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what is the clinical gait analysis?

Clinical gait analysis is a specialized field of study that involves the evaluation of human
walking patterns for clinical purposes, particularly in the diagnosis and treatment of
patients with walking difficulties or gait abnormalities. It is a comprehensive and
multidisciplinary approach that combines the expertise of physicians, physical therapists,
biomechanists, and engineers to provide a detailed assessment of gait mechanics and

identify any underlying issues that may be causing gait abnormalities.

The analysis typically involves the use of |advanced motion capture systems,|force plates,

electromyography (EMG), and other sensors to capture and quantify various aspects of
gait, including joint angles, muscle activity, ground reaction forces, and timing and
coordination of movement. These data are then analyzed and interpreted by a team of
experts to identify any deviations from normal gait patterns, which may be due to

musculoskeletal, neurological, or other disorders.

Clinical gait analysis is commonly used in the diagnosis and management of a wide
range of conditions that affect gait, including cerebral palsy, stroke, multiple sclerosis,
Parkinson's disease, and orthopedic conditions. It can help to identify the specific
impairments that are contributing to gait abnormalities, guide the selection of

appropriate interventions, and monitor the effectiveness of treatment over time.

In summary, clinical gait analysis is a specialized field that involves the comprehensive
evaluation of gait mechanics and identification of underlying issues for clinical purposes.
It utilizes advanced technology and the expertise of a multidisciplinary team to provide

valuable insights into gait abnormalities and guide effective treatment strategies.
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P/E SHEET (PREOP, 7Y)

Hip ROM> Rt Lt Foot>
FF 135 135 Hindfoot
FC 20 20 Valgus N N
Extension (Staheli test) 20 30 varus N N
Abd. (at Extension state) 40 40 Flexibillity Y Y
Abd. (at flexion 90’ state) 60 60 Midfoot
Adduction 35 30 TN subluxation(pronation) N N
ER (prone) 40 20
IR (prone) 50 70 TN subluxation(supination) N
Anteversion (prone) 30 50 Flexibillity
TFA (prone) -10 -30 Forefoot

Adduction N N
Knee ROM> Abduction N N
i > 10 Flexibillity Y Y
FF 150 150
Popttentande (oten) 70T oteree

Ankle clonus N N
Duncan Ely + + —

Babinski N N
Ankle ROM> Confusion test N N
Plantarflexion 60 65
Dorsiflexion (at knee 90') -10 -20
Dorsiflexion (at knee 0') -20 -30
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FEMURANTEVERSION

@33.32(326.68) @42.71(317.29)









Table 3. One-Way Analysis of Variance, Mean, SD, 95% Cls and p Values for the Difference of Age Groups
Mean (SD) [95% CI] (degrees)

Examination 13-20 years 21-35 years 36-50 years Over 51 years Total pvalue

Thomas test 0.0(0.2) 0.3(0.9) 0.3(1.2) 0.3(1.0 0.2(0.9) 059
[0.0100.1] [-0.1 to 0.6] [-0.1 to 0.8] [-0.11t00.7] [0.1 to 0.4]

Staheli test -209(4 6 -180(3.2) -17.0(2.9) -18.0(3 6] -18.4(3.9) 0.002*
[-18.7 to -22 8] [-16.7 to-18.3] [[15810-18.2) [-16.510 -19.4] [-17.710-19.2]

Hip flexion 126.8(7.6) 126 6(6.4) 1258{46) 125.5(6.1) 126.2(6.2) 0.850
[1237t01298] [124010129.2] [123910 127 6] [123.1 10 128.0] [125.0 10 127 4]

Hip abduction with extension 4761(6.2) 46.3(6.1) 493 {4.9) 47 3(5.8) 476(5.7) 0.298
[45.1 to 50.1] [4381048.7] [47.3 10 51.2] [45.0 to 49.6] [46.5 to 48.7]

Hip abduction with 90° flexion 566 (75) 53.3(6.7) hG.1 (5.3) HA0(8.9) H48(72) 0472
52610 58.7] [50.6 to 56.0] [53.91058.2] [50.4 to 57 6] [53.310 562

Adduction of hip /86 (89) 309(7.6) 333 (6.5) 324(77) 31.3(78) 0.146
[25010 32.2] [27 810 339] [30.7 to 36.0] [29.3 10 3b.5] [29.8 t0 47 8]

Hip external rotation

Hip internal rotation

Trochanteric prominence angle test

40.1(8.5)
[36.7 t0 43.6]
40.1(11.7)
[356 to 44.5]
176145)
[15.7 10 19.4]

41.0(8.8)
[37.4 10 44 B]
39.2(83)
[35.8 10 42.5]
18.9(4.3)
[17.2 10 20.6]

435(73)
[40.6 10 46.5]
394(87)
[35.9 10 42 9]
19.1{486)
[17.210 20.9]

405(8.3)
[37.21043.9]
376(7.8)
[34.41040.7]
17.9(6.1)
[15.4 10 20.3]

41.3(83)
[39.7 to 42.9]
39.1(9.0)
[37.3 10 40.8]
18.4(49)
[17.41019.3]



















FDO

 Femoral derotation osteotomy

 Correct femur anteversion




TARGET OF CORRECTION

- Femur anteversion (CT) vs Foot progression angle ?
 Anatomical vs Functional ?

* Left only vs Dbilateral ?
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Immediate postop




Postop | Y




P/E SHEET (POSTOP 1Y)

Hip ROM> Rt Rt Lt
FF 135 135 135 135
FC 0 0 20 20
Extension (Staheli test) -10 -5 20 30
Abd. (at Extension state) 50 45 40 40
Abd. (at flexion 90’ state) 55 60 60 60
Adduction 45 35 35 30
ER (prone) 40 50 40 20
IR (nhrone) 45 45 50 70
Anteversion (prone) 20 25 30 50
TFA (prone) 10 10 -10 -30
Knee ROM>

FC 0 5 15 10
FF 150 150 150 150
Popliteal angle (unilateral) 25 25 70 70
Popliteal angle (Bilateral) 20 20 50 50
Duncan Ely - - + +
Ankle ROM>

Plantarflexion 50 50 60 65
Dorsiflexion (at knee 90") 10 10 -10 -20

Dorsiflexion (at knee 0') 5 0 -20 -30
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Thank you for your attention !!!
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