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Definition

Acquired triplane deformity of the first 
metatarsophalangeal joint in which the 
hallux is abducted in the transverse plane, 
dorsiflexed in the sagittal plane and everted 
in the frontal plane

Terminology
The true descriptive terminology is hallux abducto 
valgus (HAV), but orthopaedic literature and 
earlier Podiatric literature use the term ‘hallux 
valgus’

The terminology ‘bunion’ usually refers to the 
exostosis and bursa associated with the HAV 
deformity, but is also the common lay term for 
HAV

A hallux valgus may occur at the interphalangeal 
joint (hallux interphangeus")
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Epidemiology

Highly prevalent

15-56% of people older than 50 years (Black et al., 
1987; Dunn et al., 2004; White & Mulley, 1989; Greenberg, 1994; Crawford et al., 1995) 

Incidence increases with age

F  3 times > M

Lower prevalence in non-shoe-wearing 
populations

Epidemiology

Commonly causes pain and discomfort

Associated with poor health related quality 
of life (lazarides et al., 2005; Saro et al., 2007)

Associated with impaired balance and gait 
(Menz et al., 2001;2005)

Risk factor for falls (Tinetti et al., 1988; Koski et al., 1996)

Aetiological risk factors

Multifactorial and still not fully understood

Hereditary factors (Hardy & Clapham, 1951; Pique-Vidal et al., 2007)

Age

Gender – up to 14F:1M (Pique-Vidal et al., 2007)

Narrow footwear (Mafart, 2007)

Inflammatory joint diseases (such as R/A)

Muscle imbalance...

Aetiological risk factors 
(2)Metatarsus primus adductus

Metatarsus adductus

Long first metatarsal (Mancuso et al., 2003)

Round shaped first metatarsal head (Mancuso et al., 2003)

Hypermobile first metatarsal

Post surgical (altered muscle pull from tibial 
sesamoid removal)

Obesity

Excessive rearfoot pronation (Greenberg, 1979)

Clinical features
Abduction and valgus position of the hallux

Medial exostosis

Central toes abducted and clawed (late 
stage)

Lesions sub second metatarsal head, 
medial side hallux IPJ, dorsal second digit, 
fifth digit 

Osteoarthritic symptoms 

Clinical features
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Pathomechanics: Root
The hypermobile first metatarsal head inverts 
relative to the hallux

A valgus subluxation occurs at the first 
metatarsophalangeal joint

The base of the proximal phalanx of subluxes 
laterally upon the first metatarsal head

The hallux abducts upon the first metatarsal 
head and presses the second toes

The first ray subluxes at its base

The first metatarsal adducts and this leads to 
increase the metatarsal angle

Root: 4 stages of 
HAV

Described in detail in POD21PBM manual

Not necessary to know detail, but read 
through for overview

Patho: Roukis et al.

Abnormal amount of dorsiflexion (DF) of 
the first ray > a decrease of 1st MTPJ 
dorsiflexion > development of HAV

The first ray inverts as it dorsiflexes (1:1)

Large amount first ray DF > HAV?

Small amount first ray DF > HL/HR?

Root: development 
of HAV

A: normal foot, B: lateral displacement of hallux, 
C: abduction of hallux against 2nd digit, D: 

development of metatarsus primus abductus, E: 
dislocation of the 1st MTPJ

Patho: Roukis et al.
What factors may influence the rate of 
development of HAV?:

the extent of abnormal subtalar joint pronation 
during propulsion; the size of the angle of 
forefoot adductus; the extent of calcaneal 
eversion which is caused by abnormal 
pronation of the foot; the extent of subtalar and 
midtarsal joint subluxation; the extent of chronic 
inflammation of the first MTPJ; the inclination of 
the STJ axis, the angle and base of gait, the 
diminution or absence of the propulsive period 
during gait, obesity, footwear...

Role of footwear
At the least it can be assumed that 
footwear plays the following role:

It brings the deformity on at a younger 
age

It speeds the progression of the 
deformity

It makes the prognosis worse

It provides the resistance for 
symptoms to develop
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Radiographic 
evaluation

8-12°

First metatarsal 
angle

Normal: 8-12°

Mild: 12-15°

Moderate: 15-20°

Severe: >20°

Radiographic 
evaluation

Hallux abductus 
angle

Normal: 0-15°

Mild: 15-30°

Moderate:30-40°

Severe:>40°

Radiographic 
evaluation

Tibial sesamoid
position

Normal: 1,2,3 

Abnormal: 4,5,6,7

Clinical classification 
of HAV

The Manchester Scale (Garrow et al., 2001)

reliable and valid visual observation 
method of assessing the severity of HAV

Scale from grade 1 = no deformity; grade 
2 = mild deformity; grade 3 = moderate 
deformity; grade 4 = severe deformity

Grade 1
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Grade 2 Grade 3

Grade 4

Treatment of HAV
The first step in the evaluating HAV for 
treatment is to establish the aims of the 
patient:

pain relief?

deformity reduction?

cosmetic appearance?

increased function? 

Interventions for 
HAV

Palliation of lesions

Pain relief (NSAIDs – oral and topical, panadol)

Physical therapy – Ice, heat, mobilisations

Exercises to increase strength of intrinsic musculature

Mechanical control of excessive STJ XS pronation (and metatarsal length) 
- foot orthoses?

Padding & strapping, Splinting – see OLS2

Education – aetiology, exacerbating factors, lifestyle changes, footwear 
(extra-wide), activities

Surgical: release soft tissues and re-align and/or shorten bone, late stage -
arthrodesis
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What is best 
practice?

Unclear in the literature

Clinical Evidence (EBM review by the BMJ) 
& Cochrane Library

most treatments fall into the category of 
‘unknown effectiveness’

only one ‘likely to be beneficial’ = distal 
chevron osteotomy

Surgical 
management

Capsule-tendon balancing procedure

Arthroplastic procedures

Osteotomies of the distal metatarsal

Osteotomies of the proximal metatarsal

Osteotomies of the base of the proximal 
phalanx

“Lumpectomy”

Third 
Year

Surgery

Paediatric HAV

To treat or not to treat?   

Grosio (1990) demonstrated improvement 
in the hallux abductus angle used in kids 
with HAV

Kilmartin et al. (1994) demonstrated no 
improvement in kids with HAV with the use 
of Root-style orthoses 

Third Year
Podiatric

Specialisation
s

Summary

Need to know what HAV is

How is HAV acquired?

What are the stages of development of 
HAV?

How is HAV managed clinically?


