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Introduction

Chronic plantar heel pain (CPHP) is a common condition 
with high prevalence rates,18 and a projected cost of treat-
ment of US$192 to US$376 million.35 The pathophysiology 
of CPHP is unclear, but it is thought to be multifactorial.10,21,32 
The most common primary source of pain is plantar fasciopa-
thy, also described as plantar fasciitis (PF).29 Although the 
term fasciitis suggests acute inflammation, current research 
indicates that PF is more of a chronic degenerative process or 
fasciosis than an inflammatory process.29 In fact, histologic 
findings have shown fragmentation and degeneration of the 
fascia rather than inflammation.32

PF is commonly reported in both athletic and nonathletic 
populations.24 It is estimated that CPHP affects about 10% 

of runners, and contributes to 15% of foot impairments.8 In 
the United States, 7% of people older than 65 years report 
tenderness in the heel region.14 Patients frequently experi-
ence plantar medial heel pain, which is more intense during 
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Abstract
Background: Chronic plantar heel pain (CPHP) is a common condition with high prevalence rates and a projected cost 
of treatment of US$192 to US$376 million. There are several therapeutic approaches and there is increased interest 
in treatments aimed at the regeneration of tissues with poor healing potential. Our purpose was to investigate the 
effectiveness of ultrasound-guided percutaneous needle electrolysis in chronic plantar heel pain.
Methods: A total of 73 patients with a clinical and ultrasonographic diagnosis of plantar heel pain unrelated to systemic 
inflammatory disease who had not received any other treatment in the previous 6 months on the affected foot were 
randomly allocated to receive either ultrasound-guided percutaneous needle electrolysis of the fascia (experimental group, 
n = 39) or placebo puncture (control group, n = 34). The primary outcome was pain scored with an 11-point numeric pain 
rating scale (0 = no pain, 10 = maximum pain). Secondary outcomes were function and disability measured by the 21-item 
activities of daily living subscale of the Foot and Ankle Ability Measure questionnaire, and fascia thickness measured by 
ultrasound. Outcomes were measured at 1, 12, and 24 weeks.
Results: The mixed-model analysis of covariance observed significant group x time interactions from all variables: pain 
in numeric pain rating scale (P < .001), FAAM Activities of Daily Living Subscale scale (P < .002), and ultrasonographic 
measures of the plantar heel (P < .002). Patients in the experimental group had better results posttreatment at 12 and 24 
weeks compared with the control group.
Conclusion: With chronic plantar heel pain, ultrasound-guided percutaneous needle electrolysis improved pain and 
function. This treatment may also decrease fascia thickness.
Level of Evidence: Level I, randomized controlled trial.
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the initial steps and following prolonged weightbearing.39 
PF can be diagnosed by clinical examination alone24; how-
ever, imaging modalities including ultrasonography and 
magnetic resonance imaging can aid in diagnosis and rule 
out other causes of heel pain.23 Ultrasonography is the most 
widely reported imaging modality used to diagnose PF, and 
thicknesses of >4.0 mm are diagnostic for PF.26

Several therapeutic approaches have been reviewed for 
the management of CPHP.11,12,20 The main goals of treat-
ment are pain relief and restoration of function. A system-
atic review showed that physical therapy, stretching, 
anti-inflammatory drugs, and steroidal injections were 
effective in improving pain outcomes.4 There is increased 
interest in treatments aimed at the regeneration of tissues 
with poor healing potential (eg, platelet-rich plasma ther-
apy, percutaneous needle tenotomy, dry needling, acupunc-
ture, and percutaneous needle electrolysis [PNE]).36,37

Ultrasound-guided PNE is a minimally invasive technique 
that induces an inflammatory response through a nonthermal 
electrolytic reaction. This controlled response facilitates an 
increased cellular activity that can lead to the regeneration of 
injured tendons, and does not damage healthy tissue because 
of the different resistance to current flow.4,12,20 PNE has 
proven effectiveness in the treatment of tendinopathy with 
good results in the supraspinatus and the extensor tendon at 
its attachment on the lateral epicondyl.6,37

To our knowledge, no randomized clinical trial has inves-
tigated the effects of PNE in CPHP. We hypothesized that 
PNE could also be effective in connective tissue with similar 
pathophysiology and histopathology to tendinopathy, such 
as the plantar fascia. The purpose of this study was to evalu-
ate the clinical effect of ultrasound-guided PNE in CPHP at 
1, 12, and 24 weeks posttreatment versus CPHP patients 
who received placebo treatment. We also aimed to determine 
whether PNE affected the plantar fascia thickness.

Methods

This parallel, group-blinded, randomized, placebo-con-
trolled trial was carried out in a university clinic. All study 
procedures were approved by the university ethics commit-
tee, and took place from November 2014 to September 
2016. Seventy-three participants were randomly assigned to 
the experimental group or the control group. All partici-
pants provided written informed consent before enrollment. 
All participants were informed that they had a 50% chance 
of receiving sham puncture over PNE, and that the principal 
investigator was blinded to the type of intervention given, 
but that they would receive the same active post-interven-
tion treatment.

Participants

A total sample of 80 patients was recruited from 3 orthope-
dic surgeons in our health area that offered to the patients 

an experimental treatment as an option for their pathology. 
Patients aged 18 to 65 years were included if they had 
experienced unilateral heel pain for at least 3 months, and 
were diagnosed with CPHP by physical examination and 
ultrasonography. The acceptable criteria for diagnosing 
CPHP by physical examination included insidious onset of 
sharp pain under the plantar heel surface upon weightbear-
ing after a period of nonweightbearing, heel pain that 
increased in the morning with the first steps and decreased 
with slight levels of activity such as walking.24 The accept-
able criteria for diagnosing CPHP by ultrasonography 
included plantar fascia thicker than 4 mm measured at a 
standard location where the fascia crosses the anterior 
aspect of the inferior calcaneal border, as well as a decrease 
in echogenicity.23

Patients were excluded if they had any of the following: 
foot deformity, suspected nerve entrapment (ie, Baxter’s 
nerve, tarsal tunnel syndrome), any systemic disease that 
could have induced foot pain, sensory disorder, current skin 
or soft tissue infection near the injection site, previous 
injections in the plantar fascia for pain management or con-
tinued physical therapy interventions for the foot region in 
the previous 6 months, history of ever being treated with 
ultrasound-guided PNE on any part of the body, or previous 
operative treatment of the affected foot. Subjects were not 
excluded if they had occasionally taken drugs for pain relief 
(acetaminophen, metamizole, or NSAIDs) or some kind of 
physical therapy intervention for less than 1 week and never 
in the last week before enrollment.

A total of 80 patients with CPHP were enrolled. Of 
these patients, 7 were excluded on the basis of the exclu-
sion criteria; 1 patient had diabetes mellitus, and 6 had 
been treated for PF in the previous 6 months (5 with physi-
cal therapy and 1 with a corticosteroid injection). Hence, 
73 patients were randomly assigned to the experimental 
group (n = 39) or the control group (n = 34). Figure 1 
shows the flow chart of the study process. The 2 groups 
had similar baseline characteristics for all variables (Table 
1). Of the 34 patients allocated to the control group, 5 
were lost to follow-up; 1 did not complete the treatment 
and 4 were excluded at the 12-week follow-up (1 had 
received corticosteroid treatment, and 3 withdrew because 
of a lack of treatment efficacy). In the experimental group, 
1 patient was excluded at the 12-week follow-up for hav-
ing received physical therapy.

Interventions

Participants were randomly allocated to the ultrasound-
guided PNE group (experimental group) or the sham inter-
vention group (control group). Each treatment day, 
participants received one intrafascial puncture with an acu-
puncture needle (diameter 0.35 mm, length 40 mm); 
depending on the grouping, the patients were then either 
administered 28 mC of cathodal PNE (EPTE v2; Ionclinics, 
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Valencia, Spain), or placebo (using the same device modi-
fied to administer no electrical current) at the affected plan-
tar fascia region. The ultrasonographic monitor was turned 
off once the needle was inserted into the affected area, so 
the clinical investigator could not see the hydrogen gas pro-
duced by the electrolytic reaction as a hyperechogenic 
dense mass, thereby blinding the clinician as to whether 
PNE or placebo was being administered. Once the electrical 
current had been administered, the needle was removed. 
Patients in both groups received the same active postinjec-
tion treatment, which consisted of an exercise program.31 In 
the control group, although other authors have previously 
used depth-sham electroacupuncture methods,9 there was a 
low risk of bias because none of the participants had ever 
previously experienced the electrical sensation produced by 
PNE (as specified in the exclusion criteria).

For the active procedure, patients were placed in supine 
position and antiseptic measures were applied with chlorhex-
idine 1%, sterile transmission gel, and transducer covers. An 

ultrasound probe (Mindray M7; Mindray Medical Intl Ltd, 
Shenzhen, China) with a variable frequency (6-14 MHz) 
linear array transducer (L 14-6 s; Mindray Medical Intl 
Ltd, Shenzhen, China) was placed under the calcaneus in a 
short-axis view. One ultrasound-guided in-plane puncture 
was made from the medial part of the calcaneus, through 
the skin, and advanced under continuous ultrasound guid-
ance through the fat pad and into the affected area of the 
proximal plantar fascia at the end of the medial calcaneal 
tubercle. An anodic plate was placed proximal to the calf 
muscles (Figure 2). The treatment was repeated once a 
week for 5 weeks.

Randomization and Treatment Allocation

An investigator (A.F.R.) who had no contact with the par-
ticipants generated the random number sequence and 
handed the device to the clinical investigator for the thera-
peutic procedure. Treatment allocation was done in a 1:1 

Figure 1.  (A) Schematic representation of the ultrasound-guided heel puncture. Short-axis in-plane approach. (B) Sagittal 
ultrasonographic image obtained over the posterior insertion of the plantar fascia in a 42-year-old patient with chronic plantar heel 
pain. Note the hyperechogenic gas produced by the electrolysis chemical reaction (*). C, calcaneus; FDB, flexor digitorum brevis; 
ICFP, infracalcaneal fat pad; PF, plantar fascia. 

Table 1.  Demographic and Baseline Characteristics of the Intention-to-Treat Populations.a

Characteristics

US-Guided PNE Group,
Mean (SD)
(n = 38)

Placebo Group,
Mean (SD)
(n = 29)

Age, y 45.1 (11.4) 46.6 (11.1)
No. (%) of females 23 (60.5) 19 (65.5)
BMI 29.2 (3.5) 28.7 (4.4)
Heel pain (NPRS) when taking the first steps in the morning 7.0 (1.4) 6.4 (1.4)
FAAM activities of daily living subscale 43.2 (10.1) 43.2 (10.2)
Plantar fascia thickness, mm 6.4 (0.9) 6.3 (1.0)

Abbreviations: BMI, body mass index; FAAM, Foot and Ankle Ability Measure; NPRS, numeric pain rating scale; PNE, percutaneous needle electrolysis; 
SD, standard deviation; US, ultrasound.
aP > .05 for all variables.
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manner in permuted blocks of 4 to 8 stratified by treatment 
center using a computer-generated randomized list; thus, 
the patients and the clinical investigator were blinded to the 
intervention. The randomization table was kept in a pass-
word-protected computer file. The punctures were per-
formed by a clinical investigator (S.T.D.) with 10 years of 
experience in conducting injection procedures. Clinical out-
comes and ultrasonographic measures were made by a third 
investigator (T.F.R.), who was a sonographer with 8 years 
of experience.

Sample Size Determination

The sample size was calculated based on previous studies, 
which indicated that 34 participants per group would 

provide 80% power to detect a minimal clinically important 
difference of 2 points on the numeric pain rating scale 
(NPRS)16 assuming an alpha level of 0.05 and a 10% loss to 
follow-up.

Primary Outcomes

The primary outcome was “first step” pain measured by an 
11-point NPRS (0 = no pain, 10 = maximum pain) at base-
line and at 1, 12, and 24 weeks posttreatment.

Secondary Outcomes

The secondary outcomes were function and plantar fas-
cia thickness at baseline and at 1, 12, and 24 weeks 

Figure 2.  Flow chart of the study process.
DM, diabetes mellitus; PNE, percutaneous needle electrolysis; US, ultrasound.
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posttreatment. Function was measured by the 21-item 
activities of daily living (ADL) subscale of the Foot and 
Ankle Ability Measure (FAAM) questionnaire. Item 
score totals range from 0 to 84, with each item scored on 
a 5-point Likert-type scale (4 to 0) from “no difficulty at 
all” to “unable to do.” Plantar fascia thickness was mea-
sured by diagnostic ultrasonography at the location 
where the fascia crosses the medial calcaneal tubercle; at 
this location, the measurement technique has been shown 
to have good intra-rater reliability, with the 95% limits of 
agreement ranging from −0.7 mm to 0.5 mm.40 Adverse 
events associated with the intervention were recorded, 
such as postinjection pain, soft tissue infection, and 
nerve injury from needle penetration.

Statistical Analyses

Statistical analysis was performed using SPSS software, ver-
sion 22.0 (SPSS, Chicago, IL), and was conducted in the 
intention-to-treat population. When data were missing, the 
last value recorded for each patient was used. Baseline demo-
graphic and clinical variables were compared between the 2 
groups using independent Student t tests for continuous data 
and χ2 tests of independence for categorical data. Our pri-
mary evaluation included mixed-model repeated measures 
analyses of covariance; this evaluation used time as the 
within-subject factor and group as the between-subject factor 
and was adjusted for baseline outcomes for evaluation of 
between-group differences in all outcomes. We used χ2 tests 
to compare self-perceived improvement and success rate at 
12 and 24 weeks in both groups.

Results

No adverse events were reported in association with the 
trial intervention. The mixed-model analysis of covari-
ance observed significant group × time interactions for all 
variables: pain as assessed by the NPRS (P < .001), func-
tion as assessed by the FAAM ADL subscale (P < .002), 
and ultrasonographic measurements of the plantar heel 

thickness (P < .002). The experimental group exhibited 
greater decreases in all 3 variables at 1, 12, and 24 weeks 
posttreatment compared with the control group. Table 2 
summarizes the baseline and posttreatment data as well as 
within-group differences.

At 1 week posttreatment, the average numeric pain rat-
ing scale (NPRS) score in the experimental group was 
reduced by 4.9 points (69.9%), which was a significantly 
greater reduction than that in the control group of 0.4 points 
(5.9%). Furthermore, the between-group difference of more 
than 4 points or 60% is clinically relevant, as a difference  
of 2 points or 30% is the established limit for clinical  
relevance.15,33 The mean difference between groups in pain 
relief remained significant at 12 and 24 weeks posttreat-
ment. The superiority of ultrasound-guided PNE compared 
with placebo was also supported by the 21-item activities of 
daily living (ADL) subscale of the Foot and Ankle Ability 
Measure (FAAM) results, which improved by 28.9 points at 
1-week posttreatment in the experimental group compared 
with 1.4 points in the control group; this between-group dif-
ference reached the minimal clinically important difference 
established by Martin et al.25 The mean difference between 
groups in function remained significant at 12 and 24 weeks. 
Ultrasonographic measurements indicated that the treat-
ment probably had a biological effect on the plantar fascia 
tissue, as there was a significant decrease in the plantar fas-
cia thickness in the experimental group at 24 weeks com-
pared with baseline; however, this may not represent a true 
decrease in plantar fascia thickness, as discussed below.

Discussion

The present study investigated the effectiveness of ultra-
sound-guided PNE in CPHP. Ultrasound-guided PNE was 
effective in the short term (0-3 months) and the intermedi-
ate term (3-6 months), providing better pain relief and 
improvement of functional disability than placebo. The lat-
est published reviews on CPHP treatment include evidence 
for the benefits of manual therapy, stretching, taping, foot 
orthoses, and night splints5,7,24,28; furthermore, there is weak 

Table 2.  Outcome Measures of Foot Pain, Function, and Plantar Fascia Thickness in Participants With Plantar Heel Pain Treated 
With Percutaneous Needle Electrolysis or Placebo.

Baseline 1 wk Posttreatment 3 mo Posttreatment 6 mo Posttreatment P Value

Mean level of heel pain (NPRS, 0–10)
  CG 6.4 ± 1.4 (5.9-7.8) 6.1 ± 1.4 (5.3-7.1) 4.8 ± 1.6 (4.4-5.3) 3.7 ± 1.6 (3.1-4.4) .001
  EG 7.0 ± 1.4 (6.2-7.8) 2.1 ± 1.2 (1.2-3) 1.1 ± 0.9 (0.3-1.9) 0.4 ± 0.6 (0.1-0.9)
FAAM activities of daily living subscale
  CG 43.2 ± 10.2 (37.1-44.3) 44.7 ± 9.7 (36.8-42.9) 52.3 ± 11.6 (47.3-61) 61.8 ± 12.7 (58.1-65.1) .002
  EG 43.2 ± 10.2 (36.9-44. 1) 72.1 ± 7.9 (66.4-78.5) 78.2 ± 5.5 (71.8-81.1) 82 ± 2.9 (73.9-87.8)
Ultrasound measurements of plantar fascia thickness (mm)
  CG 0.6 ± 0.1 (0.3-0.8) 0.6 ± 0.1 (0.3-0.8) 0.7 ± .1 (0.3-0.8) 0.7 ± 0.1 (0.3-0.7) .03
  EG 0.6 ± 0.1 (0.3-0.8) 0.6 ± 0.1 (0.4-0.8) 0.6 ± 0.1 (0.3-0.7) 0.6 ± 0.1 (0.3-0.8)
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evidence for the efficacy of low-level laser therapy and 
phonophoresis with ketoprofen gel, and conflicting evi-
dence for electrotherapy with 0.4% dexamethasone or 5% 
acetic acid delivered via iontophoresis, acupuncture, or trig-
ger point dry needling.5,7,24,28 The Cochrane Review con-
cluded that there is low quality evidence for short-term pain 
relief following corticosteroid injection (CI) with placebo 
or no treatment.12

A recent review by Tsikopoulos et al36 reported that 
micronized dehydrated human amniotic/chorionic mem-
brane (mDHACM) is the best injection option in the short 
term, and botulinum toxin A is the most likely to relieve 
pain intensity in the first 0 to 6 months after treatment. 
Extracorporeal shock wave therapy can be considered as a 
treatment option before operative management.17 Operative 
interventions are suggested for CPHP resistant to conserva-
tive options, but surgery can be associated with prolonged 
healing and did not prove superior to conservative 
treatment.11,13,30

To our knowledge, no clinical trial has investigated the 
effects of PNE in CPHP. Promising results have been 
reported in trials investigating PNE for chronic lateral 
elbow epicondylitis,37 patellar tendinopathy,1,2 and subacro-
mial pain syndrome,6 but further evidence is needed. As 
plantar fasciopathy is the most common cause of CPHP, and 
its pathology may be similar to tendinopathy, the applica-
tion of PNE may be effective. Iborra-Marcos et al published 
a retrospective study comparing the effectiveness of corti-
costeroid injection (CI) versus percutaneous electrolysis for 
the treatment of plantar fasciosis demonstrating that both 
techniques were effective, providing excellent visual ana-
log scale pain and Foot and Ankle Disability Index results at 
12 months.19 The exact mechanism by which PNE exerts its 
effects remains to be elucidated, but both mechanical and 
biochemical effects are currently proposed.6 In our study, 
the control group improvements in the NPRS and FAAM 
ADL subscale might be partly explained by this mechanical 
effect and by the placebo effect, but the superior results in 
the experimental group suggest the importance of the bio-
chemical effect of the electrolysis. Abat et al3 and Valera-
Garrido et al38 demonstrated that the application of 
electrolysis initiates an inflammatory response and pro-
motes wound healing in collagenase-induced tendinopathy 
and in healthy rat tendons.

Fusiform thickening of the plantar fascia is a well-estab-
lished feature of PF. CPHP patients are more than 100 times 
more likely to have abnormally thickened plantar fascia (>4 
mm) compared with asymptomatic controls.39 The present 
results of a reduction in plantar fascia thickness at 24 weeks 
are encouraging, and may be due to the hypothesized stimu-
lation of the tendon biology.38 However, our results showing 
a decrease in plantar fascia thickness of 0.3 mm from base-
line in the experimental group may not represent a true 
improvement, as the intrarater reliability of the measurement 

was not investigated in detail. One study reported 95% lim-
its of agreement of −0.7 mm to 0.5 mm.40 McMillan et al27 
concluded that changes in thickness greater than −0.7 mm 
represented true improvement. According to these criteria, 
we cannot conclude that true improvements in fascia thick-
ness were achieved in our study.

A major finding of our trial was that the clinical outcomes 
achieved with PNE treatment did not decline over time. We 
consider this a very important finding, as it indicates that 
PNE is not just a good treatment option regarding pain relief 
and improvement in functionality in the short term. PNE is 
in some way affecting plantar fascia tissue regeneration, and 
achieved even better results after 3 and 6 months of follow-
up. In contrast, other injection therapies, such as corticoste-
roids or mDHACM, have reported good results in pain relief 
and functional improvement in the short term (up to 2 
months) but not in the intermediate term (2-6 months).36

In our opinion, the current theoretical model of plantar 
fasciopathy as a degenerative process8,22 requires different 
and new therapeutic approaches aimed at the regeneration 
of tissues with poor healing potential, and our results indi-
cate that treatment with PNE is promising. In order to give 
orientation to clinicians about when to use this new therapy 
the authors recommend using it when conservative treat-
ment fails.

Strengths and Limitations

The design of this trial was rigorous, incorporating adequate 
statistical power, placebo control, and blinding of the par-
ticipants, the clinician carrying out the injections, and the 
clinician who performed the ultrasonographic measure-
ments and evaluated the test results. The implementation of 
an exercise program was also undertaken to better represent 
normal clinical practice. One potential limitation in the 
blinding of the participant and the clinician was that the 
patients can feel some pain when electrolysis is applied. 
Furthermore, only 1 clinician performed the intervention 
and only 1 clinician performed the ultrasonographic mea-
surements. These factors may limit the generalizability and 
external validity of the trial findings, and should be consid-
ered carefully. Another limitation is that we did not record 
the degree of pain felt by the patients during the interven-
tion. Both groups felt some pain, as any injection in which 
a needle is inserted into damaged tissue is painful, but it 
may have been useful to compare the degree of pain felt in 
the control and the experimental groups, as pain is a poten-
tial reason for withdrawal from treatment. However, none 
of our patients withdrew from the study because of pain. It 
is also necessary to consider the associated placebo effect, 
which is related to the device itself but also to the interven-
tion and the physician. The pure treatment effect is not  
distinguishable from this placebo effect, so both are clini-
cally used together.17,34 The small sample size and lack of 
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generalizability to other populations are other limitations 
that must be considered.

Conclusions

Ultrasound-guided PNE was safe and effective for CPHP in 
the short term (0-3 months), and was even better at the 
intermediate term (3-6 months), achieving better results 
than placebo in pain relief and improvement in functional 
disability. These findings are relevant for clinical practice, 
as clinicians may consider using this new treatment in 
CPHP patients. We cannot conclude that true improvements 
in fascia thickness were achieved in our study.

Acknowledgments

We thank Kelly Zammit, BVSc, from Edanz Group (www.edan-
zediting.com/ac), for editing a draft of this manuscript.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest 
with respect to the research, authorship, and/or publication of this 
article: Álvaro Fernández-Rolle, MSc, and Sebastián Truyols-
Domínguez, PhD, report personal fees from IONCLINICS, out-
side the submitted work. ICMJE forms for all authors are available 
online.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: 
Universidad Camilo Jose Cela.

ORCID iDs

Tomás Fernández-Rodríguez, PhD  https://orcid.org/0000- 
0002-4271-2415
Jose Casaña-Granell, PhD  https://orcid.org/0000-0003-4391- 
960X
Jose C. Benítez-Martínez, PhD  https://orcid.org/0000-0002- 
5118-0668

References

	 1.	 Abat F, Diesel W-J, Gelber P-E, Polidori F, Monllau J-
C, Sanchez-Ibañez J-M. Effectiveness of the Intratissue 
Percutaneous Electrolysis (EPI®) technique and isoinertial 
eccentric exercise in the treatment of patellar tendinopa-
thy at two years follow-up. Muscles Ligaments Tendons J. 
2014;4(2):188-193.

	 2.	 Abat F, Gelber PE, Polidori F, Monllau JC, Sanchez-Ibañez 
JM. Clinical results after ultrasound-guided intratissue percu-
taneous electrolysis (EPI®) and eccentric exercise in the treat-
ment of patellar tendinopathy. Knee Surg Sports Traumatol 
Arthrosc Off J ESSKA. 2015;23(4):1046-1052.

	 3.	 Abat F, Valles SL, Gelber PE, et al. Mecanismos molecula-
res de reparación mediante la técnica Electrólisis Percutánea 
Intratisular en la tendinosis rotuliana. Rev Esp Cir Ortopédica 
Traumatol. 2014;58(4):201-205.

	 4.	 Agyekum EK, Ma K. Heel pain: a systematic review. Chin J 
Traumatol Zhonghua Chuang Shang Za Zhi. 2015;18(3):164-
169.

	 5.	 Aless Bistolfi R, Zanovello J, et al. Conservative treatment of 
plantar fasciitis and posterior heel pain: a review. Int J Phys 
Med Rehabil. 2016;4(6):1-6.

	 6.	 Arias-Buría JL, Truyols-Domínguez S, Valero-Alcaide R, 
Salom-Moreno J, Atín-Arratibel MA, Fernández-de-Las-
Peñas C. Ultrasound-guided percutaneous electrolysis and 
eccentric exercises for subacromial pain syndrome: a ran-
domized clinical trial. Evid-Based Complement Altern Med 
ECAM. 2015;2015:315219.

	 7.	 Berbrayer D, Fredericson M. Update on evidence-based treat-
ments for plantar fasciopathy. PM R. 2014;6(2):159-169.

	 8.	 Buchbinder R. Plantar fasciitis. N Engl J Med. 2004;350(21): 
2159-2166.

	 9.	 Chen Z, Li Y, Zhang X, et al. Sham electroacupuncture meth-
ods in randomized controlled trials. Sci Rep. 2017;7:40837.

	10.	 Coughlin MJ, Mann RA, Saltzman CL, eds. Surgery of the 
Foot and Ankle. 8th ed. Philadelphia, PA: Mosby; 2007.

	11.	 Crawford F, Thomson C. Interventions for treating plantar 
heel pain. Cochrane Database Syst Rev. 2003;3:CD000416.

	12.	 David JA, Sankarapandian V, Christopher PR, Chatterjee 
A, Macaden AS. Injected corticosteroids for treating plan-
tar heel pain in adults. Cochrane Database Syst Rev. 
2017;6:CD009348.

	13.	 Davies MS, Weiss GA, Saxby TS. Plantar fasciitis: 
how successful is surgical intervention? Foot Ankle Int. 
1999;20(12):803-807.

	14.	 Dunn JE, Link CL, Felson DT, Crincoli MG, Keysor JJ, 
McKinlay JB. Prevalence of foot and ankle conditions 
in a multiethnic community sample of older adults. Am J 
Epidemiol. 2004;159(5):491-498.

	15.	 Farrar JT, Portenoy RK, Berlin JA, Kinman JL, Strom BL. 
Defining the clinically important difference in pain outcome 
measures. Pain. 2000;88(3):287-294.

	16.	 Farrar JT, Young JP, LaMoreaux L, Werth JL, Poole RM. 
Clinical importance of changes in chronic pain intensity 
measured on an 11-point numerical pain rating scale. Pain. 
2001;94(2):149-158.

	17.	 Gerdesmeyer L, Frey C, Vester J, et al. Radial extracorporeal 
shock wave therapy is safe and effective in the treatment of 
chronic recalcitrant plantar fasciitis: results of a confirma-
tory randomized placebo-controlled multicenter study. Am J 
Sports Med. 2008;36(11):2100-2109.

	18.	 Hill CL, Gill TK, Menz HB, Taylor AW. Prevalence and cor-
relates of foot pain in a population-based study: the North 
West Adelaide health study. J Foot Ankle Res. 2008;1:2.

	19.	 Iborra-Marcos Á, Ramos-Álvarez JJ, Rodriguez-Fabián G, 
et al. Intratissue percutaneous electrolysis vs corticosteroid 
infiltration for the treatment of plantar fasciosis. Foot Ankle 
Int. February 2018:1071100718754421.

	20.	 Landorf KB, Menz HB. Plantar heel pain and fasciitis. BMJ 
Clin Evid. 2008;2008.

	21.	 van Leeuwen KDB, Rogers J, Winzenberg T, van Middelkoop 
M. Higher body mass index is associated with plantar 
fasciopathy/“plantar fasciitis”: systematic review and meta-
analysis of various clinical and imaging risk factors. Br J 
Sports Med. 2016;50(16):972-981.

www.edanzediting.com/ac
www.edanzediting.com/ac
https://orcid.org/0000-0002-4271-2415
https://orcid.org/0000-0002-4271-2415
https://orcid.org/0000-0003-4391-960X
https://orcid.org/0000-0003-4391-960X
https://orcid.org/0000-0002-5118-0668
https://orcid.org/0000-0002-5118-0668


8	 Foot & Ankle International 00(0)

	22.	 Lemont H, Ammirati KM, Usen N. Plantar fasciitis: a degen-
erative process (fasciosis) without inflammation. J Am 
Podiatr Med Assoc. 2003;93(3):234-237.

	23.	 Mahowald S, Legge BS, Grady JF. The correlation between 
plantar fascia thickness and symptoms of plantar fasciitis. J 
Am Podiatr Med Assoc. 2011;101(5):385-389.

	24.	 Martin RL, Davenport TE, Reischl SF, et al. Heel pain-
plantar fasciitis: revision 2014. J Orthop Sports Phys Ther. 
2014;44(11):A1-A33.

	25.	 Martin RL, Irrgang JJ, Burdett RG, Conti SF, Van Swearingen 
JM. Evidence of validity for the Foot and Ankle Ability 
Measure (FAAM). Foot Ankle Int. 2005;26(11):968-983.

	26.	 McMillan AM, Landorf KB, Barrett JT, Menz HB, Bird AR. 
Diagnostic imaging for chronic plantar heel pain: a systematic 
review and meta-analysis. J Foot Ankle Res. 2009;2:32.

	27.	 McMillan AM, Landorf KB, Gilheany MF, Bird AR, Morrow AD, 
Menz HB. Ultrasound guided corticosteroid injection for plantar 
fasciitis: randomised controlled trial. BMJ. 2012;344:e3260.

	28.	 McNeill W, Silvester M. Plantar heel pain. J Bodyw Mov 
Ther. 2017;21(1):205-211.

	29.	 Orchard J. Plantar fasciitis. BMJ. 2012;345:e6603.
	30.	 Othman AMA, Ragab EM. Endoscopic plantar fasciotomy 

versus extracorporeal shock wave therapy for treatment 
of chronic plantar fasciitis. Arch Orthop Trauma Surg. 
2010;130(11):1343-1347.

	31.	 Rathleff MS, Thorborg K. “Load me up, Scotty”: mechano-
therapy for plantar fasciopathy (formerly known as plantar fas-
ciitis). Br J Sports Med. January 2015:bjsports-2014-094562.

	32.	 Riel H, Cotchett M, Delahunt E, et al. Is “plantar heel pain” a 
more appropriate term than “plantar fasciitis”? Time to move 
on. Br J Sports Med. February 2017:bjsports-2017-097519.

	33.	 Salaffi F, Stancati A, Silvestri CA, Ciapetti A, Grassi W. 
Minimal clinically important changes in chronic musculo-
skeletal pain intensity measured on a numerical rating scale. 
Eur J Pain Lond Engl. 2004;8(4):283-291.

	34.	 Tjomsland O, Ekeberg Ø, Saatvedt K. Placebo effect in 
research related to surgery and technical procedures [in 
Norwegian]. Tidsskr Den Nor Laegeforening Tidsskr Prakt 
Med Ny Raekke. 2001;121(19):2290-2293.

	35.	 Tong KB, Furia J. Economic burden of plantar fasciitis treat-
ment in the United States. Am J Orthop Belle Mead NJ. 
2010;39(5):227-231.

	36.	 Tsikopoulos K, Vasiliadis HS, Mavridis D. Injection thera-
pies for plantar fasciopathy (“plantar fasciitis”): a systematic 
review and network meta-analysis of 22 randomised con-
trolled trials. Br J Sports Med. 2016;50(22):1367-1375.

	37.	 Valera-Garrido F, Minaya-Muñoz F, Medina-Mirapeix 
F. Ultrasound-guided percutaneous needle electrolysis in 
chronic lateral epicondylitis: short-term and long-term results. 
Acupunct Med. 2014;32(6):446-454.

	38.	 Valera-Garrido F, Minaya-Muñoz F, Sánchez-Ibáñez JM, et 
al. Comparison of the acute inflammatory response and pro-
liferation of dry needling and electrolysis percutaneous intra-
tissue (epi) in healthy rat Achilles tendons. Br J Sports Med. 
2013;47(9):e2-e2.

	39.	 Waclawski ER, Beach J, Milne A, Yacyshyn E, Dryden DM. 
Systematic review: plantar fasciitis and prolonged weight 
bearing. Occup Med Oxf Engl. 2015;65(2):97-106.

	40.	 Wearing SC, Smeathers JE, Yates B, Sullivan PM, Urry 
SR, Dubois P. Sagittal movement of the medial longitudinal 
arch is unchanged in plantar fasciitis. Med Sci Sports Exerc. 
2004;36(10):1761-1767.


