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FOREWORD

The ISPO Consensus Conference on Poliomyelitis was held on November 1997 in Hammamet, Tunisia.

It brought together experts in the subject and representatives of all the agencies working in the field of
poliomyelitis.

Due to delays in producing the final report of this conference, it has been decided, in the meantime, lo
print the final Consensus Statements from the conference and the Syndicate Reports. The Consensus
Statements are the final conclusions of the conference and are based on all of the syndicate the plenary

discussions that took place. The syndicate tasks, reports and subsequent plenary discussions are
reported in full. | |

The Society would like to thank the Organising Committee, the participants and the Ministry of Health and
Ministry of Social Security of Tunisia for all their efforts in making this conference a success.

Norman A. Jacobs
President, ISPO
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LOWER LIMB ORTHOTIC TREATMENT IN CHRONIC POLIOMYELITIS
The following consensus is based on Syndicates 2D and 2E and the sub'sequent_plenary 'discus_sions.
Basic principles

The basic principles which should be observed when developing a lower limb orthotic prescription
include: _

o a thorough evaluation of the patient is necessary and should include the assessment of muscle
strength, joint ranges of motion and limb length;

o the evaluation should include both the spme and the upper limbs since the status of these will
influence the lower limb prescriptions. -

Impairments

The impairments which are present may be defined as:

o joint instability is defined as inability to control the position of a joint. It is generally a consequence of
muscle weakness but may also result from secondary damage to the ligaments of a joint.

o deformity is: defined as a fixed position of a joint which precludes the normally present range of
motion. It is generally secondary to mstablhty

Functional requirements

The functional requirements of orthoses to treat these impairments may be defined as to:

e correct, i.e. return an unstable joint to as close as possible to its normal neutral alignment and
thereafter either to: |

- hold the joint in its corrected position; or
- - assist or resist the motion of the joint in a specified manner;

or

e accommodate, i.e. hold a joint in a deformed alignment to prevent further deformity arising;

or

o relieve, i.e. fully or partially unioad a joint;

or

e compensate for a limb or segment length discrepancy.
Orthotic solutions

~ The orthotic design which will provide the specified functlons may utilise a number of different matenals
and manufacturing methods.

The selection of the “appropriate technology“ will depend on a number of factors, including:

the availability of matenais;
the training of available staff;,
the financial ability of the user;

the age of the user;
the social circumstances and envnronment of the user:

the patient and family acceptance.



Whatever the materials or the technology employed :t IS essentlal that the resultlng orthosus meets the
functional requirement specified. -

Lower limb orthotic prescriptions

it is possible to specify the functional requirements for each of the lower limb impairments commonly
encountered in people with poliomyelitis which, it is considered, can effectively be treated orthotically.

The approach adopted is to consider each lower limb joint in turn. Firstly identifying the type of muscle
weakness and resulting instability. Secondly, addressing the types of deformity which may be a resuit of

untreated muscle weakness.

Functional requirement
Level Impairment (orthotic solutions)
A. Foot/ankle instability due to dorsiflexor | Correct towards neutral,
weakness assist dorsiflexion and
- resist plantarflexion
Initial deformity: - | Accommodate
Equinus -
1¢) | Subsequent deformity: Accommodate
_ Clawing of toes ) | |
2a) | Instability due to plantarflexor | Comrect towards neutral,
weakness assist plantarflexion and
resist dorsifiexion
2b) | Calcaneus deformity Accommodate L
3a) | Instability due to pronator or | Correct towards neutral and
supinator weakness hold corrected position '
i
' 3b) | Varus or valgus deformit Accommodate
4 Pes planus Correct (if flexible) and
hold
_ Accommodate (if ngid) B
5 Pes cavus Accommodate
B. Knee ‘1a) | Instability due to extensor | Correcttowards neutral and
| weakness hold
1b) | Subsequent instability: Correct towards neutral and
Genu recurvatum | hold
1c) | Subsequent deformity: Accommodate '
Flexion contracture , 1f
2a) Varus or valgus mstablhty Correct towards neutral and hold
2b) | Varus or valgus deformit Accommodate
1 Instability due to extensor | No consensus
weakness
No consensus
2 Instability due to abductor | Most common orthotic treatment
| weakness - correct and hold
(Trendelenburg gait)

Correct and hold
3 | Instability due to hip rotator
imbalance resuiting in external

rotation
Partial relief

4 | Hip subluxation




D. Lower limb L ength discrepanc Compensate

NB Combined impairments
it should be_ notgd that the functional requirements for an orthosis for a user who exhibits more than one
of the specified impairments may be defined by combining the functional requirements for each individual

impairment.
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LOWER LIMB SURGERY IN CHRONIC POLIOMYELITIS

The following consensus is based on Syndicate 2C and the 5ubsequent plenary discussions..

General principles of surgery

1.

No surgery is justified in situations where reasonably sufficient pre-operative/intra-operative/ post-
operative care cannot be provided. - -

Even in situations where surgical options are justifiable issues of cost, surgical acceptability and
resource availability may need to be addressed before recommending surgery.

All treatment, including surgery, must be with the aim of enabling the patient to function to the
best level possible, in the community and thus improve the quality of his/her life, and as far as

possible, become self-sufficient.

Surgery must only be undertaken after evaluating whether the patient would :

a) have a wheelchair existence
b) become ambulant with orthoses, or
C) be able to ambulate without orthoses.

The sufgery should be tailored to achieve the level of mobility that is envisaged.

The sequence of surgical procedures should usually start with the hip, knee and then proceed to
the foot.

Aims of surgery on the lower limb

To improve function of the lower limb by:

a) overcoming the effects of muscle paralysis
b) = correcting deformities |

C) restoring joint mobility -

d) relieving pain

e) restoring limb length discrepancy.

Surgery of the hip

a) Tendon transfers around the hip are of doubtful value in restoring miuscle power.

b) 1) Soft tissue release should be undertaken if there is a flexion deformity of more than 30°
or abduction deformity of more than 15° . Isolated rotation deformities around the hip
need not be corrected. | |

ii) Anterolateral subperiostal soft tissue release from iliac wing (Soutter) is an acceptable
procedure to be done as soon as possible but it must not be overdone and, in particular,
must leave at least 5° abduction. -

i) If soft tissue correction alone is inadequate, add a subtrochanteric OSteOtomy.

C) Paralytic subluxation and dislocation in polio ought to be reduced. Under the age of 7, perform

an ilio-psoas transfer (Mustard) with femoral osteotomy if the neck is in valgus. Over the age of

7, acetabular reconstructive procedures may also be required.

d) Painful hips in older adults, are relieved by total hip replacement.

Arthrodesis may be considered in certain circumstances taking cultural and functional aspects
into account. Amputations may be considered in exceptional circumstances.



Surgery of the knee

Tendon transfers, from the hamstrings to the patella, are appropriate to improve knee extension,

a)
if the criteria for such transfers are fulfilled.

b) If knee flexion deformities are less than 30° surgery is only indicated if wedged casts and/or
traction have failed, unless x-rays reveal a bony deformity which warrants a bony correction.

If knee flexion deformities are more than 30° soft tissue releases and/or bony procedures are
necessary.

Avoid any procedure which léaves joint surface incongruity, because this will lead to longer term
problems.

For genu recurvatum, orthotic control alone is generally recommended. In skeletally mature
patients bone block procedures, using the patella or an iliac crest block fused to the anterior
upper tibia, an arthrorisis, may be performed. For valgus and varus deformities orthoses are
adequate for mild degrees of deformity. For severe valgus and varus deformities corrective
osteotomies are required.

C) instability of the knee can generally be controlled with orthoses and surgery is not indicated.

d) If pain is severe, despite an adequate orthosis, arthrodesis may then be the last resort provided
the ipsilateral hip and foot are normal. The place of arthrodesis of the knee is however
controversial.

Pain in older adults with osteoarthrosis can be relieved by a total knee replacement in certain
circumstances.

Surgery of the foot

a) Tendon transfers, for isolated tibialis anterior loss is the transfer of the extensor haliucis longus to
the first metatarsal neck (Jones). .

For foot drop, transfer of the tibialis posterior tendon is acceptable though it may only work as a
tenodesis

The transfer of peroneal tendons, for foot drop, is acceptable provided the sub-talar joint is fused.
Transfer of the tibialis anterior to the tendo Achillis, for calcaneous foot deformity is controversial.
Tenodesis of tendo Achillis to fibula for paralytic calcaneous foot deformity (Westin) will prevent
dorsiflexion.

b) Foot deformity corrections

Equinus

- lengthening of the tendo Achillis by any appropriate technique is recommended at any age
provided there is sufficient congruency of the subtalar joint

- over lengthening of the tendo Achillis is to be avoided

a residual 5-10° equinus must be retained in the presence of quadriceps paralysrs -

- a triple fusion of subtalar, talonavicular and calcaneocuboid joints (Lambrinudt) is acceptable
in skeletally mature feet if the equinus cannot be corrected by tendo Achillis lengthening.

It

Equinovarus

- soft tissue release surgery is recommended in the first instance at all ages

- in the skeletally immature foot residual hlndfoot varus may be corrected by a calcaneal

osteotomy

- in skeletally mature feet residual deformity may be corrected by a triple fusmn
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C)

d)

Equinovalgus

- tendo Achillis lengthening followed by a subtalar extra-articular fusion (Green-Grice) and a
peroneal transfer to the dorsum of the foot is an acceptable option in skeletally immature feet

- in the skeletally mature foot a triple fusion is appropriate

Calcaneus/calcaneovarus/calcaneovalgus and calcaneocavus

- in the skeletally immature foot a Westin's tenodesis is recommended for the calcaneus
- the plantar release (Steindler) is the procedure to be adopted for cavus deformity

In older children (skeletaily immature) translational osteotomy of the calcaneus is acceptable.

In the skeletally mature foot an osteotomy and/or fusion procedure is recommended.

Instability

Instability of the subtalar joint in the skeletally immature foot may be treated by a subtalar extra-
articular arthrodesis.

Pantalar fusion and ankle fusion are not recommended for instability in the skeietally immature
foot.

in the older skeletally mature child, a triple fusion is recommended.

If an orthosis is required to stabilise prbximal joints no surgery is indicated for foot instabiiity.
Pain

Triple arthrodesis may be performed for pain originating in the hind foot.

Ankle pain not responding to orthotic measures may be treated by an ankle arthrodesis.

General comments

Mild deformities, such as hip and knee contractures, are generally amenable to conservative
management, such as traction or serial plaster casts with wedging and should not therefore need surgery.

Limb length inequality

1.

Lower limb length discrepancies of less than 2 cms:

a) may be ignored, or
b) treated with a shoe raise (for patient’s preference or for comfort)

Discrepancies of between 2-5 cms may be corrected by:

a) percutaneous epiphysiodesis

b) open epipysiodesis

C) shortening of the longer limb

d) shoe raise *

e) lengthening of the shorter limb (rarely indicated).

Discrepancies of greater than 5 cms may be treated by limb lengthening by callotasis at a centre
equipped for close monitoring of the patient throughout the protracted period of limb lengthening

to monitor the problems of infection, loosening and secondary contractures. An extension
orthoprosthesis may be indicated instead of surgery.

11
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THE RELATIONSHIP BETWEEN ORTHOTIC TREATMENT AND SURGERY IN THE MANAGEMENT
OF LOWER LIMB CHRONIC POLIOMYELITIS

The following consensus is based on Syndicates 1A, 1B, 1C, 1D, 1E, 1F and 4E and the subsequent

plenary discussions.

Orthotic treatment is the preferred method of treatment in every instance unless:

1) surgery in needed to facilitate orthotic' treatment

2) the patient prefers not to use orthoses (including non-compliance)

For special cases of muscle weakness (instabil_ity) or deformity (contracture) further exemptions

apply:
3) surgery is indicated to reduce or eliminate the need for existing orthoses or footwear
4) orthotic treatment considered ineffective or impossible.

Relationship between orthotic treatment and surgery

Abduction deformity ineffective
Abduction weakness NO CONSENSUS
Adduction deformity ineffective
Flexion deformity ineffective

Extensor weakness no consensus

effective
ineffective

Rotational weakness
Rotational deformity

| Subluxation/dislocation

partially effective

soft tissue release or osteotomy

> 15° soft tissue release

> 30° soft tissue release | o
> 60° soft tissue release (Yount)

isolated not corrected
isolated not corrected
if insufficient add osteotomy

< 7 years iliopsoas transfer

possibly osteotomy if valgus

> 7 years also acetabular
bonv reconstruction may be required

Varus/valgus deformity effective

if ineffective
Varus/valgus instability effective

if effective
Extensor weakness effective

if ineffective
Genu recurvatum effective

if ineffective

< 30° effective

Flexion deformity
| | > 30° ineffective

age 6-12 years
age > 12 years

‘ age 2-6 years |
l

I

performed and
corrected by bone surgery (osteotomy)

15

corrective osteotomy

soft tissue release or corrective osteotomy
tendon transfer

bone block (arthroresis)

soft tissue release and tendon transfer

as above plus bony correction
all surgical procedures

In all age groups soft tissue releases are first
residual deformity can be




Equinus deformity
Equinovarus deformity
skeletally immature

skeletally mature

Equinovalgus
skeletally immature

skeletally mature
Calcaneous deformity
Cavus deformity

skeletally immature
skeletaily mature

Subtalar instability

skeletally immature
skeletally mature

<2cm

|2-5cm

>5¢cm
-

Limb length discrepanc

if ineffective

if ineffective

if ineffective

if ineffective

if ineffective

if ineffective

Orthosis

Orthosis '_

orthroprosthesis

‘tendo Achillis lengthening

> 12-14 years : subtalar fusion

soft tissue release at all ages

residual hindfoot varus:
calcaneal osteotomy

subtalar triple fusion

tendo Achillis lengthening
extra-articular subtalar fusion
peroneal transfer to dorsum
subtalar triple fusion

tenodesis or osteotomy

| plantar soft tissue release
| osteotomy

extra-articular subtalar fusion
subtalar triple fusion
-~ Surqe

16

shoe raise, if any
growth plate or bone s'urgery

limb lengthening
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THERAPY AND REHABILITATION OF THE LOWER LIMB
The following consensus is based on Syndicates 2F and 2G and the subsequent plenary discussions.

The patient with poliomyelitis has to be approached by a multidisciplinary team accordihg to resources
available in each region. The ideal team will be formed by a rehabilitation doctor, physiotherapist,
occupational therapist, psychologist, orthotist, orthopaedic surgeon and social worker. It has to be a

global approach, including social aspects. It can also be handled in a Community Based Rehabilitation
(CBR) programme. . - | ‘

General goals

The general goals of therapy and rehabilitation are to:

-  secure and maintain good nutrition and general health;

- maintain airway/respiration: '

- prevent further impairments;

- achieve independence for the patient;

- maximise individual potential;

- return patient to school, work or social activities;

- decrease pain;

- maintain or increase ROM;

- improve quality of life;

- help the patient to learn to accept and adapt to his limitations;
- educate and inform society;

- help the patients to be aware of their rights;

- help their inclusion in society and fight architectural barriers;

-  promote sport and recreation;
- see they are treated as human beings.

Methods of physiotherapy

During the acute phase (first 2-3 weeks) the goal is to protect and rest:

- teaching ve_‘ry important - about disease
| - social/psychological issues
- parents are especially important since they play a large role

- rest
- positioning - to protect skin
- to prevent deformities
- passive mobilisation by physical therapist only
- pain control — warm packs

During the recovery period (after 2-3 weeks to 2-3 years) the goal is to return to the highest level of
function: ' :

. teaching patients/families
- positioning to protect muscles and prevent contractures
- passive mobilisation

- active exercise - general exercises
- water therapy if available
- functional training - sitting, transfers, bed mobility _
- play standing, balancing, walking, kneeling, crawling — age appropriate
activities

- make sure to have proper alignment and no compensation
- rest important between sets of exercise and between different activities of the day — do not push
to maximal levels ' |
- orthoses and night splints can be used to maintain posture and protect muscles during weight
bearing and rest

19



- contracture management: use warmth, massage and soft tissue work, stretching, casting and
splinting - _ '

- the use of electrical stimulation was discussed without reaching a conclusion

- teamwork is crucial between family, patient and team.

Evaluation

For every goal there should be a measuring indicator. The team should check if goals were achieved or
whether they should be changed after assessment of treatment. - S .

20
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ORTHOTIC AND SURGICAL TREATMENT OF THE UPPER LIMB

The following consensus is based on Syndicates 3A and 3B and the subsequent plenary discussions.

General considerations

1. Evaluate thoroughly and discuss treatment options and goals with patient.

2. Try orthosis when possible to improve function or prevent deformity and/or contracture.

3. Try adaptive equipment to assnst ADLs and modifications and adaptation to patients’
environment.

4. Surgical intervention should be considered carefully, it is a definitive procedure and could impair
function. '

S. Onrthotic treatment of the upper limb is difficult for several reasons:

acceptance of orthosis is low

often not enough function to bother with

mark of disability with difficult social acceptance

lack of technical training to provide functional (dynamic) upper limb orthoses

0. Cosmetic orthoses can be supplied successfully, e.g. shoulder pads or positioning of flail arm.

7. The team approach is important to focus treatment. Orthotic and surgical treatment vary with the
different resources available in any given country. The availability of surgical facilities, trained
surgeons, trained orthotists, trained therapists, all play a role in treatment protocols and
prescription cnteria.

8. Members of the team should not disregard available local materials and local craft skills.

9. Improved function is the goal of treatment no matter the type of surgery performed or the orthotic
design or specific materials used.

10, The majority of upper limb bone and joint surgery should be delayed until after skeletal matunty.
Soft tissue surgery and tendon transfers can be performed earlier. There was no consensus
regarding a definite age but views were expressed that surgery should not be performed before

4-7 years of age.

Upper limb surgery and orthotic treatment

Indications and goals of surgery and orthotic treatment of the shoulder, elbow, forearm, wrist and hand
are outlined below. Each joint was considered in the following phases:

- acute phase (onset to 3 weeks)
- recovery period (3 weeks to 3 years after onset)
- chronic (late) phase (3 years after onset and beyond)

In the acute phase for the shoulder, elbow, forearm, wrist and hand the goals are to prevent contracture
and overstretching through proper positioning — nursing care. No surgery or orthotic treatment is
indicated.

In the recovery period for the shoulder, elbow, forearm, wrist and hand the goals are to prevent
contractures and overstretching through positioning with orthosis or bandages. Provide environmental
adaptations for ADLs and mobility aids.

Indications and goals for surgery and orthotic treatment are:

Shoulder - indication for treatment — pain and instability
- orthotic trial

23



Elbow

Forearm

there are a few indications for shoulder surgery:

Arthrodesis:
This is the most common surgery for the shoulder:

08

(it)

i

if the patient has no muscles to activate the shoulder but muscles to activate the
scapula. The most important muscle needed to achieve shoulder abduction
following shoulder fusion Is the serratus anterior. [f the scapula activators are
moderately weak, the patient may achieve prehension between the humerus and
trunk if not shoulder abduction;

if the elbow flexors are slightly less thah grade three and there is an unstable
shoulder, fusion may improve the elbow flexion power; |

if the joint is painful (usually later age).

Muscle transfers:
While possible, these procedures are not widely performed because of their

unpredictability. May be done at any age, probably the eariier the better.

orthosis to provide elbow stability;

environmental adaptations for ADLs;
limited surgical indications to improve elbow ﬂexnon

e consider muscle transfer proximal to origin of wrist flexors/extensors from
epicondyles to humerus(Steindler)
e consider a triceps transfer unless need to use crutches or wheelchalr

There are seldom indications to improve or maintain pronation and suplnatlon through surgery or

orthotics.

Wrist

Hand/fingers

treatment indicators — relieve pain and/or improve functional position,
prevent contractures and over-stretching through positioning with orthoses;
orthoses to stabilise wrist; '

adaptive equipment for ADLs;
arthrodesis is used to free up muscles which could be transferred to enhance the

use of the thumb or fingers. The position of fusion is usually 20° to 40° of
dorsiflexion, but will need to be varied by the individual patient’s needs. The
need for crutch or wheelchair use or transfers should be considered in the
selection of final position.

prevent contractures and overstretching through positioning with orthosis;
consider appropriate orthosis to improve function; e.g. thumb opposition,
dynamic prehension;

surgery can be considered to establlsh and maintain opposition such as an

opponensplasty; e.g. sublimis IV,
surgery can be considered for a flail extensor; e.g. transfer of wrist extensors to

finger extensors.

24
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SURGERY AND ORTHOTICS OF THE SPINE

The following consensus is based on Syridicates 2A and 2B conceming orthotic and surgical
management of spinal deformity secondary to poliomyelitis.

The treatment of paralytic scoliosis is quite different from idiopathic scoliosis.
The Syndicates dealt with questions relating to:

a) indications and methods
b) relationship between surgery and orthotics.

These questions were answered with respect to facilities, resources, materials, environment and follow-
up. Comment from the plenary discussion on the above two syndicates is included where appropriate.

1. Scoliosis is rarely a reason for referral. It is generally a finding in patients seeking treatment for
lower limb probiems.

2. Treatment should be considered in a functional perspective, when problems are present or
expected. Do not treat x-rays or progression of deformities by themselves.

3. In scoliosis the team approach to treatment is mandatory.

4. The treatment team should include a core group consisting of the:

a)  therapist

b) orthotist
C) social worker
d) physician/surgeon.
5. Better education in paralytic scoliosis was advocated for paramedical .pers()nnel to be abile to

better screen for scoliosis. Pre-treatment evaluation should focus on function and be done
thoroughly. There is a need for better record keeping and records that go with a patient from their
district to central medical care facilities in order that continuity of care is facilitated.

6. Timing of intervention should aim at prevention of:
a) pain;
b) pulmory compromise;
C) interference with ability to walk or sit;
d) hip dislocation; or
e) inability to keep the hands free for function
1. Spinal orthoses can be used for two indications:
a) reduction of progression; :
b) preservation of function by providing trunk support; e.g. enable sitting.

Although there is little documented evidence for its effectiveness, there was ample anecdotal
evidence for a definite role for othotic management. Further evaluation is necessary.

8. Surgery is indicated when there is a continued progression of the curve that cannot be controlled
by an orthosis, and when trunk balance is lost interfering with function and when deformity is
severe enough to compromise pulmonary functions. Surgery should preferably not be done
before 12 years of age. Surgical techniques should include segmental fixation. Surgery requires
a level of technology not always available. It is very costly and must have proper post-operative
care facility, available blood for transfusions and good follow-up care.

9. If expatriate medical teams are involved they should coordinate their activities with local

government health care strategies, return regularly and predictably to ensure follow-up care of
patients, and not introduce inappropriate technologies.

27
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POST POLIO SYNDROME

The following consensus is based on Syndicates 4A and 4B and the subsequent plenary discussions.

1. No consensus was reached on terminology but it was generally agreed that the term post poliox
syndrome should be used to describe the long term effects of poliomyelitis related to ageing.

2. Special attention should be paid to the patient’s changing needs with regard to assessment,
orthotic provisions and environment. In certain cases, corrective surgery may be indicated.
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INTERNATIONAL COOPERATION
The following consensus is based on Syndicates 3E and 4D and the subsequent plenary discussions.

1. The recipient government or executing organisation must be involved in the identifying and planning
of a project which should be legalised by an agreement.

2. Clear goals and objectives should be established which consider the long term integration of
services into the Government structures.

3. A clear plan of action should be adhered by both parties which would include:

- timescale
-  resources
- identifying a monitoring mechanism
- identifying areas of action

4. Services to patients should be provided by qualified professionals in order to guarantee the
medical and functional requirements.

S. Quality is of paramount importance and takes priority over quantity.

6. Data collection and exchange of information should be part of every project in order to estabhsh a
national register to help achieve the overall objectives.

7. Recipients of orthopaedic services should be encouraged to contribute to the costs of the
services provided taking account of the social policy of the country being assisted.

8. A team approach is mandatory in the management of the polio patient.

9. It is preferable for professionals going to a low-income country to have a period of orientation and

specific training prior to taking up their responsibilities.
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SYNDICATE 1
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SYNDICATE GROUPS 1A AND 1B: SURGERY AND ORTHOTICS OF LOWER LIMB (FOOT)
The Syndicate group should discuss the subje'ct with reference to the points Iisted. bel-ow

1. What are the goals of surgical mterventlon and orthotic treatment of the foot/ankle with regard to
age and timing? e

2. What are the recommended methods of surgical intervention of the foot/ankle wrth regard to age
and timing?

3. What are the recommended methods of orthotic treatment of the foot/ankle W|th regard to age

| and timing? : - -

4. What are the interactions between surgical intervention- and orthoilc treatment at the foot/ankle
level? |

In the discussion consideration should be given to the following matters:

a) What is the desired position of the foot in the relation to age, timing and Ii.m'b. length inequality?
b) Indications for wooden. clogs, shbé modifications, insoles and orthbpaedic shoeS? -
- C) Considerations about fodtwear éhd ankle joints. - -
d) To which extent does surgical mterven’uon at the foot/ankle Iével interact wuth the ftjnctlon at the

knee and hip?
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1. Recommended that surgery not be considered before 2 years after the infection.
The child should be psychologically prepared prior to admission to the hospital.
Surgery should be the last resort. -
Furlher COnsideratiohs should be:

- the person gains independence
- to restore the functions of the foot to a normal state

- an anatomical alignment for stability
- the foot fits into the shoe and has function

- to prevent loss of sensation
- to be able to place the foot flat on the ground

- to correct deformity.
The early provision of orthoses. Provision of orthoses before and after surgery.

Not necessary to treat the leg if the discrepancy is less than 2 cm unless there is a noticeable
limp.

Monitor leg length discrepancy to be able to predict length at matunity.
If there is a larger discrepancy surgery may be necessary twice.

2. Surgical intervention is necessary if there is muscle imbalance or a deformity.

- Tenodesis may be done;

- treated by tendon transfer, according to which muscle is paralysed

- correct deformity first and prevent further deformity through tendon transfer

- when you can no longer control the deformity then surgery must be a
consideration _ '
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