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Percutané Endoscopies 
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Chirurgie mini-invasive 

Introduction 



Chirurgie orthopédique moderne 

	  
	  
	  

Evolution mini-invasive 

Introduction 
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! Classiques 

! 3  articulations 

Endoscopies	  ar-culaires	  
=	  arthroscopies	  

Quelles tendances ? 



	  
	  
	  

Quelles tendances ? 

D.	  Chauveaux	  	  	  	  	  	  	  	  	  C.	  Dumon.er	  

L’endoscope peut aussi aller en dehors des 
articulations. 



	  
	  
	  

	  
	  
	  

TENOSCOPIES 



	  
	  
	  

	  
	  
	  

Introduc-on 	  	  	  	  	  	  	  

Van Dijk (1997-1998)  

WERTHEIMER  (1995 ) posterior tibial tendon 

Van Dijk CN, Kort N., Scholten PE. Tendoscopy of the posterior tibial tendon. Arthroscopy	  1997;	  13:	  692-‐98	  

Van Dijk CN, Kort N.   Tendoscopy of the peroneal tendons. Arthroscopy	  1998;	  14:	  471-‐78	  



	  
	  
	  

	  
	  
	  

Anatomie 	  	  	  	  	  	  	  

MESO-TENDONS = VINCULA 
Tendon tibial postérieur – gaine du long fléchisseur des orteils 
 

Structures VINCULA-like (fibularis tendons) 
 Division intra tendineuse reliée latéralement à la fibula 

NOUVELLE APPROCHE 



	  
	  
	  

	  
	  
	  

Anatomie 	  	  	  	  	  	  	  

Kamina P.. Anatomie clinique. Tome	  1,	  3e	  édi-on	  ;	  Paris	  :	  MALOINE;	  	  2006	  ;	  54-‐55	  



	  
	  
	  

	  
	  
	  

Technique	  opératoire 	  	  	  	  	  	  	  

"  Anesthésie loco-régionale  ++ 
"  Optique 4 mm / 30° 
"  Crochet palpeur, aiguille (+++), instrumentation 

motorisée 

1

2

3

4



	  
	  
	  

	  
	  
	  

"  Approche médiale ou latérale 

"  Principes de base 

#  Marquage des repères osseux 
#  Marquage des points d’introduction 
#  Infiltration péri-tendineuse 
#  Incision cutanée stricte 
#  Ouverture visuelle de la gaine (+++) 
#  Dilatation de la gaine (eau, trocard 

gainé) 
#  Montée rétrograde (vers proximal) 
#  Trans-illumination (pour les 

instruments) 
#  Changement des portes pour descente 

antérograde (vers distal) 

Technique	  opératoire 	  	  	  	  	  	  	  



	  
	  
	  

	  
	  
	  

"  Introduction de l’optique 

"  « Effet bougie » 

Technique	  opératoire 	  	  	  	  	  	  	  

"  Zone proximale 

"  Zone distale 
 



	  
	  
	  

	  
	  
	  

Complica-ons	  	  	  	  	  	  

A priori aucune ! 

Côté LATERAL 

Côté MEDIAL 

Pédicule tibial postérieur 



	  
	  
	  

	  
	  
	  

Indica-ons	  	  	  	  	  	  	  

!  Téno synovectomie 
!  Ténolyse  (sténose de la gaine) 
!  Résection de Vincula cicatricielles, or muscle surnuméraire 
!  Débridement de ruptures tendineuses partielles 
!  Ressaut d’un tendon fibulaire 
!  Impingement osseux 
!  Débridement d’une gaine cicatricielle  
!  Douleurs post-traumatiques 
!  Subluxation chronique des fibulaires dans leur gaine 
!  Calcanéoplastie latérale 

 «Effet bougie» 

Laffenêtre O., Solofomalala GD.,  Villet L.,  Chauveaux D. Tendinoscopies de l’arrière-pied. In	  Pathologie	  du	  
pied	  	  et	  de	  la	  cheville	  (2009)	  ;	  Paris	  :	  MASSON	  ;	  	  379-‐87	  

Vega J., Laffenêtre O. Tendinoscopies autour de la cheville. In : Techniques en arthroscopie du membre 
inférieur. Cahiers d'Enseignement de la SOFCOT (2014). Publisher: Elsevier-Masson, Editors: C. Hulet, JF 
Potel, pp. 363-69  



	  
	  
	  

	  
	  
	  

Indica-ons	   	  	  Aspect dégénératif 

ADHERENCES 

TENOSYNOVITE 

DECHIRURES 



	  
	  
	  

	  
	  
	  

Qu’en	  aUendre	  ? 	   	   	   	   	  	  	  	  	   	   	   	   
ROUX A. Tendinoscopies autour de la cheville ; à propos de 57 cas. Thèse	  de	  Médecine,	  avril	  2008,	  Université	  Victor	  Ségalen	  Bordeaux	  2

ATCD  46% entorse lat. / 30% autre trauma     16% dégénératif 

10 AT   6 traumatismes sportifs   26% chirurgie antérieure 

52 patients – 41 ans d’âge moyen -   47,5 mois de recul moyen 
Signes fonctionnels : douleur 100% - œdème 35% - blocage ressaut 4% - instabilité 5% 

Bilan para-clinique  : Echo sensible (TP++) mais non spécif.  TDM et IRM finalement très spécifiques mais assez peu sensibles.  
Association des deux / place de la tendinoscopie ?? 

ECHO (n=36) TDM (n=9) IRM (n=33) 

Global F TP Global     F Global F TP 

Sensibilité 72 53 93% 62,5     63 64 63 71 

Spécificité 25 33 100   100 100 100 
VVP 88 82 100% 100  100 100 100 
VVN 10 11 25    33 25 10 



	  
	  
	  

	  
	  
	  

Qu’en	  aUendre	  ? 	   	   	   	   	  	  	  	  	   	   	   	   

LESIONS Série 
52 (57) 

F 
34 (37) 

TP 
16 (17) 

TA 
1 (2) 

LEO 
1 

Adhérences 42 26 / 79% 14 / 93% 1 1 

Synovite 19 12 / 36% 7 / 46,5% 

Lésion tendineuse 19 15 / 45% 4 / 27% 

Corps musc. bas 3 3 

Lésion vincula 1 1 

Conflit osseux 2 1 1 

Sub-luxation 1 1 

Nodule 1 1 

93% de lésions +/- 
combinées 4 blanches (3F, 
1TP) 

Complications 14% mineures et résolutives / 4% : 1 anesthésie n.sural (F) 1 cicatrice adh (TP)  

39%

28%

13%

20%

très satisfait

satisfait

déçu

mécontent

ROUX A. Tendinoscopies autour de la cheville ; à propos de 57 cas. Thèse	  de	  Médecine,	  avril	  2008,	  Université	  Victor	  Ségalen	  Bordeaux	  2



	  
	  
	  

	  
	  
	  

Qu’en	  aUendre	  ? 	   	   	   	   	  	  	  	  	   	   	   	   
ROUX A. Tendinoscopies autour de la cheville ; à propos de 57 cas. Thèse	  de	  Médecine,	  avril	  2008,	  Université	  Victor	  Ségalen	  Bordeaux	  2

Analyse des données MO SF 36 et Kitaoka  

Global F TP TA LEO 

SF36 
physique 

+12 p<10-5 
 

+13,6 p<10-5 
 

+9 p<0,01 
 

+9 +9 

SF 36 
psycho 

+0,6 - - +4 +4 

KITAOKA +25 p<10-5 + 29,6 p<10-5 
 

+14,6 p<0,02 +24 +24 

Résultats satisfaisants (SF 36 physique / Kitaoka) 

Différence F /TP 

Morbidité réduite 

Mauvais résultats des pathologies dégénératives et chez les hommes (F uniquement) 



	  
	  
	  

	  
	  
	  

	  
	  
	  

Conclusion	   	  	  	  	  	  	  	  	  	  	  	  	   	   	   	   	   	   	   	  	  	  	  	  	  	  

•  L’usage de l’arthroscopie dans cette indication est fiable et 
reproductible.  

•  Excellents résultats avec peu de complications 

•  Atouts réels : 

!  Gestes élémentaires simples 
!  Procédure ambulatoire 
!  Peu ou pas de douleur post-opératoire 
!  Excellent aspect cosmétique 

GOLD STANDARD DES ENDOSCOPIES EXTRA-
ARTICULAIRES  



	  
	  
	  

	  
	  
	  

	  
	  
	  

	  
	  
	  

SECTION BASSE 
DE LA LAME 

CONJOINTE DU 
TRICEPS 



	  
	  
	  

Allongement	  de	  la	  chaîne	  postérieure	  

L’existence d’une contracture 
isolée du gastrocnémien dans le 
développement des troubles 
statiques de l’avant-pied 

di	  Giovanni	  CW,	  	  Kuo	  R,	  Tejwani	  N,	  Price	  R,	  Hansen	  Jr.	  S	  T,	  Cziernecki	  J,	  Sangeorzan	  B	  J.	  Isolated	  Gastrocnemius	  Tightness	  .	  J	  
Bone	  Joint	  Surg.	  Am	  2002,	  	  84	  :	  962-‐970.	  
	  
Kowalski	  C.	  La	  rétrac.on	  du	  triceps	  sural	  et	  ses	  conséquences	  	  biomécaniques	  et	  pathologiques.	  La	  rétrac.on	  du	  triceps	  sural,	  
2005	  ;	  p156-‐169,	  	  Sauramps	  médical	  
	  
Barouk	  LS.,	  Barouk	  P.,	  Toullec	  E.	  	  Résultats	  de	  la	  libéra.on	  proximale	  des	  Gastrocnémiens.	  	  Etude	  Prospec.ve.	  Symposium	  
«	  Brièveté	  des	  gastrocnémiens	  ».	  Med.	  Chir.	  Pied,	  2006,	  22	  :	  151-‐6	  



	  
	  
	  

QUELLE QUE SOIT LA TECHNIQUE CHIRURGICALE :  
UNIQUEMENT  

QUAND IL EXISTE  UNE CONTRACTURE ISOLÉE DE CE MUSCLE 

MANOEUVRE DE 
SILFVERSKIOLD 

Augmentation d’au moins 15° 
de flexion dorsale de la cheville 

Genou à 90° 

CONDITION	  ESSENTIELLE	  

Allongement	  de	  la	  chaîne	  postérieure	  



SAXENA A.   Endoscopic Gastrocnemious tenotomy. Journ. Of 
Foot and Ankle Pathology . Vol.41, 1 Jan/Febr 2002 

1ere	  descrip.on	  

 SAXENA A, WIDTFELDT A. Endoscopic gastrocnemius  recession: preliminary report on 18 cases. Foot Ankle 
Surg. 2004; 43: 302-6.  
  
 TREVINO S, GIBBS M, PANCHBHAVI V. Evaluation of results of endoscopic gastrocnemius recession. Foot 
Ankle Int. 2005; 26: 359-64. 

CARL T, BARRETT SL. Cadaveric assessment of the gastrocnemius aponeurosis to assist in the pre-operative 
planning for twoportal endoscopic gastrocnemius recession (EGR).   The Foot. 2005; 15: 137-40.  
      

TASHJIAN RZ, APPEL AJ, BANERJEE R, DIGIOVANNI CW.  Endoscopic Gastrocnemius Recession : evaluation in a 
Cadaver Model. Foot Ankle Int. 2003; 24: 607-13. 

Allongement	  de	  la	  chaîne	  postérieure	  



Zone	  de	  Carl	  et	  BarreU	  

Cadaveric assessment of the gastrocnemius aponeurosis to assist 
in the pre-operative planning for two-portal endoscopic 
gastrocnemius recession (EGR) 
Tanya Carl, Stephen L. Barrett * The Foot  (2005) 15:	  137-‐4	  

Voies	  d’abord	  



• 	  	  Repères	  sur	  un	  pa.ent	  
conservant	  son	  tonus	  musculaire	  

• 	  	  Contrac.on	  du	  mollet	  rendant	  
ces	  repères	  plus	  évidents	  

Voies	  d’abord	  



9,83	  cm	  
	  

WEBB	  J,	  MOORJANI	  N,	  RADFORD	  M.	  Anatomy	  	  of	  the	  sural	  
nerve	  and	  its	  rela.on	  to	  	  the	  Achilles	  	  tendon.	  
	  Foot	  Ankle	  Int.	  2000;	  21:	  475-‐7.	  	  

Se	  situe	  proximalement	  dans	  le	  sulcus	  
intergémellaire,	  depuis	  lequel	  il	  se	  
dirige	  dans	  la	  direc.on	  sous-‐
malléolaire	  latérale,	  en	  arrière	  des	  
tendons	  fibulaires.	  

Beaucoup	  plus	  proche	  du	  
bord	  latéral	  de	  l’aponévrose	  
que	  de	  son	  bord	  médial	  

Danger	  :	  le	  nerf	  sural	  



• 	  	  Emplacement	  correct	  
de	  la	  canule	  entre	  
aponévrose	  et	  peau.	  
	  
• 	  	  Le	  nerf	  se	  trouve	  en	  
arrière	  de	  la	  canule	  

Danger	  :	  le	  nerf	  sural	  



“INSTRATEK	  INC	  SPRING	  TEXAS	  »	  

Technique	  :	  instrumenta-on	  	  



Trajet théorique du n. sural 
 
 
 
 
 
 
 
 
Voie d’abord 
 
 

Technique	  :	  marquage	  des	  repères	  



Technique	  :	  trucs	  &	  astuces	  



Technique	  :	  trucs	  &	  astuces	  



Technique	  :	  en	  pra-que	  

20°	  en	  per	  op	  



1-‐3e	  semaine	  	  

Suites	  post-‐opératoires	  

•  Orthèse	  de	  marche	  à	  90°	  	  

•  Appui	  d’emblée	  

•  HPBM	  ++	  

•  Auto	  exercices	  prudents	  après	  15	  j	  

•  Rééduca.on	  à	  par.r	  de	  J21	  



	  
	  
	  

Allongement	  de	  la	  chaîne	  postérieure	  

1er	  	  examen	  
Muscles	  gastrocnemiens	  courts	  	  

+	  métatarsalgies	  sta.ques	  

KINESITHERAPIE	  (Kowalski)	  

2e	  	  examen	  /	  évalua-on	  

Douleur 
résiduelle 

< 40% - échec >	  80%	  -‐	  guéri	  >	  40%	  <	  80%	  

HV	  isolé	  

Abaissement	  M1	  ++	  

Ostéotomies 
rayons latéraux 

HV	  +	  allongement	  
endoscopique	  

Abaissement	  M1	  



	  
	  
	  

	  
	  
	  

NEUROLYSE DU 
NERF DIGITAL 

PLANTAIRE 
COMMUN 



	  
	  
	  

Syndrome	  de	  Morton	  

L ‘expression clinique du syndrome de Morton est multiple et ne répond pas 
toujours bien à une prise en charge « neurologique » (geste isolé sur le nerf – 
neurectomie, neurolyse quelle qu’en soit la méthode, autres procédures). 

FOOT & ANKLE INTERNATIONALCopyright © 2008 by the American Orthopaedic Foot & Ankle Society

DOI: 10.3113/FAI.2008.0574

Long-Term Evaluation of Interdigital Neuroma Treated by Surgical Excision
John W. Womack, MD; David R. Richardson, MD; G. Andrew Murphy, MD; E. Greer Richardson, MD; Susan N. Ishikawa, MD

Memphis, TN
ABSTRACT

Background: We examined a large cohort of patients who had

interdigital neurectomy and evaluated their clinical outcomes

by using a previously developed scoring system as well as a

visual analog scale (VAS). In addition, we wanted to identify

risk factors that may lead to poorer outcomes. Materials and

Methods: A retrospective review identified 232 patients who

had neuroma excision between 1994 and 2004, after failure of

conservative treatment. Each patient was contacted via mail and

given a Neuroma Clinical Evaluation Score survey as well as a

visual analog score. Each patient received a unique identification

number, allowing the evaluation process to be single-blinded.

Results: Of the 232 patients contacted, 120 (52%) returned

their completed surveys. The average Giannini neuroma score

was 53: 61 feet (51%) had good or excellent results, 12 (10%)

had fair results, and 48 (40%) had poor results. The average

VAS score was 2.5. The only significant (p = 0.027) difference

in outcome was the location of the neuroma: second webspace

had worse outcomes than third webspace neuromas on both

the VAS and neuroma score. Conclusion: This retrospective

review identified location in the second webspace as a possible

prognostic indicator of poor outcome, but the more important

finding may be that outcomes of neuroma excision do not appear

to be as successful at long-term followup as previously reportedKey Words: Interdigital Neuroma; Long-term Followup;

Neuroma Excision

INTRODUCTION

Although interdigital neuromas have been described for

over 170 years5,10 and remain one of the most common
No benefits in any form have been received or will be received from a commercial

party related directly or indirectly to the subject of this article.Corresponding Author:John W. Womack, MDUniv. of Tennessee - Campbell ClinicOrthopaedic Surgery1211 Union AvenueSuite 510
Memphis, TN 38104For information on prices and availability of reprints, call 410-494-4994 x226

causes of forefoot pain, their etiology and treatment are

still matters of controversy. The most commonly accepted

surgical treatment, resection of the neuroma, has reported

success rates ranging from 57% to 85%, with recur-

rence or persistence of pain the most frequent cause of

poor outcome.1–4,6,7,11 A number of factors have been

suggested to have an effect on outcome: previous unsuc-

cessful excisions,8,11 bilateral excisions,2,6 concomitant fore-

foot procedures,11 instability of the second metatarsopha-

langeal (MTP) joint,3 duration of symptoms,1 size of the

neuroma,6 and location of the neuroma (second or third

webspace).9 None has been conclusively shown to have an

effect on outcome. Despite deleterious effects on some other

surgical procedures of the foot and ankle, we found no studies

that investigated diabetes as a possible predictive factor in

patients who have neuroma excision.In addition, few long-term studies have evaluated clin-

ical outcomes of neuroma excision. Comparisons of clin-

ical outcomes are difficult because of the lack of use of

standardized and validated scoring systems. We examined

a large cohort of patients who had interdigital neurectomy

and evaluated their clinical outcomes by using a previously

developed scoring system7 and a visual analog scale (VAS)

and attempted to identify risk factors that lead to poorer

outcomes.

MATERIALS AND METHODS
A retrospective review identified all patients who had

neuroma excision by the two senior authors (EGR and GAM)

between 1994 and 2004. Patients who had revision proce-

dures and patients with rheumatoid arthritis were excluded.

Institutional review board approval was obtained, and 232

consecutive patients were contacted by mail and asked to

complete a Neuroma Clinical Evaluation9 form (Table 1) and

a VAS. The VAS is a 10-cm scale ranging from 0 (no pain)

to 10 (worst pain imaginable). All patients had excision of

a neuroma through a dorsal approach, with release of the

transverse metatarsal ligament, after failure of conservative

measures.
574

John	  W.	  Womack	  &	  all.	  	  Long-‐term	  evalua.on	  of	  interdigital	  neuroma	  treatment	  by	  surgical	  excision	  
Foot	  Ankle	  Int.,	  2008,	  29	  (6):574-‐7	  
G.	  Gauthier.	  	  Thomas	  Morton’s	  disease	  :	  a	  nerve	  entrapment	  syndrome.	  A	  new	  surgical	  technique.	  
Clin.	  Orthop	  Rel	  Res,	  1979,	  142:90-‐2	  



SÉCTION	  	  
ENDOSCOPIQUE	  
	  DU	  	  
LIGAMENT	  	  
TRANSVERSE	  
	  INTERMETATARSIEN	  
	  PROFONDE	  

COURTOISIE	  	  DR.BARRETT	  

	  
	  
	  

Décompression	  endoscopique	  

Barrev	  SL,	  Pignew	  TT.	  Endoscopic	  decompression	  for	  intermetatarsal	  nerve	  entrapment.	  The	  EDIN	  
technique	  :	  premilinary	  study	  with	  cadaverics	  specimens	  ;	  early	  clinical	  results.	  
J	  Foot	  Ankle	  Surg.	  	  1994;	  33(5):0503-‐8	  



Endoscope de 2,7 x 120mm et 30°. 

Sans eau 
 

 Mise en place d’un garrot. 

Décompression	  endoscopique	  selon	  Barrev	  

	  
	  
	  



•  Matériel développé par 
« Instratek inc Spring Texas » 

•  Trocard et  obturateur à pointe 
mousse, spécifiques 

•  Canule ovale fendue dans sa 
partie supérieure  

Décompression	  endoscopique	  selon	  Barrev	  

	  
	  
	  



Canule ovale fendue 

Décompression	  endoscopique	  selon	  Barrev	  

	  
	  
	  



•  Marquage des repères anatomiques 

Décompression	  endoscopique	  selon	  Barrev	  

	  
	  
	  

•  Les deux têtes 
métatarsiennes ( 2-3 et/ou 
3-4) 

•  Une ligne qui permet de 
localiser le 2e ou le 3e EIM 



Décompression	  endoscopique	  selon	  Barrev	  

	  
	  
	  

Retrait de 
l’obturateur 

Canule en place 

Introduction de la gaine 
fendue sur son 
obturateur 

Dissection en dessous du 
ligament avec les ciseaux 

Puis avec l’élévateur 



Décompression	  endoscopique	  selon	  Barrev	  

Section rétrograde 
du ligament 



Décompression	  endoscopique	  selon	  Barrev	  

Vérification de la 
liberté de l’espace 
avec l’élévateur 



92% good and fair 
82% 2nd space isolated  
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Endocsopic Decompression of Intermetatarsal Nerve 

(EDIN) for the Treatment of Morton’s Entrapment— 

Multicenter Retrospective Review* 

Stephen L. Barrett1, Eduard Rabat2, Maria Buitrago3, Vincent P. Rascon4, P. David Applegate5  

1College of Health Sciences, Midwestern University, Glendale, USA; 2Hospital Quiron, Barcelona, Spain; 3Private Practice, Houston, 

USA; 4Private Practice, Midland, USA; 5College of Health Sciences, Midwestern University, Glendale, USA. 

Email: slbarrettpod@me.com 
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ABSTRACT 

Background: The authors present the results of a four surgeon, multicenter study of endoscopic decompression for the 

treatment of Civinini-Morton’s entrapment of 193 interspaces. Methods: A retrospective review of 193 interspaces, 

which were decompressed by four different surgeons. Results: The overall success rate was high, with 92% of patients 

reporting a good or fair outcome. Higher success rates were reported in the 3rd interspace decompression group (95%) 

compared to the 2nd interspace decompression group (85%). Complications reported were minimal, with only seven 

cases requiring a revision with traditional neurectomy. No revisions were required in the 3rd interspace decompression 

group. Five of the revisions were in the 2nd interspace decompression group, with the remaining two revisions in the 

combined 2nd/3rd interspace decompression group. Conclusions: Endoscopic decompression for the treatment of 

Civinnini-Morton’s entrapment is a safe and efficacious method of treatment of this nerve entrapment, with very low 

complication rates and rapid return to normal activity. 

 
Keywords: Morton’s Neuroma; Morton’s Entrapment; Neuroma; Endoscopic Decompression 

1. Introduction 

Morton’s entrapment is often erroneously referred to as 

Morton’s “Neuroma”, due to a history of inaccurate use of 

nomenclature [1]. This entrapment causes a degenerative 

process in which the common plantar digital nerve (inter- 

metatarsal nerve) nerve demonstrates demyelination of 

nerve fibers and fibrosis of the endoneurium on histology- 

cal examination [2]. This condition is a focal forefoot 

nerve entrapment. 

Several etiological theories have been proposed for 

Morton’s entrapment, including hypermobililty of the 

metatarsal heads by Hoadley in 1893 [3], nerve ischemia 

by Nissen in 1948 [4], and pronation in propulsion in those 

with flat feet by Root in 1977 [5]. 

Multiple studies have recently indicated nerve entrap- 

ment as the primary underlying cause of this condition [6- 

8]. In addition, via results from both open and endoscopic 

surgical decompression techniques, Morton’s neuroma 

has been demonstrated to be an entrapment phenomenon 

[9-14]. 

Therefore, as a true peripheral nerve entrapment, 

“Morton’s neuroma” should more precisely be referred to 

as simply a forefoot nerve entrapment, especially since 

Civinini described the condition many years prior to Mor- 

ton’s; perhaps “Civinini-Mortons” entrapment would be 

the most accurate nomenclature [1,14]? A sad cones- 

quence of this historical misnomer is that clinical deci- 

sion-making has been effected by a descriptive name that 

was accepted long before a true etiological basis had 

been elucidated. Indeed, when a treating surgeon perceives 

the condition as a “neuroma”, surgical intervention may be 

postponed while treatment modalities considered as more 

“conservative” are initiated, many of which involve in- 

fliction some type of peripheral nerve injury. Unfortu- 

nately, many of these treatments, such as sclerosing or 

alcohol injections, can do more harm than good, and 

have been associated with deleterious outcomes [1,15]. 

It is common practice to encounter patients diagnosed 

with Morton’s entrapment who have been treated by lo- 

cal steroid injection [16]. As peripheral nerve entrap- 

ments will produce the same histological response inde- 

pendent of the anatomical location of the nerve that is 

entrapped [17], it could be surmised that peripheral nerve  
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