
FIGURE 3:
AITF ligament tear (arrow).

FIGURE 2:
Arthroscopic imaging 
demonstrating syndesmosis 
instability, with a positive 'drive-
through' sign between tibia and 
fibula.

FIGURE 1:

Radiograph revealing 
medial clear space 
widening and 
decreased tib-fib 
overlap at the 
syndesmosis.
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TECHNOLOGY OVERVIEW
FLEXBAND is a Dynamic Matrix™ for tendon and ligament 
reconstruction. It mimics the body's natural healing 
matrices to create repairs that are both strong and highly 
elastic.1 These features have been proven2,3,4 to:

• Restore kinematics

• Resist failure from necrosis

• Regenerate native tissue through load sharing

FLEXBAND is extremely inert, and proven less reactive than 
common biomaterials such as titanium, polystyrene and 
resorbable suture.5 It integrates into the repair site and 
scaffolds new tissue growth. Its high compliance permits 
load sharing, which stimulates rapid tissue remodeling 
through mechanotransduction.6 FLEXBAND maintains its 
properties for five years, then dissolves in water and is 
eliminated from the body.

The current case involves a patient with syndesmosis 
instability due to a Maisonneuve injury with utilization of 
the Artelon's FLEXBAND matrix for augmentation of AITFL 
repair.

CLINICAL HISTORY
A 31-year-old healthy male presented with ankle pain 
following an eversion injury to the ankle.  Physical exam 
revealed swelling and ecchymosis of the ankle.  There was 
diffuse tenderness along the ankle joint.

Radiographs of the ankle and tib-fib revealed findings 
consistent with a Maisonneuve injury, including decreased 
tib-fib overlap at the syndesmosis and medial clear space 
widening.  A nondisplaced proximal fibula fracture was also 
present (Figure 1). 

Surgical treatment was recommended due to displacement 
and syndesmotic instability.  The surgical plan was to 
perform ankle arthroscopy with debridement, ORIF of the 
syndesmosis and AITFL augmentation utilizing the 
FLEXBAND matrix.

INTRAOPERATIVE FINDINGS:
Ankle arthroscopy revealed diffuse synovitis with debris 
throughout the joint.  A “drive-through” sign was present at 
the tib-fib articulation, confirming syndesmotic instability.

Direct inspection revealed AITFL tear and instability of the 
syndesmosis.  The syndesmosis was stabilized using a 2-
suture button construct with buttress plate, and an AITFL 
reinforcement utilizing the FlexBand matrix.
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FOLLOW UP
The patient was placed into a non-weightbearing 
splint postoperatively. At 1-week, the patient was 
placed in a non-weightbearing cast. At 3 weeks, a 
weightbearing boot was placed and active range of 
motion exercises were initiated.  Formal physical 
therapy at 6-weeks.  Patient transitioned into normal 
shoe gear with an ankle brace at 9 weeks 
postoperatively.  4 months post-op, the patient 
showed minimal swelling along the ankle, full range 
of motion, no pain, and was released to full activity. 

CONCLUSION
This 31-year-old male with syndesmosis 
instability from a Maisonneuve injury 
underwent successful AITFL augmentation 
with Artelon’s FlexBand device. Through 
the procedure, we achieved a strong and 
reliable repair.  Ligament reconstruction 
supported by Artelon’s dynamic matrix 
technology is safe, effective, and has the 
capability of supporting patients in an 
early return to activity.

FIGURE 4:
Arthroscopic image demonstrating 
anatomic reduction of the 
syndesmosis.

FIGURE 5:
A suture anchor was placed into 
the anterolateral aspect of the 
fibula at the AITFL attachment, and 
a 0.5 x 8cm FLEXBAND was then 
secured to the fibula.

FIGURE 6:
A second suture anchor was placed 
at the AITFL attachment of the 
anterolateral tibia.  This was used 
to secure the un-fixed end of the 
FLEXBAND to the tibia.

FIGURE 7:
The FLEXBAND was tensioned 
and secured to the fibula and 
anterolateral tibia, reinforcing 
the AITFL.

FIGURE 8:
12 wk post-op radiograph 
showing reduced syndesmosis 
with congruent ankle mortise.
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SURGICAL INTERVENTION
Step 1: Ankle arthroscopy with debridement was performed in standard fashion.  Any synovitic tissue and loose bodies were 
debrided.  The tib-fib articulatiuon was assessed, and a positive “drive-through” sign was present (Figure 2).

Step 2: An incision over the distal fibula was made.  Dissection was taken down to the fibula with care to protect the superficial 
peroneal nerve.   The syndesmosis was inspected, and widening of the syndesmosis with AITFL tear was identified (Figure 3).

Step 3: The syndesmosis was reduced under direct visualization and temporarily stabilized with a large tenaculum clamp.  
Arthroscopy was utilized to confirm anatomic reduction of the syndesmosis (Figure 4).

Step 4: A 4-hole buttress plate with 2-suture button construct was utilized for syndesmotic stabilization. 

Step 5: The FLEXBAND was then utilized.  A suture anchor was place into the anterolateral aspect of the fibula at the AITFL 
attachment, and one end of a 0.5 x 8cm FLEXBAND was then secured to the fibula (Figure 5).   A second suture anchor was 
placed at the AITFL attachment of the anterolateral tibia (Figure 6).  The unattached end of the FLEXBAND was then tensioned 
and secured directly to distal tibia attachment.(Figure 7).  

Incision was closed in a routine manner and the ankle splinted in a neutral position.




