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1. Introduction

Hallux valgus is the commonest forefoot deformity faced by
foot and ankle surgeon. It is characterized by lateral deviation of
the first metatarsophalangeal (MTP-1) joint, metatarsus primus
varus, dislocation of the metatarsal head from the hallux
sesamoids, and pronation of the first metatarsal and hallux.
Radiographically, there is increased hallux valgus angle and
intermetatarsal angle with various degree of sesamoid subluxa-
tion. More than 150 surgical procedures have described to correct
the deformity. Most of them correct the abnormal intermetatarsal
angle by different kinds of metatarsal osteotomy in order to reduce
the sesamoids and the metatarsophalangeal joint [1–3]. Medial
capsular plication helps to correct the deformity and maintain the
correction by restoration of the medial capsuloligamentous
structure. Restoration of the normal intermetatarsal space does
not always correct the hallux valgus deformity and medial
collateral ligament reconstruction of the MTP-1 joint will be
required to provide a stronger and longer lasting medial stability of
MTP-1 joint. Firstly in case of primary medial collateral capsulo-
ligamentous insufficiency, e.g. after medial collateral ligament
rupture, medial collateral ligament reconstruction may be
required. Secondly in metatarsus adductus is relatively small with
a disproportionate hallux valgus angle. Correction of the deformity
cannot be achieved solely by osteotomy of the first metatarsal.

Some authors proposed multiple osteotomies to correct the
deformity [4,5]. Thirdly in cases of recurrent hallux valgus
deformity with relatively normal intermetatarsal angle, it can be
due to attenuation of the plicated medial capsuloligamentous
structure. Reconstruction of medial collateral ligament will also be
needed. We describe a minimally invasive approach for medial
collateral ligament reconstruction with extensor hallucis brevis
(EDB) tendon.

2. Description of technique

The following description is an extension of the endoscopic
distal soft tissue procedure, as it is the usual technique for
correction of hallux valgus deformity in our department. However,
this is not restricted to endoscopic distal soft tissue procedure and
can be accompanied by other surgical procedures to correct the
hallux valgus deformity.

The patient was put in supine position with pneumatic
tourniquet applied to the thigh. The lateral distal soft tissue
release of the MTP-1 joint and bunionectomy were performed
either arthroscopically or as an open procedure. Endoscopic distal
soft tissue procedure [6–9] was performed as shown in the
illustrations. The endoscopic procedure is indicated in those
patients without significantly abnormal distal metatarsal articular
angle and when the space between the first and second metatarsal
can be reduced manually [7,9]. The lateral release was performed
through the first web space and by plantar portals with sequential
release of the intermetatarsal ligament, adductor hallucis tendon
and the lateral capsule of the MTP-1 joint. Bunionectomy was
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A B S T R A C T

In cases of hallux valgus deformity with primary medial collateral ligamentous insufficiency, there will

be an abnormal hallux valgus angle with relatively normal intermetatarsal angle and sesamoid positions.

Metatarsal osteotomies may not be effective to correct the deformity. Plication of the attenuated medial

capsule may not be strong enough to provide long lasting correction of the hallux valgus deformity. We

describe a minimally invasive technique of reconstruction of the medial collateral ligament by means of

extensor hallucis brevis tendon graft. This can provide a stronger medial constraint to prevent recurrence

of hallux valgus deformity.
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performed with an arthroscopic burr through portals proximal and
distal to the bunion. The proximal bunion portal was identical to
the medial portal of the MTP-1 arthroscopy. Usually the MTP-1
joint and the sesamoid apparatus will be reduced after the lateral
release and close up of the 1,2-intermetatarsal space. Sometimes,
de-rotation of the first metatarsal before insertion of the proximal
intermetatarsal positioning screw is needed to correct the

pronation of the first metatarsal [7]. If the MTP-1 joint is still
grossly subluxed after these procedures, reconstruction of the
medial collateral ligament with the EHB tendon will be performed.
The EHB tendon is identified at the dorsolateral wound at the
lateral side of the extensor tendons at the level of the
metatarsophalangeal joint line. This is identical to the dorsolateral
portal of 1st MTPJ arthroscopy. The 1st MTPJ arthroscopy can be

Fig. 1. The extensor hallucis brevis tendon is cut at its proximal end and retrieved to the dorsolateral wound (A, B).

Fig. 2. A bone tunnel of size of 2.5 mm is made at the base of the proximal phalanx through the toe web portal wound (A: dorsoplantar view; B: end on view). The position of

bone tunnel can be confirmed by fluoroscopy (C: dorsoplantar view and D: lateral view).
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