What's wrong with W-sitting?
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The W-positions is one of many sitting positions that most children move into and out of
while playing, but it’s a four-letter word to some parents. Why is it presumed to be ok for
some children and forbidden for others?

When playing in these other sitting postures, children develop the trunk control and
rotation necessary for midline crossing (reaching across the body) and separation of the
two sides of the body. These skills are needed for a child to develop refined motor skills
and hand dominance.

W-sitting is not recommended for anyone. Many typically developing children do move
through this position during play, but all parents should be aware that the excessive use of
this position during the growing years can lead to future orthopedic problems.

Why do children W-sit? Every child needs to play and children who are challenged
motorically like to play as much as anybody. They don’t want to worry about keeping
their balance when they’re concentrating on a toy. Children who are frequent W-sitters
often rely on this position for added trunk and hip stability to allow easier toy
manipulation and play.

When in the W-position, a child is planted in place or "fixed" through the trunk. This
allows for play with toys in front, but does not permit trunk rotation and lateral weight
shifts (twisting and turning to reach toys on either side). Trunk rotation and weight shifts
over one side allow a child to maintain balance while running outside or playing on the
playground and are necessary for crossing the midline while writing and doing table top
activities.

It’s easy to see why this position appeals to so many children, but continued reliance on
W-sitting can prevent a child from developing more mature movement patterns necessary
for higher-level skills.

Who should not w-sit? For many children, W-sitting should always be discouraged. This
position is contraindicated (and could be detrimental) for a child if one of the following
exists:

There are orthopedic concerns. W-sitting can predispose a child to hip dislocation, so
if there is a history of hip dysplasia, or a concern has been raised in the past, this
position should be avoided.

If there is muscle tightness, W-sitting will aggravate it. This position places the
hamstrings, hip adductors, internal rotators and heel cords in an extremely shortened
range. If a child is prone to tightness or contractures, encourage anther pattern of



sitting.

There are neurologic concerns/developmental delays. If a child has increased muscle
tone (hypertonia, spasticity), W-sitting will feed into the abnormal patterns of
movement trying to be avoided (by direction of the child’s therapist). Using other
sitting postures will aid in the development of more desirable movement patterns.

W-sitting can also discourage a child from developing a hand preference. Because no
trunk rotation can take place when W-sitting, a child is less inclined to reach across the
body and instead picks up objects on the right with the right hand, and those placed to the
left with the left hand.

Try sitting in various positions. Notice how you got there, got out, and what it took to
balance. Many of the movement components you are trying to encourage in a child are
used when getting in and out of sitting. Transfers in and out of the Q-position, however,
are accomplished through straight-plane (directly forward and backward) movement
only. No trunk rotation, weight shifting, or righting reactions are necessary to assume or
maintain W-sitting.

How to prevent W-sitting. The most effective (and easiest) way to prevent a problem with
W-sitting is to prevent it from becoming a habit it the first place. Anticipate and catch it
before the child even learns to W-sit. Children should be placed and taught to assume
alternative sitting positions. If a child discovers We-sitting anyway, help him to move to
another sitting position, or say, "Fix your legs." It’s very important to be as consistent as
possible.

When playing with a child on the floor, hold his knees and feet together when kneeling or
creeping on hands and knees. It will be impossible to get into a W-position from there.
The child will either sit to one side, or sit back on his feet: he can then be helped to sit
over to one side from there (try to encourage sitting over both the right and left sides).
These patterns demand a certain amount of trunk rotation and lateral weight shift and
should fit with a child’s therapy goals.

[f'a child is unable to sit alone in any position other than a W, talk with a therapist about
supportive seating or alternative positions such as prone and sidelying. Tailor sitting
against the couch may be one alternative; a small table and chair is another.

The therapist(s) working with the child will have many other ideas. Caregivers should ask
if W-sitting in now, or may in the future, be a problem.



W-SITTING=FEMORAL TORSION=INTOEING

What is it?

The upper end of the femur consists of the neck and head (the ball) articulating with the
acetabulum (or cup) at the hip joint. The neck and head of the femur are pointed inwards
with a slight forward inclination. This slight forward inclination is called femoral neck
anteversion.

The amount of femoral neck anteversion is 40 degrees at birth, and decreases with age to
about 15 degrees at maturity. This is the normal developmental process of growth in most
people. In some instances, the femoral neck anteversion present at birth does not
decrease, but stays excessive compared to age, giving rise to the condition known at
femoral torsion.

What are the symptoms?

The typical presentation is a child
between ages 3 and 8 brought in by
parents because of concerns about
intoeing. He or she may even have
had treatment for metatarsus adductus
or tibial torsion in the past, and
parents may think that there has been
a recurrence of the old problem.
Typically the child stands with the
knee caps and toes pointing in.

What does your doctor do about it?

Femoral torsion was in the past treated by use of twister cables-twisted strands that
connected to a waist belt and to shoes that would tend to twist the feet outwards. Kids
wore them for years, and they do improve the position of the feet on standing and
walking. However, longitudinal studies of thousands of children have confirmed that
most children with femoral torsion resolve without any intervention by the age of 10.
Even in the cases that did not resolve completely, it proved to be of no functional
significance. Twister cables are still used with children with neuromuscular impairment
where the normal muscle function is not present to effect the normal developmental
process.

For most regular children, persistent femoral torsion is caused by habitual kneeling or
sitting in the W-position or television position. These positions perpetuate femoral torsion
because they keep the hips in the internally rotated position. It is therefore important that
all children, when sitting on the floor to play, learn to sit cross-legged Indian —style. This
position places the hips in the externally rotated position and encourages the normal
modeling process of the hip joint.




What Can the Parent Do About It?

Most parents with a child that W sits, knows how difficult it is to solve this problem.
Some experts say to constantly remind the child with rhymes such as “chris cross apple
sauce” but most parents get as tired of reminding the child as the child is of being
corrected. For children who W sit, there is a degree of comfort and stability that always
calls them back to that position. When the child reaches the age of W sitting, it is
suggested that a small table and chair be purchased and many of the floor activities
should be done at a table which will decrease the time spent W sitting. Buying the child
his or her own small chair to watch TV or videos or to look at books can also be helpful.
The chair should be low to the ground and sturdy enough for the child to crawl in and
turn around without falling over. A small anti-W sitting stool can be made as seen in the

photo. The stool is small enough for

the child to take it with him and to

still be able to get up to shelves and

stereo cabinets. The stool

encourages balance and can easily

be substituted with a small sturdy

plastic box, or a beach towel taped

into a big roll. Try to make it

permanent and personalized and

then the child will be more apt to

use it. Having something available

to slide under the rear-end just before the W-sitting occurs can
also help eliminate the nagging that parents are forced to do.
Making corners of a room, a play corner so the child can lean
against a pillow with his legs stretched out straight in front, is
also another alternative to W-sitting.
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