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Background and Objective: The evaluation of both femoral and tibial torsional profiles remains 
a challenge in the orthopedic practice since there is no agreement on the most precise and reliable 
measurement method and technique. The aim of this review is to collect and critically report the most 
relevant and up-to-date evidence on the radiological techniques available to determine lower limb torsional 
deformities and to discuss the advantages and limitations of each technique to better define their optimal 
field of application. 
Methods: Literature research on PubMed, Embase, and Google Scholar databases was performed, utilizing 
the following search string: “torsion” AND (“lower limb” OR “femur” OR “tibia”). Relevant clinical and 
preclinical studies evaluating different radiological techniques to assess lower limb torsional deformities, and 
possibly comparing them, were collected and critically reviewed. 
Key Content and Findings: Computed tomography (CT) is still considered the best method to measure 
both femoral and tibial torsional angles. Its main limitation, the radiation exposure, has been recently 
addressed with ultra-low dose protocols that were proven to be as accurate as standard protocols. On the 
other hand, magnetic resonance imaging (MRI) offers a nonionizing, radiation-free option that is now 
considered almost equivalent to CT. However, MRI consists in a long and expensive procedure that can 
be hindered by issues linked to metal implants, patient’s positioning and measurement variabilities. Lastly, 
three-dimensional (3D) reconstructions derived from low-dose biplanar radiographies (LD-BRs) have been 
proposed as a low-radiating, quick and reliable solution to overcome the limitations of both MRI and CT 
scans. 
Conclusions: To date, CT has still to be considered the gold standard for the radiological assessment of 
lower limb torsional deformities. Nonetheless, MRI and LD-BR have been proven to be valid and reliable 
alternatives, especially in specific clinical settings. 
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Introduction 

Background

Torsional deformities of the lower limb are intended as the 
abnormal twisting in the longitudinal axis of the tibia and/
or the femur (1). Femoral torsion is commonly represented 
by the angle formed by the femoral neck axis and the line 
tangential to the posterior aspects of the femoral condyles 
(Figure 1) and normally results in internal femoral rotation 
(IFR) as a result of an excessive femoral anteversion (FAV). 
On the other hand, tibial rotation is most commonly 
recognized as the relationship between the tangent to 
the posterior aspect of the proximal tibial metaphysis 
and the transmalleolar axis generally resulting in external 
tibial torsion (ETT) (Figure 2). A combination of the two 
abnormalities can coexist.

Lower limb torsional deformities have been seen to 
alter the physiological knee biomechanics leading to 
knee joint alignment alterations and an increase of intra-
articular contact pressures (2-4). Indeed, lower values of 
IFR and lower ETT have been found in osteoarthritic 
knees (5,6), while higher values of IFR and ETT have been 
extensively associated with anterior knee pain (3,7) and 
patellar instability (8-10). As for the latter, the tibial tubercle-
trochlear groove (TT-TG) distance is the main value driving 
surgical decision making but this value has been seen to be 
influenced by both tibial and femoral torsion (9): an increase 
in FAV (resulting in an increase of IFR) drives the TG 
medially thus increasing TT-TG distance similarly to an 
increase of ETT. As a result, when planning a corrective 
surgery, it must be kept in mind that the modification of 
femoral and tibial torsion angles will have an impact on 
the TT-TG value (11-13). Lastly, torsional abnormalities 
should be taken in account in the setting of a total knee 
replacement implantation to avoid postoperative pain and 
patellar instability (14-17). 

Currently, there is no consensus on the cut off between 
physiological and pathological values of femoral and tibial 
torsion for none of those knee pathologies (18,19). As a 
matter of fact, a consensus also lacks on how to precisely 
measure those parameters: although computed tomography 
(CT) is widely considered the gold standard to assess such 
abnormalities (1,20), more than 20 different methods 

to evaluate FAV on CT have been proposed and are 
commonly used in the clinical practice and research. This 
results in physiological values of FAV ranging from 5° to 
25° depending on the specific measurement method and 
significant difference in calculated values of up to 100% 
(11°–22°) (7,21,22). Furthermore, CT scan is intrinsically 
associated with several limitations such as high costs and 
radiation exposures, especially relevant when dealing with 
pediatric patients (23,24). Moreover, its optimal acquisition 
can be altered by an incorrect patient positioning as wells 
as the incorrect positioning of the plane of the CT cuts 
and the reference lines (21,25-29). To overcome at least 
some of the aforementioned limitations, research has 
been conducted in order to refine the safety and efficacy 
of CT: several studies compared the different measuring 
methods for CT scans and low-dose protocols for CT scans 
have been developed and validated for the assessment of 
lower limb torsional deformities. Furthermore, alternative 
radiological techniques have been proposed when assessing 
lower limb torsional abnormalities: specifically, magnetic 
resonance imaging (MRI) and biplanar X-rays (BP-XR) 
have been proposed as alternatives to CT with specifical 
advantages for each of those technique. Moreover, such 
techniques could be used in combination to CT scans or 
to other non-radiological measurement methods, such as 
clinical assessment, ultrasonography, gait analysis and sensor-
based measurements, to increase the precision and reliability 
of the measurement of lower limb torsional deformities. 

Rationale and objective

Several radiological techniques have been proposed to 
determine femoral and tibial torsional deformities. Previous 
studies failed to comprehensively include the available 
evidence on the topic reporting strengths and limitations 
of each specific technique. Aim of this review is to collect 
the relevant evidence regarding the different radiological 
techniques available to determine lower limb torsional 
abnormalities and to compare, when possible, their different 
advantages and limitations as well as their best field of 
application. We present this article in accordance with the 
Narrative Review reporting checklist (available at https://
aoj.amegroups.com/article/view/10.21037/aoj-24-42/rc).
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Methods

Literature research was performed on PubMed, Embase, 
and Google Scholar databases on the 23rd May 2024, 
utilizing the following search string: “torsion” AND (“lower 
limb” OR “femur” OR “tibia”). The screening process was 
performed by two independent reviewers (P.C. and G.A.). 
The first step was the initial screening based on titles and 
abstracts, considering the following inclusion criteria: 
(I) clinical and preclinical studies on both prospective 
and retrospective human cohorts; (II) English language; 
(III) published in indexed journals; and (IV) evaluating 
different radiological techniques (CT, MRI and X-rays) to 
assess lower limb torsional deformities. Articles reporting 
preclinical evidence on animal models, non-radiological 
methods such as ultrasonography, gait analysis, clinical 

assessment and sensor-based measurements or that were not 
written in English language were discarded. Furthermore, 
giving that the radiological assessment was the main focus of 
this study, manuscripts reporting data on ultrasonography, 
sensor-based evaluations and clinical assessment were not 
included in the present review. 

Upon concluding the initial abstract screening phase, full 
texts of included articles were evaluated, and the reference 
list of all the retrieved articles was further reviewed for 
identification of potentially relevant studies during the 
whole process. The selected studies were later reviewed 
together with N.P. and S.P. and finally included in the 
review analysis. Year of publication covered a 30-year time 
span from 1994 to 2024. Complete search criteria are 
presented in Table 1. A comparation of the strengths and 
limitations of each technique is reported in Table 2. 

Figure 1 CT measurements of femoral torsion using the center of the femoral neck and the posterior condylar line as references. CT, 
computed tomography. 

Figure 2 CT measurements of external tibial torsion using the posterior condylar line and bimalleolar line as references. CT, computed 
tomography. 
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Table 2 Main strengths and limitations of CT, MRI and LD-BR

Technique Strengths Limitations

CT Still considered the gold standard Exposure to ionizing radiations

High inter- and intra-observer accuracy Dependent on patient positioning

Quick acquisition Dependent on correct reference positioning

Conducted in a supine position, standing is not necessary

Ultra-low-dose protocols are now available

MRI Non-ionizing Long acquisition times

Applicable to the pediatric population of any age Dependent of ability of the patient to remain still

Good correlation with CT measurements Dependent on patient positioning

Dependent on correct reference positioning

Interference of metal implants

High costs

LD-BR Good correlation with CT measurements Not applicable <6 years of age

Based on semi-automatic 3D reconstruction Skeletal immaturity (<15 years of age) could interfere with the 
correct reference positioning

Low dose of ionizing radiations Potential post processing user errors

Less dependent on patient positioning Dependent on patient ability to remain still in a standing position

Less dependent of references positioning High capital expense and costs

Not applicable to severe deformities

Reconstruction is based on surface anatomy and doesn’t 
consider inner structure

CT, computed tomography; MRI, magnetic resonance imaging; LD-BR, low-dose biplanar radiography; 3D, three-dimensional.

Table 1 The search strategy summary

Items Specification

Date of search 23rd May 2024

Databases and other sources searched PubMed, Embase, and Google Scholar

Search terms used “torsion” AND (“lower limb” OR “femur” OR “tibia”)

Timeframe 1994–2024

Inclusion criteria Clinical and preclinical studies on humans, English language, indexed journals, evaluating 
different radiological techniques (CT, MRI and X-rays) to assess lower limb torsional deformities

Selection process Independent selection of potentially relevant manuscripts and later review with the senior authors

CT, computed tomography; MRI, magnetic resonance imaging.

Radiological techniques to assess lower limb 
torsional abnormalities

CT

CT is generally considered the gold standard to detect 

and quantify lower limb torsional deformities because of 
its cost effectiveness, acquisition times and accuracy in 
placing bony landmarks in the axial plane (1). However, 
there is still no consensus on which of those landmarks are 
the most accurate and standardizable meaning that there is 
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no consistency in current measurements (21,25). Accurate 
measurement of FAV is crucial to diagnosing, correct 
surgical decision-making and the preoperative planning 
of a derotational femoral osteotomy (i.e., the amount of 
correction needed). Scorcelletti et al. reported that more 
than 20 different methods to measure FAV with CT scans 
have been proposed and that it is still impossible to draw 
conclusions on which is the most accurate in terms of 
reproducibility (22). Kaiser et al. (21) have shown significant 
differences between different measurement techniques of 
up to 11°. The most frequently used reference methods are 
summarized in Table 3. 

Historically, the single-slice CT method just distal to 
the femoral head was thought to be the most accurate in 

assessing FAV (39) while, for tibial torsion, CT cuts within 
2 cm of the proximal tibial joint line were considered reliable 
regardless of the selected reference axis (posterior condylar, 
transcondylar, or anterior condylar) (40). More recently, 
Liodakis et al. compared the methods most frequently used to 
define the femoral neck axis [Hernandez (33) and Weiner (32)  
methods] and the distal tibial axis [Jend (37), Ulm/
Waidelich/Elipses (36), and bimalleolar methods (34)]. The 
authors concluded that the Hernandez and bimalleolar 
methods for measuring femoral and tibial torsion 
respectively, had the greatest inter- and intra-observer 
reliabilities (31). 

Finally, Murphy et al. described a more complex method 
of measurement based on two planes that are not affected 

Table 3 Most common reference methods to measure femoral and tibia torsional profiles, adapted from Schock et al. (30) and Liodakis et al. (31)

Reference methods Descriptions of measure

Proximal femur

Weiner (32) The line passing through the middle of the neck parallel to the ventral and dorsal cortices. The CT axial slice is the 
one distal to the femoral head, where the ventral and dorsal cortices are approximately parallel to each other

Hernandez (33) The line passing through the center of the femoral head and the midpoint of the femoral neck. The CT axial slice is 
the one where the femoral head, isthmus of the femoral neck, and the superior border of the greater trochanter are 
evident

Reikeras (34) The line connecting the femoral head center and the femoral neck axis on a superimposed image. The CT axial 
slice is the one where the anterior and posterior cortices run parallel 

Murphy (35) The line connecting the center of a circle on the femoral head and another circle centered in the femoral shaft below 
the lesser trochanter 

Distal femur

Posterior condylar 
(34)

The line tangent to the most posterior points of the medial and lateral femoral condyles. The CT axial slice is the 
one where the largest diameter of the femoral condyles is obtained

Transcondylar (33) The line representing the bisector of the angle formed by two lines tangent to the anterior and posterior aspects of 
the femoral condyles 

Proximal tibia

Posterior condylar 
(34)

The line tangent to the most posterior points of the medial and lateral tibial condyles. The CT axial slice is the one 
just cranial to the fibular head 

Distal tibia

Ulm/Waidelich/
Elipses (36)

The line between the centers of an ellipse from the surface of the medial malleolus and another ellipse formed by 
the incisura fibularis

Jend (37) The line intersecting the middle of the line connecting the end points of the incisura fibularis of the tibia with the 
center of a circle created from the junction of the tibial pilon and incisura fibularis

Bimalleolar (34) The line connecting the centers of the medial and lateral malleolus

Jakob (38) The line through the lower end of the tibia which bisects the anteroposterior diameter and passes through the 
anterior half of the lateral malleolus 

CT, computed tomography.
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by anatomical anomalies of the neck like “cam deformity”, 
the femoral head and the base of the neck (35). The method 
is based on Billing definition of femoral torsion (41) 
described as the angle between a knee axis located in the 
distal femur and the proximal or neck axis defined by two 
points. One of the two points is in the center of the femur, 
which locates the longitudinal axis of the femur, and the 
other one is in the center of the femoral head (Figure 3). 
Some authors described as this method comes closest to 
defining anatomical reality claiming that common method 
of running a line along the femoral neck on a CT image 
underestimated the actual anteversion by a mean 13° (35) 
and that the differences between the FAV measurements 
obtained with Murphy’s method and the classic method 
are greater in patients with pathological FAV than in the 
normal population (42).

Nonetheless, significant inter-observer variability and 
bias could be still found between different experts when 
manually measuring torsional profiles even if a unique 
reference method was chosen (28). For this reason, Stephen 
et al. proposed and validated on cadavers specimens a 
computer-based method to automatically calculate tibial 
torsion either with CT or MRI acquisitions (43). In their 
study, this automated method outperformed the current 
manual methods of Jakob (38) and Reikerås (34) in reliability 
with no significant differences obtained with either MRI or 
CT scans acquisitions (43). The advantage of an automated 
software-based system is that it ensures consistency, time 
efficiency, validity, and accuracy that are not feasible with 

manual measurements, which are dependent on assessor 
experience (28,43). A similar software-based measurement 
method was recently assessed by Leonard et al. comparing 
its reliability and validity to manual measurements in 
patients with post-traumatic deformities and patellofemoral 
issues: the group found high intra- and inter-rater reliability 
for both techniques thus concluding that the software-
based measurement might improve confidence in reliable 
medical decisions in diagnostics and treatment, especially 
for inexperienced surgeons (44).

However, agreeing on a standardized measuring method 
and adopting it correctly may not be sufficient to truly 
assess lower limb torsional abnormalities. Indeed, those 
measurements can differ from the real anatomical deformity 
because of bony abnormalities such as CAM lesions (45),  
valgus and short neck, severe joint contracture (25)  
and can even depend on patient positioning: Morvan et al.  
evaluated the impact of different femoral positions during 
acquisition on CT and stereographic measurement of 
femoral torsion. The authors found that hip flexion 
and extension statistically significantly affected CT 
measurement of femoral torsion: specifically, hip flexion led 
to underestimated femoral torsion values (up to 8.5°) while 
hip extension led to overestimated values (up to 12.6°) (29). 
It is worth mentioning that abnormal femoral positioning 
is generally found in flexion, especially in osteoarthritic 
and symptomatic patients holding a hip antalgic position: 
in those patients femoral torsion values could be 
underestimated with CT scans and this should be kept in 

Figure 3 CT measurement of femoral anteversion using the Murphy’s method. 1, circle that marks the femoral head; 2, patello-femoral 
joint; 3, circle that marks the femoral shaft below the lesser trochanter; 4, line that connects the center of the two circles; 5, posterior 
condylar line; 6, distal epipysis of the femur. CT, computed tomography. 
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mind when planning a surgical procedure. Conversely, in 
the aforementioned study, stereoradiography measurement 
were not influenced by hip flexion and extension and hip 
abduction and adduction had no impact on neither of the 
two radiological techniques (29). Similar influences of 
joint positioning have been seen also for reciprocal bony 
rotational measurements such as the TT-TG distance: 
several studies demonstrated that progressive knee flexion 
leads to lower TT-TG distances compared to full extension 
and rest position (46-49). Similar alterations can also be 
produced in the coronal plane given that a different patient 
positioning, with the leg resting in a varus or valgus position 
compared to rest, can modify the TT-TG measurement: 
Egund et al. reported that a decrease of TT-TG values is 
produced by knee abduction (valgus position) whether knee 
adduction (varus position) seems to increase the measured 
TT-TG (50). Furthermore, TT-TG distance measurements 
are also influenced by internal and external knee rotation 
during acquisition: each degree of rotation from the neutral 
plane changes of 0.52 mm the true TT-TG distance with 
internal rotation reducing its value and external rotation 
increasing it (51).

While knee flexion/extension malpositioning can be 
easily detected on sagittal images while reviewing lower 
limb CT scans, detecting an incorrect positioning can be 
more challenging for the hip joint. Indeed, a unique method 
to assess hip flexion positioning in pelvis CT scans is not 
available and, in lower limb CT scans, the acquisition of the 
pelvic bone is frequently limited thus preventing a complete 
evaluation of the femoral-acetabular positioning. For this 
reason, the importance of patients’ positioning for its 
impact of torsional analysis, should be strongly transmitted 
and reported to the professional figures performing the CT 
acquisitions in order to provide radiologists and surgeon 
with correct and reliable images. 

Lastly, a representative determination of FAV could be 
not sufficient to assess the clinically relevant overall femoral 
rotation. Indeed, Seitlinger et al. established that the angular 
torsions measured at the neck, midshaft and distal part of 
the femur, all contribute to the total femoral torsion (27).  
This was later confirmed also by Archibald et al. (26) 
demonstrating that the exclusive assessment of femoral neck 
anteversion could produce misleading results determining 
torsional abnormalities in a normal or pathological femur. 

Apart from the aforementioned issues limiting the 
correct measurement of torsional profiles with CT scan, 
this technique holds the major limitation of the inherent 
radiation exposure, especially relevant when dealing with 

the pediatric population (52). In the aim of pursuing the 
As Low As Reasonably Achievable (ALARA) principle, 
radiation dose reduction has recently been pursued (24): 
Keller et al. where among the first to prove that radiation 
dose reduction down to 1% of original CT dose levels 
may be achieved in CT torsion measurements of the lower 
limb without compromising diagnostic accuracy (53). 
Those results were later confirmed by several other reports 
paving the way to a wider and less harmful use of CT scans. 
Indeed, the most recent ultra-low dose CT scan protocols 
produce an effective radiation exposure of 0.17 mSv, less 
than a single standard anteroposterior radiograph of the 
pelvis (54-56). 

In conclusion, CT is still considered the gold standard 
to assess lower limb torsional deformities. Nonetheless, 
several precautions must be used to correctly perform the 
acquisition, correctly interpret those values as physiological 
or pathological and to reduce the radiation exposure. 

MRI

Lower limb torsional deformities are common in several 
pediatric neurological conditions such as cerebral palsy 
(57,58). In such young patients, the need to avoid radiation 
exposure led to the increasing use of non-radiating 
methods such as MRI. Tomczak et al. were among the 
first to compare the accuracy, precision, and reliability 
of MRI and CT scan to measure FAV angle (59). Good 
correlation (correlation coefficient 0.77) and good inter 
and intra-observer agreement between the two techniques 
were reported but mean anteversion angles were found 
to be slightly higher with CT compared to MRI (34° vs. 
23°, respectively) (59). Similar results were also reported 
by Botser et al. when evaluating FAV with MRI and CT 
scans on 129 patients with non-arthritic hip pathologies: 
while CT and MRI measurements showed high correlation 
with each other (r=0.80), in 96% of the cases the CT 
measurement was larger, with a mean difference of 8.9° 
(range, −37° to 1.5°) (60). 

Torsional assessment with MRI generally adopts 
similar anatomical landmarks as those used with CT thus 
maintaining the same limitations highlighted above: indeed, 
also MRI measurements of femoral torsion angles were 
found to be dependent on patients’ positioning and on 
the level and type of selected landmarks used to define the 
reference axis (25). In the aforementioned study by Stephen 
et al., an automated software-based method, that could 
overcome the issues linked to incorrect manual positioning 
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of the anatomical references, was proposed to quantify tibial 
torsion both with CT and MRI and the measurements were 
found to be comparable between the two techniques (43). 
Similarly, Schock et al. recently proposed and validated 
a deep learning-based method for the fully automatic 
measurement of femoral and tibial torsion on MRI: in the 
93 included patients, the artificial intelligence (AI)-based 
method, compared to several manual methods, had excellent 
correlation and inter-reader agreement coefficients while 
resulting significantly faster than the manual method (30). 
The lowest inter-reader differences and highest inter-reader 
correlations and correlation coefficients were found between 
the AI-based algorithm and the Lee method for proximal 
femur (61) and Ulm/Waidelich/Elipses method (36) for the 
distal tibia (30). 

Hence, MRI is now considered a reliable alternative 
to CT to determine both femoral and tibial torsional 
deformities (20,30,43,62,63). Gru ̈nwald et al. recently 
published the results of a prospective study comparing the 
concurrent assessment of both femoral and tibial torsion 
with CT and MRI (62). The two techniques were found 
to be comparable for the assessment of such lower limb 
deformities thus supporting the use of MRI to reduce the 
exposure to radiations (62). Similarly, Beebe et al. to tried 
to determine the accuracy and consistency of MRI and CT 
femur rotational studies based on four described protocols 
(CT-axial, CT-oblique, MRI-axial, MRI-oblique) on  
12 cadaveric samples to compare the measurements to the 
true torsion angles (20). Even though CT-axial was both 
most accurate and reproducible when compared with true 
torsion of the femur, both magnetic resonance (MR)-axial 
and CT-oblique reach a so high accuracy level that is likely 
less than clinical significance. Therefore, it suggests that 
MR-axial images should be used in clinical situations where 
radiation exposure needs to be limited (20). Interestingly, 
MRI-oblique images were found to overestimate the true 
FAV especially when those values increased (20) and this 
comes in contrast with the above-mentioned studies that 
reported higher FAV values found in CT scans compared to 
MRI (59,60). 

Nonetheless, it is worth mentioning that MRI generally 
requires longer scanning times compared to CT scan (43). 
This could represent a major limitation when considering 
efficiency, mainly in a large-scale model, but is also relevant 
when dealing with patients that struggle to remain still, such 
as neurological pediatric patients, thus altering the precision 
of the acquisition. 

Lastly, MRI is generally not recommended in the 

presence of metal implants given the signal disturbance that 
can be produced. Conversely, ultra-low dose CT protocols 
have been proven to be feasible for torsion measurement of 
the lower limb even in patients with metal implants (54).

Three-dimensional (3D) reconstructions based on low-dose 
biplanar radiography (LD-BR) 

LD-BR has been developed to provide a precise, accurate, 
quick method to evaluate bony anatomy while significantly 
reducing the radiation dose. Specifically, EOS Imaging 
(Paris, France) is a LD-BR system initially proposed 
for pediatric hip and spine diseases and later applied to 
detect femoral and tibial torsional abnormalities (64,65). 
Indeed, with the EOS system, a 3D model of the lower 
limb anatomy useful to assess tibial and femoral torsions is 
reconstructed from low-dose biplanar (coronal and sagittal) 
radiographies acquired in a standing position. The 3D 
reconstruction process is a software-based protocol that 
recreates bony contours by identifying osseous landmarks 
such as the femoral head, the greater and lesser trochanters, 
the femoral condyles, tibial plateau and medial and lateral 
malleoli and then automatically calculates axial parameters 
including FAV, femorotibial rotation and tibial torsion. 
Several studies have assessed the accuracy and interobserver 
agreement of LD-BR and CT scans generally reporting 
promising results and thus proposing LD-BR as a valid 
alternative to CT scans in the assessment of lower limb 
torsional deformities (29,66-74). 

Rosskopf et al. conducted two separate studies to compare 
the tibial and femoral torsion measurements obtained with 
3D models produced from biplanar radiographies to the ones 
obtained with CT scans and MRI. In the first, 50 children 
and adolescents (age 4.7–14.8 years) underwent both LD-
BR and CT scans: the two techniques were found to be 
comparable with good inter-method agreement for both 
femoral torsion [intraclass correlation coefficient (ICC) 
=0.90; 95% confidence interval (CI): 0.87–0.92] and tibial 
torsion (ICC =0.75; 95% CI: 0.68–0.80) (67). Furthermore, 
despite skeletal immaturity that could interfere with the 
correct identification of the bony landmarks, torsion 
measurements in children on biplanar radiography seemed to 
be as reliable as those on CT images with no detected trend 
for larger differences with decreasing age of the children (67). 
Similar results were also found when comparing LD-BR and 
MRI in 60 children and adolescents (mean age 10.1 years; 
range, 6.2–16.2 years) (66). 

3D models based on LD-BR and CT scans have also 
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been compared in older patients: Buck et al. performed the 
comparison in 35 osteoarthritic patients scheduled for total 
knee replacement surgery and found average differences 
between the two techniques of 0.1° (range, 0°–9°) and 0.8° 
(range, 0°–10°) for the femur and tibia respectively (69). 

Even if several other studies reported excellent reliability 
for 3D models based on LD-BR, it is worth mentioning 
a study from Brooks et al., despite reporting strong 
correlations between torsional values of the femur and tibia 
measured with LD-BR and CT/MRI, also found significantly 
higher femoral torsional with LD-BR when compared to 
CT/MRI measurements with some notable outliers (75). 

The most relevant benefit of the use of biplanar 
radiographies is the drastic reduction of ionizing radiation 
when compared to CT scans. Delin et al. compared the 
two doses during measurements of lower limb torsion and 
anteversion on an anthropomorphic phantom capable of 
measuring the absorbed dose for specific organs: the EOS 
sterioradiography system, compared to CT scans, delivered 
substantially lower doses of ionizing radiation to the ovaries 
(4.1 times), the testicles (24 times), and the knees and 
ankles (13–30 times) (76). Further research is now needed 
to compare the radiation exposure of LD-BR and ultra-low 
dose CT scans. 

Furthermore, LD-BR seems be less dependent on patient 
positioning compared to CT. Morvan et al. published the 
results of in vitro (30 dry femurs) and in vivo (18 patients) 
studies conducted to evaluate the stereoradiographic 
measurements of femoral torsion with different femoral 
positions, in comparison with CT measurements (29). Their 
results demonstrated that flexion and extension statistically 
significantly affected CT measurement of femoral torsion 
(P<0.01) but not stereoradiography measurement (P>0.21) 
and that the differences between the two techniques became 
higher when hip flexion increased (29).

On the other hand, several limitations of 3D models 
based on LD-BR must be acknowledged. Patients’ 
positioning could interfere with the correct images 
acquisition when bony landmarks are superimposed or when 
motion artifacts are produced in patients not capable of 
remaining still in a standing position (77). This means that 
the technique could have limited applicability to patients 
with underlying neurologic or neuromuscular disorders. 
Furthermore, post-processing errors could be produced 
during the software-based 3D reconstruction and the EOS 
technique could only be applicable on a limited cohort of 
patients. Indeed, the EOS imaging is not recommended 
below 6 years of age (because incomplete ossification could 

interfere with landmarks positioning) and is not applicable 
to severe deformities since the statistical model, on which 
the software was built, is based on “normal” anatomy (77). 

Lastly, the capital expenses linked to the acquisition and 
maintenance of an EOS machine with its corresponding 
software can be relevant and cost-effectiveness analysis 
evaluating the benefit of radiation exposure reduction 
compared to CT scans are still lacking. 

Conclusions

The correct assessment of lower limb torsional deformities 
remains a challenge for the orthopedic surgeon. Although 
CT appears as the gold standard, there is still no agreement 
on how to correctly and uniquely measure both tibial and 
femoral torsion and several confounding factors must 
be acknowledged and have been reported in this review. 
Furthermore, CT involves radiation exposure thus limiting 
its use in the pediatric population. As a results both MRI 
and LD-BR have been proposed and demonstrated to 
be valid alternatives to CT when assessing lower limb 
torsional deformities. Nonetheless, considering that the 
introduction of MRI and LD-BR is recent, at the moment 
CT scans still provide a more standardized and reliable 
analysis of torsional abnormalities consolidated in the years 
that can be easily interpreted by different specialists. In 
this narrative review, the most relevant evidence regarding 
the refinement of CT protocols and the validation of 
radiological alternatives such as MRI and LD-BR have been 
gathered and discussed to better understand the radiological 
evaluation of femoral and tibial torsional profiles. Future 
research should also focus on non-radiological solutions 
not discussed in this review such as ultra-sonography, 
gait analysis, clinical and sensor-based assessments. Such 
solutions could be seen both as possible alternatives to the 
radiological techniques described in this review but also as 
combination strategies [e.g., CT + ultrasound (US), LD-
BR + clinical assessment, MRI + gait analysis] that could 
improve the precision and reliability of the measurement of 
lower limb torsional deformities. 

Acknowledgments

None.

Footnote

Reporting Checklist: The authors have completed the 



Annals of Joint, 2025Page 10 of 13

© AME Publishing Company.   Ann Joint 2025;10:7 | https://dx.doi.org/10.21037/aoj-24-42

Narrative Review reporting checklist. Available at https://
aoj.amegroups.com/article/view/10.21037/aoj-24-42/rc

Peer Review File: Available at https://aoj.amegroups.com/
article/view/10.21037/aoj-24-42/prf

Funding: None.

Conflicts of Interest: All authors have completed the ICMJE 
uniform disclosure form (available at https://aoj.amegroups.
com/article/view/10.21037/aoj-24-42/coif). The authors 
have no conflicts of interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with 
the strict proviso that no changes or edits are made and the 
original work is properly cited (including links to both the 
formal publication through the relevant DOI and the license). 
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1.	 Marques Luís N, Varatojo R. Radiological assessment of 
lower limb alignment. EFORT Open Rev 2021;6:487-94.

2.	 Bretin P, O'Loughlin PF, Suero EM, et al. Influence of 
femoral malrotation on knee joint alignment and intra-
articular contract pressures. Arch Orthop Trauma Surg 
2011;131:1115-20.

3.	 Lee TQ, Morris G, Csintalan RP. The influence of tibial 
and femoral rotation on patellofemoral contact area and 
pressure. J Orthop Sports Phys Ther 2003;33:686-93.

4.	 Gelber PE, Barenius B, Perelli S. Role of Alignment 
and Osteotomy in Meniscal Injuries. Clin Sports Med 
2020;39:211-21.

5.	 Khan M, Adili A, Winemaker M, et al. Management of 
osteoarthritis of the knee in younger patients. CMAJ 
2018;190:E72-9.

6.	 Zheng X, Wang YY, Jin WY, et al. Intraindividual variance 
of lower limb rotation in patients with bilateral knee 
osteoarthritis. Front Surg 2023;10:964160.

7.	 Sanchis-Alfonso V, Teitge RA. Torsional Abnormality: The 
Forgotten Issue in the Diagnosis and Treatment of the 
Anterior Knee Pain Patient. J Clin Med 2022;11:3530.

8.	 Turner MS. The association between tibial torsion 
and knee joint pathology. Clin Orthop Relat Res 
1994;(302):47-51.

9.	 Barton KI, Boldt KR, Sogbein OA, et al. Femoral internal 
torsion greater than twenty-five degrees and/or external 
tibial torsion greater than thirty degrees as measured 
by computed tomography are threshold values for axial 
alignment correction in patellofemoral instability. J 
ISAKOS 2024;9:386-93.

10.	 Gelber PE, Perelli S. Patellofemoral Pathology. In: Longo 
UG, Denaro V, editors. Textbook of Musculoskeletal 
Disorders. Cham: Springer International Publishing; 
2023:475-80. 

11.	 Ferner F, Dickschas J, Jasinski M, et al. Correction of tibial 
tubercle trochlea groove distance is related to torsional 
correction in high tibial derotational osteotomy. Knee 
Surg Sports Traumatol Arthrosc 2023;31:1176-82.

12.	 Kaiser P, Konschake M, Loth F, et al. Derotational femoral 
osteotomy changes patella tilt, patella engagement and 
tibial tuberosity trochlear groove distance. Knee Surg 
Sports Traumatol Arthrosc 2020;28:926-33.

13.	 Hao K, Niu Y, Feng A, et al. Outcomes After Derotational 
Distal Femoral Osteotomy for Recurrent Patellar 
Dislocations With Increased Femoral Anteversion: A 
Systematic Review and Meta-analysis. Orthop J Sports 
Med 2023;11:23259671231181601.

14.	 Benazzo F, Rossi SMP, Danesino G, et al. Computed 
tomography evaluation of total knee arthroplasty 
implants position after two different surgical methods of 
implantation. Int Orthop 2019;43:139-49.

15.	 Benazzo F, Ghiara M, Rossi SMP, et al. Clinical and 
radiological analysis of a personalized total knee 
arthroplasty system design. Int Orthop 2019;43:1113-21.

16.	 Nicoll D, Rowley DI. Internal rotational error of the 
tibial component is a major cause of pain after total knee 
replacement. J Bone Joint Surg Br 2010;92:1238-44.

17.	 Bell SW, Young P, Drury C, et al. Component rotational 
alignment in unexplained painful primary total knee 
arthroplasty. Knee 2014;21:272-7.

18.	 Mathon P, Micicoi G, Seil R, et al. Healthy middle-aged 
Asian and Caucasian populations present with large intra- 
and inter-individual variations of lower limb torsion. Knee 
Surg Sports Traumatol Arthrosc 2021;29:1083-9.

19.	 Vanhove F, Noppe N, Fragomen AT, et al. Standardization 
of torsional CT measurements of the lower limbs with 

https://aoj.amegroups.com/article/view/10.21037/aoj-24-42/rc
https://aoj.amegroups.com/article/view/10.21037/aoj-24-42/rc
https://aoj.amegroups.com/article/view/10.21037/aoj-24-42/prf
https://aoj.amegroups.com/article/view/10.21037/aoj-24-42/prf
https://aoj.amegroups.com/article/view/10.21037/aoj-24-42/coif
https://aoj.amegroups.com/article/view/10.21037/aoj-24-42/coif
https://creativecommons.org/licenses/by-nc-nd/4.0/


Annals of Joint, 2025 Page 11 of 13

© AME Publishing Company.   Ann Joint 2025;10:7 | https://dx.doi.org/10.21037/aoj-24-42

threshold values for corrective osteotomy. Arch Orthop 
Trauma Surg 2019;139:795-805.

20.	 Beebe MJ, Wylie JD, Bodine BG, et al. Accuracy and 
Reliability of Computed Tomography and Magnetic 
Resonance Imaging Compared With True Anatomic 
Femoral Version. J Pediatr Orthop 2017;37:e265-70.

21.	 Kaiser P, Attal R, Kammerer M, et al. Significant 
differences in femoral torsion values depending on the 
CT measurement technique. Arch Orthop Trauma Surg 
2016;136:1259-64.

22.	 Scorcelletti M, Reeves ND, Rittweger J, et al. Femoral 
anteversion: significance and measurement. J Anat 
2020;237:811-26.

23.	 Mathews JD, Forsythe AV, Brady Z, et al. Cancer risk in 
680,000 people exposed to computed tomography scans in 
childhood or adolescence: data linkage study of 11 million 
Australians. BMJ 2013;346:f2360.

24.	 Frane N, Bitterman A. Radiation Safety and Protection. 
In: StatPearls. Treasure Island (FL): StatPearls Publishing; 
2024. [Accessed 31st October 2024]. Available online: 
http://www.ncbi.nlm.nih.gov/books/NBK557499/ 

25.	 Schmaranzer F, Lerch TD, Siebenrock KA, et al. 
Differences in Femoral Torsion Among Various 
Measurement Methods Increase in Hips With Excessive 
Femoral Torsion. Clin Orthop Relat Res 2019;477:1073-83.

26.	 Archibald HD, Petro KF, Liu RW. An Anatomic Study on 
Whether Femoral Version Originates in the Neck or the 
Shaft. J Pediatr Orthop 2019;39:e50-3.

27.	 Seitlinger G, Moroder P, Scheurecker G, et al. The 
Contribution of Different Femur Segments to Overall 
Femoral Torsion. Am J Sports Med 2016;44:1796-800.

28.	 Panou A, Stanitski DF, Stanitski C, et al. Intra-observer 
and inter-observer errors in CT measurement of torsional 
profiles of lower limbs: a retrospective comparative study. J 
Orthop Surg Res 2015;10:67.

29.	 Morvan G, Guerini H, Carré G, et al. Femoral Torsion: 
Impact of Femur Position on CT and Stereoradiography 
Measurements. AJR Am J Roentgenol 2017;209:W93-9.

30.	 Schock J, Truhn D, Nürnberger D, et al. Artificial 
intelligence-based automatic assessment of lower limb 
torsion on MRI. Sci Rep 2021;11:23244.

31.	 Liodakis E, Doxastaki I, Chu K, et al. Reliability of 
the assessment of lower limb torsion using computed 
tomography: analysis of five different techniques. Skeletal 
Radiol 2012;41:305-11.

32.	 Weiner DS, Cook AJ, Hoyt WA Jr, et al. Computed 
tomography in the measurement of femoral anteversion. 
Orthopedics 1978;1:299-306.

33.	 Hernandez RJ, Tachdjian MO, Poznanski AK, et al. CT 
determination of femoral torsion. AJR Am J Roentgenol 
1981;137:97-101.

34.	 Reikerås O, Høiseth A. Torsion of the leg determined by 
computed tomography. Acta Orthop Scand 1989;60:330-3.

35.	 Murphy SB, Simon SR, Kijewski PK, et al. Femoral 
anteversion. J Bone Joint Surg Am 1987;69:1169-76.

36.	 Waidelich HA, Strecker W, Schneider E. Computed 
tomographic torsion-angle and length measurement of the 
lower extremity. The methods, normal values and radiation 
load. Rofo 1992;157:245-51.

37.	 Jend HH, Heller M, Dallek M, et al. Measurement of 
tibial torsion by computer tomography. Acta Radiol Diagn 
(Stockh) 1981;22:271-6.

38.	 Jakob RP, Haertel M, Stüssi E. Tibial torsion calculated by 
computerised tomography and compared to other methods 
of measurement. J Bone Joint Surg Br 1980;62-B:238-42.

39.	 Sugano N, Noble PC, Kamaric E. A comparison of 
alternative methods of measuring femoral anteversion. J 
Comput Assist Tomogr 1998;22:610-4.

40.	 Eckhoff DG, Johnson KK. Three-dimensional computed 
tomography reconstruction of tibial torsion. Clin Orthop 
Relat Res 1994;(302):42-6.

41.	 BILLING L. Roentgen examination of the proximal femur 
end in children and adolescents; a standardized technique 
also suitable for determination of the collum-, anteversion-, 
and epiphyseal angles; a study of slipped epiphysis and coxa 
plana. Acta Radiol Suppl 1954;110:1-80.

42.	 Sanchis-Alfonso V, Ramírez-Fuentes C, Beser-Robles 
M, et al. Increased femoral anteversion in females with 
anterior knee pain relates to both the neck and the shaft of 
the femur. Arch Orthop Trauma Surg 2024;144:51-7.

43.	 Stephen JM, Teitge RA, Williams A, et al. A Validated, 
Automated, 3-Dimensional Method to Reliably Measure 
Tibial Torsion. Am J Sports Med 2021;49:747-56.

44.	 Leonard G, Shuntaro N, Tina H, et al. Validation of a 
software-based torsional measurement method of the 
lower limb: A retrospective study. Knee Surg Sports 
Traumatol Arthrosc 2024. [Epub ahead of print]. doi: 
10.1002/ksa.12509.

45.	 Van Fraeyenhove B, Verhaegen JCF, Grammens J, 
et al. The quest for optimal femoral torsion angle 
measurements: a comparative advanced 3D study defining 
the femoral neck axis. J Exp Orthop 2023;10:141.

46.	 Izadpanah K, Weitzel E, Vicari M, et al. Influence of knee 
flexion angle and weight bearing on the Tibial Tuberosity-
Trochlear Groove (TTTG) distance for evaluation of 
patellofemoral alignment. Knee Surg Sports Traumatol 



Annals of Joint, 2025Page 12 of 13

© AME Publishing Company.   Ann Joint 2025;10:7 | https://dx.doi.org/10.21037/aoj-24-42

Arthrosc 2014;22:2655-61.
47.	 Becher C, Fleischer B, Rase M, et al. Effects of 

upright weight bearing and the knee flexion angle on 
patellofemoral indices using magnetic resonance imaging 
in patients with patellofemoral instability. Knee Surg 
Sports Traumatol Arthrosc 2017;25:2405-13.

48.	 Marquez-Lara A, Andersen J, Lenchik L, et al. Variability 
in Patellofemoral Alignment Measurements on MRI: 
Influence of Knee Position. AJR Am J Roentgenol 
2017;208:1097-102.

49.	 Camathias C, Pagenstert G, Stutz U, et al. The effect of 
knee flexion and rotation on the tibial tuberosity-trochlear 
groove distance. Knee Surg Sports Traumatol Arthrosc 
2016;24:2811-7.

50.	 Egund N, Skou N, Jacobsen B, et al. Measurement of tibial 
tuberosity-trochlear groove distance by MRI: assessment 
and correction of knee positioning errors. Skeletal Radiol 
2021;50:751-9.

51.	 Pascual-Leone N, Jahandar A, Davie R, et al. 
Femorotibial rotation is linearly associated with tibial 
tubercle-trochlear groove distance: A cadaveric study. J 
ISAKOS 2024;9:598-602.

52.	 Berrington de González A, Mahesh M, Kim KP, et al. 
Projected cancer risks from computed tomographic scans 
performed in the United States in 2007. Arch Intern Med 
2009;169:2071-7.

53.	 Keller G, Afat S, Ahrend MD, et al. Diagnostic accuracy of 
ultra-low-dose CT for torsion measurement of the lower 
limb. Eur Radiol 2021;31:3574-81.

54.	 Keller G, Grünwald L, Springer F. Ultra-low-dose 
CT is feasible for torsion measurement of the lower 
limb in patients with metal implants. Br J Radiol 
2023;96:20220495.

55.	 Waelti S, Fischer T, Griessinger J, et al. Ultra-low-dose 
computed tomography for torsion measurements of the 
lower extremities in children and adolescents. Insights 
Imaging 2022;13:118.

56.	 Keller G, Götz S, Kraus MS, et al. Radiation Dose 
Reduction in CT Torsion Measurement of the Lower 
Limb: Introduction of a New Ultra-Low Dose Protocol. 
Diagnostics (Basel) 2021;11:1209.

57.	 Min JJ, Kwon SS, Kim KT, et al. Evaluation of factors 
affecting external tibial torsion in patients with cerebral 
palsy. BMC Musculoskelet Disord 2021;22:684.

58.	 Jin S, Xu C, Cai H, et al. Comparative Analysis of 
Physical Examination, CT Scan, and Three-Dimensional 
Gait Analysis in Evaluating Lower Extremity Torsion 
Deformities in Children with Cerebral Palsy. Med Sci 

Monit 2023;29:e940948.
59.	 Tomczak RJ, Guenther KP, Rieber A, et al. MR imaging 

measurement of the femoral antetorsional angle as a new 
technique: comparison with CT in children and adults. 
AJR Am J Roentgenol 1997;168:791-4.

60.	 Botser IB, Ozoude GC, Martin DE, et al. Femoral 
anteversion in the hip: comparison of measurement by 
computed tomography, magnetic resonance imaging, and 
physical examination. Arthroscopy 2012;28:619-27.

61.	 Lee YS, Oh SH, Seon JK, et al. 3D femoral neck 
anteversion measurements based on the posterior femoral 
plane in ORTHODOC system. Med Biol Eng Comput 
2006;44:895-906.

62.	 Grünwald L, Histing T, Springer F, et al. MRI-based 
torsion measurement of the lower limb is a reliable and 
valid alternative for CT measurement: a prospective study. 
Knee Surg Sports Traumatol Arthrosc 2023;31:4903-9.

63.	 Basaran SH, Ercin E, Bayrak A, et al. The measurement of 
tibial torsion by magnetic resonance imaging in children: 
the comparison of three different methods. Eur J Orthop 
Surg Traumatol 2015;25:1327-32.

64.	 Dubousset J, Charpak G, Dorion I, et al. A new 2D and 
3D imaging approach to musculoskeletal physiology 
and pathology with low-dose radiation and the standing 
position: the EOS system. Bull Acad Natl Med 
2005;189:287-97; discussion 297-300.

65.	 Chaibi Y, Cresson T, Aubert B, et al. Fast 3D 
reconstruction of the lower limb using a parametric 
model and statistical inferences and clinical measurements 
calculation from biplanar X-rays. Comput Methods 
Biomech Biomed Engin 2012;15:457-66.

66.	 Rosskopf AB, Buck FM, Pfirrmann CW, et al. Femoral and 
tibial torsion measurements in children and adolescents: 
comparison of MRI and 3D models based on low-dose 
biplanar radiographs. Skeletal Radiol 2017;46:469-76.

67.	 Rosskopf AB, Ramseier LE, Sutter R, et al. Femoral and 
tibial torsion measurement in children and adolescents: 
comparison of 3D models based on low-dose biplanar 
radiography and low-dose CT. AJR Am J Roentgenol 
2014;202:W285-91.

68.	 Folinais D, Thelen P, Delin C, et al. Measuring femoral 
and rotational alignment: EOS system versus computed 
tomography. Orthop Traumatol Surg Res 2013;99:509-16.

69.	 Buck FM, Guggenberger R, Koch PP, et al. Femoral and 
tibial torsion measurements with 3D models based on low-
dose biplanar radiographs in comparison with standard CT 
measurements. AJR Am J Roentgenol 2012;199:W607-12.

70.	 Pomerantz ML, Glaser D, Doan J, et al. Three-



Annals of Joint, 2025 Page 13 of 13

© AME Publishing Company.   Ann Joint 2025;10:7 | https://dx.doi.org/10.21037/aoj-24-42

dimensional biplanar radiography as a new means 
of accessing femoral version: a comparitive study of 
EOS three-dimensional radiography versus computed 
tomography. Skeletal Radiol 2015;44:255-60.

71.	 Meyrignac O, Moreno R, Baunin C, et al. Low-dose 
biplanar radiography can be used in children and adolescents 
to accurately assess femoral and tibial torsion and greatly 
reduce irradiation. Eur Radiol 2015;25:1752-60.

72.	 Gaumétou E, Quijano S, Ilharreborde B, et al. EOS 
analysis of lower extremity segmental torsion in 
children and young adults. Orthop Traumatol Surg Res 
2014;100:147-51.

73.	 Yan W, Xu X, Xu Q, et al. Femoral and tibial torsion 
measurements based on EOS imaging compared to 3D 
CT reconstruction measurements. Ann Transl Med 

2019;7:460.
74.	 Ries AJ, Duffy EA, Schwartz MH, et al. Interobserver 

reliability of biplanar radiography is unaffected by clinical 
factors relevant to individuals at risk of pathological lower 
limb torsion. Gait Posture 2023;100:126-31.

75.	 Brooks JT, Bomar JD, Jeffords ME, et al. Reliability of 
Low-dose Biplanar Radiography in Assessing Pediatric 
Torsional Pathology. J Pediatr Orthop 2021;41:33-9.

76.	 Delin C, Silvera S, Bassinet C, et al. Ionizing radiation 
doses during lower limb torsion and anteversion 
measurements by EOS stereoradiography and computed 
tomography. Eur J Radiol 2014;83:371-7.

77.	 Melhem E, Assi A, El Rachkidi R, et al. EOS(®) biplanar 
X-ray imaging: concept, developments, benefits, and 
limitations. J Child Orthop 2016;10:1-14.

doi: 10.21037/aoj-24-42
Cite this article as: Conte P, Anzillotti G, Pizza N, Chiappe 
C, Morales-Avalos R, Sanchis-Alfonso V, Monllau JC, Perelli S. 
Radiological assessment of lower limb torsional deformities: a 
narrative review. Ann Joint 2025;10:7.


