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Implants
CODES

CODES

Ø mm Lenght mm

Tools

ORPP8525                           6.5 mm                                              25 
ORPP8530                           6.5 mm                                              30 
ORPP8535                           6.5 mm                                   35  
ORPP8540                           6.5 mm                                              40

OR-PPSD35               Screwdriver  3.5
OR-PPAP              Tip      



Surgical technique

Flatfoot is an extremely common pathology in western society. This pathology is determined by the fall of the 
plantar vault and the valgus pronation of the calcaneus.
During the first stage of walking, which goes from 10 months of life up to 3-4 years, this situation is completely 
normal and is part of normal growth of the foot, in fact, it will correct spontaneously until 6-8 years of age.
Only in some cases, where such a flatness gets worse, it is advisable to use orthotics and sports to improve the 
support of the foot and facilitate the normal maturation of the foot itself. These orthotics should therefore be used 
up to a maximum of 6-8 years. After this period, the plantar will no longer be able to correct the foot, but it can still 
be used in cases where the child complains pains in the absence of the insole itself.
After 8 years of age should be treated only those children in whom the orthotics has not resolved the flatness and 
the pronation of the hind foot, and that protracted painful symptoms due to the load and walking with easy 
fatigue and typically medial and plantar pains. 

WHAT IS FLATFOOT?

In the pediatric population, the calcaneo-stop can be an isolated procedure, allowing a passive and active 
correction thanks to its biomechanical and neuro-propioceptive properties.
However, surgical accessory times may be necessary such as:
           > Removal or reduction of the prominent navicular
           > Percutaneous lengthening of the Achilles
           > Retensioning of the posterior tibial tendon

ADDITIONAL PROCEDURES

STILL is characterized by the particular morphology of the "bottleneck" head that guarantees a better adapta-
tion to the tarsus sinus floor with better biomechanical stability and less risk of penetration into the calcaneus. The 
under head is connected with a wide radius to the thread in order to improve the distribution of the compressive 
forces consequent to the normal use of the implant. In addition, the tapered body and the double-ended thread 
guarantee a greater grip of the screw in the astragalus, reducing the risk of mobilization.
It is made entirely of medical Titanium alloy grade 5 and is available in 4 different lengths with Ø 8.5 mm head and 
Ø 6.5 mm body.
The implants are easily identifiable through a color code.
They are packaged in blister packets plus envelopes and sterilized with ethylene oxide.

Make a 1-2 cm lateral incision 
centered on the tarsus sinus. 
Dissection of soft tissues taking care to 
avoid the sural nerve and the short 
peroneal tendon.

FEATURES

The calcaneo-stop intervention is one of the interventions of endo-sinus-tarsic arthrorisis, which are, those inter-
ventions that aim to correct the reciprocal position of the astragalus on the bone heel without affecting the  
astragalus-calcaneal joint. In this sense, the calcaneo-stop behaves like an internal orthoses of the foot.
The method involves the placement of a screw in anterograde direction in the astragalus. 
This screw has a mechanical function because, on the bone heel, it prevents lateral sliding.
It also performs a neuro-propioceptive function of correction on the hind foot axis, as demonstrated by the fact 
that the correction is maintained even after the removal of the screw.

WHAT IS THE CALCANEO-STOP INTERVENTION?

         -    Contracted flat foot with hypo-motility of the sub-talus (negative Jack's test)
           -    Adult’s flat foot
           -    Sub-talus arthrosis
            -    Sub-talus synostosis, however, the procedure can be performed on the condition of removing the synos-
tosis and restoring the sub-talus motility
           -    Intolerance to materials

CONTRAINDICATIONS

1) Flexible flat foot idiopathic valgus-pronated backfoot
2) Idiopathic valgus calcaneus
3) Valgus-pronated flat foot or hollow-valgus foot secondary to:
                       - infantile cerebral palsy
                       - generalized hyperlaxity
                       - results of overcorrection on congenital injuried foot
                       - congenital hypoplasia of the lower limbs
All these forms of flatfoot can be successfully treated through the calcaneo-stop intervention if faced in develop-
mental age (9-13 years).

WHICH TYPE OF FOOT NEEDS THE TREATMENT AND AT WHAT AGE?

The screw is then inserted keeping the 
calcaneus in correction, in a supine 
position with the ankle at 90°.

The correction is then checked by 
looking at the foot from the plantar view 
(sign of the two malleolus). If both malleo-
lus are visible, the foot is in axis; if only the 
internal malleolus is visible, the foot is 
hypo-corrected and the screw must be 
partially removed, to anticipate the contact 
between the head of the screw and the 
calcaneus. If only the external malleolus is 
visible, the foot is overcorrected and 
therefore it is necessary to deepen the 

Under fluoroscopic control, progressing 
with upright tip on the anterior side of the 
lateral astragalus, 45° on the frontal part 
towards the medial tibial malleolus and at 
35° towards the midpoint of the astragalus 
dome on the sagittal part.

screw. The infixation of the screw into the 
astragalus-calcaneal joint or the proclivity 
of the tip inside the tibio-tarsal joint must 
be avoided.
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