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Abstract

:

Featured Application


The utilization of the limb support moment allows for a concise assessment of the support needed within the lower extremity (hip, knee, ankle) to avoid collapse during impact decelerations. Insufficient support contributions may be identified at a particular joint corresponding to a particular phase of motion. Identification of these support deficiencies within individuals and or groups may yield preventative and or rehabilitative strategies in relation to specific injury mechanisms.




Abstract


Loading characteristics and lower extremity injury mechanisms, such as the non-contact mechanism of cruciate ligament injury, differ between sexes. The Limb Support Moment (LSM) quantifies hip, knee, and ankle moment contribution to the net moment required to prevent limb collapse during deceleration tasks. In total, 10 males and 10 females performed single limb deceleration landings within three knee flexion ranges: 0–25°, 25–50°, and 50–75°. Lower extremity joint moments and LSMs were calculated for all planes at initial contact (IC) through 50 ms. A two-way multivariate ANOVA compared LSMs and joint moments between sexes for all planes. Female LSMs were significantly greater at IC in the sagittal and transverse planes due to the generation of hip and ankle extensor moments and larger hip, knee, and ankle internal rotation moments. Males demonstrated significantly greater LSMs in the frontal plane due to the generation of hip abductor moments. Results suggest that females have a more rigid lower limb than males at landing, with less shock absorption capacity and greater potential for frontal plane collapse due to an unsupportive hip adductor moment. Quantifying the contribution of joint moments to limb support via LSMs suggests that there are landing characteristic sex differences, which may provide insight into injury disparity while guiding injury prevention/rehabilitation methodology.
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1. Introduction


Lower extremity loading characteristics differ between males and females [1,2,3]. Loading differences have been linked to sex disparity in injuries such as the non-contact mechanism of anterior cruciate ligament (ACL) rupture [3,4]. Females have a 2–6 times greater rate of ACL injury versus males [4]. Multiple theories, regarding these sex disparities, have been proposed related to intrinsic factors, including hormonal effects and anatomical differences, along with extrinsic factors related to neuromuscular control [3,4,5,6,7,8,9,10,11] Little, if anything, can be done to alter intrinsic factors related to injury; therefore, emphasis has been placed on assessment and modification of extrinsic factors, specifically loading characteristics, including lower extremity kinematics, joint moments, and neuromuscular variables, including antagonist–agonist muscle relationships, timing of muscle activation, and proprioception [10,12,13,14]. Sex differences in loading characteristics are considered the product of biomechanical and neuromuscular control differences and their effects on multiple planes and on multiple joints [5,8,15,16,17,18,19,20,21,22,23].



Standardized in-vivo analysis tasks, such as landing from a jump [2,10,24,25,26,27], cutting maneuvers [4,28], or higher shear force tasks [29], have been used to investigate sex differences within lower extremity biomechanical factors linked to injuries such as ACL rupture. These tasks inherently assess a single plane and/or joint. Sagittal plane analyses of this nature have shown that females utilize their hip extensors less than males [4,15], utilize less knee flexion during landings [1,29,30,31,32,33], and demonstrate no significant difference versus males in ankle loading [26,34]. Frontal plane analyses reveal that females generate greater hip adductor moments [24,35], generate greater knee abductor moments, which may stem from the larger hip adductor moments [24,28], and demonstrate greater frontal plane ankle eversion, which may elicit valgus knee stress and proximal tibial anterior translation [4,28]. Transverse plane assessments are more limited, revealing that females generate greater hip internal rotation displacement during drop landings [27] and that knee and ankle rotation moments may play a role in injury for both sexes [36]. These findings suggest that there are sex differences in hip and ankle joint mechanics, which are related to the knee; however, these single plane–single joint results do not provide a means of determining the interactive relationship that each joint has on the entire limb. The Limb Support Moment (LSM) provides a means of quantifying this interactive relationship while identifying loading characteristic sex differences, which may potentially help to identify sources of sex disparity in injuries.



The use of the Limb Support Moment (LSM) to represent the lower extremity as a three-component structure yields a model for making sex comparisons within a task not limited to a single plane or joint [37]. The LSM quantifies the contribution of hip, knee, and ankle moments as supportive or unsupportive to the net support moment, preventing limb collapse during rapid deceleration [37,38]. The net LSM indicates whether the assessed limb is in a state of support or collapse, as defined by the polarity of the sum of the joint moments within a single plane, as defined in a right-hand orthogonal system [37]. The role played by each joint may vary depending on the positioning of the joint, which may also vary between sexes [37]. The LSM has been shown to be useful in assessing tri-planar lower extremity joint moment contributions to overall knee stability during a lunge deceleration with varying knee flexion angles [37]. The contribution of individual joint moments to preventing limb collapse was shown to vary with the degree of knee flexion and the time frame of initial contact through 50 ms [37]. Hip joint moments were noted as playing a particularly important role in balancing potentially damaging knee moments across all planes and conditions [37].



The current literature regarding sex differences in loading characteristics focuses on single plane and or joint assessments without consideration of the interactive effect of all joints in the lower limb. The LSM analysis provides a single quantitative value of support based on the interaction of the hip, knee, and ankle moments. The LSM has not been extended to sex comparisons within a dynamic lunge movement model. To our knowledge, this investigation is the first to utilize the LSM analysis to identify sex differences for a lunge deceleration task. It was hypothesized that females would demonstrate smaller frontal plane net LSMs with a larger hip adductor moment vs. males but there would be no difference between males and female sagittal plane LSMs despite females generating larger sagittal plane knee extensor moments and that there would be no sex differences in transverse plane LSMs. Identification of sex differences in movement control strategies via the LSM may provide insight to injury disparity and potentially guide and or justify existing injury prevention and rehabilitation methodology.




2. Materials and Methods


2.1. Participants


Twenty healthy, college-age subjects participated in the study: 10 males (age: 22.6 ± 2.1 years, mass: 78.51 ± 11.1 kg, height: 1.78 ± 0.04 m) and 10 females (age: 23.1 ± 3.3 years, mass: 59.45 ± 9.28 kg, height 1.66 ± 0.06 m). The protocol was approved by a University Institutional Review Board. Written informed consent was obtained from each subject. Participants had no history of lower extremity surgery or current lower extremity injury based on a medical screening questionnaire. Subjects were healthy and physically active, with varying athletic backgrounds from their adolescence and high school years. None were collegiate athletes or professional athletes. Data collection, processing, and analysis was performed by a tenured professor of Biomechanics and a senior Biomechanics doctoral student who was also a physical therapist.




2.2. Protocol


Data was collected in an air-conditioned enclosed lab space, maintained at a temperature of approximately 68 degrees (F). Subjects performed a standardized landing task (lunge deceleration), simulating vertical impact forces in combination with rapid deceleration shear forces requiring joint moment responses to prevent limb collapse within varying knee flexion angles [37]. This maneuver with the varying knee flexion angles has proven useful in closely representing real-world landing scenarios [37]. Subjects approached a bench step from an established distance (~4 m), stepped onto the bench (height: 10.5 cm), then dropped forward and down for a single limb, landing near the center of a force plate (~30 cm forward). The cadence of the entire task was matched to an audible metronome set at 100 beats per minute. Subjects chose the limb to be analyzed and practiced the task of landing into each knee flexion range, 0–25°, 25–50°, and 50–75°, until they were subjectively comfortable with the maneuver. Subjects were allowed to choose the assessed limb as the maneuver required substantial motor control. Therefore, subjective comfort performing the maneuver was required. Subjects were required to attain and halt further motion within the respective range of knee flexion required for the respective trial. Subjects performed a minimum of five trials for each condition in a randomized manner. Trials were viewed in real time and repeated if subjects failed to land within the required ranges of knee flexion. Additionally, preliminary data was screened so only those trials attaining the correct knee flexion ranges were analyzed.




2.3. Motion Capture and Data Analysis


Twenty-five retro-reflective markers were positioned on the lower extremities [2], along with a markered rigid pelvic shell [37]. Pelvic and lower extremity segments were tracked at 120 Hz and reconstructed three-dimensionally using an eight-camera motion capture system (Vicon Nexus 1.8, Oxford metrics; Yarnton, UK), synchronized with ground reaction forces (GRF) obtained from an indwelling force plate (Kistler Instrument Corp. Amherst, NY, USA), sampled at 1080 Hz. Standing calibration determined joint centers of rotation, defined respective segmental coordinate axes, and established neutral alignment for reference of kinematic measures. Hip, knee, and ankle joint centers were established via Visual 3D (V3D) software version 5.10-2 (C-Motion, Inc. Germantown, MD, USA). A CODA pelvis model and regression equation format [39,40] were utilized for the hip joint center, while knee and ankle joint centers were based on distal joint segment position. Data post-processing was performed in V3D. Inverse dynamics were utilized to calculate internal joint moments relative to anatomical segment axes without filtering marker coordinates or GRFs. Moment filtering was performed with a critically damped, dual pass, low pass filter, utilizing different cut-off frequencies calculated for each subject [41]. This filtering method avoids moment artifacts, which occur when coordinates and forces are filtered with different cut-offs [42,43,44]. Frontal and transverse plane LSM algorithms were defined by Podraza et al., while the sagittal plane LSM formula was first presented by Winter [37,38]. Support moments were calculated by summing ankle (MA), knee (MK), and hip (MH) joint moments in each plane (Figure 1), assuming that each moment was a single joint actuator. The moment polarity at the proximal aspect of the distal joint segment was the basis of the LSM formulas, with counterclockwise moments being positive as defined in a right-hand, orthogonal axes system. Sagittal and frontal plane LSMs were based on the same algorithm, LSM = MK + (−MA) + (−MH). A positive sagittal plane LSM (MKE, MAPF, MHE, where E is the extensor and PF is the plantarflexor) represents a net extensor pattern preventing flexion collapse; a positive frontal plane LSM (MKAD, MAAB, MHAB, where AD is the adductor and AB is the abductor) represents a net abductor pattern preventing medial collapse. Net transverse internal tibial rotation relative to the femur is thought to elicit ACL strain, while external tibial rotation reduces strain in the ACL [45]. Therefore, a positive transverse plane LSM, derived from the formula LSM = MH + MA + (−MK), would represent a support pattern that prevents tibial internal rotation relative to the femur (MHIR, MAIR, MKER, where IR is the internal rotator and ER is the external rotator). Joint moment curves, for each joint, plane, and trial, were expressed as a ratio normalized to subject LSM for presentation (Figure 2, Figure 3 and Figure 4). A positive joint moment ratio was indicative of contributing to the overall LSM, while a negative ratio detracted from the LSM, as defined by the equations. Five trials for each joint moment in each plane and their support moments were averaged for each subject after normalizing to subject mass. Dependent measures were then averaged across all subjects, creating a group average for sex comparisons across landing conditions at IC and 50 ms after IC. IC was defined as the first data sample (8.3 ms) when the vertical ground reaction force was positive and closest to 20 N. The moment values for the 50 ms after IC represent the average of data points over that epoch. This time frame was chosen because ACL injuries are thought to occur from initial contact through 50 ms [25,46].




2.4. Statistical Analysis


Support moments and individual joint moments in each plane, across landing conditions, were compared between males and females by separate repeated measures; two-way ANOVAs with post hoc pairwise comparisons via SPSS. Significance was determined a priori at p ≤ 0.05 for all comparisons. The collected data met all assumptions required for conducting an ANOVA analysis.





3. Results


3.1. Sagittal Plane


Female sagittal plane LSMs were significantly greater than male LSMs, with a net supportive extensor LSM at IC within the 0–25° and 25–50° conditions (Figure 2, Table 1). Males produced significantly greater sagittal plane net hip flexor and knee extensor moments at IC within the 0–25° and 25–50° conditions (Figure 2, Table 2. Supportive net ankle plantarflexion moments were generated by females in the 0–25° and 25–50° conditions, while males generated dorsiflexion flexor moments at IC (Figure 2; Table 2). During the 50 ms epoch following IC, both sexes demonstrated supportive extensor LSMs (Figure 2, Table 3), with males generating greater hip extensor moments (Table 4). Female ankle plantarflexion moments at 50 ms were significantly greater than male moments in the 25–50° condition (Table 4).




3.2. Frontal Plane


Male frontal plane LSMs were significantly greater than female LSMs at IC within the 0–25° and 25–50° conditions (Figure 3; Table 1). Females generated significantly greater hip adductor moments at IC in the 0–25° and 25–50° conditions (Figure 3, Table 2). No significant knee or ankle moment differences were noted at IC; however, both sexes utilized supportive knee adductor moments at IC, 0–25° (Figure 3, Table 2). Female LSMs were significantly more supportive at 50 ms in the 0–25° condition (Figure 3; Table 3). Males produced significantly greater hip abductor moments in the 50 ms after IC in the 0–25° condition (Table 4). Beyond IC, both sexes utilized knee abductor and ankle adductor moments with no significant differences noted (Table 4).




3.3. Transverse Plane


Supportive transverse plane LSMs were generated by both sexes, with females being significantly more supportive than males at IC in the 0–25° condition (Table 1). Both sexes produced internal rotation hip moments and knee moments at IC (Figure 4; Table 2). Internal rotation moments at the ankle were noted for both sexes at IC, 0–25° (Figure 4; Table 2). Beyond IC, all transverse LSM values were unsupportive (Figure 4; Table 3). Hip rotation moments shifted to external rotation, while internal rotation knee moments persisted for both sexes beyond IC (Table 4). Female ankle moments were near zero, up to 50 ms, and significantly less than males at 25–50° (Figure 4; Table 4). Contributions to overall support in the transverse plane by the ankle moments were inconsequential for males and females, relative to those generated at the hip (Figure 4).





4. Discussion


The present study compares three dimensional LSMs and the relative contribution of hip, knee, and ankle joint moments to the prevention of limb collapse between males and females. The LSM model allows for a unique sex comparison with the lower extremity represented as a dynamic three component structure. Significant sex differences were noted as females performed the landing task differently than males. Sex differences were most evident at IC in all planes in the most extended 0–25° condition; no significant differences were noted in the most flexed landing of 50–75°. The differences may therefore be relevant to injuries that occur near full knee extension, such as the non-contact mechanism of ACL injury [1,4,28,34]. Female LSMs preventing frontal plane collapse were significantly less supportive than male LSMs at IC. These findings are consistent with the link between higher incidence of female ACL injury and frontal plane hip and knee moments [3,28]. In the sagittal plane, females landed with net extensor LSMs at IC, while males utilized flexor LSMs (which subsequently shifted to extensor by 50 ms to generate support), suggesting that females have a more rigid lower limb than males at the point of IC. Transverse plane LSMs supported against internal rotation of the tibia relative to the femur (as defined in the present study), for both sexes at IC. LSM differences suggest that overall female joint moment synergies are different from males at IC for the same deceleration task.



The 0–25° condition of this study correlates to the near full knee extension positioning defined within the non-contact valgus collapse ACL injury mechanism [2,3,10]. The valgus collapse mechanism is thought to occur, due in part to frontal plane hip adductor moments, instigating increased knee valgus angles and/or knee abductor moments [2,3,10,28]. Hip abductor moments are thought to mitigate the non-contact mechanism as they yield femoral abduction, which serves to limit medial knee joint opening [3,24,28]. Proving our hypothesis, males exhibited greater LSM resistance to frontal plane medial collapse at IC through the generation of supportive hip abductor, knee adductor, and ankle abductor moments, while females produced only supportive knee and ankle moments (Figure 3, Table 1 and Table 2). Females produced unsupportive hip adductor moments (Table 2). These findings indicate that females landed with less frontal plane limb support due to the hip contributing unsupportive hip adductor moments at IC. This sex difference may predispose females to increased valgus knee loading compared to males, regardless of support contributed at the knee and ankle. Furthermore, this pattern is in keeping with previously defined patterns of increased female hip adductor utilization at landing [3,28]. It should be noted that the diminished support against frontal plane collapse in females was limited to IC, by 50 ms female frontal plane LSMs were significantly greater than males (Table 2). Therefore, the timing of utilized hip moments would seem to be a critical factor in the potential injury process.



Sagittal plane injury theories are founded on the quadriceps overload premise, implying that damage to structures, such as the ACL, occurs due to excessive knee extensor moments [45,47,48]. In the present study, knee extensor moments increased as knee flexion increased at landing (Table 2 and Table 4). If viewed from the perspective of quadriceps overload, this finding implies a greater risk of injury with deeper knee flexion, which is contrary to non-contact ACL injury mechanisms, which are noted to occur with the knee near full extension [2,3,10]. The sagittal plane results identify sex differences that do not support the quadriceps overload theory but rather an injury mechanism of multiple joint and plane involvement.



The impact of sagittal plane hip and ankle moments on sagittal plane models of injury has received minimal consideration. Contrary to our hypothesis, females generated a sagittal plane net extensor LSM, while males produced a net flexor LSM (Table 1), suggesting that females landed differently than males. Both sexes produced hip flexor moments at IC (Table 2); however, male hip flexor moments were significantly larger than females, resulting in a net flexor LSM pattern at IC (Figure 2, Table 2) that would be considered unsupportive. The ankle provides support against sagittal plane collapse through an extensor (plantarflexor) moment. Females produced an ankle plantarflexor moment, while males produced a flexor (dorsiflexor) moment at IC (Table 2). Lastly, male sagittal plane knee moments were significantly greater at IC (Table 2). This finding was contrary to our hypothesis; however, in combination with the hip and ankle moments, a noticeable sex difference became apparent. Males seemingly produced less support against sagittal plane flexion collapse at IC (smaller LSMs vs. females) due to hip flexor and ankle dorsiflexor moments, despite a larger knee extensor moment. Males may possibly utilize the hip and ankle flexor moments to land with less rigidity at IC. Male LSMs subsequently became supportive (extensor) by 50 ms, so the hip-ankle flexor pattern was, in fact, short-lived and may be a sex-based landing characteristic, similar to what was noted in the frontal plane, with equally short-lived female hip adductor moments.



Support against transverse plane internal rotation of the tibia relative to the femur was present for both sexes at IC, with female values being significantly greater in the 0–25° condition, which disproved our hypothesis. (Figure 4, Table 1). Both sexes produced hip internal rotation moments in all conditions, which would prevent external rotation of the femur on a fixed tibia (Table 2). Neither sex generated an external rotation knee moment (Table 2); therefore, there was no support from the knee that could limit internal tibial rotation relative to the femur. Overall, the knee moments failed to provide support against the transverse plane motion that is linked to injury [45]. Both sexes generated small net internal rotation ankle moments at IC (Table 2). Despite being small in magnitude, these internal rotation moments in combination with the internal rotation hip moments aide in protection of the knee. Overall, the results suggest that support against transverse plane collapse was most prominent at IC, with internal rotation hip moments providing the greatest contribution to support.



The consensus regarding the investigation of mechanisms of injury, such as in non-contact ACL injury, is that all lower extremity joints and planes of motion must be considered in the analysis [49]. Movement model analyses have been limited to single planes or single joints [2,10,35,43,48,50,51,52]. The LSM model [37,38] provides a means of quantifying lower extremity support in each plane with contributions from the hip knee and ankle joints; however, the analysis is not without limitations. Measurement errors consist of those inherent to inverse dynamic calculation [7,53,54,55,56]. Furthermore, as with other investigations that utilize a deceleration movement model, the magnitude of the loads does not recreate those associated with actual ACL injuries [2,10,29,37,43,44,57]. A more rapid deceleration and/or fall from a greater height may result in greater moments, which could influence the kinematic and kinetic response [57,58,59]. However, the present data is within the range of what has been reported in publications utilizing similar movement models [44,57]. Given the relatively small sample size of 20 healthy subjects, care must be taken with broad generalization of the results. However, our findings provide encouragement to conduct broader assessments of healthy and clinical subjects to generate clinical correlations.




5. Conclusions


To our knowledge, there have been no multi-plane, multi-joint investigations with sex comparison using a movement model that quantifies the lower extremity in the context of limb support moments. The results suggest there are sex differences in deceleration landing tasks that may provide insight to injury mechanism sex disparity. The most significant sex differences existed at IC in the 0–25° landing position. Females appear to have a greater potential for frontal plane collapse due to utilizing unsupportive net hip adductor moments at IC. The sagittal plane sex differences imply a male-specific multi-joint synergistic support relationship between the hip, knee, and ankle, occurring at IC. Males utilized flexor moments at the hip and ankle around a significantly larger knee extensor moment, which may allow males to land with less rigidity in the lower extremity. Lastly, both sexes demonstrated support against transverse plane collapse, with females being more supportive than males.



Overall, these results indicate the presence of sex differences, which may provide insight into causation of injury and in turn provide a basis for injury prevention and rehabilitation strategies. Such strategies should serve to counter the noted deviations. Specifically, ACL injury prevention methods and rehabilitation in females may emphasize techniques that counter hip adductor moments at initial contact and incorporate hip flexor and ankle dorsiflexor moments at landing [12,25,60]. Females who train to utilize hip flexor and ankle dorsiflexor moments may avoid initiation of ACL injury mechanisms, such as valgus collapse, which includes sagittal plane knee extension, frontal plane valgus loading, and frontal plane hip adduction [4].
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Figure 1. Left to right; sagittal (A), frontal (B), and transverse (C) plane representation of the hip, knee, and ankle joint moments during limb support. Counterclockwise moments (+) and clockwise moments (−). Sagittal plane ankle plantarflexor (MAPF), knee extensor (MKE), and hip extensor (MHE) moments contribute to an extensor support moment. Frontal plane ankle abductor (MAAB), knee adductor (MKAD), and hip abductor (MHAB) moments resist medial knee opening. Transverse plane ankle internal rotator (MAIR), knee external rotator (MKER), and hip internal rotator (MHIR) moments resist internal rotation of the tibia. 






Figure 1. Left to right; sagittal (A), frontal (B), and transverse (C) plane representation of the hip, knee, and ankle joint moments during limb support. Counterclockwise moments (+) and clockwise moments (−). Sagittal plane ankle plantarflexor (MAPF), knee extensor (MKE), and hip extensor (MHE) moments contribute to an extensor support moment. Frontal plane ankle abductor (MAAB), knee adductor (MKAD), and hip abductor (MHAB) moments resist medial knee opening. Transverse plane ankle internal rotator (MAIR), knee external rotator (MKER), and hip internal rotator (MHIR) moments resist internal rotation of the tibia.
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Figure 2. Sagittal plane limb support moment sex comparisons with contribution ratios for each landing condition. Male: solid line; female: dashed line. LSM at top: Sagittal LSM = MK − MH − MA. Moment ratios at each joint are expressed, relative to the LSM, as contributing (+) or not contributing (−) to limb support. Initial contact is 0 s. 
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Figure 3. Frontal plane limb support moment sex comparisons with contribution ratios for each landing condition. Male: solid line; female: dashed line. LSM at top: Frontal LSM = MK − MA − MH. Moment ratios at each joint are expressed, relative to the LSM, as contributing (+) or not contributing (−) to limb support. Initial contact is 0 s. 






Figure 3. Frontal plane limb support moment sex comparisons with contribution ratios for each landing condition. Male: solid line; female: dashed line. LSM at top: Frontal LSM = MK − MA − MH. Moment ratios at each joint are expressed, relative to the LSM, as contributing (+) or not contributing (−) to limb support. Initial contact is 0 s.
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Figure 4. Transverse plane limb support moment sex comparisons with contribution ratios for each landing condition, male solid line female dashed line. LSM at top: Transverse LSM = MH + MA − MK. Moment ratios at each joint are expressed relative to the LSM as contributing (+) or not contributing (−) to limb support. Initial contact is 0 s. 






Figure 4. Transverse plane limb support moment sex comparisons with contribution ratios for each landing condition, male solid line female dashed line. LSM at top: Transverse LSM = MH + MA − MK. Moment ratios at each joint are expressed relative to the LSM as contributing (+) or not contributing (−) to limb support. Initial contact is 0 s.
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Table 1. Limb support moments (sex comparison) initial contact.






Table 1. Limb support moments (sex comparison) initial contact.





	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse






	
0–25

	
Female

	
0.30 ± 0.32 (0.102–0.498) *

	
0.01 ± 0.23 (−0.133–0.153)

	
0.45 ± 0.32 (0.252–0.648) *




	
Male

	
−0.25 ± 0.54 (−0.584–0.084)

	
0.71 ± 0.44 (0.437–0.983) ^

	
0.10 ± 0.15 (0.007–0.193)




	
25–50

	
Female

	
0.28 ± 0.29 (0.073–0.488) *

	
−0.09 ± 0.22 (−0.247–0.067)

	
0.08 ± 0.12 (−0.006–0.166)




	
Male

	
−0.36 ± 0.58 (−0.775–0.055)

	
0.18 ± 0.19 (0.044–0.316) ^^

	
0.12 ± 0.17 (−0.002–0.242)




	
50–75

	
Female

	
0.22 ± 0.44 (−0.095–0.535)

	
−0.06 ± 0.22 (−0.217–0.097)

	
0.01 ± 0.13 (−0.083–0.103)




	
Male

	
−0.05 ± 0.64 (−0.508–0.408)

	
0.08 ± 0.23 (−0.085–0.245)

	
0.12 ± 0.20 (−0.023–0.263)








All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Female > Male (p = 0.01) * Male > Female (p = 0.00) ^, (p = 0.01) ^^.
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Table 2. Joint moments (sex comparison) initial contact.






Table 2. Joint moments (sex comparison) initial contact.





	
Hip




	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse




	
0–25

	
Female

	
0.02 ± 0.21 (−0.130–0.170)

	
0.08 ± 0.27 (−0.113–0.273) *

	
0.05 ± 0.10 (−0.022–0.122)




	
Male

	
0.54 ± 0.50 (0.182–0.898) ^

	
−0.18 ± 0.24 (−0.3517–−0.0083)

	
0.11 ± 0.15 (0.003–0.217)




	
25–50

	
Female

	
0.03 ± 0.28 (−0.170–0.230)

	
0.11 ± 0.24 (−0.062–0.282) **

	
0.09 ± 0.11 (0.011–0.169)




	
Male

	
0.71 ± 0.40 (0.424–0.996) ^^

	
−0.17 ± 0.25 (−0.349–0.009)

	
0.11 ± 0.15 (0.003–0.217)




	
50–75

	
Female

	
0.21 ± 0.33 (−0.026–0.446)

	
0.03 ± 0.21 (−0.120–0.180)

	
0.11 ± 0.12 (0.024–0.196)




	
Male

	
0.40 ± 0.51 (0.035–0.765)

	
−0.06 ± 0.28 (−0.260–0.140)

	
0.12 ± 0.16 (0.006–0.235)




	
Knee




	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse




	
0–25

	
Female

	
0.17 ± 0.16 (0.056–0.285)

	
0.06 ± 0.08 (0.003–0.117)

	
0.02 ± 0.02 (0.006–0.034)




	
Male

	
0.34 ± 0.17 (0.218–0.462) *

	
0.02 ± 0.08 (−0.037–0.077)

	
0.02 ± 0.03 (−0.002–0.042)




	
25–50

	
Female

	
0.17 ± 0.19 (0.034–0.306)

	
0.01 ± 0.07 (−0.040–0.060)

	
0.02 ± 0.02 (0.006–0.034)




	
Male

	
0.43 ± 0.16 (0.316–0.545) **

	
−0.01 ± 0.13 (−0.103–0.083)

	
0.02 ± 0.03 (−0.002–0.042)




	
50–75

	
Female

	
0.34 ± 0.22 (0.183–0.497)

	
−0.01 ± 0.08 (−0.067–0.047)

	
0.04 ± 0.03 (0.019–0.062)




	
Male

	
0.43 ± 0.20 (0.287–0.573)

	
0.00 ± 0.14 (−0.1–0.1)

	
0.03 ± 0.06 (−0.013–0.073)




	
Ankle




	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse




	
0–25

	
Female

	
−0.16 ± 0.27 (−0.353–0.033)

	
−0.03 ± 0.08 (−0.087–0.027)

	
0.01 ± 0.02 (−0.004–0.024)




	
Male

	
0.04 ± 0.19 (−0.096–0.176)

	
−0.03 ± 0.11 (−0.109–0.049)

	
0.02 ± 0.02 (0.006–0.034)




	
25–50

	
Female

	
−0.14 ± 0.15 (−0.247–−0.033)

	
−0.01 ± 0.07 (−0.060–0.040)

	
0.01 ± 0.02 (−0.004–0.024)




	
Male

	
0.08 ± 0.14 (−0.020–0.180) *

	
−0.01 ± 0.09 (−0.074–0.054)

	
0.03 ± 0.02 (0.016–0.044) **




	
50–75

	
Female

	
−0.09 ± 0.24 (−0.262–0.082)

	
0.02 ± 0.11 (−0.059–0.099)

	
0.02 ± 0.02 (0.006–0.034)




	
Male

	
0.09 ± 0.25 (−0.089–0.269)

	
−0.01 ± 0.07 (−0.060–0.040)

	
0.02 ± 0.03 (−0.002–0.041)








Hip: All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Female > Male (p = 0.03) *, (p = 0.02) **. Male > Female (p = 0.01) ^, (p = 0.00) ^^. Knee: All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Male > Female (p = 0.03) *, (p = 0.01) **. Ankle: All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Male > Female (p = 0.03) *, (p = 0.02) **.
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Table 3. Limb support moments (sex comparison) 50 ms.






Table 3. Limb support moments (sex comparison) 50 ms.





	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse






	
0–25

	
Female

	
1.93 ± 0.95 (1.25–2.61)

	
1.07 ± 0.51 (0.705–1.44) *

	
−0.27 ± 0.19 (−0.406–−0.134)




	
Male

	
2.07 ± 1.28 (1.15–2.99)

	
0.41 ± 0.49 (0.059–0.761)

	
−0.35 ± 0.39 (−0.629–−0.071)




	
25–50

	
Female

	
2.54 ± 0.64 (2.08–2.99)

	
0.74 ± 0.51 (0.375–1.10)

	
−0.43 ± 0.25 (−0.609–−0.251)




	
Male

	
2.95 ± 0.65 (2.49–3.42)

	
0.31 ± 0.50 (−0.048–0.668)

	
−0.55 ± 0.31 (−0.772–−0.328)




	
50–75

	
Female

	
2.69 ± 0.69 (2.19–3.18)

	
0.63 ± 0.54 (0.243–1.02)

	
−0.51 ± 0.24 (−0.682–−0.338)




	
Male

	
2.92 ± 0.62 (2.48–3.36)

	
0.27 ± 0.50 (−0.088–0.628)

	
−0.58 ± 0.31 (−0.802–−0.358)








All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Female > Male (p = 0.01) *.
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Table 4. Joint moments (sex comparison) 50 ms.






Table 4. Joint moments (sex comparison) 50 ms.





	
Hip




	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse




	
0–25

	
Female

	
0.27 ± 0.62 (−0.174–0.714)

	
−1.34 ± 0.38 (−1.61–−1.07)

	
−0.14 ± 0.15 (−0.247–−0.033)




	
Male

	
−0.31 ± 0.70 (−0.811–0.191)

	
−0.91 ± 0.45 (−1.23–−0.588) ^

	
−0.22 ± 0.31 (−0.442–0.002)




	
25–50

	
Female

	
−0.14 ± 0.49 (−0.491–0.211) *

	
−1.19 ± 0.30 (−2.12–−1.70)

	
−0.27 ± 0.17 (−0.392–−0.148)




	
Male

	
−0.92 ±0.57 (−1.33–−0.512)

	
−0.92 ± 0.57 (−1.33–−0.512)

	
−0.35 ± 0.23 (−0.515–−0.186)




	
50–75

	
Female

	
−0.37 ± 0.52 (−0.742–0.002) **

	
−1.15 ± 0.25 (−1.33–−0.971)

	
−0.32 ±0.16 (−0.435–−0.206)




	
Male

	
−1.02 ± 0.68 (−1.51–−0.534)

	
−0.76 ± 0.58 (−1.17–−0.3451)

	
−0.36 ± 0.27(−0.553–−0.167)




	
Knee




	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse




	
0–25

	
Female

	
1.43 ± 0.55 (1.04–1.82)

	
−0.17 ± 0.23 (−0.334–−0.006)

	
0.13 ± 0.11 (0.051–0.209)




	
Male

	
1.57 ± 0.55 (1.18–1.96)

	
−0.38 ± 0.27 (−0.573–−0.187)

	
0.13 ± 0.11 (0.051–0.209)




	
25–50

	
Female

	
1.68 ± 0.56 (1.28–2.08)

	
−0.33 ± 0.33 (−0.566–−0.094)

	
0.20 ± 0.10 (0.128–0.272)




	
Male

	
1.84 ± 0.42 (1.54–2.14)

	
−0.49 ± 0.34 (−0.733–−0.246)

	
0.24 ± 0.13 (0.147–0.333)




	
50–75

	
Female

	
1.80 ± 0.53 (1.42–2.18)

	
−0.40 ± 0.29 (−0.607–−0.193)

	
0.24 ± 0.10 (0.169–0.312)




	
Male

	
1.73 ± 0.52 (1.36–2.10)

	
−0.41 ± 0.34 (−0.653–−0.167)

	
0.25 ± 0.15 (0.143–0.357)




	
Ankle




	
Condition

	
Sex

	
Plane




	
Sagittal

	
Frontal

	
Transverse




	
0–25

	
Female

	
−0.77 ± 0.74 (−1.30–−0.241)

	
0.11 ± 0.25 (−0.069–0.289)

	
0.00 ± 0.04 (−0.03−0.03)




	
Male

	
−0.19 ± 0.51 (−0.555–0.175)

	
0.12 ± 0.23 (−0.045–0.285)

	
0.00 ± 0.07 (−0.05−0.05)




	
25–50

	
Female

	
−0.73 ± 0.44 (−1.04–−0.415)

	
0.12 ± 0.21 (−0.030–0.270)

	
0.03 ± 0.04 (0.001−0.059)




	
Male

	
−0.18 ± 0.35 (−0.430–0.070) *

	
0.12 ± 0.21 (−0.030–0.270)

	
0.03 ± 0.07 (−0.020−0.080)




	
50–75

	
Female

	
−0.52 ± 0.59 (−0.942–−0.098)

	
0.11 ± 0.26 (−0.076–0.296)

	
0.05 ± 0.04 (0.021–0.079)




	
Male

	
−0.17 ± 0.51 (−0.534–0.195)

	
0.08 ± 0.15 (−0.027–0.187)

	
0.02 ± 0.07 (−0.030–0.070)








Hip: All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Female > Male (p = 0.04) *, (p = 0.03) **. Male > Female (p = 0.03) ^. Knee: All values are means in Nm/kg ± SD (95% CI). No significant differences. Ankle: All values are means in Nm/kg ± SD (95% CI). Significant differences in bold: Male > Female (p = 0.01) *.
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