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Fopaz has changed my treai- §
ment protoeeol in that when | §
have a patient with pfantar fas- §
ciesls who is not respending ¢0 B
| conservative therapy, | am no |
lorger waiting a full six :
menths. 7”7 |8
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Here one can see the typical location of pain in cases of
proximal plantar fasciitis. Dr. Werber notes the impor-

tance of looking for the possible existence of any nerve
entrapment syndromes as causes of pain.

and Baxter’s nerve. I personally do not have any expe-
rience in these, which are some of the other treat-
ments out there that have some degree of showing a
positive effect.

PERTINENT PEARLS ON PERFORMING THE

TOPAZ PROCEDURE FOR PLANTAR FASCIOSIS
Dr. Eickmeier: Can you discuss how you perform

Coblation therapy, or the Topaz procedure, for plan-
tar fasciosis and any pearls that you may have?

Dr. Werber: I use a very traditional endoscopic
approach. I would have localized the pain prior to
anesthetizing the patient. I would look and feel for
the medial band of the plantar fascia as it is approach-
ing the medial tubercle of the calcaneus, and make a
medial incision. I then take a Kelly hemostat or a
Freer elevator and I would feel for the inferior sur-
face of the plantar fascia. [ migrate my way across
with the Kelly to create the tunnel. Then I take my
trocar and cannula and go through the initial tunnel
[ have created. Keeping the foot maximally dorsi-
flexed so the plantar fascia is extremely tight, I will
then gradually, using a windshield wiper motion,
move along the inferior surface of the plantar fascia
until I reach the lateral margin of the heel. At this

Here one can see high-resolution ultrasound. With
ultrasound, Dr. Werber says one can clearly measure
the thickness of the fascia, detect any soft tissue
lesions and see the vascularity of the tissue.

point, [ will make a secondary incision that is curved
with the skin lines.

[ know this seems very minimal but going along
with the skin lines on that lateral incision seems to
decrease the postoperative pain in this atea. As I bring
the cannula and trocar across, [ remove the trocar and
take some cotton swabs to clean the cannula. Then I
visualize the plantar fascia and make sure that I am
well localized.

At this point, [ introduce the Topaz wand and it
certainly cannot be a dry field. We will flood the can-
nula with saline and then I create my matrix of inser-
tions into the plantar fascia. I roll the cannula to the
posterior, repeat the procedure, and roll it anteriorly.
Sometimes [ will lengthen my medial incision to
angle and swing the cannula distally or proximally if
I feel that I need to get more of the fascia.

Remember that you have a thickened plantar fascia.
Accordingly, when you are bringing the Topaz wand
into the fascia, you do not want to just get the surface
of the fascia.You need to get into the substance of the
fascia and try to get to the superior surface with the
wand. You need to make sure the insertions of the
wand do penetrate the plantar fascia as opposed to
just treating it superficially. Then I obviously flush the
area, remove my instrumentation and do a closure.
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