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Talectomy for osteoporotic and neuropathic feet 
7 cases followed for 2-3 years 

lzge Gunal 

I modified a technique of talectomy reported previ- 
ously for osteoporotic cases. A larger medial malle- 
olar fragment is displaced laterally to prevent the 
bone from being splintered during fixation. 2 Haw- 
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kins Group 111 fracture-dislocations of the talus and 
4 equinovarus feet were successfully treated by this 
technique. 

~ ~ ~ ~~~~ ~~ ~ ~ ~- ~~ ~ ~~~ ~~ ~~~ 

Talectomy is sometimes indicated for severe foot 
deformity in patients with spina bifida, arthrogrypo- 
sis multiplex congenita, postpoliomyelitic paralysis 
or sevcre fracture-dislocation of the talus. Although 
good results have been reported by displacing the 
calcaneus anteriorly and the medial miilleolus later- 
ally (Gunal et al. 1993), secure fixation is difficult in 
osteoporotic patients (Alho 1993). 

I report my results after talectomy i n  osteoporotic 
feet with a modified technique. 

Patients and methods 

In 1988, we performed talectomy by the technique 
of Gunal et al. (1993) in an arthrogryposis patient 
with equinovarus foot. but the fixation of the medial 
malleolus failed due to osteoporosis. Then the tcch- 
nique was modified for osteoporotic patients. 

From 1988 to 1992, 2 osteoporotic paticnts with 
Hawkins ( 1970) Group 111 fracture-dislocatioti of the 
talus, 3 patients with spina bifida and I patient with 
arthrogryposis multiplex congenita, all having a 
neglected clubfoot deformity, were treated by the 
modification of the technique described below 
(Table I ) .  All feet were osteoporotic. 

Instead of osteotomizing the medial inalleolus 
transversely at the level of the joint line, as described 
previously (Gunal et al. 1993). the osteotomy was 
performed transversely 1 cm proximal to the joint 
line, about one third of the width of the tibia. with a 
right angle to the joint line. Then I x 0.5 cm of bone 
was resected (Figure). 

Following the talectotny and displacement of the 
foot anteriorly. to make contact between the distal 

Table 1. Clinical details of the patients 

Case Sex 

~ 

1 M  
2 F  
3 M  
4 M  
5 M  
6 F  

Age Pathology Follow-up 
rno 

63 Hawkins Ill 41 
79 Hawkins 111 36 
17 SB 28 
17 SB 25 
23 SB 32 

~ ~~~~~ ~~ 

18 AMC 2a 

Results 

~ ~~ 

Excellent 
Excellent 
Good 
Good 
Good 
Good 

SB spina bifida, AMC arthrogryposis multiplex congenita 

articular surface of the tibia and the posterior articu- 
lar facet of the calcaneum, the mallcolar fragment 
was displaced laterally to create a new joint with the 
sulcus calcanei and fixed with a screw (Figure). 

Postoperatively the foot was placed in a below- 
knee plaster which was removed at 3 weeks and par- 

Lines of osteotomy. 
Shaded area is resected. 

Displacement of the medial 
rnalleolar fragment laterally 
and fixation with a screw 
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t i o l  weight bearing was allowed. Full weight bearing 
was usuolly possible after a further 3 weeks. 

Traumatic mses were evaluated by the criteria of 
Morris et al. (1971). Patients with equinovarus feet 
were evaluated by combining the criteria of Sherk 
and Ames ( 1975). Cooper and Capello (1985) and 
Solund et ill. (I991 ). 

The radiographic examination included on antero- 
posterior. lateral antl axid projections of the foot and 
ankle. Attention was directed to the union of the 
ostcotomizetl malleolar fragment and the question 
whether there was synostosis between tibia and cnl- 
citlleus. 

Results 

Following the criteria o f  Morris et al. ( 197 I ). the 2 
traumatic ciises had excellent results, being able to 
return to full activity with completely asympkimatic 
feet antl ankles. 

All of the 4 neurogenic cases had good 
results-i.e.. no pain that limited activity. no skin 
breakdown, and a stnble, plantigrade foot (Table I ). 

On exaniination at 2 5 4 1  months, there was no 
evidence of calcaneotibial synostosis radiographi- 
cully and no recurrence of deformity was detected in 
the neurogenic cases. Union had been achieved at 
the site of osteotoniy i n  all cases. 

Discussion 

Ostcoporotic patients with musculoskeletal problems 
need special solutions, and extreme bone fragility is 
ottcii experienced as an unexpected. disastrous situa- 
tion intra-operatively: screws do not hold and the 
bone is splintered during fixation attempts (Alho 
1003). This risk can he minimized by placing the 
implanls on relatively larger bone fragments. My 
new niotlification was developed to overcome this 
problem and the results are encouraging. 

In the classical technique of talectoniy, the foot is 
dihplaced posteriorly. According to Menelaus 
( 107 I ), however, this often produces ii poor fit; fur- 
ther. ;IS reported by Cooper and Capello ( 1985) 
"Despite an attempt to displace the root posteriorly, 
postoperative patients had essentially none". The 
excellent contact achieved by antcrior displacement 

of the foot antl Internl displacement of the inalleolar 
fragment allows early weight bearing and wider 
range of motion (Giinal et d. 109.3) aid prcvents cal- 
caneotihid syiiostosis. 

To prevent the recurrence of  the detimiily, partial 
excision or elongation of the Achilleh tcnclon is 
utlvocatcd (Green et al. 19x4. Hsn ct nl .  IOX3, 
Sdund et al. I99 I ). As mentioned hy Mcnelaus 
( 1971 ), displncing the foot posteriorly. the nicchan- 
cal advantage o f  the calf muscle is increased. which 
may lcad to a recurrence o f  equinus deformity. By 
displacing the loot nnteriorly. this mechanical advan- 
tage and consequently a recurrence of  the deformity 
is prevented. 1 found no recurrence in my patients at 
the Intest follow-up, without elongation o r  exci\ion 
of  the Achilles tendon. 

Moreover, osteotomy of the meclial m;~llcol~~r  
fragment allows better visualization 01' the operative 
field and reduces the risk of leaving ;I talar fi.;igiiiciit 
behind. 
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