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NTRODUCTION 
Clubfeet is the most common 

musculoskeletal congenital anomaly with 

an incidence of 1:1000 live births. 

Historically, the treatment of this condition 

was essentially surgical. With the acceptance of 

the Ponseti method of correction of clubfoot, this 

nonsurgical management revolutionised the 

treatment protocol. Today the Ponseti method 

stands as the preferred treatment method. The 

severity of the deformity is scored by the Pirani 

score.  The Ponseti method consists of 

manipulation, serial casting and if required a 

tendoachilles tenotomy. Even though considered 

nonsurgical protocol, the tenotomy is a cause of 

concern for the parents of the child and a constant 

worry for them. This study aims to find out if we 

can predict the need for a tenotomy depending 

upon the initial precasting Pirani score of the 

deformity for better counselling of the parents. 
 

MATERIALS AND METHOD 
This is a prospective study conducted on 64 

patients (76 feet) of idiopathic clubfoot who were 

treated by the Ponseti method. 
 

INCLUSION CRITERIA 
All patients of idiopathic clubfoot less than 9 

months of age. 
 

EXCLUSION CRITERIA 

1. Secondary clubfoot 

2. Those who have been managed by methods 

other than the ponseti method before 

presentation. 

3. Patients older than 9 months at presentation. 
 

Each of the patients registered were given a OPD 

number and a detailed personal history was 

recorded including the age, sex, side affected, 

fathers name, mothers name, address and detailed 

history of any treatment received. 

A through general and local examination was 

carried out. The severity of deformity was scored 

using the Pirani severity score at presentation. 
 

Pirani severity scoring: Dr Shafique Pirani, 

clubfoot clinic of Royal Columbian Hospital, 

Canada developed this valid, user friendly and 

reliable method of clinically evaluating the 

severity of a virgin clubfoot. This system consists 

of six clinical signs and scores are given adding up 

of points for each sign being either normal (0), 
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moderately abnormal (0.5) or severely abnormal 

(1). The mid foot clinical signs are 1.curved lateral 

border,2 .medial crease and 3.Talar head coverage. 

The hindfoot clinical signs are 1.Posterior crease, 

2. Rigidity of equines and 3.  Emptiness of heel. 

Thus a Pirani severity score of 0 to 6 is possible. 

When assessed for interobserver reliability, the 

kappa score has showed this to be almost perfect 

and much better than any previous scoring system. 

It is simple and reliable. A foot can be assessed in 

less than a minute and no technical equipment is 

needed. The manipulation and weekly casting was 

started according to the Ponseti method at weekly 

intervals. Thursday was fixed outdoor day was 

clubfoot patients at our institution. the scoring was 

done using the Pirani score before manipulation 

and casting every week till the end point of 

manipulation and casting. End point of 

manipulation and casting- an abduction of 60* was 

taken as a endpoint of casting. If a dorsiflexion of 

15* is also achieved by casting alone then, no 

tenotomy was required or else the patient was put 

up for tenotomy. 
 

RESULTS 
 

SCORE>OR=4 NUMBER PERCENTAGE 

Tenotomy required 72 96% 

Tenotomy not 

required 

4 4% 

Total 76 100% 

 
 

 

 

 

 

 

 

 

 

In the present study 96% of feet having a Pirani 

severity score > or = 4  (or a severe deformity) 

needed tenotomy. 
 

PREREQUISITES BEFORE TENOTOMY  
Tenotomy is indicated when HS > 1, MS=0 
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TENOTOMY IN INDICATED CASES: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

  

Minimal scar of tenotomy, Adequate correction present, Modified foot abduction orthosis 

 



Sinha A et al.  Tendoachilles Tenotomy in clubfeet treatment. 

S35 

 

                  Journal of Advanced Medical and Dental Sciences Research |Vol. 3|Issue 5| November (Supplement) 2015 

DISCUSSION 
Tenotomy is indicated in those cases in which 

ankle dorsiflexion was less than 15* even after 

obtaining 60 * of abduction. The available 

literature is in favour of the opinion that majority 

of the feet with a severe deformity i.e. a high 

pirani score needsc a tenotomy to achieve fully 

corrected plantigrade feet. 

As per Scher et al (2004) 85* of feet with a initial 

score of above 5 required tenotomy. Shack (2006) 

observed that he median score at the start of 

treatment was 5.5(mean 4.75,2 to6). A pirani score 

>or= 5 predicted the need for tenotomy(p<0.01). 

Of the 40 feet studied, 39 (97.5%)achieved 

correction of deformity by ponseti method. The 

remaining foot required soft tissue release.A total 

of 25(62.5%) of thge feet underwent tenotomy. 

Radler (2007) opines that radiographs confirmed 

that additional dorsiflexion achieved by the 

tenotomy is true dorsiflexion achieved at the ankle 

and hindfoot and not at the midfoot. 

 

CONCLUSION 
In the present study 96% of feet having a pirani 

severity score of >or= 4 required a tenotomy. 

Since even a small procedure as a tendoachilles 

tenotomy is a matter of great concern and worry 

for the parents of the patient.Parents of a clubfeet 

child can be properly counselled regarding the 

need of tenotomy at the initial presentation itself if 

the deformity score is >or=4. 
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