N Minimally Invasive Distal Oblique Metaphyseal Metatarsal Osteotomies (DOMMO) as an Adjunctive Surgical Option
7 S outhern Ocean for Severe Metatarsus Adductus and Metatarsalgia. A Case Study

Medical Center Eric S. Baskin DPM, FACFAS™: Mark E. Solomon DPM, FACFAS**

MEMBER OF THE MERIDIAN HEALTH FAMILY

*Attending Staff, Foot and Ankle Surgery, Advocare Stafford Orthopedics, Manahawkin, NJ
‘ ++Attending Staff, Foot and Ankle Surgery, Consensus Pediatric Orthopedic Center, Cedar Knolls, NJ

\ STATMENT OF PURPOSE CASE STUDY

ESULTS

To describe the different types of percutaneous lesser metatarsal distal extracapsular
osteotomies used to treat metatarsus adductus and metatarsalgia. Immediate weight bearing
Is performed after these osteotomies. The correction is dynamic without fixation. A unique

case Is presented.

61 year old female with long standing rheumatoid arthritis presented with severe pain in the plantar
forefoot, lateral malleolus, and cuboid. The patient had a history of multiple lesser metatarsal stress
fractures. Physical exam revealed gastrocnemius equinus, non-reducible cavovarus, tenosynovitis of
the peroneal tendons, and severe metatarsus adductus. An MRI revealed a high grade tear of peroneal
longus. Coleman block test was negative. (Figure E,G,1,J). After conservative therapy was exhausted,
the patient opted for surgery. The procedure was staged in 3 separate surgeries:
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LITERATURE REVIEW

There has been resurgence in MIS forefoot surgery utilizing high torque/low speed drill
units and Shannon burs. It is necessary to distinguish the different types of percutaneous
lesser metatarsal distal osteotomies.

Stage 1: Open gastrocnemius recession, Dwyer calcaneal osteotomy with plate fixation, and peroneus
longus tendon tear repair.
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Post-op course, Stage 2: Immediate weight bearing in CAM walker weeks 0-4, Surgical sandal
weeks 4-8, then sneaker. K-wires removed at 6 weeks in the office. Bone stimulator was used at the
patient’s request for 4 months due to concern on radiograph of asymptomatic non-union (Figure J).

Ique metatarsal metaphyseal osteotomy (DOMMO) (Figure D metatarsal
osteotomies 2 and 3) is performed when significant transverse displacement, shortening,
and elevation is warranted. Medial or lateral correction is performed depending on the
obligue orientation of the osteotomy to the metatarsal shaft in the transverse axis.*

Stage 3: 5th metatarsal and calcaneal plates removed at 11 months (Figure I,K,N).
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orientation of the traditional
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