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= Abstract =

Department of Orthopaedic Surgery, Konkuk University School of Medicine, Seoul, Korea

Among the many regions (joints) of the human extremities, the foot and ankle area has a
variety of disorders, which seem difficult to diagnose mainly because the anatomy seems rather
complex. There are two main regions i.e. ankle and foot where the foot is divided into forefoot,
midfoot and hindfoot. Among the many disorders, some of the most common and important
disorders such as hallux valgus, osteochondral lesion of talus and lateral ankle instability are
summarized in the aspect of clinical manifestations, physical examination, differential diagnosis,
radiographic findings, initial treatments and the criteria for the surgery. The recent trend of
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Clinical Approach of Common Foot and Ankle Disorders
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surgical treatment options have also been described with related references.

Key Words: Foot, Ankle, Disorders, Clinical approach
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Fig. 1. Plantar aspect of the hallux valgus foot shows the
plantar callus at the 1 and 2" metatarsal heads
due to pressure overload.

— 349 —



} oAl 1, 2 A7F el 9

Z A 2# o] A (toe spacer) &

=L
Lo

Ag]

L

olglel] FHITETol tHallA

Al 4% 2010 —

Zoll

1o},

gl

&

Fupel2gke] 2] Al 17 4

gl

s

[<]

—
A AR AR FA 7]

ol7k glow AF FepA Axle] AAl Ak
e A e FA™HH 2).

soll T4 9]

R0 o T oo No A of PR o F dmowe o Mr = R ool o A W oy DA KW
Yoo hTH o REROTG gy BRUBFEE Lo R ook R
B o R T = f%lwomagﬂli} P oo w2 L oy
R T I S - ST MT o W
o ENZT Y B R T A " A &.Eﬂ_m7oLtw,.‘_‘rrI,m_%,,o_.ﬂ,_Tﬂrz#EoEo
e "R XRTED — opapos™d— - RTAT TN A ol
IR I VIR ST R MR < o 5T W o ® B X s e )
wo X0 Aju o i o X B ~y = O o ® H X ), w3
£y oy R o) B X o =0 ™ 3
sl ) el ATuTﬂuL T X e 2 o M A
eI o ZBXE RpFeXsuw  wp Wy £
%.?Eﬂ%oﬂaihcﬁiﬂ,_%ﬂu%&ﬁﬂk R 5 *ouogi% Wﬂaﬂu@m
FE WP RE g oo K N =we N ETgagzEpda g TEZ
ol 00 0_ . Hml ~ 8 BT2]] U.._ﬂ_ﬂW 2 P 20 z#.o zwo 1:._ 50 o ‘i ml 5
ﬂuﬁ&o@i%%ﬂ%%%ﬁ o0 R o= dﬂ,olmLm.Waﬂ z*oz#zmmu.muw.m
ao.&udu%EﬂoE]ﬂz,olé-ﬂLﬁloTﬂLﬂ ﬂo.t@lﬂoﬁawmmﬂmﬂzf T T -
™ }LATHWXl.&.ﬁq - s WO W, ﬂadl.m.m.ﬂ ﬂﬁ.ﬂo.&.oéo \e/ﬂ_nw‘_MWD
To BV g W TIETIY o S A N g 8 3
BT g g PR LT EF R T N ECFTEAFIEZL IR ]
- .ﬁ.E N D~ .ﬁ_n =n HT foeon oWo= = 9 N B = =
mﬂ.%ﬂMoﬂaAT%ﬂE%%ﬂﬂmew N B osowamﬂ.ﬂmﬂmﬁ%mm
— it 0 E = S =
m oo ® % e S - S S BT . R S B
Mo = T o W W oo No W oy mﬂ Gz o Xogo N B =
A G O MR T o Tl O #%@H#H%O_ﬁnT%#é g b
AR W WO W oo o __mg P e EE
T T I - g g R e
o o o 5 o T .9 r o PR N X R = TR ON
PG ARV BT TR Do MFT AR EDTT®ER
oo oy KB RN WK OE Y R
)
Aﬂmx%%%pwﬁmaﬂﬂwmmﬂ%
7. =T w ~ o
mﬁﬂwbﬂymM%%wﬂmmmﬂ%%%
) — N o’ . el —
MH%H;HHWL‘”E.*UWATCM.WIHT_UAIUAIK
PeEaho 8MH - S5 Ta®w
I A T i RO - S Il
Ejﬂmxl%wd:%uomﬂﬂ.%%
3 @ = m° £ g
e *ee trnT mr 25T 0
En_ = w_._v owE o — E#E S N0 l..h it
._MﬁlﬂuzuL go#ﬁuXdﬂuhL
X 28 R 2y R R AR R
PEEPEE LR S L
o = —_— .
%%%ﬂ@ﬂm%awréﬁ%@mziﬁm
PAER PR R Sy - R W R
W = ﬂ,wﬂu.mﬂoﬂlwvhoﬂﬁTwmeiwmm
Ryog X8 5o S ®Rx=_cBy
._.ﬁ1rL.aﬁ|.ﬂxmw T R o ]Ao\roa.._ﬁo
SEZeRcETrge~ (BT o® X
m___magﬁﬂﬂ%ni%JHﬂVIﬂ%Mﬂ
XX A ) ° T & T ou
ez e P rd Exme d x W

M o T T K E o o B ow W

ol 4]

2
(e}

LR

s12el A

pul

2

-

o
A

=
“
A Z<%, distal chevron metatarsal

osteotomy) & X &3 4=

— 350 —

hallux valgus

angle (HVA) and intermetatarsal angle (IMA).

Fig. 2. Plain radiograph of hallux valgus foot with im-
portant radiographic parameters:



R EE
T T2 ¥ 9 TR ey T 2E
%, proximal metatarsal osteotomy)Z X E(ZLF 3)3l
of st (1), Al 1 T T5F HAH F3Emodified
Lapidus procedure) Al 1 F2 FF5 H4 RS

o] Eubel W, )

pud

oslol $5E 4 ATEEA seur T A
% (Scarf osteotomy)@} (5) Ludloff &%= A=
(Ludloff metatarsal osteotomy)°] 6) Hol AgF

: Common Foot and Ankle Disorders —

o, TSE o] FALNLE wAol AgE L

ct.

2. 7{=29| 22iZ Wb (Osteochondral lesion of talus,
OLT)

o,

32 X2

1 Fe| o 2ol
187911 Monro7} XS0 2 o4 T wAst 34
W =dE fElAE 713 ol%F, 18881 Konige
EBANA el FAEoltte &5 A&t

gul

Zped AR EAAE QIR TdE fElAlE V1€

Fig. 3. (A) Preoperative gross
photo and the plain ra-
diograph of the hallux
valgus foot with pro-
minent bunion defor-
mity. (B) Postoperative
photo and radiograph
showed well corrected
deformity with signi-
ficant pain relief.



— tH3kFobel 2834 A 174

I
<

Qow, 19221 KappisE ©] £o] BAe A g
3l9dch. 19591 Berndt9} Harty: Atk TES o] &
slo] e]4A WS WA, AdF FHolge
39< ALt 28 19661 Cambell?t Rana-
watte AZe T4 FEE UG HAE Fo ¥
A FAS Ao F ARk oA AF F
Az W shsd WA 7Ad wel ofE] o]Fo
2 BEgon, #HIole WAL &AL v EA|
AR o Aol ofdl] sk Wl sheA e, A
= AN T4 " eqlo] e FAloA 4ol

2

o

[o2

39 74 BEFE EsEte] AEY EdE wWH
(osteochondral lesion of talus, OLT)o|g}+= W o] A
Qt=lo] AEE I glrh

AEY T WY 8 2902 7 4t
Al otz A e AL f4dolH], o]gd & HE
A o, A4 v

of g
o,
2
>
~]
()
N
ox
i m
fot
(=T
_?L
=
o2
e ¢
o
lo
fu
f
f

ofN =
rpr
o
o
)
X
)
o
3
fodr
N
fr
_‘N
0,
o,
o,
N
&
i)

o

R
A SR ellA WA g} o

. el = H
, catching, &< 34 EAA

!

o
2
s
mlo _1}1:
)
o
t T
ofN

HE <FZ(point tenderness)©] 1=
, o] A== Afolle FHE A
(plantar flexion) ¥ 7& UM A2F F9E,
Z34 Zw| FF(dorsiflexion) T W TR oA
Az A FUHE 95 FHX8 Hopof gt o
At B2 ko] fle AfolE dE WHe

AY S glek
!

§L o3 No4m oo & W g

o I
o
fu

4

3) GAOIE AA U 2R
EF FA P ARAITES A, 39,

Al 4% 2010 —

(D). 30%NA 43% Axe] W
AollAs #EE F gloka HasAnk, we] A

K
fl
re

1
i)
o
2

(o]
o
b

9

o —f» % ogu n} M

RN v A E.
o e Tg fqr we ©
N
R T VS A P
o2 e :

&k ol g ox jf o rx—:‘ o
F{E ﬂ\-l‘ ﬂ}\’ld - mH M
gt L 2
i) N k!
fn ofr ’
o, o i
E )
= 30 £
oo g
2 g
o & -
= z
s E
0 J
= -
o o

>

o
0

A AR, CT, MRI, B2
19591 Berndt and Harty: Uub HHAL
slo] stage I A=z ol stage I A
=3o] 48 Zeld 7f, stage e AE3 &
s FelE AR ANHAE ok A,

= $A3] FelEla A" Assl THeRr R
sl o (9) o] Foll Loomer 5ol 2]3)] stage V, HMA}
A 534 (radiolucent lesion)e] &3} FEo| F71E

9ot (10) FEPAN ARG WA ¢ HE A

P
r
2
23
&
M o
u
8o
TElE

o

stage

=2
Iy
e

Fig. 4. Enhanced MRI of ankle shows enhanced cystic
osteochondral lesion of talus (OLT) at the medial
dome (arrow).

— 352 —



— A% Z - Z1elE . Common Foot and Ankle Disorders —

Table 1. MRI staging for OLT (From Anderson, I. F., K.
J. Crichton, et al. J Bone Joint Surg Am 1989;
71:1143-52)

Stage I-Subchondral compression fracture
Stage II-Incomplete separation of fragment
Stage Ila-Subchondral cyst formation
Stage III-Complete avulsion, nondisplaced
Stage IV-Displaced fragment
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Fig. 7. Ankle varus stress views (A) and the anterior drawer tests (B) are routinely performed for the lateral ankle
instability patients using stress exertion device (Telos device, C and D).
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Fig. 10. (A) Mulder’s click test to diagnose the enlarged interdigital neuroma. (B) Ultrasonography of the forefoot shows
interdigital neuroma between the metatarsal heads.
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Fig. 12. (A) Computed tomography of the 2" metatarsal Freiberg discase. (B) Intraoperative picture of the deformed
2™ metatarsal head due to osteochondrosis. (C, D) Dorsal closing-wedge osteotomy of the 2™ metatarsal head
(X-ray and gross photo).
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