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24 months previously she had first noticed a

numb feeling along the dorsolateral area of the

right foot and she had felt discomfort below the

lateral malleolus with a dragging sensation and a

burning pain shooting across the lateral side and

the dorsum of the foot. This pain was aggravated

by walking, standing and even worse at night.

She used crunches and wheelchair.

A girl aged 14 - EPC clinic - June 2017 



Basic examination showed allodynia on the dorsolateral aspect of the right foot,
light sensory loss with pin-prick testing.

Ultrasound showed swelling of the superficial peroneal nerve at the distal part of
the right calf (where nerve emerges from the fascia).

Pressure over the place increased the discomfort at the dorsolateral part of the foot.



▪ No trauma, no co-morbities

▪ Neurological examination on the first visit without any significant findings

▪ EMG – nothing abnormal detected

▪ MRI – nothing significant detected, discrete metatarsal oedema, abnormal

calcaneo-talar angle

▪ Referred to ortophedic surgeon

Previous medical history











▪ On orthopedic  examination 2 months later focuses on calcaneus bone

▪ RTG, MRI still without any significant findings

▪ Worsening of the pain symptoms over the dorsolateral aspect of the right foot

▪ The girl had difficulties to stand and walk, wheelchair and crunches

▪ Night pain, difficulties to sleep, loss of concentration during day time, light 

depression



▪ On orthophedic follow up 1 month later decision about surgical intervention 

(partial calcaneal resection)

▪ The surgery performed –

calcaneus resection (op. sec. Steindler)

▪ No improvement of pain symptoms, 

additional pain at the surgical area

▪ Pregabalin 150mg x 2, Tramadol 300 mg/day, 

Paracetamol 1g/day with minimal effect on pain intensity 

(prescribed by neurologist)

▪ Still on wheelchair, crunches with short walks



18 months later orthopedic surgeon made 

a diagnosis of Sudeck algodystrophy

(without any significant trofic changes)

The girl is depressed, wheelchair, 

crunches, pain killers, …



Obrazok nonsense, zufalstvo, profi

The orthopedic surgeon 
suggests AMPUTATION as a suitable solution



The girl and parents advised to visit our clinic in order to discuss SCS as an 

alternative to amputation…



Three provocation tests performed by Bjorn Aasa

A. Pressure is applied where the nerve emerges from 
the deep fascia with active dorsiflexion and 
eversion against resistance

B. Passive plantar flexion and inversion without local 
presure

C. Passive stretch, gentle percussion is applied over 
the nerve course (Tinel)

Increased pain and paresthesia on all 3 tests

Examination in our clinic



▪ Ultrasound examination of the course of superficial peroneal
nerve performed by myself and prof. Håkan Alfredsson

▪ Significantly increased diameter of the nerve found where 
the nerve emerges from the deep fascia

▪ EMG repeated with pathological findings on symptomatic leg 
(velocity 38 m/s)

▪ Diagnostic block under US guidence performed with 100% 
pain relief

▪ Local fasciotomy indicated and performed by prof. 
Alfredsson

▪ The patients walks home 2 hrs later without crunches



▪ Phone follow up 24 and 48 hrs later: 

significant pain relief at the foot, 

postprocedure pain at the incision area, light 

tingling at the dorsolateral area of the right 

foot

▪ The girl walks without crunches and doesn’t 

use wheelchair any more

▪ Densitometry shows mild osteopenia  of the 

right foot

▪ Physiotherapy suggested by Bjorn Aasa



no medication

The girl on 2 months follow up



EMG physiological on both sides

no medication

The girl on 4 months follow up



Entrapment of the superficial peroneal nerve was first described 
by Henry in 1945. 

The symptoms are pain and sometimes sensory abnormality in the 
distribution of the nerve over the dorsum of the foot. 

Nerve compression in patients with fascial defects
explained by the normal increase in muscle relaxation

pressure and intramuscular pressure at rest during and after exercise (Styf
and Korner, 1986). This increase is sufficient to herniate muscle tissue and 

impinge upon or compress the nerve.
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