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P12 Advice Concerning Corrective Flatfoot Surgery
(Tibialis Posterior Dysfunction Syndrome & Collapsi ng Pes Valgo Planus Deformity)

Warning: These information sheets show graphic pict ures of
surgical procedures

Repair of Tibialis Posterior Tendon (TPT)

Tibialis Posterior Dysfunction Syndrome is graded in severity from stage I-1V. Patients requiring surgery
will have reached at least stage Il in this progressive collapsing of the arch of the foot, with weakness
and chronic pain. There is not always an obvious reason for the problem; however, trauma such as a
road traffic accident is one example, as is an acquired flatfoot deformity for a long period, or a
chronically shortened Achilles tendon/calf muscle (equinus contracture). From stage Il onwards the foot
will have changed shape and will therefore require reconstruction of the architecture and arch to repair
and reverse the collapse and deformation from progressing further. The main muscle and tendon for
maintaining a stable and healthy arch during weight-bearing activities is the tibialis posterior tendon
inserting mainly into the navicular bone. Initially the lining surrounding the tendon becomes inflamed
(tenosynovitis); after this the tendon attenuates; degenerates and thickens with small tears in the
substance of the tendon (tendinosis). In simple terms it becomes stretched and weak. The tears can
become very long and end stage Tibialis Posterior Dysfunction Syndrome frequently leads to complete
rupture if left untreated. During this process other structures in the arch, such as ligaments, also
become weaker and stretch, and these will all need to be repaired and tightened as well as the tendon.
Other tendons close to the tibialis posterior tendon are often transferred and used to augment the
weakened tendon; such as the flexor digitorum longus or tibialis anterior tendon (see diagram below).
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Lateral Calcaneal Osteotomy (Evans procedure)

The Evans procedure is undertaken by using a bone graft inserted into the heel bone to help
correct the collapsed arch in the hindfoot and midfoot joints and the turned-out foot. The Evans
procedure can be undertaken using allogenic bone from a bone bank; i.e. bone harvested from
a human donor. More commonly now, we use your own (autogenic ) bone, taken from the back
of the calcaneus [the Calcaneus is the medical name for the heel bone] and transplanted into
the outside. The graft is held in position under natural compression and with two bone pins,
which will need to be removed 9-12 months following surgery. Studies show that both graft
types are equally successful although autogenic grafting carries a potential risk of fracturing the
heel bone. There is also some risk of permanent loss of sensation along the outside (little-toe
side) of the foot although it will not affect your balance or function. Occasionally, patients suffer
pain in the joint next to the graft (calcaneocuboid joint) due to compression. This can usually be
settled by cortisone injections; however, some patients require a fusion of the joint and further
grafting to alleviate the pain. This procedure is excellent for re-aligning the large joints in the
hindfoot and midfoot and plays a major role in reconstructive flatfoot surgery.
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Medial Displacement Calcaneal Osteotomy (MDCO)

The MDCO procedure can be used in conjunction with the Evans, or in place of the Evans if it is
not in the patient’s best interests. It tends to be used more when the heel is in a turned out
(valgus) position. The procedure works by bringing the heel bone back under the leg to re-
distribute the centre of gravity through the heel bone rather down the inside of the heel when the
heel is in a valgus attitude. See below.

X-Rays Showing Medial Displacement Calcaneal Osteotomy (MDCO)
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Fusion of Joints in the Midfoot or Hindfoot

This is undertaken when there is severe collapsing of the foot, as seen below; and/or when there
is significant osteoarthritic disease (wear and tear) in the joints of the arch or hindfoot.
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For arthrodesis or fusion procedures, a section of each side of the joint is removed and the two
sides are then fixed together to provide stability, realignment and pain-relief. One, two or more
joints may be fused depending on the level and severity of symptoms and deformity. The bones
are generally fixed together using screws and plates and these are often removed around 9-12
months following surgery, once the swelling has settled down and the joints have successfully
fused or arthrodesed. These procedures are considered “destructive” rather than
“reconstructive” because the joint itself is removed. They are therefore reserved for corrections
where reconstructive surgery will not suffice, and in especially heavy patients.

Hindfoot and midfoot X-rays:

Slide to show the range of fusion (arthrodesis) sur geries undertaken in foot surgery

Complications of this surgery include stiffness in the foot, and the fixation may need to be
removed if it works loose. Fusion of the bones occurs 2-3 months following surgery, but there is
a 7% risk of non-healing, which increases to nearly 20% if you smoke.



Achilles Tendon Lengthening

Undoubtedly the quickest procedure undertaken as part of the sequential flatfoot correction, only
taking a couple of minutes to do. However, it is the most important procedure for restoring
normal ankle-joint motion. This then reduces stress on the previously collapsed joints in the
arch that have been corrected by the tendon repair/Evans/MDCO & or joint fusion.

Chronic flatfoot deformity nearly always leads to calf-muscle shortening or inflexibility,
sometimes called ankle equinus contracture. In simple terms, shortening of the calf-muscle
prevents normal ankle joint motion or upwards movement, known as dorsiflexion or —
confusingly- ankle joint extension. The effect is to force the joints in the midfoot to over-
compensate, causing structural collapse of the arch. 3 small nicks are made in the tendon
which then lengthens by sliding the fibres, a unique property of tendon.




Flatfoot Surgery: risks and potential complications

Occasionally, post-operative complications do occline following problems anenlikely, butpossible

Infection (approx 2% risk; smaller risk of bone inf ection that would require hospitalization).
Continued post-operative pain (chronic pain syndrom e): rare, but requires specialist
treatment.

Pain in the joint next to the graft (calcaneo-cubio  d joint). May require injection and or fusion
Swelling is normal; however it may take up to 12 mo  nths to reduce. Occasionally some
swelling may remain.

Joint stiffness: more common when osteoarthritis is present. Physiotherapy is sometimes
helpful. Note: with fusion procedures, all movemen t in the fused joint will be lost.

Thickened painful scar and / or area of numbness do  wn side of the foot; may improve over
12-month period. Scars can be surgically revised.

Deep Vein Thrombosis (DVT or vein clot); occurs in around 0.3% patients, requiring specialist
outpatient treatment.

Failure of bone graft to take in its new position ( may require further surgery).

Failure of bones to unite in fusion / arthrodesis p rocedure (7% patients); where pain remains,
further surgery may prove necessary. Note: the risk of failed fusion increases to nearly 20%
with smoking.

Achilles tendon (heel-cord) lengthening will leave the calf-muscle weak for a period of
months following surgery, although we have not foun d this to be a permanent problem.
Some patients may have thickening of the heel-cord and occasionally develop tendonitis,
which usually resolves with time and physiotherapy treatment.

Some patients may still need to wear a foot support (orthosis) following surgery.

Internal fixation such as screws, pins and platesa  re often removed around a year after
surgery. If they work loose sooner (migration), th ey will have to be removed by a small
operation. This will not affect the outcome of you r surgery as long as the bones have healed.

Recurrence or failure of surgery: there isno abso  lute guarantee that your surgery will be a
success. Usually we talk in terms of percentage im  provement. The problem/s that you have
means your foot is no longer normal. It is certain ly not normal to have surgery and therefore

your foot cannot ever be completely normal again. Your Consultant has performed over 8000
foot and ankle procedures, and it is our hope that these experiences and skills will help to rectify
your current foot problems. Occasionally, patients do not do well from surgery, for a variety of

reasons, often outside of the control of the surgeo n or the patient. Very rarely a patient may be
left worse off after surgery; although this is extr emely uncommon. In these cases further
(revision) surgery may prove necessatry.

Please bring this slip with you, pre-signed on the day of your procedure.

Declaration: | have read and understood all the information inthis leaflet (P12)
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