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Posterior tibid dysfunction is a serioudy disabling condition of
the lower extremity. It can cause Sgnificant pain, weakness, and
progressive development of flatfoot deformity. Since posterior
tibiad dysfunction is such a potentialy serious lower extremity
pathology, it is criticd that the podiatrist understand the anatomy
and function of the pogterior tibid muscle, understand the nature
of its progressve pathology, and aso understand the clinical
methods by which to properly assess the strength and integrity of
the pogterior tibial muscletendon complex. The purpose of this
article, therefore, will be to provide areview of the anatomica,
functiond, and clinica aspects of pogterior tibid dysfunction,
and aso to describe the authorps conservative trestment protocol
which has been developed in the course of the trestment of over
300 patients with pogterior tibid dysfunction.

The pogerior tibial muscle originates from the posterior aspects
of thetibia, fibula, and interosseous membrane as the deegpest
muscle in the deep pogterior compartment of theleg. The PT
tendon courses podterior to the media malleolus within the
confines of the flexor retinaculum, just dightly pogterior to the
anklejoint axis. Asthe PT tendon continuesinferior to the
medid maleolus, it passes media and plantar to the subtalar
joint (STJ) axis and plantar to the oblique midtarsa joint
(OMTJ) axis. Just pogterior to the navicular tuberosty, the
tendon divides into three components. anterior, middle and
posterior. The anterior component is the largest of the PT tendon
components, sending insertions to the navicular tuberosity and
plantar agpect of the first cuneiform. The middle component
inserts deeply in the plantar arch of the foot onto the second and
third cuneiforms, the cuboid, and onto the bases of the second
through fifth metatarsd's (the fifth metatarsd insartion is
sometimes absent). The posterior component branches laterally
and pogteriorly and inserts onto the anterior aspect of the
sugtentaculum tali.1

Because of the anatomical location of the posterior tibia tendon
in rdation to the ankle joint, STJ and OMTJ axes, contraction of
the pogterior tibid muscle will cause a plantarflexion moment
across the ankle joint axis, a supination moment across the STJ
axis, and a supination moment across the OMTJ axis.2,3 Dueto
its multiple insertions on nearly dl the bones of the lesser tarsus

Behavioral
Objectives

After reading this continuing
education article, the podiatric
physician should be able to:

1. Describe the anatomy of the
posterior tibial muscle/tendon and
its important relationships to the
mechanical axes of the joints of
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dysfunction.
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and metatarsa's, and its ability to exert substantial supination moments across both the
OMTJand STJ axes, the posterior tibia muscle has a critical function in weightbearing
activities. Loss of normd pogterior tibid muscle function due to either a partia or
complete tear in the pogterior tibia tendon, or aredriction of the norma gliding motion
of the podterior tibid tendon within the flexor retinaculum commonly resultsin the




progressive development of aflatfoot deformity, which is known as pogterior tibia
dysfunction.

Mueller has classfied posterior tibiad dysfunction into four etiologic categories. Typel is
"direct" where direct injury to the tendon results in dysfunction of the posterior tibid
tendon. Type I is"pathologic rupture” which is caused by primary tendon degeneration
such asis seen in rheumatoid arthritis. Typelll is “idiopethic rupture” where the etiology
isunknown. Type IV is"functiona rupture’ where the posterior tibid tendon isintact but
not functioning appropriately. Included within the etiologic categories of pogterior tibia
dysfunction are partid or a complete rupture, senosing tenosynovitis, or pathologic
elongation of the collagen fibers of the posterior tibia tendon.4

With pogterior tibid dysfunction, posterior tibia muscle contraction is unable to generate
adequate tensle forces in the pogterior tibid tendon. The reduction in the ability of the
pogterior tibid muscle to generate adequate tendle forcesin its tendon also causes a
reduction in the ability of the posterior tibia muscle to produce supination moment
across the STJ axis. Because of the reduction of STJ supination moment, increased STJ
pronation motion will result during welghtbeering activities snce ground reaction force
(GRF) acting on the weightbearing plantar Sructures laterd to the STJ axis cause
increased STJ pronation moment (Fig. 1). Increased pronation mation of the STJwill, in
turn, result in increased medid deviation of the STJ axis Snce the STJ axis medialy
trandates and internally rotates in relation to the ground during pronation motion of the
STJ35
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Figure 1. In the foot with a normal subtalar joint (ST)) axls location, the posteri- contractile forces and

or tibial (PT) tendon Is positioned well medial to the $T] axis so that PT muscle lIgamentous tensile
contractile actlvity causes a relatively large 5T] supination moment (left). How-

ever, in the foot with posterior tiblal dysfunction, the 57) axis becomes progres- forqes 1-:O gmaate STJ
sively more medlally deviated due to the pronation motion of the 5T) that caus- upl netion moments.

es internal rotation and medial translation of the 5T) axis (right). As the 5T) axis Second, it causes
becomes more medlally deviated, the moment arm that the PT muscle has avall- ; eased i

able to produce 5T] supination moment progressively shortens. The result of PT Incr pronation
dysfunction |s, therefore, a decreased ability In the PT muscle to generate 5T) MOMENt armsfor
supination moment, a net Increase In 5T) pronation moment and the progres. GRF, muscular

sive development of a flatfoot deformity. (Reproduced with permission from :

Kirby KA: Etlology of flatfoot deformity in posterior tiblal dysfunction, Precision contrectile forces and
Intricast Newsletter. Precision Intricast, Inc., Payson, Arizona, March 2000.) ligamentous tendle

forcesto generate STJ pronation moments.2, 6 The net result, therefore, isan
overwheming pronation moment acting across the STJ axis during weightbearing
activitieswhich not only causes the STJ to become maximally pronated but aso tendsto




increase the deforming forces on many of the ligamentous structures of the medid ankle
and the medid longitudind arch of the foot.3, 7

Inherent in the progressive development of flatfoot deformity seen with pogterior tibia
dysfunction is a pathologic dongation of the soring ligament complex on the plantar and
plantar-media aspects of the talonavicular joint (TNJ). The spring ligament complex

cong s of the more medidly located superomedia cacaneonavicular (SMCN) ligament
and more |aterdly located inferior cacaneonavicular (ICN) ligament. Together, these two
ligamentsform a"ding" or a"talar acetabulum” for the talar head which act to support
the talar head during STJ pronation motion.8

Both the SMICN and ICN ligaments normally resist the plantarflexion and adduction of
the talar head at the TNJ during the extremes of STJand OMTJ pronation motion.9
Normaly, phasic contraction of the posterior tibia muscle produces tension in the
pogterior tibid tendon which helps to intermittently reduce the tensile loading force on
the SMICN and ICN ligaments which, in turn, helps prevent overload, plastic
deformation, and failure of these ligaments. However, pogterior tibid dysfunction causes
both an increased magnitude of STJ pronation moment, due to the medid STJ axis
deviation, and dso areduction in the ability of the posterior tibid tendon to intermittently
unload these important ligaments.3

Asareault, progressive eongation of the spring ligament complex occurs which dlows
the rearfoot to undergo more plantarflexion and adduction movement relaive to the
forefoot during weightbearing activities than would be normaly possble8 This
progressive relative adduction of the rearfoot on the forefoot causes further STJ axis
internd rotation in relation to the weightbearing structures of the forefoot. This further
lengthens the pronation moment arm which GRF on the plantar forefoot has available to
cause pronation moment which, in turn, further increases the magnitude of STJ pronation
moment during weghtbearing activities.3

Therefore, the lack of normal pogterior tibia muscle/tendon function directly causes
plastic deformations or failure in the ligaments of the TNJ complex in posterior tibia
dysfunction.8 In addition, the other ligaments of the foot and ankle which are subjected to
increased tengile loading forces by the increased STJ pronation moments, such asthe
deltoid ligament of the medid ankle, and the plantar ligaments of the medid longitudind
arch of thefoot, will aso tend to undergo these same plagtic deformations.4 The ultimate
result of this lengthening of the supporting ligaments of the STJ, TNJ and medid
longitudina arch isthe progressive and disabling flatfoot deformity commonly seenin
pogterior tibia dysfunction.

Physcd examination of the patient with posterior tibid dysfunction reveds tenderness
and edema dong the course of the pogterior tibid tendon, generdly from the media
malleolus to the navicular tuberosity. Weightbearing examination of the foot
demondrates significant collapse of the medid longitudinal arch, increased convexity of
the medid midfoot, and excessvely abducted postion of the forefoot relative to the
rearfoot. During the hed rise test, the patient generdly has difficulty performing the



maneuver on the affected Sde and their hed may not invert normally while the ankleis

plantarflexing during the tet.10-12

The author has found that the most important and
dinicdly relidble test when assessing for the possibility
of posterior tibia dysfunction is accomplished by
directly testing both the integrity and strength of the
posterior tibid muscleftendon complex. In order to
properly test the strength of the posterior tibial muscle
and the integrity of the posterior tibia tendon
smultaneoudy, the author uses a variation of the
standard pogterior tibia muscle test (Fig. 2). Thistest
dlows for the isolation of the pogterior tibid muscle
from the rest of the musclesthat can generate STJ
supination moment so thet the relaive strength of the
posterior tibial muscle alone may be assessed. In
addition, the test dlows for the examiner to dinicaly
esimate the tendle force in the tendon which helpsto
assess the integrity of the pogterior tibia tendon.13 The
procedure will be described using the patient's right
foot and lower extremity, with the examiner in a seated
posgition.

Fird, have the patient Stting with their leg hanging over
the end of the chair or table. The examiner then grasps
the right foot, partialy extending the patientjs knee,
and rests the posterior-laterd aspect of the patientps

Figure 2. To properly assess both the
strangth of the posterior tiblal mus-
cle and integrity of the tendon, the
sxaminer simultanesocusly tests the
sdduction-plantarflexion strength of
tha foot while palpating the poster-
or tiblal tendon. (Reproduced with
permission from Kirby KA: Tech-
nique for testing of the posterior
tiblal muscle/tendon complax, Precl-
slon Intricast Newsletter. Precision
Intricast, Inc., Payson, Arizona,

February 2000.)

proximd ankle on the examiner's left digta thigh. The examiner then asks the patient to
plantarflex approximately 450 &t the ankle. From this pogition, the examiner uses their
right hand to press on the medid-plantar aspect of the dista first metatarsa and rests
ther left hand on top of the medid aspect of the ankle, with their index and middle
fingers resting on the posterior tibia tendon. Therefore, theright hand is used to
determine the posgterior tibial muscle strength and the left hand is used to determine the

integrity of the pogterior tibid tendon (Fig. 2).

The patient is then asked to push the examinerps right hand as hard as possblein a
medid- plantar direction. Once the patient Sarts to adduct and plantarflex the foot into the
examinerps hand, the examiner must make certain that flexion of the halux and lesser
digits does not occur which indicates assstance from the flexor hallucis longus and/or
flexor digitorum longus muscles. In addition, to help prevent the anterior tibid muscle
from assgting during the test, the patientps ankle should be plantarflexed at the beginning
of the test and the examiner's right hand should be on the media-plantar aspect of the
fird metatarsal, not on just the media aspect of the first metatarsal.

In order to determine the relative strength of the posterior tibial muscle, the amount of
force that the examinerps right hand exerts to prevent adduction and plantarflexion of the



foot must be noted. In addition, during the examination, the fingertips of the left hand are
used to papate the posterior tibia tendon aong its course both dista and proxima to the
media maleolus. Any development of pal pable tenson within the pogterior tibia tendon
during the examination indicates that there has not been a complete rupture of the tendon.
A patient with norma podterior tibid muscle strength will develop sufficient tenson
within the posterior tibia tendon during this test so that even firm pressure on the tendon
will not dlow significant movement of the tightened tendon. Combining both the
assessment of posterior tibia muscle strength aong with the assessment of posterior

tibid tendon integrity into the same examination greatly improves the ability of the
physician to assess both the functiona capacity of the posterior tibia muscle and the
prognosis for complete heding of pathology of the pogterior tibia muscle/tendon
complex.13

Once the patient has been diagnosed with pogterior tibid dysfunction, | spend alonger
time than norma on patient education, including a description of the disease, what types
of trestment will be used, what they will expect from trestment, and, very importantly,
what | will expect from them. They understand that before trestment isinitiated, thet the
trestment protocol will includeicing, bracing, stretching exercises, strengthening
exercises, prescription foot orthoses and hiking boots or other similar boots. The result of
the increased understanding of the disease and treatment protocol that occurs with an
extended patient education processisinvauable at achieving optimum treatment results
in patients with pogterior tibid dysfunction.

Since paients with pogterior tibid dysfunction invariably have significant edema,
tenderness and other sgns of inflammation localized to the area of the podterior tibia
tendon, they are started immediately on icing therapy to promote areduction in the
inflammation around the tendon. | typically have the patient ice for twenty minutes over
the area of tendon sweling, two to three times aday. Icing greetly helps reduce the pain,
inflammeation and especidly the edema around the pogterior tibid tendon area. The cold
therapy should be continued throughout the trestment period, generdly ending about
three months after they receive their prescription foot orthoses.

Stretching exercises for the gastrocnemius and soleus muscles are often dso initiated if
the patient has a regtriction in ankle joint dorsiflexion. In addition, strengthening

exercises for the podterior tibid muscle are often begun after the patient has been wearing
the foot orthoses and hiking boots for about three weeks. Patients are aso given the
option of using ora nongeroida anti-inflammeatory medication to reduce the
inflammation, pain and swelling associated with the disease.

Patients are generaly casted for prescription foot orthoses as soon as possible once they
have been diagnosed with pogterior tibid dysfunction. During the weeks while the patient
iswaiting for the prescription foot orthoses to be dispensed to them, | generdly ether
place them into a weightbearing below- the-knee fiberglass cast or awalking brace/boot
to further reduce the inflammation in the pogterior tibia tendon area. The fiberglass cast
isexcellent a immobilizing the foot and ankle, but the ankle cannot be iced effectively
while in the cast. The walking bracef/boot often does not immohilize the foot and ankle



enough to make the tendon asymptomatic, but icing can be continued since the walking
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Figure 3. lllustrated above is a posterior view of
a left foot with posterior tiblal dysfunction and
a medially deviated 5T] axis. The foot orthosls
with a medial heel skive and the hiking boot act
synergistically to Increase the magnitude of
supination moment across the subtalar Joint
axis. Mote that the foot arthosis can only exert
a 3T] suplnatlon moment by acting inferior to
the 5T] axis while the hlking boot can exert a
5T) supination moment by acting superior to
the 5T] axis. (Reproduced with permission from
Kirby KA: Shoes and therapy In the treatment of
posterior tiblal dysfunction. Precision Intricast
MNewsletter. Precision Intricast, Inc., Payson, Ari-
zona, May 2000.)

brace/boot is removable.

Petients informed that they will need prescription
foot orthoses are aso told that they will need to
wear ahiking style boot (or other Sructurdly
smilar boot) with the foot orthoses in order to
achieve optimum treatment results (Fig. 3). The
hiking boots | recommend are the typica nylon
and leather upper (or all leather upper) boots
with hard rubber soles, modest hed height
differentids, and with the upper extending just
above the mdleoli. These can be bought in most
sporting goods stores. Hiking boots are
prescribed for patients of al ages, both male and
female. | expect patients to wear the foot
orthoses with the hiking boots any time that they
are stlanding or walking and | expect the boots to
be worn with the orthoses for at least the first
three months of foot orthosis therapy.14

From the outset of trestment, the patient istold
that the combination of the hiking boot and the
orthogisisjus like part of abracethat isbeing
prescribed. Patients understand that their chances
of obtaining trestment success by only wearing
the foot orthosis without the hiking boot, or only

wearing the hiking boot without the foot orthoss, will be much lessthan if they wear the
foot orthosis with the hiking boot together &t dl times. | believe that the reason thet |
have excdlent patient compliance with these recommendations, even in patients of both
sexeswho are fifty years and older, is because they are told from the outset that hiking
boots are a critical part of their successful trestment.

| recommend hiking boots for patients with posterior tibia dysfunction smply because
patients have less pain and can walk with less discomfort earlier onin their orthoss
trestment than when walking with more typica low-cut oxford style shoes. Hiking boots,
unlike low- cut shoes, have the distinct mechanical advantage that they can directly cause
STJ supination moment by acting superior to the STJ axis 15 Thisisin contrast to a
prescription foot orthosis which only causes STJ supination moment by acting inferior to
the STJ axis by redirecting the reaction forces on the plantar foot from latera to
medid.7,15,16 Therefore, hiking boots work synergisticdly with the medid hed skive
foot orthosis to increase the STJ supination moments in the patient with pogterior tibia
dysfunction which, in turn, reduces the strain on the posterior tibid tendon and improves
the patientps symptoms and mobility (Fig. 3).



In order to prevent the structural changes, such asincreased media longitudind arch
collgpse and increased abduction deformity of the forefoot on the rearfoat, it is critical
that the pathologic forces that cause pogterior tibia dysfunction be neutralized as early as
possible in the course of the disease. In dl of the feet that | have treated with posterior
tibid dysfunction there has been very sgnificant media deviation of the STJ axisl7

when compared to anormal foot or when compared to the patientps unaffected foot.
Therefore, due to the rdatively unusua biomechanica makeup of feet with posterior
tibid dysfunction, the prescription foot orthos's must be designed to not only increase the
magnitude of ST.J supination moment but also to decrease the magnitude of STJ
pronation moment which results from medid deviation of the STJ axis.7, 15, 16 These
speciadly modified prescription foot orthoses are the cornerstone of effective conservative
trestment of pogterior tibia dysfunction.

Specific orthos's positive cast modifications which | commonly use for patients with
pogterior tibid dysfunction include a 3-6 mm medid hed skive, minima medid arch fill
(i.e. minima thickness of media expangon plagter), and an inverted baancing position
of between 2-60. Orthosis plate modifications include using a 3/16" to 4/16" shel, with
an 18-20 mm hed cup height and a 40/40 rearfoot pogt. In addition, | order for the
orthogis lab to make the orthosis plate wider than normal and to leave the hedl contact
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media position.7,15,16

In mild posterior tibid dysfunction, | will generdly use a3 mm medid hed skiveand a
2-40 inverted cast balancing pogition. In moderate to severe posterior tibid dysfunction |
will use a4-6 mm media hed skive and a 3-60 inverted baancing position (Fig. 4). The
theory isto increase the magnitude of STJ supination moment exerted by the orthosison
the plantar foot by using larger media hed skives and inverted balancing postions as
ether the media deviation of the STJ axis isincreased or as the symptoms are increased.



The varus hed wedge of the medid hed skive works synergidticaly with the increased
medid longitudind arch height from the inverted balancing position to add both more
pronation control and more comfort to the orthosis 15, 18

There are severd purposes for the various plate modifications of the orthosis. The 18-20
mm hed cup height is necessary to prevent any laterd hed irritation that may result from
the hed diding lateradly on the hed cup of the orthosis when the medid hed skive and
increased media arch height in the orthogs. The increased thickness of polypropylene
plate is necessary to prevent excessve deformation of the orthosis since lower medid
arch height orthoses will deform more under given loads than orthoses with higher

media arch height.19 In addition, the weight of the patient and the amount of medid STJ
axis devigtion will also dter my orthods plate selection. The more medid the STJ axis
location, the lower the media longitudind arch height and the heavier the patient, the
more likely | will use 4/16" polypropylene.

The rearfoot post helps give the orthoss plate more sagitta plane and frontd plane
rigidity.20 Increased rigidity of the orthosis is necessary to prevent deformation of the
orthosis plate during the latter haf of midstance and to decrease the strain on the
posterior tibid muscleltendon complex during this phase of gait. The increased width of
the orthosis plate helps place more surface area of the orthosis medid to the STJ axis
which not only helps the orthosis exert greater magnitudes of ST.J supination moment but
aso helps prevent medid edge irritation from the orthosis.15

Finally, the increased hed contact thickness is necessary since mogt patients with
posterior tibia dysfunction also have an equinus deformity. The increased hed contact
thickness is used to decrease the tension in the Achilles tendon during the late midstance
phase of gait which, in turn, will decrease the magnitude of STJ pronation moment during
late midstance and reduce the strain on the posterior tibial muscle/tendon complex.20 In
addition, by increasing the heel contact thickness, there will be decreased likdlihood that
the patient will develop the relatively common complaint of medid arch irritation from
the orthos's since the decreased STJ pronation moment prevents the foot from pronating
as hard into the media arch of the orthosis during the |ate midstance phase of gait.15

The above outlined clinica gpproach and conservative trestment of posterior tibia
dysfunction produces very effective results. In the four to eight new patients | treet
monthly with al levels of severity of podterior tibid dysfunction, gpproximately 75
percent of them have at least a 75 percent reduction in the pain associated with
welghtbearing activities and are able to walk or stand &t least six hours per day. Of
course, conservative trestment is much more likely to result in successif the disease
processisnot at its end stage.

In those patients with more advanced stages of posterior tibid dysfunction who may not
have successful response to the above trestment protocol, then they are given the options
of either foot surgery or the use of amore supportive brace (i.e. double stedl upright
hinged ankle brace with amediad T-strap attached to alace-up oxford style shoe) in
combination with the foot orthosis. It has been my experience that of dl the patients



treated conservatively with posterior tibia dysfunction, lessthan 5 percent of these
patients require surgica intervention, with the vast mgority being very pleased with their
conservative trestment results. The successful conservative trestment of posterior tibia
dysfunction can occur in most cases, as long as the podiatric physician hasthe
knowledge, technica skills and desire to carry out the treatment protocol that has been
described above.

1. Which of the following is not true regarding the anatomy
of the posterior muscle and its tendon:

a it originates from the tibia

b. it originates from the fibula

C. it originates from the inter osseous membrane

d. its tendon passes laterd to the subtalar joint axis

2. Contraction of the posterior tibia muscle causes which
of thefollowing:

a ?t causes adorsflexion moment across the ankle joint
g(llf causes a pronation moment across the subtaar joint
?(:tscws&s asupination moment across the subtalar joint
:qi? causes a pronation moment across the oblique
midtarsd joint axis

3. Which of the following is not in Mudlerps etiologic
categories for pogterior tibia dysfunction:

a indirect

b. idiopathic rupture
C. pathologic rupture
d. functiond rupture

4. The medid devidtion of the subtdar joint (STJ) axis
which occurs with pogterior tibia dysfunction causes which
of the following:

aan increase in the STJ supination moments from ground
reaction force

b. an increase in the STJ pronation moments from ground
reaction force

c.adecrease in the STJ pronation moments from ground



reaction force
d. no effect on the STJ moments from ground reection
force

5.The spring ligament complex of the talonavicular joint
normally resst which motions of the talar head & the
taonavicular joint:

a plantarflexion and abduction
b. dorsiflexion and abduction
c. dorgflexion and adduction
d. plantarflexion and adduction

6. The progressive dongation of the spring ligament
complex seen with posterior tibia dysfunction causes
which of the following to occur:

a plantarflexion and adduction of the rearfoot relative to
the forefoot

b. plantarflexion and abduction of the rearfoot relative to
the forefoot

C. increased externa rotation of the subtdar joint axis
d.an increase in the magnitude of subtaar joint supination
moment

7. Ligaments which tend to undergo plastic deformation in
posterior tibid dysfunction other than the spring ligament
complex include:

a. anterior talofibular ligament
b. ddtoid ligament

c. carvicd ligament
d. cdcanecfibular ligament

8. Which of the following physcad examination findings
are not found in podterior tibid dysfunction:

a increased concavity in the medial midfoot

b. tenderness a ong the course of the posterior tibia tendon
c. sgnificant collgpse of the media longituding arch

d. excessively abducted forefoot relative to the rearfoot

9. In the modified posterior tibia muscle test, which of the
following istrue



a. it dlow sfor testing of both the pogterior tibid and
peroned muscles

b. it can only be used in feet without posterior tibid tendon
pathology

c. it only dlowsfor assessing the integrity of the posterior
tibid tendon

d. it dlow sfor isolated testing of the pogterior tibial
muscle from the other muscles of the lower extremity

10. When performing the modified posterior tibid muscle
test, which of the following istrue:

a the ankle of the patient is kept at 900 to the tibia

b. one hand of the examiner is placed on the dorsa-medid
agpect of the digal first metatarsal

c. one hand of the examiner is placed on the laterd aspect
of theankle

d. the fingers of one hand of the examiner are placed on the
posterior tibial tendon

11. To prevent the anterior tibid muscle from assigting
during the modified pogterior tibia muscle test, the
examiner mugt perform the following:

a have the patientps ankle dorsflexed at the beginning of
the test

b. have the patientps ankle at 900 to the tibia at the
beginning of the test

C. position their hand on the medid- plantar aspect of the
fird metatarsal

d. position their hand on the medid-dorsa aspect of the
firs metatarsal

12. Conservative trestment of posterior tibial dysfunction
does not include thefollowing:

a dretching exercises

b. over the counter arch supports
c. hiking boots

d.icing

13. Icing the pogterior tibia tendon in posterior tibia
dysfunction does not accomplish the following:

a reduce the pain around the tendon
b. increase the flexibility of the tendon



c. decresse the inflammation around the tendon
d. decrease the edema around the tendon

14. In the time immediately following cagting the patient
for prescription foot orthoses, what therapy is not
recommended to the patient with pogterior tibid
dysfunction:

a. hesat therapy

b. cold therapy

c. waking brace/boot

d. below-the-knee fiberglass cast

15. Which of the following is not true regarding the use of
hiking boots in the treetment of posterior tibiad dysfunction:

a. they greatly increase the chances of treatment success
b. they can work superior to the subtalar joint axis to exert
a supination moment across the subtaar joint axis

c. they work synergigticaly with the medid hed skive
orthosis to increase the supination moment across the
subtdar joint axis

d. they need only be worn for the firgt three weeks of foot
orthosistherapy

16. Foot orthoses designed for pogterior tibial dysfunction
must be designed to accomplish which of the following:

a. increase the magnitude of subtaar joint supination
moment

b. increase the magnitude of subtaar joint pronation
moment

C. decrease the magnitude of subtalar joint supination
moment

d. incresse the magnitude of ankle joint dorgflexion
moment

17. Common positive cast modifications used for
prescription foot orthoses in posterior tibia dysfunction
incdude the following:

a. al-2 mmmedid hed skive

b. an inverted balancing position of between 2- 60
c. extramedid arch fill or medid expangon plaster
thickness

d.a3-6 mm laerd hed skive



18. Common orthosis plate modifications used for
precription foot orthoses in posterior tibia dysfunction
indude the following:

a a2/16" polypropylene shell

b. a20/20 rearfoot post

c. amore narrow than norma orthosis plate
d. an 18-20 mm hed cup height

19. The purpose of increased thickness of orthosis plate
materid in the trestment of pogterior tibid dysfunctionis.

a. to increase the tightness of the shoe on the foot

b. to increase the flexibility of the orthosis

C. to prevent excessve deformation of the orthosis plate
d. to prevent the orthosis from bresking

20. The purpose of the increased hed contact thickness of
the orthogis in the treatment of posterior tibia dysfunction
does not include the following:

a. to decrease the tension in the Achilles tendon

b. to increase the magnitude of subtaar joint pronation
moment during late midstance

C. to decrease the likdlihood of medid arch irritation from
the orthos's

d. to reduce the strain on the pogterior tibia muscle/tendon
complex
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