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Following Minimally Invasive Dorsal
Cheilectomy for Hallux Rigidus

Dear Editor:

We read carefully and with great interest both studies
“Dorsal Cheilectomy of the First Metatarsal: A Cadaveric
Study” by Teoh et al® and “Clinical Outcomes Following
Minimally Invasive Dorsal Cheilectomy for Hallux
Rigidus” by Teoh et al.” They performed 2 interesting stud-
ies based on cadaveric and clinical results regarding the
minimally invasive dorsal cheilectomy (MIDC) for the
treatment of hallux rigidus. The authors made a great contri-
bution to a subject that was almost unpublished and will be
useful for the creation of new studies. However, we have
some considerations to make.

Regarding the clinical paper,’ the authors mentioned that
it was imperative to avoid injury to the dorsomedial cutane-
ous nerve (DMCN) of the hallux when doing an MIDC.
They marked this nerve on patients if palpable before plac-
ing the incision.” Although this procedure may be efficient
in some patients, alternative methods may be used in those
where it is not possible to mark them. Some of them may be
related to studies that have measured the distance between
minimally invasive surgery (MIS) portals and anatomical
structures.>*** Thus, surgeons can more accurately assess
the risk of injury, especially in small neurologic structures.

The authors correctly described the complications of the
technique in both studies.®’ In the cadaveric one, dissection
of the specimens revealed that the DMCN was completely
sectioned in two specimens (15%). Also, the extensor hal-
lucis longus tendons were intact, although in one specimen
the tendon showed some fraying on the underside (esti-
mated to be 15%).° We think the methodology and therefore
the conclusions of the study are not entirely correct, and we
have some comments to make on this:

1. One of the most important issues in MIS is to per-
form an only-skin incision and then a blunt dissec-
tion straight to the bone, to avoid nerve injuries.
This is not explained in the study. We think that a
correct technique was not performed, which could
explain the high index of iatrogenic nerve lesion.

2. It is stated that they do not know whether the cut of
the nerve was produced by the blade or by the burr.
We think this is a serious mistake, as anyone using
burrs knows that these instruments are designed to
stop progression when they are in contact with soft
tissues, as explained by the manufacturers and also
explained in some studies.’ Burrs work in the same
manner that an oscillating saw for cast removal does
(cutting the cast but not the skin of the patient).
Burrs cut or abrade the bone, but do not section soft-
tissues (otherwise, MIS would be impossible to per-
form with these instruments).

3. During anatomical dissection, they opened a window
and dissection was performed from distal to proximal
to find the nerve. In our opinion, this is an incorrect
dissection technique for neurological or vascular
structures, as it is very easy to inadvertently cut them.
When dissecting neurovascular structures, dissection
has to be advanced from proximal to distal to avoid
disrupting structures. We think this might be the rea-
son why two nerves were found injured, and therefore
this is unrelated to the surgical technique but a direct
consequence of an incorrect dissection technique.

When observing the clinic study, the authors mentioned
that two patients (2%) had transient nerve paresthesia and
another two (2%) patients had permanent hypoesthesia in
the DMCN distribution.” Although the incidence of this
clinical complication is low, neuropathic sequelae can
greatly alter the quality of life of patients. In both studies,®’
the authors omitted to mention or did not take into account
the position of the metatarsophalangeal joint when perform-
ing the MIDC (It seems neutral or 0 degrees on study). This
represents a risk factor for damage of dorsal anatomical
structures. Some studies mention that joint position greatly
influences position of the nerves, increasing the working
space area and reducing the risk of complications."® It
seems quite reasonable that this concept could be trans-
ferred when performing an MIDC with the aggravating
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circumstance that the working space area is considerably
reduced by the condition itself (Dorsal osteophyte).

We believe passive dorsiflexion—when doing dorsal
capsular release in MIDC—may prevent complications
when doing minimally invasive hallux rigidus operative
approaches. A possible solution for this topic could be to
perform a study to describe the best position for this proce-
dure, both for safety and feasibility.

Finally, we would like to point out that our reason to
write this letter was to call attention to the fact that extreme
care needs to be taken when new techniques like minimally
invasive or percutaneous procedures are being assessed.
Biased results or incorrect conclusions, sometimes due to
incorrect methodologies, may discourage young surgeons
to start performing such techniques, which ultimately make
evolution difficult and prevent patients from benefiting
from the most advanced surgical techniques.
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