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HISTOR

16 y/o Hispanic male was referred to our service complaining of a painful right foot and inability to walk or stand for a prolonged period
of time. Initial ankle injury was misdiagnosed as a lateral ankle sprain. Conservative treatment measures and surgical intervention did
not improve patient’s symptoms.

Orthopedic Evaluation:

* Collapsed medial arch with hyperkeratotic
callus formation.
* Dorsal contracture of digits 1-5.
* 18 degrees of rearfoot valgus.
* 40 degrees of forefoot abduction.
* (-) 5 degrees ankle dorsiflexio
* (+)15 degrees ankle plantarflexion.
* Absence of subtalar joint ROM. Figure 1. Figure 4.

* Non-reducible, painful midtarsal joint ROM Nmefthe halo sign, indicative of the subtalar joint
autofusion.

“Rockerbottom” appearance of the foot.

Radiographic findings:
Figure 2. Figure 3.
Note the lateral Draw lines here.
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Complete obliteration of subtalar joint. (lat) | i medial talar bulge.
Ankle and taloavicular joints exhibit degenerative

changes. (lat)

Ankle joint orientation appears within normal limits. (lat)

SURGICAL PROCEDURE:
* With regards to the patient’s age and overall condition, the procedural goals were to preserve the ankle joint and provide a stable,
plantigrade foot.

* A "V" osteotomy was performed to allow simultaneous correction of deformities in all three cardinal planes.

Figure 5.
Opening wedge osteotomy to “lengthen” the lateral
column and plantarflex the forefoot.

Figure 6.
“V" osteotomy.

EXTERNAL FIXATOR DEVICE TECHNIQUE:
* Initial compression of osteotomy sites to promote osteogenesis
prior to distraction.

* Compression along medial column to maintain ‘hinge’.

* Distraction along the lateral column to promote callus formation
and lengthen the lateral column.

* Distraction of the calcaneal osteotomy to promote callus formation
and correct hindfoot valgus.

* Compression/dorsiflexion of the forefoot on the midfoot to correct
saggital plane deformity.

* Continual ankle joint distraction to preserve joint space and prevent
adhesions and/or contractures.

* External fixator was placed on 10/31/02 and removed 2/26/03
(17 weeks total).

* Rate of distraction, 1 mm/day. (Adults, % mm/day)

CONCLUSION:

Figure 7.

*Note the placement of forefoot components
to plantarflex the forefoot.

*Note the hinge to allow for frontal plane
correction of the hindfoot deformity.

Figure 9. and Figure 10.

Figure 8.
Note the placement of distraction device
along the lateral column.

Note the initial “crooked” orientation and the final “straight” orientation

of the fixator with respect to the foot.

* A stable, plantigrade foot was achieved and preservation of the ankle joint was accomplished.
* Internal fixation was placed percutaneously to maintain stability and alignment as well as prevent callus malformation.

Figure 11.
Percutaneous placement of two 7.3 diameter cannulated
hip screws.

Figure 13.

Figure 12.

Figure 14.




