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Treatment of deformities in patients with healed 
congenital pseudarthrosis of the tibia
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Background. Correction of deformities and lengthening of the lower extremities in patients with healed 
congenital  pseudarthrosis of tibia (cCPT) is associated with certain characteristics, difficulties, and complications. 
But  even the restoration of the anatomy and length of the tibia does not solve the problem of further recurrence of 
the deformity.
Aim. This study aimed to evaluate the results of the correction of deformities of the tibia in patients with congenital 
pseudarthrosis of the tibia after achieving union by using external fixation and guided growth.
Materials and methods. The results of treatment of 19 patients with cCPT, aged 4–15 years, which were observed in 
the Department of the Turner Scientific Research Institute from 2013 to 2018 years, were analyzed. We analyzed the 
types of deformities before the stage of correction deformities, evaluated the accuracy of the correction deformities 
after two-level osteotomies of the tibia, and used ortho-SUv passive computer navigation. External fixation index and 
number of complications were also determined. The type and number of recurrence of deformities and the timing of 
their detection were analyzed.
Results. On the basis of clinical classification, patients with cCPT had complex deformities of the affected lower 
limb. The accuracy of the correction of deformities was 84% at the end of the correction period. The amount of 
elongation was 4.5 ± 1.5 cm. The IEF was 64.3 ± 40.6 days/cm. After the end of the external fixation period, 
deformities recurred in 100% of cases. In 17 patients, temporary hemiepiphysiodesis of the tibial bones, the second 
stage, was performed. The accuracy of the correction was 100%. The period of correction ranged from 12 to  
14 months.
Discussion. In the literature, we found no studies investigating the accuracy of the deformity correction, the 
choice of the level of osteotomies in patients with cCPT. Considering these data and the experience of the senior 
author of the publication, we performed two osteotomies of the tibia, outside the consolidation zone of the 
pseudarthrosis. High accuracy of the correction deformities was achieved in conjunction with the use of the ortho-SUv  
frame.
Conclusion. The analysis showed that the deformity relapsed in 100% of children as the child grows, regardless of 
the accuracy of the deformity correction in children after achieving union CPT. Hemiepiphysiodesis is an effective 
treatment for this complication.

Keywords: deformity correction; external fixation; guided growth; hemiepiphysiodesis; congenital pseudarthrosis 
of  tibia.
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Актуальность. Коррекция деформаций и удлинение нижних конечностей у пациентов с консолидированным 
врожденным ложным суставом костей голени (кВЛСКГ) сопряжено с определенными особенностями, 
сложностями и осложнениями, но даже восстановление анатомии и длины большеберцовой кости не решает 
проблему дальнейшего рецидивирования деформации.
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Цель исследования — оценить результаты лечения детей с деформациями и укорочением костей голени 
на фоне кВЛСКГ, пролеченных с использованием метода чрескостного остеосинтеза и управляемого роста 
(гемиэпифизиодеза).
Материалы и методы. Проанализированы результаты лечения 19 пациентов с кВЛСКГ в возрасте от 4 до 15 лет, 
которые получали лечение в период с 2013  по 2018  г. Изучены виды деформаций перед этапом коррекции 
деформаций; оценена ее точность после двухуровневой остеотомии костей голени и чрескостного остеосинтеза 
с использованием узла на базе пассивной компьютерной навигации Орто-СУВ; определены индекс внешней 
фиксации (ИВФ) и количество осложнений. Выявлены тип и количество рецидивов деформаций, сроки их 
обнаружения.
Результаты. Согласно клинической классификации у пациентов с кВЛСКГ имелись сложные деформации 
пораженной нижней конечности. Точность коррекции деформаций по окончании периода коррекции 
деформаций составила 84 %; величина удлинения  — 4,5 ± 1,5  см. ИВФ составил 64,3 ± 40,6  дня/см. После 
окончания периода внешней фиксации в 100 % случаев был выявлен рецидив деформаций. Вторым этапом 
17  пациентам был выполнен временный гемиэпифизиодез большеберцовых костей. Точность коррекции 
составила 100 %. Срок коррекции — от 12 до 14 месяцев. 
Обсуждение. В литературе мы не нашли публикаций, посвященных точности коррекции деформации, выбору 
уровня остеотомий у пациентов с кВЛСКГ. Учитывая эти данные и наш опыт, мы выполняли две  остеотомии 
костей голени вне зоны консолидации ложного сустава. Это в совокупности с применением чрескостного узла 
Орто-СУВ позволило добиться высокой точности коррекции деформации.
Заключение. Проведенный анализ свидетельствует о том, что вне зависимости от точности коррекции у детей 
с деформациями на фоне консолидированного ложного сустава голени по мере роста ребенка в 100 % случа-
ев отмечается рецидив деформации. Управляемый рост является эффективным средством лечения данного 
осложнения.

Ключевые слова: врожденный ложный сустав; коррекция деформаций; гемиэпифизиодез; гексапод.

Background

Treatment for patients with congenital pseu-
doarthrosis of the shin bone remains an urgent 
problem for contemporary orthopedics because 
achievement of consolidation in the field of pseu-
doarthrosis is challenging [1–6]. Restoration of the 
integrity of the tibia is the desired result, and once 
it is achieved, new treatments can be initiated  7].

Surgical interventions, such as deformity 
correction and lower extremity lengthening, are 
performed to eliminate the limb-length discrepancy 
and to prevent recurrent pathological fractures. 
They are special stages in the treatment for patients 
with consolidated congenital pseudoarthrosis of the 
shin bone (cCPASB), and are associated with certain 
aspects, difficulties, and complications.

Ilizarov method serves as the standard treatment 
method for patients with shortened and deformed 
long bones of lower extremities [8, 9]. It is known 
that the use of modern transosseous apparatuses and 
units based on computer navigation results in highly 
accurate deformity correction, reportedly ranging 
from 80% to 96% [1–6]. Bone deformities in the 
lower legs of pediatric patients with cCPASB are not 
an exception [5]. However, in the global literature, 
data on the use of transosseous osteosynthesis for 
lengthening and deformity correction of the tibia in 

the case of cCPASB is scarce [8–10]. The primary 
challenge in treating children with cCPASB is that 
osteotomy at the apex of the deformity is impossible, 
as this area is generally affected by pathological 
processes and osteotomy with lengthening bears the 
risk of recurrence into pseudoarthrosis [6]. Single-
level osteotomy of the shin bones outside the apex 
of the deformity (in the region of relatively healthy 
bone) combined with transosseous osteosynthesis 
eliminates the limb-length discrepancy, but may not 
solve the problem of deformity correction. In such 
situations, a two-level osteotomy is indicated [7]. 
Still, restoration of the integrity and lengthening of 
the tibia does not prevent subsequent recurrence of 
the deformity.

The existing method of controlled growth i.e., 
hemiepiphysiodesis enables an effective correction 
of long-bone deformities with varying pathologies in 
growing children [11–16]. Taking into consideration 
the tendency of deformities to recur in patients 
with cCPASB, we suggested that the consistent use 
of hemiepiphysiodesis following lengthening and 
deformity correction will improve the quality of 
treatment for pediatric patients.

This study aims to evaluate the results of 
treatment for pediatric patients with deformities 
and shortening of the shin bones in the case 
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of cCPASB.  All pediatric patients were treated 
using  transosseous osteosynthesis and hemiepiphy
siodesis.

Materials and methods of the study

We analyzed the results of treatment for 
19  patients with cCPASB, who were observed and 
treated in the bone pathology department of the 
Turner Scientific Research Institute for Children’s 
Orthopedics from 2013 to 2018. Only children with 
functioning growth zones of the lower extremities 
(aged 4–15 years) were enrolled in this study. The 
mean age of patients was 8.3 ± 3.1 years.

During the planning of deformity correction, 
all patients underwent panoramic radiograph of 
the lower extremities in 2 standard views and 
computed tomography of the lower extremities. 
Preliminary planning of deformity correction was 
conducted using specialized software (TraumaCad, 
Boneninja)  [7].

The standard algorithm was used in the planning 
[17, 18], namely, the anatomical and mechanical 
axes of the proximal and distal fragments of tibia 
in 2 views and the apex of the deformity were 
determined. In all cases, the apex of the deformity 
was in the area of consolidated pseudoarthrosis. 
In this regard, given the risks of recurrence of 
the pseudoarthrosis, we were obligated to perform 
a  two-level osteotomy (in regions of relatively 
healthy bone), thereby reducing the displacement 
of bone fragments in width, which occurs when 
osteotomy is performed at a distance from the 
apex of the deformity. In all cases, transosseous 
osteosynthesis was performed with subsequent 
lengthening and deformity correction. A unit with 
Ortho-SUV computer navigation properties was 
used as a repositional one [19–21].

In the first part of our study, we analyzed the 
deformity types in patients with cCPASB prior 
to surgery, to assess the accuracy of deformity 
correction, the external fixation index (EFI), and 
the number of complications in pediatric patients. 
Taking into consideration our previous findings, 
we assumed that in most patients, regardless of the 
accuracy of deformity correction, it will recur after 
removing the compression distraction apparatus. 
Thus, we analyzed the number of deformity 
recurrences, the timing of recurrences, and the type 
of secondary deformity.

The accuracy of deformity correction was asses
sed by radiological examinations and determination 
of the reference values of the tibial angles, namely 
mechanical medial proximal tibial angle (mMPTA); 
mechanical lateral distal tibial angle (mLDTA), 
anatomical posterior proximal tibial angle (aPPTA), 
and anatomical anterior distal tibial angle (aADTA) 
[22, 23]. Deformity correction was considered 
accurate (normal) when the reference values of the 
tibial angles were within the accepted ranges. We 
defined this indicator following deformity correction 
and external fixation.

In the second part of the study, we analyzed 
the results of hemiepiphysiodesis in treating 
recurrent deformities in pediatric patients following 
lengthening and deformity correction. Parameters 
such as accuracy, timing of hemiepiphysiodesis, and 
the nature of complications were studied.

Study results

According to the classification of long-bone 
deformities, patients with cCPASB had developed 
complex lower extremity deformities, as evidenced 
by the radiographs and computed tomography [24]. 
A  combination of deformities in the frontal 
and sagittal planes, a torsional component, and 
shortening of the affected segment were clearly 
evident. In addition, valgus-recurvation deformity 
of the proximal section and valgus-antecurvational-
torsion deformities of the distal shin bones were 
typical. Patients had both external and internal 
torsion of the shin bones. The reference angle 
values of the tibia prior to deformity correction are 
presented in Table 1.

The average accuracy of deformity correction 
was 84% in the total number of patients (95% 
with correction of deformities in the frontal plane, 
and 80% with correction of deformities in the 
sagittal plane), and the degree of lower extremity 
lengthening was 4.5 ± 1.5 cm. The complexity of 
deformity correction was due to a large number 
of surgical hardware obstructing the review of 
the articular surfaces of the bone and due to the 
penetration of the bone tissue of distal tibia with 
wires and rods when moving them in space.

EFI in pediatric patients with cCPASB amounted 
to 64.3 ± 40.6 days/cm. The obtained data were 
similar to the results of small studies in patients 
with cCPASB.
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During deformity correction, complications 
were identified and further evaluated according to 
the accepted classification of J. Caton [25]:
•	 Category 1 complications (complications that do 

not require additional interventions) included 
formation of contractures of adjacent joints 
(observed in 7 cases) in case of distraction. In all 
cases, this condition was arrested by temporarily 
stopping the distraction and conducting a course 
of intensive mechanotherapy;

•	 Neuropathy of the peroneal nerve with 
a  decreased sensitivity was noted in only 
one patient, and after decrease in the rate 
of distraction, the course of drug therapy, 
the sensitivity of the affected lower limb was 
restored;

•	 Category 2 complications (complications which 
required additional interventions, but did not 
affect the outcome of treatment) were not found 
in this part of study;

•	 Category 3 complications (complications which 
required additional surgical interventions 
and affected the outcome of the treatment) 
included fractures of the regenerated bone or 
tibial diaphysis in the late follow-up period. 
Thus, fractures of the tibial diaphysis with the 
subsequent recurrence of pseudoarthrosis were 
detected in 3 patients. In 2 patients, fractures 
occurred in the first year after dismantling 
the external fixation device with fracture 
localization in the lower third of tibial bones. 
In one patient, fracture occurred 3 years after 
the previous treatment. All patients underwent 
repeated surgeries to restore the integrity of the 
shin bones.
At the end of the external fixation period, we 

repeatedly determined the accuracy of deformity 
correction. Recurrent deformities were detected in 
all cases. Recurrence of the valgus component of 
the deformity was established in 12 patients in the 

Table 1
Reference angle values of the tibia in patients with cCPASB prior to deformity correction

Index Normal values,  
degrees

The values obtained,  
degrees 

Incidence,  
number of patients

Frontal plane

Varus deformity

mMPTA 85–90 82 1

mLDTA 85–90 101–111 2

Valgus deformity

mMPTA 85–90 95 ± 4 8

mLDTA 85–90 68 ± 13 9

Sagittal plane

Antecurvature

aPPTA 77–84 75–76 2

aADTA 78–82 103 ± 16 7

Recurvation

aPPTA 77–84 98 ± 23 7

aADTA 78–82 70 ± 9 3

Transversal plane

External torsion 18 ± 4 11

Internal torsion 10 ± 3 8

Note. mMPTA  — mechanical medial proximal tibial angle; mLDTA  — mechanical lateral distal tibial angle; aPPTA  — anatomical 
posterior proximal tibial angle; aADTA — anatomical anterior distal tibial angle.
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proximal part and in 6 patients in the distal part of 
the tibia. Five patients had a varus deformity in the 
distal tibial bone. In 4 cases, recurvation deformity 
was detected when evaluating the sagittal plane. 
In 16 cases, antecurvation deformity of the tibial 
bones with a predominant apex of the deformity 
in the distal section was revealed. Thus, analysis of 
the accuracy of deformity correction, comparison 
of the reference angle values after the correction 
and fixation periods, and the subsequently revealed 
secondary deformities of shin bones indicate 
a dysfunction of tibial growth zones in patients with 
cCPASB, the cause for which was not established in 
this study.

All patients underwent temporary hemiepiphy
siodesis of the tibial bones for deformity correction. 
We used hemiepiphysiodesis for deformity 
correction in the frontal plane, both in the proximal 
and distal tibial bones, separately or jointly. These 
interventions were performed in 17 patients (8 boys 
and 9 girls). Temporary hemiepiphysiodesis of the 
medial segment of the proximal tibial growth zone 
was performed in 3 patients, in the distal tibial bone 
of 6 patients, whereas it was performed at 2 levels 
of the tibia in 8 patients. To assess the accuracy of 
deformity correction, control radiographs of the 
shin bones were performed 6 months following the 
surgery, and then every 3 months until deformity 
correction was achieved.

Following lengthening and deformity correc-
tion with transosseous apparatus and hemiepi-
physiodesis, the accuracy achieved in eliminating 
the recurrence of deformities in the frontal plane 
was 100%. The  period of deformity correction was 
12–14 months.

The patients had no complications during these 
surgical interventions.

Clinical case

Patient T., 9 years old, was admitted to the 
clinic at the Turner Scientific Research Institute for 
Children’s Orthopedics with a diagnosis of consoli-
dated congenital pseudoarthrosis of the right tibial 
bones. The case history revealed that the bone de-
formity in the right tibia was detected in the child 
at birth. At the age of about 1, with the beginning 
of walking, pathological tibia fracture occurred with 
pseudoarthrosis. The child received multiple surgi-
cal treatments at the primary health care facility, but 

it was not possible to achieve consolidation of the 
ends of the bone fragments of tibial bones. We per-
formed open lateral compression osteosynthesis on 
the child at the age of 2.5 years, and consolidation 
of the bone fragments of tibial bones was achieved. 
In the postoperative period, walking in an orthosis 
was recommended. After following-up for 3 years, 
radiographs revealed the formation of Looser’s zone 
in the surgical area. As a result, it was decided to 
perform open lateral compression osteosynthesis to 
eliminate Looser’s zone due to the damage to the 
integrity tibial bone. Consolidation of bone frag-
ments of the pseudoarthrosis region was achieved 
within 3 months.

The second stage of treatment was the 
recommended correction of the resulting multiplane 
deformities of the affected lower extremity (mMPTA 
was 94°, mLDTA was 71°, aPPTA was 90°, and 
aADTA was 59°, shortening the affected lower 
limb by 8.0 cm). For lengthening and deformity 
correction of the right lower limb, the patient 
underwent preoperative planning for deformity 
correction with the exception of osteotomies in the 
area of consolidated pseudoarthrosis at the age of 
9 years. According to the plan, a two-level osteotomy 
of the shin bones was performed, as along with 
lengthening by 5 cm by the Ilizarov method. The 
deformity was corrected using a repositional unit 
with Ortho-SUV computer navigation properties. 
The period of deformity correction was 58 days, 
and the external fixation period was 247 days. 
At the end of the fixation period, a recurrence of 
deformities of the tibial bones was detected with 
the formation of a  deformity apex at the level 
of the proximal and distal tibial growth zones 
(mMPTA was 94°, mLDTA was 82°, aPPTA was 86°, 
and aADTA  was  80°) (Fig.  1–4). We  applied 
hemiepiphysiodesis to correct the recurrence 
of valgus deformity of the tibia. The period of 
deformity correction was 269  days. The reference 
angles values of the tibia were within the accepted 
ranges.

Discussion

Treatment of congenital pseudoarthrosis of the 
shin bones remains as one of the serious problems 
in contemporary orthopedics of childhood [1]. 
Techniques developed over the past 30 years enable 
consolidation of the pseudoarthrosis in a fairly high 
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8 cm

Fig. 1. Photograph of the patient with 
cCPASB prior to deformity correction: а — 

аrontal view; b — lateral view

а b
Fig. 2. Radiographs of the patient with cCPASB prior to deformity 

correction: а — anterior-posterior view; b — lateral view

а b

Fig. 4. Roentgenograms of the patient with 
cCPASB following deformity correction of the 
bones of the right tibia: а  — anterior-posterior 

view; b — lateral view

percentage of cases, from 75% to 85% [1–3, 6]. 
Thus, it can be argued that this problem is not of 
utmost urgency. However, the treatment of patients 
with congenital pseudoarthrosis of the shin bones 
does not end at the stage of consolidation of the 
pseudoarthrosis. It is known that there will be 
a  lag in the growth of the tibia, and its complex 
multiplanar deformities may occur in the future. 
Deformity treatment and lower leg shortening in 
case of consolidated pseudoarthrosis is extremely 

problematic, as there are potential risks of refracture, 
in addition to recurrence of pseudoarthrosis and 
deformity. We have found only 3 publications 
devoted to this problem in literature.

Inan et al. [26] reported 16 analyzed cases of pa-
tients with shortenings and deformities of the lower 
leg along with consolidated pseudoarthrosis. In this 
study lengthening was performed only in 3 cases; in 
other cases, temporary epiphysiodesis of the bones 
of a healthy limb was performed to shorten  it. 

Fig. 3. Preoperative planning for deformity correction in a patient 
with cCPASB using specialized software: а — anterior-posterior view; 

b — lateral view

а b
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It  should be noted that in 2 of 3  cases, there were 
complications in the form of a  pseudoarthrosis.

Cho et al. [10] provided the results of 27  cases 
of tibia lengthening in 22 patients with consolida
ted pseudoarthrosis, who underwent a  single-level 
osteotomy in the proximal third and tibia lengthe
ning. The magnitude of the elongation amounted 
to 3.7  cm (1.0–9.1 cm). The average EFI was 
89 days/cm, which was two-fold higher than that 
in pediatric patients with the consequences of 
injury  [8].

G. Zhu et al. [9] reported 11 cases of lower 
extremity lengthening in patients with consolidated 
pseudoarthrosis. In all cases, the osteotomy of the 
upper third of the shin bones and lengthening 
were also performed. The text of the article did 
not clarify whether only shortening was performed, 
or deformities were corrected as well. In addition, 
the deciding factor in the choice of osteotomy level 
was not clearly stated. Based on the radiographs 
presented, the surgeons did not state the objective 
for eliminating all the components of the deformity 
and sought only to lengthen the segment. The 
publication also draws attention to the extremely 
high EFI of 63.1 days/cm, slightly differing from the 
EFI obtained by us (64.3 ± 40.6 days/cm). Such high 
EFI indicates a slow maturation of the distraction 
regenerate, which can be completely explained by 
the pathological process underlying this disease.

In the literature, we could not find a single 
publication devoted to the accuracy of defor
mity  correction and the choice of osteotomy 
level(s). It  was only mentioned that osteotomy 
in  the area  of the deformity apex, most often lo-
cated at the level of consolidation of the pseudo-
arthrosis, can lead to lysis of the ends of bone 
fragments in the region of osteotomy and pseudo-
arthrosis [8].

Fig. 6. Radiographs of the patient after the disassembly 
of the external fixation device and the application of 
hemiepiphysiodesis to correct the recurrence of deformities: 

а — anterior-posterior view; b — lateral view

а b

Fig. 7. Radiographs of the patient after removing the plate 
and screws according to hemiepiphysiodesis: а — anterior-

posterior view; b — lateral view

а b

Fig. 5. Photographs of the patient after the disassembly 
of the external fixation device and the application 
of hemiepiphysiodesis to correct the recurrence of 

deformities: а — frontal view; b — lateral view

а b
4 cm 4 cm
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Considering these data and our own experience 
of several years, we performed 2 osteotomies 
of the shin bones, located as high and low as 
possible, outside the zone of consolidation of the 
pseudoarthrosis and the pathologically-changed 
bone, determined radiologically. In conjunction with 
the use of the Ortho-SUV transosseous unit with 
computer navigation properties, highly accurate 
deformity correction was achieved, which was 95% 
for deformities in the frontal plane and 80% for 
deformities in the sagittal plane. Our hypothesis, 
that regardless of the accuracy of deformity 
correction for eliminating the difference in the 
lengths of the lower extremities, the deformities 
will recur as the child grows, was confirmed in 
100% of cases. Unfortunately, no data on correction 
of these deformities is available. Therefore, the 
question about the timing of recurrence of 
deformities is of interest. In the pediatric patients 
analyzed by us, the recurrence of deformities in all 
cases was noted at the time of disassembly of the 
transosseous apparatus. Meanwhile, in all cases, the 
segment length achieved as a result of transosseous 
osteosynthesis was maintained.

We would also like to talk more specifically 
about the aspects of the method of hemiepiphy
siodesis. Despite the extremely high popularity 
of this method in the treatment of lower limb 
deformities in a  growing child against various 
diseases [11–15], we did not find any systemic 
review of hemiepiphysiodesis in patients with 
deformities in cases of consolidated congenital 
pseudoarthrosis of the lower leg. In  a  publication 
by P. Stevens [12], the author described the 
method and provided radiographs of a child with 
consolidated pseudoarthrosis and described how 
hemiepiphysiodesis was used for correction of 
secondary deformities. However, the low injury rate 
of hemiepiphysiodesis, the presence of functioning 
growth zones, the absence of difference in the lengths 
of the lower extremities after the first stage served as 
a prerequisite for the second part of our study. Our 
results confirm that hemiepiphysiodesis is highly 
efficient in treating the recurrence of deformities.

Conclusion

The analysis shows that in 100% of cases, there 
is a recurrence of deformity as a child grows, 
regardless of the accuracy of deformity correction 

in cases of consolidated pseudoarthrosis of the 
shin bone. Hence, hemiepiphysiodesis could be an 
effective treatment for this complication.
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