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Abstract. Orthopedic or musculoskeletal problems are common in individuals with spina bifida. They can affect function and
mobility and, in the case of spinal deformity, affect pulmonary function. We discuss the current treatment guidelines developed
through collaboration with the Spina Bifida Association and the Orthopedics and Mobility working group using a specific
methodology previously reported [1,2]. General considerations are discussed followed by evaluation and treatment guidelines
for specific age ranges. References are provided where applicable, but where data is lacking treatment guidelines fall under the
umbrella of clinical consensus. This leaves “research gaps” where areas of possible future study could be considered.
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1. Introduction

Orthopedic problems and musculoskeletal deformi-
ties are common in patients with spina bifida. Defor-
mities can affect function, preclude lower extremity
bracing and contribute to skin breakdown.

The prevalence of spinal deformities including sco-
liosis and kyphosis is proportionate to the severity of
the neurologic lesion. Spinal deformities can be chal-
lenging to treat. Body casting that can be used in idio-
pathic early onset scoliosis may cause skin breakdown
due to insensate skin. Bracing can be used, but there
is limited data to support it. Surgical treatment carries
high risks including infection, pseudarthrosis, and loss
of mobility. Recent studies have questioned the effect of
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surgery on overall function [3–7]. Nevertheless, patients
with early onset scoliosis or gibbus (kyphus) deformity
present special challenges due to concerns about pul-
monary function. Growing rod strategies such as spine
to spine or rib to pelvis distraction are increasingly used
for these patients, but the small size of the patient rel-
ative to the construct and poor soft tissue envelope re-
main as challenges [8–10]. Further studies are needed
to understand the risks and benefits of spinal surgery
versus acceptance of the natural history of the spinal
deformity.

Lower limb deformities can also be problematic and
can affect function and gait. These can include contrac-
tures of the hip or knee or rotational deformities. Cor-
rection of rotational deformities, particularly external
tibial torsion, has been shown to improve gait parame-
ters on computerized gait analysis testing [11]. Release
of contractures can also render the limb more amenable
to bracing.

Hip subluxation and dislocation are common due
to muscle imbalance, particularly in the patient with
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a mid-lumbar lesion. In previous times, hip reduction
surgery, including bone procedures and muscle transfers
were commonly performed. A recent study suggests
that hip reduction surgery is of questionable benefit in
myelomeningocele while computerized gait analyses
show that contracture, not subluxation, has a deleteri-
ous effect on ambulation [12]. Therefore, the use of hip
reduction surgery has waned in recent decades, with the
possible exception in individuals with low lumbar or
sacral neurologic levels. Thus, the present guidelines
do not recommend routine surveillance of the hip or
surgical treatment of hip subluxation/dislocation, al-
though patients with a low lumbar or sacral lesion with
unilateral dislocation could be considered an exception
and must be treated on an individual basis [13,14].

The non-plantigrade foot is a frequent problem in
myelomeningocele. The feet typically manifest sensory
impairments and consequently, skin breakdown can oc-
cur. Orthoses such as ankle-foot orthoses (AFOs) can
support the foot in patients with motor impairments,
but some foot deformities may preclude bracing. A va-
riety of orthopedic strategies, both operative and non-
operative, can be used to treat foot deformities. These
include stretching, bracing, serial casting, and surgery.
Surgery can include tendon releases and resections, ten-
don transfers, joint capsular releases, osteotomies, and
fusions. In general, the younger, less rigid foot may re-
spond to soft tissue procedures while the older or more
rigid foot may also require osteotomy. A classic dictum
is that fusions should be avoided when possible as they
render the foot more rigid which can increase the risk
of skin breakdown (clinical consensus). Nevertheless,
some deformities may be sufficiently severe as to re-
quire salvage procedures such as talectomy, subtalar
arthrodesis [15] or triple arthrodesis [16].

The proper timing for foot surgery is debatable. How-
ever, a foot deformity that has become so severe as
to be unbraceable in someone who still wants to pur-
sue ambulation is certainly an appropriate indication.
However, some surgeons may take a more proactive
approach, performing tendon balancing surgery earlier
in life to prevent bony deformity later. For example,
a patient with an L4-level lesion with an unopposed
anterior tibial tendon function will generally develop a
calcaneus deformity. With time, weight bearing will be
only on the calcaneus with no weight bearing through
the forefoot. This can lead to calcaneal skin breakdown.
Anterior tibial tendon transfer to the Achilles or merely
anterior tibial tendon release done at an early age can
improve or prevent this. If done later in life, a calcaneal
osteotomy may be necessary [17]. Ultimately, the ap-

proach that is taken in the treatment of foot deformities
(proactive or reactive) will be at the discretion of the
surgeon and the family.

1.1. Guidelines, goals, and outcomes

The following outcomes were chosen by the Ortho-
pedics/Mobility working group. The outcomes were
chosen to be both practical and aspirational. As indi-
viduals with spina bifida vary, particularly regarding
neurologic function and thus ambulatory potential, not
all outcomes are applicable to every individual. The
primary outcome chosen concerned the maintenance
of a stable, balanced spine with optimum length. The
working group felt that this was important for ambula-
tory and non-ambulatory individuals. As a secondary
outcome, maintenance of a plantigrade foot without
skin breakdown was chosen. Although prevention of
foot deformity may be more important for ambulators,
even non-ambulators may require plantigrade feet for
transfer and can experience skin breakdown of the feet.
As a tertiary outcome, the optimization of gait and pre-
vention or correction of lower extremity deformity was
chosen. This outcome is most applicable in ambulatory
individuals.

Primary
1. Maintain a stable and balanced spine.
2. Optimize pulmonary function and avoid restric-

tive pulmonary disease.
3. Optimize spinal growth.
4. Avoid or facilitate healing of sacral/ischial decu-

biti.
Secondary
1. Maintain plantigrade feet.
2. Prevent skin breakdown.
Tertiary
1. Preserve or improve gait efficiency.
2. Early identification and stabilization, or correc-

tion, of lower limb deformities.

2. Methods

A specific methodology was followed in the devel-
opment of the Orthopedic and Mobility guidelines [2].
First, the previous version of the Orthopedic guidelines
was reviewed.

A literature search was carried out to locate publi-
cations that had emerged since the previous version of
the guidelines that related to orthopedics and mobility.
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Table 1
Clinical questions that informed the orthopedic guidelines

Age group
(from guidelines) Clinical questions

0–11 months 1. What are the consequences of early onset scoliosis, kyphosis and pulmonary insufficiency syndrome in patients
with spina bifida?

2. Which foot deformities merit correction in the child 0–11 months old, and what is appropriate treatment?
1–2 years 11 months 1. What is the proper timing for correction of rotational deformities of the femur and/or tibia?

2. Are twister cables useful for rotational deformities?
3. What is the role of bracing or Mehta casting for early onset scoliosis?
4. Should gibbus deformity be treated surgically?
5. Is rib to pelvis distraction rather than kyphectomy the optimum treatment for gibbus deformity?

3–5 years 11 months 1. Is bracing effective for early onset, non-congenital scoliosis?
2. Is rib-pelvis distraction versus the spine-based growing rod construct the optimal treatment for progressive

scoliosis?
6–12 years 11 months 1. Is bracing effective for early onset, non-congenital scoliosis?

2. Is rib-pelvis distraction versus the spine-based growing rod construct the optimal treatment for progressive
scoliosis?

13–17 years 11 months 1. What is the impact of scoliosis/kyphosis on gait, sitting balance, and upper limb function?
2. What is the relationship between spinal deformity and skin breakdown?
3. Which patients benefit from spinal deformity surgery?
4. How can spinal deformity surgery be safely accomplished?
5. In lumbar scoliosis, how high must the fusion extend?

18+ years 1. What is the optimal orthopedic transition plan?
2. What degenerative issues can be expected for specific levels of function (e.g., knee arthrosis for mid-lumbar

lesions with valgus thrust gait pattern) and what treatments can mitigate against these problems (e.g. knee,
ankle, and foot orthosis (KAFO) or crutches for the above example)

The working group then reviewed the applicable liter-
ature and came to a consensus about the selection of
outcomes and clinical questions. These were selected
based on the clinical experience of the working group
members as it relates to issues that are important in
the overall musculoskeletal function of individuals with
spina bifida. The available literature was then further
vetted to answer these questions. Where the clinical
questions could not be specifically answered by the
available literature, the “best practice” was determined
through the consensus of the working group and further
vetted by the described guideline methodology [2].

3. Results

The guidelines for the orthopedic care of individ-
uals with spina bifida are listed in Table 2. Of note,
the hallmark of the clinic visit is evaluation by history
and physical exam. Radiographs are reserved for de-
formity suspected on physical exam or to evaluate for
specific complaints. The spine, extremities, peripheral
neurologic exam, and gait are evaluated. It is further
recommended that the orthopedist communicate with
Neurosurgery if there are any concerning neurologic
findings or deformities such as new onset of cavus feet
or rapidly progressive scoliosis that might be indicative
of tethered spinal cord. Surgical deformity correction

should be reserved for those deformities that are either
presently or anticipated to be affecting function. Most
guidelines are repeated in multiple age groups.

4. Discussion

The goal of orthopedic treatment of individuals with
spina bifida is to render the musculoskeletal system
as functional as possible for a given individual’s neu-
rologic function. As such, not every patient will have
the same orthopedic needs. Furthermore, deformities
of the spine, lower extremities and feet vary greatly as
does their impact on function. Consequently, it is not
possible to make definitive statements about the need
to correct certain deformities and therefore treatments
need to be individualized.

Deformities may be present at birth or may develop
over time due to muscle imbalance or weakness. Fur-
thermore, lower extremity deformities do not have im-
pact on function until the child begins ambulating.
Therefore, the age at which orthopedic correction takes
place varies widely. During the process of writing the
guidelines, we were tasked with breaking up the guide-
lines by age group. To a certain extent, this is contrived
and many of the guidelines are repeated in multiple age
groups and correction of deformities may take place at
any age. Again, this made it difficult to make defini-
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Table 2
The orthopedic guidelines

Age group Guidelines Evidence
0–11 months 1. Perform neonatal kyphectomy, if required to facilitate skin closure. [18]

2. Orthopedic evaluations are recommended every three months in the first year of life. Clinical consensus
3. Consider hip imaging using ultrasound in the infant and anteroposterior pelvis radiographs after

6 months in patients with low lumbar and sacral lesions. Consider using a rigid abduction orthosis
to treat hip instability, but only in children with low lumbar and sacral lesions.

Clinical consensus

4. Ponseti casting or release is recommended for clubfoot or congenital vertical talus deformities. [19–21]
5. Perform spine evaluations by conducting a physical exam. Obtain scoliosis radiographs if a spinal

deformity is suspected and monitor the spine for progression of the deformity. In children who
have not achieved sitting balance, perform the radiographs in a supine position. Once sitting
balance is achieved, perform spinal radiographs in a sitting position.

Clinical consensus

6. Consider bracing or casting when there is a documented progression of scoliosis. [22]
1–2 years
11 months

1. Monitor the spine for development or progression of a deformity that may be due to a tethered cord
or syrinx. Obtain anteroposterior and lateral scoliosis radiographs if a deformity is suspected on
clinical exam. Perform radiographs in a sitting position if the patient is able to sit but not able to
stand or in a standing position if the patient is able to stand. Repeat radiographs every one to two
years if the deformity is present, depending on rate of progression.

Clinical consensus

2. Evaluate for neurologic changes or progression of scoliosis and discuss with neurosurgery. Clinical consensus,
Neurosurgery guidelines

3. Initiate treatment for progressive early onset scoliosis that may involve casting or bracing. [22]
4. Consider tendon releases/transfers for unbalanced foot deformities such as the calcaneus foot, if the

foot is unbraceable, to facilitate orthotic management.
[23]

5. Consider twister cables for significant rotational deformities to facilitate ambulation until surgical
correction is appropriate.

[24]

6. Surgical correction of rotational deformities of the tibia or femur is recommended only if they are
limiting further motor development and causing difficulty with bracing.

Clinical consensus

7. Teach families about fractures and related precautions. Clinical consensus
3–5 years
11 months

1. Evaluate gait with careful attention to orthopedic deformities that render gait inefficient and
preclude orthotic management.

Clinical consensus

2. Consider derotational osteotomy when rotational abnormality adversely impacts ambulation. [25]
3. Consider treating foot deformities with stretching, casting, bracing, soft tissue release or tendon

transfers to facilitate orthotic management.
Clinical consensus

4. Evaluate the spine clinically and obtain scoliosis radiographs every one to two years if a
progressive spinal deformity is suspected. Perform radiographs in a sitting position in children who
can sit but not stand and in a standing position in children who can stand.

Clinical consensus

5. Work with Neurosurgery to determine whether a neurogenic cause of scoliosis progression is
present.

Clinical consensus
Neurosurgery guidelines

6. Consider bracing for progressive, non-congenital scoliosis in the 25 to 50 degree range. Clinical consensus
7. It is recommended that surgical treatment of scoliosis be reserved for a progressive deformity that

is unresponsive to non-operative management. An example is when the scoliosis has progressed in
spite of bracing and after a neurosurgical cause, such as a tethered cord, has been ruled out. It is
also recommended that management with growing rod surgery and fusionless technique should
include spinal cord monitoring in patients with distal neurologic function.

[26]

8. Consider surgical treatment of gibbus deformity for intractable skin break down or to free up the
upper limbs for independent sitting.

[27]

9. Teach children and families about fractures and related precautions. Clinical consensus
6–12 years 1. Monitor gait, rotational deformities and foot position. Clinical consensus
11 months 2. Consider correction of foot deformities to facilitate orthotic management with soft tissue release,

tendon transfer and osteotomy, if necessary. It is recommended that fusion be avoided if possible.
Clinical consensus

3. Consider correction of tibial and femoral rotational deformities when they are interfering with gait
and precluding orthotic management.

[25]

4. Consider conducting computerized gait analysis when available, in children with low lumbar or
sacral level lesions who have atypical gait abnormalities. This information will be helpful when
making decisions regarding surgery or bracing.

[28]

5. Monitor for the development of scoliosis/kyphosis. Clinical consensus
6. Obtain anteroposterior and lateral scoliosis radiographs every one to two years if deformity is

suspected clinically. Do so more frequently in patients with progressive spinal deformity. Perform
radiographs in a sitting position in children who can sit but not stand and in a standing position in
children who can stand.

Clinical consensus
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Table 2, continued

Age group Guidelines Evidence
6–12 years
11 months

7. It is recommended that surgical treatment of scoliosis be reserved for a progressive deformity that
is unresponsive to non-operative management. An example is when the scoliosis has progressed in
spite of bracing and after a neurosurgical cause, such as a tethered cord, has been ruled out. It is
also recommended that management with growing rod surgery and fusionless technique should
include spinal cord monitoring in children with distal neurologic function. Growing rod surgery
with sacral-pelvic fixation is effective in correcting deformity and achieving growth.

[26, 29]

8. Consider surgical treatment of gibbus deformity for intractable skin breakdown or to free up the
upper limbs for independent sitting. The current literature describes multiple techniques.

[8, 9, 27, 30–33]

9. Teach children and families about fractures and related precautions. Clinical consensus
13–17 years
11 months

1. Monitor for the development or progression of scoliosis clinically, with radiographs as necessary, if
indicated by physical exam. Perform radiographs in a sitting position in those who can sit but not
stand and in a standing position in those who can stand. If the curve has progressed to an operative
magnitude (50 degrees), discuss the risks and benefits of surgical treatment with the family.

Clinical consensus

2. Monitor for the deterioration of gait and consider treatment of orthopedic deformities leading to
deterioration such as hip and knee contracture or rotational deformities. Computerized gait analysis
may be useful for decision-making in the case of children with low lumbar and sacral level lesions.

[14, 28]

3. Conduct a history and physical exam (with radiographs, if indicated) on an annual basis unless
greater frequency is indicated.

Clinical consensus

18+ years 1. Develop an orthopedic transition plan. Clinical consensus
2. Counsel the patient about potential orthopedic degenerative problems. Consider bracing across the

knee such as the use of a KAFO, for patients with coronal plane valgus knee stress, or adding
forearm crutches to decrease coronal and transverse plane trunk motion.

Clinical consensus
Mobility guidelines

3. Counsel the patient about fractures and related precautions. Clinical consensus

tive statements about undergoing corrective surgery in
specific age groups.

Much of the orthopedic literature on spina bifida con-
centrates more on how rather than why to correct defor-
mities. Natural history and outcome studies on specific
deformities are lacking. Case series are common but
control groups are lacking. Most studies on the ortho-
pedic care of these patients are Level 4 data. For all of
the above reasons many of our recommendations fall
under “clinical consensus”.

Lastly, many of the guidelines relate to the office
practice of orthopedics as it relates to individuals with
spina bifida. Such questions as whether screening radio-
graphs of the spine should be carried out in individuals
who did not clinically appear to have spinal deformity
caused significant debate. Another question was how
often to evaluate patients in different age groups. The
available orthopedic literature does not address these
questions but through the experience of the members
of the working group and the process outlined for the
creation of these guidelines [2], clinical consensus was
achieved.

Future studies need to concentrate on the effect of
orthopedic problems and various modes of mobility on
health-related quality of life. National registry data such
as the National Spina Bifida Patient Registry can be
queried to add statistical power to studies where only
small case series have existed previously. Furthermore,
surveys of patients and caretakers are presently being
performed through initiatives sponsored by the Spina

Bifida Association. It can be surprising to the orthope-
dist caring for these individuals that musculoskeletal
problems or deformities that seem quite impressive are
far down the list of the patient’s priorities. Orthopedists
and physiatrists who take care of individuals with spina
bifida should pay close attention to these types of sur-
veys and studies to inform their treatment and develop
ideas for future research.

Acknowledgments

This edition of the Journal of Pediatric Rehabilitation
Medicine includes manuscripts based on the most re-
cent “Guidelines For the Care of People with Spina Bi-
fida,” developed by the Spina Bifida Association. Thank
you to the Spina Bifida Association for allowing the
guidelines to be published in this forum and making
them Open Access.

The Spina Bifida Association has already embarked
on a systematic process for reviewing and updating
the guidelines. Future guidelines updates will be made
available as they are completed.

Executive Committee

– Timothy J. Brei, MD, Spina Bifida Association
Medical Director; Developmental Pediatrician,
Professor, Seattle Children’s Hospital

– Sara Struwe, MPA, Spina Bifida Association Pres-
ident & Chief Executive Officer



634 M.J. Conklin et al. / Orthopedic guidelines for the care of people with spina bifida

– Patricia Beierwaltes, DPN, CPNP, Guideline Steer-
ing Committee Co-Chair; Assistant Professor,
Nursing, Minnesota State University, Mankato

– Brad E. Dicianno, MD, Guideline Steering Com-
mittee Co-Chair; Associate Medical Director and
Chair of Spina Bifida Association’s Professional
Advisory Council; Associate Professor, Depart-
ment of Physical Medicine and Rehabilitation,
University of Pittsburgh School of Medicine

– Nienke Dosa MD, MPH, Guideline Steering Com-
mittee Co-Chair; Upstate Foundation Professor
of Child Health Policy; SUNY Upstate Medical
University

– Lisa Raman, RN, MScANP, MEd, former Spina
Bifida Association Director, Patient and Clinical
Services

– Jerome B. Chelliah, MD, MPH, Johns Hopkins
Bloomberg School of Public Health

Funding
The development of these Guidelines was supported

in part by Cooperative Agreement UO1DD001077,
funded by the Centers for Disease Control and Preven-
tion. Its contents are solely the responsibility of the au-
thors and do not necessarily represent the official view
of the Centers for Disease Control and Prevention or
the Department of Health and Human Services.

Conflict of interest

The authors have no conflicts of interest to disclose.

References

[1] Spina Bifida Association. Guidelines for the Care of People
with Spina Bifida. Available from: https://www.spinabifidaas
sociation.org/wp-content/uploads/Guidelines-for-the-Care-
of-People-with-Spina-Bifida-2018.pdf (Accessed 18 Septem-
ber 2020).

[2] Dicianno BE, Beierwaltes P, Dosa N, Raman L, Chelliah J,
Struwe S, et al. Scientific methodology of the development
of the guidelines for the care of people with spina bifida: an
initiative of the spina bifida association. Disabil Health J. 2020;
13(2): 100816. doi: 10.1016/j.dhjo.2019.06.005.

[3] Khoshbin A, Vivas L, Law PW, Stephens D, Davis AM,
Howard A, et al. The long-term outcome of patients treated
operatively and non-operatively for scoliosis deformity sec-
ondary to spina bifida. Bone Joint J. 2014; 96-B(9): 1244–51.
doi: 10.1302/0301-620X.96B9.33857.

[4] Mercado E, Alman B, Wright JG. Does spinal fusion influence
quality of life in neuromuscular scoliosis? Spine (Phila Pa
1976). 2007; 32(19 Suppl): S120–5. doi: 10.1097/BRS.0b013
e318134eabe.

[5] Ouellet JA, Geller L, Strydom WS, Rabzel M, Reindl R,
Jarzem P, et al. Pressure mapping as an outcome measure for
spinal surgery in patients with myelomeningocele. Spina (Phila
Pa 1976). 2009; 34(24): 2679–85. doi: 10.1097/BRS.0b013
e3181bf8ee3.

[6] Patel J, Walker JL, Talwalkar VR, Iwinski HJ, Milbrandt TA.
Correlation of spine deformity, lung function, and seat pressure
in spina bifida. Clin Orthop Relat Res. 2011; 469(5): 1302–7.
doi: 10.1007/s11999-010-1687-8.

[7] Sibinski M, Synder M, Higgs ZC, Kujawa J, Grzegorzewski
A. Quality of life and functional disability in skeletally mature
patients with myelomeningocele-related spinal deformity. J Pe-
diatr Orthop B. 2013; 22(2): 106–9. doi: 10.1097/BPB.0b013
e32835c2a65.

[8] Smith JT. Bilateral rib-based distraction to the pelvis for the
management of congenital gibbus deformity in the growing
child with myelodysplasia. Spine Deform. 2016; 4(1): 70–7.
doi: 10.1016/j.jspd.2015.07.004.

[9] Smith JT, Novais E. Treatment of gibbus deformity associated
with myelomeningocele in the young child with use of the
vertical expandable prosthetic titanium rib (VEPTR): a case
report. J Bone Joint Surg Am. 2010; 92(12): 2211–5. doi:
10.2106/JBJS.I.00856.

[10] Flynn JM, Emans JB, Smith JT, Betz RR, Deeney VF, Patel
NM, et al. VEPTR to treat nonsyndromic congenital scoliosis:
a multicenter, mid-term follow-up study. J Pediatr Orthop.
2013; 33(7): 679–84. doi: 10.1097/BPO.0b013e31829d55a2.

[11] Dunteman RC, Vankoski SJ, Dias LS. Internal derotation os-
teotomy of the tibia: pre- and postoperative gait analysis in
persons with high sacral myelomeningocele. J Pediatr Or-
thop. 2000; 20(5): 623–8. doi: 10.1097/00004694-200009000-
00014.

[12] Wright JG. Hip and spine surgery is of questionable value in
spina bifida: an evidence-based review. Clin Orthop Relat Res.
2011; 469(5): 1258–64. doi: 10.1007/s11999-010-1595-y.

[13] Swaroop VT, Dias LS. Strategies of hip management in
myelomeningocele: to do or not to do. Hip Int. Jan-Mar 2009;
19(Suppl 6): S53–5. doi: 10.1177/112070000901906s09.

[14] Thomson JD, Segal LS. Orthopedic management of spina bi-
fida. Dev Disabil Res Rev. 2010; 16(1): 96–103. doi: 10.1002/
ddrr.97.

[15] Kucukdurmaz F, Agir I, Saygi B, Bezer M. The results of
grice green subtalar arthrodesis of valgus foot in spina bifida.
Indian J Orthop. 2012 May; 46(3): 333–8. doi: 10.4103/0019-
5413.96384.

[16] Wenz W, Bruckner T, Akbar M. Complete tendon transfer and
inverse lambrinudi arthrodesis: preliminary results of a new
technique for the treatment of paralytic pes calcaneus. Foot An-
kle Int. 2008 Jul; 29(7): 683–9. doi: 10.3113/FAI.2008.0683.

[17] Park KB, Park HW, Joo SY, Kim HW. Surgical treatment
of calcaneal deformity in a select group of patients with
myelomeningocele. J Bone Joint Surg Am. 2008 Oct; 90(10):
2149–59. doi: 10.2106/JBJS.G.00729.

[18] Crawford AH, Strub WM, Lewis R, Gabriel KR, Billmire
DA, Berger T, et al. Neonatal kyphectomy in the patient with
myelomeningocele. Spine (Phila Pa 1976). 2003 Feb 1; 28(3):
260–6. doi: 10.1097/01.BRS.0000042234.98512.BE.

[19] Abo El-Fadl S, Sallam A, Abdelbadie A. Early management of
neurologic clubfoot using ponseti casting with minor posterior
release in myelomeningocele: a preliminary report. J Pediatr
Orthop B. 2016 Mar; 25(2): 104–7. doi: 10.1097/BPB.00000
00000000236.

[20] Chan Y, Selvaratnam V, Garg N. A comparison of the dobbs
method for correction of idiopathic and teratological congenital



M.J. Conklin et al. / Orthopedic guidelines for the care of people with spina bifida 635

vertical talus. J Child Orthop. 2016 Apr; 10(2): 93–9. doi:
10.1007/s11832-016-0727-7.

[21] Matar HE, Beirne P, Garg N. The effectiveness of the ponseti
method for treating clubfoot associated with arthrogryposis: up
to 8 years follow-up. J Child Orthop. 2016 Feb; 10(1): 15–8.
doi: 10.1007/s11832-016-0712-1.

[22] Sanders JO, D’Astous J, Fitzgerald M, Khoury JG, Kishan
S, Sturm PF. Derotational casting for progressive infantile
scoliosis. J Pediatr Orthop. 2009 Sep; 29(6): 581–7. doi:
10.1097/BPO.0b013e3181b2f8df.

[23] de Moraes Barros Fucs PM, Svartman C, Santili C, De As-
sumpcao RMC, de Almeida Leite LF, Quialheiro LS, et al.
Results in the treatment of paralytic calcaneus-valgus feet with
the westin technique. Int Orthop. 2007 Aug; 31(4): 555–60.
doi: 10.1007/s00264-006-0214-8.

[24] Richards A, Morcos S, Rethlefsen S, Ryan D. The use of Ther-
aTogs versus twister cables in the treatment of in-toeing during
gait in a child with spina bifida. Pediatr Phys Ther. Winter
2012; 24(4): 321–6. doi: 10.1097/PEP.0b013e318268a9c7.

[25] Mednick RE, Eller EB, Swaroop VT, Dias L. Outcomes of
tibial derotational osteotomies performed in patients with
myelodysplasia. J Pediatr Orthop. Oct-Nov 2015; 35(7): 721–
4. doi: 10.1097/BPO.0000000000000373.

[26] Jayaswal A, Kandwal P, Goswami A, Vijayaraghavan G,
Jariyal A, Upendra BN, et al. Early onset scoliosis with in-
traspinal anomalies: management with growing rod. Eur Spine
J. 2016 Oct; 25(10): 3301–3307. doi: 10.1007/s00586-016-
4566-5.

[27] Garg S, Oetgen M, Rathjen K, Richards BS. Kyphec-
tomy improves sitting and skin problems in patients with
myelomeningocele. Clin Orthop Relat Res. 2011 May; 469(5):
1279–85. doi: 10.1007/s11999-010-1650-8.

[28] Rao S, Dietz F, Yack HJ. Kinematics and kinetics during
gait in symptomatic and asymptomatic limbs of children with
myelomeningocele. J Pediatr Orthop. Jan-Feb 2012; 32(1):
106–12. doi: 10.1097/BPO.0b013e31823b18a4.

[29] Sponseller PD, Yang JS, Thompson GH, McCarthy RE, Emans
JB, Skaggs DL, et al. Pelvic fixation of growing rods: compar-
ison of constructs. Spine (Phila Pa 1976). 2009 Jul 15; 34(16):
1706–10. doi: 10.1097/BRS.0b013e3181ab240e.

[30] Altiok H, Finlayson C, Hassani S, Sturm P. Kyphectomy in
children with myelomeningocele. Clin Orthop Relat Res. 2011
May; 469(5): 1272–8. doi: 10.1007/s11999-010-1641-9.

[31] Bas CE, Preminger J, Olgun ZD, Demirkiran G, Sponseller P,
Yazici M, et al. Safety and efficacy of apical resection follow-
ing growth-friendly instrumentation in myelomeningocele pa-
tients with gibbus: growing rod versus luque trolley. J Pediatr
Orthop. 2015 Dec; 35(8): e98–103. doi: 10.1097/BPO.00000
00000000419.

[32] Comstock SA, Cook PC, Leahey JL, El-Hawary R, Hyndman
JC. Posterior kyphectomy for myelomeningocele with anterior
placement of fixation: a retrospective review. Clin Orthop Relat
Res. 2011 May; 469(5): 1265–71. doi: 10.1007/s11999-010-
1611-2.

[33] Margalit A, Sponseller PD. Myelokyphectomy in spina bifida:
the modified fackler or sagittal shilla technique. Operative
Techniques in Orthopaedics. 2016; 26(4): 222–8.


