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Abstract: A stress fracture is the result of the application of abnormal constraint on a bone of which elastic resistance is
normal. It is an overstrain injury. The repeated application of this constraint will be responsible for the fracture.
Repetitive Weight bearing activities such as dancing, jumping or running are the most frequently reported causes of
stress fracture. The cuboid remains a rare location of stress fractures. We report a rare case of cuboid stress fracture

initially diagnosed as peroneal tendinopathy
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INTRODUCTION

The stress fractures are the result of significant
effort during walking or running and manifested by
mechanical and progressive pain with sometimes
functional impotence. The ankle’s and foot’s bones are
the most exposed to stress fractures for obvious reasons
related to the constraint of walking and running [1].
Cuboid stress fractures remain very rare and can be
mistaken with a false sprain or peroneal tendinopathy.

CASE REPORT

A 29-year-old Football player has presented
with a three-month history of pain in the right foot
which is present at rest but exacerbated by running.
Although the patient is able to walk without a limp, any
training has led to severe midfoot pain. On examination,
we found pain facing the peroneal tendons, without
edema or ecchymosis. Plain radiography of the foot and
ankle failed to reveal a fracture. The diagnosis of
peroneal tendinopathy was retained and the patient has
undergone a period of 15 days of rest with analgesics
and anti-inflammatory. The persistence of pain led
the patient to consult one month later. Another plain
radiography was performed and objectified a cuboid
stress fracture (Figure A, B arrows) which required a
plaster immobilization for three weeks.

DISCUSSION

Stress fractures of the foot rarely concern the
cuboid or cuneiform. Greaney et al. indicate in military
recruitment a frequency of 1.3% of the cuboid fracture,
in 839 fractures of the lower limbs [2]. One case of
cuboid stress fracture is reported in a series of 1338
fractures of the foot and lower third of the leg
concerning military recruits [3].  Stress fractures
account for 0.7% to 20% of all sports medicine clinic

injuries. Track-and-field athletes have the highest
incidence of stress fractures compared with other
athletes. Stress fractures of the tibia, metatarsals, and
fibula are the most frequently reported sites [4].
Previously, these fractures were exclusively a military
problem, now they are being recognized more and more
frequently in civilian practice and sports. Although
almost any athlete or exerciser who engages in frequent,
repetitive activity may develop a stress fracture[5].

Repetitive weight bearing activities such as
dancing, jumping or running are the most frequently
reported causes of stress fracture [5]. When cuboid
stress fractures do occur, they most likely occur as a
result of the intimate relationship between the cuboid
and the peroneus longus tendon. The cuboid serves as a
fulcrum for which the peroneus longus plantarflexes
and stabilizes the first ray. The excessive and
compressive forces forwarded by the tendon,
particularly in the running, can contribute to fracture
[6]. Foot pain is a common presenting symptom in
many athletes. Most have a recognizable pathology
demonstrated either on examination or radiographically.
There are a proportion of patients, however, in whom
routine investigations are negative. The fracture is often
missed leading to a delay in diagnosis. Pain tends to be
poorly localised and there is often no swelling.
Radiological diagnosis is difficult. In more than 50% of
cases the fracture is not visible on plain radiography [7].
In the case of fracture of the short bone, rich in
trabecular bone, early radiographs rarely show a
solution of continuity or periosteal reaction;
condensation lines, are tardy and inconstant, and are the
translation of the repair process, which can lead to
delayed or erroneous diagnoses [8]. CT (computed
tomography) or MRI (magnetic resonance imaging)
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provides an early diagnosis and clarify the situation and
the path of the fracture. MRI is sometimes less efficient
than CT to visualize the fracture which can be masked
by a medullary edema [9]. Treating cuboid stress

fractures involves an initial period of relative
immobilization and activity modification followed by a
gradual return to full activities [10].

Fig-1: A) cuboid stress fracture, B) fracture at the posterior and inferior angle of the cuboid

CONCLUSION

In the literature, there have been only a few
case reports of cuboid stress fracture. We conclude that,
although this is an unusual location, stress fracture
should be considered as a differential diagnosis of foot
pain, especially vague pain that does not seem to have
an obvious cause
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