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Introduction: Studies with a powered prosthetic ankle-foot (PwrAF) found a reduction

in sound knee loading compared to passive feet. Therefore, the aim of the present

study was to determine whether anecdotal reports on reduced musculoskeletal pain

and improved patient-reported mobility were isolated occurrences or reflect a common

experience in PwrAF users.

Methods: Two hundred and fifty individuals with transtibial amputation (TTA) who had

been fitted a PwrAF in the past were invited to an online survey on average sound

knee, amputated side knee, and low-back pain assessed with numerical pain rating

scales (NPRS), the PROMIS Pain Interference scale, and the PLUS-M for patient-reported

mobility in the free-living environment. Subjects rated their current foot and recalled the

ratings for their previous foot. Recalled scores were adjusted for recall bias by clinically

meaningful amounts following published recommendations. Statistical comparisons

were performed using Wilcoxon’s signed rank test.

Results: Forty-six subjects, all male, with unilateral TTA provided data suitable for

analysis. Eighteen individuals (39%) were current PwrAF users, whereas 28 subjects

(61%) had reverted to a passive foot. After adjustment for recall bias, current PwrAF

users reported significantly less sound knee pain than they recalled for use of a passive

foot (−0.5 NPRS, p = 0.036). Current PwrAF users who recalled sound knee pain ≥4

NPRS with a passive foot reported significant and clinically meaningful improvements in

sound knee pain (−2.5 NPRS, p = 0.038) and amputated side knee pain (−3 NPRS,

p = 0.042). Current PwrAF users also reported significant and clinically meaningful

improvements in patient-reported mobility (+4.6 points PLUS-M, p = 0.016). Individuals

who had abandoned the PwrAF did not recall any differences between the feet.

Discussion: Current PwrAF users reported significant and clinically meaningful

improvements in patient-reported prosthetic mobility as well as sound knee and
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amputated side knee pain compared to recalled mobility and pain with passive feet used

previously. However, a substantial proportion of individuals who had been fitted such

a foot in the past did not recall improvements and had reverted to passive feet. The

identification of individuals with unilateral TTA who are likely to benefit from a PwrAF

remains a clinical challenge and requires further research.

Keywords: powered prosthetic ankle, powered prosthetic foot, powered prosthetic ankle-foot, knee pain, patient-

reported mobility

INTRODUCTION

An amputation of a limb does not only remove passive
anatomical structures but also results in the loss or truncation
of muscles that are the actuators for movement and ambulation.
Therefore, it appears consistent to develop powered prosthetic
components that replace the function of the lost or impaired
muscles. Thus far, however, passive components are still the
standard of care in lower limb prosthetics. That requires
individuals with amputations to adopt compensatory
mechanisms to cope with the lack of power and active
movement. In individuals with transtibial amputations
(TTA), such compensations include slower walking speeds
(1), about 25% higher energy expenditure for walking than
able-bodied persons (2, 3), decreased sound limb step length
(4), and reduced power generation in the residual knee (5).
One important reason for these compensatory mechanisms
is that passive prosthetic feet provide only up to 55% of
the push-off power of the natural ankle-foot complex (6).
Studies have shown that a commercially available powered
prosthetic ankle-foot component (PwrAF) generates speed-
dependent push-off power that may be comparable with that
of the natural ankle (6–8). However, the results on its impact
on function, such as self-selected walking speed (7, 9–13),
metabolic energy expenditure on level ground (7, 9–11) and
inclines (8, 10), patient-reported prosthetic function (12), and
other aspects of prosthetic mobility have been inconclusive
or conflicting.

Several studies have reported that walking with a PwrAF
resulted in significant unloading of the knee joint of the sound
limb (7, 13, 14). That is consistent with earlier findings that
reduced push-off of the trailing limb requires increased collision
work of the leading limb, which results in greater loading
of its knee joint (15–17). This biomechanical evidence makes
anecdotal reports from users of PwrAF on improved sound
knee pain and pain-free walking distance noteworthy. Several
studies with a PwrAF that did not find significant group
benefits published the individual results of their subjects (9–
11, 18). A thorough review of these subject-specific results
revealed that, varying across the outcomes assessed, 35–50% of
these individuals had experienced clinically meaningful benefits
of the PwrAF during the studies. However, the published
individual data has not allowed for narrowing down conclusive
subject characteristics that would help guide the identification
of individuals who are more likely to benefit from a PwrAF
than others.

Therefore, it was decided to take a pragmatic, exploratory
approach to systematically collect and analyze real-world, long-
term user perspectives on musculoskeletal pain and prosthetic
mobility in a bigger sample of individuals who were fitted
a PwrAF in the past. The aim of the present study was to
determine whether unsolicited anecdotal reports on reduced
sound knee pain, amputated side knee pain, and low-back pain
and as well as improved patient-reported prosthetic mobility
were isolated occurrences or reflect a common experience in
users of PwrAF. The results of the study, depending on the
findings, were intended to serve as the basis for future planning
of interventional studies.

METHODS

Study Design and Procedure
This was a pragmatic, exploratory cross-sectional clinical practice
study approved by the Institutional Review Board (IRB) of
the Baylor College of Medicine, Houston, TX, USA. A total
of 250 individuals who had been fitted a PwrAF were invited
to participate. All potential subjects had given prior written
permission to contact them through email for research projects.
The invitation email contained a link to the survey administered
throughQualtrics R© survey software. Subjects first provided IRB-
approved informed consent and then answered questions on
their demographics. Subjects completed the outcome measures
for their current foot and provided the recalled ratings for
their previous prosthetic foot. All responses were anonymous
and de-identified.

The Device
Subjects had been fitted with one of two versions of a PwrAF,
either the BiOM R© T2 (BionX, Bedford, MA, USA) or the
Empower R© (Ottobock Healthcare LP, Austin, TX, USA). The
BiOM was the earlier version and had been marketed from 2012
to 2017, whereas the Empower is the current version that has
been available since 2018. Both devices have a combined ankle-
motor/U-spring actuator mounted on an energy-storage-and-
return (ESR) foot platform (Figures 1A,B) to provide actively
powered plantarflexion/push-off during gait. The amount of
push-off power delivered depends on patient weight, walking
speed, terrain, and tuning of the software and reaches the level
of able-bodied individuals (6–8). Compared to the previous
BiOM, the current Empower was designed to have a more
compact design without the protruding battery arm, achieve
more consistent power delivery by more efficient springs and

Frontiers in Rehabilitation Sciences | www.frontiersin.org 2 January 2022 | Volume 2 | Article 805151

https://www.frontiersin.org/journals/rehabilitation-sciences
https://www.frontiersin.org
https://www.frontiersin.org/journals/rehabilitation-sciences#articles


Kannenberg et al. Powered Ankle Pain and Mobility

FIGURE 1 | (A) BiOM® powered ankle-foot component. (B) Empower®

powered ankle-foot component.

improved tuning properties, and to extend battery life from a few
hours to a full day.

Survey
The survey form inquired demographic information (age in 20-
year bins, gender, height, weight), details on the amputation
level and etiology, socket style and design, as well as prosthetic
components. Subjects also completed the following outcome
measures: numerical pain rating scales (NPRS) for average sound
knee, amputated side knee, and low-back pain, the PROMIS Pain
Interference Form-6a, and the Prosthetic Limb Users’ Survey of
Mobility–PLUS-MTM 12-item Short Form. The online survey
form is provided as Supplementary Material.

Outcome Measures
Numerical Pain Rating Scales (NPRS) are well-established and
validated tools to assess pain on an 11-point scale from “0,”
representing no pain, to “10” representing the most intense pain
imaginable (19–21). Subjects were asked, “How much pain do
you suffer on average using your current prosthetic foot?” and
“How much pain did you suffer on average using your previous
prosthetic foot?” Pain ratings from 1 to 3 are considered “mild,” 4
to 6 “moderate,” and 7 to 10 “severe” (22). The minimal clinically
important difference (MCID) has been reported to be 1 point
or a 15% change (20). Improvements of 2 points or 30% have
been found to correspond with a “much better” verbal rating
of patients (23, 24). Numerical pain rating scales have been
validated and used for remote electronic data collection (25, 26).

The PROMIS Pain Interference item banks assess self-
reported consequences of pain on relevant aspects of subjects’
lives including to what extent pain hinders engagement with
social, cognitive, emotional, physical, and recreational activities
(27). The pain interference short forms are universal rather than
disease specific. They have been validated for diverse populations
(28–30). In this study, subjects completed the 6-item original
short form 6a. The response format was a 5-point ordinal rating
scale of “Not at all,” “A little bit,” “Somewhat,” “Quite a bit,” and
“Very much.” Raw scores were converted to an item-response
theory-based T-score using the PROMIS scoring manual (31). A
T-score of 50 represents the average for theUS general population

with a standard deviation of 10 (27). A higher T-score indicates
higher pain interference, and the MCID for T-score changes
has been reported to be 2.0–3.0 (28, 29). The PROMIS Pain
Interference has also been validated for remote (32) electronic
data capture (30).

The PLUS-M is a validated and commonly used outcome tool
based on a validated bank of 44 items to assess patient-reported
mobility with a lower-limb prosthesis (33, 34). In this study,
subjects completed the 12-item Mobility Short Form v1.1. The
response format was a 5-point ordinal rating scale of “Unable
to do,” “With much difficulty,” “With some difficulty,” “With a
little difficulty,” and “Without any difficulty.” Raw scores were
converted to T-scores using the validated conversion table in the
PLUS-M User Guide (35). Higher T-scores indicate better self-
reported mobility. The minimal detectable change (MDC) has
been reported to be 4.5 points (36). The PLUS-M has also been
validated for electronic data collection (36).

Adjustment for Recall Bias
Patients are known to have a tendency to recall more pain but less
functional limitations in retrospective postoperative assessments
of preoperative knee and low-back pain and function compared
to concurrent ratings prior to surgery (37–39). Therefore, an
adjustment of the retrospective ratings was conducted to account
for recall bias. Previous research comparing past concurrent and
recalled ratings of pain and function reported an average recall
error of 10% of the total range of the measurement tool (37).
Thus, recalled pain ratings on the 0–10 NPRS were reduced by 1
point, except for original ratings of 0 or 1. For the PROMIS Pain
Interference and the PLUS-M, the total raw scores for recalled
ratings were reduced by 10% of their respective ranges, i.e., 2
points for the PROMIS Pain Interference (range 6–30) and 5
points for the PLUS-M (range 12–60), except if the raw score
would have fallen below the minimum possible raw score. In
that case, the raw score was adjusted to the minimum score. The
recall-adjusted raw scores were then converted to T-scores as
described above. However, adjustments for recall bias were not
performed if they would have favored the PwrAF. Thus, recalled
pain and pain interference ratings for the PwrAF in current
passive foot (PAS) users as well as recalled PLUS-M ratings for
PAS in current PwrAF users were not adjusted. We took this
cautious methodological approach to reduce or possibly even
prevent an overestimation of benefits of the PwrAF that subjects
recalled and to prevent the creation of benefits that subjects did
not recall.

Statistical Analyses
Descriptive statistics for the ordinal variables include the median,
interquartile ranges (IQR), minimum and maximum values,
and for T-scores means and standard deviations. Differences
between the PwrAF and PAS scores were evaluated using
Wilcoxon’s matched pairs signed ranks test due to substantial
departures from the normal distribution. This non-parametric
statistical test is appropriate for the analysis of data where
measurements of the same individual respondent are obtained
under different conditions. McNemar’s chi-square was used
to test the significance of differences in proportions between
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PWRAF and PAS. For all statistical tests, p < 0.05 were
considered statistically significant.

Differences between PwrAF and PAS scores were analyzed for
the two subject groups of current PwrAF users and current PAS
users to avoid combining of current and recalled ratings for either
foot in the statistical tests. In the group of current PwrAF users,
current ratings for PwrAF were compared to the recalled original
and adjusted ratings for PAS, whereas in the group of current PAS
users, the current ratings for PAS were compared to the recalled
original and adjusted ratings for PwrAF.

The individual results were analyzed in a descriptive way to
find potential explanations for why each subject accepted or
abandoned the PwrAF. Current and adjusted recalled ratings
for the same outcome were analyzed for clinically meaningful
differences between PwrAF and PAS. The three pain scores were
summed up for a total pain score and differences≥3 points NPRS
were considered clinically meaningful. For the PROMIS Pain
Interference and PLUS-M scores, differences≥3.0 or≥4.5 points
were deemed clinically meaningful, respectively.

RESULTS

Demographics
A total of 52 individuals answered all questions of the online
survey. Three subjects with bilateral transtibial and three subjects
with transfemoral amputation were excluded. The responses of
46 individuals with unilateral TTA, all male, were subjected to
the data analysis. This dataset represents a response rate of 18.4%.
The demographic details of the subjects are depicted in Table 1.
There were no significant differences between the groups of
current PwrAF and current PAS users.

Eighteen subjects (39%) identified as current PwrAF users.
Twenty-eight subjects (61%) reported to have used a PwrAF in
the past but abandoned it because of its weight, limited battery
life, or lack of waterproofness.

Musculoskeletal Pain
All Subjects
In the original ratings, the 18 current PwrAF users reported
significantly lower median current sound knee pain, amputated
side knee pain, and low-back pain than they recalled for PAS.
The difference in the PROMIS Pain Interference T-scores, though
clinically meaningful in magnitude, did not reach statistical
significance (Table 2). After adjustment of the recalled pain
ratings for PAS for recall bias, only current sound knee pain
remained significantly lower with PwrAF [1 (IQR 0–3) vs.
1.5 (IQR 0.75–5); p = 0.036] (Figure 2). The differences in
amputated side knee pain [1 (IQR 1–3) vs. 2 (IQR 1–3.5); p =

0.12] and low-back pain [2 (IQR 1–5) vs. 2.5 (IQR 1–5.5); p =

0.33] were no longer statistically significant (Figure 2).
In the group of the 28 current PAS users, no statistically

significant differences were seen between both foot types in the
pain and pain interference ratings (Table 3).

Subjects Who Reported or Recalled Moderate to

Severe Sound Knee Pain When Using PAS
After adjustment for recall bias, 13/46 subjects (28%; 6 PwrAF
and 7 PAS users) reported current or recalled moderate to severe

TABLE 1 | Demographics of the subjects.

Entire

sample

Current

PwrAF users

Current PAS

users

N 46 18 28

Sex male 46 18 28

Age

20–39 years 8 2 6

40–59 years 23 9 9

60–79 years 14 6 8

80+ years 1 1 0

Height (cm) 181 ± 7 180 ± 6 182 ± 7

Weight (kg) 98.7 ± 15.4 100.2 ± 17.6 97.8 ± 13.7

Amputation etiology

Trauma 37 16 21

Vascular disease 2 0 2

Cancer 1 1 0

Infection/Sepsis 4 1 3

Other 2 0 2

Time since amputation (years) 16.2 ± 11.3 19.1 ± 14.7 14.3 ± 7.8

Time of use of the PwrAF (years) 3.8 ± 3.0 6.6 ± 2.5 2.1 ± 1.8

Time of use of the PAS (years) 13.9 ± 10.9 16.0 ± 14.8 12.5 ± 6.9

Socket type with PwrAF

Pin lock 14 4 10

Suction 17 9 8

Vacuum 11 4 7

Other 4 1 3

Socket type with PAS

Pin lock 17 5 12

Suction 18 9 9

Vacuum 3 3 4

Other 1 1 3

TABLE 2 | Original pain and pain interference in current PwrAF users.

PwrAF

current ratings

PAS

recalled ratings

p-value

Sound knee pain [median (IQR)] 1 (0–3) 2.5 (0.75–6) 0.007

Amputated side knee pain

[median (IQR)]

1 (1–3) 3 (1–4.5) 0.007

Low-back pain [median (IQR)] 2 (1–5) 3.5 (1.75–6.5) 0.011

PROMIS pain interference

[mean (±SD)]

50.9 (±7.4) 53.8 (±10.0) 0.173

IQR, interquartile range; SD, standard deviation.

sound knee pain ≥4 NPRS with use of PAS, respectively. Most of
these individuals also reported current or recalled amputated side
knee and low-back pain at that level.

Current PwrAF users reported significantly and clinically
meaningfully lower current median sound knee pain [3 (IQR
1.75–4.25) vs. 5.5 (IQR 5–7); p = 0.038] and amputated side
knee pain [3 (IQR 1–3) vs. 6 (IQR 2.75–7), p = 0.042] than
in the adjusted recalled ratings for their previous PAS. The
differences in low-back pain [3 (IQR 0.75–5.6) vs. 7 (IQR 1.5–
8); p = 0.068] and pain interference [54.5 ± 8.2 vs. 62.7 ± 4.2;
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FIGURE 2 | Sound knee pain, amputated side knee pain, and low-back pain in current PwrAF users (n = 18). *p < 0.05 (see text for details). Differences in medians

of 1 point or greater are considered clinically meaningful.

TABLE 3 | Original pain and pain interference in current PAS users.

PAS current

ratings

PwrAF recalled

ratings

p-value

Sound knee pain [median (IQR)] 1.5 (0–3.75) 1 (0–3) 0.131

Amputated side knee pain

[median (IQR)]

1 (0–3.75) 1 (0–3.75) 0.473

Low-back pain [median (IQR)] 2 (1–4) 2 (0.25–4) 0.823

PROMIS Pain Interference

[mean (±SD)]

53.2 (±10.1) 53.1 (±9.6) 0.965

Recalled ratings for PwrAF were not adjusted (lowered) as this would have favored PwrAF.

IQR, interquartile range; SD, standard deviation.

p = 0.074), though clinically meaningful in magnitude, failed to
attain statistical significance in this small subgroup (Figure 3).

In contrast, the current PAS users who reported current sound
knee pain ≥4 NPRS did not recall any significant differences in
pain and pain interference between the feet (Table 4).

Patient-Reported Mobility
The group of 18 current PwrAF users reported significantly
and clinically meaningfully higher current PLUS-M scores with
PwrAF than they recalled for their previous PAS (54.9 ± 6.0
vs. 50.3 ± 7.8; p = 0.016) (Figure 4). No adjustment of the
recalled PLUS-M ratings for PAS was performed as this would
have further favored the PwrAF.

The 28 current PAS users did not recall a difference in PLUS-M
scores with PwrAF to the current PLUS-M rating with PAS (52.4

± 7.5 vs. 51.1 ± 7.8; p=0.071). The adjustment of the recalled
PLUS-M ratings for PwrAF resulted even in a significant, though
not clinically meaningful advantage for PAS (51.1 ± 7.8 vs. 47.4
± 6.0; p= 0.001) (Figure 4).

The 6 current PwrAF users with sound knee pain ≥4 NPRS
in the adjusted recalled ratings for PAS reported significantly
and clinically meaningfully higher current PLUS-M scores with
PwrAF than they recalled for their previous PAS (52.8 ± 3.9 vs.
40.8 ± 4.6; p = 0.028). In contrast, the 7 current PAS users with
sound knee ≥4 NPRS pain did not report a significant difference
in mobility between the feet, not even after adjustment of the
PLUS-M ratings for PwrAF for recall bias (PwrAF 43.4 ± 8.5 vs.
PAS 45.2± 11.4; p= 0.735) (Figure 5).

Group and Individual Outcomes by Version
of the PwrAF
Of the 31 subjects who had been fitted the BiOM, only eight
individuals (26%) were still using it at the time of the study. In
contrast, 10 of the 15 individuals (67%) who had been fitted with
an Empower were still current users.

The eight current BiOM users did not report any significant
differences in pain, pain interference, and patient-reported
mobility between PwrAF and PAS. After recall-adjustment, the
10 current Empower users reported significantly and clinically
meaningfully lower current median sound knee pain [2.5 (IQR
1–3.25) vs. 4 (IQR 1–6.25); p= 0.043], amputated side knee pain
[1 (IQR 1–3) vs. 2 (IQR 1–7); p = 0.041], and significantly and
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FIGURE 3 | Sound knee pain, amputated side knee pain, and low-back pain in current PwrAF users (n = 18) who recalled moderate to severe sound knee pain ≥4

NPRS when using PAS. *p < 0.05 (see text for details). Differences in medians of 1 point or greater are considered clinically meaningful.

TABLE 4 | Pain and pain interference in current PAS users who reported sound

knee pain ≥4 NPRS when using PAS.

PAS

current ratings

PwrAF

recalled ratings

p-value

Sound knee pain [median (IQR)] 5 (5–9) 5 (3–6) 0.063

Amputated side knee pain

[median (IQR)]

4 (2–6) 4 (2–5) 0.465

Low-back pain [median (IQR)] 4 (3–7) 6 (2–7) 0.715

PROMIS Pain interference

[mean (±SD)]

63.6 (±9.3) 61.9 (±8.5) 0.965

Recalled ratings for PwrAF were not adjusted (lowered) as this would have favored PwrAF.

IQR, interquartile range; SD, standard deviation.

clinically meaningfully higher PLUS-M scores [55.1± 5.5 vs. 48.3
(±7.6); p= 0.012] than they recalled for the previous use of PAS.

On the individual level after adjustment for recall bias, 7 of the
current 10 Empower users (70%) reported clinically meaningful
improvements in the PLUS-M, and four subjects each (40%)
in total pain and pain interference. Of the 8 current BiOM
users, three individuals (37.5%) reported clinically meaningful
improvements in the PLUS-M, and one subject each (12.5%)
in total pain and pain interference. Summarizing the individual
results, acceptance of the PwrAF may be explained by clinically
meaningful improvements in the outcomes assessed in this study
in 70% of current Empower and 37.5% of current BiOM users.

Likewise, abandonment of the PwrAF may be explained
by the absence of clinically meaningful improvements in the

outcomes used in this study in 5/5 (100%) former Empower
and 17/23 (74%) former BIOM users. However, 6/23 individuals
(26%) had abandoned the BiOM although they recalled clinically
meaningful improvements when using the PwrAF.

DISCUSSION

The present pragmatic, exploratory study aimed at determining
whether anecdotal reports of individuals with TTA on reduced
musculoskeletal pain when using a PwrAF reflect a common
experience among users or just isolated occurrences. As the
identification of subjects who are likely to benefit from a PwrAF
has been a clinical challenge (9–11), it was decided to survey a
bigger sample of individuals who had been fitted such foot in
the past to obtain real-world, long-term use experiences with
the PwrAF and passive prosthetic feet. Though recall of ratings
for previous interventions has limitations and challenges, this
pragmatic approach is very similar to clinical practice where
patients are usually asked to compare their current symptoms
to those they recall for time points in the past. Recall of past
symptoms and effects of sequential interventions is also the
internal reference of the patient when a decision must to be
made on the replacement of worn-out prosthetic components.
However, as patients tend to overestimate past pain and function
(37–39), recalled ratings were adjusted by clinically meaningful
amounts according to recommendations in the literature (37),
unless that would have favored the PwrAF. Therefore, it is
reasonable to assume that statistically significant and/or clinically
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FIGURE 4 | Mean PLUS-M T-scores in current PwrAF users (n = 18) and current PAS users (n = 28). *p < 0.05 (see text for details). Differences in means of 4.5

points or greater are considered clinically meaningful.

FIGURE 5 | Mean PLUS-M T-scores in current PwrAF users (n = 6) and current PAS users (n = 7) who reported sound knee pain ≥4 NPRS when using PAS. *p <

0.05 (see text for details). Differences in means of 4.5 points or greater are considered clinically meaningful.
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meaningful differences that still exist after such substantial
adjustments are worth contemplating and discussing.

Due to the limitations of recall, the discussion will take a
conservative approach and focus only on differences between
the two types of prosthetic feet after adjustment for recall bias.
Current PwrAF users reported significantly less sound knee pain
than for use of a passive foot. If current PwrAF users had
recalled moderate or even severe sound knee pain ≥4 NPRS
when using a passive foot, they reported statistically significant
and even greater, clinical meaningful improvements in sound
knee pain and amputated side knee pain. They also reported
clinically meaningful improvements in low-back pain and pain
interference that, however, did not reach statistical significance.
To the best of our knowledge, there are no published studies that
have investigated the impact of specific prosthetic components
on musculoskeletal pain. However, there are publications that
confirm that musculoskeletal pain is a clinical problem in
individuals with lower-limb amputations (40–42). Our findings
on pain reduction are consistent with published biomechanical
mechanisms for unloading the sound knee, residual knee, and
lumbar region by increased push-off power and/or increased
passive ankle range of motion in a prosthetic foot.

Biomechanical Mechanisms for Unloading
of the Sound Knee
For sound knee pain, it is important that push-off of the trailing
limb produces forward and upward acceleration of the body’s
center of mass (COM) during step-to-step transition and reduces
the collision work of the leading (sound) limb during landing
(15–17). If the trailing prosthetic limb performs insufficient
work during late stance phase to move the COM, the leading
sound limb collides with the ground at a faster and downward
directed speed (15), resulting in increased negative (eccentric)
work to be performed by the sound limb’s muscles and absorbed
by its soft tissues and joints (17). Therefore, reduction of the
negative work performed by the sound limb during collision
may help reduce knee joint loading and the risk of developing
knee osteoarthritis (43). The PwrAF investigated in this study
has been shown to generate push-off that is comparable with that
of able-bodied individuals (6–8). Consequently, biomechanical
studies have found that the external knee adduction moment and
other indicators of sound knee loading were reduced as compared
to walking with a standard ESR foot (7, 13, 14). Though these
reductions in knee loading were only statistically significant at
faster walking speeds of 1.5 and 1.75 m/s (13, 14), they reached
levels at medium walking speeds of 1.0 and 1.25 m/s that are
considered effective for the treatment of knee osteoarthritis
pain with knee unloader braces (44, 45). Thus, the reduction
in sound knee pain found in this study may be explained by
the biomechanical unloading of the knee of the sound limb
associated with use of the PwrAF.

Biomechanical Mechanisms for Unloading
of the Amputated Side Knee
For the effect on amputated side knee pain, it is instrumental
that the PwrAF mechanisms surveyed in this study have a

plantarflexion range of motion of 22◦ that can be used passively
for fast foot-flat during level walking and terrain adaptation.
In contrast, most current prosthetic feet have no articulating
components. It has been reported that prosthetic feet with a
controlled ankle joint facilitate smoother rollover and faster
progression of the center of pressure while diminishing or
even eliminating the “dead spot” phenomenon that is caused
by an inappropriate recoil of the heel spring at about 20% of
stance phase. All these effects of a prosthetic ankle joint result
in decreased loading of the residual knee (46). In addition,
the adaptability of the prosthetic ankle on slopes and uneven
terrain reduces biomechanical compensations on the prosthetic
and sound limbs, facilitates faster foot-flat, improves the
control of downhill walking speed, and significantly reduces the
biomechanical loading of the residual knee (47–50). These effects
that have been shown for passive feet with non-microprocessor
and microprocessor-controlled ankles may also be assumed for
the powered ankle-foot components surveyed and may explain
the reduction in amputated side knee pain.

Biomechanical Mechanisms for Unloading
the Lumbar Spine and Muscles
For low-back pain, it is important that the loss of force and
moment-generating capacity on the prosthetic side requires
that the proximal muscles of the pelvis, hip, and lumbar
spine participate in compensatory strategies to maintain balance
and produce functional gait (51). These strategies often
include complex recruitment of trunk muscles, co-activation
of antagonistic muscles during stance, and asymmetric trunk
posture at toe-off.While they support propulsion, they also result
in high mechanical loads to the spine (51). Axial rotation of the
lumbar spine is also increased during double-limb support, which
may be a consequence of asymmetric trunk muscle strength
and recruitment between the two legs (52, 53). These kinematic
alterations in individuals with lower-limb amputation result in
larger loads, loading rates, and load shifts compared to able-
bodied individuals and are important risk factors that contribute
to the onset of low-back pain (51). Increased prosthetic push-
off has been shown to allow for better gait propulsion and force
dissipation along the kinetic chain, thus reducing mechanical
forces on proximal joints such as the knee, hip, and lumbar
vertebrae (51, 54). As the prosthetic push-off produced by the
powered ankles surveyed in this study reaches the natural push-
off of able-bodied individuals (6–8), it may reduce asymmetries in
pelvic and trunk muscle activation and improve force dissipation
about the lumbar spine, thus alleviating low-back pain.

Current PwrAF Users Reported Increased
Prosthetic Mobility
In addition to the reduction in musculoskeletal pain, current
PwrAF users also reported a statistically significant and
clinically meaningful increase in patient-reported mobility. This
improvement was also significant and even twice as big in
subjects who had recalled moderate to severe sound knee
pain when using a passive foot. Only one earlier study had
investigated patient-reported mobility with a PwrAF and did not
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find significant differences to passive feet in their sample (12).
Possible explanations for the improvement in patient-reported
mobility with PwrAF use are the support of propulsion and
ambulation by powered push-off and, in subjects with sound knee
pain with PAS use, a reduction in musculoskeletal pain.

Why Don’t All Individuals With TTA Benefit
From a PwrAF?
As impressive as the results for pain reduction and patient-
reported mobility in current users of a PwrAF are, it needs to
be highlighted that a substantial proportion of individuals in
our study had reverted to a passive foot and did not recall any
differences during the time when they had used a PwrAF. On
the individual level, even among the current PwrAF users, only
55% of subjects reported clinically meaningful benefits in patient-
reported mobility and/or pain. Our findings are consistent with
other studies that found either no or only limited benefits of a
PwrAF in their entire samples, but detailed results showed that
about 35–50% of their subjects had benefitted individually in
walking speed, metabolic energy consumption, daily activity, or
other aspects of prosthetic mobility (9–11).

That raises the question why only some persons with TTA
appear to benefit from using a PwrAF. A systematic review
of studies on prosthetic push-off power found that powered
push-off had its greatest effects at walking speeds of ≥1.22 m/s,
suggesting that individuals with high physical capabilities might
be more likely to benefit from a PwrAF (6, 9). However, a later
study found that 40–50% of its subjects who walked at slower
speeds were also able to benefit from the PwrAF in self-selected
in-lab walking speed and/or cost of transport (11). Another
plausible explanation has been suggested by Kim et al. who
studied muscle activation patterns when using a PwrAF (55). In
able-bodied persons, push-off and propulsion are mainly driven
by the gastrocnemius muscle (53), whereas current PwrAF act
like the soleus muscle (10, 55) that has its main function in
standing and postural control (56). As the external power is
transferred differently than in able-bodied individuals (to the
socket and residual limb below the knee vs. to the femur) and
not integrated in the neuromuscular control of the user, subjects
with TTA have to alter their neuromuscular control strategy
to react to the added power and utilize it for propulsion (57).
However, the study of Kim et al. did not find consistent muscle
activation patterns in subjects with TTA while walking with a
PwrAF, not even in long-term users (52). That suggests that
motor learning and adaptation of neuromuscular control to
the PwrAF may not be intuitive. Without a dedicated training
program, some individuals with good motor learning skills may
learn it fast, some may need a longer time, but a substantial
portion of subjects may never learn to master it on their own.
This is supported by our finding and that of others that only about
half of the subjects benefitted individually and a few individuals
even recalled more pain when using the PwrAF. Therefore, the
current evidence suggests that the development of a specific
gait training and rehabilitation program may help increase the
proportion of individuals with TTA who could benefit from a
PwrAF. For example, increasing the activity of the residual limb

rectoris femoris muscle during walking may be a good strategy
to stabilize the residual knee against flexion and, as a result,
utilize the external ankle power more effectively by facilitating its
transfer to the femur. In addition, activity of the gluteus medius
and the medial hamstring on the amputated side appear to be
correlated with the metabolic cost for walking (55).

Differences Between the Current and
Previous Versions of the PwrAF
There were notable differences between the current Empower
and the previous BiOM versions of the PwrAF. The proportion
of current users was much higher for the Empower (67%)
than for the BiOM (26%), and current Empower users
reported significantly higher patient-reported mobility as well
as significantly less sound knee and amputated side knee pain
than with use of passive feet, while current BiOM users did
not. Individuals who had abandoned either version reported no
differences in the outcomes between PwrAF and passive feet.

On the individual level, acceptance of the Empower could
be explained by clinically meaningful improvements in 70% of
current users, while this was the case in only 37.5% of current
BiOM users. Interestingly, more subjects experienced clinically
meaningful improvements in patient-reported mobility than in
pain. Abandonment of either PwrAF could be explained by the
absence of individual clinically meaningful benefits in 79% of
subjects. However, 21% of passive foot users, all former BiOM
users, abandoned the PwrAF although they had recalled clinically
meaningful benefits with its use. The likely reason for that is
that the drawbacks of the BiOM technology, such as higher
weight and limited battery life, outweighed the benefits for these
individuals. Previous studies with a PwrAF only investigated
short-term benefits and preference of the technology and did not
report long-term benefits or device acceptance (7–14, 58).

There may be three possible explanations for the differences
in clinical benefits and acceptance between the Empower and
the BiOM. First, users of the Empower have been exposed to the
technology for a much shorter period than users of the BiOM.
Benefits may wear off or become less important and drawbacks
more bothersome over time, especially as individuals age and
decline in physical capacity. Second, technological improvements
in the Empower in tuning, springs, and consistency of power
delivery may have improved the ease of adapting neuromuscular
control compared to the BiOM. Third, it cannot be ruled out that
the sample of current Empower users consisted, by chance, of a
greater number of individuals with excellent motor learning skills
who had mastered the adaptation of their neuromuscular control
and were therefore able to utilize the external power effectively.
Further research is needed to identify patient characteristics and
factors in the technology and rehabilitation program that help
increase the number of responders who benefit from PwrAF.

LIMITATIONS

This study has limitations. First, it used recall for pain and
prosthetic mobility for prosthetic feet that subjects had used in
the past and compared them to ratings for the currently used
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prosthetic foot. Subjects are known to tend to overrate past pain
and physical function as compared to current ratings taken in the
past (37–39). The risk of recall bias in this study was addressed by
adjusting the recalled ratings by clinically meaningful amounts
following recommendations in the literature (37). In addition,
these recall adjustments were only performed if they resulted
in a disadvantage for the PwrAF by narrowing the differences
to the passive feet. A second limitation is the current inability
to define predictive characteristics of responders to the PwrAF.
Thus, our study could only survey a sample whose majority
had not benefitted from using the PwrAF. A third limitation
of this study is that no information was available on other
factors that may have had an impact on musculoskeletal pain
associated with prosthesis use, such as prosthetic alignment or
concurrent medical treatments, such as physical therapy. Future
research should assess musculoskeletal pain prospectively with
current ratings of the studied devices and consider potential
confounding factors. Third, of the 250 potential subjects asked
to participate in the survey, only 52 (20.8%) responded, all of
them male and 80% with traumatic amputations. It is unknown
whether the results are representative for the entire population
and may also be transferable to female individuals, subjects
with other amputation etiologies, or whether the sample was
overly skewed toward individuals who did not benefit from
the PwrAF.

CONCLUSIONS

Free-living current users of powered prosthetic ankle-foot
components reported significant and clinically meaningful
improvements in patient-reported prosthetic mobility as well as
sound knee and amputated side knee pain compared to recalled
mobility and pain with passive feet used previously. However, a
substantial proportion of individuals who had been fitted such
a foot in the past did not recall improvements and had reverted
to the use of passive feet. The rates of long-term acceptance and
clinically meaningful benefits of the PwrAF device were much
higher with the current than with the previous version. The
identification of individuals with unilateral TTA who are likely
to benefit from a PwrAF remains a clinical challenge and requires

further research efforts. Nevertheless, a PwrAF is an option in the
arsenal of the prosthetist and may be considered for individuals
with unilateral TTA who suffer from musculoskeletal pain while
using a passive prosthetic foot.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Institutional Review Board of the Baylor College
of Medicine, Houston, TX, USA. The patients/participants
provided their written informed consent to participate in
this study.

AUTHOR CONTRIBUTIONS

AK had the study idea, contributed to the study design, data
analysis, and wrote the sections Introduction and Discussion.
AM contributed to the study design, developed the survey,
performed data collection, contributed to the data analysis, and
wrote the sections Methods and Results. KH performed the
statistical analyses. All authors contributed to the article and
approved the submitted version.

FUNDING

This study was funded by a research grant of Otto Bock
Healthcare LP, Austin, TX, USA.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fresc.
2021.805151/full#supplementary-material

Supplementary Data Sheet 1 | Online survey form.

REFERENCES

1. Nolan L, Wit A, Dudzinski K, Lees A, Lake M, Wychowanski M. Adjustments

in gait symmetry in trans-femoral and trans-tibial amputees. Gait Posture.

(2003) 17:142–51. doi: 10.1016/S0966-6362(02)00066-8

2. Waters RL, Perry J, Antonelli D, Hislop H. Energy cost of walking amputees:

the influence of level of amputation. J Bone Joint Surg. (1976) 58:42–6.

doi: 10.2106/00004623-197658010-00007

3. Esquenazi A, DiGiacomo R. Rehabilitation after amputation. J Am Podiatr

Assoc. (2001) 91:13–22. doi: 10.7547/87507315-91-1-13

4. Houdijk H, Wezenberg D, Hak L, Cutti AG. Energy storing and return

prosthetic feet improve step length symmetry while preserving margins of

stability in persons with transtibial amputation. J Neuroeng Rehabil. (2018)

15(Suppl 1):76. doi: 10.1186/s12984-018-0404-9

5. Czerniecki JM, Gitter AJ. Gait analysis in the amputee: has

it helped the amputee or contributed to the development of

improved prosthetic components? Gait Posture. (1996) 4:258–68.

doi: 10.1016/0966-6362(96)01073-9

6. Müller R, Tronicke L, Abel R, Lechler K. Prosthetic push-off power in trans-

tibial amputee level ground walking: a systematic review. PLoS ONE. (2019)

14:e0225032. doi: 10.1371/journal.pone.0225032

7. Herr HM, Grabowski AM. Bionic ankle-foot prosthesis normalizes walking

gait in for persons with leg amputations. Proc R Sco B. (2012) 279:457–64.

doi: 10.1098/rspb.2011.1194

8. Russell Esposito E, Aldridge JM, Wilken JM. Step-to-step transition

work during level and inclined walking using passive and powered

ankle-foot prostheses. Prosthet Orthot Int. (2016) 40:311–9.

doi: 10.1177/0309364614564021

9. Gardinier ES, Kelly BM, Wensmen J, Gates DH. A controlled clinical trial

of a clinically-tuned powered ankle prosthesis in people with transtibial

amputation. Clin Rehabil. (2018) 32:319–29. doi: 10.1177/02692155177

23054

Frontiers in Rehabilitation Sciences | www.frontiersin.org 10 January 2022 | Volume 2 | Article 805151

https://www.frontiersin.org/articles/10.3389/fresc.2021.805151/full#supplementary-material
https://doi.org/10.1016/S0966-6362(02)00066-8
https://doi.org/10.2106/00004623-197658010-00007
https://doi.org/10.7547/87507315-91-1-13
https://doi.org/10.1186/s12984-018-0404-9
https://doi.org/10.1016/0966-6362(96)01073-9
https://doi.org/10.1371/journal.pone.0225032
https://doi.org/10.1098/rspb.2011.1194
https://doi.org/10.1177/0309364614564021
https://doi.org/10.1177/0269215517723054
https://www.frontiersin.org/journals/rehabilitation-sciences
https://www.frontiersin.org
https://www.frontiersin.org/journals/rehabilitation-sciences#articles


Kannenberg et al. Powered Ankle Pain and Mobility

10. Montgomery JR, Grabowski AM. Use of a powered ankle-foot prosthesis

reduces themetabolic cost of up-hill walking and improves leg work symmetry

in people with transtibial amputations. J R Soc Interface. (2018) 15:20180442.

doi: 10.1098/rsif.2018.0442

11. Kim J, Wensman J, Colabianchi N, Gates DH. The influence of powered

prostheses on user perspectives, metabolics, and activity: a randomized cross-

over trial. J Neuroeng Rehabil. (2021) 18:49. doi: 10.1186/s12984-021-00842-2

12. Ferris AE, Aldridge JM, Rabago CA, Wilken JM. Evaluation of a powered

ankle-foot prosthetic system during walking. Arch Phys Med Rehabil. (2012)

93:1911–88. doi: 10.1016/j.apmr.2012.06.009

13. Grabowski AM, D’Andrea S. Effects of a powered ankle-foot prosthesis on

kinetic loading of the unaffected leg during level-ground walking. J Neuroeng

Rehabil. (2013) 10:49. doi: 10.1186/1743-0003-10-49

14. Russell Esposito E, Wilken JM. Biomechanical risk factors for knee

osteoarthritis when using passive powered ankle-foot prostheses. Clin

Biomech. (2014) 29:1186–92. doi: 10.1016/j.clinbiomech.2014.09.005

15. Adamczyk PG, Kuo AD. Redirection of center-of-mass velocity during the

step-to-step transition of human walking. J Exp Biol. (2009) 212(Pt 16):2668–

78. doi: 10.1242/jeb.027581

16. Adamczyk PG, Kuo AD. Mechanisms of gait asymmetry due to push-off

deficiency in unilateral amputees. IEEE Trans Neural Syst Rehabil Eng. (2015)

23:776–85. doi: 10.1109/TNSRE.2014.2356722

17. Zelik KE, Kuo AD. Human walking isn’t all hard work: evidence of soft tissue

contributions to energy dissipation and return. J Exp Biol. (2010) 213:4257–64.

doi: 10.1242/jeb.044297

18. Clinicaltrials.gov. EmPOWERing Active Seniors With Energy (EASE) Study

Results. Available online at: https://clinicaltrials.gov/ct2/show/results/

NCT02958553?term=Empower&cntry=US&draw=2&rank=4 (accessed

October 15, 2021).

19. Jensen MP, McFarland CA. Increasing the reliability and validity of pain

intensity measurement in chronic pain patients. Pain. (1993) 55:195–203.

doi: 10.1016/0304-3959(93)90148-I

20. Herr KA, Spratt K, Mobily PR, Richardson G. Pain intensity assessment in

older adults: use of experimental pain to compare psychometric properties

and usability of pain scales with younger adults. Clin J Pain. (2004) 20:207–19.

doi: 10.1097/00002508-200407000-00002

21. Bijur PE, Latimer CT, Gallagher EJ. Validation of verbally administered

numerical rating scales of acute pain for use in the emergency department.

Acad Emerg Med. (2003) 10:390–2. doi: 10.1111/j.1553-2712.2003.tb01355.x

22. Breivik H, Borchgrevink PC, Allen SM, Rosseland LA, Romundstad L,

Breivik Hals EK, et al. Assessment of pain. Brit J Anaesth. (2008) 101:17–24.

doi: 10.1093/bja/aen103

23. Salaffi F, Stancati A, Silvestri CA, Ciapetti A, Grassi W. Minimal

clinically important changes in chronic musculoskeletal pain intensity

measured on a numerical rating scale. Eur J Pain. (2004) 8:283–91.

doi: 10.1016/j.ejpain.2003.09.004

24. Farrar JT, Young JP, Jr, LaMoreaux L, Werth JL, Poole MR. Clinical

importance of changes in chronic pain intensity measured on

an 11-point numerical pain rating scale. Pain. (2001) 94:149–58.

doi: 10.1016/S0304-3959(01)00349-9

25. Castarlenas E, Sanchez-Rodriguez E, de la Vega R, Roset R, Miro J. Agreement

between verbal and electronic versions of the numerical pain rating scale

(NRS-11) when used to assess pain intensity in adolescents. Clin J Pain. (2015)

31:229–34. doi: 10.1097/AJP.0000000000000104

26. Junker U, Freynhagen R, Längler K, Gockel U, Schmidt U, Tölle TR, et al.

Paper versus electronic rating scales for pain assessment: a prospective,

randomised, cross-over validation study with 200 chronic pain patients. Curr

Med Res Opin. (2008) 24:1797–806. doi: 10.1185/03007990802121059

27. Amtmann D, Cook KF, Jensen MP, Chen WH, Choi S, Revicki D, et al.

Development of a PROMIS item bank to measure pain interference. Pain.

(2010) 150:173–82. doi: 10.1016/j.pain.2010.04.025

28. Lee AC, Driban JB, Price LL, Harvey WF, Rodday AM, Wang C.

Responsiveness and minimally important differences for 4 patient-reported

outcomes measurement information system short forms: physical function,

pain interference, depression, and anxiety in knee osteoarthritis. J Pain. (2017)

18:1096–110. doi: 10.1016/j.jpain.2017.05.001

29. Chen XC, Kroenke K, Stump TE, Kean J, Carpenter JS, Krebs EE,

et al. Estimating minimally important differences for the PROMIS R© Pain

Interference Scales: results from three randomized clinical trials. Pain. (2018)

159:775–82. doi: 10.1097/j.pain.0000000000001121

30. Lapin B, Davin S, Stilphen M, Benzel E, Katzan IL. Validation of

PROMIS CATs and PROMIS global health in an interdisciplinary pain

program for patients with chronic low back pain. Spine. (2020) 45:E227–35.

doi: 10.1097/BRS.0000000000003232

31. Patient-Reported Outcomes Measurement Information System (PROMIS).

Pain Interference. A Brief Guide to the PROMIS R© Pain Interference

Instruments. Available online at: http://www.healthmeasures.net/images/

PROMIS/manuals/PROMIS_Pain_Interference_Scoring_Manual.pdf

(accessed July 23, 2021).

32. Quach CW, Langer MM, Chen RC, Thissen D, Usinger DS, Emerson MA,

et al. Reliability and validity of PROMIS measures administered by telephone

interview in a longitudinal localized prostate cancer study. Qual Life Res.

(2016) 25:2811–23. doi: 10.1007/s11136-016-1325-3

33. Amtmann D, Abrahamson D, Morgan S, Salem R, Askew R, Gailey R, et al.

The PLUS-M: Item bank of mobility for prosthetic limb users. Proceedings of

the ISOQOL 20th Annual Conference. Berlin: ISOQOL (2014), 15–8.

34. Hafner BJ, Gaunaurd IA, Morgan SJ, Amtmann D, Salem R, Gailey R.

Construct validity of the prosthetic limb users survey of mobility (PLUS-M) in

adults with lower limb amputation. Arch Phys Med Rehabil. (2017) 98:277–85.

doi: 10.1016/j.apmr.2016.07.026

35. University of Washington Center on Outcomes Research in Rehabilitation

(UWCORR). Prosthetic Limb Users Survey of Mobility (PLUS-M). Short Forms

User Guide. (2015). Available online at: https://plus-m.org/files/PLUS_M_

Users_Guide_US_ENGLISH_v1.2.pdf (accessed July 23, 2021).

36. Hafner BJ, Morgan SJ, Askew RL, Salem R. Psychometric evaluation of self-

report outcomemeasures for prosthetic applications. J Rehabil Res Dev. (2016)

53:797–812. doi: 10.1682/JRRD.2015.12.0228

37. Lingard EA, Wright EA, Sledge CB, The Kinemax Outcomes Group. Pitfalls

of using patient recall to derive preoperative status in outcome studies

in total knee arthroplasty. J Joint Bone Surg Am. (2001) 83:1149–56.

doi: 10.2106/00004623-200108000-00003

38. Dawson EG, Kanim LEA, Sra P, Dorey FJ, Goldstein TB, Delamarter RB,

et al. Low back pain recollection versus concurrent accounts. Spine. (2002)

27:984–93. doi: 10.1097/00007632-200205010-00020

39. Pellisé F, Vidal X, Hernández A, Cedraschi C, Bagó J, Villanueva C.

Reliability of retrospective clinical data to evaluate the effectiveness

of lumbar fusion in chronic low back pain. Spine. (2005) 30:365–8.

doi: 10.1097/01.brs.0000152096.48237.7c

40. Uustal H, Meier RH. Pain issues and treatment of the person with

an amputation. Phys Med Rehabil Clin N Am. (2014) 25:45–52.

doi: 10.1016/j.pmr.2013.09.008

41. Buchheit T, Van de Ven T, Hsia HL, McDuffie M, MacLeod DB, White

W, et al. Pain phenotypes and associated clinical risk factors following

traumatic amputation: results from veterans integrated pain evaluation

research (VIPER). Pain Med. (2015) 17:149–61. doi: 10.1111/pme.12848

42. Morgan SJ, Friedly JL, Amtmann D, Salem R, Hafner BJ. A cross-sectional

assessment of factors related to pain intensity and pain interference in

lower limb prosthesis users. Arch Phys Med Rehabil. (2017) 98:105–13.

doi: 10.1016/j.apmr.2016.09.118

43. Morgenroth DC, Segal AD, Zelik KE, Czerniecki JM, Klute GK, Adamczyk

PG, et al. The effect of prosthetic push-off on mechanical loading associated

with knee osteoarthritis in lower extremity amputees. Gait Posture. (2011)

34:502–7. doi: 10.1016/j.gaitpost.2011.07.001

44. Moyer RF, Birmingham TB, Bryant DM, Giffin JR, Marriott KA,

Leitch KM. Biomechanical effects of valgus bracing: a systematic

review and meta-analysis. Osteoarthritis Cartilage. (2015) 23:178–88.

doi: 10.1016/j.joca.2014.11.018

45. Moyer RF, Birmingham TB, Bryant DM, Giffin JR, Marriott KA,

Leitch KM. Valgus bracing for knee osteoarthritis: a meta-analysis of

randomized trials. Arthritis Care Res. (2015) 67:493–501. doi: 10.1002/acr.

22472

46. De Asha AR, Johnson L, Munjal R, Kulkarni J, Buckley JG.

Attenuation of centre-of-pressure trajectory fluctuations under the

prosthetic foot when using an articulating hydraulic ankle attachment

compared to fixed attachment. Clin Biomech. (2013) 28:218–24.

doi: 10.1016/j.clinbiomech.2012.11.013

Frontiers in Rehabilitation Sciences | www.frontiersin.org 11 January 2022 | Volume 2 | Article 805151

https://doi.org/10.1098/rsif.2018.0442
https://doi.org/10.1186/s12984-021-00842-2
https://doi.org/10.1016/j.apmr.2012.06.009
https://doi.org/10.1186/1743-0003-10-49
https://doi.org/10.1016/j.clinbiomech.2014.09.005
https://doi.org/10.1242/jeb.027581
https://doi.org/10.1109/TNSRE.2014.2356722
https://doi.org/10.1242/jeb.044297
https://clinicaltrials.gov/ct2/show/results/NCT02958553?term=Empower&cntry=US&draw=2&rank=4
https://clinicaltrials.gov/ct2/show/results/NCT02958553?term=Empower&cntry=US&draw=2&rank=4
https://doi.org/10.1016/0304-3959(93)90148-I
https://doi.org/10.1097/00002508-200407000-00002
https://doi.org/10.1111/j.1553-2712.2003.tb01355.x
https://doi.org/10.1093/bja/aen103
https://doi.org/10.1016/j.ejpain.2003.09.004
https://doi.org/10.1016/S0304-3959(01)00349-9
https://doi.org/10.1097/AJP.0000000000000104
https://doi.org/10.1185/03007990802121059
https://doi.org/10.1016/j.pain.2010.04.025
https://doi.org/10.1016/j.jpain.2017.05.001
https://doi.org/10.1097/j.pain.0000000000001121
https://doi.org/10.1097/BRS.0000000000003232
http://www.healthmeasures.net/images/PROMIS/manuals/PROMIS_Pain_Interference_Scoring_Manual.pdf
http://www.healthmeasures.net/images/PROMIS/manuals/PROMIS_Pain_Interference_Scoring_Manual.pdf
https://doi.org/10.1007/s11136-016-1325-3
https://doi.org/10.1016/j.apmr.2016.07.026
https://plus-m.org/files/PLUS_M_Users_Guide_US_ENGLISH_v1.2.pdf
https://plus-m.org/files/PLUS_M_Users_Guide_US_ENGLISH_v1.2.pdf
https://doi.org/10.1682/JRRD.2015.12.0228
https://doi.org/10.2106/00004623-200108000-00003
https://doi.org/10.1097/00007632-200205010-00020
https://doi.org/10.1097/01.brs.0000152096.48237.7c
https://doi.org/10.1016/j.pmr.2013.09.008
https://doi.org/10.1111/pme.12848
https://doi.org/10.1016/j.apmr.2016.09.118
https://doi.org/10.1016/j.gaitpost.2011.07.001
https://doi.org/10.1016/j.joca.2014.11.018
https://doi.org/10.1002/acr.22472
https://doi.org/10.1016/j.clinbiomech.2012.11.013
https://www.frontiersin.org/journals/rehabilitation-sciences
https://www.frontiersin.org
https://www.frontiersin.org/journals/rehabilitation-sciences#articles


Kannenberg et al. Powered Ankle Pain and Mobility

47. Struchkov V, Buckley JG. Biomechanics of ramp descent in unilateral

trans-tibial amputees: comparison of a microprocessor controlled foot

with conventional ankle-foot mechanisms. Clin Biomech. (2016) 32:164–70.

doi: 10.1016/j.clinbiomech.2015.11.015

48. McGrathM, Laszczak P, Zahedi S,Moser D. The influence of amicroprocessor

controlled hydraulic ankle on the kinetic symmetry of trans-tibial amputees

during ramp walking: a case series. J Rehabil Assist Technol Eng. (2018)

5:2055668318790650. doi: 10.1177/2055668318790650

49. Ernst M, Altenburg B, Bellmann M, Schmalz, T. Standing on slopes – how

current microprocessor-controlled prosthetic feet support transtibial and

transfemoral amputees in everyday tasks. J NeuroEngin Rehabil. (2017) 14:117.

doi: 10.1186/s12984-017-0322-2

50. Schmalz T, Altenburg B, Ernst M, Bellmann M, Rosenbaum D. Lower limb

amputee gait characteristics on a specifically designed ramp: preliminary

results of a biomechanical comparison of two prosthetic foot concepts. Gait

Posture. (2019) 68:161–7. doi: 10.1016/j.gaitpost.2018.11.017

51. Wasser JG, Vincent KR, Herman DC, Vincent HK. Potential lower-extremity

induced mechanisms of chronic low back pain: role for focused resistance

exercise. Disabil Rehabil. (2019) 8:1–9. doi: 10.1080/09638288.2019.1

52. Shojaei I, Hendershot BD, Wolf EJ, et al. Persons with unilateral transfemoral

amputation experience larger spinal loads during level-ground walking

compared to able-bodied individuals. Clin Biomech. (2016) 32:157–63.

doi: 10.1016/j.clinbiomech.2015.11.018

53. Yoder AJ, Petrella AJ, Silverman AK. Trunk-pelvis motion, joint loads, and

muscle forces during walking with a transtibial amputation. Gait Posture.

(2015) 41:757–62. doi: 10.1016/j.gaitpost.2015.01.016

54. Houdijk H, Pollmann E, GroenewoldM,Wiggerts H, PolomskiW. The energy

cost for the step-to-step transition in amputee walking. Gait Posture. (2009)

30:35–40. doi: 10.1016/j.gaitpost.2009.02.009

55. Kim J, Gardinier ES, Vempala V, Gates DH. The effect of powered ankle

prostheses on muscle activity during walking. J Biomech. (2021) 124:110573.

doi: 10.1016/j.jbiomech.2021.110573

56. Neptune RR, Kautz SA, Zajac FE. Contributions of the individual ankle

plantar flexors to support, forward progression and swing initiation

during walking. J Biomech. (2001) 34:1387–98. doi: 10.1016/S0021-9290(01)0

0105-1

57. Ventura JD, Klute GK, Neptune RR. The effect of prosthetic ankle

energy storage and return properties on muscle activity in below-knee

amputee walking. Gait Posture. (2011) 33:220–6. doi: 10.1016/j.gaitpost.2010.

11.009

58. Gates DH, Aldridge JM, Wilken JM. Kinematic comparison of walking on

uneven ground using powered and unpowered prostheses. Clin Biomech.

(2013) 28:467–72. doi: 10.1016/j.clinbiomech.2013.03.005

Conflict of Interest: AK and AM are full-time employees of Otto Bock Healthcare

LP, the manufacturer of the product studied. Otto Bock provided the list of 250

individuals who were fitted with the product in the past and had given written

permission to contact them for research projects. Otto Bock Healthcare had no

influence on the study design, data analysis, and interpretation of the data.

The remaining author declares that the research was conducted in the absence of

any commercial or financial relationships that could be construed as a potential

conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2022 Kannenberg, Morris and Hibler. This is an open-access article

distributed under the terms of the Creative Commons Attribution License (CC BY).

The use, distribution or reproduction in other forums is permitted, provided the

original author(s) and the copyright owner(s) are credited and that the original

publication in this journal is cited, in accordance with accepted academic practice.

No use, distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Rehabilitation Sciences | www.frontiersin.org 12 January 2022 | Volume 2 | Article 805151

https://doi.org/10.1016/j.clinbiomech.2015.11.015
https://doi.org/10.1177/2055668318790650
https://doi.org/10.1186/s12984-017-0322-2
https://doi.org/10.1016/j.gaitpost.2018.11.017
https://doi.org/10.1080/09638288.2019.1
https://doi.org/10.1016/j.clinbiomech.2015.11.018
https://doi.org/10.1016/j.gaitpost.2015.01.016
https://doi.org/10.1016/j.gaitpost.2009.02.009
https://doi.org/10.1016/j.jbiomech.2021.110573
https://doi.org/10.1016/S0021-9290(01)00105-1
https://doi.org/10.1016/j.gaitpost.2010.11.009
https://doi.org/10.1016/j.clinbiomech.2013.03.005
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/rehabilitation-sciences
https://www.frontiersin.org
https://www.frontiersin.org/journals/rehabilitation-sciences#articles

	Free-Living User Perspectives on Musculoskeletal Pain and Patient-Reported Mobility With Passive and Powered Prosthetic Ankle-Foot Components: A Pragmatic, Exploratory Cross-Sectional Study
	Introduction
	Methods
	Study Design and Procedure
	The Device
	Survey
	Outcome Measures
	Adjustment for Recall Bias
	Statistical Analyses

	Results
	Demographics
	Musculoskeletal Pain
	All Subjects
	Subjects Who Reported or Recalled Moderate to Severe Sound Knee Pain When Using PAS

	Patient-Reported Mobility
	Group and Individual Outcomes by Version of the PwrAF

	Discussion
	Biomechanical Mechanisms for Unloading of the Sound Knee
	Biomechanical Mechanisms for Unloading of the Amputated Side Knee
	Biomechanical Mechanisms for Unloading the Lumbar Spine and Muscles
	Current PwrAF Users Reported Increased Prosthetic Mobility
	Why Don't All Individuals With TTA Benefit From a PwrAF?
	Differences Between the Current and Previous Versions of the PwrAF

	Limitations
	Conclusions
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Supplementary Material
	References


