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Even if the pronation might have self-corrected over time, 
it’s better to err on caution’s side and intervene early, Matthews 
advises, adding that he’s more aggressive than some orthotists. 
He typically recommends orthotic intervention 
if the patient’s talocalcaneal valgus angle is five 
degrees or greater. His patients are as young as 18 
months old.

Bernie Veldman, CO, owner of SureStep and 
Midwest Orthotic Services, South Bend, Indi-

ana, agrees that the degree of heel 
valgus is the best determinant 
for early intervention. The heels 
of most children with low tone 
will fall into the 10-to-20-degree 
range, he says.

“If the orthoses are made correctly, I feel there are no signifi-
cant negatives associated with early intervention,” Matthews 
says, but he cautions that waiting can result in significant foot 
deformities. “Hypotonic kids left unbraced will invariably end 
up with equinus contractures, requiring surgery to bring the 
foot-ankle complex into normal alignment,” he explains.

Matthews has seen eight-year-old hypotonic children with 
Down syndrome who have “terrible bunions,” because they 
never wore corrective orthoses. Children with hypotonia have 
true triplanar instability, he explains, where the tibia internally 
rotates on the talus, the talus will externally rotate, the heel 
slides off into valgus, and the midfoot collapses into pronation 

or flat-footedness and the forefoot slides into abduction which 
leads to bunions, where the big toe deviates medially toward 
second toe.

“I believe that of the kids who have five degrees 
or less of valgus at the heel, 50 to 80 percent will 
outgrow it without intervention, but we don’t 
know which ones will and which ones won’t,” 
Matthews says. “So why not brace? All we are 
doing is giving the child structural support. We 
are not taking away from the musculature. We are 
not making the muscles weak. Why wait until age 
five because by five the malalignment may well 
be more severe, especially for those who have 
accompanying diagnoses like Down syndrome.”

For a child who has low tone and flat feet but doesn’t have 
heel involvement, Matthews usually recommends foot orthot-
ics such as pre-made shoe inserts.

“Any time I can provide a child with a better 
static stance or a noticeably higher level of func-
tional ambulation, I see this as an opportunity 
that shouldn’t be passed by,” says Ethan Leavitt, 
CPO, from Mary Free Bed Rehabilitation Hos-
pital, Grand Rapids, Michigan, who notes that 
he once casted a six-week-old premature baby a 
week before the baby’s due date. “It’s not a matter of age. It’s a 
matter of whether or not I can improve their posture in weight 
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Pronated foot. Photograph courtesy of 
SureStep.
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