
57

rehabilitate the weakened PT muscle and tendon can be ben-
eficial. In normal foot function there is an internal rotation of 
the tibia when the foot pronates, and an external rotation of the 
tibia during supination. As ligaments in the foot attenuate and 
eventually rupture, this important tibial coupling effect is lost; 
the foot becomes increasingly disconnected from tibial rota-
tion. It becomes necessary to graduate the patient to an AFO 
that will control the foot and maintain the coupling of motion 
across the ankle joint.

Short, articulating AFOs, such as the Richie Brace®, are well 
suited to early Stage II treatment. The custom foot orthotic, 
deep heel cup, and high medial and lateral struts enhance the 
tibial coupling. Patients tend to accept these devices as they can 
often be worn in sneakers or extra-depth shoes. More impor-
tantly, using pivots at the ankle enables full range of motion 
in the sagittal plane and allows the patient to walk relatively 
normally. Hinged devices are advantageous as they still recruit 
regular muscle activity, which helps control forefoot abduction.

Later in Stage II and into Stage III it becomes necessary to 
provide more control. If the midfoot becomes destabilized and 
forefoot abduction continues, ankle gauntlets, such as Arizona-
type AFOs, can be employed. Gauntlets made from rigid poly-
propylene are more restrictive and may require a change of 
footwear to a wider-lasted shoe with an open throat. Chukka-
style or high-top shoes are recommended as they provide more 
support and help keep the AFO properly seated. A rocker sole 
can be added to the shoe to replace some of the lost ankle 
motion. There are also several surgeries that can be performed 

to selectively stabilize the major joints in the foot and improve 
the biomechanics and foot function. In cases that are more 
advanced, such as if the patient is heavy or not a good surgical 
candidate, it may be necessary to consider a solid-ankle AFO or 
even a traditional double metal upright-style brace.

In its simplest form, AAF is recognized as the painful, incre-
mental deterioration of the support structures of the normal 
foot. PTTD is just one step on a longer journey that typically 
begins with a preexisting flatfoot condition and late-stage pro-
nation. When the bones of the foot remain unlocked late in 
midstance, the MTJ is compromised, undue strain is placed on 
critical ligaments, and proper structure in the foot is gradually 
lost. Appropriate orthotic treatment supports and retards the 
progress of AAF, especially in Stages I and II. In the worst cases, 
reconstructive surgeries or complete ankle immobilization may 
be necessary. For a more complete review of the etiology and 
staging of AAF, read “Biomechanics and Clinical Analysis of 
the Adult Acquired Flatfoot,” D. Richie, Clinics in Podiatric 
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