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Abstract
Background
Although several studies have investigated the outcomes after distal hamstring lengthening (DHL), no study has undertaken an approach that included all or most of the important factors that could influence the results. This study was performed to evaluate the outcomes after DHL and analyze the factors that influence the improvement and serial change in knee motion after surgery in patients with cerebral palsy (CP), using a linear mixed model (LMM).

Methods
The study included 314 ambulatory CP patients (594 limbs) with spsastic diplegia who were followed up after undergoing DHL as part of a single-event multilevel surgery and who underwent preoperative and postoperative 3-dimensional (3D) gait analyses. Relevant kinematic values, including knee flexion at initial contact, minimum knee flexion in the stance phase, knee range of motion (ROM), mean pelvic tilt and gait deviation index (GDI) score, were the outcome measures. Changes in knee motion and the GDI score were adjusted for multiple factors, such as sex, the Gross Motor Function Classification System (GMFCS) level, and concomitant surgeries as fixed effects, and follow-up duration, laterality, and each subject as random effects, using a LMM.

Results
We found significant improvements in knee flexion at initial contact, minimum knee flexion in the stance phase, knee ROM, and GDI score 2 years after DHL. In patients with GMFCS level I and II, improvement in all sagittal knee kinematics was maintained during follow-up. In addition, GDI score, which represents overall gait pathology, consistently improved throughout the follow-up duration (1.2 per year, p = 0.008).

Conclusion
Medial hamstring lengthening with semitendinosus transfer, as a part of a SEMLS, was effective procedure in treating flexed knee gait with regard to sagittal knee kinematics and GDI score in spastic CP with flexed knee gait.
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Background
Flexed knee gait is one of the most common gait abnormalities in patients with cerebral palsy (CP), and it is partly caused by spastic and contracted hamstring muscles [1]. Distal hamstring lengthening (DHL), as part of a single-event multilevel surgery (SEMLS), is widely considered the standard surgical procedure for the correction of increased knee flexion in patients with CP [2, 3].
Previous studies have shown that DHL is effective for reducing knee flexion and improving knee motion [2, 4–16]. However, there have been concerns that DHL might aggravate anterior pelvic tilt, lumbar hyperlordosis, and genu recurvatum, and eventually induce crouch gait [2, 17]. Even though the length of time of improvement in knee motion are maintained is unclear, several studies showed that the improvements after DHL were maintained 10 years postoperatively in patients with CP [11, 13, 14, 18].
Limb-based analysis could cause demographic data to be duplicated [8]. Additionally, the inclusion of both limbs in statistical analyses violates the underlying principle of statistical independence and could bias the study results by exaggerating the significance levels and narrowing the confidence intervals if the findings for the limbs of an individual are significantly related to each other [8, 19, 20]. However, most previous studies including bilateral cases did not consider this issue. Moreover, previous studies have not considered factors that could affect the study results, such as age, sex, the anatomical type of CP, Gross Motor Function Classification System (GMFCS) levels, and concomitant surgeries. These factors should be considered in retrospective studies because of their heterogeneity.
A linear mixed model (LMM) is a parametric linear model for longitudinal data that quantifies the relationships between a continuous dependent variable and various predictor variables, providing a simple and effective way to incorporate within-subject and between-subject variations and the correlation structure of longitudinal data [21]. Analysis using a LMM is appropriate in longitudinal or repeated-measures studies, in which subjects are measured repeatedly over time or under different conditions [22]. In a LMM, fixed effects, such as sex, represent factors that are measurable and not random, while random effects represent factors that can be specified to individuals within a population and that account for the variation among individuals [23]. Therefore, the application of a mixed model is appropriate to estimate the outcomes after DHL in terms of multiple influencing factors.
Although several studies have investigated the outcomes after DHL, no study has undertaken an approach that included all or most of the important factors that could influence the results. Therefore, in the present study, we evaluated the outcomes after DHL and analyzed the factors that influence the improvement and serial change in knee motion after surgery in patients with CP, using a LMM.

Methods
This retrospective study was approved by the institutional review board of our hospital, and informed consent was waived owing to the retrospective nature of the study.
The inclusion criteria were as follows: (1) consecutive patients with CP for less than 20 years who visited our hospital, which is a tertiary referral center for CP, between January 1995 and June 2014, (2) ambulatory patients with spastic diplegia (GMFCS level I, II and III), (3) patients who underwent distal medial hamstring lengthening plus semitendinosus transfer, (4) patients who had undergone preoperative and postoperative 3-dimensional (3D) gait analysis, and (5) patients with a minimum of 1 year of follow-up. At our hospital, postoperative gait is routinely analyzed approximately 1 to 2 years after SEMLS. From the second postoperative follow-up, we recommended regular 3D gait analysis follow-up, which was performed if the patients or their parents agreed. If a repeat surgery was performed for contracture or deformity recurrence during the follow-up period, only gait analysis data obtained before the repeat surgery were included. Exclusion criteria were as follows: (1) patients who had incomplete or missing 3D gait analysis data and (2) patients who underwent lateral hamstring lengthening or supracondylar extension osteotomy. Age at surgery, sex, duration of follow-up, GMFCS level, and details of concomitant surgeries were obtained from medical records. Intramuscular psoas lengthening (IMPL), femoral derotation osteotomy (FDO), rectus femoris transfer (RFT), tendo-Achilles lengthening (TAL), and the Strayer procedure (gastrocnemius recession) were considered relevant concomitant surgeries, which could affect sagittal plane motion during gait.
Operative protocol
DHL, as part of a SEMLS to improve gait pattern, was performed by 2 pediatric surgeons (CYC and MSP) with 27 and 11 years of experience in pediatric orthopedics, respectively. Both surgeons followed the same treatment approach. Preoperative 3D gait analysis was used to plan the procedures. Surgical procedures were performed after considering both clinical and gait analysis findings. The indications for DHL were an increased popliteal angle and an increased knee flexion at initial contact or terminal swing. All patients underwent unilateral or bilateral DHL, which included gracilis lengthening, semitendinosus tendon transfer to the adductor magnus, and aponeurotic lengthening of the semimembranosus. In cases of concomitant RFT, the gracilis tendon was transferred to the rectus femoris tendon. In the SEMLS, FDO was performed at the intertrochanteric level of the proximal femur and TAL was performed using coronal Z-plasty. For the Strayer procedure, the gastrocnemius tendon was resected at its most distal part, and then, the resected end of the gastrocnemius tendon was sutured to the underlying soleus fascia. After the surgery, all patients were placed in a removable knee immobilizer and patients who underwent TAL or bony surgery in the foot were placed in a short leg cast. All patients had a postoperative non-weight bearing period of 3–6 weeks depending on the type of concomitant surgeries. Subsequently, the patients were referred to a local rehabilitation center to perform muscle-strengthening exercises and receive gait training.

Acquisition of kinematic data and gait deviation index (GDI) score
3D gait analysis was performed few days before the surgery and after the surgery using a Vicon 370 system (Oxford Metrix, Oxford, United Kingdom) equipped with 7 cameras and 2 force plates. Markers were placed according to the Helen Hayes marker set [24] by 2 assistant operators under the supervision of a senior operator or by the senior operator. Patients walked barefoot on a 9-m walkway 3 times with an interval of approximately 30 s, and kinematic data were recorded. The data of the 3 trials were averaged to obtain the values of the index variables. The preoperative and postoperative kinematic variables were compared to assess the effects of DHL on knee kinematics. The GDI score [25] was calculated to determine the functional improvement in gait after surgery. A GDI score of >100 denotes a non-pathological gait, and each 10-point decrement below 100 represents 1 SD from normal kinematics. Relevant kinematic values, including knee flexion at initial contact, minimum knee flexion in the stance phase, knee range of motion (ROM), mean pelvic tilt, and GDI score, were considered outcome measures.

Constructing an LMM
For each of 5 outcome measurements, changes in knee motion and the GDI score were adjusted for multiple factors, such as sex, age at surgery, the GMFCS level, IMPL, FDO, RFT, TAL, and the Strayer procedure as fixed effects, and follow-up duration and each subject as random effects, using an LMM. The covariance structure was considered the variance component. Restricted maximum likelihood estimation was used to produce an unbiased estimator. On examination of the individual pattern of the rate of change in the knee motion along with the follow-up duration, a LMM with a random slope and random intercept was suggested. The linearity of the follow-up duration effect was interpreted to evaluate the estimation of the 5 outcome measurements. The models were compared using the Akaike Information Criterion (AIC) and the Bayesian Information Criterion (BIC). A low AIC or BIC value is preferred in terms of model selection. All models had low AIC and BIC values, and therefore, they were considered valid for the estimation of the 5 outcome measurements.

Statistical analysis
Descriptive statistics, such as mean and SD, were used to summarize patient demographics. The Kolmogorov–Smirnov test was used to verify the normality of the distribution of variables. The LMM was constructed to estimate the rate of change in the knee motion based on the linearity of the follow-up duration effect and with sex, age at surgery, GMFCS level, IMPL, FDO, RFT, TAL, and the Strayer procedure as covariates. The slope indicated the annual change in the estimated values obtained on 3D gait analysis. The LMM was applied to estimate the change in the values at (1) the preoperative and first postoperative evaluations and (2) subsequent postoperative evaluations according to GMFCS level (I and II vs. III).
Statistical analyses were performed using R version 3.2.5 (R Foundation for Statistical Computing, Vienna, Austria; ISBN 3–900,051–07-0; http://​www.​r-project.​org) with the NLME package. All statistics were 2-tailed, and p-values <0.05 were considered significant.


Results
The study considered 375 patients for inclusion. However, 61 patients were excluded based on exclusion criteria. Therefore, 314 patients (594 limbs) were finally enrolled in this study. Of the patients, 198 were male and 116 were female, and 119 had GMFCS level I, 160 had GMFCS level II and 35 had GMFCS level III (Fig. 1). The mean age of the patients at the time of surgery and the mean age at the final follow-up were 7.9 ± 3.7 years (range, 3.4–20.0 years) and 10.6 ± 4.6 years (range, 5.3–26.8 years), respectively. The total number of surgical procedures performed was 1935, including DHLs (mean, 3.3 per limb), as well as 55 IMPLs, 314 FDOs, 443 RFTs, 382 TALs, and 147 Strayer procedures. Additionally, 607 preoperative and postoperative 3D gait analyses were performed. The mean follow-up duration was 2.7 ± 2.9 years (range, 1.0–14.7 years). The first postoperative 3D gait analysis was performed at a mean of 1.7 ± 1.0 years after surgery. Eighty five limbs that underwent 3D gait analysis over 3 times were included to analyze longitudinal outcomes (Table 1). The mean durations between the first and second postoperative 3D gait analyses, and between the second and third postoperative 3D gait analyses were 4.7 and 8.3 years, respectively.[image: A12984_2017_296_Fig1_HTML.gif]
Fig. 1Flow chart for study inclusion




                        Table 1Patients demographics and summary of concomitant surgeries and gait parameters


	 	Value

	Sex (male/ female)
	198 / 116

	Laterality (right/ left)
	290 / 304

	Age at surgery (years)
	7.9 ± 3.7 (3.4–20.0)

	Age at final follow-up (years)
	10.6 ± 4.6 (5.3–26.8)

	Follow-up duration (years)
	2.7 ± 2.9 (1.0–14.7)

	No. of follow-up
	2 (2–4)

	Preoperative popliteal angle (degree)
	58.1 ± 13.3

	Preoperative knee flexion contracture (degree)
	2.2 ± 5.3

	Concomitant surgery
	Limbs

	Intramuscular psoas lengthening
	55 (9.3%)

	Femoral derotation osteotomy
	314 (52.9%)

	Rectus femoris transfer
	443 (74.6%)

	Tendo-Achilles lengthening
	382 (64.3%)

	Strayer procedure
	147 (24.7%)

	Gait parameters
	Preoperative
	Postoperative

	Mean pelvic tilt (°)
	16.7 ± 6.7
	17.5 ± 6.1

	Knee flexion at initial contact (°)
	33.6 ± 11.8
	24.6 ± 9.9

	Minimum knee flexion in stance (°)
	11.3 ± 14.1
	6.5 ± 10.8

	Knee range of motion (°)
	47.1 ± 15.4
	52.5 ± 11.9

	Gait deviation index
	69.9 ± 10.2
	79.8 ± 9.6




                     
At 2 years after DHL, the estimated knee flexion at initial contact and minimum knee flexion in the stance phase were significantly decreased by 8.7° and 6.0° (both p < 0.001), respectively, in patients with GMFCS level I and II, and by 8.1° (p < 0.001) and 5.0° (p = 0.009), respectively, in patients with GMFCS level III. In addition, the estimated knee ROM and GDI score had significantly improved 2 year after DHL by 7.4° and 9.9 (both p < 0.001), respectively, in patients with GMFCS level I and II, and by 7.1° (p = 0.002) and 10.4 (p < 0.001), respectively, in patients with GMFCS level III (Figs. 2 and 3). The estimated mean pelvic tilt did not significantly changed in patients with GMFCS level I and II (p = 0.053) and those with GMFCS level III (p = 0.958) (Tables 2 and 3).[image: A12984_2017_296_Fig2_HTML.gif]
Fig. 2Change in knee flexion at initial contact and gait deviation index score 2 years after distal hamstring lengthening in patients with GMFCS level I and II
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Fig. 3Change in knee flexion at initial contact and gait deviation index score 2 years after distal hamstring lengthening in patients with GMFCS level III




                        Table 2Change in estimated value of sagittal kinematics and GDI score and affecting factors at 2 years after distal hamstring lengthening in patients with Gross Motor Function Classification System level I and II


	 	Mean pelvic tilt (°)
	KF at initial contact (°)
	Minimum KF in stance (°)
	Knee range of motion (°)
	GDI score

	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value

	Duration
	0.5 (0.0, 1.0)
	0.3
	0.053
	−8.7 (−9.8, −7.5)
	0.6
	<0.001
	−6.0 (−7.2, −4.8)
	0.6
	<0.001
	7.4 (6.1, 8.7)
	0.7
	<0.001
	9.9 (8.7, 11.2)
	0.6
	<0.001

	Age at surgery
	−0.0 (−0.2, 0.1)
	0.1
	0.909
	−0.0 (−0.2, 0.2)
	0.1
	0.982
	0.9 (0.6, 1.2)
	0.1
	<0.001
	−1.2 (−1.5, −0.9)
	0.1
	<0.001
	−0.0 (−0.3, 0.2)
	0.1
	0.874

	Sex
	1.8 (0.6, 3.0)
	0.6
	0.004
	−0.3 (−2.1, 1.6)
	1.0
	0.789
	−0.9 (−3.1, 1.3)
	1.1
	0.434
	1.5 (−0.8, 3.7)
	1.1
	0.207
	−1.2 (−3.0, 0.6)
	0.9
	0.203

	IMPL
	2.0 (0.2, 3.8)
	0.9
	0.030
	−0.9 (−3.9, 2.2)
	1.5
	0.577
	−0.3 (−3.8, 3.1)
	1.7
	0.854
	−3.4 (−7.0, 0.2)
	1.8
	0.061
	−4.3 (−7.2, −1.4)
	1.5
	0.004

	FDO
	0.5 (−0.3, 1.3)
	0.4
	0.200
	2.4 (0.9, 4.0)
	0.8
	0.002
	0.7 (−1.0, 2.4)
	0.9
	0.401
	−0.2 (−2.0, 1.6)
	0.9
	0.831
	−3.2 (−4.8, −1.7)
	0.8
	<0.001

	RFT
	0.2 (−0.8, 1.2)
	0.5
	0.708
	1.7 (−0.1, 3.6)
	1.0
	0.071
	−0.6 (−2.7, 1.5)
	1.1
	0.557
	0.2 (−2.0, 2.4)
	1.1
	0.853
	−1.9 (−4.4, 0.6)
	1.3
	0.141

	TAL or Strayer
	−0.4 (−2.2, 1.4)
	0.9
	0.658
	2.2 (−0.7, 5.2)
	1.5
	0.136
	1.0 (−2.4, 4.4)
	1.7
	0.559
	−0.2 (−3.7, 3.3)
	1.8
	0.920
	0.8 (−2.2, 3.9)
	1.5
	0.584



                                 CI confidence interval, SE standard error; KF knee flexion, IMPL intramuscular psoas lengthening, FDO femoral derotation osteotomy, RFT rectus femoris transfer, TAL tendo-Achilles lengthening, GDI gait deviation index



                        Table 3Change in estimated value of sagittal kinematics and GDI score and affecting factors at 2 years after distal hamstring lengthening in patients with Gross Motor Function Classification System level III


	 	Mean pelvic tilt (°)
	KF at initial contact (°)
	Minimum KF in stance (°)
	Knee range of motion (°)
	GDI score

	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value

	Duration
	0.1 (−2.0, 2.1)
	1.0
	0.958
	−8.1 (−11.5, −4.7)
	1.7
	<0.001
	−5.0 (−8.7, −1.2)
	1.9
	0.009
	7.1 (2.5, 11.7)
	2.3
	0.002
	10.4 (7.1, 13.7)
	1.7
	<0.001

	Age at surgery
	1.0 (0.3, 1.6)
	0.3
	0.006
	0.1 (−0.8, 1.0)
	0.5
	0.853
	0.1 (−1.1, 1.4)
	0.6
	0.814
	−1.5 (−2.7, −0.2)
	0.6
	0.020
	−0.5 (−1.1, 0.1)
	0.3
	0.125

	Sex
	1.9 (−2.9, 6.6)
	2.4
	0.438
	−0.8 (−6.7, 5.0)
	3.0
	0.780
	−6.0 (−14.5, 2.5)
	4.3
	0.164
	2.4 (−5.5, 10.2)
	4.0
	0.554
	−3.3 (−6.7, 0.2)
	1.8
	0.063

	IMPL
	2.9 (−2.5, 8.2)
	2.7
	0.294
	0.9 (−6.7, 8.6)
	3.9
	0.810
	1.3 (−8.4, 11.0)
	4.9
	0.794
	0.7 (−9.6, 11.0)
	5.3
	0.894
	−7.4 (−13.3, −1.5)
	3.0
	0.015

	FDO
	−0.4 (−3.7, 2.8)
	1.7
	0.791
	4.6 (−0.2, 9.3)
	2.4
	0.060
	5.2 (−0.7, 11.1)
	3.0
	0.084
	−2.5 (−8.9, 3.9)
	3.3
	0.450
	−3.2 (−6.6, 0.2)
	1.8
	0.068

	RFT
	−0.6 (−5.5, 4.3)
	2.5
	0.803
	7.6 (0.6, 14.5)
	3.6
	0.033
	−3.8 (−12.7, 5.2)
	4.6
	0.409
	0.4 (−9.0, 9.8)
	4.8
	0.936
	−5.6 (−13.0, 1.8)
	3.8
	0.139

	TAL or Strayer
	2.7 (−2.4, 7.8)
	2.6
	0.294
	−1.0 (−7.6, 5.7)
	3.4
	0.779
	−1.7 (−10.9, 7.4)
	4.7
	0.711
	−2.7 (−11.7, 6.3)
	4.6
	0.555
	1.2 (−3.4, 5.7)
	2.3
	0.622



                                 CI confidence interval, SE standard error, KF knee flexion, IMPL intramuscular psoas lengthening, FDO femoral derotation osteotomy, RFT rectus femoris transfer, TAL tendo-Achilles lengthening; GDI, gait deviation index



                     
In patients with GMFCS level I and II, the extent of improvement in knee flexion at initial contact was greater in patients who underwent FDO (2.4°, p = 0.002) than in those who did not undergo FDO. The improvement in GDI score was greater in patients who underwent IMPL (4.3, p = 0.004) or FDO (3.2, p < 0.001) than in those who did not undergo IMPL or FDO. The increase in mean pelvic tilt was less in patients who underwent IMPL (2.0°, p = 0.030) than in those who did not undergo IMPL (Table 2).
On evaluating the annual change of sagittal kinematics and GDI score in serial postoperative gait analyses for the patients with GMFCS level I and II, we found significant annual changes in GDI score (1.2 per year, p = 0.008). However, we found no significant annual change in mean pelvic tilt, knee flexion at initial contact, minimum knee flexion in the stance phase, and knee ROM (p = 0.543, 0.338, 0.554 and 0.755, respectively: Table 4 and Fig. 4).Table 4Serial change of sagittal kinematics and GDI score of 3-dimensiional gait analysis after distal hamstring lengthening in patients with Gross Motor Function Classification System level I and II


	 	Mean pelvic tilt (°)
	KF at initial contact (°)
	Minimum KF in stance (°)
	Knee range of motion (°)
	GDI score

	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value
	Estimation (95% CI)
	SE
	
                                          p-value

	Follow up (year)
	−0.1 (−0.6, 0.3)
	0.2
	0.543
	0.4 (−0.4, 1.2)
	0.4
	0.338
	0.3 (−0.6, 1.2)
	0.5
	0.554
	0.1 (−0.8, 1.1)
	0.5
	0.755
	1.2 (0.3, 2.0)
	0.4
	0.008

	Age at surgery (year)
	−0.1 (−0.5, 0.4)
	0.2
	0.751
	−0.6 (−1.4, 0.2)
	0.4
	0.120
	0.1 (−0.8, 0.9)
	0.4
	0.866
	−0.5 (−1.3, 0.3)
	0.4
	0.198
	−0.7 (−1.4, 0.1)
	0.4
	0.098

	Sex
	2.4 (−0.3, 5.1)
	1.4
	0.081
	0.8 (−3.6, 5.1)
	2.2
	0.735
	−0.7 (−5.6, 4.2)
	2.5
	0.779
	6.5 (1.9, 11.1)
	2.4
	0.006
	−2.1 (−6.4, 2.1)
	2.2
	0.322

	IMPL
	1.0 (−2.1, 4.1)
	1.6
	0.525
	0.1 (−5.2, 5.4)
	0.1
	0.973
	0.4 (−5.6, 6.4)
	3.0
	0.889
	−4.1 (−9.8, 1.6)
	2.9
	0.163
	2.4 (−2.9, 7.7)
	2.7
	0.380

	FDO
	0.7 (−1.3, 2.7)
	1.0
	0.474
	−0.8 (−5.0, 3.5)
	−0.8
	0.727
	−1.0 (−5.6, 3.6)
	2.3
	0.665
	2.3 (−2.3, 7.0)
	2.4
	0.327
	−0.7 (−4.8, 3.5)
	2.1
	0.755

	RFT
	0.1 (−2.2, 2.4)
	1.2
	0.920
	−1.8 (−6.3, 2.7)
	−1.8
	0.441
	−2.8 (−7.8, 2.1)
	2.5
	0.258
	5.2 (0.4, 10.1)
	2.5
	0.036
	−0.2 (−5.2, 4.8)
	2.6
	0.940

	TAL or Strayer
	−1.3 (−4.8, 2.2)
	1.8
	0.462
	−1.0 (−7.1, 5.2)
	−1.0
	0.759
	1.8 (−5.1, 8.7)
	3.5
	0.606
	−1.3 (−7.9, 5.4)
	3.4
	0.709
	3.7 (−3.1, 10.4)
	3.4
	0.286


A lineal mixed model was used to estimate serial change of gait parameters after distal hamstring lengthening

                                 CI confidence interval, SE standard error, KF knee flexion, IMPL intramuscular psoas lengthening, FDO femoral derotation osteotomy, RFT rectus femoris transfer, TAL tendo-Achilles lengthening, GDI gait deviation index
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Fig. 4Serial change of knee flexion at initial contact and gait deviation index score throughout the follow-up duration after distal hamstring lengthening in patients with GMFCS level I and II




                     

Discussion
Although several studies have reported the outcomes after DHL, no study has considered the multiple factors that could affect the results. To our knowledge, this is the largest study to evaluate the outcomes after DHL and analyze the factors that influence the improvement and serial change in knee motion during gait in patients with CP. In the present study, sagittal knee kinematics including knee flexion at initial contact, minimum knee flexion in stance phase, and knee ROM, and GDI score significantly improved after DHL in both independently (GMFCS level I and II) and dependently (GMFCS level III) ambulatory patients. In patients with GMFCS level I and II, improvement in all sagittal knee kinematics was maintained during follow-up. Furthermore, GDI score, which represents overall gait pathology, consistently improved throughout the follow-up duration.
The present study has some limitations. First, this was a retrospective study, and therefore, the follow-up intervals varied. We used an LMM to overcome the unbalanced structure of our data set and focused on the multiple factors that could influence the improvement and annual change in knee motion after DHL. Second, the outcomes after DHL were evaluated with 3D gait analysis. Although functional improvements after DHL are important, these objective measures may not correlate well with functional and psychosocial outcomes [26]. Therefore, further studies are required on the functional and health-related quality of life outcomes. Third, no comparison group that consisted of CP patients who had not undergone surgery was included. Thus, the outcomes after DHL could have been underestimated, as the parameters in the 3D gait analysis tend to worsen in patients with CP not treated surgically [27]. Fourth, 89.0% of patients underwent triceps surae surgery (64.3% TAL and 24.7% Strayer) in this study. A TAL or Strayer operation might affect the knee kinematics. However, our analysis showed that triceps surae surgery did not affect the outcomes after DHL. We think that further study is required to investigate the effect of TAL or Strayer surgery on knee kinematics. Fifth, tibial derotation ostoetomy (TDO) or foot surgery could affect knee kinematics after DHL. However, few patients underwent TDO in this study. In addition, foot surgery was heterogeneous according to the pattern of foot deformity. Therefore, this study did not include TDO or foot surgery as concomitant surgeries for analysis. Further study is required to investigate the effect of foot surgery on knee kinematics.
DHL has been shown to reduce the stress on the knee joint and improve stance stability, which are important for normal gait [4]. However, the necessity of this procedure has been questioned because this procedure has been reported to increase anterior pelvic tilt and eventually induce crouch gait [2, 17]. In the present study, no significant change in anterior pelvic tilt 2 years after DHL was noted. In addition, no annual change in anterior pelvic tilt after surgery was noted throughout the follow-up duration. There are 2 possible reasons for this finding. First, DHL procedures in previous studies involved medial hamstring lengthening with or without lateral hamstring lengthening, while our surgical protocol involved hamstring lengthening with transfer. Semitendinosus tendon transfer eliminates its function as a knee flexor but maintains its function as a hip extensor, and the latter function can minimize increases in anterior pelvic tilt. Recent studies found better preservation of hip extension power and improved hip extension with the hamstring transfer procedure than without the procedure [10, 12]. Second, majority of the limbs (443, 74.6%) underwent RFT in the present study. A previous study reported that DHL significantly improved knee motion in patients with CP and did not increase pelvic tilt when performed with RFT [8]. Therefore, RFT might counteract the effect of DHL on pelvic tilt.
In our study, DHL, as part of a SEMLS, was effective for the treatment of flexed knee gait and the parameters of 3D gait analysis after surgery were similar to those in previous studies (Table 5). Many authors have reported short-term favorable outcomes in terms of sagittal knee joint parameters after DHL [2, 4–8, 17], and recent studies investigating the long-term outcomes of DHL showed that these improvements were maintained at over 10 years postoperatively [11, 13, 14, 18]. The present study also found that the improvement in knee flexion at initial contact, minimum knee flexion in the stance phase, and knee ROM after DHL was maintained during the follow-up duration in patients with GMFCS level I and II, although there was concern that the favorable surgical outcomes might diminished over time. Regarding an increase in knee ROM, it has been reported that a combination of RFT and DHL can improve dynamic knee function [17, 28]. In addition, the GDI score, which represents quantitative overall gait pathology, showed consistent improvement after surgery in patients with GMFCS level I and II. Therefore, we believe that DHL with lengthening and transfer can be the standard procedure in spastic diplegic CP patients with flexed knee gait and that favorable surgical outcomes can be obtained without deterioration of knee kinematics. However, only 5 patients (10 limbs) underwent 3D gait analysis more than 3 times; thus, we could not analyze the annual change in sagittal kinematics and GDI score in serial postoperative gait analyses in patients with GMFCS level III. Further study with a larger cohort is required to analyze the longitudinal outcome in patients with GMFCS level III.Table 5Previous studies investigating the outcomes after distal hamstring lengthening


	Study
	No. of subject
	Follow-up duration (years)
	Knee flexion at IC (°)
	Minimum knee flexion in stance (°)
	GGI or GDI*
                                       

	pre
	post
	
                                          p-value
	pre
	post
	
                                          p-value
	pre
	post
	
                                          p-value

	Dreher et al. [9]
	30 (medial hamstring lengthening)
	8.1 ± 1.8
	36 ± 17
	16 ± 12 (1Y)
	<0.05
	17 ± 20
	0 ± 14 (1Y)
	<0.05
	 	 	 
	22 ± 11 (2-4Y)
	<0.05
	9 ± 12 (2-4Y)
	<0.05

	23 ± 10 (6-12Y)
	<0.05
	12 ± 12 (6-12Y)
	>0.05

	9 (medial and lateral hamstring lengthening)
	45 ± 15
	19 ± 8 (1Y)
	<0.05
	35 ± 23
	7 ± 12 (1Y)
	<0.05
	 	 	 
	20 ± 12 (2-4Y)
	<0.05
	12 ± 16 (2-4Y)
	<0.05

	23 ± 10 (6-12Y)
	<0.05
	12 ± 16 (6-12Y)
	<0.05

	Haumont et al. [11]
	97 (185 limbs)
	10.1
	39.2 ± 13.4
	26.6 ± 12.6
	<0.01
	15.6 ± 16.0
	12.5 ± 14.8
	>0.05
	54.5 ± 15.0*
                                       
	67.8 ± 10.4*
                                       
	<0.01

	Feng et al. [10]
	20 (hamstring lengthening)
	1.1 ± 0.2
	 	 	 	31.7 ± 11.5
	23.2 ± 11.6
	<0.05
	 	 	 
	18 (hamstring transfer + lengthening)
	1.1 ± 0.3
	 	 	 	32.6 ± 11.0
	18.9 ± 9.8
	<0.05
	 	 	 
	Mattos et al. [12]
	18 (hamstring lengthening group)
	4.3 ± 0.9
	 	 	 	22.4 ± 13.3
	9.5 ± 10.4 (1Y)
	<0.05
	 	 	 
	10.8 ± 12.1 (final)
	<0.05

	32 (hamstring transfer + lengthening)
	4.5 ± 0.9
	 	 	 	24.9 ± 11.9
	7.2 ± 10.4 (1Y)
	<0.05
	 	 	 
	8.3 ± 12.2 (final)
	<0.05

	Sung et al. [13]
	29
	11.8 ± 1.1
	31.1 ± 12.7
	26.0 ± 7.6 (1Y)
	0.065
	7.6 ± 13.8
	2.7 ± 9.8 (1Y)
	0.110
	69.4 ± 11.3*
                                       
	77.9 ± 9.5* (1Y)
	0.003

	23.6 ± 8.1 (10Y)
	0.038
	7.3 ± 10.6 (10Y)
	1.000
	82.2 ± 8.9* (10Y)
	<0.001

	Ounpuu et al. [14]
	22
	11 ± 2
	35 ± 9
	23 ± 8 (1Y)
	<0.001
	11 ± 10
	7 ± 11
	>0.05
	 	 	 
	24 ± 9
	<0.001
	10 ± 11
	>0.05

	Park et al. [8]
	8 (16 limbs, DHL)
	1.4 ± 0.8
	32.9 ± 11.8
	22.3 ± 8.7
	0.001
	 	 	 	 	 	 
	20 (40 limbs, DHL + RFT)
	1.1 ± 0.3
	30.5 ± 11.7
	24.9 ± 9.7
	0.002
	 	 	 	 	 	 
	Laracca et al. [15]
	15 (right)
	2.3
	44.5 ± 14.2
	31.7 ± 14.9
	0.014
	34.2 ± 19.3
	24.3 ± 16.3
	0.144
	561 ± 194
	394 ± 163
	0.008

	15 (left)
	41.2 ± 14.4
	31.9 ± 12.0
	0.054
	30.8 ± 17.6
	23.3 ± 15.9
	0.159
	 	 	 
	Aiona et al. [16]
	28(DHL)
	1.4 ± 0.5
	 	 	 	22.8 ± 7.1
	6.7 ± 8.2
	<0.05
	 	 	 
	57 (DHL + RFT)
	1.2 ± 0.5
	 	 	 	27.1 ± 14.7
	9.8 ± 11.5
	<0.05
	 	 	 
	Saraph et al. [17]
	25
	3.3 (3.0–3.9)
	29.8
	24.1
	<0.001
	15.2
	8.2
	0.006
	 	 	 
	Chang et al. [2]
	61
	1.2 ± 0.4
	38.3
	27.4
	<0.001
	 	 	 	 	 	 
	Metaxiotis et al. [7]
	20
	3.1 (2.0–4.5)
	41.5
	19.1
	<0.001
	 	 	 	 	 	 
	Adolfsen et al. [6]
	31
	1.9 (0.7–6.4)
	31
	21
	<0.001
	22a
                                       
	16a
                                       
	<0.001
	 	 	 
	Gough et al. [4]
	13
	4.2 (3.6–4.8)
	 	 	 	31
	17.7(1Y)
	<0.001
	1508
	629 (1Y)
	0.002

	22 (2Y)
	794 (2Y)

	648 (3Y)

	20 (3Y)
	652 (4Y)

	23 (4Y)

	Ganotti et al. [18]
	11
	13 (11–15)
	34
	24 (1Y)
	<0.02
	 	 	 	335
	198 (1Y)
	<0.02

	26 (13Y)
	<0.02
	294 (13Y)

	Current study
	314 (594 limbs)
	2.7 ± 2.9 (1.0–14.7)
	33.6 ± 11.8
	24.6 ± 9.9
	<0.001
	11.3 ± 14.1
	6.5 ± 10.8
	<0.001
	69.9 ± 10.2*
                                       
	79.8 ± 9.6*
                                       
	<0.001



                                 GGI gillette gait index, A higher GGI indicates greater deviation from a normal unimpaired gait, GDI gait deviation index, A GDI score of 100 and above indicates nonpathological gait

                                 aPresent mean knee flexion in stance (°)



                     
Several factors could affect the outcome and prognosis after DHL, such as sex, age at the time of surgery, the anatomical type of CP, and the GMFCS level. In addition, because DHL generally is performed as part of a SEMLS, the multiple concomitant procedures should be considered as influencing factors. Most studies on DHL considered bilateral limbs as independent cases. Because the correlation between right and left sides should be accounted for when analyzing data, statistical methods considering statistical independence should be used in studies involving bilateral cases. We assessed factors that influenced the outcomes after DHL via repetitive 3D gait analyses, using a LMM, and this study is the first to consider the various factors that could affect outcomes after DHL. In the present study, we found that the extent of improvement in knee flexion at initial contact was affected by whether the FDO was performed or not. However, the reason that FDO significantly affected the outcomes after DHL is unclear. Therefore, further study regarding the effects of FDO on the outcome of DHL is required. In addition, the extent of improvement in GDI score was greater in the patients who underwent concomitant surgery, including IMPAL and FDO, than in those who did not undergo these surgeries. The increase in mean pelvic tilt was also affected by whether the IMPL was performed. Therefore, we think that IMPL should be considered in patients with hip flexion contracture to prevent an increase in anterior pelvic tilt when performing DHL.

Conclusions
Sagittal knee kinematics, including knee flexion at initial contact, minimum knee flexion in stance phase, and knee ROM, and GDI score improved after DHL in ambulatory patients with CP. In patients with GMFCS level I and II, the improvement in sagittal knee kinematics was maintained without deterioration. Furthermore, GDI score, which represents overall gait pathology, consistently improved throughout the follow-up duration. Therefore, medial hamstring lengthening with semitendinosus transfer can be the standard procedure, as part of a SEMLS, in spastic diplegic CP patients with flexed knee gait. Based on our results, physicians can predict the improvement in knee function after DHL, and inform patients and parents of the possible improvement after DHL for flexed knee gait.

Acknowledgements
Not applicable.
Funding
This research was supported by Projects for Research and Development of Police science and Technology under Center for Research and Development of Police science and Technology and Korean National Police Agency funded by the Ministry of Science, ICT and Future Planning (Grant No. PA-C000001–2015-202), and by Small and Medium Business Administration (Grant no. S2409723).

Availability of data and materials
The datasets used and/or analysed during the current study available from the corresponding author on reasonable request.


Authors’ contributions
CYC and MSP participated in the design of this study. KHS, KML and BCC participated in data acquisition and collection. KHS, SJM and JK analyzed the data. KHS and MSP drafted the manuscript. KHS and JL performed the statistical analysis. All authors read and approved the final manuscript.

Ethics approval and consent to participate
This retrospective study was approved by the institutional review board of our hospital (B-1308/216–115), and informed consent was waived owing to the retrospective nature of the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Wren TA, Rethlefsen S, Kay RM. Prevalence of specific gait abnormalities in children with cerebral palsy: influence of cerebral palsy subtype, age, and previous surgery. J Pediatr Orthop. 2005;25:79–83.PubMed

2.
Chang WN, Tsirikos AI, Miller F, Lennon N, Schuyler J, Kerstetter L, Glutting J. Distal hamstring lengthening in ambulatory children with cerebral palsy: primary versus revision procedures. Gait Posture. 2004;19:298–304.CrossrefPubMed

3.
Kay RM, Rethlefsen SA, Skaggs D, Leet A. Outcome of medial versus combined medial and lateral hamstring lengthening surgery in cerebral palsy. J Pediatr Orthop. 2002;22:169–72.PubMed

4.
Gough M, Schneider P, Shortland AP. The outcome of surgical intervention for early deformity in young ambulant children with bilateral spastic cerebral palsy. J Bone Joint Surg Br. 2008;90:946–51.CrossrefPubMed

5.
Gough M, Eve LC, Robinson RO, Shortland AP. Short-term outcome of multilevel surgical intervention in spastic diplegic cerebral palsy compared with the natural history. Dev Med Child Neurol. 2004;46:91–7.CrossrefPubMed

6.
Adolfsen SE, Ounpuu S, Bell KJ, DeLuca PA. Kinematic and kinetic outcomes after identical multilevel soft tissue surgery in children with cerebral palsy. J Pediatr Orthop. 2007;27:658–67.CrossrefPubMed

7.
Metaxiotis D, Wolf S, Doederlein L. Conversion of biarticular to monoarticular muscles as a component of multilevel surgery in spastic diplegia. J Bone Joint Surg Br. 2004;86:102–9.PubMed

8.
Park MS, Chung CY, Lee SH, Choi IH, Cho TJ, Yoo WJ, Park BS, Lee KM. Effects of distal hamstring lengthening on sagittal motion in patients with diplegia: hamstring length and its clinical use. Gait Posture. 2009;30:487–91.CrossrefPubMed

9.
Dreher T, Vegvari D, Wolf SI, Geisbusch A, Gantz S, Wenz W, Braatz F. Development of knee function after hamstring lengthening as a part of multilevel surgery in children with spastic diplegia: a long-term outcome study. J Bone Joint Surg Am. 2012;94:121–30.CrossrefPubMed

10.
Feng L, Patrick Do K, Aiona M, Feng J, Pierce R, Sussman M. Comparison of hamstring lengthening with hamstring lengthening plus transfer for the treatment of flexed knee gait in ambulatory patients with cerebral palsy. J Child Orthop. 2012;6:229–35.CrossrefPubMedPubMedCentral

11.
Haumont T, Church C, Hager S, Cornes MJ, Poljak D, Lennon N, Henley J, Taylor D, Niiler T, Miller F. Flexed-knee gait in children with cerebral palsy: a 10-year follow-up study. J Child Orthop. 2013;7:435–43.CrossrefPubMedPubMedCentral

12.
De Mattos C, Patrick Do K, Pierce R, Feng J, Aiona M, Sussman M. Comparison of hamstring transfer with hamstring lengthening in ambulatory children with cerebral palsy: further follow-up. J Child Orthop. 2014;8:513–20.CrossrefPubMedPubMedCentral

13.
Sung KH, Chung CY, Lee KM, Akhmedov B, Lee SY, Choi IH, Cho TJ, Yoo WJ, Park MS. Long term outcome of single event multilevel surgery in spastic diplegia with flexed knee gait. Gait Posture. 2013;37:536–41.CrossrefPubMed

14.
Ounpuu S, Solomito M, Bell K, DeLuca P, Pierz K. Long-term outcomes after multilevel surgery including rectus femoris, hamstring and gastrocnemius procedures in children with cerebral palsy. Gait Posture. 2015;42:365–72.CrossrefPubMed

15.
Laracca E, Stewart C, Postans N, Roberts A. The effects of surgical lengthening of hamstring muscles in children with cerebral palsy--the consequences of pre-operative muscle length measurement. Gait Posture. 2014;39:847–51.CrossrefPubMed

16.
Aiona M, Do KP, Feng J, Jabur M: Comparison of Rectus Femoris Transfer Surgery Done Concomitant With Hamstring Lengthening or Delayed in Patients With Cerebral Palsy. J Pediatr Orthop. 2017;37:107-10.

17.
Saraph V, Zwick EB, Zwick G, Steinwender C, Steinwender G, Linhart W. Multilevel surgery in spastic diplegia: evaluation by physical examination and gait analysis in 25 children. J Pediatr Orthop. 2002;22:150–7.PubMed

18.
Gannotti ME, Gorton GE 3rd, Nahorniak MT, Masso PD. Walking abilities of young adults with cerebral palsy: changes after multilevel surgery and adolescence. Gait Posture. 2010;32:46–52.CrossrefPubMed

19.
Glynn RJ, Rosner B. Comparison of alternative regression models for paired binary data. Stat Med. 1994;13:1023–36.CrossrefPubMed

20.
Sauerland S, Lefering R, Bayer-Sandow T, Bruser P, Neugebauer EA. Fingers, hands or patients? The concept of independent observations. J Hand Surg Br. 2003;28:102–5.CrossrefPubMed

21.
Nguyen DV, Senturk D, Carroll RJ. Covariate-adjusted linear mixed effects model with an application to longitudinal data. J Nonparametr Stat. 2008;20:459–81.CrossrefPubMedPubMedCentral

22.
West BTWK, Galecki AT. Linear mixed models: a practical guide using statistical software. Boca Raton: Chapman & Hall/CRC; 2007.

23.
Laird NM, Ware JH. Random-effects models for longitudinal data. Biometrics. 1982;38:963–74.CrossrefPubMed

24.
Kadaba MP, Ramakrishnan HK, Wootten ME. Measurement of lower extremity kinematics during level walking. J Orthop Res. 1990;8:383–92.CrossrefPubMed

25.
Schwartz MH, Rozumalski A. The gait deviation index: a new comprehensive index of gait pathology. Gait Posture. 2008;28:351–7.CrossrefPubMed

26.
Cuomo AV, Gamradt SC, Kim CO, Pirpiris M, Gates PE, McCarthy JJ, Otsuka NY. Health-related quality of life outcomes improve after multilevel surgery in ambulatory children with cerebral palsy. J Pediatr Orthop. 2007;27:653–7.CrossrefPubMed

27.
Bell KJ, Ounpuu S, DeLuca PA, Romness MJ. Natural progression of gait in children with cerebral palsy. J Pediatr Orthop. 2002;22:677–82.PubMed

28.
Moreau N, Tinsley S, Li L. Progression of knee joint kinematics in children with cerebral palsy with and without rectus femoris transfers: a long-term follow up. Gait Posture. 2005;22:132–7.CrossrefPubMed




OEBPS/sidebar.gif





OEBPS/A12984_2017_296_Fig2_HTML.gif
Time (years)

Time (years)





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A12984_2017_296_Fig4_HTML.gif
Gait deviation index

Timé(years) Time (years)






OEBPS/A12984_2017_296_Fig1_HTML.gif
375 patients were sereencd

‘Cerebral palsy with spasti diplegia
GMFCS level 1 & 11
January 1995 - June 2014
Patients who underwent DHL
Pre-and postoperative 3D gait nalysis

Patient
select

61 were excluded due to
inadequate 3D gait analysis

314 patients / 594 lmbs were included -

S S

o Ty s o
(Patients / Limbs) (Limbs) (Patients / Limbs) Demographics
e | e | P






OEBPS/A12984_2017_296_Fig3_HTML.gif
Time (years)

Time (years)






