be spotted surrounding the FHL 
tendon near the posterior boarder of the talus bone [9] (Figures 
8 and 9).
Methods of Assessment:

The primary outcome collected in the present study was 
postoperative complications, time to return to training and time 
to return to playing with the team.

Figure 7. (Left) AP X-ray of the patient (Right) Later X-ray of the 
patient: os Trigonum (green arrow).

Figure 8. (left) transvers T2 weighted image showing impingmenet 
of the FHL tendon on so trigonum (green arrow), (right) transvers T2 
weighted image showing fluid buildup around the FHL tendon caused 
be the impingement of os trigonum (green arrow).

Figure 9. (left) Coronal T2 weighted image showing large amount of 
fluid buildup (green circle) around their FHL tendon (green arrow) and 
the impinging os Trigonum (right) Sagital T2 weighted image showing 
fluid around the FHL tendon (green arrow).
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anterior to the Achilles tendon and centrally at the posterior 
aspect of the ankle joint [10]. Care was taken to stay clear of 
the neurovascular bundle by identifying the FHL and keeping 
to its posterior and lateral aspect. All soft tissues attached to 
the os trigonum were carefully excised, and the os trigonum 
was removed. With the patient’s great toe dorsiflexed, the FHL 
was inspected for impingement or tenosynovitis and was treated 
with resection of the posteromedial aspect of the tibia and talus 
and shaving off the inflamed tendon sheath (Figures 10 and 11) 
[11].
Postoperative Management:

No means of immobilization were applied postoperatively. 
The patient was allowed full weightbearing as pain allowed and 
was encouraged to commence early range of motion (ROM) 
exercises. At 2 weeks, patient was started formal physical 
therapy with a focus on muscle strengthening and proprioceptive 
exercises. Return to training was allowed when full ROM and 
muscle strength were achieved.
Results.

The professional soccer player patient underwent arthroscopic 
excision of os trigonum and release of the synovial sheath of 
the flexor hallucis longus tendon. The follow-up period was 
12 months. Foot and Ankle Outcome Score and American 
Orthopedic Foot & Ankle Society self-report scales 
were completed preoperatively and after the first month 
postoperatively. Time to return to sports activity was 4 weeks, 
as the time from the date of surgery to the time to participation 
in sports activities at levels similar to those before the pathology 
was 7 weeks.

Preoperatively the scores for the Foot and Ankle Outcome 
Score were 80 percent and for the American Orthopedic Foot & 
Ankle Society self-report scale was 67 percent. 

One month postoperatively the Foot and Ankle Outcome 
Score was 99 percent and for the American Orthopedic Foot & 
Ankle Society self-report scale was 100 percent.

The detailed preoperative and postoperative Foot and Ankle 
Outcome Score and American Orthopedic Foot & Ankle Society 
self-report scale can be seen on (Tables 1 and 2).

The patient had no postoperative complication for the 
12-month follow-up period.
Discussion.

The PAIS syndrome is a clinical one and is described as 
posterior ankle pain that results from repetitive or acute forced 
plantar flexion [2]. The pathology has been linked to classical 
ballet dancers and in athletes including soccer, basketball, and 
other players and runners [3]. Many different causes of PAIS 
have been described, the predominant cause being osseous 
impingement due to os trigonum [11].

When nonoperative treatment fails to resolve PAIS, surgical 
excision of the ossicle is the treatment of choice. Traditional 
treatment for PAIS includes open excision of the os trigonum 
through a posterolateral or posteromedial approach [12,13]. 
Unfortunately, open approaches have been associated with 
neurological complications and wound problems [14]. 

The arthroscopic excision of os trigonum has the advantage of 
less scar formation which can be symptomatic, less tissue damage 
and faster return to sports [14]. Scholten et al. [15] reported only 
1 complication in 55 patients which is 1.8% complication rate. 
Various arthroscopic techniques are described in the literature, 
but we prefer to use the method introduced by Van Dijk et al. [9] 
which uses posteromedial-posterolateral portal approach with 
the patient in prone position without traction. In our case we 
didn’t encounter any complications with the patient.

In this case report one month postoperatively the Foot and 
Ankle Outcome Score was 99 percent and for the American 
Orthopedic Foot & Ankle Society self-report scale was 100 
percent. Time to return to sports activity was 4 weeks, as the 
time from the date of surgery to the time to participation in 
sports activities at levels similar to those before the pathology was 
7 weeks. When comparing these results to other prominent studies 
on this topic our case has comparable outcomes (Table 3).

Figure 10. Posterior compartment of the ankle joint: White arrow - 
ligament of Rouvière, black arrow – FHL tendon, OT – os Trigonum.

Figure 11. (left) Removed os Trigonum and excision of soft tissue 
leftovers (right) cleared synovial slive of the FHL and bured posterior 
process of the talus.

Foot and Ankle Outcome Score

preoperative 1 month 
postoperative

Symptoms + Stiffness 
subtotal 75 100

Pain subtotal 75 100
Function, daily living 
subtotal 93 100

Function, sports and 
recreational acivities 
subtotal

65 95

Quality of life subtotal 69 100
FAOS Score 80 99

Table 1. Foot and Ankle Outcome Score.
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We acknowledge several limitations of the paper. Being a case 
report the number of patients is severally limited. However, 
using clinical scores that are widely used in other studies on 
this topic and recording the two most used time ranges we were 
able to compare our result to wider range of patients’ outcomes 
and were able to showcase the advantages of the arthroscopic 
treatment of PAIS caused by osseus impingement.
Conclusion.

Posterior ankle impingement is a significant source of 
pain and disability in athletes, particularly those involved in 
activities requiring repetitive plantarflexion. While conservative 
management remains the initial approach, arthroscopic 
treatment has emerged as a safe and effective surgical option for 
refractory cases. With careful patient selection and adherence to 
surgical technique, arthroscopy can provide excellent outcomes, 
enabling patients to return to their previous levels of activity 
with minimal downtime.
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უკანა ტერფის ჩამოხრჩობის სინდრომის 
ართროსკოპიული მკურნალობა - სისტემატური 
ქირურგიული მიდგომა და შემთხვევის მოხსენება 
ფონი: ტენოსინოვიტი, რომელიც გამოწვეულია 
მომხრელი hallucis longus მყესის შეხების სინდრომით, 
არის მდგომარეობა, რომელიც ხშირად შეიძლება 
შეგვხვდეს პროფესიონალ სპორტსმენებში, როგორიცაა 
ფეხბურთელები, ბალეტის მოცეკვავეები და ა.შ. 
მიზანი: წინამდებარე ანგარიში მიზნად 
ისახავს მკითხველს გააცნოს ტერფის სახსრის 
დორსალური ნაწილის იმპინგმენტური 
სინდრომის ამოცნობის მეთოდები, მისი 
მკურნალობის მეთოდები და წარმოადგინოს 
ასეთი პათოლოგიის მქონე შემთხვევის ანგარიში. 
მასალები და მეთოდი: ტკივილის ტენოსინოვიტის 
დროს მყესის ჰალუცის გრძელი მყესის პროვოცირება 
შესაძლებელია ფეხისა და პირველი თითის მაქსიმალურ 
დორსიფლექსიაში მოთავსებით, სადაც ტკივილი 
ლოკალიზებულია დორსალურ მიდამოში მედიალური 
მალისკენ.

American Orthopedic Foot & Ankle Society self-report scale

preoperative 1 month 
postoperative

Pain 20 40
Activity limitations, 
support requirements 7 10

Maximum walking 
distance, blocks 4 5

Walking surfaces 3 5
Gait abnormality 8 8
Sagittal motion 
(flexion extension) 4 8

Hindfoot motion 
(inverios plus 
eversion)

3 6

Ankle-hindfoot 
stability 8 8

Alignment 10 10
AOFAS Score 67 100

Table 2. American Orthopedic Foot & Ankle Society self-report scale.

Studies Foot and Ankle 
Outcome Score

American 
Orthopedic 
Foot & Ankle 
Scociety

Return to sport

Smyth N et al 
(2013) 86 12 weeks

Georgianonos et 
al (2017) 93 7 weeks

Kolev et al 
(2024) 99 100 7 weeks

Table 3. Comparison of these results to other prominent studies on this 
topic our case has comparable outcomes.
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პროფესიონალი ფეხბურთელის პაციენტს ჩაუტარდა 
os trigonum-ის ართროსკოპიული ამოკვეთა და 
მომხრელი hallucis longus მყესის სინოვიალური გარსი. 
შემდგომი პერიოდი იყო 12 თვე. ფეხისა და ტერფის 
შედეგების ქულა და ამერიკული ორთოპედიული 
ფეხის და ტერფის საზოგადოების თვითრეპორტირების 
სასწორები დასრულდა ოპერაციამდე და ოპერაციის 
შემდგომი პირველი თვის შემდეგ. ასევე გამოითვალა 
სპორტულ აქტივობაზე დაბრუნების დრო, როგორც 
დრო ოპერაციის დღიდან სპორტულ აქტივობებში 
მონაწილეობამდე პათოლოგიის წინა დონემდე. 
შედეგები: დასრულებული ფეხისა და ტერფის შედეგის 
ქულა წინასაოპერაციოდ იყო სულ 80, დაყოფილი 
კატეგორიების მიხედვით (სიმპტომები და სიმტკიცე 
- 75, ტკივილი - 75, ყოველდღიური ფუნქციონირება 
- 93, სპორტული აქტივობა - 65, ცხოვრების ხარისხი 
- 69). ტერფის და ტერფის პოსტოპერაციული 

შედეგის ქულა იყო 99, ერთადერთი კატეგორია, 
რომელმაც 95 ქულა, სპორტული აქტივობაა. ამერიკის 
ორთოპედიული ფეხისა და ტერფის საზოგადოების 
სრული ქულა იყო 67 წინასაოპერაციო და გაიზარდა 
100-მდე ოპერაციის შემდგომი პერიოდის შემდეგ. 
გუნდთან ერთად ვარჯიშზე დაბრუნების დრო იყო 
4 კვირა, ხოლო გუნდთან თამაშის დაწყების დრო 
პათოლოგიის დაწყებამდე მსგავს დონეზე იყო 7 კვირა. 
დასკვნა: დორსალური ტერფის დაჭიმვის 
სინდრომის ართროსკოპიული მკურნალობა 
უსაფრთხო და ეფექტური მეთოდია, რომელიც 
საშუალებას აძლევს პაციენტებს სწრაფად 
დაუბრუნდნენ სპორტულ აქტივობას. 
საკვანძო სიტყვები: ტერფი, იმპინგმენტის სინდრომი, 
ართროსკოპიული მკურნალობა, სისტემური 
ქირურგიული მიდგომა, შემთხვევის მოხსენება
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