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Torsional deformities of the lower extremities in children

Sung Jin Shin, Sang-Rim Kim

Oepartment of Orthopedic Surgery, Jeju National University School of Medicine, Jeju, Korea

Torsional deformities of the lower leg are probably the most common abnormalities .that affect a child's gait or upright
activities, These deformities are mostly physiclogic and resclve spontaneously. To minimize unnecessary treatment, physicians
~ should be well-informed of their occurrence, patterns, and natural history. (J Med Life Sci 2010;7:32-34)
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Measurement Normal Values Significance
Foot-progression angle ~5" to +20° Non=specific -
Medial rotation of the hip 20~60° Femoral anterversion
Lateral rotation of the hip 30~60° Femoral anteversion

Thigh-foot angle 0~20°
Foot lateral border Straight

Tibial {orsion
Metatarsus adductus
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Figure 1. Rotational profile!XA)foot progression angle

(B)thigh-foot angle and lateral border of the foot
(Cimedial rotation of the hip (D)lateral rotation of the hip
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Figure 2. (A)The degree of femoral anteversion in
computed tomography (BJA femoral intertrochanteric

osteotomy was performed to correct excessive femoral
anteversion.
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