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STEROID INDUCED FAT PAD ATROPHY IN A PATIENT WITH CHRONIC PLANTAR FASCITIS
Nasir Mansoor Sahibzada, Ahmad Zaheer Qureshi
A 32-year-old male presented to our clinic for second opinion regarding his right heel pain. He had two year history
of right heel pain and a recent limp in gait for the past 3 months. There was no history of trauma or inflammatory
joint disease. He had a thin body habitus. His work involved prolonged standing, which would aggravate his
pain. Initially his heel pain was worse in the mornings and would gradually improve during the day, but he had
no difficulty in walking. He never had similar symptoms in the left foot. Upon seeking medical attention, he was
diagnosed with plantar fasciitis and was initially treated with non-steroidal anti-inflammatory medications along
with the use of a heel pad. He did not have any physical therapy or treatment with modalities. Later, he received a
steroid injection for plantar fasciitis with partial relief of pain, rendering the need of three repeat injections over a
period of two years. His last steroid injection was eight weeks ago. His current pain was localized to the center of
the heel which would increase with prolonged standing and walking barefoot. On examination, he had wasting of
the right heel pad and mild flattening of the medial longitudinal arch without any skin changes or toe deformities
(Figs 1 and 2). He was explicitly tender in the center of the heel with no sign of inflammation. Range of motion was
full at both ankles. There was no loss of sensations strength and reflexes in the lower extremities. There was no
limb length discrepancy. Left foot examination was unremarkable. His gait assessment revealed a limp which was
attributed to a combination of heel pain and flattening of the longitudinal arch. The obvious wasting in the right
heel pad and associated arch flattening was attributed to steroid induced fat pad atrophy. For further evaluation,
an ultrasound was requested for our patient but he did not follow up.
Steroids are commonly used in the treatment of plantar fascitis as an adjunct to other techniques; however, one
should be aware that overuse of steroid injections can lead to rare complications like plantar fascial rupture1, 2, fat
pad atrophy, iatrogenic plantar nerve injury and osteomyelitis. Ultrasound guided steroid injections followed by
monitoring of soft tissue changes along with reduction of aggressive physical therapy post injection can prevent
these complications.3

Fig. 1: Postero medial view; decreased thickness of heel pad with mild
flattening of medial longitudinal arch of the right foot

Fig. 2: Antero medial view; decreased thickness of heel pad with mild
flattening of medial longitudinal arch of the right foot compared to left
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REHAB QUIZ
1. Which of the following is not a joint of the pelvic
girdle?
a. Femoroacetabular (hip) joint
b. The pubic symphysis
c. Bilateral sacroiliac (SI) joints
d. Lumbosacral joint
2. Which ligament of the spine resists extension?
a. Posterior longitudinal ligament
b. Ligamentum fl avum and facet joint capsule
c. Anterior longitudinal ligament
d. Interspinous and supraspinous ligaments
3. The diagnosis of aseptic noninfl ammatory olecranon
bursitis is:
a. Based on plain radiographs, demonstrating an
olecranon spur in all cases
b. Requires aspiration of bursal fl uid in all cases
c. Usually straightforward and based on characteristic appearance on physical examination
d. Made only with MRI
4. The parasympathetic (craniosacral) division of
the autonomic nervous system (ANS) involves
presynaptic parasympathetic neuron cell bodies
located within two sites of the central nervous system
(CNS). Which one of the following is not part of the
cranial parasympathetic outfl ow?
a. Ciliary ganglion
b. Celiac ganglion
c. Pterygopalatine ganglion
d. Otic ganglion
5. What radiographic fi nding is typical of osteoarthritis?
a. Periarticular osteopenia
b. “Pencil-in-cup” deformity
c. Subchondral cysts
d. Soft tissue swelling

6. Battle sign in head trauma is suggestive of:
a. Intracranial bleed
b. Diffuse axonal injury
c. Basilar skull fracture involving the temporal
bone
d. Basilar skull fracture involving the orbits
7. Which ligament is affected in Gamekeeper’s thumb?
a. Tear of the ulnar collateral ligament of the
thumb metacarpophalangeal (MCP)
b. Rupture of the fl exor digitorum profundus
(FDP) tendon
c. Rupture of the extensor tendon from the distal
phalanx
d. Tear of the triangular fi brocartilage complex
8. Which position should be avoided after total hip
arthroplasty using an anterior approach?
a. Bridging
b. Adduction crossing midline
c. Sitting on regular toilet seat
9. The normal gain for a sensory nerve study is:
a. 100 microvolts/division
b. 1,000 microvolts (1 millivolt)/division
c. 10 millivolts/division
d. 20 microvolts/division
10. When the EMG needle is inserted into the muscle,
there is not a crisp sound and the feel of the needle is
“gritty.” This may be a result of all of the following
except:
a. The needle has passed through the muscle and
is touching periosteum
b. The needle is in an adjacent muscle
c. The needle is in fat
d. The muscle is atrophied

Answers of June 2017
1. b, 2. c, 3. c, 4. c, 5. d, 6. d, 7. c, 8. b, 9. d, 10. c
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REHAB CHALLENGE
A right handed middle aged nondiabetic non-hypertensive, accountant by profession, suffered a low cervical spinal
cord injury leading to quadriparesis preceded by fall 10 months ago (Fig. 1). He was admitted with the complaints of
severe night spasm and lower limb pain, grade IV pressure ulcer and urinary incontinence (Fig. 2). Initial assessment
showed spasticity in wrist and fingers, around hip knee and ankle, wrist dorsiflexion and finger extension power
2/5 and lower Limb power 1/5 with poor forehand grip, NLI C6 in AIS B. Oral antispastic medication was started
with baclofen 30 mg per day, Urinary tract infection, detected by culture, was cured with antibiotics, pressure ulcer
improved with regular dressing. However pain and spasm persisted for which medicines were topped up. In spite
of taking baclofen 90 mg per day, diazepam 15 mg per day, gabapentin 1200 mg per day and tizanidine 6 mg per
day, he is still suffering from severe spasm, spasticity and night pain. Please opine for the further management for
this patient.

Fig. 1: Profile picture
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Fig. 2: Clinical picture

