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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: Chronic foot drop associated with common 

peroneal neuropathy may require tendon reconstruction when 
meaningful motor recovery is no longer expected. Functional 
reconstruction and stabilizing procedures have different 
therapeutic goals, while direct comparative clinical data remain 
limited.

Objective: To evaluate functional outcomes after surgical 
treatment of foot drop associated with common peroneal 
neuropathy and to assess factors associated with the 12-month 
functional result.

Methods: This single-center prospective non-randomized 
cohort study included 27 consecutive patients with chronic 
post-traumatic or compressive common peroneal neuropathy: 
14 underwent Bridle reconstruction and 13 underwent 
stabilizing tenodesis. Surgical strategy was selected at a 
multidisciplinary case conference after standardized clinical and 
electrophysiological assessment. The primary outcome was the 
AOFAS Ankle-Hindfoot Scale score at 12 months. Secondary 
outcomes included pain intensity, orthosis use, postoperative 
complications, and late functional status. The primary between-
group analysis was performed using multivariable linear 
regression adjusted for baseline AOFAS score and neuropathy 
duration. A sensitivity analysis additionally included age.

Results: Baseline AOFAS scores were 38.3±5.2 in the Bridle 
group and 34.9±5.9 in the tenodesis group. At 12 months, the 
corresponding scores were 85.3±5.9 and 71.5±8.4 points. The 
mean improvement from baseline was 47.0 and 36.6 points, 
respectively. After adjustment for baseline AOFAS score and 
neuropathy duration, Bridle reconstruction remained associated 
with a higher 12-month AOFAS score compared with tenodesis 
(B=10.80; 95% CI 4.77–16.83; p=0.001). Higher baseline 
AOFAS was also associated with a higher 12-month score 
(B=0.65; 95% CI 0.15–1.16; p=0.014), whereas neuropathy 
duration was not independently associated with the outcome 
(B=−0.06; 95% CI −0.34 to 0.22; p=0.657). The association 
between Bridle reconstruction and the 12-month AOFAS score 
remained significant after additional adjustment for age. Pain 
decreased in both groups. Orthosis use did not differ significantly 
between groups. Postoperative complications occurred in 1 
of 14 patients after Bridle reconstruction and in 4 of 13 after 
tenodesis (RR=0.23; exact 95% CI 0.01–1.52; p=0.165).

Conclusion: Both procedures were followed by functional 
improvement. In this selected non-randomized cohort, Bridle 
reconstruction was associated with a higher AOFAS score at 

12 months after adjustment for important baseline differences. 
Differences in pain, orthosis use, and complication frequency 
were less certain.

Key words. Foot drop, common peroneal neuropathy, Bridle 
procedure, tendon transfer, tenodesis, AOFAS.
Introduction.

Foot drop syndrome associated with common peroneal nerve 
neuropathy is characterized by loss of active dorsiflexion of 
the foot, impaired swing phase, a steppage gait, and limitations 
in daily activities. For most patients, the primary clinical 
manifestation is gait impairment, which reduces independence 
and quality of life [1-3].

Damage to the common peroneal nerve develops after injuries 
and surgeries to the knee and lower leg, with compression of 
the nerve at the level of the fibular head, against the background 
of cicatricial-adhesive changes, and less often - with metabolic 
and systemic disorders [4-6]. The anatomical vulnerability of 
the nerve in the fibular canal zone, its superficial location and 
close connection with bone-fibrous structures explain the high 
frequency of compression forms. Recent literature has shown 
that fibular tunnel syndrome remains an underestimated cause 
of foot motor deficits and is often recognized late [7-9].

Diagnosis should include clinical assessment, 
electroneuromyography and imaging methods, since verification 
of the level of damage is important not only for clarifying the 
diagnosis, but also for determining the timing of surgery and the 
choice of intervention [3,6,9].

Treatment tactics depend on the duration of neuropathy, the 
mechanism of injury, the severity of motor impairment, the 
condition of the ankle joint, and the integrity of the donor 
muscles. In the early stages of potentially reversible forms, 
unloading, orthotics, physiotherapy, therapeutic exercises, and 
dynamic observation are used [2,4,6]. In cases of persistent 
dorsiflexion deficiency, the absence of signs of reinnervation, 
and severe gait impairment, the question of surgical restoration 
of foot function arises. In such situations, the clinician must 
choose between interventions designed to restore active motor 
control and surgeries aimed primarily at stabilizing the foot in a 
functionally advantageous position [9-11].

Among reconstructive surgeries for chronic foot drop, tendon 
transfers, including the Bridle procedure, as well as various 
tenodesis and isolated posterior tibial muscle transfers, are 
widely discussed [12-14]. The Bridle procedure is aimed at 
restoring active control of foot biomechanics during gait. 
Stabilizing interventions, in contrast, primarily prevent foot 
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drop and improve gait safety, but do not always provide a 
comparable degree of dynamic control [15,16]. Therefore, the 
choice of surgery should be determined not only by the level of 
the lesion and the technical feasibility of the intervention, but 
also by the expected functional outcome in a particular patient.

Despite the large number of publications on peroneal nerve 
lesions, there are still few direct clinical comparisons of 
functional reconstruction and stabilization surgeries performed 
in comparable groups and with uniform follow-up periods 
[8,9,14,16]. The influence of preoperative factors—duration 
of neuropathy, age, initial muscle resource, passive correction 
of the foot, and the patient's rehabilitation capabilities—on 
the choice of surgery and subsequent outcome has not been 
sufficiently described [11,13,15]. Therefore, the study of factors 
of functional outcome in foot drop syndrome associated with 
common peroneal nerve neuropathy remains scientifically and 
clinically relevant.
Purpose of the study.

To evaluate the functional outcomes of surgical treatment of 
foot drop syndrome in common peroneal nerve neuropathy, 
identify factors of outcome and justify the choice of surgical 
tactics.
Materials and Methods.

The study was a single-center, prospective, comparative, 
cohort study with parallel groups. The analysis included 
27 consecutive patients with foot drop syndrome due to 
posttraumatic or compressive neuropathy of the common 
peroneal nerve. Fourteen underwent Bridle reconstruction and 
13 underwent stabilizing tenodesis. The average postoperative 
follow-up was 2.8 ± 1.0 years (range, 1.2–4.6 years).

Treatment allocation was non-randomized. The choice 
of surgical procedure was made at a multidisciplinary case 
conference after standardized preoperative clinical and 
electrophysiological assessment. The decision took into account 
the etiology and duration of neuropathy, severity of motor deficit, 
electroneuromyographic findings, passive ankle mobility, 
condition of the ankle joint, donor-muscle function, and the 
patient's ability to participate in postoperative rehabilitation. 
Surgery was considered after at least 6 months of unsuccessful 
conservative treatment and in the absence of clinically 
meaningful reinnervation. Eligibility for tendon reconstruction 
required persistent dorsiflexion weakness (MRC ≤2), absence 
of fixed ankle contracture or major osseous deformity, passive 
dorsiflexion of at least 15°, and preserved posterior tibial muscle 
strength of at least MRC grade IV. Patients were classified 
into the Bridle reconstruction or stabilizing tenodesis group 
according to the procedure actually performed.

Inclusion criteria included clinically and ENMG-confirmed 
posttraumatic or compression neuropathy of the common 
peroneal nerve, failure of conservative therapy for at least 6 
months, persistent, significant impairment of active dorsiflexion 
of the foot and toes, absence of fixed ankle contractures, 
and achievement of at least 15° of passive dorsiflexion. The 
study excluded patients with systemic neurological diseases 
and generalized polyneuropathies, severe posttraumatic foot 
deformities, and severe ankle osteoarthritis. All patients provided 

informed consent; the study was conducted in accordance with 
the Declaration of Helsinki.

Although all patients met the general anatomical requirements 
for tendon reconstruction, these criteria did not automatically 
determine the choice of the Bridle procedure. Bridle 
reconstruction was preferred when restoration of active 
dorsiflexion was considered achievable, based on adequate 
donor-muscle function, a flexible ankle, suitable local soft-tissue 
conditions, and the patient's ability to complete postoperative 
motor re-education. Stabilizing tenodesis was selected when the 
principal treatment goal was reliable prevention of foot drop 
rather than restoration of active dorsiflexion, particularly when 
the expected functional gain from dynamic tendon transfer was 
considered limited by donor-muscle function, chronicity of the 
neurological deficit, local tissue conditions, or rehabilitation 
potential. The final decision was made by multidisciplinary 
consensus.

The preoperative examination was standardized and 
included a collection of complaints and anamnesis, a clinical 
examination with gait assessment, motor and sensory deficits, 
muscle strength testing, plantography, ankle joint radiography 
in two projections, electroneuromyography, and a neurologist 
consultation. Preoperative baseline values for the AOFAS and 
VAS scales were recorded.

Surgical technique: All surgeries were performed under 
regional or general anesthesia. The Bridle reconstruction aimed 
to create a three-tendon complex providing dorsiflexion and 
stabilization of the foot in the frontal and sagittal planes. Through 
a medial approach, the posterior tibial tendon was isolated, 
transected, and passed through the interosseous membrane into 
the anterior tibia. Then, through a lateral approach, the peroneus 
longus tendon was mobilized and transferred to the anterior 
tibia. Finally, the anterior tibial tendon was isolated and sutured 
to form a single tendon complex. The length of the tendon 
grafts, the uniformity of tension, and the vector of traction 
were controlled intraoperatively to avoid hypercorrection or 
insufficient dorsiflexion of the foot [12, 13, 14].

In the comparison group, isolated stabilizing tenodesis of 
the anterior tibial tendon was performed. The tendon was 
fixed at the dorsum of the foot with the ankle maintained in a 
functionally favorable position of slight dorsiflexion. Tension 
was adjusted intraoperatively to prevent persistent foot drop 
while avoiding excessive restriction of plantar flexion. The aim 
of the procedure was static stabilization of the foot rather than 
restoration of active dorsiflexion. Postoperatively, the operated 
limb was immobilized in 10–15° of dorsiflexion for 4–6 
weeks. Weight bearing was initially avoided and subsequently 
increased gradually after removal of immobilization, together 
with supervised therapeutic exercises and gait training.

The postoperative rehabilitation protocol and scheduled 
follow-up were identical in both groups.

After surgery, all patients received standard postoperative 
care. Follow-up visits were performed at 6 weeks, 6 months, 
and 12 months. The primary outcome was the AOFAS Ankle-
Hindfoot Scale score at 12 months after surgery. Secondary 
outcomes included pain intensity assessed using the VAS, 
orthosis use, postoperative complications, and AOFAS scores at 
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the other follow-up visits. Change in AOFAS from baseline to 
12 months was additionally calculated as a descriptive measure 
of functional improvement.
Statistical analysis:

Statistical analyses were performed using Statistica 10.0 
(StatSoft Inc., USA) and Python 3.11 with the statsmodels 
package for the revised multivariable analyses. Continuous 
variables are presented as mean ± standard deviation (SD), 
and categorical variables as absolute numbers and percentages. 
Distributional normality was assessed using the Shapiro–Wilk 
test. Between-group comparisons of continuous variables were 
performed using Welch’s t-test for approximately normally 
distributed data and the Mann–Whitney U test when the 
distributional assumptions were not met. 

Categorical variables were compared using Fisher’s exact test. 
For postoperative complications, the risk ratio (RR) with an 
exact 95% confidence interval (CI) was additionally calculated 
using inversion of the exact Farrington–Manning score test for 
two independent binomial proportions. All tests were two-sided, 
with p<0.05 considered statistically significant.

The primary outcome was the AOFAS Ankle-Hindfoot 
Scale score at 12 months after surgery. Because treatment 
allocation was non-randomized and the groups differed in 
baseline characteristics, the primary between-group analysis 
was performed using multivariable linear regression. The 
12-month AOFAS score was entered as the dependent variable; 
surgical procedure (Bridle vs tenodesis), baseline AOFAS 
score, and duration of neuropathy before surgery were included 
as prespecified independent variables. Tenodesis was used as 
the reference category. Results are reported as unstandardized 
regression coefficients (B) with standard errors (SE), 95% 
confidence intervals (CI), and p values. Model fit was described 
using R² and adjusted R².

Change in AOFAS from baseline to 12 months (ΔAOFAS 
= AOFAS at 12 months − baseline AOFAS) was additionally 
calculated as a descriptive measure of functional improvement 
but was not used as the primary comparative analysis. Because 
age differed between the groups at baseline, a sensitivity 
analysis was performed by additionally including age in the 
multivariable model.

Model assumptions were assessed by examination of 
residuals. Residual normality was evaluated using the Shapiro–
Wilk test, heteroscedasticity using the Breusch–Pagan test, 
and multicollinearity using variance inflation factors (VIF). 
Spearman’s rank correlation coefficient was used for exploratory 
assessment of associations between baseline clinical variables 
and the 12-month AOFAS score. Secondary comparisons of 
pain, orthosis use, and other outcomes at individual follow-up 
points were considered exploratory; no adjustment for multiple 
testing was applied, and these p values were interpreted 
accordingly.

No formal a priori sample-size calculation was performed. 
The sample comprised all consecutive patients who met the 
eligibility criteria and underwent one of the study procedures 
during the specified recruitment period.

Patients were consecutively recruited at V.P. Demikhov City 
Clinical Hospital, Moscow, Russia, from January 1, 2022 to 
December 31, 2024. The study protocol was approved by the 

Local Ethics Committee of V.P. Demikhov City Clinical Hospital 
(Protocol No. 15 dated December 07, 2021). All participants 
provided written informed consent before inclusion.
Results.

All 27 patients were included in the analysis: 14 underwent 
Bridle reconstruction and 13 underwent stabilizing tenodesis.

Data are presented as mean ± standard deviation or n (%). 
Between-group comparisons for quantitative variables were 
performed using Welch’s t-test and for categorical variables 
using Fisher’s exact test. A p value was not calculated for 
characteristics fixed by the eligibility criteria and therefore 
identical in both groups. ENMG, electroneuromyography; MRC, 
Medical Research Council; AOFAS, American Orthopaedic 
Foot and Ankle Society Ankle-Hindfoot Scale; VAS, visual 
analogue scale.

Baseline demographic and clinical characteristics are presented 
in Table 1. The groups had similar sex distribution, baseline 
AOFAS and VAS scores, dorsiflexor strength, and passive ankle 
dorsiflexion. However, patients in the tenodesis group were 
older (46.3 ± 6.6 vs 40.9 ± 6.8 years; p=0.048) and had a longer 
duration of neuropathy before surgery (33.8 ± 12.6 vs 21.4 ± 6.8 
months; p=0.006). These differences were considered potential 
confounders in the adjusted analysis.

 All 27 patients completed the scheduled assessments at 6 
weeks, 6 months, and 12 months, and all were available for 
the late follow-up assessment; therefore, there were no missing 
outcome data or losses to follow-up. Mean late follow-up 
duration was 3.1 ± 1.1 years in the Bridle group and 2.4 ± 0.8 
years in the tenodesis group (p=0.069).

AOFAS scores increased in both groups during follow-up. 
In the Bridle group, the mean score increased from 38.3 ± 5.2 
at baseline to 58.1 ± 5.2 at 6 weeks, 75.1 ± 6.9 at 6 months, 
and 85.3 ± 5.9 at 12 months. The corresponding values in the 
tenodesis group were 34.9 ± 5.9, 50.2 ± 6.6, 63.8 ± 7.1, and 
71.5 ± 8.4 points. The mean change from baseline to 12 months 
was 47.0 ± 5.6 points after Bridle and 36.6 ± 7.1 points after 
tenodesis. The unadjusted between-group difference in change 
was 10.4 points (95% CI 5.3–15.5; p<0.001). Because treatment 
allocation was non-randomized, the primary interpretation was 
based on the adjusted 12-month analysis described below.

At the late follow-up visit, the mean AOFAS score was 87.9 
± 4.7 points in the Bridle group and 73.6 ± 8.6 points in the 
tenodesis group (p<0.001). The late assessment was performed 
at a mean of 2.8 ± 1.0 years after surgery (range, 1.2–4.6 years) 
and was therefore analysed separately from the standardized 
12-month endpoint.

Pain decreased in both groups throughout the observation 
period. After 6 weeks, the VAS was 4.23 ± 1.45 points after Bridle 
and 4.97 ± 0.91 points after tenodesis (p = 0.128). All patients 
in both groups continued to use the orthosis continuously. After 
6 months, the VAS decreased to 2.6 ± 1.7 and 3.8 ± 0.9 points, 
respectively, with the difference between the groups reaching 
statistical significance (p = 0.035); the orthosis was retained by 
57.1% of patients in the Bridle group and 61.5% of patients in 
the tenodesis group (p = 1.0). After 12 months, the VAS score 
was 1.7 ± 1.4 and 2.4 ± 1.1 points (p = 0.171), the orthosis was 
used by 50.0% and 61.5% of patients, respectively (p = 0.704). 
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By the final visit, pain severity in both groups remained low - 1.4 
± 1.3 points after Bridle and 2.3 ± 1.1 points after tenodesis (p = 
0.074). The need for the orthosis persisted in 50.0% and 69.2% 
of patients, respectively (p = 0.440). Because these secondary 
outcomes were compared at multiple time points without 
multiplicity adjustment, the nominal difference observed at 6 
months was considered exploratory.

Postoperative complications occurred in 1 of 14 patients (7.1%) 
after Bridle reconstruction and in 4 of 13 patients (30.8%) after 
tenodesis. The risk ratio for postoperative complications after 
Bridle reconstruction compared with tenodesis was 0.23 (exact 
95% CI 0.01–1.52; Fisher’s exact p=0.165). Thus, complications 
were numerically less frequent after Bridle reconstruction, 
although the between-group difference was not statistically 
significant. One infectious/inflammatory complication occurred 
in each group; tendon-suture failure occurred in one patient and 
limitation of range of motion in two patients after tenodesis.

In exploratory correlation analysis, longer neuropathy duration 
was associated with a lower 12-month AOFAS score (Spearman 
ρ=−0.425; p=0.027), whereas a higher baseline AOFAS 
score was associated with a higher 12-month score (ρ=0.435; 
p=0.023). Age, baseline dorsiflexor strength, and passive 
dorsiflexion were not significantly correlated with the 12-month 
AOFAS score (all p>0.05). These univariable associations were 
subsequently evaluated in the adjusted analysis.

To account for baseline differences between the treatment 
groups, a multivariable linear regression analysis was 
performed with the 12-month AOFAS score as the dependent 
variable. The prespecified model included surgical procedure, 

baseline AOFAS score, and duration of neuropathy before 
surgery. After adjustment, Bridle reconstruction remained 
associated with a higher 12-month AOFAS score compared 
with tenodesis (B=10.80; 95% CI 4.77–16.83; p=0.001). Higher 
baseline AOFAS was also associated with a higher 12-month 
score (B=0.65 per point; 95% CI 0.15–1.16; p=0.014), whereas 
neuropathy duration was not independently associated with the 
outcome after adjustment (B=−0.06 per month; 95% CI −0.34 
to 0.22; p=0.657) (Table 2).

The primary model explained 64.0% of the variance in the 
12-month AOFAS score (adjusted R²=0.593). The model 
assumptions were not materially violated: residuals did not 
significantly deviate from normality (Shapiro–Wilk p=0.634), 
no evidence of heteroscedasticity was detected (Breusch–Pagan 
p=0.648), and variance inflation factors ranged from 1.26 to 
1.62, indicating no relevant multicollinearity.

Because patients in the tenodesis group were older at baseline, 
an additional sensitivity analysis included age as a fourth 
covariate. The association between Bridle reconstruction and 
the 12-month AOFAS score remained statistically significant 
(B=12.58; 95% CI 5.73–19.43; p=0.001), whereas age was not 
independently associated with the outcome (B=0.22; 95% CI 
−0.19 to 0.64; p=0.272).
Discussion.

In this prospective cohort, both surgical procedures were 
associated with functional improvement during the first 
postoperative year. After adjustment for baseline AOFAS 
score and neuropathy duration, Bridle reconstruction remained 

Characteristic Bridle (n=14) Tenodesis (n=13) p
Male, n (%) 8 (57.1) 7 (53.8) 1.000
Female, n (%) 6 (42.9) 6 (46.2)
Age, years 40.9 ± 6.8 46.3 ± 6.6 0.048
Post-traumatic or compressive common peroneal neuropathy, n (%) 14 (100) 13 (100) —
Isolated common peroneal nerve lesion, n (%) 14 (100) 13 (100) —
Neuropathy duration before surgery, months 21.4 ± 6.8 33.8 ± 12.6 0.006
Neuropathy confirmed by ENMG, n (%) 14 (100) 13 (100) —
Absence of clinically meaningful reinnervation after conservative treatment, n (%) 14 (100) 13 (100) —
Dorsiflexor strength, MRC score 0.64 ± 0.63 0.38 ± 0.77 0.352
Passive ankle dorsiflexion, ° 17.5 ± 1.8 17.8 ± 2.2 0.665
Posterior tibial muscle strength ≥MRC IV, n (%) 14 (100) 13 (100) —
Baseline AOFAS score 38.3 ± 5.2 34.9 ± 5.9 0.131
Baseline VAS score 6.74 ± 1.37 6.80 ± 0.77 0.881
Previous conservative treatment ≥6 months, n (%) 14 (100) 13 (100) —
Fixed ankle contracture, n (%) 0 (0) 0 (0) —
Major osseous deformity / severe ankle osteoarthritis, n (%) 0 (0) 0 (0) —
Follow-up duration, years 3.1 ± 1.1 2.4 ± 0.8 0.069

Table 1. Baseline demographic and clinical characteristics of the study groups.

Variable B SE 95% CI p
Bridle vs tenodesis 10.80 2.92 4.77 to 16.83 0.001
Baseline AOFAS score, per 1 point 0.65 0.24 0.15 to 1.16 0.014
Neuropathy duration, per 1 month −0.06 0.14 −0.34 to 0.22 0.657

Table 2. Multivariable linear regression analysis of factors associated with the AOFAS score at 12 months (n=27).

Model R²=0.640; adjusted R²=0.593; overall model p<0.001.
Note: B, unstandardized regression coefficient; SE, standard error; CI, confidence interval; AOFAS, American Orthopaedic Foot and Ankle Society 
Ankle-Hindfoot Scale. Tenodesis was the reference category.
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associated with a higher 12-month AOFAS score than stabilizing 
tenodesis (B=10.80; 95% CI 4.77–16.83; p=0.001). This 
association was preserved after additional adjustment for age. 
Because treatment allocation was non-randomized, the between-
group difference should be interpreted as an association rather 
than as evidence of comparative treatment efficacy.

The progressive improvement observed after Bridle 
reconstruction is consistent with its functional purpose of 
restoring active dorsiflexion and balancing the foot during 
gait. Previous clinical and biomechanical studies have also 
reported improvement in ankle function and gait after this 
procedure [12-14]. Direct comparison with published series is 
limited by differences in patient selection, surgical technique, 
rehabilitation, and outcome assessment.

The difference between the procedures should also be 
interpreted in relation to their intended functional goals. Bridle 
reconstruction is designed to use preserved donor-muscle 
activity for active control of the foot, whereas stabilizing 
tenodesis primarily limits plantar flexion and maintains the 
foot in a more favorable position during gait. Treatment of 
persistent foot drop therefore depends not only on the presence 
of dorsiflexion weakness but also on passive ankle mobility, 
donor-muscle function, the characteristics of the nerve lesion, 
and the feasibility of postoperative rehabilitation [3,15,16]. 
In the present study, these factors were considered during 
multidisciplinary treatment selection. Consequently, the two 
groups represent patients selected for different surgical strategies 
rather than groups formed by random allocation. This distinction 
is important when interpreting between-group differences.

Longer neuropathy duration correlated with a lower 12-month 
AOFAS score in the univariable analysis, but this association was 
not retained after adjustment for surgical procedure and baseline 
AOFAS score (B=−0.06 per month; 95% CI −0.34 to 0.22; 
p=0.657). Therefore, the present data do not support neuropathy 
duration as an independent predictor of the 12-month outcome. 
Nevertheless, duration of neurological deficit remains clinically 
relevant when assessing chronic common peroneal neuropathy 
and the potential for reconstructive treatment [2,3,16]. The 
current sample was insufficient to determine its independent 
prognostic contribution.

Pain decreased during follow-up in both groups. The between-
group difference reached nominal statistical significance only at 
6 months, whereas no significant differences were observed at 6 
weeks, 12 months, or the late follow-up visit. Because pain was 
evaluated repeatedly at several time points without adjustment 
for multiple comparisons, the isolated 6-month finding should 
be interpreted as exploratory. Orthosis use showed a similar 
pattern of uncertainty. Although fewer patients in the Bridle 
group required continuous external support during later follow-
up, the binary between-group comparisons were not statistically 
significant.

Postoperative complications were recorded in 1 of 14 patients 
after Bridle reconstruction and in 4 of 13 patients after tenodesis. 
This difference was not statistically significant. Accordingly, 
the complication data indicate only a numerical difference and 
cannot establish a lower complication risk for either procedure. 
The small number of events also results in limited precision 
of any risk estimate. Larger cohorts would be required for a 

meaningful comparative assessment of safety.
The late follow-up findings should also be interpreted 

separately from the prespecified 12-month outcome. AOFAS 
scores remained higher in the Bridle group at the final 
assessment, but the timing of this visit varied from 1.2 to 4.6 
years. Therefore, these observations support persistence of the 
recorded functional status within the observed cohort but do not 
provide a standardized long-term comparative endpoint. The 
12-month assessment was consequently used as the primary 
time point for the adjusted between-group analysis.

This study has several limitations. First, it was a small, single-
center, non-randomized cohort study, and residual confounding 
cannot be excluded despite adjustment for baseline AOFAS 
score, neuropathy duration, and the additional sensitivity analysis 
including age. Treatment was selected at a multidisciplinary 
case conference on clinical grounds, creating the possibility of 
confounding by indication. Second, the sample size limited the 
number of covariates that could reasonably be included in the 
regression model and resulted in limited precision, particularly 
for complications and other categorical outcomes. Third, the 
AOFAS Ankle-Hindfoot Scale combines clinician-assessed and 
patient-reported components and has recognized limitations 
in its measurement properties, including concerns regarding 
validity, reliability, and ceiling effects [17]; no additional 
validated patient-reported outcome measure was collected.

Outcome assessment was performed by a member of the 
clinical team who was aware of the surgical procedure. 
Assessor blinding was not used. Finally, late follow-up duration 
was heterogeneous, and secondary outcomes were assessed at 
multiple time points without formal adjustment for multiplicity.
Conclusion.

Both Bridle reconstruction and stabilizing tenodesis were 
followed by functional improvement in patients with chronic 
foot drop associated with common peroneal neuropathy. In this 
non-randomized cohort, Bridle reconstruction was associated 
with a higher AOFAS score at 12 months after adjustment for 
baseline AOFAS score and neuropathy duration (B=10.80; 95% 
CI 4.77–16.83; p=0.001). This association remained significant 
in the sensitivity analysis additionally adjusted for age.

Longer neuropathy duration was associated with a lower 
12-month AOFAS score in exploratory univariable analysis but 
was not independently associated with outcome in the adjusted 
model. Differences in pain, orthosis use, and complication 
frequency were less consistent, and the observed numerical 
difference in complications was not statistically significant.

These findings should be interpreted in the context of the small 
sample size, non-randomized treatment selection, and baseline 
differences between the groups. Larger prospective studies 
with standardized treatment-selection criteria and additional 
validated functional outcome measures are needed to clarify the 
comparative effects of these procedures.
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