Plantar Fasciitis: What Is It and How | Treat It!

By E. Pepper Toomey, MD
Orthopedic Physician Associates

Condition: Plantar fasciitis is the most common problem foumthe foot. In fact, it

occurs so frequently that | refer to it as the “ocoom cold” of the foot. It has no particular
known etiology. Obesity, high impact activitiesdaage seem to be common elements in
many patients who have this problem. Rarely isénsin patients under 30 and it appears

to be more common in runners and those doing imguzstities.
The plantar fascia is a broad ligament that stetd¢lom the plantar surface of the heel

and fans out across t
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In addition to the term plantar fasciitis, this ddion is also called “heel spur syndrome.”
This is very much a misnomer; patients developa $ieur because of the inflammation
and pulling of the plantar fascia at the heel. fibel spur is the result of this process and
not the cause of the condition. However, onceepétiare told they have a heel spur and
see one on x-ray, they often think they need syrigeremove the spur. It has been
demonstrated that the spur seen in this condigoaives very little pressure as the heel
strikes the ground and is not the cause of thel@nobTherefore, | try to avoid this
confusing term as very few people ever need surigeris condition.

Studies have been done to find out how the pldatmia contributes to the longitudinal
arch. They show that it gives approximately halfh@ support to the arch. This is a very
important point to remember when considering syré@rthis condition. In very
stubborn cases, surgery can be done to releabe pfantar fascia and remove the heel
spur. In one medical article, patients who had pniscedure done were evaluated three
years later and were found to have lost some af #neh height compared to the
opposite foot. Because of the possible secondatyiggms from an increased flatfoot
posture of the foot, surgery for this condition gldobe approached with great caution.

Symptoms and Diagnosistost patients do not recall any particular inciden
mechanism of injury. Instead, they first complafrpain in the morning when taking the
first few steps out of bed. Often, once they siatking, they can “walk it off” and start
to notice improvement as they stretch the plarsacia and Achilles tendon. After a few
weeks, however, they no longer can walk the comditiff and seek medical treatment.



Many times, | find that if this condition has bec®neally chronic, patients experience
the morning pain that goes away and then experieaekpain about midday.
Furthermore, each time they sit and rest and tteghwsalking again they get increasing
pain. The pain is at the inside bottom of the ne&lell over 90% of the patients. If a
patient has pain over the entire heel, they may laastress fracture and need an
evaluation by a clinician before considering anyrfef treatment.

TreatmentWhen | see a patient for this condition, the firshg | ask is how much they
go barefoot. If a patient persists with going l@oefor extended periods of time during
the day, they usually take much longer to imprdiee next thing that | review is how
tight the patient’s Achilles tendon or “heel cord’ Through computerized gait analyses
measuring the ground reaction force on many pldataniitis patients, | have found they
have less heel strike pressure than the averagmpdtherefore, they are spending 70-
80% of their gait cycle on the front of their fotgading to further tightening of the
Achilles tendon. This leads to continued tensionhenplantar fascia exacerbating the
pull of the fascia at the heel and further worsgrohthe condition. Consequently,
stretching of the Achilles is an important parcofrecting this condition and changing
this vicious cycle.

There are two muscles that make up the Achilles
tendon; the gastrocnemius and the soleus. Two &epar soleu: gastrocnemit
stretching exercises are therefore required. Simee
gastrocnemius crosses both the knee and the dhide,
muscle must be stretched by keeping the knee btraig

The soleus, on the other hand, is stretched wéh th

knee bent. For patients, | use the analogy of joositg

the leg in a squatted position like the mogul skoer

the soleus and the knee straight and stretchelikeut

the extended position of the ski jumper for the

gastrocnemius. As you are trying to stretch thesemuscles that insert into the Achilles
tendon the heel should always remain flat on therflThis is best done while leaning
against a wall and positioning the feet 18 to Zxhas away from the wall. The
“downward dog” stretch in yoga is also helpful.

Gentle stretching of the plantar fascia is alsalede
and can be done by grasping the front of the fadt al
extending (pulling back) the toes for two or three
minutes before getting out of bed in the morning. | Night
splint

Interestingly, | have not found heel cups to be
beneficial. | have been much more pleased with a \
three-quarter length arch support made out of naédjc
grade silicone. These insoles can be obtained fron \

the

| usually start my patients on a nonsteroidal anti-

inflammatory drug such as Naproxen or Ibuprofen
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decrease the pain and inflammation. If patienta@amprove with a stretching program,
nonsteroidal anti-inflammatory drugs, and threertgrasilicone insoles, | will add night
splints. Patient compliance can be poor with trsgdimits as they sometimes disturb the
patient’s sleep. It does appear, however, thatetirhg the plantar fascia and Achilles
contract during the night is very helpful in gegtind of this problem.

Lastly, if patients do not improve with the aboegimen, | will consider injecting the
plantar fascia. This is done from the inside oftikel and not through the bottom. This is
much less painful and no less effective.

In the most stubborn of cases, surgery can be deresi. Extracorporeal shockwave
therapy is a new modality that also shows prommke@obably should be given
consideration before surgery. However, many instgamarriers do not cover this yet.

In summary, plantar fasciitis is a very common peabof the foot. It is a significant
nuisance for the patient but usually does not pogesignificant long-term problems for
the foot or lower extremity. In treating this, tArguarter length silicone insoles,
nonsteroidal anti-inflammatory medication, Achillsetching exercises, and night
splints all appear to give significant benefit fois condition. In those patients that do not
to improve within three to four weeks, | will codsr a cortisone ejection. The patient
must be warned about possibility of rupture of phentar fascia and fat atrophy that can
result from the injection; however, this is veryealn the cases lasting many months,
extracorporeal shockwave therapy and surgery calobe to help the patient. With a
surgical release of the plantar fascia and remofviide “bone spur” from the heel, the
patient may develop a flatter arch over time sdraitment modalities should be
exhausted before this is done.



