
Annals of Rehabilitation Medicine

Original Article

Ann Rehabil Med 2022;46(6):303-311
pISSN: 2234-0645 • eISSN: 2234-0653
https://doi.org/10.5535/arm.22110

Correlation of Femoral Muscle Volume Using 
Three-Dimensional Modeling and Locomotor 

Function After Unilateral Trans-femoral 
Amputation

Dong Hyuk Yun, MD1, Il-Young Jung, MD, PhD2, Chang Won Moon, MD, PhD1, Kang Hee Cho, MD, PhD1

1Department of Rehabilitation Medicine, Chungnam National University College of Medicine, Daejeon; 
2Department of Rehabilitation Medicine, Chungnam National University Sejong Hospital, Sejong, Korea

Objective  To evaluate the relationship between femoral muscle volume (FMV) and physiological outcomes after 
trans-femoral amputations (TFAs) affecting overall locomotor function in patients.
Methods  Seven individuals who underwent TFA and had been using a prosthesis participated in this cross-
sectional study. Gait and balance were assessed using clinical tests, such as 10-m walk test, 6-minute walk test, 
Berg Balance Scale, and automatic balance system. Respiratory gas analysis was performed to check oxygen 
consumption rate. Five participants were evaluated for bilateral FMV by MR imaging and FMV was reconstructed 
using three-dimentional remodeling.
Results  In five participants, significant differences were found between the non-involved and involved sides 
in femur length, total FMV, and functional muscle volume (all p<0.01) in all groups except for the hip adductor 
volume. The %mean difference between the non-involved and involved sides was 30% for femur length, 52.55% for 
hip flexor volume, 26.55% for hip adductor volume, 51.86% for hip extensor volume, and 60.21% for knee extensor 
volume. The hip flexor volume to hip extensor volume ratio in the involved limb and oxygen consumption rate 
during comfortable gait were negatively correlated (r=-0.96, p=0.04).
Conclusion  In individuals who underwent unilateral TFA, hip girdle muscle imbalance in the involved limbs may 
be associated with oxygen consumption rate while using a prosthesis.

Keywords  Amputation, Magnetic resonance imaging, Imaging, Three-dimensional, Muscle weakness, Gait, 
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INTRODUCTION

In the United States, vascular problems (54%) and trau-
ma (45%) account for most of the 1.6 million amputations 
performed. Among these, lower extremity amputations 
account for 65% [1]. Individuals who undergo lower-limb 
amputation are reported to experience more falls than 
healthy individuals because they have limited walking 
abilities and problems with balance [2]. They also show a 
decrease in physical activity associated with the time af-
ter amputation and age [3]. Approximately 31,000 trans-
femoral amputations (TFAs) are performed annually in 
the United States [4].

The decreased muscle volume within the involved limb 
influences the overall locomotor function of people with 
lower-limb amputation [5]. Studies have shown that in-
dividuals who undergo TFA have increased energy con-
sumption during walking compared with those who un-
dergo trans-tibial amputation [6-8]. In individuals who 
undergo TFA, the thigh muscles play an important role 
in the lower extremities’ function [9,10]. In addition, gait 
asymmetry was observed according to the peak torque of 
the hip flexor, hip extensor, and hip flexor to hip exten-
sor ratio in patients with TFA [11]. Physically active indi-
viduals who underwent TFA generate stronger maximal 
muscle torque than inactive amputees [12].

In an uninjured population, the main determinant of 
maximum muscle force is muscle size [13]. Addition-
ally, prior research has supported a positive correlation 
between muscle volume and the level of spontaneous 
activation of muscle groups [14]. Previous studies used 
magnetic resonance (MR) images to identify structural 
changes associated with aging and disuse in individuals 
who have undergone TFA [15-17]. According to the find-
ings, three-dimensional (3D) modeling using MR images 
is a feasible means of verifying hip adductor volume and 
can be used to properly assess the cause of structural ab-
normalities, such as hip flexion contracture [16,17]. We 
hypothesized that a post-amputation decrease in femoral 
muscles’ volume of the involved limb may affect clinical 
functions, such as gait and balance, in a person with TFA. 
Therefore, this study aimed to evaluate the femoral mus-
cle volume of the non-involved and involved limbs using 
3D modeling based on MR images and clinical function 
in individuals who underwent TFA, and using prostheses 
to determine the relationship between lower-limb func-

tion and muscle volume of the involved limb.

MATERIALS AND METHODS

From June 2014 to May 2018, participants who visited 
the study’s rehabilitation center were asked to participate 
in the study based on the following inclusion criteria: 
(1) aged 19 to 65 years; (2) underwent a unilateral TFA; 
(3) had no definite anatomical change due to trauma or 
surgery in the involved limb over the last 3 years post-
amputation; (4) used a prosthesis to walk and perform 
daily activities; and (5) scored a good or higher grade in 
the manual muscle strength test of the amputated lower 
extremity. Individuals with a neurologic injury that may 
have involved lower-limb function or muscle volume, 
diseases of the central nervous system, cognitive dys-
function, or poor adherence to the study protocol were 
excluded. This cross-sectional study was approved by the 
Institutional Review Board of Chungnam National Uni-
versity Hospital (IRB No. 2014-09-030). All participants 
read and signed a study informed consent form approved 
by the local Ethics Committee.

Clinical assessments
Validated tools and equipment were used to check par-

ticipants’ walking, balance, and oxygen consumption 
rate during walking. Participants used their prostheses 
during all assessments, which were carried out on the 
same day by the same researcher. To evaluate lower-limb 
function, a 10-m walk test (10mWT), 6-minute walk test 
(6MWT), and the Berg Balance Scale (BBS) assessment 
were performed. The 10mWT was performed on 10 m of 
level-ground [18]. The 10mWT used the average of three 
measurements. The 6MWT was performed while walking 
on a 30-m level-ground track for 6 minutes. The BBS with 
prosthesis was performed following a previously reported 
method with a total score of 56 points [19].

The respiratory gas analysis was performed using a 
Cosmed K4B2 (Cosmed, Rome, Italy) while walking for 6 
minutes at a comfortable speed on a treadmill and rest-
ing for 5 minutes. Comfortable walking was defined as 
walking intensity on the Borg scale between 9–12 points 
(very light to fairly light). The oxygen consumption rate 
(VO2; mL/kg/min), energy consumption per minute 
(kcal/min), mean gait velocity (m/min), and metabolic 
equivalent of task (MET) were recorded during the gait 
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analysis. A Romberg balance test was performed using a 
balance system (NEW Balance System SD; Biodex Medi-
cal Systems, Shirley, NY, USA) while the participants were 
wearing their prostheses; the participants stood with 
their feet close together and balance ability was assessed. 
If they could not perform the test maintaining the correct 
posture, it was modified as needed, such as increasing 
feet width. Based on the equipment’s manufacturer’s in-
structions, the overall stability index, anterior/posterior 
index, and medial/lateral index were used to assess sway. 
The overall stability index represents the variance in the 
center of pressure displacement in all directions, where 
a high score is indicative of a lot of movement during the 
test. The anterior/posterior index represents the variance 
in the center of pressure displacement for motion in the 
sagittal plane. The medial/lateral index represents the 
variance in the center of pressure displacement for mo-
tion in the frontal plane. Larger balance indices indicate 
more imbalance or sway.

Three-dimensional modeling with MR images
The study participants underwent femoral MR imaging 

(Magnetom Skyra 3T; Siemens, Erlangen, Germany) of 
both non-involved and involved limbs while in a supine 
position. Using MR images, one skilled researcher visu-
ally reconstructed the muscle by applying a specific color 
to the cross-section, and the volume of each muscle was 
estimated using the medical image processing software 
(Mimics; Materialise, Leuven, Belgium). Based on the 
anatomical function, the muscles were classified into 
four groups: hip flexor (sartorius, rectus femoris), hip 
adductor (adductor brevis, longus, magnus, and graci-
lis), hip extensor (gluteus maximus, semimembranosus, 
semitendinosus, biceps femoris’ short head, and biceps 
femoris’ long head), and knee extensor (vastus interme-
dius, medialis, and lateralis). However, the iliopsoas and 
gluteus maximus were excluded from volumetric analysis 
owing to insufficient volume measurements from the 
femoral MR images.

We evaluated the hip flexor/hip extensor because it 
may affect gait asymmetry. The ratio of hip flexors (sar-
torius, rectus femoris) to hip extensors (semimembrano-
sus, semitendinosus, biceps femoris) was measured for 
analysis.

Statistical analysis
The demographic data and functional assessments are 

presented as mean±standard deviation or median and 
interquartile range (IQR). The femoral length and femo-
ral muscle volume of the involved side were compared 
with the non-involved side using the nonparametric 
Mann-Whitney U test. Partial Spearman rank correlation 
analysis was used to analyze differences in muscle mass 
and hip flexor/hip extensor ratio with functional indica-
tors, respectively. The statistical analysis was conducted 
using SPSS version 21.0 (IBM, Armonk, NY, USA). A p-
value of <0.05 was considered statistically significant.

RESULTS

Of 40 potential participants, seven men who met the 
inclusion criteria were enrolled in the study. Of the 40 
participants, 33 were unable to participate owing to bilat-
eral lower limb amputation, inability to perform daily ac-
tivities using a prosthesis, associated neurologic diseases 
and nervous injuries, or refused to participate in the 
study (Supplementary Fig. S1). The mean age of the par-
ticipants was 50.29±11.79 years, the average height was 
1.73±0.05 m, and the mean time after amputation was 
7.21±4.91 years. Participants wore an ischial containment 
socket (n=6) or a quadrilateral socket (n=1) and a silicon 
liner with lanyard suspension (n=2) or a silicon liner with 
suction-type suspension (n=5). Additional demographic 
information is summarized in Table 1.

The results of the clinical assessments are shown in 
Table 2. The mean walking speed was 1.26±0.171 m/
s during the 10mWT, and the mean walking distance 
was 301.66±96.50 m for the 6MWT. The mean oxygen 
consumption rate during walking on the treadmill was 
15.56±3.28 mL/kg/min, and exercise intensity was mod-
erate (4.08±0.87 METs). In the balance test, the mean BBS 
score was 48.29±4.61 points. The medial/lateral index 
was higher than the anterior/posterior index, resulting in 
higher left and right instabilities in the dynamic balance 
system.

In five participants whose bilateral femoral area re-
mained intact according to the MR images, 3D modeling 
based on their femoral MR images was performed using 
an image processing program (Fig. 1). For two of the sev-
en participants, MRI of the uninvolved limb could not be 
obtained. Muscle volume analysis was performed, except 
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for the gluteus maximus muscle, which was excluded 
owing to the limitations of the femoral MR image data. 
Femur length was defined as the X-ray from the femoral 
head to the distal bony end of the involved limb. Statisti-
cal differences in femur length were found between the 
non-involved and involved sides (p<0.01), total muscle 
volume (p<0.01), and functional muscle group volume 
(p<0.01), except for the hip adductor group. In particular, 
the knee extensor muscle volume decreased the most 
(Table 3).

In addition, the correlations between the clinical as-
sessment results with femur length and volume were 
confirmed using partial Spearman correlation analysis. 
There was no correlation between muscle volume and 
tread length, walking speed in 10mWT, and 6MWT. In the 
balance test, there was no correlation between muscle 

Table 3. Femur length and percent muscle volume difference between non-involved and involved limbs

Non-involved limb (n=5) Involved limb (n=5) Difference (%)
Femur lengtha) (cm) 50.0 (49.4–51.5) 35.0 (34.4–36.2) 30.00

Total volumea) (cm3) 3,357.67 (2,856.27–3,660.61) 1,774.17 (1,659.02–1,887.02) 46.33

Hip flexors volumea) (cm3) 361.73 (314.02–362.88) 210.32 (158.60–214.11) 52.55

Hip adductors volume (cm3) 993.28 (938.99–1,061.72) 729.56 (571.57–892.91) 26.55

Hip extensors volumea) (cm3) 608.17 (512.36–705.41) 319.86 (298.23–411.75) 51.86

Knee extensors volumea,b) (cm3) 1,364.29 (1,130.97–1,393.34) 514.43 (510.82–517.11) 60.21

The femur length was measured from the femoral head to the distal bony end of the involved limb on X-ray.

Difference (%)=
Non-involved limb length or volume – Involved limb length or volume

×100.
Non-involved limb length or volume

a)p<0.05 by the Mann-Whitney U test. Data from two participants with non-involved femoral MRI were excluded.
b)Including vastii group, excluding rectus femoris.

Table 2. Clinical assessment with prosthesis (n=7)

Clinical exam Value
10mWT (m/s) 1.26±0.171

6MWT (m) 301.66±96.50

Oxygen consumption rate (mL/kg/min) 15.56±3.28

Calorie (kcal/min) 5.60±1.31

MET during comfortable walking 4.08±0.87

Berg balance scale 48.29±4.61

Balance test

OSI 1.45±0.94

API 0.80±0.40

MLI 0.98±1.08

Values are presented as mean±standard deviation.
10mWT, 10-m walk test; 6MWT, 6-minute walk test; MET, 
metabolic equivalent of task; OSI, overall stability index; 
API, anterior/posterior index; MLI, medial/lateral index.

Fig. 1. Three-dimensional mod-
eling based on bilateral femoral 
magnetic resonance images. Hip 
flexor indicates shades of green; 
hip adductor, shades of purple; 
hip extensor, shades of red; knee 
extensor, shades of gray.
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volume and tread length.
For the respiratory gas analysis, the hip flexor volume to 

hip extensor volume ratio in the involved limb and oxy-
gen consumption rate during comfortable gait showed a 
negative correlation (r=-0.96, p=0.04) (Table 4).

DISCUSSION

Using femoral MR imaging and 3D reconstruction tech-
niques, this study quantified the volume of femoral mus-
cle groups in individuals with unilateral TFA and showed 
that while using prostheses, the ratio in muscle volume at 
the amputated limb is correlated with oxygen consump-
tion rate of locomotor function.

For the 10mWT, the participants were requested to 
move quickly and the walking speed is reported to be 
slightly higher than during other evaluations [20]. For this 
study, the mean walking speed was <1 m/s when walk-
ing comfortably during the 6MWT. Participants seemed 
to walk well with their prostheses; however, the walking 
speed was similar to that of healthy 80-year-olds [21]. The 
energy consumption of a slow walk is generally 2 METs in 
a healthy individual [22]. In this study, the comfortable 
walking speed measured in the respiratory gas analysis 
was less than 1 m/s, but the MET value was 4.08±0.87. As 
reported by Waters and Mulroy [8], the energy consump-

tion while walking at a comfortable pace in individuals 
after TFA was greater than that in healthy individuals.

In the present study, the mean BBS was 48.29±4.61. The 
BBS scores of healthy elderly people aged 70–75 years 
are reported to be 49.7–55.3, suggesting that the balance 
function of participants with TFA is lower than that of 
elderly people [23]. There was no correlation between 
the balance test and the difference in femur length and 
muscle volume. However, participants' artificial knee 
joint and foot-ankle assembly were not considered in the 
results. Therefore, the effects of the involved limb muscle 
volume on balance function should be confirmed by a 
well-designed clinical study.

It is well known that a person with TFA walks slower 
and consumes more energy during gait than a non-
amputee counterpart [6,24]. The results of the present 
study show the association between muscle volume in 
the involved and uninvolved limbs in participants with a 
good walking performance rather than a comparison to 
participants without amputation.

In a previous study, the hip flexor to hip extensor ratio 
and isokinetic strength test affected the asymmetry of the 
anterior-posterior ground reaction force of the involved 
limb [11]. According to this study, the higher the volume 
of the hip flexor/volume of the hip extensor, the lower the 
oxygen consumption rate (Fig. 2). A study by Wentink et 

Table 4. Correlation between clinical function and percent difference in muscle volume

Femur  
length  

difference
(n=5)

Total  
volume  

difference
(n=5)

Hip adductor 
volume  

difference
(n=5)

Hip extensor 
volume  

difference
(n=5)

Hip flexor  
volume  

difference
(n=5)

Hip flexor/hip 
extensor  
volume
(n=5)

10mWT (m/s) -0.95 0.15 0.25 0.07 -0.91 0.47

6MWT (m) 0.92 -0.26 -0.34 -0.14 0.33 -0.65

Oxygen consumption rate 
(mL/kg/min)

-0.36 -0.20 0.40 -0.82 0.74 -0.96*

Oxygen cost (mL/kg/m) -0.77 -0.28 0.26 -0.73 -0.08 -0.68

Calories (kcal/min) 0.54 -0.23 0.10 -0.60 0.39 -0.63

MET during exercise -0.33 -0.25 0.35 -0.85 0.46 -0.67

BBS 0.84 -0.18 -0.10 -0.31 0.48 -0.87

Balance test

    OSI -0.36 -0.61 -0.82 0.02 0.49 -0.70

    API -0.27 -0.71 -0.90 -0.08 0.62 -0.60

    MLI -0.38 -0.60 -0.81 0.02 0.47 -0.70

10mWT, 10-m walk test; 6MWT, 6-minute walk test; MET, metabolic equivalent of task; BBS, Berg Balance Scale; OSI, 
overall stability index; API, anterior/posterior index; MLI, medial/lateral index.
*p<0.05.
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al. [25] showed no significant difference in muscle activ-
ity via surface EMG of the affected limb during the stance 
and swing phases in patients with lower leg amputation. 
However, in individuals with a transfemoral amputation, 
activity was found in the hamstring group in terminal 
stance compared to healthy individuals in gait analysis. 
The oxygen consumption rate may increase because of 
hamstring contraction. This may be the mechanism by 
which amputees increase socket fitting at the end of the 
stance phase, to prepare for the prosthesis lifting in the 
swing phase [26]. Based on previous reports, it can be 
considered that excessive activity of the hamstring may 
be required if the fitting of the stump and socket is not 
appropriate.

There are several study limitations to consider. For 
example, the sample size was small despite the broad in-
clusion criteria. To overcome the limitations, MR images 
and clinical tests were used to evaluate each participant 
comprehensively, and the data were analyzed using non-
parametric statistical methods. In addition, baseline 
muscle volume could not be assessed because of the 
cross-sectional study design. As a result, the muscle vol-
ume difference between sides might be overestimated 
owing to the excessive use of the non-amputated side af-
ter TFA. Finally, because we checked the muscle volume 
from the femoral MR images only, the gluteal muscles, 
which play an important role in prosthesis control, were 
excluded from the analysis. One participant underwent 
pelvis MR imaging; therefore, additional 3D modeling 
could be performed. In the amputated limb, the volume 

of the hip flexor and adductor muscle groups were 26.9% 
and 21.4% smaller than those of the non-involved limb, 
respectively. In the hip external rotator, extensor, and ad-
ductor groups, the overall muscle volume difference was 
less than 10% between limbs. Consequently, we speculate 
that the decrease in muscle volume is most dominant in 
the amputated knee flexor and extensor, and the hip mus-
cle volume, including the hip adductor group, seems to be 
maintained in individuals who walk with a prosthesis.

In individuals who undergo unilateral TFA, the ratio in 
the muscle volume between hip flexor and hip extensor 
is associated with oxygen consumption rate while using 
a prosthesis. Our results show that the larger the ratio of 
hip flexor volume/hip extensor volume, the lower the 
oxygen consumption rate. The muscle volume of the in-
volved limb was not associated with a low balance index; 
however, this study lacked consideration of knee joint or 
foot-ankle assembly in the prosthetic. In future studies 
with a larger sample size, it will be helpful to investigate 
the relationship between the muscle and the function of 
the TFA by applying dual-energy X-ray absorptiometry, 
computed tomography, or MR imaging to evaluate the 
amputated limb muscle. In addition, including the pelvic 
and femoral muscle groups will add to the knowledge 
about physiological outcomes.

CONFLICT OF INTEREST

No potential conflict of interest relevant to this article 
was reported.

ACKNOWLEDGMENTS

The authors thank to Park JH, Kim SB, and Kim HA for 
collecting and organizing research data.

This work was supported by the Industrial Core Tech-
nology Development Program (No. 10048732, Develop-
ment of smart artificial musculoskeletal replacement 
device technology for restoration and support of lower-
limb function), funded by the Ministry of Trade, Industry 
& Energy (the corresponding author was the beneficiary).

AUTHOR CONTRIBUTION

Conceptualization: Cho KH, Jung IY. Methodology: Yun 
DH, Jung IY, Moon CW. Formal analysis: Yun DH, Jung 

0

20

15

10
1.5

O
x
y
g
e
n

c
o
n
s
u
m

p
ti
o
n

ra
te

(m
L
/k

g
/m

in
)

Hip flexor volume (cm )/hip extensor volume (cm )
33

0.5 1.0

1

2
3 4

5

Fig. 2. Correlation of hip flexor/hip extensor volume ra-
tio and oxygen consumption rate. Numbers in graph are 
same as ID in Table 1.



Dong Hyuk Yun, et al.

310 www.e-arm.org

IY. Funding acquisition: Cho KH. Project administra-
tion: Cho KH. Visualization: Jung IY, Moon CW. Writing - 
original draft: Yun DH. Writing - review and editing: Yun 
DH, Jung IY, Cho KH. Approval of final manuscript: all 
authors.

SUPPLEMENTARY MATERIALS

Supplementary materials can be found via https://doi.
org/10.5535/arm.22110.

REFERENCES

1.	 Ziegler-Graham K, MacKenzie EJ, Ephraim PL, Travi-
son TG, Brookmeyer R. Estimating the prevalence of 
limb loss in the United States: 2005 to 2050. Arch Phys 
Med Rehabil 2008;89:422-9.

2.	 Miller WC, Speechley M, Deathe B. The prevalence 
and risk factors of falling and fear of falling among 
lower extremity amputees. Arch Phys Med Rehabil 
2001;82:1031-7.

3.	 Langford J, Dillon MP, Granger CL, Barr C. Physical 
activity participation amongst individuals with lower 
limb amputation. Disabil Rehabil 2019;41:1063-70.

4.	 Young AJ, Simon AM, Hargrove LJ. A training method 
for locomotion mode prediction using powered lower 
limb prostheses. IEEE Trans Neural Syst Rehabil Eng 
2014;22:671-7.

5.	 Isakov E, Burger H, Gregoric M, Marincek C. Stump 
length as related to atrophy and strength of the thigh 
muscles in trans-tibial amputees. Prosthet Orthot Int 
1996;20:96-100.

6.	 Genin JJ, Bastien GJ, Franck B, Detrembleur C, Wil-
lems PA. Effect of speed on the energy cost of walking 
in unilateral traumatic lower limb amputees. Eur J 
Appl Physiol 2008;103:655-63.

7.	 Goktepe AS, Cakir B, Yilmaz B, Yazicioglu K. Energy 
expenditure of walking with prostheses: compari-
son of three amputation levels. Prosthet Orthot Int 
2010;34:31-6.

8.	 Waters RL, Mulroy S. The energy expenditure of nor-
mal and pathologic gait. Gait Posture 1999;9:207-31.

9.	 Gottschalk FA, Stills M. The biomechanics of trans-
femoral amputation. Prosthet Orthot Int 1994;18:12-7.

10.	Thiele B, James U, Stalberg E. Neurophysiological 
studies on muscle function in the stump of above-

knee amputees. Scand J Rehabil Med 1973;5:67-70.
11.	Rutkowska-Kucharska A, Kowal M, Winiarski S. Re-

lationship between asymmetry of gait and muscle 
torque in patients after unilateral transfemoral ampu-
tation. Appl Bionics Biomech 2018;2018:5190816.

12.	Kowal M, Rutkowska-Kucharska A. Muscle torque of the 
hip joint flexors and extensors in physically active and 
inactive amputees. Biomed Hum Kinet 2014;6:63-8.

13.	Erskine RM, Jones DA, Maganaris CN, Degens H. In 
vivo specific tension of the human quadriceps femoris 
muscle. Eur J Appl Physiol 2009;106:827-38.

14.	Akagi R, Suzuki M, Kawaguchi E, Miyamoto N, Yama-
da Y, Ema R. Muscle size-strength relationship includ-
ing ultrasonographic echo intensity and voluntary ac-
tivation level of a muscle group. Arch Gerontol Geriatr 
2018;75:185-90.

15.	Putz C, Block J, Gantz S, Heitzmann DW, Dreher T, 
Lehner B, et al. Structural changes in the thigh mus-
cles following trans-femoral amputation. Eur J Orthop 
Surg Traumatol 2017;27:829-35.

16.	Leijendekkers RA, Marra MA, Ploegmakers MJ, Van 
Hinte G, Frolke JP, Van De Meent H, et al. Magnetic-
resonance-imaging-based three-dimensional muscle 
reconstruction of hip abductor muscle volume in 
a person with a transfemoral bone-anchored pros-
thesis: a feasibility study. Physiother Theory Pract 
2019;35:495-504.

17.	Jaegers SM, Arendzen JH, de Jongh HJ. Changes in hip 
muscles after above-knee amputation. Clin Orthop 
Relat Res 1995;(319):276-84.

18.	Unver B, Baris RH, Yuksel E, Cekmece S, Kalkan S, 
Karatosun V. Reliability of 4-meter and 10-meter walk 
tests after lower extremity surgery. Disabil Rehabil 
2017;39:2572-6.

19.	Major MJ, Fatone S, Roth EJ. Validity and reliability 
of the Berg Balance Scale for community-dwelling 
persons with lower-limb amputation. Arch Phys Med 
Rehabil 2013;94:2194-202.

20.	Donovan K, Lord SE, McNaughton HK, Weatherall M. 
Mobility beyond the clinic: the effect of environment 
on gait and its measurement in community-ambulant 
stroke survivors. Clin Rehabil 2008;22:556-63.

21.	Lusardi MM, Pellecchia GL, Schulman M. Functional 
performance in community living older adults. J Geri-
atr Phys Ther 2003;26:14-22.

22.	American College of Sports Medicine. ACSM’s re-

https://doi.org/10.5535/arm.22110
https://doi.org/10.5535/arm.22110


Femoral Muscle Volume and Locomotor Function After Trans-femoral Amputation

311www.e-arm.org

source manual for guidelines for exercise testing and 
prescription. 5th ed. Baltimore, MD: Lippincott Wil-
liams & Wilkins; 2006.

23.	Downs S, Marquez J, Chiarelli P. Normative scores on 
the Berg Balance Scale decline after age 70 years in 
healthy community-dwelling people: a systematic re-
view. J Physiother 2014;60:85-9.

24.	Batten HR, McPhail SM, Mandrusiak AM, Varghese 
PN, Kuys SS. Gait speed as an indicator of prosthetic 

walking potential following lower limb amputation. 
Prosthet Orthot Int 2019;43:196-203.

25.	Wentink EC, Prinsen EC, Rietman JS, Veltink PH. 
Comparison of muscle activity patterns of transfemo-
ral amputees and control subjects during walking. J 
Neuroeng Rehabil 2013;10:87.

26.	Hong JH, Mun MS. Relationship between socket pres-
sure and EMG of two muscles in trans-femoral stumps 
during gait. Prosthet Orthot Int 2005;29:59-72.


