Surgical Pearls

MBA implant do for you? Well, it enables
you to limit excessive motion without
having to remove bone from the subtalar
joint. Using canulated instrumentation,
you insert the implant through a small
medial and lateral incision.

In comparison with other arthroere-
sis procedures, you need to make a longer
surgical incision in order to access the sinus
tarsi. Then you drill a hole into the calca-
neous to seat the implant.

IS THE SUBTALAR
IMPLANT THE ANSWER
FOR JUVENILE FLATFOOT?

By Thomas J. Cusumano, DPM and Richard 'T. Braver, DPM

here has been considerable debate over the years about how
we should treat symptomatic pes planovalgus deformities.
These deformities are of particular concern for the pedi-
atric patient. You may see symptoms such as early fatigue,
a decreased desire to participate in athletic activities and
avoidance of prolonged walking or standing. Since these symptoms devel-
op gradually, some parents may disregard the child’s complaints as trivial.
Other parents may be so concerned that they take their child for a full med-

Essential Incision Pointers

Based on the principle of canulation with
minimal surgical dissection, the MBA
color-coded instrument kit contains a
probe, guide pin, five sizers with respec-
tive trial implants, a nose cone and nose
cone extractor. You use the instruments
over a guide pin so you can place the MBA

ical workup—to no avail.

What they likely don't realize is that
their child’s problems stem from the feet,
particularly flat or collapsed arches.

Keep in mind that foot pain and leg
fatigue are often associated with an evert-
ed rearfoot. In children, specifically, this
may be the result of an accessory navicu-
lar bone, hypermobile foot, Achilles or
gastrocnemius equinus. You should also
ask the parents about any family history of
foot deformities (i.e., bunions with hyper-
mobile or flat feet). If orthotics and other
conservative measures fail, then you
should consider a surgical workup.

If you detect flat foot early on in a
patient’s life, you can use the MBA
(Maxwell-Brancheau Arthroereisis) sub-
talar joint implant to prevent further foot
deformities. When you’re considering
using this device, your pediatric patient
should have a flexible foot with no tarsal
coalitions. You should also be able to
maneuver the footinto ST] neutral. Using
X-rays and a CT scan can help you fur-
ther verify joint positions and abnormal-
ities. You can also use the implant as an
adjunctive procedure to help support the
talus and surgically correct the underlying
pathology (i.e., accessory navicular) or

you can use the implant to reduce the
strain of the posterior tibial tendon after
repair. (Editor’s Note: While the MBA
implant is commonly used to treat children four
to 12 years of age, you can also use it to treat
symptomatic flexible flatfoot (i.e. tibialis pos-
terior dysfunction) in adults .)

In short, by elevating the neck of the
talus, the MBA implant stops excessive
plantarflexion (a sagittal plane deformity)
of the talus. Using the implant also helps
you reduce eversion of the subtalar joint
(a frontal plane motion), which enables
you to stabilize the
rearfoot and
reduce pronation.
However, if you
see additional
pathology  that
contributes to the
flat foot, then you
should address this
with the appropri-
ate ancillary pro-
cedure (i.e., Evan’s
calcaneal osteoto-
my or Achilles
lengthening).

What can the

implant in the sinus tarsi between the pos-
terior and middle facet.

To begin, insert an 18-gauge needle
into the lateral sinus tarsi. This will help
you determine the guide pin position and
ensure proper placement of a 3 to 4cm sur-
gical incision. Once you've determined
the position, make a linear skin incision
over the sinus tarsi parallel to the neu-
rovascular structures. This helps you pre-
vent injury to the intermediate dorsal
cutaneous and sural nerve. Identify the
deep fascia and use a hemostat to bluntly
dissect into the sinus tarsi. Proceed to use
a metzenbaum or mayo scissor to release
the interosseous talocalcaneal ligament.

While holding the foot in STJ neutral position, introduce the probe (angled
mildly posterior) and advance it to the medial side of the foot.




Keep in mind that you won'’t be able to
see the ligament, but you will hear a cel-
ery-like crunch sound during the release.
As you become more experienced in
doing this procedure, you can often leave
the interosseous ligament intact. Given the
increased range of motion, make sure you
check out the amount of inversion and
eversion before sectioning the ligament.
While holding the foot in ST] neu-
tral position, introduce the probe (angled
mildly posterior) and advance it to the
medial side of the foot. Proceed to make
a 1cm medial incision over the probe at a
point that is anterior and inferior to the
medial malleolus and superior to the pos-
terior tibial tendon. Poke the probe
through the skin. Rotate the probe in a
circular motion to open the tarsal canal.
However, do not excessively dilate this
area as this may lead to oversizing of the
implant. If you find it difficult to advance
the probe, either redirect it or release
additional interosseous ligament.

Follow These Sizing Guidelines
Place a 2.0mm guide pin into your later-

al incision. This allows canulated use of
the sizers, insertion device and trial
implants. By using the guide pin, you
reduce the risk of incorrect instrument
positioning during the procedure and are
easily able to retrieve the trial implant.
Use a freer elevator, as an extension
of your finger, to probe the lateral cal-
caneal wall and inferior cortex of the
talus. Keep in mind that these are impor-
tant landmarks
and will serve
you as reference
points when
youre placing
the implant.
While holding
the foot in rectus
to mild supina-

tion, proceed
with sequential
sizing until
you're satisfied
with the reduc-
tion in STJ
motion.  Start

with the 6.0mm
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sizer instrument (red), switching to the
8.0mm (brown), the 9.0mm (blue),
10.0mm (gray) and 12.0mm (green) from
lateral to medial until you've determined
the proper correction. When you're relo-
cating the talus on the calcaneus, be aware
that the appropriate sizer should allow 2-
4 degrees of subtalar eversion.

Once you've decided on the appro-
priate sizer, use the insertion device to

Once you've made the final implant placement, confirm the fluoroscopic
depth by using a freer elevator to measure the lateral aspect of the implant
from the lateral calcaneal wall.
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applied to a large surface area or
under an occlusive dressing should
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dence of HPA axis suppression by
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ACTH stimulation tests. If HPA axis
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CLINICAL PHARMACOLOGY:
Topical corticosteroids share anti-
inflammatory, anti-pruritic and vaso-
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The mechanism of anti-inflammatory
activity of the topical corticosteroids
is unclear. Various laboratory mem-

corticosteroids.

drome than mature patients because
of a larger skin surface area to body
weight ratio.

Children may absorb proportionally
larger amounts of topical corticos-
teroids and thus be more suscepti-
ble to systemic toxicity (See
PRECAUTIONS- Pediatric Use).

If irritation develops, topical corticos-
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appropriate therapy instituted.
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antifungal or antibacterial agent
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the corticosteroid should be discon-
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receive the following information and
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Pharmacokinetics:  The extent of
percutaneous absorption of topical
corticosteroids is determined by
many factors including the vehicle,
the integrity of the epidermal barrier,
and the use of occlusive dressings.

Topical corticosteroids can be
absorbed from normal intact skin.
Inflammation and/or other disease
processes in the skin increase percu-
taneous absorption.  Occlusive
dressings substantially increase the
percutaneous absorption of topical
corticosteroids.  Thus, occlusive
dressings may be a valuable thera-
peutic adjunct for treatment of
resistant dermatoses. (See DOSAGE
AND ADMINISTRATION).

Once absorbed through the skin,
topical corticosteroids are handled
through pharmacokinetic pathways
similar to systemically administered
corticosteroids. Corticosteroids are
bound to plasma proteins in varying
degrees. Corticosteroids are metabo-
lized primarily in the liver and are
then excreted by the kidneys. Some
of the topical corticosteroids and
their metabolites are also excreted
into the bile.

INDICATIONS AND USAGE: Topical
corticosteroids are indicated for the
relief of the inflammatory and prurit-
ic manifestations of corticosteroid-
responsive dermatoses.

CONTRAINDICATIONS: Topical cor-
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those patients with a history of
hypersensitivity to any of the com-
ponents of the preparation.
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General:  Systemic absorption of
toplcal corticosteroids has produced
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external use only. Avoid contact
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Patients should be advised not to
use this medication for any disor-
der other than for which it was pre-
scribed.
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The treated skin area should not be
bandaged or otherwise covered or
wrapped as to be occlusive unless
directed by the physician.
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Patients should report any signs
of local adverse reactions espe-
cially under occlusive dressing.
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Parents of pediatric patients should
be advised not to use tight-fitting
diapers or plastic pants on a child
being treated in the diaper area, as
these garments may consfitute
occlusive dressings.

Laboratory Tests: The following tests
may be helpful in evaluating the HPA
axis suppression:

Urinary free cortisol test

ACTH stimulation test

Carcinogenesis, Mutagenesis, and
Impairment of Fertility: Long-term ani-
mal studies have not been performed to
evaluate the carcinogenic potential or
the effect on fertility of topical corticos-
teroids.
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Administration of topical corticos-
teroids to children should be limited to
the least amount compatible with an
effective therapeutic regimen. Chronic
corticosteroid therapy may interfere
with the growth and development of
children.
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Secondary infection

Skin atrophy

Striae
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place the trial implant over the guide pin to about the talus and
calcaneous. At the entrance of the sinus tarsi, you’ll notice how
the implant will start to bore into the soft tissue with mild resis-
tance. However, it should not feel tight as a screw does in the bone.

How To Ensure

The Final Implant Placement

In order to approximate the final implant placement, take note of
the amount of clockwise revolutions you need to position the
implant. Inspect it under fluoroscopy. Evaluate this radiopaque
implant on a lateral and AP view. It should not be more than 1
cm deep from the lateral cortex of the calcaneous and should not
go beyond the midline of the talus neck. Be aware that excessive
medial placement may lead to medial extrusion or a significant
limitation to the normal subtalar joint motion. If you see that the
implant is beyond the recommended point of placement, use a
bigger size for a more appropriate fit.

It is not necessary to always use the nose cone as it requires
you to make a larger medial incision to allow its retrieval. This is
because the MBA trails the cone as you screw it into place. Keep
in mind that when you'’re placing these larger implants, make sure
you adequately retract the soft tissue to prevent its traction into
the sinus tarsi. The tan trial implants are enclosed in the kit and
differ from the ‘real deal’ implant, which is a silver shaded titani-
um and has 3 unique ‘L slots in its design for impact stress and
shock absorption. It also provides for fibrous in-growth to pre-
vent implant extrusion or displacement.

Final Notes

Once you've made the final implant placement, confirm the flu-
oroscopic depth by using a freer elevator or the backend of a scalpel
handle to measure the lateral aspect of the implant from the lat-
eral calcaneal wall. Remove the guide pin and clinically test the
STJ’s range of motion, which should optimally be between two
to four degrees of calcaneal eversion. Perform subcutaneous and
skin closure in layers and follow up with a compressive dressing
and a below knee non-weightbearing cast.

Remove the sutures two weeks after the operation. At this
time, your patient should be able to return to sneakers and accom-
modating shoes. He or she should be able to return to sporting
activities within two to three months. If you performed ancillary
procedures, follow the postoperative standard of care. B

Editor’s Note: For more information on the MBA implant, contact
Kinetikos Medical Incorporated at (858) 558-2233.

Dr. Braver (shown at right) is board certified
in foot and ankle surgery by the American Board of
Podiatric Surgery. A Fellow of the American Col-
lege of Foot and Ankle Surgeons, he practices in
Englewood, NJ. Dr. Cusumano is an Associate of 2
the American College of Foot And Ankle Surgeons.
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