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REVIEW ARTICLE

Fitting transtibial and transfemoral prostheses in persons with a severe flexion
contracture: problems and solutions – a systematic review

Jutamanee Poonsiria,b, Pieter U. Dijkstraa,c and Jan H. B. Geertzena

aDepartment of Rehabilitation Medicine, University Medical Center Groningen, University of Groningen, Groningen, The Netherlands;
bSirindhorn School of Prosthetics and Orthotics, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, Thailand; cDepartment of
Oral and Maxillofacial Surgery, University Medical Center Groningen, University of Groningen, Groningen, The Netherlands

ABSTRACT
Purpose: In persons with a hip or knee flexion contracture �25�, fitting a prosthesis is said to be difficult.
This systematic review aims to assess the evidence for fitting of a prosthesis in persons with a severe con-
tracture (�25�) after a lower limb amputation.
Method: PubMed, Embase, Scopus, CINAHL, and Orthotics & Prosthetics Virtual Library databases were
searched from inception to December 2019, using database specific search terms related to amputation, pros-
thesis, and contracture. Reference lists of included studies were checked for relevant studies. Quality of the
included studies was assessed using the critical appraisal checklist for case reports (Joanna Briggs Institute).
Results: In total, 13 case studies provided evidence for fitting of a prosthesis in more than 63 persons
with a transtibial amputation and three with a transfemoral amputation, all of whom had a hip or knee
flexion contracture �25�. Some studies found a reduction in contractures after prosthesis use.
Conclusions: Several techniques for fitting a prosthesis in case of a flexion contracture �25� were found.
Contracture reduction occurred in some cases and was possibly related to prosthesis use. Fitting a transtibial or
transfemoral prosthesis in persons with a lower limb amputation with a severe flexion contracture is possible.

� IMPLICATIONS FOR REHABILITATION
� This study provides information on prosthesis prescriptions and adaptations for persons with a trans-

femoral and transtibial amputation with a flexion contracture �25�.
� The fitting of bent prostheses is not limited by prosthetic components and techniques.
� Parallel to the use of bent prostheses, it is also important to treat the contracture.
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Introduction

A hip or knee flexion contracture may occur in persons with a
lower limb amputation [1]. Approximately, 13% of persons with a
transtibial (TT) amputation and 23% of persons with a transfe-
moral (TF) amputation develop a flexion contracture �25� [2]. A
flexion contracture of hip or knee limits full extension and can be
caused by several factors [3–6], including muscle imbalance [3,4].
For example, the more proximal the level of a transfemoral ampu-
tation, the more the hip extensor (gluteus maximus), and hip
adductors (adductor longus and adductor magnus) are amputated
[4]. The strongest hip flexor (iliopsoas) as well as the hip abduc-
tors (gluteus medius and minimus); however, remain intact [4].
Contractures can also be the result of prolonged immobilization
or improper positioning [3,5]. The immobilization could induce
the adhesion of synovial membrane fold contributing to contrac-
tures [7]. Lying supine with a pillow underneath the knee or side-
lying with hips and knees flexed can lead to hip and knee flexion

contractures [5,6]. These incorrect positions may be maintained
due to unawareness of a contracture [8].

Strategies to prevent postoperative contractures include use of
a prosthesis immediately post amputation [9,10], rigid dressings
[11], silicone liners [12], pneumatic postoperative prostheses,
proper positioning (lying prone to prevent hip flexion contrac-
tures), use of an extension board while sitting on a wheelchair,
and active range of motion exercises [5]. Stretching is another
common strategy, but the effect of stretching on contracture pre-
vention or treatment is unclear [13]. Furthermore, in case of a
proximal amputation, the lever is short. The success of contracture
prevention also depends on a patient’s compliance with the pre-
vention methods [8]. Moreover, the effects of postoperative care
are influenced by amputation level, skills of surgeons, surgical
techniques [4], and the patient’s age and comorbidities (diabetes,
peripheral vascular disease, other infections) [14,15].

Hip or knee contractures influence walking biomechanics [16]
and lead to gait deviations [17]. Contracture simulations in
healthy individuals show that when the knee flexion contracture
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is more than 15�, the maximum axial load on both knees (con-
tracture and non-contracture knees) increases [18], and a knee
flexion contracture of 30� changes trunk kinematics in all planes
[19]. Therefore, a knee flexion contracture may be associated with
an increase in severity of knee osteoarthritis, knee pain, and back
pain [18,19]. Low back pain has been reported in a person with a
transfemoral amputation and a hip flexion contracture [20].

Earlier receipt of a prosthesis improves mobility [10,11] and
positively affects the emotional state and self-image of the pros-
thesis user [15]. One review considered the ability to walk with a
prosthesis as the main factor for improving quality of life [21].
Moreover, not providing the prosthesis at all or delaying receipt of
the prosthesis increases healthcare costs by approximately 25%
[22]. Consequently, not receiving a prosthesis due to a severe flex-
ion contracture may hinder a person’s desire to ambulate, increase
complications associated with prolonged periods of immobility,
and lead to further limitations in activities of daily living.

The Atlas of Limb Prosthetics suggests that fitting a prosthesis
is difficult when the flexion contracture angle of the knee or hip is
more than 25� [23–25]. In contrast to this suggestion, many pros-
theses have been made for persons with a lower limb amputation
and a flexion contracture [26]. These prostheses tend to be bulky,
which affects their cosmetic appearance [24,25]. Given that cos-
metic appearance is highly associated with prosthesis satisfaction
and is particularly important for the body image of women [27], it
is important to pay attention to this aspect in the fitting process.

There is a paucity of research on prosthesis fitting in persons with
a severe hip or knee contracture [28–30], even though such research
is beneficial for rehabilitation clinicians when prescribing a lower limb
prosthesis. Therefore, this systematic review aims to contribute to the
evidence base regarding prosthesis prescription in persons with a
flexion contracture. The specific aims of this study were to 1) explore
whether prosthesis fitting is possible in persons with a hip or knee
flexion contracture �25�, 2) discuss designs of TT and TF prostheses,
and 3) illustrate the possibilities and problems related to prosthesis
fitting in persons with a severe flexion contracture.

Methods

PubMed, Embase, Scopus, CINAHL databases were searched for
studies on the fitting of lower limb prostheses in persons with
severe hip or knee flexion contractures. The Orthotics & Prosthetics
Virtual Library was also searched because it contains earlier issues
of the Journal of Prosthetics & Orthotics that were published under
the headings Newsletter: Prosthetics & Orthotics Clinic and Clinical
Prosthetics & Orthotics. Search strategies included combinations of
database specific search terms relating to amputation or prosthesis
and contracture. The search term “prosthesis” was not used in the
Orthotics & Prosthetic Virtual Library because all the articles in this
database already concern either prostheses or orthoses (Appendix
1). No restrictions were applied for publication year, study type, or
language. The last search was performed on 11 December 2019.
(Supplementary Appendix 1, Figure 1).

Only primary research that concerned the fitting of lower limb
prostheses in persons with a hip or knee flexion contracture was
included. Titles and abstracts were assessed by two reviewers
independently (JP, JHB). Inter observer-reliability was assessed
using Cohen’s kappa [31]. All titles and abstracts selected by at
least one of the reviewers were included for full-text assessment.
Papers written in another language than the reviewers were
skilled in, were translated into English by persons who were able
to read and write that language and English. Full-texts were
assessed by two reviewers independently (JP, PUD), using the
same criteria. In addition, the texts had to include severe hip or
knee flexion contractures (�25�). Any disagreement between the
reviewers was discussed until consensus was reached. Next,
included studies were assessed (JP, PUD) for quality using the crit-
ical appraisal checklist for case reports of the Joanna Briggs
Institute [32]. This tool has eight criteria; each criterion was scored
0 if the article did not meet the criterion and 1 if it did.
Disagreement in quality assessment between the reviewers was
discussed until consensus was met. This manuscript follows the
Preferred Reporting Items for Systematic Reviews and Meta-
Analysis guideline [33] (Supplementary Appendix 2).

Figure 1. Flow diagram of study identification, inclusion and exclusion.
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Results

In total, 301 titles and abstracts were screened, and 33 full-texts
were included for full-text selection (Inter observer agreement ¼
86%, kappa ¼ 0.46). Besides not being a primary study and not
including a human participant, 268 abstracts were excluded dur-
ing screening because they concerned arthroplasties, endopros-
theses, surgical techniques/experiences/options, postoperative
care/treatments/complications, upper limb prostheses, and flexion
angles <25� or mild contractures. After full-text selection, 13 stud-
ies published between 1958 and 2017 were included for meth-
odological quality assessment (Inter observer agreement ¼ 94%,
kappa ¼ 0.88) [34–46], and 20 studies were excluded [9,47–65].
Studies translated into English included three studies written in
Russian [34,54,65], and 3 studies written in Dutch [51], Croatian
[39], and Polish [56], respectively. The quality sum scores ranged
from two to seven (Table 1). Studies concerning TT prostheses are
presented first and in chronological order.

Transtibial prosthetic designs for persons with a severe knee
flexion contracture

Ten studies reported on TT prostheses in persons with knee flex-
ion contractures (Table 2). Prostheses designs allowed for the fit-
ting of a prosthesis in persons with a knee contracture up to 90�.
Body weight was transferred from the residual limb via a socket
(Figure 2(A–C)) or a kneeling platform or bearer (Figure 3(A,B)) to
the ground by means of a crutch (Figure 2(A)), sidebars with knee
hinges (Figures 2(B) and 3(B)) or a shank and a foot (Figure 2(C)).
Suspensions used were self-suspension by belts or Velcro straps
(Figures 2(A) and 3 (A,B)), a thigh corset (Figure 2(B)), or a socket
trimline above the femoral condyles (Figure 2(C)). Some designs
enabled adjustment of socket angles once the contracture
improved (Figure 2(A)).

For TT prostheses with sidebars (Figure 2(B)), the knee hinge
joint was optional. If used, it can be locked or unlocked depend-
ing on the person’s ability to control the knee joint [40]. An extra
joint can be added for sitting [42].

Transfemoral prosthetic designs for persons with a severe hip
flexion contracture

Five studies reported about the fitting of TF prostheses (Table 2).
One case reported on a bilateral amputation (TT and TF) [35,41].
Similar to TT prostheses, TF prostheses consisted of a socket,
knee, shank, and foot. In some cases, an extra joint was added
underneath the socket to increase range of flexion during sitting
[35,44] (Figure 4).

Aesthetic considerations regarding TT and TF prostheses for
severe flexion contractures

When sitting, a bent prosthesis sticks out [35,42,44] (Figure
5(A–C)). An extra joint added underneath the concerned joints
helps to increase range of motion and cosmesis [35,42,44] (Figure
5(D,E)). This extra knee joint, attached underneath the socket of a
person with a bilateral TT with a 45� knee flexion contracture was
illustrated recently [66]. In a person with a TF amputation who
had a hip flexion contracture, a similar technique was used by
adding an extra hinge connecting the socket and the knee joint
or another prosthetic knee joint underneath the TF socket [35]
(Figure 5(B)). The socket also sticks out when standing and walk-
ing. The extent to which the socket sticks out depends on the
flexion contracture angle and the length of the residual limbTa
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(Figures 5(A–E) and 6(A–D)). A small flexion contracture can be
accommodated more easily than a larger flexion contracture
(Figures 6(A,B) and 7(A,B)). A short residual limb length can also
be accommodated more easily and has better cosmesis than a
longer residual limb (Figures 6(C,D) and 7(C,D)). This is in line with
a case report on a person with a 50� knee flexion contracture and
a residual limb length of 3 cm [42]. Conversely, persons with a
long residual limb are more likely to have a bulky stump and may
experience difficulties when getting dressed. However, a long
residual limb may provide a larger lever arm for controlling
a prosthesis.

Discussion

There are several possibilities for fitting a TT or TF prosthesis in
persons with a severe flexion contracture of the knee, hip, or
even both joints. The case reports included in this study date
back to 1958. Despite the limited technology available at the

time, prostheses could still be made and fitted. Generally, a TT
prosthesis includes a socket, shank, and foot, which are connected
to the residual limb by means of a suspension system. Similar
designs were used in TF cases, but these designs employed a
knee joint. Prosthetic knee joints and orthotic knee joints (side-
bars and with knee hinges) are both used to connect the thigh
part and the shank and to enable motion of the knee.

Alignment and biomechanics of a bent prosthesis in persons
with a severe hip or knee flexion contracture

For persons with a severe flexion contracture, the socket is set to
accommodate the angle of the knee or hip flexion contracture.
An increase in socket flexion can create excessive pressure on the
anterior proximal tibia, the patellar tendon, the patella of a TT
residual limb, and the posterior aspect of a TF residual limb. For
that reason, the knee and tibial crest area should be sufficiently
supported within the socket, or a liner should be used to disperse

Figure 2. A shows a socket connected with a crutch; B shows a socket connected with a thigh corset, a shank, and foot by metal sidebars; C shows a transtibial
socket connected with a shank and a foot.

Figure 3. A shows a bent knee pylon; B shows a kneeling bearer connected with a peg leg.
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the pressure over the residual limb and prevent skin breakdown
[36,40,43,46]. Other solutions include using a thigh corset or
quadrilateral brim in order to enable appropriate weight distribu-
tion between the tibia and thigh [36,38] or using a total contact
socket [40,43].

During walking, a hip flexion contracture limits the hip exten-
sion required for walking stability. After heel strike, when the
ground reaction force passes behind the knee, knee-buckling
occurs, opposed by contraction of hip extensors, knee joint
mechanics, and prosthesis alignment [67–69]. The voluntary con-
trol of the hip may not be possible in persons with a large hip

flexion contracture [67,68], and they may compensate this by tilt-
ing the pelvis anteriorly and increasing lumbar lordosis [70].
However, none of the included case studies reported on this
mechanism. In some persons, knee hinges with a locking mechan-
ism were used to ensure knee stability [35].

Persons with both hip and knee flexion contractures may not
be able to stabilize the knee sufficiently using the knee or hip
muscles. In studies that included persons with both hip and knee
contractures, knee extension aids were added to the prosthesis
[36,38]. In persons with severe hip and knee flexion contractures,
anterior trunk bending occurs if the person is standing and gait
aids (crutches) need to be provided for support [38]. Anterior
trunk bending may increase knee stability and the crutches
enable weight sharing.

Persons with a transfemoral amputation but without a contrac-
ture demonstrated restrictions in hip motions, in which an ampu-
tated hip flexes and extends less [71,72]. This effect did not only
limit their ability to control the prosthetic knee during early
stance, but also reduced knee flexion during swing. The prosthesis
could be shortened to facilitate toe clearance [71]. However, a
study showed that a shorter prosthetic side (mean ¼1.1 cm (SD ¼
0.5) increased postural and gait asymmetries, and it may be asso-
ciated with impaired balance and back pain [71].

Contracture causes gait asymmetries [18,19,43,73], which are
already higher in amputees compared with able-bodied persons
(23% force asymmetry in persons with an unilateral lower limb
amputation and 10% in able-bodied persons [17]). In the long
term, greater force on the intact limb may lead to degeneration
of weight-bearing joints and joint pain [17]. Lower loading on the
amputated limb may lead to osteopenia and subsequently, osteo-
porosis [17]. A simulation study suggested that persons with a
transtibial amputation with 10% loss of muscle strength require
compensation from other muscles to minimize gait deviation,
resulting in a higher metabolic cost [74]. For those reasons, per-
sons with a severe hip or knee contracture will likely have an
increase in gait deviations, require more energy to walk with the
bent prosthesis, and have a higher risk of knee and/or
back problems.

Therefore, it is essential to consider exercises, stretching, splinting,
or other contracture treatments to relieve the knee flexion contrac-
ture in addition to the prosthesis use. In the reports about a bent
knee pylon or kneeling bearer, the knee was held in 90� flexion dur-
ing walking, but there was still a reduction in flexion contracture
[37]. Although they are easy to fabricate and cost-effective [37], in
some cases the knee flexion contracture increased after the use of a

Figure 4. A bent transfemoral socket attached to the wooden shank via the
sidebars with an extra joint allowing more flexion when seated.

Figure 5. A shows a transtibial amputee sitting with a bent knee prosthesis without an extra joint; B shows a transfemoral amputee sitting with a bent hip prosthesis
with a flexion contracture plate; C shows compensation material to offset the socket; D and E show transtibial and transfemoral amputees with an extra joint under-
neath the socket to increase the seating cosmetic.
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bent knee pylon [37,38]. Hence, no matter what type of prosthetic
device is fitted, the receivers should be trained in stretching and
exercising their limbs. For example, adaptive training sessions were
given to a person with a TT amputation with a knee flexion contrac-
ture [43]. After four months of training, improvements were found in
the knee’s range of motion, the level of functioning, and the person’s
quality of life [43].

When flexion contracture changes, the prosthesis should be
realigned [43]. Before dynamic alignment, which takes place dur-
ing walking, a prosthesis is set on the bench first (bench align-
ment). For stability, prosthetic components are set in such a way
that a vertical reference line falls from mid socket to anterior of
the ankle centre of a SACH foot [75]. Likewise, in a TF prosthesis,
the weight line dropping from trochanter should fall in front of

the knee and pass through the ankle [67–69] (Figures 6 and 7).
Determining appropriate weight bearing from the bent socket to
a foot can be challenging.

In some cases, a temporary or trial prosthesis was fitted first;
once the contracture was reduced or gait improved, the defini-
tive prosthesis was made [41,45]. Some prosthetic components
such as socket or foot connectors/adaptors allow some degree
of alignment adjustment [43]. Moreover, the fabrication tech-
nique can be facilitated by using a socket connector with a pre-
set flexion angle and offset length to reduce the time and
labour needed for fabrication [76]. Different offset lengths and
preset flexion angles are available, depending on the manufac-
turer [76–78]. If the flexion plate is designed for fabricating a TF
prosthesis with a hip flexion contracture (Figure 5(B)), the plate

Figure 6. shows different degrees of transtibial socket flexion and path of the weight line dropping from mid socket and passing through the ankle. The distance
between the 2 dotted lines shows the bulkiness of the socket in which the greatest distance is the bulkiest prosthesis. For the same residual limb length, the bulkiest
is the most flexed socket (C> B>A), and for the same angle, it is the longer residual limb length (C>D).

Figure 7. shows different degrees of transfemoral socket flexion and path of the weight line dropping from trochanter, falling in front of the knee and passing
through the ankle. The distance between the two dotted lines shows the bulkiness of the socket in which the greatest distance is the bulkiest prosthesis. For the
same residual limb length, most bulkiness occurs in the most flexed socket (C> B>A) and, for the same angle, it occurs in the longer residual limb (C>D).
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can be flipped and used for the TT prosthesis fabrication as
well [78].

Although it is possible to fit a prosthesis in persons with a
severe flexion contracture, prevention of contractures is import-
ant. When occurred, contractures should be treated prior to, par-
allel to, and after prosthesis fitting since a flexion contracture is a
predictor of unsuccessful rehabilitation [79].

Limitations of the study

Most case studies used were published before the year 2000,
which means the prosthetic materials used may not represent cur-
rent technologies. Although case reports report on novelties and
offer educational value, their generalizability is limited [80].
Reporting bias may be present because cases may have been
selectively reported based on successful fitting results [80]. Due to
the study design, combining the results of studies was not pos-
sible. Three studies [34,39,40] had very low quality scores; they
only met two or three out of the eight checklist criteria.
Outcomes were generally described as “a stable gait” or “able to
participate in activities” and details of the gait characteristics in
each walking phase were not provided. Many studies did not
report on adverse effects of the use of bent prostheses. Only one
study reported on how the alignment of the bent TT prosthesis
affected kinematics and kinetics of walking [43]. In some of the
cases described, a decrease in the flexion contracture was found,
probably due to the prosthesis fit, exercise training and, most
importantly, the person’s compliance. However, only one study
reported in detail about the types of therapy provided together
with the use of prosthesis [43]. Lastly, the protocol of this review
study was not registered prior to the study.

Conclusions

Fitting a prosthesis in a person with a flexion contracture �25�

can be challenging, but it is certainly possible, as this study has
illustrated. Even in case of severe contractures and highly com-
plex cases, fitting a prosthesis remains possible. However, the
level of evidence to support certain choices regarding prosthetic
adaptations remains low.

In their decision-making process, clinicians should consider the
person’s motivation to walk as a more important determining fac-
tor than a flexion contracture � 25�. A strong motivation to walk
or participate in activities has helped prosthesis users overcome
esthetic issues and gait deviations. Because a severe hip or knee
contracture can hinder walking and lead to other subsequent
problems, interventions to reduce the contracture should be
employed along with the use of bent prostheses.
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