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Presidents Message
 
Hello fellow ACFAP members!  I hope you are all well and have contin-
ued to spread the word on how great our meeting at Jackson Hole was! 
Each year our meetings get better and better adding newer and better 
topics and a more diverse medical specialty speaking community.

2018 has been a banner year for ACFAP in many ways. Looking for-
ward I see 2019 as adding to our successes!

Recently ACFAP was represented at APMA National, presented a pedi-
atric track at the Texas state meeting, and participated with lectures 
at Region 1 in Boston and the Colorado state meeting. I was also honored to talk about ACFAP on a 
local NBC show recently. Upcoming, ACFAP will be present for a ½ day track at AAPPM in Anaheim, 
the Minnesota state meeting, and SAM 2019.

ACFAP 2019 Annual Scientific Meeting will be here before you know it! We are continuing the Na-
tional Park “tradition” at the Gatlinburg Convention Center / Black Bear Inn in the Great Smoky 
Mountains May 30 – June 1, 2019. Once again we will precede the meeting with a group outing 
in the Great Smoky Mountains National Park on May 30th. Back by popular demand we have once 
again lined up professional photographer and tour guide, Mr. Don Toothaker (toothakerphoto.com) 
who has conducted expeditions in the Smokys over 10 times. 

The scientific part of the conference will take place at the Gatlinburg Convention Center on Friday 
May 31 and Saturday June 1, 2019. This CME (12 CME’s pending) event will feature leading au-
thorities on pediatric foot and ankle conditions. It will cover topics both conservative and surgical. 
As well the seminar will feature new and exciting panels and workshops. There will be all new topics 
including pediatric anesthesia, medical missions, sports medicine and much more! We will have a 
variety of speakers including DPM’s, MD’s, OD’s and PT’s. Workshops and panels will include Pe-
diatric protocol building, practice management, and hands on surgical workshops. Please go to our 
website acfap.org for more information. 

I am also excited to continue our incentive program for discounts to ACFAP 2019. Help ACFAP sign 
up new members, and for each referral get $25 off your seminar registration. Sign up 14 members 
and get free registration! It’s that easy! 

Our meetings are designed to educate, innovate, and build tremendous camaraderie within our 
membership. An overall experience unparalleled in the podiatric world. 
The “Can’t Miss” meetings of the year, located in one of those “Can’t Miss” spots! 

I want to again welcome all past, future, and current members of the American College of Foot and 
Ankle pediatrics to this new era not only in this organization, but also in the education of pediatric 
foot and ankle medicine. Thank you to each and every one of you for making this all possible! 

Louis J. DeCaro, DPM
President, ACFAP
www.acfap.org
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Therapeutic 
Solutions

Biopsy 
Instruments

Learning 
Center

Diagnostic 
Services

Customized pathology services for better patient care

Your trusty GPS for 
podiatric dermatology

All national payors require fungal 
genus and species  identification for 
specific antimicrobial therapy

Comprehensive Dermatopathology services with 
over 2 million samples analyzed including 1.4 
million nail dystrophy cases

In-network with more than 250 million covered 
lives including all five national health plans

PCR + Anatomic Pathology for rapid and 
accurate identification of fungal organisms 

Bako Diagnostics  |  855-422-5628  |  bakodx.com

It has been our honor to support the American College of Foot 
& Ankle Pediatrics for close to a decade.  We’re proud to be 
aligned with educational leaders in foot and ankle pediatrics!
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Injury Prevention in Youth Soccer
Elle Farajian, DPM, FACFAS 

Soccer is the world’s most popular 
sport with more than 265 million amateur 
players registered with the Fédération In-
ternationale de Football Association ( FIFA). 
The popularity of this contact sport has con-
siderably increased amongst the American 
youth over the past two decades. 

Soccer has been perceived as a safe 
sport to play but there are still an abun-
dance of related injuries.  Lower extremity 
injuries are the most common injuries for 
young players, specifically at the knee and 
the ankle.1 Recent studies have focused on 
injury prevention programs geared towards 
youth soccer in an effort to lower health 
costs as well as for keeping children moti-
vated and conditioned.2

There have been trends of children 
leaving the organized sport due to overuse 
injuries, many of which could have been 
avoided with preventive measures. Keep-
ing kids injury-free and avoiding long-term 
disability reduces the drop-out rate from the 
sport, and as foot and ankle specialists we 
have a special place in providing information 
about those preventive measures.

Encouraging children to be active and 
to exercise is an important part of every of-
fice visit with the children and their parents. 
Special attention and understanding of their 
needs and goals is paramount. The patient’s 
adherence to the physician’s advice, as well 
as the role that their parents play, and the 
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specific biomechanical issues involved all 
play an important role in the outcome of the 
recovery and the return to play.3

 As foot and ankle specialists, it’s im-
perative to acquire a level of understanding 
of the available preventive measures in order 
to keep the child’s sports experience fun, 
and to avoid a long absence from their favor-
ite sport. A conservative approach, such as 
special warm-up techniques, always yields 
positive results. 

 For instance, a youth soccer injury-
prevention program called the “FIFA 11+ 
Kids Injury Prevention Program” has shown 
to reduce the overall injury risk in children’s 
soccer by 48 % and severe injuries by 74%, 
as reported in British Journal of Sports 
Medicine. The “11+” was developed by a 
group of international experts from FIFA’s 
Medical Assessment and Research Centre 
(F-MARC), the Oslo Sports Trauma Research 
Center, and the Santa Monica Orthopedic 
and Sports Medicine Research Foundation.2

 The program includes 15 minutes of 
specific exercises as well as the observance 
of fair play. The “11” program is focused on 
dynamic stability, power, core strength and 
various falling techniques.2

 A recent Swiss study evaluated Swiss 
soccer teams with kids under the age of 
nine and under the age of thirteen over the 
course of one season. This study included 
randomly chosen teams which were as-
sessed after their usual warm-ups, versus 
the FIFA 11+  warm-up program. The study 
further corroborated that the FIFA 11+ pro-
gram was far more effective than traditional 
warm-ups in keeping children safe and 
injury-free.5 After just four weeks of imple-
mentation, marked improvement in physi-
cal performance was observed, compared to 
traditional warm-ups.2,4

 Treating sports-related injuries for 
young players allows for a special doctor-
patient relationship that can be very reward-

ing, with long-term benefits for the patients 
as well as their parents. Youth soccer should 
be fun, safe, and injury-free!

More information about the 11+ Kids 
program is available here: http://bit.
ly/2MZzZlS.

References

1. Paterson A. Soccer inju-
ries in Children.Pediatric Radiolo-
gy.2009;39(12)1286-98.
2. Rapport L.Youth Soccer injury preven-
tion program saves Health care costs.Med-
scape-Sept 07,2018.
3. Dutra T.Pertinent principles in man-
aging Pediatric Sports Injuries.Podiatry To-
day.2017;30(6):68-69.
4. Pomares-Noguera c, Ayala F,Robles_
Palazon F J,et al. Training effects of the FIFA 
11 + kids on physical performance in Youth 
football Players.Front Pediatr. 2018:5;6:40.

Dr. Elle Farajian is a Fellow of the American 
College of Foot and Ankle Surgeons (AC-
FAS), Diplomate of American Board of foot 
and ankle surgery and in private practice 
in Huntington Beach, CA. She serves as the 
vice chief of The Surgery Department at the 
Huntington Beach Hospital. 
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ACFAP 2018 Annual Meeting “Audience Speed Pearls”
Lyle Sklar, DPM,PhD

At the ACFAP 2018 in Jackson Hole, WY meet-
ing, a new and exciting idea was created by the 
president and meeting organizer Dr. Louis DeCa-
ro. He wanted to hear from the entire audience.  
Each of us were passed a microphone, given 60 
seconds, and asked to share a treatment, office, 
or marketing pearl. The information shared was 
excellent.  It created stimulated conversation, as 
well as made all of us feel like we all contributed 
to the meeting, and that ACFAP is more than 
just an organization, it is a family of docs with a 
shared interest. Below are many of the valuable 
pearls shared and recommended.  

Putting pediatric patients at ease:

• Ask about their Favorite subject, sport, sig 
nificant other.

• Use an Animal head percussion hammer to 
entertain and put at ease pediatric patients

• Paste Disney stickers on doctor lab coat. 
• Pediatric patients need to take ownership.... 

“It is your foot... do you want it to get better”.  
• Command and control and show authority 

when speaking to Pediatric patients.  
• During visit remain  Calm, Interested, Curi-

ous, Listening and Not Interrupting. 

Office recommendations:

• Dictate patient’s note in front of parent. 
• Remind patients to bring shorts, athletic 

shoes to orthotics dispensing visit. 
• Oral Zink helps resolve warts. Use 5 fluoro-

uracil in DMSO. Cimetidine helps, Leaving on 
Duct Tape a week has reported benefits. 

• Consider adding salt to help fast setting plas-
ter set faster.  

• Have the parents soak a child’s cast by soak-
ing in vinegar water an hour prior to the 
child’s appointment.

• Prescribing an exercise having a child with 
neuromuscular deficit do active heel walking 
practicing with a parent is beneficial. 

• Ask yourself “What is it about me that makes 
my practice completely different.”

Marketing Pearls:

• Join a local association and become one of 
their group.  

• Prior to the patient leaving; ask the patient or 
parent to please leave us an on-line a review. 
The doctor also tells them;  “You do not need 
to be too nice.”

• Have staff call parents call back on sports 
injuries to follow up and to help avoid addi-
tional co-pays and avoid an extra office visit 
charge.

• Get on ancillary Medicaid plans to open your 
practice to all the pediatric patients you can.

• Join rotary to get involved in your commu-
nity. 

• Send out a letter reminding patients of their 
recall. Send out a letter thanking parents for 
having brought their children in to the office 
to become a patient. 

• Run an ad on Instagram, Facebook and 
Snapchat. These ads are affordable. Snap 
chat is a younger demographic. Facebook is 
an older demographic. 
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We are the Black Bear Inn & Suites!!  Where comfort & luxury are more than just the “bear” necessities. 

Located on the main Parkway with fantastic views of the Smokies.  We are within walking distance to 
restaurants, shops & entertainment.   We are also only 200 yards from the entrance to the Great Smoky 
Mountains National Park.   

We provide excellent service from an experienced staff. Our on-site amenities are nothing but the best: 

• 100% Smoke-Free Hotel 
• Complimentary Full Hot Deluxe Breakfast with Omelet Station  
• Free Wi-Fi Throughout the Hotel & Pool Area 
• Enclosed Heated Pool 
• Hot Tub+ 
• On-Site Nightly Security Guard 
• 24-Hour Coffee Service in the Lobby 
• In-Room Safe 
• Microwave & Refrigerator in Every Room 
• In-Room Coffeemaker 
• Interior Corridors 
• Fire Pits on selected Balconies 
• City Side Balconies 
• Only Property with Penthouses in Gatlinburg 

Our rooms and suites offer the best accommodations and amenities for every guest in Gatlinburg. Unparalleled 
views of the Smoky Mountains and comfort you can count on, the Black Bear Inn & Suites in Gatlinburg will 
become your next favorite stop.   

Black Bear Inn & Suites offers Free parking with secured parking lot.  Come stay with us!! Let the beauty of 
nature inspire and relax you! 

American College of Foot & Ankle rates:  Standard King or Double Queens :  $99.00 + taxes & fee 

                                                                        King Suites:  $129.00 + taxes & fee 

                 Penthouse:   $350.00 + taxes & fee     

To make Individual reservations: visit: www.blackbeargatlinburg.com and enter the Group Code: #35962. 

1. Select “Book Now” 
2. Enter Date of Arrival 
3. Enter Number of nights 
4. Enter Group Code # in Group ID 
5. Click “Check Now”   
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Abstract

 Adolescent hallux valgus surgical cor-
rection is notorious for having high rates of 
recurrence.  Several authors have attempted 
to address this problem in the context of 
distal first metatarsal osteotomies or shaft 
osteotomies, frequently citing the need to 
avoid the open physis at the base of the first 
metatarsal.  However, within in the context 
of increased mobility in the first ray, both 
distal and shaft osteotomies are inadequate 
for prevention of the deformity recurrence.  
This case study highlights two findings when 
approaching the adolescent hallux valgus 
deformity within the framework of preven-
tion of deformity recurrence. First, this work 
highlights the advantage of waiting until 
after the physis has closed and using the 
modified Lapidus to reduce increase mobility 
of the first ray, thereby reducing hallux val-
gus reoccurrence. Second, this work high-
lights an unusual complication after using 
a single screw and surgical staple construct 
for the Lapidus after the patient who has 
bilateral Lapidus correction, goes on to have 
both surgical staples failure from fatigue.  
Further demonstrated here, is that once the 
staples fail, the prior surgical site goes onto 
fuse completely – a radiographic finding not 
previously seen in this team’s experience 
with using the Lapidus for adolescent hallux 
valgus correction.  

Level of Clinical Evidence: 4

Key Words: 

Lapidus, pediatric bunion, hardware failure, 
delayed union, surgical staple

Introduction

 Adolescent hallux valgus surgical cor-
rection is notorious for having high rates of 
recurrence, rates ranging from 36% to 41% 
(Geissele and Stanton, 1990; Scranton and 
Zuckerman, 1984).  Several authors have 
attempted to address this problem in the 
context of distal first metatarsal osteoto-
mies or shaft osteotomies, due to the need 
to avoid the open physis at the base of the 
first metatarsal (Ball and Sullivan, 1985; 
Coughlin, 1993; Das De, 1984; Johnson et 
al., 2004).  However, within in the context 
of increased mobility in the first ray, both 
distal and shaft osteotomies are frequently 
inadequate for prevention of the deformity 
recurrence (George et al., 2009).  This case 
study highlights two findings when ap-
proaching the adolescent hallux valgus 
deformity within the framework of preven-
tion of deformity recurrence. First, this work 
highlights the advantage of waiting until 
after the physis has closed and using the 
modified Lapidus to reduce increase mobility 
of the first ray, thereby reducing hallux val-
gus reoccurrence. Second, this work high-
lights an unusual complication after using 
a single screw and surgical staple construct 
for the Lapidus after the patient who has 
bilateral Lapidus correction, goes on to have 
both surgical staples failure from fatigue.  
Further demonstrated here, is that once the 
staples fail, the prior surgical site goes onto 
fuse completely – a radiographic finding not 
previously seen in this team’s experience 
with using the Lapidus for adolescent hallux 
valgus correction.  

Bilateral Lapidus Delayed Union with Resolution following 
Hardware Failure in Pediatric Patient

John Sessions, DPM,PhD
Richard Goad, DPM, MA, FACFAS
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Case Report

 A 19-year old female patient with no 
significant past medical history beyond the 
noted lower extremity deformity initially pre-
sented at age 14 to the podiatry clinic and 
was diagnosed with bilateral juvenile hallux 
abducto-valgus, residual metatarsus adduc-
tus, and peri-talar subluxation deformities.  
During initial clinic encounters, the patient 
reported having longstanding pain to both 
bunion deformities of her feet (see Figure 1 
for x-ray reference).  She also reported that 
the arches of both feet had been collapsed 
all of her life and that more recent use of 
closed-toed shoes were particularly painful.   
After failing to have sufficient pain relief 
from total support orthotics and wider toe-
box running shoes, the patient and guard-
ian elected to have staged, bilateral Lapidus 
procedures. 

Operative Note  

 The patient underwent surgical cor-
rection of both bunion deformities staged ~ 
6 months apart.  In both cases, the arthrod-
esis site preparation consisted of bone saw 
resection of the anterior portion of the me-
dial cuneiform and curettage/drill fenestra-
tion of the 1st metatarsal base.  For fixation, 
a single, partial threaded cannulated screw 
with a medially placed staple was placed for 
stabilization.  No anatomic abnormalities or 
complications were noted pre- or intra-oper-
atively.  

 It should be noted that following the 
first procedure (right foot), the decision to 
move forward with the left foot procedure 
was made based upon the fact that the right 
foot appeared to have interval healing across 
the fusion site that was appropriate, that 
hardware would continue to provide stabil-

Figure 1: Left and Right foot pre-operative anterior-posterior 
(AP) view x-rays
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ity until complete fusion could occur, and 
clinically, the patient was not having pain or 
abnormal instability with return to activity.

Post-Operative Care

 Patient progressed through the post-
operative period with relatively no complica-
tions (i.e. wound healing, trauma, etc.) and 
pain.  She was compliant with post-opera-
tive weight-bearing (WB) instructions which 
included 8 weeks of non-weight-bearing, 
followed by partial CAM boot protected WB 
with crutches, before self-guided range of 
motion physical therapy and gradual return 
to running shoe gear.  Despite the lack of 

clinical symptoms initially, as noted in Table 
1 and Table 2, radiographically, both surgi-
cal sites demonstrated persistent fusion site 
gapping and eventually failure of the surgi-
cal staple.

Delayed Union

 However, after several months post-
operatively (23 months right foot, 17 months 
left foot), the patient returned to clinic 
with complaints of pain to the proximal 1st 
metatarsal base, which had acutely become 
painful to do point movements related to 
her dance activities.  Physical exam of the 
patient revealed that there was point ten-

Figure 2: Right foot radiographic timeline of hardware 6 wks post-place-
ment (a), failure (~2 years post-placement) (b), removal (c), and finally 
complete fusion (d).
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derness over the Lapidus surgical site, with 
prominent soft tissue/bone and palpable 
broken staple.   Clinically, there was no 
excessive mobility noted to either 1st rays 
although radiographically as noted in Table 
1 and Table 2, there was evidence of hyper-
trophic non-union at both sites.  Figure 2 
and Figure 3 help to illustrate with serial 
x-rays, the extent of gapping and eventual 
staple fracture.  

 After experiencing severe pain believe 
to be related to the bilateral surgical staple 
hardware failure for about 4 weeks, it was 
decided that to remove the most superfi-
cial, main fragment on both feet at the same 
time.  Following that surgery, patient re-
ported resolution of the acute pain, despite 
evidence of incomplete fusion site union at 
that time.  

 Two years later, the patient returned 
to clinic for re-evaluation.  She had since 
been able to continue with high impact 
activities without any pause from pain.  
Bilateral foot x-rays were again taken and 
revealed complete fusion of the prior partial 
non-unions of both Lapidus surgical sites 
(see Figure 4 and Figure 5).

Discussion
Add comments about the joint prepara-
tion: cuneiform resected flat, the 1st met 
base is curetted/prepped – perhaps has a 
curvature

 The modified Lapidus arthrodesis 
has, since its’ initial conceptualization by 
Albrecht (Albrecht, 1911) in 1911 and later 
popularization by Lapidus, been a powerful 

Figure 3: Left foot radiographic timeline of hardware 5 months post-placement 
(a), failure (~1.5 years post-placement) (b), removal (c), and finally complete 
fusion (d).
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option in the surgical treatment of hallux 
valgus.  In this work, two primary features 
of the Lapidus are explored within the con-
text of the juvenile bunion.  First, this work 
demonstrates that having addressed this 
patient’s bunions after allowing for skeletal 
maturity was believed to be critical for pre-
venting recurrence.  As noted, both surgical 
staple sites eventually failed from fatigue 
and that the medial portions of the fusion 
site remained open for a long period of time.  
These radiographic findings clearly show 
that there was still micro-motion in the ray.  
Despite the motion however, the neither the 
hallux abductus angle or the 1st/2nd in-
termetatarsal angle increased and the tibial 
position stayed consistent with immediate 
post-op x-rays – all of which are good indica-
tors for the robustness of the hallux valgus 
correction.  Contrasting with this result are 

the previously mentioned works citing reoc-
currence rates ~40% when relying on distal 
and shaft procedures before skeletal matu-
rity – suggesting that the modified Lapidus 
is a better method for juvenile bunion cor-
rection if timed to occur after bone maturity.

The second item that is worth note is that 
within the context of the increase motion 
across the Lapidus fusion sites, there ap-
pears to have been enough transverse plane 
micro-motion that medial gapping occurred, 
forcing the surgical staple to experience 
increase loading which over time caused it 
to fail.  The exact cause for the micromo-
tion that lead to the hardware failure, which 
appeared both symmetrically in terms of 
location and post-operative timeframe be-
tween both feet, is unknown.  It is hypoth-
esized that the fusion plane was not initially 

Figure 4: Right foot x-rays ~2 years after the broken hardware removal, (Top Left) AP view, (Top 
Right) MO view, (Bottom) Lateral view. 
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perfectly flat, causing medial gapping, and 
thereby forcing the staple to be mechanically 
overloaded.  As stated previously, the fusion 
plane preparation consisted of bone saw re-
section of the anterior surface of the medial 
cuneiform and curettage/drill fenestration of 
the 1st metatarsal base.  It is possible that 
upon compression across that surface, that 
adjacent bone surfaces were not perfectly 
flat against each other due to a concavity of 
the 1st metatarsal base and thereby allowing 
micro-motion.  Over time, the bone hypertro-
phically adapted.  Once the staple mechani-
cally failed, the now hypertrophied bone, 
created stable enough conditions across the 
delayed union that complete fusion could 
finally occur.  Based upon this hypothesized 

scenario, such a mechanistic sequence of 
events reinforces a conclusive finding, which 
is, for complete arthrodesis to occur, it is 
critical that surgeons verify that the fusion 
plane is in complete contact along the entire 
surface at the time of fixation.  

Figure 5: Left foot x-rays ~2 years after the broken hardware removal, (Top Left) AP view, (Top Right) 
MO view, (Bottom) Lateral view. 
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When are Flat Feet Problematic In Children?
Robert L. Van Brederode, DPM, FACFAS

W. Aaron Broyles, DPM, FACFAS
Thomas Verla, DPM,AACFAS

 A common lament made by prior 
military recruits and draftees is “my flat feet 
kept me out of the service”. It is true that a 
collapsing arch can create many foot prob-
lems including bunions, hammertoes, plan-
tar fasciitis (arch pain), nerve pain,  Achilles’ 
tendonitis and other forms of tendonitis; not 
to mention knee, hip, and low back pain.  In 
most cases, flat feet are hereditary.  In other 
words, one can blame their parents and 
grandparents for them.  Most individuals 
with flat feet have inherited a tremendously 
flexible foot type which allows the flattening 
to occur as they walk and stand.

 In many cases, when young parents 
ask their pediatrician the common question, 
“Are my child’s flat feet a problem?”, they 
are often told, “Don’t worry, they will grow 
out of it.”  This can be true; but it can also 
be false, thus leading the child to develop 
the above mentioned foot deformities and 
lower extremity problems as they grow and 
throughout life.  So how does one know if 
the collapsing arch needs to be addressed or 
not?

 The answer to this question revolves 
around the age of the child, and the posi-
tion of the heel.  Our children typically be-
gin walking when they are between 10-14 
months old.  At this point in a child’s devel-
opment, the heel is tilted in a 6 degree posi-
tion of eversion, which puts the child in a 
“flat footed” position. At 10-14 months, this 
IS normal.  As the child grows and matures 
each year, that everted heel position reduces 
by 1 degree each year until age 6 at which 
point the child’s heel should be neutral (not 
tilting into a flat footed position).  In other 
words, in children up to 6 years of age, it 
can be normal to have a flat foot.  But, if a 

child has a flat foot at age 4, which is cou-
pled with tripping, falling, and lack of coor-
dination, this can be a sign even earlier than 
age 6 that the flatness of the feet may indeed 
be worrisome.  From age 6 to 13 the child’s 
foot continues to mature to the point at 
which it should tilt outward about 4 degrees 
and have a normal arch.  About 15% of chil-
dren end up with the opposite problem of an 
overly high arch foot if the heel continues to 
rotate further into an inverted position.

 If children continue with a “flat foot” 
appearance beyond the age of 6, this is a 
problem, and should be addressed by a foot 
specialist to avoid the foot deformities and 
lower extremity pains that can ensue.  Par-
ents should ask themselves the following 
questions in assessing their children’s feet:

1. How flat are the feet?

2. Who else in the family has foot problems 
that my children may have inherited this 
from?

3. Does the “flat-footedness” seem to be im-
pairing the child?

 If the feet look like pancakes or appear 
suctioned to the ground when standing, this 
is quite flat.  If the child’s parents, grand-
parents, and relatives have bunions or have 
suffered with plantar fasciitis, this should be 
considered.  If the child never wants to play 
outside because his or her feet hurt, or they 
are constantly falling and tripping, or if they 
are constantly asking the parent to carry 
them, this should be considered.
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If children fall into these categories, what 
is to be done?  Is surgery necessary?  Gait 
analysis should be performed by the evalu-
ating podiatrist.  Radiographs (x-rays) 
should be obtained by the physician to fur-
ther evaluate the position of the bones and 
joints of the feet.

 In most cases, surgery is not neces-
sary.  The flattening of the arches is heredi-
tary and is simply leading to mechanical 
instability of the arch of the foot.  The podi-
atric  physician can make a custom device 
called an orthotic made by taking plaster 
impressions or molds of the child’s feet.  
These custom orthotics are simply worn in 
the child’s shoes to support and hold-up 
the flattening arch.  These are worn all the 
time including at school and during sporting 
activities.  By providing the child the proper 
foot support in this way, the parent is help-
ing prevent future foot and lower extremity 
problems that develop if the flat foot issue is 
ignored.

 

In summary, in children up to age 6, a flat 
foot can be normal.  As children grow older 
than this, or if they are exhibiting problems 
tripping or not wanting to be active before 
age 6, the flat foot should be addressed.  
Parents should remember in these cases 
that “an ounce of prevention is worth a 
pound of cure”.

This article was written by Drs. Broyles, van 
Brederode, and Verla of Alta Ridge Foot Spe-
cialists with offices in Boone, Mars Hill, and 
Spruce Pine.  These physicians are members 
of the American College of Foot and Ankle 
Pediatrics, and the American College of Foot 
and Ankle Surgeons.  The content of the 
article was learned under the tutelage of Dr. 
Louis DeCaro, President of the American 
College of Foot and Ankle Pediatrics, as the 
authors have attended his lectures over the 
course of many years.
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Since 2014 Nolaro24, LLC is proud to be a corporate sponsor of the American College of Foot & 
Ankle Pediatrics. Nolar24, LLC provides the finest in over the counter, custom to foot type orthotics, 
for all ages.

Nolaro24™, LLC’s Foot Type Classification Method is the first of its kind, custom-to-foot type or-
thotic system. The QUADRASTEP SYSTEM® is based on founder Roberta Nole’s 24 patented foot 
typing methodology, identifying 6 major foot categorizations. Each of these 6 major foot categories 
represents a sub groupings of 4 foot types. These 6 subgroups are referred to as “Quads”, the deriv-
ative of the name “QUADRASTEP SYSTEM®”. These Quads are both letter (A through F), and color 
coded to reinforce product branding. Users of the system can now, through simple observation of a 
patient’s foot in standing, identify a person’s QUADRASTEP SYSTEM® Foot Type in less than two 
minutes. For the first time ever, patients can walk into their practitioners’ office and leave within 
minutes with comfortable, high quality, custom to foot-type orthotics.

In 2010 Nolaro24™, LLC added to our product line with the revolutionary new pediatric orthotic 
solution, called littleSTEPS®. littleSTEPS® are pre-fabricated foot orthoses specifically designed for 
kids. They deliver prescription based correction closely matching the criteria of traditional UCBL 
devices, enabling early intervention and treatment of many musculoskeletal conditions common to 
children, particularly developmental flat-foot.

littleSTEPS® orthoses are specifically designed to improve coordination, balance, pain, posture, 
strength, and aid in the development of a more stable and functional gait. Sizing ranges from a tod-
dlers size 5 through a Youth/Adult size 8.5 (euro sizes 21-42), suiting all children.

In 2014 Nolaro24™, LLC added our popular littleSTEPS® Gait Plates to our product line. lit-
tleSTEPS® Gait Plates are the first semi-rigid prefabricated orthoses that effectively limit in-toeing 
caused by rotational deformities of the lower limb. Left untreated toe-in gait may impair proper de-
velopment of the lower limb and lead to permanent structural, strength, balance, and coordination 
deficits.

littleSTEPS® Gait Plates work by utilizing a semi-rigid shell that effectively alters the break of the 
ball of the foot during propulsion to encourage realignment of the hip in gait. littleSTEPS® Gait 
Plates further address foot pronation which is typically associated with childhood gait abnormalities 
by incorporating the features of a functional foot orthosis (i.e. deep heel cup, medial rearfoot posting 
and skive) to control subtalar joint pronation during contact and midstance phases of gait.

littleSTEPS® Gait Plates fit children from a Toddler size 5 to a Youth size 5.5, taking children from 
first steps through teen years.

For more information about our product line please visit nolaro24.com, or contact Nolaro24, LLC at 
877.792.4669. You can also email us with any questions or at bertp@nolaro24.com.

SponSor Spotlight

Nolaro 24, LLC
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