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Evaluation of ponseti method in treatment of congenital
idiopathic clubfoot
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Abstract ‘ '

Idiopathic congenital talipes equinovarus is the most common deformity of the foot.
we report our initial experience in using ponseti method for conservative treatment of club foot .we
studied 42 patients with 62 club feet from July 2002-to-december 2006-in orthopaedic clinic in Al-
Hilla teaching hospital and in private clinic, age from 1% day to 10 months ,by serial correction and
casting (2-8 times, for 7-10 days in each times).tendoachilles tenotomy is used in 6 cases only(with
local or general anesthesia),with follow up after treatment for one year, four patients(6feet were lost
from follow up) . we achieve 82% success rate, failure of correction is mainly related to poor
compliance of the patients to the cast , late presentation of the patient to the orthopaedic clinic, and the
severity of deformity is the third cause. Complications are only 5 cases including, fore foot swelling,
cast dippage and skin necrosis, all complications are treated. We think that ponseti method is a safe
and effective treatment for congenital idiopathic club foot and decreases the need for extensive surgical

correction.
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| ntr oduction:

diopathic congenital talipes
equinovarus is a  complex
deformity that is difficult to correct

(1’2°3'4) .t is one of the most
common congenital deformities. The
ratio of the male to female is 3:1, and
40% of cases are bilatera (5).

The incidence of club foot in
Caucasan newborns worldwide is
approximately one in 1000 hirths, in
USA is one in 500 births .Club foot is
less common in Japanese and more
common in African blacks(6).

Precise cause of idiopathic club foot is
unknown, it seems to be a
developmental defect during the
second trimester of pregnancy, with
prenatal ultrasonography, the earliest
that club foot is at 12weeks gestation.
Club foot can be transmitted
geneticaly (577).

The goal of treatment is to correct al
components of the deformity so that
the patient has a pain free, plantigrade
foot with good mobility, without
caluses, and without the need to wear
special modified shoes.

M aterial and method:

We reviewed the records of 42 patients
with 62 congenital idiopathic clubfeet
treated by conservative treatment using
Ponseti method from July 2002- to
December 2006, in orthopaedic clinic
in a-Hilla teaching hospital and in
private clinic, four patients( 6feet)
were lost from follow up.

Ponseti method in treatment of club
foot ;(4)

The guidelines for treatment

following:

as
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1-All components of deformity are
corrected simultaneously not in
sequence, except for equinus, which

should be corrected last.
2-The cavus which results from
pronation of the fore foot in

relation to the hind foot, is together
corrected with the adduction
by supination and abduction of the fore
foot in proper alignment with
hind foot.

3-With the longitudinal arch of the foot
well molded and the fore foot in
some supination, the entire foot can be
abducted gently and gradually
under the talus, which is secured
against the lateral aspect of the
head of talus.

4-Hedl varus will correct when the
entire foot is fully abducted under
the talus, the hedl is never touched.

5-Correction of equinus by
dorsflexing the foot by smple
percutaneous tendoachilles tenotomy
under local or generd anesthesia.

Manipulation as described by ponseti
(2):

The thumb is postioned over the
lateral aspect of the talus, and the
index finger is positioned behind the
lateral malleolus, no counter pressure
should be  applied a the
calcaneocuboid joint. The cavus and
the adduction are corrected by dlight
supination and abduction of the
forefoot, the forefoot is never pronated.

To maintain correction, a plaster cast is
applied in 2 sections, the first extends
from the toes to below knee, and
second(if need) covers the knee and
thigh, knee at right angle, abduction of
the foot is increased progressively with
each manipulation and plaster cast
application until hypercorrection. After
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correction, a maintenance braces are
used for one year.

Results;

We have treated 42 patients with 62
idiopathic club feet deformities (20
patients are bilateral) using ponseti
method of management.28 patients (41
feet) were made and 14
patients(21feet) were female (figure-1)
Al patients are below the age of 10
months ( from first day -to 10
months)with mean of 2months.the
numbers of casts range from 2-8 with
average of 5,we kept the patient in cast
for 7-10 days in each time .patients had
primarily below knee casts( 48
feet,85.7%) and (8 feet,14.3%) both

casts.percutaneous tendoachilles
tenotomy is used in_6 cases only.

We achieve full correction in 46
feet(82.1%) and failure in7 patient,10
feet(17.9%), 3 patients(5 feet) of them
are of sever type of deformity, al 7
cases are after the age of 7 months at
time of presentation, and al these
cases are treated by surgical correction.

.5 feet (8.9%) had cast complications
including swelling of fore
foot(2cases),dippage of the
cast(2cases) and skin necrosis ,anterior
to latera malleolus(1case)(fegure-2-
),al these 5 cases with complications
are trested and correction were
achieved successfully.

below then above knee
patients Unilat. Bilat. feet
male 28 15 13 41
female 14 7 7 21
total 42 22 20 62

Figure-1- male and female incidence.

complications swelling Pop. slippage Skin necrosis

No. of cases 2

Figure-2- complications.

Discussion;

In This study we demonstrates that
male to female ratio about 2/1 which
is differ from that of other studies
(20) ,but its similar in bilaterality (10).

2
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1

With the use of the ponseti method,
more than_82 % of patient with
idiopathic clubfoot can be corrected
without the need for extensve
corrective surgery. while in many other
studies success rate between 92%-
979%(2,12,13,14,15) We think that this
discrepancy in the results of our
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treatment is attributable primarily to
poor compliance of the patients (and
their parents) to the casting and
bracing(1,11,16,17,18, ) .specidly
when casting become more frequent
(more than5 times).The second
possible cause of the low success rate
isrelated to the late presentation of the
child to the orthopaedic clinic and this
related to poor health education of the
families in developing countries (most
fallure rate in older age group in our
study). Finally the complication is rare
and treatable, like most of similar
studies (12, 13, 14, 15) which means
that ponseti method in treatment of
club foot is safe and effective method
specidly if it started early and trested
in a corrected way, to reduce the need
of extensive soft tissue surgery.

CONCLUSION;

The ponseti method is a safe and

effective treatment for congenita
idiopathic club foot and radically
decreases the need

For extensive surgery, and this should
encourage al efforts to make this
method the golden standard in the
treatment of congenital idiopathic
clubfoot. Orthopedist who adopts the
ponseti method will feel rewarded by
the satisfaction of  successfully
correction of the deformity.

. Non-compliance with orthotics has
been widely reported to be the main
factor causing falure of the
technique.in addition to that, severity
of the deformty and the late
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presentation also decreases the failure
rate.
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