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W SITTING, KNEELING,
LONG LEG & SIDE SITTING

Perils, Problems, & Prevention

Tema Stein B.P.T., D.O (mp)
Paediatric Physical Therapist

Osteopathic Manual Practitioner

Toddlers, preschoolers and children are
flocking to my office in increasing num-
bers. The concerns from parents range
from:

“My child is clumsy when (s)he walks or
runs.”

“My child walks in a funny way.”

“My child trips over his/her feet when (s)
he walks or runs.”

“My child is flat footed or pigeon toed.”

“My child is knock- kneed.”

“My child has problems sitting or stand-
ing straight.”

“My child complains of hip, knee or foot
pain or “pain in the legs at night.”

Where did this all begin?

Babies over 6 months are meant to be
sitting on their buttocks with backs
straight and legs crossed. This promotes
symmetry and allows the trunk (or core)
to develop strength with rotation of the
torso. The child is able to cross midline
to play with both hands and move in and
out of sitting. Knees are not supposed to
be weight bearing structures when chil-

dren are sitting; weight should be taken
through the buttocks with or without
weight through the feet.

Cross leg sitting

Before babies develop sitting balance,
they should have been practicing tummy
time for many months after birth. First
they lift their heads up and then, by six
months, they become capable of lifting
their chests/trunks off the floor thereby
weight bearing on their hands, pelvis
and hips. The legs should be in line with
the pelvis, and close together. When
they start to push up onto hands and
knees, they are able to get into sitting by
rotating on to one side and then going
into cross legged sitting. Trunk rotation
and weight shifting are necessary for
toddlers to run and to maintain balance
while challenging them to do more com-
plex gross motor tasks.
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With the “backs to sleep” regime to
prevent SIDS, babies are not put onto
their tummies frequently enough during
their awake time. They therefore do not
practice the skill adequately and do not
develop good hip extension. The con-
sequence of this restricted hip mobility
is pushing up to sit with legs wide
apart. This causes them to then go into
sitting with their bottoms between their
feet (known as W sitting). The feet are
either turned in or out. When placed in
sitting, their legs are wide apart either
out straight in front of them or in a dia-
mond position.

W sitting

This is a sitting position where the child
sits with the hips rotated inward, the
knees bent and the legs placed on
each side of the buttocks. This creates
a wide base of support. The child can
play more easily with toys with his/her
hands that are freed up because of
greater trunk stability and balance.
Naturally a child will sit in the easiest
position possible. Balance and righting
reactions — the precursor skills for
standing, walking and running - do not
develop normally.

There are both short-term and long-
term consequences to W sitting. First
of all, this position makes it more diffi-
cult for a child to rotate, weight shift
and cross midline during play. Children
are forced to move by bending their
bodies forward. True trunk strength is
not developed. Another issue with W
sitting is its impact on the development
of the lumbar spine, which remains in a
flexed position instead of developing its
secondary curve that is arched.

When a child sits in a W position, the
feet will be tucked in and facing each
other (one or both) or will face out (one
or both). The muscles on the outsides
of the thighs get tight and the back be-
comes rounded often with a neck that
pokes out.
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Alarm bells — when to seek help

As the baby gets older, (s)he should be
able to tolerate progressively more and
more tummy time. If the baby cries
when doing tummy time, the baby is un-
comfortable. This means that something
structurally is blocked. Perhaps the baby
is having difficulty lifting the head up.
There may be a restriction between the
head and the neck or the neck and the
upper thoracic spine. If the baby cannot
push up on extended arms at 5 months,
there may be restrictions lower down in
the spine. The hips may be tight. There
may be tightness on the outside mus-
cles of the legs, making it difficult to
bring the legs in line with the pelvis.

If this is the case, the child will go up on
to hands and knees with the legs apart.
The only way the baby can get into sit-
ting is by rocking backwards and sitting
in a W sitting position.

If the child cannot achieve proper sitting,
then the environment should be modi-
fied for him/her. The child could sit on a
chair or bench as well with feet sup-
ported. If the feet are not supported,
then the child might hook the feet
around the rungs of the chair and this is
not good. This is also W sitting. Children
should not sit on their knees at meal
time either because this will also cause
the hips to be internally rotated and put
the feet in a position of being tucked in
or out. Side sitting is not an alternative
because the legs are in two different po-
sitions causing a pelvic asymmetry in
sitting as well as in standing. In stand-
ing, one leg will appear shorter than the
other. This could eventually become a
postural scoliosis. Sitting on the floor

with legs out in front is not advisable
both because the hips are internally ro-
tated and the spine is rounded.

Solutions

Children do NOT outgrow deformities
that result from persistent W sitting.

However, problems can be addressed
and corrected by seeing a trained osteo-
path for structural work and a paediatric
physiotherapist or occupational therapist
for facilitating normal development.
Early intervention - before the baby de-
velops aberrant ways of moving - is es-
sential.

An osteopath, with expertise in paediat-
rics, is trained to look at the structures
that may be restricted and release them
with gentle, non invasive techniques.

The physiotherapist or occupational
therapist looks at blocks to normal de-
velopment and normal movement pat-
terns and facilitates activities to over-
come them so that the child’s develop-
ment continues to progress normally.

The child might benefit from orthotic in-
tervention from a podiatrist or orthotist if
the structures above the feet are bal-
anced and mobile. The orthotics can
correct a flat foot or cue the foot that
normally turns in to turn out at heel
strike and the paediatric physiotherapist/
osteopath/orthotist can assess for the
need.

W sitting with left foot in
and right foot out

W sitting with feet out

In standing, the child will have the
knees facing in (knock kneed) and the
feet facing in (pigeon toed) or facing
out with a presentation of flat feet (pes
planus). The child will either trip over
his/her feet when walking/running or
require orthotics for flat feet.

Kneeling

In this position, the hips are rotated in-
ward. The lower back is often rounded.
The feet are either turned in or out.

Kneeling with feet turned in

In standing, the knees will be facing
each other and the feet will either be
turned out or flat depending on how
they were positioned in kneeling
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Long leg sitting Side sitting
The hips are rotated inward. The pelvis One hip is turned in with weight taken
and lower back are rounded and the on the inside of the foot. The other hip is

turned out with weight taken on the out-
side of the foot. The spine is side bent
and the pelvis is asymmetrical.

chin is often poking forward.

Long leg sitting with left leg turned in
more than the right one

Left side sitting

In standing, the upper/mid back is
rounded, the lower back is flat, and the
feet are pigeon toed. In standing, the pelvis may be rotated
and one leg may appear shorter than
the other. There may be a postural sco-

liosis as well.

Ring Sitting

Ring sitting

The hips are wide apart. The child
cannot rotate the torso to play on one
side. The child will get into prone or
into a creeping position by flopping
forward. The muscles on the outsides
of the hips become very tight.

Ring sitting - leaning forward

In standing, the legs are wide apart
and the child will walk with a waddling
type of gait.

Repercussions
on the adult population

Where do the lower back/hip, knee
and foot problems start? It would be
interesting to track the developing
baby through childhood to adult and
beyond. Lower spine and hip prob-
lems, tight hip flexors, iliotibial band
tightness, chondromalacia patella,
patella femoral instability or recurrent
subluxations of the patella, patella
femoral syndrome, medial tibial tor-
sion if the feet turn inward or external
tibial torsion if the feet turn outward,
and a multitude of foot complaints
may have had their origin in infancy
and early childhood.

Prevention

The way to prevent the child from go-
ing into reverse W sitting is to not al-
low it to occur in the first place. This
starts when the baby is born. Babies
should be placed on their tummies to
play during awake hours from birth
onwards. As they develop extension
of their core, they develop the ability
to bring their legs in line with the pel-
vis. When they push up onto hands
and knees, they are able to get into
sitting with rotation of their bottoms to
one side of their legs. When babies of
six months are in sitting, the legs
should be crossed with the knees in
line with the pelvis. The toys should
be placed to one side or the other to
allow for rotation of the torso and the
crossing of midline with the upper ex-
tremities for play. When the babies
push up onto hands and knees, the
parent can guide the knees to remain
close to each other so that the baby
naturally assumes sitting with rotation
of the body to the side.






