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CONGENITAL TALIPES EQUINO-VARUS
by Jo a n  E. Creswell,

S enior O rthopaedic P hysio therapist,
T he A delaide C hild ren’s H ospital, Adelaide, South A ustralia.

Congenital  tal ipes eqn ino-varus  (Fig. I) or  c lub  foot,  is 
one o f  the condit ions described by Hippocrates ,  who taught 
that the condit ion  was remediable an d  should be treated 
early,  with repeated m anipu la t ions ,  an d  the application  o f  a 
b andage to hold the foot subsequently. Over the years many 
different forms of  t rea tm ent for this condit ion  have been 
described, each writer  claiming at least par tial  success. 
Invariably, however , the results have been d isappointing, 
with relapses occurr ing  to varying degrees. T h a t  the problem 
is still far from solved is evident in the great  variat ions in 
t rea tm ent seen an d  described th ro u g h o u t  the world today.

H istorical Introduction
In 1839 W. J. Little described success in treating relapsed 

club-feet  with tenotom ies an d  careful splint ing,  his own 
club-foot  having been corrected in this manner.  W. A dam s 
in 1866, c laimed "com ple te  an d  perm anent  c u re ” with 
ar th rodes is  o f  all the m ajor  jo in ts  in the foot . Following this, 
m any different opera t ions  were devised, some on soft tissues 
and  o thers  on bones; m any were very mutilating, and  they 
often resulted in relapses and  stiff, rigid, painful feet.

T hen cam e the swing from surgery to conservative t rea t ­
ment. with m any writers advocat ing  forcible m anipu la t ions  
under  anaesthesia.

J. H. Kite,  writing in the early 1930's, described his 
trea tment o f  c lub-foot by a series o f  fixed plasters. These 
were done  without general anaesthesia , or  any forcible 
m anipula t ions,  as  he m ain ta ined  that when force was used 
f ibrous o r  bony ankylosis  a lm ost  a lways appeared  in the 
jo in ts  of  the foot.

In con tras t  to Kite, Denis Browne in I937 wrote that "full 
correction  must be ob ta ined  at  the first m anipu la t ion" .  
He m ain ta ined  that this p r imary  violent m anipula t ion  had a 
total ly different effect from gradual  m anipula t ion ,  when the 
foot gave at  the junc t ion  o f  the tarsus an d  the m eta tarsus 
and  the h indfoot was left unaffected. T o  him, full correction  
occurred  only when the dorsal surfacc of  the fifth toe touched 
the lateral side o f  the leg in the extreme calcaneovalgus 
posi tion. A lthough  he had his following, Denis Browne 
received m uch criticism o f  his theories on the etiology and 
trea tm ent  o f  club-feet. Nevertheless,  m any of  the splints 
he devised  a re  widely used today, but often with modifica­
tions.

Kite 's  m ethods  are  largely followed by m any people today ;  
but  recently surgery has been advocated  again, in less 
drastic  ways than previously, and  often com bined  with 
plaster correction.

Procedures practised in recent years include:
(1) E longa tion  o f  the T en d o  Achil les and  posterior  cap- 

su lo tom y o f  the ankle joint.
(2) T ran s p lan ta t io n  o f  tibialis an te r io r  to the middle or  

lateral border  o f  the foot.
(3) T ran s p lan ta t io n  o f  tibialis posterior  to the do rsum  of 

the foot.
(4) D. Evans, wri ting in 19 6 1, described his success with a 

p rocedure  involving soft tissue release on the medial  
border  o f  the foot,  re-section o f  the calcaneo-cuboid  
jo in t ,  and  lengthening o f  the T e n d o  Achilles and the 
tibialis posterior  tendon.  He maintained  that  the 
essential  deformity  in a club-foot  was the medial  d is loca­
tion o f  the navicular  on the head o f  the talus,  an d  that 
the o ther  elements  o f  the deformity  were secondary  and  
adaptive.

(5) F. C. Dwyer (I963) believed tha t  a small  inver ted  heel 
p revented  com ple te  correction  o f  a  club-foot ,  and  
p ro m o te d  relapse. In his procedure,  he lengthened the

T endo  Achilles, osteotom ized the ca lcaneum, and 
placed a wedge of  bone in its medial side to correct the 
varus.  Further ,  he claimed that the forefoot adduction 
g radually  s traightened ou t  once the heel had been f:| ||v 
corrected .

Fig. 1 : U ntreated  congenital talipes equino-varus. 

Etiology
M any theories for the cause o f  congenital  tal ipes equino- 

varus have been advanced,  but most have been largely 
conjecture  without ana tom ica l  support ,  an d  the etiology is 
still uncertain.

Denis Browne (1934 an d  1937) put forward  the hypothesis 
tha t  talipes was one o f  a series of  deformities caused by 
mechanical pressure  in utero. He mainta ined  that:
(1) when Congenita l  Talipes Equino-varus  was unilateral, 

it was never severe.
(2) when it was bilateral it was never exactly equal ,  as the 

foot on the outer  side was always worse, and
(3) there was never a severe deformity on one  side and.,') 

mild one on the other. »Mf:
Various people have done  dissections,  but they mosi.y 

give loag descriptions of  bone and  jo in t  changes, and  very 
little a t ten t ion  to  the muscles.

However, A. M. Wiley (1959) reported  post-m ortem  
dissections o f  six specimens, in which he found  that the 
muscle bellies o f  the gastrocnemius-soleus muscles were 
shor tened an d  narrowed, and  the tendons were longer  than 
normal,  the total length o f  the ca lf muscles being shorter  
than  normal.  All the o ther  muscles were approxim ate ly  
normal in length. Histological exam ination  showed no 
definite or  invar iable abnorm ali ty .  N o  cons tan t  insertional 
abnorm ali ties  were found. It was interesting to note that  by 
lengthening the T endo  Achilles, he easily ob ta ined passive 
correction in two cases; and ,  af ter  correction ,  the bones of 
the foot lay in correct anatom ical  a l ignment.

W ynne-Davies ,  in 1965, provided evidence that  there is 
often a genetic factor  involved. This appea rs  to be su b ­
stantia ted  when the deformity occurs in several generations of 
a family, o r  in several siblings in a family.

F urthe rm ore ,  Ritsila (1965) p roduced  equ ino-varus 
deformities in experimental  work with over  400 rabbits, 
suppor t ing  the view that soft tissue abnorm ali ties  mav be a 
basic factor  in the etiology.
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cU nical Features
„enital talipes equ ino-varus  is the com m ones t  of  all 

genital foot deformities.  It may be either  unilateral  or  
l a t e r a l .  I' affects both males an d  females, in the ratio  of 

noroximately 2 to I.
3 The d e fo rm ity  o f  a c lu b -fo o t is classically taught as 
ins is ting  o f  three m ain com ponents:

Adduction of  the forefoot.
' Varus, o r inversion, o f  the heel.

n i  Equinus. or  p lan ta r  fle-;ion, of  the ankle  joint . Hence 
the name tal ipes equino-varus.

Kite (1939) e laborated fu rth e r on these de form ities : 
n )  The calcaneum is ro ta ted inw ards under the talus, 

g iv ing  varus o f  the heel and the en tire  foo t. 
n )  The equinus d e fo rm ity  can be d iv ided in to  tw o parts:

(a) fo re foo t equinus, where there is p lan ta r flexion ot 
the fo re foo t in re la tion  to  the h ind foo t.

(b) ankle equinus, where there is p lan ta r flexion at the 
ankle  jo in t.

As the de fo rm ities  are fixed and are not correctab le  
assively. the ch ild  w ith  an un treated o r p a rtia lly  corrected 

^ b - fo o t  w alks on his toes w ith  his heel up o ff  the ground, 
Jfd the heel and fo o t are inverted.

D u rin a  treatm ent, each o f  the three com ponents o f the 
de form ity must be com ple te ly  corrected, and in the order 
mentioned.

A ssociated A bnorm alities
Associated w ith  the actual fo o l de fo rm ities  are o ther 

abnorm alities, p robab ly  in most structures below the knee. 
They inc lude:

(1) T ig h t c a lf muscles.
(2) Wasted calf muscles.
(3) W eak peronei.
(4) ‘ Tibia! in tors ion".
(5) Tibial shortening.

Radiological Features
An an te ro-pos te r io r  X-ray o f  an uncorrected or  relapsed 

club-foot shows the tarsal bones are  smaller  and  o f  a 
different shape  from normal. The navicular  bone ar ticulates 
with the medial side of  the head of  the talus,  instead of 
lying directly in front  of  it. T he  an te r io r  end o f  the calcaneum 
is under the head of  the talus instead o f  lying lateral to it.

The lateral X-ray shows the talus is in equinus , and  often 
the superior  a r t icu lar  surface is flattened,  instead o f  being 
rounded.

Kite maintained t h a t :
(1) W hen  forefoot adduct ion  is corrected the navicular  is 

f  directly in front of  the head o f  the talus, and  the midline 
’  of  the talus points towards the first metatarsal  space.

(2) W hen inversion is corrected the ca lcaneum  is rolled out 
from under  the talus so that their an te r io r  ends are 
separa ted ,  and  the midline o f  the ca lcaneum  points 
towards the fourth  and  fifth toes.

Principles o f T reatm ent
As the etiology o f  this condit ion  is so uncertain, present 

treatment is a imed at correction of  the deformity  itself. 
There a re  great differences in the initial severity o f  it, and  in 
the response o f  the individual foot to treatment.  There is 
also a wide variation in the m ethods  o f  trea tment used.

Results vary greatly from place to place th roughout  the 
world, even with similar m ethods of  t rea tm ent,  one person 
accepting as good what an o th e r  accepts  as fair.

Most people agree that  the initial correction o f  a club-foot 
is the easiest to o b ta in ;  and  after  relapse, full correction is 
often not obtainable.

T he  best foot is that  which is t reated by frequent gentle 
m anipu la t ions  immediately af ter  birth — it has been said 
that , in a breech bir th, one should start  m anipu la t ing  the 
feet as they appear!  Correc tion  is held by either  adhesive 
s trapping,  a light metal splint com bined  with adhesive

strapping, o r  plas ter o f  paris as ei ther a rem ovable  splint or 
a fixed plaster. After sufficient correc tion  has been ob ta ined,  
some kind o f  removable splint is used lo r  a varying length 
of  time.

Denis Browne described in detail his m ethod  o f  s t rapping 
a baby 's  feet on to  his self-designed hobble splint.  By placing 
adhesive felt under  the ou te r  side of  the feet, an d  by using 
the leg-piece as a lever, he contro lled  both the varus and  
equinus . He then connected  the two feet by a bar  so that  
they were ro tated  ou tw ards ,  as  he mainta ined  that  correction 
o f  tibial intors ion was an im portan t  and  often neglected 
factor,  and that the norm al foot pointed 20 o u tw ard s  from 
the sagittal plane o f  the body. W hen the baby was four  to 
five m onths  old, the hobble splint was replaced by night 
boots,  again joined by a bar  at the bo t tom , an d  these were 
worn at night for at least five years. T h e  child’s m o the r  was 
also show n how to stretch the foot  three times daily.

Kite recom m ended  correction  by serial fixed plasters, 
changed weekly until  the baby was three m o n th s  old,  and  
then wedged plasters. As mentioned earlier,  he mainta ined  
forefoot adduc t ion  must be completely  corrected  first. 
Under-correction resulted in weight falling obliquely on the 
lateral side o f  the navicular ,  pushing the forefoot back into 
adduc t ion ,  relapse thus  occurr ing  with weight bearing. 
Secondly, inversion must  be corrected. After this, dorsi-  
flexion could  be easily ob ta ined.  If the inversion was not 
fully corrected, (he foot became rocker-bo t tom  when 
dorsif lexed,  breaking at the mid-tarsal  joint .  After full 
correction was ob ta ined .  Kite held the feet in fixed plasters 
for approx im ate ly  nine weeks.

Resistant and relapsed club-feet are  seen all too  often, 
and  m any articles have been written in recent years a bou t  
them. It is generally agreed that  m axim um  correction  should 
be ob ta ined by conservative means , usually by modifications 
o f  Kite 's  m ethod  with fixed plasters, followed by operative 
procedures. There is very little m enlion  o f  any  after-care  o r  
retentive splinting though , and  one w onders  how adequate ly  
these are  used.

Aims of Treatment
(1) T o  obta in  full correc tion  of  the deformity, so that  the 

foot is good both structurally  an d  functionally.
(2) T o  maintain this correction  indefinitely.

The deformity o f  a club-foot  is generally considered  tully 
corrected when the foot can be passively brought into the 
normal calcaneo-valgus position for that  age. In the new­
born, this is such that  the centre  o f  the dorsum  o f  the foot 
a lmost touches the an tero la tera l  aspect  o f  the leg, and  it 
g radually  decreases with age.

Fig. 2: C orrection  is held by a long leg padded fixed p laster, 
with the knee flexed to 90 degrees.
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T h ro u g h o u t  growth,  the club-foot will tend to  relapse 
into its original posi tion. This  must be prevented by c o n ­
t inuous after-care, in the form of regular m anua l  stretching, 
exercises an d  night splintage used indefinitely, perhaps  until 
the age of  I3 -I4  years when the foot is fully grown.

Fig. 3 : Feet strapped onto a D enis Browne hobble splint.

M ethods o f T reatm ent
O u r  present m ethods  of  trea tm ent  at  the Adelaide 

C h i ld ren ’s Hospita l,  where we see som e 30 new club-feet 
each year, have evolved over the last 17 years. I shall a t tem pt  
to describe them  here.
(1) T rea tm en t  is com m enced  on the day  o f  birth if possible.
(2) T he  foot is m anipu la ted  very gently into the corrected 

position. T he  correction  is then  held by:
(a) a long-leg padded  fixed plaster (Fig. 2) or
(b) a Denis Browne hobble splint an d  non-elastic one 
inch wide adhesive s t rapp ing  (Fig. 3) or
(c) som etim es adhesive st rapp ing  alone, with no force 

used to  obta in  m ore  correction. (Forceful m a n ip u la ­
tion produces a swollen foot ,  dam ages  the bones 
an d  jo in ts ,  an d  results in a very stiff foot).

(3) Gentle  m anipu la t ion  an d  sp linting are  repeated in 2 o r  3 
days at first, and  this is gradually  lengthened out to 
weekly and  then fortnightly intervals in approx im ate ly  
2-3 weeks. As soon as the foot  corrects to the neutral 
position, the Denis Browne splint  is used, an d  is re­
applied every two weeks until the babe  is approxim ate ly
3 m on ths  o f  age.

M ethod o f  S trapp ing  with the Denis Browne Splint
A strip o f  adhesive felt jus t  over one inch wide is placed 

down the lateral side o f  the lower leg, an d  continues under 
the heel to the midline.  O ne  or  m ore  small  pieces of  adhesive 
felt are  also placed on the lateral half of  the sole, an d  often a 
piece is placed over the medial border  o f  the forefoot.  The 
foot is held firmly on to  the footpiece of  the splint, with the 
sidepiece free, and  adhesive s t rapp ing  is applied —  first the 
forefoot is fixed to the splint,  an d  then the heel is fixed to  the 
postero-lateral corner  of  the footpiece. Next,  the sidepiece is 
brought gently against the leg, an d  is s t rapped  into posi tion. 
T h e  gaps are  filled in with adhesive tape, so  that the leg is 
f irmly a t tach ed  to the splint an d  canno t  be kicked loose by 
the baby. C are  must be taken not to  apply  the s t rapp ing  too  
tightly— it is not pulled a ro u n d  the leg, but is just  placed on 
the skin. T h e  cross-bar  is then added ,  so  that the legs are  in 
som e external  rotat ion.

If the condit ion  is unilateral, the norm al  foot  is s t rapped  
to the splint in the neutral posi tion, as  the affected leg cannot  
be kept in external ro tat ion  unless the cross-bar  is a t tached  
to the no rm a l  leg.

(4) If the foot shows full or  very good correc tion  an d  is of 
average size at  3 m onths,  this correction  is maintained  
(not gained) by a removable below-knee plas ter back 
splint  m ade  in the position o f  m ax im um  dorsifiexion 
(Fig. 4). Alternatives to this and  used occasionally are 
a Denis Browne night boot, and  an above-knee  plaster  
backsplint with the knee flexed to  90 . T he  splint  is 
worn all night and  for most  of  the day  at first, but is 
removed for periods o f  approx im ate ly  half an h o u r  two 
or  three times each day  for mobilising.  G radua l ly  this 
free time is increased, so  that  by the time the babe is 
standing,  he is using the splint  only at night an d  for 
daytime sleeps. At this stage the m o the r  is taught by 
the physiotherapist to stretch an d  exercise the foot, 
three times daily at first, an d  later only once or  twice 
daily, to help maintain  the correction. T h e  stretches and 
exercises used are:
(a) passive dorsif iexion of  the ankle, with pressure  up 

in the mid-sole region, an d  pulling the heel down, 
for five minutes (Fig. 5).

(b) passive abduc t ion  of  the forefoot, without forcing 
the heel into excessive valgus, for three minutes 
(Fig. 6).

(c) passive p lan tar  flexion and  dorsifiexion of  the 
ankle jo in t  —  to increase mobility  o f  the ankle 
jo in t ,  especially into p lan tar  flexion.

(d) the m o the r  encourages active dorsifiexion a?  ' ' 
eversion o f  the foot to s trengthen the peronei.

O ther  active exercises are  also used at  the discretion of  the 
physiotherapis t,  to increase the strength  and  mobility  o f  the 
foot  an d  leg.

These  children usually require  no special foo tw ear  or  irons 
w hen they start  walking, which is at the normal age. H o w ­
ever, I prefer them  in little boots  at  first, as  they help to  keep 
the feet plantar-grade.
(5) At any time after  three m on ths  o f  age, if the foot is 

resistant  to correction  an d  is becom ing boated  on the 
medial  or  p lantar  aspects, o r  shows a persistent  high 
heel with a deep transverse  crease above it, surgery is 
perform ed. As ou r  experience has increased,  it has 
become possible to recognise these resistant  feet at an 
ear ly age, often at 10 - 12 weeks, an d  now adays  more 
than  80%  of ou r  club-feet undergo this surgery.

T he  T e n d o  Achil les is lengthened in a Z-fashion and  a 
posterior  capsu lo tom y  of  the ankle jo in t  is done,  to  allow 
the heel to  com e dow n  into the norm al position. Som e of ou r  
su rgeons  have also done  in tram uscu la r  lengthenings of 
tibialis poste rio r  and  the long flexors o f  the toes at the same 
t i m e — but I have not observed any ad van tage  later  from 
these. T he  T e n d o  Achilles is su tured  so  that  it is just tight

Fig. 4 : Below-knee p laster back splint.

R
ep

ro
du

ce
d 

by
 S

ab
in

et
 G

at
ew

ay
 u

nd
er

 li
ce

nc
e 

gr
an

te
d 

by
 th

e 
Pu

bl
is

he
r (

da
te

d 
20

13
.)



MAART 1975 F I S I O T E R A P I E 5

5: Passive stretching  of the ank le  jo in t into dorsifiexion.

with the foot  at 90 dorsif iexion an d  the knee extended. 
Post-operatively, the leg is held in a long-leg padded fixed 
plaster for 4-6 weeks, with the ankle in m ax im um  dors i ­
fiexion, and  the knee flexed to  90 to take  the strain off the 
sutured T e n d o  Achilles. If unsufficient dorsifiexion is 
obtained, the plaster is changed  under  general  anaesthesia 
at two weeks, when this is significantly improved.

After  this, the foot requires the same t rea tm ent as  the 
unoperated  foot , with one exception, the plas ter splint is 
only made at  a right angle of  dorsifiexion. This is to co u n te r ­
act the tendency for the foot to  become fixed in the calcaneus 
position, when the child will walk with little o r  no calf 
action, and  often with flexed knees. If  it occurs,  it is further  
improved by st retching the foot in to  p lan tar  flexion also.

it is o u r  observation  that, fo llowing early elongation  o f  the 
Tendo  Achilles, af ter-care of  the foot is noticeably easier, as 
it stretches much m ore  easily, stays m ore  readily in the 
plaster splint,  and  shows less tendency over the years to 
relapse. However, the opera tion  is not a cure in itself, but 
merely part of  the m anagem en t  o f  the condit ion ,  an d  we 
must m ake  this very clear to the parents. We have seen some 
bad relapses where the after-care  has not been continued,  
the same as with unopera ted  feet.
(6) As m ent ioned  earlier,  m uch stress is placed on the 

aftercare o f  the corrected foot . Night splints,  stretching, 
and  exercises are  con t inued  indefinitely at the discretion 
o f  the doctor ,  as most  club-feet,  even when fully 
corrected, relapse to  some extent dur ing  growth. The 
child continues to have regular  supervision by the 
physiotherapist,  who checks the stretches done by the 
parents and  the exercises done at  home, an d  the night 
splint,  which needs renewing at  frequent intervals as 
the child grows. If  the foot is hold ing  its correction and  
the parents are  co-operative, the child is seen only at 
intervals o f  3-4 months.

(7) "TibiaI in to rs ion ' ' ,  which is nearly always present and 
recurs dur ing  growth ,  causes the child to walk with his 
feet pointing som ew hat  medially (i.e. he intoes). It is 
corrected at intervals dur ing  grow th  by add ing  an 
adjus table  external ro ta t ion  bar  between the night 
splints, so  that the child sleeps with the feet an d  legs 
external ly ro ta ted .  If he has a unilateral  c lub-foot ,  an 
o rd inary  leather  boot is worn on the good foot, an d  the 
external ro ta t ion  bar  is a t tached  to this.

(8) Relapsing feet, and  those com m encing  t rea tm ent when 
several m o n th s  old, are  first st re tched in serial-wedged 
long fixed plas ters a n d /o r  short  fixed walking  plasters 
for 6-8 weeks. We do  not  con t inue  with fixed plasters 
for longer  than  this, as the feet can become very stiff.

Correc tion  is very often incomplete, and  surgery  is then 
considered  necessary —  frequently  an e longation  o f  the 
T e n d o  Achil les an d  a posterior  capsu lo tom y o f  the 
ankle are done,  an d  these im prove things immensely. 
Once sufficient correc tion  has been ob ta ined,  af ter-care 
is con t inued  as described previously.

(9) Incompletely — corrected  and  badly-relapsing feet, 
m any of  which have not  received ad eq u a te  after-care in 
the home, can be im proved th roughou t  grow th  by 
various surgical procedures.

Those  used most frequently  are:
(a) repeat E .T.A. an d  posterior  ankle capsu lo tomy.
(b) t ransp lan ta t ion  o f  tibialis an te r io r  to the middle 

of  the d o rsu m  o f  the foot.
(c) t ransp lan ta t ion  o f  tibialis posterior  to  the do rsum  

of  the foot.
(Com plica t ion  — it acts as  a tenodesis, an d  limits 
p lantar  flexion of  the ankle) .
W ith both  o f  these tendon  t ransplants ,  it is essential 
to stretch the foot pre-operatively in fixed plaster.

(d) osteotomies of  all meta tarsa ls  —  to correct  forefoot 
adduction .

(e) os teo tom y of  os calcis —  to correct inversion o f  the 
heel.

This  can be done  by two m ethods:
(i) insert ion o f  a wedge o f  bone on the medial  

side, as described by Dyw er  (Com plica t ion  —  
often leaves an ugly scar).

(ii) Lateral  d isp lacement o f  distal f ragment o f  os 
calcis (D i s a d v a n ta g e — m akes the heel 
smaller).

(f) ro ta t ion  os teo tom y o f  the tibia —  to  correct  
persistent tibial intorsion.

Following these procedures,  af ter-care is still neces­
sary  until  grow th  o f  the foot has ceased.

(10) Definitive surgery a t  the end  o f  growth is occasionally  
necessary for continually-relaps ing  feet. These  are  
essential ly bony procedures,  when a wedge tarsectomy 
or a triple ar th rodes is  a re  performed.

(C ont inued  on page 7)

Fig. 6 : Passive stretching of the forefoot into abduction
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THE

p r e s e n t s  -  M in id yn e  m k  III
TRANSISTO RISED FARADIC UNIT

Representing another advance in the evolution of the M inidyne, the Mark 111 version 
incorporates printed circu its which reduce the size but also enhance the reliability; 
continuing features are

wide range of surge speed control with output sufficient for all forms of 
faradic techniques
audible as well as visual indication of surge speed enabling the operator to 
anticipate a muscle reaction without having to watch the control panel 
fitted with Ever Ready PP9 batteries which will give up to six months' 
use without replacement and are obtainable worldwide

W E IG H T  reduced to: 4 lbs. (1,8 kg)

S IZ E  reduced to 8" x 5 i"  x 2}"  (20 cm x 13,5 cm x 6 cm ).

PRICE:
R112.50
complete with 
accessories.

MEDICAL DISTRIBUTORS eptDM s t bdpk

‘CAPE YORK’ | 252 JEPPE ST. | JOHANNESBURG | De Waal House, 172 Victoria Road | Woodstock, C.P.

PLEASE ADDRESS ALL CORRESPONDENCE TO P.O. BOX I
RIG ASSEBLIEF ALLE KORRESPONDENSIE AAN POSBUS [ JOHANNESBURG

TEL. ADD. 'D IS M E D ' PHONE | FOON 23-8106 TELEX: 43-7129 S.A.
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MAART 1975 F I S I O T E R A P I E

Non - Articular 
Rheumatism

By W. A. McDONALD SCOTT  
M .B., Ch.B.(Aberd), M.R.C.P.(Lond.)

W hen S hakespeare  in M idsum m er N ig h t’s D ream  sa id : 
“ T he n o rth -eas t w ind  —
A w ak ’d  the  sleepie rheum e, an d  so by chance  
D id  grace o u r hollow  p artin g  w ith  a  te a re ” , 

he w as saying as m uch as w as know n  ab o u t rheum atism  
three h u n d red  a n d  fifty years ago.

W e can  a d d  little  m ore tod ay  in sp ite  o f  m assive advances 
in the  w hole field o f  m edicine, a lth o u g h  in the  “ c lim a tro n ” 
of the  U niversity  o f  P ennsy lvan ia , “ w ea th er” can  be arran g ed  
by ad ju s tm en ts  o f  tem p era tu re , hum id ity , a ir  electricity  an d  
barom etric  p ressu re : in th is way p a tien ts  w ith  rheu m atic  
disease u n d e r d o ub le-b lind  co n d itio n s w ere fo u n d  to  have 

v se n in g  o f  the ir  sym ptom s w ith “ a  change in th e  w eather

L/11”"N o n -a rtic u la r  rh eum atism  covers a  w ide range o f  aches 
and pains felt in th e  soft tissues b u t n o t asso c ia ted  w ith 
arth ritis . T h e  m uscles an d  fib rous stru c tu res o f  the  body

Congenital Talipes (continued from page 5)

Conclusion
C ongen ita l ta lipes eq u in o -v aru s is a  serious fo o t de­

deform ity , an d  requ ires p ro longed  an d  s tren u o u s trea tm en t. 
It is o ften  very difficult to  co rrec t adequ a te ly , an d  m ay show  
a vicious tendency  to  relapse th ro u g h o u t grow th .

H ow ever, w ith early  gen tle  m an ip u la tio n  an d  co n tin u o u s 
splinting, so ft tissue release as y o ung  as th ree  m o n th s o f  age, 
and co n s ta n t after-care  until g row th  has ceased, a  sa tisfac to ry  
but never n o rm al fo o t can  be o b ta in ed .
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m ay be affected by p o stu ra l stra in , by excessive use, by 
psychological o r  c lim atic  stress an d  by physical in ju ry . This 
leads to  pain , tenderness an d  stiffness w ith  associa ted  m uscle 
spasm  in m any. T h e  precise p atho logy  o f  these co n d itio n s 
rem ains obscure.

F ib rositis  o r  m uscu la r rh eu m atism  is p ro b ab ly  the 
com m onest o f all fo rm s. I t  is called psychogenic rh eum atism  
in A m erica , suggesting  th a t  psychological stress is a lw ays a  
cause , w hich is difficult to  p rove. I f  w e consider rh eu m atism  
as an  expression  o f  the  resu lt o f  stress on  a  p a rtic u la r  tem ­
peram en t —  the  “ rh eu m aticy ”  type —  th o se  w hose m uscu lo ­
skeletal system  represen ts a  ta rg e t o rg an  in th a t in d iv idual —  
th en  there  m ust be a  psychological co m p o n en t, a t least.

In  such a  person  th ere  is o ften  a  h is to ry  from  ch ild h o o d , 
s ta rtin g  w ith  “ grow ing  p a in s”  an d  co n tin u in g  th ro u g h  
ado lescence an d  ad u lt life w ith  episodes o f rheu m atic  n a tu re .

T he d iagnosing  o f  n o n -a rticu la r  rh eum atism  m ust be 
tem pered  w ith cau tio n , b u t in  the  face o f  obv ious good  
general health , a  n o rm al b lo o d  sed im en ta tio n  ra te , a  no rm al 
o r  raised  se rum  uric  ac id  a n d  negative L atex  screening test 
fo r rh eu m ato id  a r th ritis , it is reasonab le  to  m ake it.

A lth o u g h  there  a re  several reasonab ly  clear-cu t syndrom es, 
so ft-tissue rh eum atism  is m ore easily review ed region  by 
region.

NECK
T h e  diffuse ach ing  pain  o f  rh eum atism  is difficult to  

localise a n d  th is h as been checked  experim enta lly  w ith 
h yperton ic  saline.

E ach  sp ina l segm ent has a  ch a rac te ris tic  referral a rea . A n 
in jec tion  in to  the  neck a t C 2 will p ro d u ce  ach ing  in the  back  
o f the  neck an d  h ead  rad ia tin g  o ften  to  th e  fo rehead . A t C 4, 
pain  is felt in the  side o f  th e  neck. A t C 5, pain  is felt in the  
side o f  th e  neck an d  th e  p o in t o f  the  shoulder. A t C„, pain  
ten d s to  sp read  dow n th e  ou te r side o f  th e  arm . A t C , and  
T j,  pa in  sp reads do w n  th e  in n e r side o f th e  arm . In  all these 
areas , th e  sk in  an d  superficial m uscles a re  ten d er to  tou ch  
a n d  sp o ts  no rm ally  sensitive to  p ressu re  becom e especially 
so . T h is is th e  co m m o n  p ic tu re  o f  fibrositis o f neck an d  
shou lders —  the  w o rd  th a t incorrec tly  suggests a n  inflam ­
m ato ry  sta te .

T h e  “ n o d u les”  a re  m uscle  bundles w hich  can  be felt, an d  
th e ir  d ispersal suggests the  relief o f  spasm  o f these bundles.

LOW BACK PAIN (Lumbago, Sciatica, “ Slipped D isc”)
A cute  episodes ag a in s t a  back g ro u n d  o f a  “ b ad  b a c k ” 

a re  p erhaps th e  co m m o n est o f  all the  prob lem s o f  non- 
a r tic u la r  rheum atism . A lth o u g h  the  g rea t m ajo rity  a re  fo r 
prac tica l p u rposes m usculo-skeletal the  possibility  o f  u n d e r­
lying p a th o lo g y  m u st be  rem em bered . Physical, la b o ra to ry  
a n d  rad io log ical investiga tions sh ou ld  be kep t to  a  m in im um  
an d  response to  th erap y  used as con firm ation  o f  d iagnosis.

I t  is ra re  to  find  th e  absence  o f  psychological fac to rs , the  
m o st im p o rta n t being a  loss o f  confidence in the  back  w hich 
helps to  p erp e tu a te  sym ptom s. A  m ytho logy  has g row n up 
a b o u t the  “ slipped d isc”  a n d  th e  inevitability  o f  tro u b le  if 
the re  is rad io log ical ev idence o f  degenera te  discs. I t  seem s 
th a t th e  red u c tio n  in size o f  th e  shock a b so rb e r  betw een tw o 
v ertebra l bod ies is considered  critical in the  p ro d u c tio n  o f 
pain  a n d  yet the  m ost m odern  trea tm en t o f  discolysis p ro ­
duces chem ical d es tru c tio n  o f  th e  disc w ith relief o f pain . 
U nless there  is m echan ical p ressu re  on  nerve  ro o ts  o r sp inal 
c o rd  by d isp lacem en t o f  th e  disc, th e  redu c tio n  o f size is 
u n im p o rtan t.

T rea tm en t o f th e  p a tien t as a  personality  com bined  w ith 
trea tm en t o f  trigger p o in ts  in th e  back  will o ften  p roduce  
regression  o f  sym ptom s an d  g rad u a l rehab ilita tio n .

In  general, th e  su p p o rt o f  a  co rse t o r  sim ilar app lian ce  
w ithou t positive fo rm s o f  th e rap y  can  be ineffectual an d  
extrem ely  u n co m fo rtab le  in a  h o t clim ate.

UPPER LIMB
T h e  painfu l shou lder, a  co m m o n  fea tu re  o f  rh eu m ato id  

a rth ritis , is even m o re  co m m o n  as an  expression  o f  non-
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