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% Table 38.11 The four stages of a peritalar release that might be required
S for the correction of a severe clubfoot deformity
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Site Structures requiring lengthening or release

Posterior Tendo Achilles
Ankle and subtalar joints
Calcaneofibular ligament
Posterior elements of the peroneal tendon sheaths

Abductor hallucis
Tibialis posterior

Talonavicular joint
Toe tlexors

Lateral Calcaneocuboid joint

Plantar Plantar ligaments
Plantar fascia

Protect Neurovascular bundle
Talocalcaneal interosseous ligament (if possible)
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ABSTRACT

Background: Neglected idiopathic clubfoot deformities, and severe recurrent deformity after previous
surgery presents technical difficulties for correction and challenges for surgeons to achieve primary skin
closure.

Methods: Between 2000 and 2006, 18 children (30 feet), had complete subtalar release (CSTR) for failed
previous surgery in 28 feet and severe neglected congenital talipes equinovarus (CTEV) in 2 feet followed
by cross leg fasciocutaneous flaps for reconstruction of residual defect at the ankle and foot after full
correction of the deformity.

Mean patients followed up were 4.5 years (average 2—-8 years). 23 feet were classified as Dimeglio 111
and 7 feet as Dimeglio IV.

Results: All cases achieved a plantigrade foot, better walking ability (p < 0.03), and parental satisfaction
with the result (p < 0.001).

Ankle joint doriflexion increased from mean (—21.33°) preoperatively to (12.5%) postoperatively. All
cases showed postoperative improvement in their radiographic findings. The mean preoperative
talocalcaneal angle increased from (15.7° to 30.03°). The talo-first metararsal angle improved from a
preoperative mean of —16° mean of 5.53° postoperatively. At the final follow-up cosmetically acceptable
plantigrade foot was achieved in all feet. Four legs (14.28%) developed hypertrophic scars at the donar
flap site. One patient developed 1.5 cm marginal necrosis of the flap, which did heal after debridement by
secondary intention. None of the feet had recurrence at the final follow up. Despite the enormous
improvement clinically and radiologically, their was no statistical significant difference between
preoperative and postoperative radiological angles (p = 0.069).

The number of previous surgical interventions had no influence on the outcome. All the previously
treated feet had inadequate release of important tethered soft tissue.

Conclusion: This is indicative of the enormous value of complete subtalar release combined with cross
leg fasciocutaneous flap without the need for bony intervention in previously operated failed feet or
neglected deformities.
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Original Article

Butler’'s procedure for
congenital varus 5th toe:
evaluation with long-term
follow-up

Freih Odeh AbuHassan, Akram Shannak and Frank McManus

Butler’'s procedure has been advocated for the correction of congenital varus (over-riding) 5th
toe deformity since 1968. We reviewed 48 procedures in 36 healthy children and young
adolescents. The patients were followed for 1-16 years, and the results have been good to
excellent in 93.75% of the patients. There was no statistically significant effect of the age

on the results of this technique (P= 0.6550), thus it can be performed at any age group and
remains the gold standard technique. © 2001 Harcourt Publishers Ltd

The Foot (2001) 11, 132-135
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V-Y arthroplasty for congenital overriding fifth toe:
a retrospective study of 34 operations
between 1986 and 2000

F.O. ABU HASSAN,* A. SHANNAK* AND M. STEPHENSTY
*Jordan University Hospital, Amman, Jordan and 1Children’s Hospital, Dublin, Ireland

Summary

A total of 32 children and adolescents who had undergone V-Y
arthroplasty for the correction of overriding fifth toe by multiple
surgeons was reviewed retrospectively. Bilateral operations were
performed on six patients, giving a total of 38 operations. Patients
were followed for 1-13 years (average 8.07 years). A total of 12
patients (15 feet) were clinically examined. The remaining 16 patients
(19 feet) completed the assessment sheet by mail. Excellent results
were obtained in 7 feet, good results in 16 feet and poor results in 11
feet. All the poor results related to the age at the time of surgery

(P = 0.0047). A total of 37% of the patients were not satisfied with the
results of the operation. With a third of the patients having a poor
result, serious consideration should be made in recommending this
form of surgery, especially in adolescent children.
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Above ankle tourniquets in young and adolescent
children foot surgery
Freih Odeh Abu Hassan

Department af Orthopedics Surgery, Jordan University Hospital, PO. Box 73, Jubaiha 11941, Jovdan
Fecetved 29 April 2002 ; accepted 6 August 2002

Abstract

We undertook a prospective study of 53 consecutive foot surgery under general anesthesia in young and adolescent children over a
4 5-year period to assess the safety and efficacy of above ankle tourniquet in the surgery of certain pediatric foot disorders. The average
age was 8.4 (1-14) years. The tourmiquet pressure used ranged from 200225 mmHg (average 217.92 mmHg). The average duration
of tourmiquet 1schemia was 39.7 mun (6—73 muin). There were no post-operative complications noted with ankle cuffs. No patient has
neurological complications. The above ankle tourniquet was a safe and effective means in providing a bloodless field for foot surgery in
children, and provides a suitable alternative to the routine use of a thigh tourniquet in children.
© 2003 Elsevier Science Ltd. All rights reserved.







