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Abstract

Background: The aim of the study was to investigate the abductor hallucis muscle characteristics, defined as
dorso-plantar (DP) thickness, medio-lateral (ML) width, and cross-sectional area (CSA) in relation to the severity of
hallux valgus using musculoskeletal ultrasound. One hundred and two feet, mean (SD) age of 60.3 (20.54) years old,
displaying varying severities of hallux valgus were stratified into four groups representing the four grades of the
Manchester Scale (grade 0: no deformity, grade 1: mild deformity, grade 2: moderate deformity and grade 3:
severe deformity).

Methods: The abductor hallucis muscle was imaged in each foot using a portable ultrasound system. The mean
(SD) DP thickness, ML width, and CSA measurements were compared across the four Manchester Scale grades
using a one-way ANOVA.

Results: Significant differences in DP thickness were found between feet with no hallux valgus (grade 0) and feet
with hallux valgus grade 2 (p = 0.001) and 3 (p < 0.001). Significant differences were also found in ML width
between feet with no hallux valgus (grade 0) and feet with grade 2 hallux valgus (p = 0.010). Significant differences
in CSA were found between feet with no hallux valgus (grade 0) and feet with grade 2 (p < 0.001) and grade 3
(p < 0.001) hallux valgus. No significant differences in these three muscle characteristics were found between
grades 1, 2 and 3 (p > 0.0125).

Conclusions: We speculate that morphological changes to the abductor hallucis muscle occur early in the
development of the deformity.

Keywords: Hallux valgus, Abductor hallucis, Musculoskeletal ultrasound, Intrinsic foot muscle, First
metatarsophalangeal joint
Background
Hallux valgus is a forefoot deformity involving progres-
sive lateral deviation of the hallux and medial deviation
of the first metatarsal resulting in a medial prominence
at the first metatarsophalangeal joint (1MTPJ) [1]. The
deformity is more common in the older population with
estimated prevalence being 36% in those over 65 years,
while the prevalence rate in adults between 18 and
65 years is 23% [2]. The presence of juvenile hallux
valgus has been estimated to occur in 8% of those under
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18 years [2]. Although the deformity may remain asymp-
tomatic, it has been associated with cosmetic appearance
concerns, pain, and reduced health-related quality of life
[3-5]. Hallux valgus may also contribute to postural instabil-
ity and increase the risk of falls in the older population [6].
Several risk factors have been identified in the aeti-

ology of hallux valgus including increasing age [2], being
female [7], a positive family history of hallux valgus [8],
abnormal hindfoot kinematics [9], wearing high-heeled
shoes [10,11] or tight footwear [12,13]. Bony abnormal-
ities (round-shaped first metatarsal head [14], long first
metatarsal [15], bipartite medial sesamoids [16]) and mus-
cular abnormalities (accessory extensor hallucis longus
tendon [17], accessory tibialis posterior tendon [18]) have
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also been linked to the deformity. It is likely that a com-
bination of factors contribute to the development of
hallux valgus.
The abductor hallucis muscle, which originates from the

medial calcaneal tuberosity and inserts onto the medial
sesamoid and/or the proximal phalanx [19], plays an im-
portant role through isometric contraction in maintaining
1MTPJ stability and preventing abnormal transverse plane
motion [20]. With progressive valgus deviation of the hal-
lux the abductor hallucis muscle loses its normal anatom-
ical relationship with the 1MTPJ, shifting to the plantar
aspect of the first metatarsal rather than medial to it. The
muscle therefore loses its abductory force and instead
gains flexor force [20]. Despite the involvement of the
abductor hallucis muscle in the pathomechanics of the
deformity, a limited number of studies have investigated
the abductor hallucis muscle with hallux valgus [19-24].
Previous studies have employed a variety of techniques

to investigate the abductor hallucis muscle including
electromyography (EMG) [20,22,25-28], magnetic reson-
ance imaging (MRI) [29], and musculoskeletal ultrasound
[23,24,30,31]. Previous research has shown good correlation
of soft tissue imaging as well as similar reliability between
MRI and ultrasound [32,33]. Studies have also shown that
ultrasound has similar validity to EMG and manual muscle
testing in assessing neuromuscular pathologies in extrinsic
and intrinsic foot muscles with an added advantage in its
ability to visualise muscle atrophy [34,35]. Therefore, the
purpose of this study is to employ musculoskeletal ultra-
sound to determine significant differences between dorso-
plantar (DP) thickness, medio-lateral (ML) width and
cross-sectional area (CSA) of the abductor hallucis muscle
between different severities of hallux valgus. We hypothe-
sise that there will be a significant difference in DP thick-
ness, ML width, and CSA of the abductor hallucis muscle
between different severities of hallux valgus.

Methods
Participants
64 participants (52 females and 12 males) aged over
20 years old, were recruited from the Auckland Univer-
sity of Technology Podiatry Clinic. Selective sampling
was utilised to recruit participants with varying severities
of hallux valgus deformity. All participants provided writ-
ten informed consent, and ethical approval was obtained
from the Auckland University of Technology Ethics
Committee (AUTEC12/111). Participants were excluded
with a history of foot or ankle surgery; current trauma to
the foot and ankle; a neuromuscular condition, or a diag-
nosis of inflammatory arthritis, diabetes mellitus.

Methodology
Hallux valgus was measured using the Manchester Scale
which utilises four photographs of increasing severity of
hallux valgus [36]. This tool has been shown to have ex-
cellent reliability [30] and validity [14,37] in both clinical
assessment and self-assessment of hallux valgus [38].
The scale is graded 0 ‘no deformity’, 1 ‘mild deformity’, 2
‘moderate deformity’, and 3 ‘severe deformity’ [36]. The
researcher (SS) observed each participant in relaxed
weight-bearing stance to determine which of one of the
four Manchester Scale photographs best represented the
degree of hallux valgus deformity [36]. A Chison 8300
Deluxe Digital Portable Ultrasound System (Jiang Su,
China) with a 50 mm linear probe of 7.5 MHz was used
to obtain images of the abductor hallucis muscle belly.
The researcher underwent 3 months of training in per-
forming ultrasound scans prior to data collection. The
ultrasound machine has been shown to produce reliable
images of the abductor hallucis muscle for the purpose
of measuring ML width, DP thickness, and CSA [24]. A
similar procedure to that outlined by Cameron [23] was
used by the researcher (SS) to obtain ultrasound images
in the current study. This involved the participant being
instructed to fully relax in a seated position with the legs
extended. The foot to be measured was positioned with
the ankle at neutral (i.e. 0°). The knees were supported
in approximately 15° of flexion with the involved leg in a
comfortable degree of external rotation to optimise the
researcher’s access to the medial foot during scanning.
The researcher palpated the medial malleolus and using
a ruler drew a line anterior to this bony landmark in an
inferior direction. Parker AquasonicW 100 Ultrasound
Transmission Gel (Fairfield, USA) was applied along this
drawn line to optimise skin-probe contact whilst avoiding
compression of the muscle. The probe was positioned per-
pendicular to the drawn line. Three repetitive images were
obtained for each foot and a mean value calculated. A
30 second rest was allowed between each image capture
in which the probe was placed back in its holder.
Image J v. 1.45 (National Institutes of Health, Bethesda,

MD, USA), an image processing and analysis software,
was used to measure the ML width, DP thickness, and
CSA measurements of the abductor hallucis muscle
from the ultrasound images captured on the machine. To
ensure researcher blinding all images were randomised
before analysis. Each image was analysed to obtain mea-
surements for DP thickness (mm), ML width (mm), and
CSA (mm2) (Figure 1). The edges of the muscle were
defined as the point between the muscle tissue and the
muscle fascia. The DP thickness was determined using a
line selection tool to connect the dorsal most aspect of the
muscle with the plantar most aspect of the muscle. The
ML width was calculated in the same manner using the
tool to connect the medial most aspect of the muscle with
the lateral most aspect of the muscle. CSA was measured
manually using an area selection tool to trace around the
muscle border.



Figure 1 Muscle characteristic measurements with inset showing probe placement.

Stewart et al. BMC Musculoskeletal Disorders 2013, 14:45 Page 3 of 6
http://www.biomedcentral.com/1471-2474/14/45
Statistical analysis
All data analysis was conducted using the Statistical
Package for Social Sciences (v.20, SPSS Inc., Chicago, IL,
USA). To determine the intra-rater reliability for mea-
surements of ML width, DP thickness, and CSA of the
abductor hallucis muscle, intraclass correlation coeffi-
cients (ICC3,1) were used. In addition, standard error of
measurement (SEM) calculations were undertaken to
provide a direct representation of measurement error. A
one-way ANOVA was conducted to compare the differ-
ences in the mean values of DP thickness, ML width and
CSA between the four hallux valgus grades using the 5%
level of significance. A Bonferroni post hoc correction
was used to determine the differences between the four
grades of hallux valgus with significance at p < 0.0125.

Results
Of the ultrasound images obtained from 125 feet, images
from 23 feet were excluded as they displayed high echo
intensity making it difficult to visualise the muscle
Figure 2 Flow of participants through the study.
borders for measurement analysis. Figure 2 displays the
flow of participants through the study. Table 1 displays
the demographic and clinical data of the 102 included
feet. Abductor hallucis muscle measurements showed
high intra-tester reliability for DP thickness (ICC3,1 0.94,
SEM 0.45 mm), ML width (ICC3,1 0.92, SEM 0.90 mm),
and CSA (ICC3,1 0.96, SEM 12.33 mm2). All data demon-
strated normal distribution. Descriptive statistics for the
abductor hallucis muscle characteristic measurements
are displayed in Table 2. A significant difference was
found between the four hallux valgus grades for mean
DP thickness (F = 7.474, df = 3, p < 0.001), mean ML width
(F = 4.560, df = 3, p = 0.005) and mean CSA (F = 7.862,
df = 3, p < 0.001). Post hoc analysis revealed a significant
difference in DP thickness between feet with grade 0 and
grade 2 (p = 0.001) and grade 3 (p < 0.001). For ML width
a significant difference was found between grade 0 and
grade 1 (p = 0.010), while for CSA significant differences
were found between grade 0 and grade 1 (p < 0.001) and
grade 0 and grade 3 (p < 0.001).



Table 1 Demographic characteristics

Demographic Characteristics Value

Age (years), Mean (SD) 60.3 (20.5)

Gender (F: M), (%) (83: 19), (81% women)

Ethnicity, n (%) European, 91 (89%)

Asian, 10 (10%)

Māori, 1 (1%)

BMI (Kg/mm2), Mean (SD) 26.33 (5.27)

Stewart et al. BMC Musculoskeletal Disorders 2013, 14:45 Page 4 of 6
http://www.biomedcentral.com/1471-2474/14/45
Discussion
Significant differences were found in DP thickness, ML
width, and CSA of the abductor hallucis muscle between
feet without hallux valgus compared to feet with hallux
valgus. We propose that these results may be attributed
to the muscle’s changing anatomical position in feet with
hallux valgus which reduces its capacity to be recruited
during abduction of the hallux [20]. As muscle size
is considered an important determinant of muscle
strength, these findings may suggest that hallux valgus is
associated with a reduction in strength of the abductor
hallucis muscle as a result of muscle disuse. A decline in
muscle function secondary to disuse is similar to that
associated with increasing age [39].
Although significant differences were found in DP

thickness, and CSA of the muscle between those without
deformity and those with moderate and severe deform-
ity, differences in ML width were found only between
those without hallux valgus and those with moderate
deformity. It may be that the width of the muscle is not
as accurate a represenation of muscle size as thickness
and CSA measurements, or it may be that the width of
the muscle is not affected by muscle disuse to the same
extent as the thickness or area.
As the muscle size characteristics of the abductor

hallucis muscle did not vary significantly between the
mild, moderate and severe stages of hallux valgus it may
be that morphological changes to the muscle occur early
in the development of the deformity and do not change
significantly thereafter. We therefore propose that inter-
vention strategies which aim to improve the strength
and function of the muscle be implemented in the mild
stage of the deformity (i.e. grade 1). Although previous
studies have demonstrated foot exercises can activate
Table 2 Descriptive statistics for the abductor hallucis
muscle characteristics

Grade 0,
Mean (SD)

Grade 1,
Mean (SD)

Grade 2,
Mean (SD)

Grade 3,
Mean (SD)

n 25 29 23 25

DP thickness (mm) 13.3 (2.0) 11.9 (1.4) 11.4 (1.6) 11.3 (1.7)

ML thickness (mm) 33.2 (2.3) 32.2 (2.5) 30.4 (4.0) 30.8 (3.3)

CSA (mm2) 339.3 (56.4) 300.1 (46.1) 271.5 (61.4) 272.9 (61.5)
the abductor hallucis muscle, these studies were con-
ducted on participants with pes planus (flatfeet) [27] or
asymptomatic feet [28]. Heo [28] reported that the high-
est electromyographic activation of the muscle occurred
with isolated abduction of the hallux against resistance.
However, voluntary abduction of the hallux, which is
deemed to be challenging in healthy individuals [20],
may also prove difficult to those with foot deformity.
The effectiveness of this exercise in recruiting and
strengthening the muscle in those with hallux valgus is
likely to be affected by the changing anatomical position
of the abductor hallucis muscle. Jung [30] demonstrated
that eight weeks of abductor hallucis muscle strengthen-
ing with the use of short foot exercises and/or foot
orthotics increased the CSA of the abductor hallucis
muscle in feet with pes planus. Although short foot exer-
cises, which involve a flexion component at the first
1MTPJ, may recruit the abductor hallucis muscle to a
greater extent than abduction exercises in feet with hal-
lux valgus, further research is warranted to determine
whether short foot exercises would have the same effect
on abductor hallucis CSA in those with foot deformity.
A feasibility study assessing ultrasound of lower leg

and foot muscles reported that images obtained of the
abductor hallucis muscle from participants over the age
of 60 years displayed increased echo intensity and 18%
were excluded from measurement analysis due to poor
visualisation of the muscle borders [31]. We obtained
similar findings. Verhulst [31] also reported that age was
the most determinant factor for echo intensity. This can
be explained by increased infiltration of fat and collagen
which accompanies age-related loss of skeletal muscle
mass [40]. It is unclear whether increased adipose depo-
sition in the abductor hallucis muscle is associated with
hallux valgus, or age-related changes. However, it has
been noted that muscle adipose deposition is associated
with a decline in muscle strength and function in older
adults suggesting such changes may not be favourable to
those with hallux valgus. [39,41] We attempted to re-
cruit participants of a wide range of ages in each of the
four hallux valgus groups, however the mean age of par-
ticipants was not equal across the groups with mean age
rising as the stage of deformity increased. Although this
is consistent with the identification of increasing age as
a risk factor for hallux valgus, it is possible that increas-
ing age may have contributed to the decreasing muscle
size characteristics. Lower limb muscle mass has been
found to decrease by 25% from age 20 to 70 years [39].
The results of this study should be considered in light

of limitations. The cause and effect relationship between
abductor hallucis muscle size reduction and hallux
valgus severity could not be assessed due to the cross-
sectional nature of the study design. Furthermore, from
the original images, 18% were excluded from the analysis
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because they displayed high echo intensity making it diffi-
cult to visualise the muscle boundaries for measurement
analysis. This is suggestive of increased adipose and colla-
gen tissue within the muscle which creates multiple inter-
faces and increased reflection of the ultrasound beam [42].
A limitation of 2D imaging was obtaining images that

represented the same cross-sectional slice of the ab-
ductor hallucis muscle across the participants. Although
we used a standardised procedure to image the muscle,
the placement of the probe along the reference line
varied due to the individual differences in the position of
the abductor hallucis muscle in relation to this line. Not
only does the muscle move inferiorly in feet with hallux
valgus, but individual differences have also been shown in
the course of the muscle (whether arciform or straight)
[43]. However, this limitation did not appear to greatly
influence the reliability of the image measurements in the
current study, despite randomisation of the order of the
images being analysed, coupled with the researcher being
blinded to the feet the images were depicting.
A final limitation was that foot length and width was

not measured so it is unknown whether the muscle size
characteristics differ between foot size.
Future work may employ the use of electromyography

in conjunction with ultrasound to assess functional para-
meters of the abductor hallucis muscle during various
strengthening exercises to determine which exercise best
activates the muscle in those with hallux valgus. Future
research may also examine ultrasonic size characteristics
of other muscles involved in the development of hallux
valgus (i.e. hallux flexors and extensors, adductor hallu-
cis) as these muscles also lose their normal anatomical
relationship with the 1MTPJ.

Conclusions
Participants with hallux valgus display significantly
reduced ML width, DP thickness and CSA of the ab-
ductor hallucis muscle than individuals without hallux
valgus. As these muscle characteristics do not significantly
differ between mild, moderate, and severe stages of hallux
valgus, we speculate that morphological changes to the ab-
ductor hallucis muscle may occur early in the development
of the deformity. Our findings may be explained by the
muscle’s change in position within hallux valgus feet and
the resultant loss of abductory function. Therefore, inter-
ventions designed to increase abductor hallucis muscle
strength early on in the deformity may benefit those with
hallux valgus.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
SS carried out the data collection, performed the statistical analysis and
contributed to the interpretation of the data. RE participated in supervision
of the research project, collection of ultrasound data, and drafting of the
manuscript. MH provided technical training in ultrasound. KR participated in
the design of the study, supervision of the research project, and drafting of
the manuscript. All authors read and approved the final manuscript.
Acknowledgements
AUT Horizon Scanning Clinic, and all clinical staff and patients of the AUT
School of Podiatry.

Author details
1School of Podiatry, Health & Rehabilitation Research Institute, AUT
University, Auckland, New Zealand. 2School of Physiotherapy, Health &
Rehabilitation Research Institute, AUT University, Auckland, New Zealand.
3Horizon Scanning, Health & Rehabilitation Research Institute, AUT University,
Auckland, New Zealand.

Received: 8 November 2012 Accepted: 23 January 2013
Published: 28 January 2013
References
1. Mann R, Coughlin M: Hallux valgus: etiology, anatomy, treatment and

surgical considerations. Clin Orthop 1981, 157:31–41.
2. Nix S, Smith M, Vicenzino B: Prevalence of hallux abducto valgus in the

general population: a systematic review. J Sci Med Sport 2010, 3:21–29.
3. Abhishek A, Roddy E, Zhang W, Doherty M: Are hallux valgus and big toe

pain associated with impaired quality of life? a cross-sectional study.
Osteoarthritis Cartilage 2010, 18:923–926.

4. Lazarides S, Hildreth A, Prassanna V, Talkhani I: Association amongst
angular deformities in hallux valgus and impact of the deformity in
health-related quality of life. J Foot Ankle Surg 2005, 11:193–196.

5. Menz H, Roddy E, Thomas E, Croft P: Impact of hallux valgus severity on
general and foot-specific health-related quality of life. Arthritis Care Res
2011, 63:396–404.

6. Menz H, Lord S: Gait instability in older people with hallux valgus.
Foot Ankle Int 2005, 26:483–489.

7. Ferrari J, Hopkinson D, Linney A: Size and shape differences between
male and female foot bones: is the female foot predisposed to hallux
abducto valgus deformity? J Am Podiatr Med Assoc 2004, 94:434–452.

8. Piqué-Vidal C, Solé M, Antich J: Hallux valgus inheritance: pedigree
research in 350 patients with bunion deformity. J Foot Ankle Sur 2007,
46:149–154.

9. Deschamps K, Birch I, Desloovere K, Matricali G: The impact of hallux
valgus on foot kinematics: a cross-sectional, comparative study.
Gait Posture 2010, 32:102–106.

10. Cong Y, Tak-Man Cheung J, Leung A, Zhang M: Effect of heel height on
in-shoe localized triaxial stresses. J Biomech 2011, 44:2267–2272.

11. Nguyen U, Hillstrom H, Li W, Dufour A, Kiel D, Procter-Gray E, Hannan M:
Factors associated with hallux valgus in a population-based study of
older women and men: the MOBILIZE Boston Study.
Osteoarthritis Cartilage 2010, 18:41–46.

12. Al-Abdulwahab S: Hallux valgus and preferred shoe types among young
healthy Saudi Arabian females. Ann Saudi Med 2000, 20:319–321.

13. Menz H, Morris M: Footwear characteristics and foot problems in older
people. Gerontology 2005, 51:346–351.

14. D'Arcangelo P, Landorf K, Munteanu S, Zammit G, Menz B: Radiographic
correlates of hallux valgus severity in older people. J Foot Ankle Res 2010, 3:20.

15. Munuera P, Polo J, Rebollo J: Length of the first metatarsal and hallux in
hallux valgus in the initial stage. Int Orthop 2008, 32:489–495.

16. Munuera P, Dominguez G, Reina M: Bipartite hallucal sesamoid bones:
relationship with hallux valgus and metatarsal index. Skeletal Radiol 2007,
36:1043–1050.

17. Al-Saggaf S: Variations in the insertion of the extensor hallucis longus
muscle. Folia Morphol 2003, 62:147–155.

18. Gunal I, Sahinoglu K, Bergman R: Anomalous tibialis posterior muscle as
an aetiologic factor in hallux valgus. Clin Anat 1994, 7:21–25.

19. Brenner E: Insertion of the abductor hallucis muscle in feet with and
without hallux valgus. Anat Rec 1999, 254:429–434.

20. Arinci Incel N, Genç H, Erdem H, Yorgancioglu Z: Muscle imbalance in
hallux valgus: an electromyographic study. Am J Phys Med Rehabil 2003,
82:345–349.



Stewart et al. BMC Musculoskeletal Disorders 2013, 14:45 Page 6 of 6
http://www.biomedcentral.com/1471-2474/14/45
21. Eustace S, Williamson D, Wilson M, O'Byrne J, Bussolari L, Thomas M,
Weissman B: Tendon shift in hallux valgus: observations at MR imaging.
Skeletal Radiol 1996, 25:519–524.

22. Hoffmeyer P, Cox J, Blanc Y, Meyer J, Taillard W: Muscle in hallux valgus.
Clin Orthop 1988, 232:112–118.

23. Cameron A, Rome K, Hing W: Ultrasound evaluation of the abductor
hallucis muscle: reliability study. J Foot Ankle Res 2008, 1:12.

24. Hing W, Rome K, Cameron A: Reliability of measuring abductor hallucis
muscle parameters using two different diagnostic ultrasound machines.
J Foot Ankle Res 2009, 2:33.

25. Fiolkowski P, Brunt D, Bishop M, Woo R, Horodyski M: Intrinsic pedal
musculature support of the medial longitudinal arch: an
electromyography study. J Foot Ankle Surg 2003, 42:327–333.

26. Headlee D, Leonard J, Hart J, Ingersoll C, Hertel J: Fatigue of the plantar
intrinsic foot muscles increases navicular drop. J Electromyogr Kinesiol
2006, 18:420–425.

27. Jung D, Kim M, Koh E, Kwon O, Cynn H, Lee W: A comparison in the
muscle activity of the abductor hallucis and the medial longitudinal arch
angle during toe curl and short foot exercises. Phys Ther Sport 2011,
12:30–35.

28. Heo H, Koo Y, Yoo W: Comparison of Selective Activation of the Abductor
Hallucis during Various Exercises. J Phys Ther Sci 2011, 23:915–918.

29. Schmid D, Hodler J, Mengiardi B, Pfirrmann C, Espinosa N, Zanetti M: Fatty
muscle atrophy: prevalence in the hindfoot muscles on MR images of
asymptomatic volunteers and patients with foot pain. Radiology 2009,
253:160–166.

30. Jung D, Koh E, Kwon O: Effect of foot orthoses and short-foot exercise on
the cross-sectional area of the abductor hallucis muscle in subjects with
pes planus: a randomized controlled trial. J Back Musculoskeletal Rehabil
2011, 24:225.

31. Verhulst F, Leeuwesteijn A, Louwerens J, Geurts A, Van Alfen N, Pillen S:
Quantitative ultrasound of lower leg and foot muscles: feasibility and
reference values. J Foot Ankle Surg 2011, 17:145–149.

32. Bemben M: Use of diagnostic ultrasound for assessing muscle size.
J Strength Condition Res 2002, 16:103–108.

33. Reimers C, Finkenstaedt M: Muscle imaging in inflammatory myopathies.
Curr Opin Rheumatol 1997, 9:475–485.

34. Bargfrede M, Schwennicke A, Tumani H, Reimers C: Quantitative
ultrasonography in focal neuropathies as compared to clinical and EMG
findings. Eur J Ultrasound 1999, 10:21–29.

35. Severinsen K, Andersen H: Evaluation of atrophy of foot muscles in
diabetic neuropathy: a comparative study of nerve conduction studies
and ultrasonography. Clin Neurophys 2007, 118:2172–2175.

36. Garrow A, Papageorgiou A, Silman A, Thomas E, Jayson M, Macfarlane G:
The grading of hallux valgus: the Manchester Scale. J Am Pod Med Assoc
2001, 91:74–78.

37. Menz H, Munteanu S: Radiographic validation of the Manchester scale for the
classification of hallux valgus deformity. Rheumatology 2005, 44:1061–1066.

38. Menz H, Fotoohabadi M, Wee E, Spink J: Validity of self-assessment of
hallux valgus using the Manchester scale. BMC Musculoskeletal Disord
2010, 11:215.

39. Janssen I, Heymsfield S, Wang Z, Ross R: Skeletal muscle mass and
distribution in 468 men and women aged 18–88 yr. J App Phys 2000,
89:81–88.

40. Narici M, Maganaris C, Reeves N, Capodaglio P: Effect of aging on muscle
architecture. J App Phys 2003, 95:2229–2234.

41. Fukumoto Y, Ikezoe T, Yamada Y, Tsukagoshi R, Nakamura M, Mori N,
Ichihashi N: Skeletal muscle quality assessed from echo intensity is
associated with muscle strength of middle-aged and elderly persons.
Eur J App Phys 2012, 112:1519–1525.

42. Pillen S: Skeletal muscle ultrasound. Eur J Translat Myology 2010, 1:145–155.
43. Macchi V, Tiengo C, Porzionato A, Stecco C, Parenti A, Mazzoleni F, De Caro R:

Correlation between the course of the medial plantar artery and the
morphology of the abductor hallucis muscle. Clin Anatomy 2005, 18:580–588.

doi:10.1186/1471-2474-14-45
Cite this article as: Stewart et al.: Ultrasonic evaluation of the abductor
hallucis muscle in hallux valgus: a cross-sectional observational study.
BMC Musculoskeletal Disorders 2013 14:45.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Participants
	Methodology
	Statistical analysis

	Results
	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


