
  
Disease  Definition  Diagnosis  Treatment  Notes  

1-Calcaneovalgus foot  
 

A soft tissue contracture 
foot deformity 
characterized by 
excessively dorsiflexed 
hindfoot, hindfoot 
valgus, no dislocation or 
bony deformity 
 
 

Physical exam 
Excessively dorsiflexed 
hindfoot that is passively 
correctable to neutral  
dorsal surface of foot rests 
on anterior tibia.  
 
Differentiate between it 
and Vertical Talus (rigid 
hindfoot equinus/valgus 
and rigid dorsiflexion 
through midfoot) 
 
 

Stretch the heel and 
physiotherapy 

Caused by intrauterine 
packaging.  
 
First born and low birth 
weight. 

2-Congenital Talipes 
Equinovarus “Club-
Foot” (CTEV).  

In this deformity 
the foot is curved 
downwards and 
inwards – the ankle 
in equinus, the heel 
in varus, and the 
forefoot adducted, 
flexed and 
supinated 
 
 

1-Clinical diagnosis  
In club-foot a certain 
maneuver (in a normal 
baby the foot can be 
dorsiflexed and everted 
until the toes touch the 
front of the leg) meets 
with varying degrees of 
resistance and in severe 
cases the deformity is 
fixed. 
 
2-Could be detected by 
ultrasound.  

Classified into:- 
1-Physiological 
(postural) 
Corrected by the examiner 
à no treatment. 
 
2-Pathological (Fixed)  
-Idiopathic (MC) 
-Syndromic 
(Myelomeningocele, and 
Arthrogryposis) à needs 
surgery.  
 
We start to manage it in 
sequence: "CAVE"  
Cavus (high arch at 
midfoot)  
Adducted forefoot  
Varus hindfoot  
Equinus (Plantar flexion of 
the ankle) 
 

Boys affected twice as 
girls. 
 
½ of the cases are 
affected bilaterally. 
 
Positive family history 
increases the risk (20-30 
times).  
 



Treatment depends on 
the age mainly or 
recurrence: 
 
1-Less than 3 months we 
treat it conservatively by 
Ponseti method which 
includes: 
I-Serial casting   
II-Tendo-achilles 
lengthening,   
III-Bracing (Dennis- 
brown)  
IV-Tibialis tendon 
transfer.  
2- More than 3 months 
or recurrent: surgery.  
By complete soft tissue 
release usually 
performed at 6-12 
months.  
 
 

3-Congenital vertical 
talus (rocker-bottom 
foot) 

Rigid rocker-bottom 
deformity:  
1-fixed hindfoot 
equinovalgus; due to 
contracture of the Achilles 
and peroneal tendons 
 
 
 
2-rigid midfoot 
dorsiflexion; secondary to 
the dislocated navicular 
 
 
 

High incidence with 
various congenital 
anomalies and 
neuromuscular diseases; 
such as: 
 
✓ Myelomeningocele  
✓ DDH 
✓ Arthrogryposis  
✓ Trisomy 13 
✓ Marfan syndrome 
 
Presentation (as 
mentioned) 
 

Treatment by serial 
casting if failed → 
surgery. 
 

Worse prognosis than 
club foot  
 



  
3-forefoot abducted and 
dorsiflexed; due to 
contractures of the EDL, 
EHL and tibialis anterior 
tendons  
 

4-Pes planus (flat foot) 
 

The term ‘flat-foot’ 
applies when the apex of 
the longitudinal arch has 
collapsed and the medial 
border of the foot is in 
contact (or nearly in 
contact) with the ground; 
the heel becomes valgus 
and the foot pronates at 
the midfoot.  
 

  

1- The appearance of 
flat-foot can be normal 
and without symptoms 
but teenagers sometimes 
present with a painful, 
rigid flat-foot. 
 
2-A- The deformity 
becomes noticeable when 
the youngster stands. 
The first test is to ask 
him or her to go up on 
their toes: if the heels 
invert and the medial 
arches form up, it is 
probably a flexible (or 
mobile) deformity.  
This can be checked by 
performing the jack test 
(also called the great toe 
extension test 
 
B-On examination the 
peroneal and extensor 
tendons appear to be in 
spasm (the condition is 
sometimes called 
spasmodic flat-foot). 
 
 

 
1-Physiologic 
“flexible”flat foot: 
reassurance 
 
2-Rigid type needs 
surgery. 
 

Classifications   
1-Rigid (Stiff,which 
cannot be corrected 
passively should), caused 
by 
 
I-Congenital Vertical 
talus  
II-Coalition of trasals 
(Calcaneonavicular) 
III-Juvenile chronic 
arthritis  
 
2-Flexible (Mobile, most 
common) 
Asymptomatic but is 
associated with peroneal 
spasm. 
often appears in toddlers 
as a normal stage in 
development, and it 
usually disappears after a 
few years. 
 



3-X-rays are unnecessary 
for asymptomatic, 
flexible flat-feet. 
 
 If painful or stiff flat-
feet → use x-ray 
 
if tarsal coalitions → CT 
 
 

5-Pes Cavus  Foot is highly arched and 
the toes are drawn up into 
a ‘clawed’ position, forcing 
the metatarsal heads down 
into the sole. 

1-At 8–10 years, deformity 
mostly bilateral;  
 
2-There might be a history 
of spinal disorder 
 
3-The Coleman block test is 
used to check if the 
deformity is reversible. If, 
in this position, the heel 
varus corrects then 
mobility of the subtalar 
joint is demonstrated. 
 

1-Often no treatment is 
required;  
 
2-If symptoms persist and 
the deformities are still 
passively correctable → 
tendon re-balancing 
operation 
 
3-Painful foot with fixed 
deformities → surgery for 
pain-free, plantigrade, 
supple but stable foot. 
  

 

6-Tarsal Coalition  Connection of two or 
more tarsal bones. 
This bridge could be 
bony (synostosis), 
cartilaginous 
(synchondrosis) or 
fibrous 
(syndesmosis). 
 
Due to Defect in the 
differentiation of 
primitive mesenchyme 
 
 
 

1-Progress with age, 
presentation of pain with 
the starting of 
ossification  
 
2-Deformity  
flattening of longitudinal 
arch  
abduction of forefoot  
valgus hindfoot  
peroneal spasticity (also 
known as peroneal spastic 
flatfoot) 
 

1-Conservative (soft shoe 
inserts, walking-cast 
immobilization) 
 
2-Surgery ( arthrodesis, 
resection of coalition) 

(Pain onset correlates with 
age of ossification of 
coalition) 



3-CT scan necessary to 
rule-out additional 
coalitions 

 
7-In-Toeing  Lateral aspect of the foot 

is (c) shaped. 
 
Caused by :- 
1-Metatarsus adductus
(infants) 
 
2-Internal Tibial Torsion 
(toddlers) 
 
3-Excessive (High) 
femoral anteversion. 
 

By lying the patient in 
prone position. 

 

splint/ cast/ surgery 
(depends on the cause). 

 

 

8-Hallux valgus 
“Bunion” 
 

The elements of the 
deformity are lateral 
deviation and rotation of 
the hallux, together with 
a prominence of the 
medial side of the head of 
the first metatarsal (a 
bunion); there may also 
be an overlying bursa 
and thickened soft tissue. 
Lateral deviation of the 
hallux may lead to 
overcrowding of the 
lateral toes and 
sometimes over-riding 
 
Commonest foot 
deformity  
 
 
 

based on symptoms and 
supported by X-rays 

Treatment may 
include proper 
shoes, orthotics, 
or NSAIDs. If 
this is not 
effective for 
improving 
symptoms, 
surgery may be 
done 

 
 

 



Causes: 
 
Most common in women 
between 50 and 70 years, 
bilateral  

 
Proposed factors include 
wearing overly tight 
shoes, family history, and 
rheumatoid arthritis. 
 
 

9-Hallux rigidus  Hallux rigidus or stiff big 
toe is degenerative 
arthritis and stiffness 
due to bone spurs that 
affects the MTP joint at 
the base of the hallux 
(big toe). 
 

1-Pain and 
stiffness in the 
joint at the base of 
the big toe during 
use (walking, 
standing, bending, 
etc.) 
 
2-Swelling 
 

  

10-Disorders of the 
tendo achillis  
 

Achilles tendinitis 
  
Athletes, joggers and 
hikers often develop pain 
and swelling around the 
tendo Achillis, due to 
local irritation of the 
tendon sheath or the 
paratenon 
 
 
 
 
 
 

Function is inhibited 
because of pain in the 
heel cord, especially at 
pushoff 
 
 

Advice on rest, ice, 
compression and 
elevation (RICE) and the 
use of NSAID drug (oral 
or topical) are helpful 
 

 



 
Achilles tendon rupture  
 
Rupture probably occurs 
only if the tendon is 
degenerate.  

 
Consequently most 
patients are over 40 years 
old.  
 

1- The patient feels as if 
he or she has been 
struck just above the 
heel, and is unable rise 
up on tiptoes. 
 
2-Gap can be seen and 
felt about 5 cm above the 
insertion of the tendon. 
  
3-Simmonds’ test; if 
the tendon is intact the 
foot is seen to 
plantarflex 
involuntarily; if the 
tendon is ruptured the 
foot remains still. 
 

 
Surgery 

 

 

11-Deformities of the 
lesser toe  
 

Hammer:flexion at the 
PIP joint and extended 
DIP joint. 
Mallet:flexion at the DIP 
joint. 
Curly toes:neutral at 
MTP, flexed at PIP and 
DIP. 
Claw toes:hyperextension 
of the MTP joint, flexion 
of the IP joint.  
 
Think of abnormal 
neurology 
 

   

 


