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Letter to the Editor

Compression of the common peroneal nerve due to per-
oneal muscle infarction in a patient with diabetes
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This 56-year-old female with type I diabetes was admitted for
the abrupt onset of pain, erythema, and induration of the lateral
aspect of her left leg. Starting on the next day, she gradually devel-
oped a complete loss of function of the common peroneal nerve
(CPN). Leg compartment pressures were normal. Her CPK was
5638 U/L and her glycated haemoglobin 9.2%. Findings were nor-
mal from Doppler ultrasound of the lower-limb veins and arteries.
Imaging studies of the spine were normal. The peroneal muscles
appeared abnormal on the MRI scan of the left leg (Fig. 1). Elec-
tromyography (EMG) evidenced sensorimotor length-dependent
axonal polyneuropathy with no myogenic abnormalities and an
accelerated trace in the distribution of the CPN suggesting a neuro-
genic mechanism. Examination of a muscle biopsy from the left
peroneal muscle found necrotic muscle tissue with a paucity of

Fig. 1. Axial STIR image showing hyperintensity in the peroneal muscles.

endomysial capillaries consistent with an ischaemic process. Taken
in concert, these findings pointed to muscle infarction. Analgesics
were given, the diabetes was brought under control, and a drop-foot
splint was provided. By day 5 the CPK level had returned to normal.
At follow-up 3 months later, the pain and induration had resolved
and the neurologic deficit improved gradually. The follow-up EMG
showed evidence of denervation with reinnervation occurring in
the distribution of the CPN and no signs of myositis. These findings
confirmed the diagnosis of external CPN compression by edema
related to muscle infarction.

Muscle infarction was first reported as a complication of dia-
betes in 1965 [1]. This rare event occurs chiefly in patients with
uncontrolled type I diabetes responsible for microvascular dam-
age. The pathophysiology, although still unclear, probably involves
both occlusive arterial disease and diabetic microangiopathy [2].
The thigh is more often affected than the leg or upper limbs [3].
We are aware of only three previous reported of peroneal muscle
infarction [4]. The clinical presentation consists of edema, indura-
tion, and pain in the involved muscles [5]. The MRI findings combine
muscle edema with low signal on T1 images and high signal on T2
images with postgadolinium enhancement [4]. The diagnosis rests
on a set of converging findings including patient comorbidities and
the results of the physical examination and MRI. A muscle biopsy
is not performed routinely but is necessary in atypical cases. The
main differential diagnoses are deep vein thrombosis, pyomyosi-
tis, compartment syndrome, focal myositis, and necrotizing fasciitis
[4].
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To the best of our knowledge, there has been a single report of
motor deficits due to external CPN compression by edema related
to muscle infarction [6]. The CPN is vulnerable to compression as it
courses under the proximal peroneus longus muscle along a path-
way that resembles an anatomical tunnel [7].

Muscle infarction complicating diabetes is a rare but proba-
bly under-estimated complication. Insufficient awareness of this
complication combined with the many differential diagnoses raise
major diagnostic challenges. Nerve compression by muscle edema
is exceedingly rare.
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