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Since Denis Browne in the '30's advocated his treatment of 
congenital clubfoot his method has been most popular in 
Great Britain. though i t  does not seem to be used much on 
the European continent. 

Verbrugge introduced the method into Belgium in  Noyem- 
her '46 and in June  '47. Marique & Steenbruggen reported that  
they found the method superior to any other, although no 
Belgian results have been published. 

Leveuf & Bertrand have this year written that the method 
is very little known in France but  is very interesting. 

The method was introduced into U.S.A. by Thompson in 
1942. He modified the splint and avoided manipulations. He 
claims excellent results in all hut  one of 60 cases. American 
orthopaedists haye mainly used modified forms of the treat- 
ment. In 1943 Jergeson had treated 52 cases with good results. 
In 1944 Bell & Grice published 46 cases, 11 excellent, 29 good, 
and 6 fair, and in 1946 Rlumenfeld, Kaplan & Hicks gave a 
detailed report of 41 cases. Of these ?/A had excellent results, 

had a slight adduction deformity but were otherwise good, 
while the rest had other minor incomplete corrections. 

Unfortunately Denis Browne has not published his follow- 
up results but he  claims to he able to correct any simple 
club-foot and to restore a t  the same time the muscle function, 
if treatment is begun early enough. He has abandoned ten>- 
tomies. 



Since I~ccernhrr  ’16 I have personally treated antl followed 
all new cases of early congenital c lubfoot ,  following Denis 
Browne’s method and  using copies of his splints. 

I t  is well known that  the different components of a cluh- 
foot a r e  intimately related. The supination, the adduction and 
the cavus components are  due to sub-taloid changes, mainly 
subluxation in the talo-c~lcaneo-iiaviculare joint displacing 

the huh-taloid pa i t  of the foot medial to  the talus, while the 
eqiunus component occurs a t  the ankle joint. As HrocIin1nrt 
has clearly emphazised correction of‘ one component affects 
all the others and all must  be corrected before the clubfoot  
i b  cured. 

Deriis Rrowne prefers to  correct the deforniities as early a s  
possihle without anaesthesia, preferably a t  one session, antl 
concentrating mainly on the adduction deformity. The  foot 
is then fixed to the splint (see photo 1 )  \villi adhesive plaster, 
and with a piece of felt under the  outer side of the forefoot. 
The other foot is fixed to  another splint, without any felt if 
i t  is normal. The two splints are joined together by a cross 
liar, the deformed foot being strongly rotated outwards, :I 

norinal foot slightly. When the feet are fixed in this way thc 
child corrects actively the  foot’s position by kicking and the 
muscles a re  exercised. Later, usually when the child i s  about 
6 months old, the flexible and corrected foot is fitted with a 
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night splint (see photo 2 )  to maintain the correction. The 
splint may be used for many months. 

This plan has been follo\ved and all patients are now 
treated as out-patients. 

Treatment was begun in 35 cases, hut discontinued in 5 
cases for reasons not concerning the D.B. method. 

30 cases, 21 boys and 9 girls, are still under treatinelit: 

Photo 2. 

45 feet, 8 right, 7 left, 15 hilateral. Most patients were brought 
for treatnient within the first 2-3 weeks, a few between the 
7th and 10th weeks. All degrees of severity were represented. 

After 18 months experience we have studied the pre- 
liminary results. All  feet have been examined by the author 
both clinically and radiographically. A good clinical result is 
claiiiied when the foot is flexible, easily brought into prona- 
tion, abduction and 30-60 degrees dorsiflexion and there is 
active overcorrection. Radiographically the foot is considered 
good when the radiograph is normal in the dorsoplantar 
projection. 

The preliminary results were as follows : 



Clinically good results : 40 feet, norrnul radiographs in 33, 
unsat i s fac tory  radiographs in 7 

(in 5 o f  these 7 the  radiographs showed slight adduction o f  the  f o r e  foot, 
in t he  remaining two the  angle l)ctwi.cn thc  axes o f  the talus and 
calcaneus was not  qu i te  wide enough).  

Clinically unsalisfaclor!j results in 5 feet, izornial rutiio- 
graphs in 2, unsatisfactory radiographs in 3. 

(Of t h e  2 patients with normal  radiographs one h a d  h a d  a severe 
icterus nconatoruni with a haernorrhagic tcndcncy a n d  ratiictgral)hic signs 
o f  suhperiostal haemorrh;ige o f  hoth femurs and t ihiac. 'I'hc right foot was 
well corrected hu t  active dorsiflexion was  not yet satisfactory, although 
still improving. The o ther  had a dorsiflexion of only  ti5 degrees. 

The  3 wi th  unsatisfactory clinical and  radiographic results were: 
one. a dehi1ati.d child, has  a passively easily overcorrt3ctcd f o ( J t ,  hnt 
holds the  fore-foot in slight artduction; one, w h o s e  mother discontinued 
the treatment for  4 months at a t ime w h c n  the foo t  was fully corrected, 
has  a dorsiflexion of 80 degrees and  radiographically slight adduction 
and slightly reduced angle hetween the  axes of t a lus  and  calcaneus;  and 
one wi th  a troublesome foot complicated hg  syndactglies of t he  toes, 
ohviously not a simple club-foot:  i t  is  still no t  quite flcxihle, tlorsi- 
flexion is only  70 degrees, radiographs showe some ailduction and  too 

narrow ao  angle hetwcen the  ta lus  a n d  ealcaneus.) 
T h e  latest radiographs o f  each case were  shown. 

Again I wish to underline that  these :ire of' course only 
preliminary results, but they h a w  iniprcssetl all of us wlio 
have followed the cases. IVe helieve that  Denis Browne's 
treatment seems to he superior to  other methods which have 
h e n  used in this hospital. The final results can naturally not 
he seen for the first 4-5 years, hut one thing may he stressed: 
so fa r  it has not been necessary to do a single elongation of 
the Achilles tendon though in earlier treatinent this was a 
very frequent proccdure. 

S 17 hl  hl H Y 

After a brief review of the published results of Denis 
Browne's method of treating clubfoot, the prcliniinary results 
of 18 months' experience with this method are presented. 30 
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children have been treated: 21 boys and 9 girls, comprising 
45 feet: 8 right, 7 left and 15 bilateral. In most cases the treat- 
ment was begun within the first 2 to 3 weeks of life, a few 
between the 5th and 10th weeks. All degrees of severity were 
included. The feet have been followed both clinically and 
radiographically. 40 feet are  good clinically, of these the 
radiographs are  normal in 33 and nearly normal in 7. 5 feet 
a re  not wholly satisfactory clinically, and of these the radio- 
graphs are  normal in 2 and not satisfactory in 3. The treat- 
ment seeins to be better than other methods used in this 
hospital. I t  is especially notable that it has  not been necessary 
to lengthen the Achilles tendon in any case. The final results 
will be interesting. 

H E S LT A1 E 

Aprks un court apercu des resultats de Denis Browne 
publies jusqu’ici sur  le traitement du pied hot, expose des rksul- 
tats primaires provisoires observes aprks 18 mois d’expkrience. 
Le traitement a Ctk pratique d’aprks la rnethode de Denis 
Browne chez 30 enfants: 21 garqons et 9 fillettes, sur  45 pieds 
en tout. Dans 8 cas, il s’agissait du pied droit, dans 7 du pied 
gauche et dans 15 le pied hot ktait bilateral. Pour la plupart 
des enfants le traitement a kt6 instaure dans les 2-3kme semai- 
nes, chez quelques-uns dans les 7-lOkme seinaines aprks la 
naissance. Ces cas comportaicnt tous les degrks de gravit6. Les 
pieds ont 6ti. suivis ensuite cliniquement et radiologiquement : 
40 pieds Ctaient hons au point de vue clinique, avec des trou- 
Yailles radiographiques normales dans 33 cas et pas tout A 
fait normales dans 7.  Pas absolument satisfaisants au  point 
de vue clinique: 5 pieds dont 2 avec radiographies normales 
et 3 pas entikrement satisfaisantes. Ce traitement semhle 
nieilleur que les autres m6thodes employees par  cet h6pital. 
II est frappant de constater entre autres qu’il n’a pas 6ti. n6ces- 
saire d’allonger le tendon d’Achille dans un seul cas. I1 sera 
intkressant de voir quels seront les rksultats finaux obtenub. 
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Nach einer Icurzen Uehersicht iiher die hisher wroffent- 
lichten Ergebnisse der Denis Browne'schen Klurnl~fussbeliand- 
lung werden die vorlaufigen primaren Krgebnisse nach 18- 
nionatiger Erfahrung besprochen. Die Behandlung wurde ad 
nioduin Denis Browne an  30 Kindern durchgefiihrt: 21 Kna- 
hen und 9 Maidchen, insgesariit an  45 Fiissen, hei 8 rechts- 
seitigen, 7 linksseitigen und 15 doppelseitigen Flllen. Bei den 
nieisten Kindern wurde die Behandlung in den ersten 2-3 
Iflochen begonnen, hei einigen wenigen irii Alter von 7-10 
Woehen. ,411e Schweregrade kamen vor. Die Fiisse wurden 
klinisch und rontgenologisch nachkontrolliert : Klinisch gut 
waren 40 Fiisse init normalem Rontgenhefund in 33 Flllen 
und nicht ganz norinalein in 7 .  Klinisch nicht ganz befriedi- 
gend waren: 5 Fiisse, davon 2 niit nornialen und 3 riiit nicht 
ganz hefriedigenden Rontgenbildern. Die Behandlung scheint 
besser zu sein als andere in diescni Krankenhaus angewandte 
Methoden. Uesonders aufflllig ist, dass es iiicht in eineni ein- 
zigeii Falle notig war, eine Achillessehnenverlangerung vor- 
zunehnien. Man muss niit Interesse die Endergehnisse ah- 
\v a r t en. 
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Nilsonne, Kiter, Thornasen, Silfverslcidd. 

H .  Stiiren (Stavern) : So far as I have understood from the 
paper which has just been read, Denis Browne demanded for 
a good result of the treatment of clubfoot that the atrophy 
of the leg should not exceed 1 cm. This is to  demand some- 
thing which lies beyond the control of the treatment. 

I have for 8 or  10 ycars been treating club-foot by re- 
dressement and plaster bandaging, as soon as  possible after 
birth. Often I have had cases only 1 or 2 days old, and in 
many of these the muscles of the leg were already markedly 
atrophic: this was particularly noticeable in cases of uni- 
lateral club-foot. Probably in these children the embryonic 
muscular anlage itself has  been imperfect, and no treatment 
will be likely to cure this. 

Denis Browne also stipulated that there should be complete 
correction at  the first session. This is not always feasible 
even with childrcn 1 or 2 days old. As early as this I have 
often met with very severe contracture, and complete cor- 
rection a t  the first attempt was not possible. Resistance to 
treatment and a tendency to relapse in these cases cannot 
be unreservedly attributed to the method by which they have 
been treated. They were unfavourable cases in the embryonic 
stage, owing, in my opinion, to defective innervation; this is, 
of course practically impossible to prove directly. 

Further, it is rather too much to say that Denis Browne’s 
treatment of clubfoot is the ideal method. I do not think that  
this can be said of any method of treatment for  a disorder 
which presents as many variations as  does cluhfoot. Here, a s  
in so many other conditions, one must treat the cases in- 
dividually, according to their nature and to the course which 
they take. Personally, as I have said before, I have for many 
years used redressement and plaster as soon as I could get 
the child for treatment. And when Thomasen in 1942 suh- 
mitted his method of redressement I adopted it with some 
minor modifications. I have, however, used plaster and not 



plain handages to  keep the foot in position. The  results of 
cluhfoot treatment ought not to hc suhinittcd until after 8 or 
10 years. Not until then can we get soiiic itlea o f  the final 
result, and i n  many cases not even then. 

Poul Cui ldnl  (Copenhagcn ) : Denis Browne’s method no 
doubt has certain advantuges over soine niethods ol’ treating 
congenital clubfoot. That good results :ire obtained whcn the 
patients are brought for treatment in their first weeks docs 
not say so  very much, since one can nearly :il\vays get quite 
good results whatever treutiiient one uses. I t  is difficult to 
judge from so short  an ohscrvation period what  the results 
will he in cases which are hrouglit for treatment later. \Vith 
nearly all methods of treatment the priinary results are good, 
hut relapses do not appear until later, ant1 there is no doubt 
that  in certain cases these relapses can tw vrry resistant and 
require treatment of both the soft :tilt1 h n y  parts for inany 
yea rs . 

It  is difficult to understand how the inuscles can he better 
preserved with Denis Rrowne’s inethotl t han  with thc usual 
plaster treatment, since the legs are  i f  anything inore firmly 
fixed than when the are free from each other. I t  is also difficult 
to believe tha t  correction of the different coml)onents of a 
cluh-foot shoultl he hettcr with this methotl which uses a stiff 
firm plate than with a plaster t,antl:ige which can he adapted 
to the in  div idu:il coin ponen t s . U u  t one c:i n not j utlge Lvhe t h e r 
the method represents a real advance hefore one sees the late 
results. There is no doubt that  it is technically just  :is diffi- 
cult as the usu a 1 ma nipu 1 ;it ions an d pi a s  t c rin gs . 

Agerholm-Cliristensen: I am afraid Dr. Stiiren has niis- 
untlerstood me. Denis  IZromne claiins only to he able to correct 
any s imple  club-foot. He too knows the most resistant cases 
:is we see them in arthrogryphosis. He prefers to correct the 
foot in  one session-if ~)ossiblc. I did not cnll it the  itleal 
method, but  I helievc it is the hest nicthod which has  been 
used in this hospital. I disagree with I)r. G u i l t l n l :  it is much 
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easier to  apply the  Denis Browne splint than a plaster of 
Paris bandage to a baby foot. I think that  the fixation of both 
feet together gives the child much more kicking exercise than 
plaster. Dr. Thomasen refers t o  his paper “Der angeborene 
Klunipfuss” (Acta Orthop. Scand. XII. 33. 1941).  I can only 
say that the importance of correcting the inversion of the 
calcaneous has  been stressed for many years (e.g. Bankart, 
Elmslie, MacMurray, Platt in 1920),  and that the dorso-plantar 
radiographic projection has  long been used (before Wisbrun)  . 
The first radiograph I showed to  day was a reproduction from 
Rrockmann’s book published in 1930. Thomasen recommended 
in 1941 manipulations and fixation with flannel bandages. 
He had treated 7 cases which had been followed u p  to an  
average age of 13 months; in 3 an elongation of the Achilles 
tendon was done. I have been through the notes of 60 club 
feet treated by this technic in the Orthopaedic Hospital, Cph. 
since 1943/44. By 1947/48 44 had had an  elongation of the 
Achilles tendon usually in the first year, 45 showed adductus 
and 1 7  varus positions. I believe the future will show that  
with Denis Browne’s treatment elongation will rarely be ne- 
cessary, and that the varus position will be corrected; but 
we may have trouble with the adductus position. The  treat- 
ment does correct this position, hut I am afraid that  some 
children will not have sufficient muscle power to maintain 
the correction. 


