ANKLE & FOOT EXAMINATION – SYSTEMATIC APPROACH
Reference: Apley’s Concise System of Orthopaedics, 2nd Ed, Chapter 21
The ankle & foot examination and a few common diseases will be discussed here, in accordance with the handbook. 
Examination – A systematic approach

Expore the lower limbs. 
Patient facing the examiner, then faces away from the examiner.
LOOK
Skin: scars?, wasting?, redness?, nail changes?
Shape: deformities? (valgus/varus), swelling? 

Position: varus or valgus deformity?, clawing?, crowding of toes?, sausage toes?
FEEL (post poned until patient is sitting or lying)
Skin: warm/cold? (compare the two elbows)
Soft tissues:  pulses? (brachial), swellings?, tenderness?, 
Bones: – medial / lateral malleoli?
MOVE

Ask the patient to stand on tip toes, walk on tip toes, and walk normally. Look for any gait disturbances. 
Ankle joint: dorsiflexion / plantarflexion?

Subtalar joint: inversion / eversion?
Toes: metatarsophalangeal, interphalangeal joints are examined? 

Muscle power: resist active moment – test for power. 
NEUROLOGICAL

If the patient complains of weakness or altered sensory features --> do a full neurological examination. 

SPECIAL TESTS

nil
Investigations of elbow disease

1. X Ray: lateral and AP views is the stand
2. CT scan: good to view the small interphalangeal joints

COMMON PROBLEMS WITH THE ANKLE/FOOT
These notes will discuss the following common problems: hallux valgus, hallux varus, hammer toes, claw toes, pes cavus/pes planus, tarsal tunnel syndrome, rupture of Achilles tendon. RA/OA is already considered in Rheumatology_List  under General Medicine. 
Hallux valgus: This is the most common deformity of the musculoskeletal system. In people in who do not wear shows, the first metatarsal is in line with the big toe. In people who wear shoes, there is a hallux valgus deformity. Pathological anatomy: 1) metatarsal shaft deviated medially awal from 2nd metatarsal, 2) metatarsal head develops a protective bursa where the shoe rubs (bunion), 3) big toes inclined laterally towards 2nd toes. Clinical features: Often the deformity is the only clinical feature, often bilateral deformity present. Pain may be present if 1) bunion inflamed, 2) hammer toe, 3) 2nd osteoarthritis. Familial pre-disposition is not uncommon. Investigation: Xray, Treatment: Adolescents: osteotomy is the only way to prevent the deformity from getting worse, Adults: good footwear, padding, corrective surgery (osteotomy). 
Hallux rigidus: This is when the joints of the feet become rigid as a result of: 1) osteoarthritis, 2) local trauma, 3) osteochondritis, 4) dissecans of the first metatarsal head, 5) gout/pseudogout. Men are more affected than women, contrasting to hallux valgus. Clinical features: pain on walking, dorsiflexion/plantarflexion is restricted. X ray: Xray shows osteoarthritic changes: loss of joint space, osteosclerosis, osteophytes. Treatment: A ‘rocker’ soled shoe may address the dorsiflexion/plantarflexion restriction, as it allows the foot to rock instead of the usual motion. If pain persists despite this, then joint replacement / arthrodesis relieves pain. 
Claw toes: This is when the interphalangeal joints are flexed, and metatarsophalangeal

joints are hyperextended. The most common cause of this is rheumatoid arthritis. Other

rare causes is: polimyelitis, peroneal muscular atrophy. Sometimes no cause is found

(idiopathic), and there may be +ve family history. Clinical features: pain in the forefoot

(metatarsalgia), severe restriction of walking, callosities may develop on the dorsum of

the foot, skin ulceration at pressure sites. Treatment: When the deformity can be

passively corrected, dynamic correction is possible by transferring the flexors of big toe

to the extensors. When deformity is fixed, then arthrodesis and tendon transfers is

required. 
Hammer toe: The proximal joint is flexed and the distal joints are hyper extended, and the 2nd toe is commonly affected. Treatment: operative correction is indicated for pain or difficulty with shoes. The affected joints are excised and toe shortened. 
Pes cavus: This is when the arch of the mid-foot is higher than normal. Often there is clawing of the toes. The heels of the feet are in varus (medially deviated). There is often callosities present on the metatarsal heads on the heel. Clinical features: There is usually no pain associated with the deformity, there may be clawing of the toes, and also callosities on the heel side at the metatarsal heads. Treatment: Often no treatment is necessary. Surgery is warranted if deformity is severe. 
Pes planus: The medial arch has collapsed so that the medial border of the foot almost touches the ground. Clinical features: Usually patients are symptom less. Sometimes there is a nagging pain while standing for a long time, valgus heels, deformed shoes (i.e.: shoes wear out quickly etc). Treatment: arch support inside shoes may help, excerises will help reduce foot strain. Operation is warranted for RA, and congenital vertical talus. 
Ruptured tendo Achillis: This usually occurs when the soleus tendon is degenerate (older patients). There is forces are opposite to each other (soleus contraction is resisted by the body’s natural weight) therefore the tendon ruptures. The patient is unable to tip toe. Simmond’s test (compression of the calf on both legs to see if both feet plantar flex, failure to plantar flex = rupture of tendo-Achilles). On examination, there is a depression 5cm above the insertion of the tendon. Treatment: Plaster cast with the foot in equinus for 8 weeks, high heeled shoes should be worn for 6 weeks. Operation is probably better, but the former are still required. 
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