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Clubfoot, other

Objectives
1.  Describe the approach to treatment of the child with a clubfoot resstant to casting and/or
physiotherapy

2. Describe, in genera terms, operative approaches to the resistant clubfoot
3.  Discussfactors related to outcome of the surgicaly treated clubfoot

Discussion

A varigble percentage of infant clubfeet will not be corrected with cast and/or physiotherapy.
These children then generaly undergo some type of surgery to complete the correction. This can
range from a percutaneous heel cord lengthening to awide release of medid, posterior, and latera
gructures, with or without transfer of the anterior tibia tendon. With our inability to grade the
pathology of clubfoot preoperatively, it becomes very difficult to compare results of operative
trestment. Different authors use different criteriafor grading results. Generdly, regardless of
trestment, there is a least some residua |oss of motion and weskness after trestment for clubfoot.
The criteriaused by Laaveg and Ponseti in 1980 are most often used; these include both anatomic
and functiond factors, it is acknowledged that the functiond grade can be influenced by the
patient's gpproach to life as much as the physicd status of the foot. A find factor isthe lack of
reliability of the radiographic findingsin patients with clubfoot.

For the last 30 years, the operative procedure most often performed in North America has been the
posteromediad subtaar release. The basic procedure described by Turco has been generdly
employed, with some modifications of incison, and amount of subtalar release. Tibiotaar release
without subtalar release has been used by aminority. Recurrence rates seem to be higher for
tibiotdar release, overcorrection may be higher for subtalar release. Neither procedure employs
routine transfer of the tibidis anterior, which is a primary procedure for some. Osteotomies for
correction of fixed bony deformity is necessary in older children, who have had longstanding
uncorrection.

Results of surgica trestment fall very close to the "85% good or excellent” category for many
series. Thereasons for poor results have been the subject of much andysis. Thereis no way we
will discern technicd error (scarification of cartilage, unanticipated laceration of tendon) in
published series. Loren has noted that the degree of muscle histopathology was related to
recurrence rate, and it seems undeniable that anatomic factors may contribute to the failure of
treatment in some feet, just as anatomic factors may be responsible for the success of any one of
severd approaches to other clubfeet. The dissatisfaction of some pediatric orthopaedists with the



globa results of operdive trestment are stimulating amore critical analysis of surgica indications
and results at the present time.

Clubfoot associated with entities such as arthrogryposis or congenita congtricting bands are more
difficult to successfully trest.
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