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Adult Acquired Flat Foot

Adult Acquired Flatoot also referred tas Pes Planovalgus is commonly caused by
dysfunction of the Posterior Tibial Tendon. This tendon is primarily responsible for
maintaining the arch as well as inverting the foot. The tendon typicaly itsfunction

as a result of degenerative changes and less commonly acute rupture. Risk factors for
posterior tibial tendon dysfunction include obesity, age, hypertension, diabetes, female
gender, and systemic inflammatory disorders such as rheumatoid arthritis. When the
tendon is dysfunctionapatients may note collapse of their arch or the foot turning
outward (abduction) As the deformity progresses, patients may suffer from lateral
impingement symptoms or hindfoot arthritis.

If the posterior tibial tendon is actively inflanaeh, a course of immobilization with a
boot or cast may be recommended. ©dummservative treatment recommendations may
include physical therapy, use of an anflammatoryagent, and/or orthotics. In advance
cases, bracing may be necessary. When conservative meaatroktrt fail surgical
treatment may be considered.



Procedure In patients with a flexible deformity and minimal arthritic changes, surgery
may entail debridement and repair to the dysfunctional tendon. In some cases, a posterior
tibial tendon transfer may hearranted utilizing the flexor digitoruhongus EDL)



Following surgery you will be unable to place weight on your surgical extremity thus pre
operative planning is essential. Priorsurgery, an appointment with a physical therapist
will be made for instructional use of crutches or a walker as their use will be required
postoperatively. The device will also be fitted to your height during this appointment.
The crutches or walkewvill be issued at that appointment or arrangements will be made
to obtain the device or arrangements will be through a medical supply company approved
by your insurance. Some patients may opt to use aafbalt or wheel chair. These
devices can be ¢dined through your local medical supply store. Please contact the
office (414805-7442) with the medical supply store of your choice and a prescription
can be faxed in. Regardless of the modality used to maintain yowveight bearing

status, pleaseractice in your home prior to surgery as repetition will reduce the risk of
falls postoperatively. Removing throw rugs and clearing wider pathways through your
home will also make navigating with crutches or walker easier and diminish the risk of
falls.

During the period when strict elevation is required (the first ten days) you will need help
with activities of daily living such as laundry, cooking, and cleaning. Please plan ahead
and consider having friends or family stay with you. Driving is @mdicated during

the acute posbperative recovery phase and may be prohibited for a longer period of time
if your right foot requires immobilization. Showering will also be difficult during the
recovery phase as you are unable to place weight on the surgical leg and cast/dressing
needs to be kept clean and dry. Consider the use of a shower chair and/or hand held
shower head. You will need to protect the leg by leaving it outside the shower as well as
using bags or a plastic cast sleeve (brochureablaiin cast room) to ensure dressings
remain dry.

Postoperative Visits

Day 0-10
xInpatient procedure:



xPain Control: Pain medications will be prescribed to be used as needed. Pre
Operative nerve blocks can last between 8 todi2d) however, waiting to take
pain medication until the block has completely worn off can result in increased
breakthrough pain which can be difficult to manage. Please plan accordingly
and take your medication promptly when sensation begins to return to the foot
usually indicated by a tingling sensation in the toes or mild discomfort at the
surgical site. Pain medications may be taken on a scheduled basis in the early
postoperative recovery phase as this is when the pain is most intense.

Day 10 —Fir st PostOperative Visit
x First postoperative visit with noweightbearing-rays, suture removal,
application of cast.
x Cast will remain on until week 6. This is necessary to allow for tendon and bony
healing. Until then, cashust be kept cleamry, and out of shower
x Continue with norweightbearing on operative legd limited activities
X May elevate extremity as needed

Week 6

Cast removed, weightbearingays obtained, advance weightbearing in a boot from 10-
100% over the next B-weeks with physicaherapy with appropriate restrictions.
Advancement of activities may be varied based on patients’ past medical history and
radiographic presentation.

Week 12

Weaned from boot at about week 124into regular shoes with orthotics. Increase
activities as toleratedit may require 1612 months for complete rehabilitation.
Compliance with home physical therapy protocol following discharge from formal
physical therapy is key to improving strengthening and endI-10(ke)-118|
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