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The gold-standard treatment method in clubfoot 
patients is the Ponseti method, which has been 
shown to be successful until advanced ages. Despite 
this, several surgeries, particularly posteromedial 
releases (PMRs) are currently performed in 
resistant, neglected, or recurrent deformities. 
Recurrence after index surgery traditionally 
requires further revision surgeries; however, these 
are associated with a higher risk.[1] Recent studies 
have suggested that the Ponseti method can be 
successful in treating recurrent deformities after 
PMR.[2-4] However, rigid medial scar tissue may 
prevent deformity correction.

Herein, we report a case in whom initial PMR 
surgery failed and was treated with a new modified 
method consisting of classical Ponseti method and 
mini-scarotomy of the rigid scar tissue.

Although the gold-standard treatment of clubfoot is the Ponseti 
method, several surgical procedures can be applied in case of 
resistant, recurrent, or neglected cases. Recurrent deformities 
after posteromedial release (PMR) may be revised conservatively 
with Ponseti method. We present a 12-month-old male patient 
with recurrent pes equinovarus after a failed serial casting 
followed by PMR. The patient had rigid scar tissue on the 
medial side of the foot after PMR, which prevented deformity 
correction. The scar tissue was released with mini-incisions and 
Ponseti method was applied. The patient had bilateral plantigrade 
feet at the sixth-month follow-up, and the Pirani score was 0.5. 
In conclusion, rigid scar tissue may prevent manipulation in 
revisions with the Ponseti method following PMR. The release of 
scar tissue with mini-scarotomy can grant a safe revision with the 
Ponseti method, even after failed surgery.
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CASE REPORT

A 12-month-old male patient with bilateral recurrent 
clubfoot, who was treated in an external center, was 
admitted to our outpatient clinic. The history of the 
patient revealed that the deformity recurred after 
serial casting (method unknown) and percutaneous 
achillotomy. Due to recurrence, the patient underwent 
PMR and the forefoot of both feet were adducted, 
both hindfeet were in equinus, and heels were in 
varus position. The Pirani score was six in both feet 
and there was a rigid scar tissue on both incision 
scars (Figure 1a, b). We decided to apply classical 
Ponseti method. We noticed that the improvement in 
the deformity did not progress any further after the 
fourth casting as scar tissue prevented correction. We, 
therefore, decided to perform mini-scarotomy to the 
most stretched points of the scar tissue. We applied 
local anesthetics and applied scarotomy with a No. 11 
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scalpel blade. During the procedure, approximately a 
0.5-cm mini-incision was made at the right angle to 
the cord structure in the scar tissue. The procedure 
can be repeated, if there was another scar tissue that 
prevented manipulation on the examination. We 
examined the foot during scarotomy and applied 

second scarotomy for each incision scar. We achieved 
the relaxation of the rigidity in both feet. Then, we 
placed sterile dressings on the wound and performed 
manipulation of the feet. At nine weeks, we repeated 
the scarotomy. We discontinued manipulation and 
casting at the end of the 11th cast after we reached 

Figure 1. (a, b) First admission examination of the patient with recurrent clubfoot deformity after bilateral PMR to the clinic; (c) Left 
foot mini-scarotomy application; (d) Right foot mini-scarotomy application; (e) Long leg correction plaster application with Ponseti 
technique on the left foot; (f) Long leg correction plaster application with Ponseti technique on the right foot.
PMR: Particularly posteromedial releases.
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Figure 2. Clinical images at three months of follow-up.
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desired abduction and heel valgus. There was still 
residual equinus deformity. We planned an Achilles 
tendon lengthening surgery. However, as the Achilles 
tendon was too thin and weak and there were 
adhesions around both of the tendons, we decided 
to release the tendons and posterior capsule. This 
resulted in a gain of 20° dorsiflexion in both ankles. 
Long leg cast was re-applied and was removed three 
weeks later (Figure 1). Finally, a foot abduction brace 
was recommended with the feet in 45° of abduction. 
We examined the patient in every two weeks, until 
the end of two months. Afterwards, the patient was 
followed every month.

At three months of follow-up, there was no 
bilateral adduction deformity, the heel was neutral, 
and bilateral dorsiflexion of 5° was detected 
(Figure 2). The patient had bilateral plantigrade 
feet at six months of follow-up, and the Pirani score 
was 0.5 (Figure 3). A written informed consent was 
obtained from the parents of the patients for the 
publication of this case report.

DISCUSSION

Serial manipulation and casting are applied to 
restore correction in patients with recurrent clubfoot 
deformities. Existing scars in patients undergoing 
previous surgical procedures may not allow 
adequate manipulation. In this group of patients, 
mini-scarotomy, which is a rather novel technique, 
can be applied to scars that prevent correction in the 
outpatient setting.

In a study by Dobbs et al.,[5] there was a weak 
relationship between the number of surgical 
procedures and radiological and functional results 
in patients with clubfoot. Review of the literature 
reveals that repeated surgical release deviates from 
the expected functional results in recurrent cases 

after PMR.[1,3,6,7] Fibrosis on the feet treated with the 
surgical release is associated with recurrence of 
the deformity or incomplete recovery, contractures, 
and stiffness.[4] On the other hand, mini-scarotomy 
technique, which is less invasive and applied in the 
outpatient clinic, is not likely to cause complications 
commonly associated with the surgical release.

Nogueira et al.[4] emphasized that successful 
results could be obtained with the Ponseti method 
in cases that recurred after PMR. However, not 
being able to accurately measure the flexibility 
of the wounds was a limitation of this study. In 
our patient, scar tissue prevented manipulation. 
Therefore, a mini-scarotomy was performed.

We recognize follow-up period in current reports. 
However, favorable results were obtained in our case. 
Further long-term, large-scale, prospective studies are 
needed to confirm these findings.

In conclusion, soft tissue release surgery should 
not be performed immediately in recurrent cases 
following PMR. However, in cases of persistent 
deformity following an open release, as in our patient, 
combining mini-scarotomy to the areas that prevent 
the correction with the Ponseti method may be a 
reasonable option.
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