DEEP DIGITAL FLEXOR TENOTOMY
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Relevant Anatomy

The tendons of the deep and superfcial digital flesors
share a tendon sheath as they pass through the carpal
‘canal. The tendon of the superficial digita flexor remains
superficial up until the fetlock, where it dives deep to
insert on the distal tubercles of the first phalanx and the
fbrocartilage of the second phalamx.” At the level of the
first phalans, the superficial digital lexor tendon forms a
sleeve through which the tendon o the deep digital lexor
passes to insert on the third phalanx. Local thickenings of
deep fascia, the annular ligaments, hold the flexor tendons
in place at the fetlock.”

‘The principal vessels and nerves of the distallimb exist
‘on the palmar surface of the distal limb and run superfi-
cially between the borders of the suspensory ligament and.
the flexor tendons. The medial palmar artery, which
‘passes through the carpal canal,is the main blood supply
10 the istallimb. Smaller metacarpal arteries arising from
the median artery run with the suspensory ligament as
‘well. The medial palmar artery branches into the medial
and lateral digital arteries, which supply the digi, just
‘proximal to the sesamoids. The medial and lateral nerves
(branches ofthe median nerve) and the palmar and dorsal
branches of the ulnar nerve innervate the distal limb. The
‘medial and lateral palmar nerves run superficially in the
groove between the suspensory ligument and flexor
tendons until midway down the metacarpus, where the
‘medial branch forms an anastomosis with the lateral
‘palmar nerve.” Like the arteries, these will continue to the
digit as the medial and lateral digital nerves.
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Indications

DDF tenotomy is indicated for the treatment of severe
cases of flexural deformity of the distal interphalangeal
joint and also as an aid in the management of chronic
refractory laminitis.*” If a distal interphalangeal joint
flexural deformity has progressed to the extent that the
dorsal surface of the distal phalanx has passed beyond
vertical, secondary contraction of the joint capsule and
peritendinous attachments of the distal segment of the
‘deep flexor tendon may lock the digit in its fixed position.
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In such cases, a good response to inferior check ligament
cannot be anticipated, but the patient may
respond to a DDF tenotomy.

‘The most common explanation for pedal bone rotation
in horses with severe laminits s separation of the inter-
digitating sensitive and insensitive laminae at the dorsal
aspect o the hoof wall and the continued pull of the DDF
tendon on the solar surface of the distal phalanx. The
rationale for DDF tenotomy in cases of severe laminits is
to reduce the dynamic forces favoring rotation and to
reduce the pressure of the distal phalanx on the corium
of the sole. Results of a retrospective study support the
technique’s effctiveness as a salvage procedure in horses
with chronic refractory laminitis.™

Tenotomy of the DDF tendon can be performed at
cither the midmetacarpal/metatarsal level or the midpas-
tem region but the currently favored location is at the
‘mid-metacarpal/metatarsal region. >

Anesthesia and Surgical Preparation

‘The surgery at the midmetacarpal/metatarsal level can be
performed i either the standing animal or under general
anesthesia and in lateral recumbency. A pneumatic tour-
niquet and Esmarchis bandage are advantageous to
provide hemostass n ither position. The leg is clipped
from above the carpus/tarsus o below the fetiock, and the
area is surgically prepared.

Instrumentation

1. General surgery pack.
2. Blunt-ended tenotomy knife

Surgical Technique

The preferred surgical approach at the midmetacarpal
region is performed as described for the midmetacarpal
superficial digital flexor tenotomy, transecting the deep
digital flexor instead. It can easily be performed in the
standing horse with the use of sedation and a local block.
Both closure and resection of the synovial sheath have
been recommended by different authors.”* We recom-
‘mend closure of the synovial sheath, based on the finding
in one study that closure did not apparently impair
tendon healing




image4.png
Postoperative Management
A steile dressing i laced over the incison, and the b
i bandaged from the hoof (0 the carpus. Phenylbotazone
is adminisered s necesary. In cases of flesural defor-
ity the hoof s trimmed by shortening the hecls as much
s possble This may be done graduall. Hand-walking is
performed. Correctve shocing may 2o be necessry If
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In horses with laminiti, shocing is an important
adjunctive therapy. Reversed, extended heel shoes have.
been recommended initiall, wih laer substitution with
st shoes and pads.’

Complications and Prognosis
Resulis of a retrospective study support the technique's
lfectivences a5 sbvage procedure i horses with chronic
sefactory laminits." Transection of the deep digial
flexor tendon willalso decrease the pain associaied with
the acute refracory stage of laminiis, but it does not
severse the_pathological changes within the digial
lamina.” Of horsesthat eceived dep digita flexor enot-

e for treatment of chronic laminitis, 77% survived
greater than 6 months and 59% survived greater than 2









