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Diagnosis and Treatment of Cavus Foot
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The cavus foot is a deformity characterized by an elevated medial longitudinal arch and a hindfoot varus with plantarflexed 1st ray. The
etiology of cavus foot is usually related to neuromuscular disease or idiopathic cause. Thorough clinical and radiographic evaluation is
required for differentiating etiology of the cavus. Most cases of cavus foot are stable and slowly progressive deformities which can ini-
tially be managed with conservative treatment including orthoses and physical therapies. Determining whether the deformity is flexible
or rigid, the apex of the deformity and any muscle imbalances in foot and ankle is important for achievement of an adequately balanced
plantigrade foot. Treatment should include systematic preoperative planning for selection of appropriate procedures for maintaining a
functional and flexible foot with combinations of soft-tissue release, osteotomy, tendon transfer, and arthrodesis.
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Figure 1. This figure shows Coleman block
test of right foot for assessing flexibility
of hindfoot varus. By weight-bearing on
a block supporting only the lateral side
of the foot except 1st ray, if the hindfoot
remains flexible, the hindfoot varus can
be corrected by addressing the forefoot
Tw  deformity alone.



Jae Wan Suh, et al. Diagnosis and Treatment of Cavus Foot

57

SFHollx] Fzkabm, A} ko] HFo] 2 o] o A=A, AT
Sp7b SN o] ito] o AlsiAEA, Fobel 9% 2 23
I, AFA ] ZulE 3ol By o2 At e Al 1
FZ21 84 9] cock-up deformity 5-& Zolsjof shc} >

T2 Ui o) @
}\]635]]0]: o]—ﬂ% 74A]—-— %—zsﬂ Hﬂ‘dﬂo] %o /\é% 71—%;] ﬁﬂy]:sl- 2= o]
THEFig. 1). 5 9ol FaA] S22 &8 Sefsl Al 15
A(1st ray)S HHA| 3L & o], $=577F vk 6§_~,_17§]El
A 9171 Sk WS MOIThE ofi= A 135 olat il W3
R R

Skl = F2 dko] o|=F(lateral column)$] HYFZ Q] B8

N
A B ol 2% WHow A AT dEFe) HR

Bz Alofl= ¥E=A] Coleman block testE

= A2 (hindfoot alignment
view) &2 F7H 0 2 ARt 53], iﬂ%’%ﬂ 7 S AR
M T8 AR ZAes S48 e, ASA 15521
Z}(talo-1st metatarsal angle, Meary’s angle), &2 3] %] Z}(calcaneal
=-A| 155372 (calcaneo-1st metatarsal angle,
Hibb’s angle) 50| UthEFig, 2)." AZ-A 125274 7159
I A 155=2] 50| o]Fw o= FAA HAE 0°~5%H
T Mo nxfsl= A 2= M3 o] H Y (apex of the deformity)
7b ), Aes 188 o F83% Axe] ©oh Y 2 9%
2t Aol Pagk A7 FEF9 s5tAS Sl o] o] F= go=

30° o4 27} Al $ER 8% WY

pitch angle), &

2 371 ¢ 9l 30°

Figure 2. On standing lateral view of cavus foot, (a) talo—1st metatarsal
angle (Meary’s angle), (b) calcaneal pitch angle, and (c) calcaneo—1st
metatarsal angle (Hibb’s angle) can be measured.
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Figure 3. (A) The standing lateral radiograph of right foot showed a severe cavovarus deformity. Reconstruction of cavovarus foot was done with a
calcaneal lateral closing wedge osteotomy, 1st metatarsal dorsiflexion osteotomy, plantar fascia release, Achilles tendon lengthening, a modified
Brostrém operation and tibialis anterior tendon lateralization. (B) The standing lateral radiograph for 1-year follow-up after surgery showed a bal-

anced and plantigrade foot.
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