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Background: Anterior cruciate ligament (ACL) injury can lead to changes in tibiofemoral kinematics during gait, but the detailed
short-term kinematic changes after ACL injury are still unknown.

Purpose: To measure tibiofemoral kinematics during gait in ACL-deficient (ACLD) knees over time after ACL injury.

Study Design: Controlled laboratory study.

Methods: The authors categorized 76 patients with unilateral ACLD knees into 4 groups based on the time from injury: <3 months
(group 1), 3 to 6 months (group 2), >6 to 12 months (group 3), and >12 months (group 4). The controls were 20 participants with
ACL-intact knees. Changes in the knee kinematics and range of motion during gait were compared among ACLD groups and those
with ACL-intact knees.

Results: Compared with controls, the range of motion of flexion in group 1 was significantly lower (6�; P¼ .033), and the mean knee
flexion was significantly increased (0.7�-3.4�) in groups 1 to 4 (all P � .004). There was more internal tibial rotation (2.9�-4.3�) in
group 1 and 2, and more anterior tibial translation (4.3 mm) in group 1 during the stance or swing phases than in controls (P � .049
for all). The mean internal tibial rotation and anterior tibial translation significantly decreased from group 1 to group 4 (P < .001 for
both). Compared with controls, the mean medial tibial translation was significantly greater (1.2-2.5 mm) in all groups, and more
medial tibial translations (2.4-3.7 mm) were observed during the stance phase in groups 1, 3, and 4 (P � .047 for all).

Conclusion: ACLD knees displayed a motion impairment walking strategy within 3 months, and a higher-flexion walking strategy
increased with time after injury. Excessive anterior translation and internal rotation of the tibia tended to return to normal, while
excessive medial translation of the tibia increased in ACLD knees after 6 months postinjury. These results may provide new insight
into the compensatory mechanisms and risk factors for premature osteoarthritis in ACLD knees.
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Anterior cruciate ligament (ACL) injury can lead to joint
instability and changes in tibiofemoral kinematics during
gait.27,35,43,47,49 Patients with ACL-deficient (ACLD) knees
may develop compensatory gait mechanisms and have an
increased risk of early-onset osteoarthritis, which provide
support for treatment and rehabilitation for this
condition.2,13,29,45,47,49

There is no consensus regarding the kinematics of the
ACLD knee during gait and other activities.2,32,47,49,50 For
instance, Zabala et al47 have found that compared with the
intact knee, the tibia of the ACLD knee exhibits more exter-
nal rotation during gait relative to the femur, while Zhang

et al49 observed a more internal rotation across the entire
gait cycle. Long-term changes in anterior-posterior (AP)
translation and internal-external (IE) rotation in ACLD
knees have been reported, and these changes are consid-
ered to relate to knee osteoarthritis.47

In addition to AP translation and IE rotation, other
aspects of the 6 degrees of freedom (DOF) kinematics of
the knee (medial-lateral [ML] and proximal-distal [PD]
translation; flexion-extension [FE] and varus-valgus rota-
tion) are related to compensatory mechanisms or early-
onset osteoarthritis in ACLD knees. These include patients
with ACLD knees walking with less knee flexion through-
out the mid- and terminal stance phases in order to
decrease the anterior shear force on the tibia5,19 and exces-
sive medial tibial translation, which may accelerate joint
degeneration.9 Although factors such as walking speed44 or
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calculation model4 contribute to variations in the walking
patterns of persons with ACLD knees, time postinjury is
also an important factor to consider.47 However, to our
knowledge, the detailed short-term kinematic changes
after ACL injury are still unknown.

The purpose of the present study was to systematically
measure the 6 DOF tibiofemoral kinematics (translation
and rotation of the tibia relative to the femur) during gait
in ACLD knees over time after injury. Based on previous
studies29,47 on the general consensus of the timing of the
treatment, we hypothesized that (1) kinematics would
change over the first year after injury and (2) in addition
to AP translation and IE rotation, ML translation and FE
rotation would also vary with time after injury.

METHODS

Participants and Groups

The study protocol was approved by our institutional
review board, and written consent was obtained from all
study participants. We enrolled 76 patients with unilateral
ACLD knees as well as 20 individuals with ACL-intact
(ACLI) knees as the controls for this study. The patients
with ACLD knees all had complete ACL rupture as diag-
nosed by 2 senior orthopaedic surgeons (Y.L., H.X.) via his-
tory, clinical examination (Lachman test, anterior drawer
test), and magnetic resonance imaging (MRI) scans. MRI
evidence of ACL rupture was based on primary and second-
ary signs, following the guidelines of Vahey et al.40 Patients
in the ACLD group had no symptoms of knee instability
during daily activities and were able to perform physical
exercise in level 1 or 2 sports.8 All knees in the ACLD and
ACLI groups had full range of motion (ROM), and there was
no history of injury, surgery, sign of inflammation, or joint
effusion on the contralateral knee of the patients with an
ACLD knee and both knees of the patients with ACLI. For
the control group, we randomly chose 1 knee from each
participant with ACLI for comparison.

Excluded were patients with knee pain during ambula-
tion, a positive floating patella test (effusion, �50 mL),49

neurological pathologies, back pain, fractures of the lower
extremity, presence of a meniscal tear on MRI scans, or
previous surgery (meniscectomies, ligament reconstruction
or repair). Also excluded were ACLD knees with

radiographic signs of osteoarthritis (Kellgren-Lawrence
grades 3 and 4)35,49 or grade 4 cartilage injuries (following
the guidelines of Recht and Resnick31). A clinical examina-
tion (medial and lateral stress test, McMurray test, poste-
rior draw test) and MRI scans were utilized to exclude
patients with concomitant or symptomatic ligament lesion
in grade 3 injuries5,9,50 and symptomatic or repairable
meniscal tears5,50 at the time of the test.

To analyze changes in tibiofemoral kinematics over time,
we divided the patients with ACLD knees into 4 groups
according to the time after ACL injury: <3 months (group
1; n ¼ 24); 3 to 6 months (group 2; n ¼ 13); >6 to 12 months
(group 3; n ¼ 16); and >12 months (group 4; n¼ 23) (Figure
1). There were no significant differences in descriptive data
between the ACLD and ACLI groups (Table 1).

Imaging Procedure and Gait Analysis

A novel marker-based motion analysis system (Opti Knee;
Shanghai Innomotion Inc) was used to collect motion data
of the knee during gait.49,50 The measurement space for
this study was 4.0 � 2.0 � 2.5m.49 Two rigid bodies, each
fitted with 4 infrared light-reflecting markers (OK_Mar-
quer; Shanghai Innomotion Inc), were fixed to the partici-
pants’ thighs and lower legs using bandages. An integrated
2-head stereo-infrared camera (NDI Polaris Spectra;
Canada Northern Digital Inc) at a frequency of 60 Hz was
used to track 3-dimensional trajectories of these rigid bod-
ies with an accuracy of 0.3 mm root mean square.49,50 This
system has a repeatability of <0.9 mm in translation and
<1.3� in rotation.49,50 A handheld digitizing probe with 4
infrared light-reflecting markers was used to determine the
horizontal plane on the treadmill (Bipace; Shanghai Inno-
motion Inc), as well as anatomic landmarks of the lower
limb, including the greater trochanter, lateral epicondyle,
medial epicondyle, lateral plateau, medial plateau, tibial
tuberosity, fibular head, medial malleolus, and lateral mal-
leolus49,50 (Figure 2). To differentiate the gait phases, we
applied an integrated synchronous high-speed camera
(Basler aca640-90uc; Germany Basler AG) to capture
images from the gait activities. Customized software
(Opti-Knee Version 1.0; Shanghai Innomotion Inc) was
employed to perform real-time calculations of knee motion
during gait.
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The static standing position (standing with feet placed a
shoulder width apart and toes facing forward) was used as
a reference for the initial anatomic frame. All participants
received 5-minute walk training on the treadmill to ensure
that the walking pattern was similar to a normal over-the-
ground gait.49 After adequate training, the patients were
asked to walk on a flat treadmill at a normal self-selected
speed,5 and we recorded knee motion for 15 seconds at a
frame rate of approximately 60 Hz. A total of 20 gait cycles
per participant were recorded, and the mean values of the
6 DOF tibiofemoral kinematics for all cycles were
calculated.

The coordinate systems of the femur and tibia were
established based on the respective bone landmarks
(Figure 3).49,50 For the femur, the clinical transepicondylar
axis (c-TEA) was defined as the ML axis that connected the

extremes of the medial and lateral condyles. The AP axis of
the femur was drawn perpendicular to the plane defined by
the greater trochanter and c-TEA. The PD axis was set to be
perpendicular to the other 2 axes. The midpoint of the
c-TEA was defined as the origin of the femoral coordinate
system. Regarding the coordinate system of the tibia, the
ML axis was defined by connecting the prominent medial
and lateral points of the tibial plateau. The AP axis of the
tibia was drawn perpendicular to the plane defined by the
lateral malleolus and ML axis. The PD axis was drawn
perpendicular to the AP and ML axes. The origin of the
tibial coordinate system was defined as the midpoint of the
tibial ML axis.

The marker position data were smoothed using a fourth-
order Butterworth low-pass filter (cutoff frequency, 6 Hz).
An optimization algorithm was used to determine the

Pa�ents with unilateral ACLD knees with 
no symptom of knee instability during 
daily ac�vi�es and physical exercise in 

levels 1 or 2 sports 
n = 88

Excluded:

Knee pain during ambula�on, posi�ve 
in the floa�ng patella test, 
neurological pathologies, back pain, 
fractures of the lower extremity, or 
previous surgery (n = 5)

Declined to par�cipate (n = 2)

With signs of osteoarthri�s or 
car�lage injuries (n = 3)

Addi�onal ligamentous lesion, 
meniscal tears, and capsular injuries 
(n = 2)

Included in the study
N = 76

Pa�ents with ACLI knees recruited
n = 20

ACLI
n = 20 knees

ACLD <3 mo pos�njury
(Group 1)

n = 24 knees 

ACLD 3-6 mo pos�njury 
(Group 2)

n = 13 knees 

ACLD >6-12 mo pos�njury
(Group 3)

n = 16 knees 

ACLD >12 mo pos�njury
(Group 4)

n = 23 knees 

Figure 1. Flowchart of participant enrollment. ACLD, anterior cruciate ligament deficient; ACLI, anterior cruciate ligament intact.

TABLE 1
Participant Characteristicsa

ACLI Knees (n ¼ 20)

ACLD Knees

PGroup 1 (n ¼ 24) Group 2 (n ¼ 13) Group 3 (n ¼ 16) Group 4 (n ¼ 23)

Age, y 26.5 ± 5.64 26.5 ± 5.76 28.9 ± 6.43 28.8 ± 6.18 29.5 ± 6.10 .316
Height, m 1.69 ± 0.09 1.71 ± 0.07 1.72 ± 0.07 1.67 ± 0.07 1.71 ± 0.07 .409
Weight, kg 67.3 ± 11.7 64.8 ± 15.2 66.7 ± 8.65 66.6 ± 9.88 66.9 ± 10.4 .961
Female sex, n 7 9 4 5 7 NS
Time from injury, mo NA 1.67 ± 0.64 4.00 ± 0.82 8.4 ± 2.45 43.1 ± 31.6 <.01b

aData are reported as mean ± SD unless otherwise indicated. ACLD, anterior cruciate ligament deficient; ACLI, anterior cruciate ligament
intact; NA, not applicable; NS, not significant.

bStatistically significant difference between ACLD and ACLI knees (P < .05).
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3-dimensional dynamic posture of the thigh and lower leg,
including the skin markers on each segment during gait.36

Subsequently, tibiofemoral joint translations and rotations
were quantitatively measured based on the femoral and
tibial coordinate systems using a customized program writ-
ten in MATLAB (MathWorks Inc).49,50 Knee translation (ie,
AP, ML, and PD translations) was defined as the motion of
the tibial origin relative to the femoral coordinate system.28

Rotations of the knee joint (ie, FE, IE and varus-valgus
rotation) were calculated using the Cardan angle sequence
described by Grood and Suntay.21

The gait cycle was then normalized (0%-100% heel
strike) and divided into a stance phase (0%-62%) and a
swing phase (62%-100%). The stance phase was further
divided into 3 parts: loading response (ie, early stance;
0%-12%), midstance (12%-52%), and terminal stance
(52%-62%). The swing phase was also divided into 3 parts:
initial swing (62%-75%), midswing (75%-85%), and termi-
nal swing (85%-100%).49

Statistical Analysis

Descriptive statistics were recorded as means and standard
deviations. A 1-way analysis of variance and post hoc pair-
wise comparison (Newman-Keuls test) were used to analyze

the 6 DOF tibiofemoral kinematics (translation and rotation
of the tibia relative to the femur) at key events in the gait
cycle (12% [loading response], 52% [midstance], 62% [termi-
nal stance], 75% [initial swing], and 85% [midswing]) (all
P values of post hoc testing are shown in Supplemental
Material Table S1). Two-way analysis of variance and post
hoc testing were performed to compare the tibiofemoral
kinematics among the groups. Differences were considered
statically significant if P < .05. All statistical analysis was
performed using SPSS Version 24 (IBM Corp). A post hoc
power analysis was performed using software G*Power
(Version 3.1.9),12 and the relationship between each DOF
and time from ACL injury was calculated as follows: 0.99
in knee FE, 0.99 in tibial IE rotation, 0.90 in tibial AP trans-
lation, and 0.99 in tibial ML translation.

Figure 2. Two rigid bodies, each fitted with 4 infrared light-
reflecting markers (OK_Marquer), were fixed to the partici-
pants’ thighs and lower legs using bandages. A handheld
digitizing probe with 4 infrared light-reflecting markers was
used to determine the femoral and tibial anatomic landmarks.

Medial-lateral axis

Proximal-distal axis

Figure 3. Definition of local coordinate system of the femur
and tibia. For the femur, the clinical transepicondylar axis
(c-TEA) was defined as the medial-lateral (ML) axis that con-
nected the extremes of the medial and lateral condyles. The
anterior-posterior (AP) axis was drawn perpendicular to the
plane defined by the greater trochanter and c-TEA, and the
proximal-distal (PD) axis was perpendicular to the other 2
axes. The midpoint of the c-TEA was defined as the origin
of the femoral coordinate system. For the tibia, the ML axis
was defined by connecting the prominent medial and lateral
points of tibial plateau, the AP axis was drawn perpendicular
to the plane defined by the lateral malleolus and ML axis, and
the PD axis was drawn perpendicular to the AP and ML axes.
The origin of the tibial coordinate system was defined as the
midpoint of the tibial ML axis.
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RESULTS

Figure 4 shows the mean 6 DOF tibiofemoral kinematics
during an entire gait cycle for ACLI and ACLD knees, and
Figure 5 shows the ROM for each kinematic parameter. The
overall mean values are shown in Table 2, and the values at
key events during the gait cycle are shown in Table 3.

Rotation

In terms of knee flexion, the mean flexion angle over the
gait cycle of the ACLD knees was higher than that of

the ACLI knees (P � .008), and the mean knee flexion of the
ACLD knees was significantly increased (0.7�-3.4�) in group
1 to 4 (P � .004) (Table 2). During gait, ACLD knees flexed
more in the terminal timing of loading response (except
group 3) and midstance (except group 1) than did ACLI
knees (P � .024) (Figure 4 and Table 3). The total ROM
during the entire gait cycle of ACLD knee flexion in group
1 was 6� greater than that of ACLI knees (P ¼ .033). No
significant differences were found among ACLI and ACLD
knees in groups 2 to 4 (Figure 5A).

Tibias in the ACLD knees rotated more internally than
in the ACLI knees within 1 year (groups 1, 2, and 3;

Figure 4. Mean values for the 6 degrees of freedom tibiofemoral kinematics during a single gait in anterior cruciate ligament–
deficient knees and –intact knees. Negative values indicate extension, internal, or varus rotation or posterior, lateral, or proximal
translation. The shaded area indicates the SD.
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P < .001). However, the excessive internal tibial rotation in
ACLD knees decreased with time (P � .002), and no signif-
icant difference was observed between ACLD knees in
group 4 and ACLI knees (P ¼ .224) (Table 2). In terminal
timings of midstance (P¼ .021) and initial swing (P¼ .010),
the internal tibial rotations were 2.9� and 4.3�, respectively,
more pronounced in group 1 than in the ACLI knees and 3�

more pronounced in group 2 than the intact group in the
terminal stance period (P ¼ .048). No more significant dif-
ferences were observed after 6 months between ACLD and
ACLI knees (groups 2, 3, and 4) (Figure 4 and Table 3).

In the frontal plane, ACLD knees rotated with more
varus than did ACLI knees on average (P � .004), but
ACLD knees in groups 3 and 4 rotated with less varus
than did those in group 2 (P ¼ .004 and P < .001, respec-
tively) (Table 2). No other significant differences in knee

kinematic parameters or ROM were found between the
ACLD and ACLI knees in the frontal plane (Table 2 and
Figures 4 and 5A).

Translation

Regarding AP translation, ACLD knees in groups 1, 2, and 4
showed more anterior tibial translation than did intact knees
(P � .033). Among ACLD knees, excessive anterior tibial
translations relative to normal were less with time in groups
3 and 4 than in groups 1 and 2 (all P< .001) (Table 2). Within
3 months postinjury (group 1), the mean anterior tibial trans-
lation was 4.3 mm more than that in the ACLI group in
terminal timing of the initial swing (P ¼ .007), but no differ-
ence was found between ACLI knees and groups 2, 3, and 4
(Figure 4 and Tables 2 and 4). In groups 1 and 3, the ROM of
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Figure 5. Range of motion for (A) rotation and (B) translation of the anterior cruciate ligament–deficient and –intact groups during
the treadmill gait test. Error bars represent SDs. *Statistically significant difference (P < .05).

TABLE 2
Overall 6 DOF Tibiofemoral Kinematics During the Treadmill Gait Test in ACLI and ACLD Kneesa

ACLI Knees

ACLD Knees

Group 1 Group 2 Group 3 Group 4

Rotation, deg
Flexion (þ)–extension (–) 19.9 ± 16.8 20.6 ± 14.7b 21.8 ± 15.5b,c 22.5 ± 16.5b,c,d 23.3 ± 15.7b,c,d,e

External (þ)–internal (–) –0.01 ± 3.0 –2.2 ± 3.4b –1.7 ± 3.0b,c –0.9 ± 3.3b,c,d –0.2 ± 3.4c,d,e

Valgus (þ)–varus (–) 0.6 ± 1.4 0.1 ± 1.5b 0.0 ± 1.6b 0.2 ± 1.4b,d 0.3 ± 1.5b,c,d

Translation, mm
Anterior (þ)–posterior (–) 2.9 ± 4.4 4.7 ± 5.4b 4.2 ± 5.3b,c 3.1 ± 5.5c,d 3.4 ± 4.5b,c,d

Medial (þ)–lateral (–) –1.2 ± 1.6 0.9 ± 1.4b 0.0 ± 1.4b,c 0.2 ± 1.8b,c 1.3 ± 1.7b,c,d,e

Distal (þ)–proximal (–) 2.5 ± 3.1 3.7 ± 3.2b 4.3 ± 2.9b,c 3.6 ± 3.3b,d 4.1 ± 3.3b,c,e

aData are reported as mean ± SD. ACLD, anterior cruciate ligament deficient; ACLI, anterior cruciate ligament intact; DOF, degrees of
freedom.

bStatistically significant difference (P < .05) compared with intact group.
cStatistically significant difference (P < .05) compared with group 1.
dStatistically significant difference (P < .05) compared with group 2.
eStatistically significant difference (P < .05) compared with group 3.
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AP translation was greater in ACLD knees than in intact
knees (P ¼ .007 and P ¼ .041, respectively) (Figure 5B).

The tibia exhibited 1.2 to 2.5 mm more medial shift rel-
ative to the femur in all groups compared with that of ACLI
knees (all P < .001), and excessive medial translation in
group 4 was greater than that in the other ACLD groups
and intact knees (all P < .001) (Table 2). More medial tibial
translations (2.4-3.7 mm) were observed during the stance
phase in groups 1, 3, and 4 (P � .047 for all). Regarding PD
direction, tibias in all groups of ACLD knees translated less
than 2 mm more distally relative to the femur compared
with the intact knees (all P < .001) (Table 2).

DISCUSSION

Our findings supported our hypothesis that all 6 DOF in
ACLD knee kinematics would vary with time after injury.
ACLD knees showed a significant decrease in FE ROM and
knee function scale during gait within 3 months after
injury and displayed high degrees of flexion with time. The
increases in anterior translation and internal rotation of
ACLD knees were significant within 3 to 6 months after
injury but gradually returned to normal. Significantly
increased medial translation of the tibia was observed 6
months after ACL injury.

TABLE 3
6 DOF Tibiofemoral Kinematics According to Key Events of the Gait Cycle for ACLI and ACLD Kneesa

ACLI Knees

ACLD Knees

Group 1 Group 2 Group 3 Group 4

Rotation, deg
Flexion (þ)–extension (–)

Loading response 5.4 ± 4.6 10.2 ± 5.6b 9.4 ± 4.8b 8.4 ± 4.2 9.3 ± 4.5b

Midstance 5.5 ± 5.1 6.3 ± 3.7 8.7 ± 2.7b 9.2 ± 2.8b,c 11.4 ± 3.6b,c,d

Terminal stance 26.3 ± 9.8 24.8 ± 6.4 26.7 ± 6.1 28.1 ± 6.5 29.2 ± 8.0b

Initial swing 53.9 ± 8.8 51.0 ± 9.5 53.2 ± 7.1 56.3 ± 8.5 55.2 ± 8.8
Midswing 40.9 ± 6.4 37.6 ± 7.5 41.3 ± 7.3 43.4 ± 7.9c 42.9 ± 7.1c

External (þ)–internal (–)
Loading response 1.1 ± 4.9 –0.2 ± 4.2 –0.7 ± 5.4 1.7 ± 3.2 1.8 ± 2.8
Midstance 1.5 ± 3.5 –1.4 ± 3.7b –1.2 ± 3.8 –0.3 ± 4.1 –0.6 ± 5.3
Terminal stance 0.0 ± 3.0 –2.2 ± 3.0 –3.0 ± 4.2b –2.2 ± 4.0 –1.9 ± 5.5
Initial swing –7.7 ± 4.8 –12.0 ± 6.0b –9.2 ± 6.2 –9.0 ± 4.6 –8.4 ± 5.1c

Midswing –1.0 ± 4.0 –2.2 ± 4.8 –2.2 ± 7.2 –3.0 ± 4.2 –1.6 ± 3.8
Valgus (þ)–varus (–)

Loading response 0.3 ± 1.8 –0.3 ± 2.2 –1.0 ± 2.3 –0.2 ± 2.0 –0.1 ± 1.8
Midstance –0.2 ± 1.6 –0.6 ± 2.2 –0.4 ± 1.7 –0.9 ± 1.8 –0.6 ± 1.7
Terminal stance –0.5 ± 2.0 0.0 ± 2.1 –0.1 ± 1.9 –0.6 ± 2.0 –0.1 ± 1.8
Initial swing 4.7 ± 2.6 4.3 ± 2.7 4.7 ± 1.5 3.8 ± 1.9 4.4 ± 2.2
Midswing –0.1 ± 3.1 –0.5 ± 3.8 –0.8 ± 2.3 0.5 ± 2.9 0.2 ± 2.1

Translation, mm
Anterior (þ)–posterior (–)

Loading response –0.7 ± 4.5 0.4 ± 5.6 1.0 ± 3.5 –1.0 ± 5.3 0.1 ± 5.9
Midstance 0.7 ± 3.4 3.3 ± 8.2 1.1 ± 4.2 2.4 ± 3.6 0.8 ± 5.6
Terminal stance 7.0 ± 4.5 9.5 ± 6.4 8.6 ± 4.2 8.3 ± 5.1 7.1 ± 6.2
Initial swing 11.0 ± 6.1 15.3 ± 5.3b 13.4 ± 4.5 13.2 ± 3.5 11.7 ± 5.6c

Midswing 8.3 ± 5.7 10.8 ± 5.5 10.7 ± 3.9 10.1 ± 5.2 9.1 ± 5.9
Medial (þ)–lateral (–)

Loading response –1.7 ± 4.8 0.3 ± 2.9 –0.1 ± 7.9 –0.4 ± 3.1 0.5 ± 3.5
Midstance –2.7 ± 5.5 –0.3 ± 3.4b –1.5 ± 7.1 –1.1 ± 2.4 0.0 ± 3.1b

Terminal stance –2.4 ± 6.8 0.6 ± 3.5b –2.0 ± 7.1 1.1 ± 3.0b 1.3 ± 3.8b

Initial swing 2.4 ± 7.3 3.5 ± 3.6 3.3 ± 8.8 4.4 ± 2.5 4.6 ± 2.0
Midswing 1.0 ± 7.7 3.0 ± 3.4 0.8 ± 8.3 1.7 ± 2.6 3.2 ± 3.1

Distal (þ)–proximal (–)
Loading response 1.2 ± 3.2 1.9 ± 3.7 2.4 ± 2.9 1.1 ± 3.2 2.2 ± 8.3
Midstance 6.6 ± 5.1 8.7 ± 3.0 8.3 ± 3.4 7.5 ± 2.5 8.3 ± 10.0
Terminal stance 7.6 ± 6.5 8.8 ± 3.5 9.9 ± 3.4 9.6 ± 3.3 10.3 ± 10.5
Initial swing 2.9 ± 5.4 2.0 ± 6.0 4.4 ± 5.9 5.4 ± 3.9 4.5 ± 12.0
Midswing –0.8 ± 3.4 0.5 ± 4.9 2.5 ± 4.3 2.2 ± 4.7 0.2 ± 9.8

aData are reported as mean ± SD. ACLD, anterior cruciate ligament deficient; ACLI, anterior cruciate ligament intact; DOF, degrees of
freedom.

bStatistically significant difference (P < .05) compared with intact group.
cStatistically significant difference (P < .05) compared with group 1.
dStatistically significant difference (P < .05) compared with group 2.
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Gait is a common activity of daily living.7 Knee kinematics
during gait have been used as the baseline reference for the
diagnosis, treatment, and rehabilitation of knee injuries and
osteoarthritis.9,47 Many techniques can be applied to study
knee kinematics during gait. The biplane imaging technique
is highly accurate for measuring knee kinematics in vivo dur-
ing gait24,41; however, it provides only limited fields of view
and involves radiation exposure from computed tomography
or radiography.3 Optical motion analysis systems, the tech-
nique we used in this study, integrate data from the stereo-
infrared and high-speed camera to measure knee kinematics
and provide visual data simultaneously. The accuracy of this
system is comparable with that of other conventional motion
systems, with no need for x-ray beam exposure. This system
has been used in previous studies to measure kinematics in
knees with or without ACL injuries.47,49,50

The study results showed that the FE rotation of ACLD
knees during gait changed with time postinjury. In the early
stage after ACLD, we observed a significant reduction in the
FE ROM of the ACLD knees during gait. Knee motion
impairments in patients with acute ACLD knees have been
reported in a previous study because of the insufficient mus-
cle strength in the quadriceps and hamstring.18 The strategy
to reduce knee movement and muscle activities may prevent
patients with ACLD from being injured again.18 These lower
muscle activities may be because of nervous system adap-
tion, anxiety of patients, or pain from the “bone bruise” on
the distal lateral femur (which would see more pressure with
terminal knee extension) after ACLD.16,18,19 However, there
was no significant difference in FE ROM between the ACLD
knees and the ACLI knees 3 months after injury. Apart from
the possibility that the bone bruises are resorbed with
time,20,39 symmetry movement and physical function of
ACLD knees has been shown to be related to the restoration
of muscle strength after injury.10,25 Therefore, this phenom-
enon indicates that the patients might gradually recover
their muscle strength within 3 to 6 months after injury. In
addition, we observed that the ACLD knees had a greater
flexion angle than did the ACLI knees and the flexion angle
differences were greater with more time after injury. Higher
knee flexion angles during gait after ACL injury have also
been reported previously,15,22 and this may mainly be
because of the greater degree of hamstring activation or less
quadriceps forces (quadriceps avoidance) to avoid excessive
anterior tibial displacement, thus reducing the need for ACL
function.6,14,30,32 Since the current study indicated that this
high-flexion angle became greater with more time after
injury, this suggests that the high-flexion compensatory strat-
egies with activation of compensated hamstring contractions
might increase with time postinjury. In general, motion
impairment strategies might mainly occur within 3 months
after ACL injury, and high-flexion gait strategies occur and
increase with time from injury. These relations between time
postinjury and the compensatory strategies in ACLD knees
were the novel finding in the present study.

We found that the tibia translated more anteriorly by an
average of 1.8 mm and rotated more internally by an aver-
age of 2.2� in ACLD knees than in intact knees within
3 months after injury. There was significantly greater ante-
rior translation with an average of 4.3 mm in the swing

phase and more internal rotation with an average of 3� in
the stance phase of the tibia in ACLD knees than in intact
knees between 3 and 6 months. Previous studies reported
similar results for patients soon after ACL injury during
gait.17,46 However, with time, more normal tibiofemoral
kinematics in IE rotation and AP translation in ACLD
knees was gradually restored, and no significant abnormal-
ities were found in the stance or swing phase during gait 6
months after injury. The time dependency of the kinematic
changes in AP translation and IE rotation suggests a com-
pensatory phenomenon of ACLD knees such that abnor-
malities in AP translation and IE rotation would
gradually return to normal 3 to 6 months after the injury.
Conversely, it is plausible to consider that there are no
effective mechanics of ACLD knees to compensate for the
excessive anterior tibial translation and internal tibial
rotation within 3 months of ACL injury. Longitudinal stud-
ies are needed to validate this inference. Some studies have
reported that excessive internal tibial rotation and anterior
tibial translation in ACLD knees could result in injuries to
the meniscus and cartilage.33,34 There is a possibility that
knees may have a higher risk of reinjury or further injury to
the cartilage and menisci within 3 to 6 months of ACL defi-
ciency because of kinematic abnormalities in AP transla-
tion and IE rotation, so patients should avoid performing
intense sports related to knee torsion or hyperextension
within this period of time. In addition, when ACL recon-
struction is required to restore the abnormal kinematics of
ACLD knees, earlier reconstruction may be recommended
to lower the risk of reinjury, especially within 3 to 6 months
after injury.

We found that the restoration of the kinematic abnormal-
ities of ACLD knees in IE rotation and AP translation with
time was accompanied by an increase in the mean knee flex-
ion angle during gait. Studies have reported that greater
degrees of knee flexion or knee flexion moment in ACLD
knees were related to greater activity of hamstrings during
walking.14,26 Furthermore, hamstrings have been shown to
provide rotational stability for the knee and prevent the
knee from excessive anterior tibial translation.1,37,38 It is
plausible to speculate that the activities of hamstrings may
gradually increase with time postinjury to compensate for
the loss of ACL function. Building hamstring strength may
be important for nonoperative treatment for patients with
ACLD knees. Therefore, orthopaedic surgeons and physical
therapists should consider this when choosing hamstring
autografts for reconstruction, especially for elite athletes.
However, we did not measure muscle strength in the current
study. Future studies are needed to investigate the relation-
ship between changes in the activities of the muscles of the
lower limb (especially the hamstrings) and the time post–
ACL injury during all kinds of daily activities.

More medial translation of the tibia was observed in
ACLD knees than ACLI knees during gait, comparable
with findings that were previously reported.9 This indicates
that ACL has function to limit excessive medial translation
of the tibia relative to the femur. The excessive medial shift
of the tibia in ACLD knees might be associated with carti-
lage degeneration and osteoarthritis in patients with
chronic ACLD knees.9 ACL rupture has been considered
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to be associated with increased risk for early-onset osteoar-
thritis, and the progression of the knee OA is related to the
altered kinematics of the knee after injury.11,23,42 Since the
primary function of the ACL is considered to limit excessive
anterior translation and internal rotation of the tibia rela-
tive to the femur, previous studies have focused on the role
of the changes in AP translation and IE rotation in early-
onset osteoarthritis after ACL injury.11,42,47 Although our
data also demonstrate the abnormalities in AP translation
and IE rotation after ACL injury, these abnormities tend to
return to normal after 6 months postinjury. On the con-
trary, abnormality in ML translation increased with time
3 to 6 months after injury. Thus, abnormality in ML trans-
lation might be an important long-term factor for knee joint
degeneration in chronic ACLD knees, which has not been
reported previously. Therefore, even for ACLD knees in the
absence of instability symptoms, reconstruction surgery
may be recommended to reduce the risk of premature oste-
oarthritis. Future longitudinal studies are needed to verify
these two inferences mentioned above.

Limitations

There were several limitations in this study. This system
did not include a pressure sensor or force plate to objec-
tively measure the key events during gait. Nevertheless,
a synchronous high-speed video camera that captured 60
snapshot images per second was used to record and distin-
guish the key events of the heel strike and toe-off,48,49 both
of which require additional knowledge and are time-
consuming. The time after injury in patients with ACLD
knees was generally short during the current investigation
(average, 43.1 ± 31.6 months in group 4), and the relatively
small sample size may also be considered a limitation. More
prospective studies with larger numbers of patients with
long-term and chronic ACLD knees would be beneficial for
understanding the relationships among ACL injuries over
time, as well as the kinematics and compensatory mechan-
isms of ACLD knees. Additionally, for the safety of patients
with ACLD knees while they were tested on the treadmill,
the current study only included those who were able to
perform physical exercise in level 1 or 2 sports and had
no symptom of knee instability during daily activities.
Thus, the results do not represent the gait abnormalities
of those with instability or unable to perform physical exer-
cise in level 1 or 2 sports as a result of their ACL injury.
Another limitation was the use of marker tracking tech-
niques that could lead to soft tissue artifacts.47 The
technology we used was stereo-infrared technology with a
high-speed camera that measured knee kinematics with an
accuracy of 0.3 mm root mean square.49,50 The system has a
repeatability of less than 0.9 mm in translation and 1.3� in
rotation.1 This is comparable with the conventional motion
capture analysis systems1 and has been applied in previous
studies.49,50 Finally, no muscle activities were measured in
the present study; therefore, there could be no clear conclu-
sions drawn regarding compensatory muscle contractions
in ACLD knees. Further relevant investigations using elec-
tromyograms and force plate data are needed to validate
these results.

CONCLUSION

ACLD knees displayed a motion impairment walking strat-
egy with lower knee function within 3 months and a high-
flexion walking strategy with time postinjury. Excessive
anterior translation and internal rotation of the tibia
tended to return to normal after 6 months postinjury, while
the excessive medial translation of the tibia increased with
time. Walking strategies and kinematic abnormalities have
been shown to relate to muscle adaption, increased risk of
cartilage injury, meniscal tear, and premature osteoarthri-
tis in ACLD knees. Therefore, this kinematic study may
provide new insight into the compensatory mechanism,
timing of ACL reconstruction, and osteoarthritis mecha-
nism in ACLD knees.
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37. Tagesson S, Öberg B, Kvist J. Static and dynamic tibial translation

before, 5 weeks after, and 5 years after anterior cruciate ligament

reconstruction. Knee Surg Sports Traumatol Arthrosc. 2015;23(12):

3691-3697.

38. Tibone JE, Antich TJ, Fanton GS, Moynes DR, Perry J. Functional

analysis of anterior cruciate ligament instability. Am J Sports Med.

1986;14(4):276-284.

39. Tung GA, Davis LM, Wiggins ME, Fadale PD. Tears of the anterior

cruciate ligament: primary and secondary signs at MR imaging. Radi-

ology. 1993;188(3):661-667.

40. Vahey TN, Meyer SF, Shelbourne KD, Klootwyk TE. MR imaging of

anterior cruciate ligament injuries. Magn Reson Imaging Clin N Am.

1994;2(3):365-380.

41. Van de Velde SK, Kernkamp WA, Hosseini A, LaPrade RF, van Arkel

ER, Li G. In vivo length changes of the anterolateral ligament and

related extra-articular reconstructions. Am J Sports Med. 2016;

44(10):2557-2562.

42. von Porat A, Roos EM, Roos H. High prevalence of osteoarthritis 14

years after an anterior cruciate ligament tear in male soccer players: a

study of radiographic and patient relevant outcomes. Ann Rheum Dis.

2004;63(3):269-273.

43. Wellsandt E, Khandha A, Capin J, Buchanan TS, Snyder-Mackler L.

Operative and nonoperative management of anterior cruciate liga-

ment injury: differences in gait biomechanics at 5 years. J Orthop Res.

2020;38(12):2675-2684.

44. White SC, Lage KJ. Changes in joint moments due to independent

changes in cadence and stride length during gait. Hum Mov Sci. 1993;

12(4):461-474.

45. Yang C, Tashiro Y, Lynch A, Fu F, Anderst W. Kinematics and arthro-

kinematics in the chronic ACL-deficient knee are altered even in the

absence of instability symptoms. Knee Surg Sports Traumatol

Arthrosc. 2018;26(5):1406-1413.

46. Yim JH, Seon JK, Kim YK, et al. Anterior translation and rotational

stability of anterior cruciate ligament-deficient knees during walking:

speed and turning direction. J Orthop Sci. 2015;20(1):155-162.

47. Zabala ME, Favre J, Andriacchi TP. Relationship between knee

mechanics and time since injury in ACL-deficient knees without signs

of osteoarthritis. Am J Sports Med. 2015;43(5):1189-1196.

48. Zeng YM, Yan MN, Li HW, Zhang J, Wang Y. Does mobile-bearing

have better flexion and axial rotation than fixed-bearing in total knee

arthroplasty? A randomised controlled study based on gait. J Orthop

Translat. 2019;20:86-93.

49. Zhang Y, Huang W, Yao Z, et al. Anterior cruciate ligament injuries

alter the kinematics of knees with or without meniscal deficiency. Am

J Sports Med. 2016;44(12):3132-3139.

50. Zhang Y, Yao Z, Wang S, et al. Motion analysis of Chinese normal

knees during gait based on a novel portable system. Gait Posture.

2015;41(3):763-768.

10 Li et al The Orthopaedic Journal of Sports Medicine


	Effect of Time After Injury on Tibiofemoral Joint Kinematics in Anterior Cruciate Ligament-Deficient Knees During Gait
	METHODS
	Participants and Groups
	Imaging Procedure and Gait Analysis
	Statistical Analysis

	RESULTS
	Rotation
	Translation

	DISCUSSION
	Limitations

	Conclusion
	Acknowledgment
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


