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Abstract: Background/Objectives: Hip mobility and joint loading in hip osteoarthritis (HOA)
patients are mostly assessed during straight walking. Yet, mobility limitations in the frontal and
transverse planes are rarely found during this task in subjects with mild-to-moderate symptoms.
Turning movements are frequently encountered during everyday life and might require larger hip
mobility compared to straight walking, especially in the frontal and transverse planes. Thus, hip
mobility and hip loading during straight walking and 90◦ turns in persons with HOA and healthy
older adults were compared in this study. Methods: A retrospective analysis was conducted on
21 subjects with mild-to-moderate HOA and 21 healthy controls. Hip angles and moments were
assessed during straight walking and 90◦ step and spin turns. Gait analysis was conducted using
a motion capture system and a force plate. Group and movement task differences were assessed
with a mixed-model ANOVA. Results: Peak abduction and adduction angles were largest during the
step and spin turn, respectively, as were the group differences between HOA subjects and healthy
subjects. Both turns require a greater transverse hip range of motion compared to straight walking.
Limitations in transverse hip mobility in the HOA group were especially prominent during the step
turn. Both turns cause higher joint moments than straight walking. Conclusions: The additional
inclusion of 90◦ step and spin turns into gait analysis can enhance early identification of hip mobility
limitations in the frontal and transverse planes in subjects with mild-to-moderate hip osteoarthritis.
Early diagnosis is crucial for the timely application of conservative treatment strategies.

Keywords: turning; hip mobility; gait analysis; range of motion; joint loading

1. Introduction

Patients with hip osteoarthritis (HOA) suffer from pain and a loss of function leading
to a decrease in quality of life [1]. Functional loss is mainly caused by muscle weakness [2]
and limitations in passive and active hip range of motion (ROM) [3]. Previous analyses of
active hip ROM have mainly focused on straight walking [4–6]. Likewise, joint moments,
as a surrogate measure of joint loading, are also mostly assessed during straight walking.
In a meta-analysis on HOA-induced changes in peak hip flexion and adduction moments
during walking, differences were found for subjects with severe HOA but not for those
with only mild-to-moderate symptoms [7]. However, joint mobility requirements and joint
loading in terms of external moments might be larger during other movements of daily
living, especially in the frontal and transverse planes.

One task that has gained attention from various research fields is turning or curve
walking [8–11]. Turning movements are encountered frequently during activities of daily
living as 35–45% of daily steps are turning or nonlinear steps [12], and turns are a risk
factor for falls [13]. Turning movements can be conducted either in a spin or step turn
manner [14]. Both movement patterns require more pronounced external rotation of the hip;
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step turning requires larger hip abduction, and spin turning requires larger hip adduction
than straight walking [15]. Yet, these biomechanical insights have been obtained in a
sample of healthy young adults. In HOA patients, limited passive internal rotation and
adduction are often core criteria for a functional HOA diagnosis [16], and limitations in
external rotation mobility have been associated with higher levels of disability [17]. To the
best of our knowledge, only one study of people with HOA included turning movements;
this showed decreased peak hip abduction and adduction as well as peak hip adduction
moments during 45◦ turns compared to age-matched healthy controls [18]. However,
knowledge of transverse plane biomechanics is still lacking, and ROM requirements and
joint moments of different movement tasks have not been compared. Additionally, it has
been found that the majority of turns during daily life are between 76◦ and 120◦ [19],
meaning that turns in this range presumably are of higher practical relevance.

Therefore, this study aimed to compare hip mobility, in terms of ROM and peak angles,
and joint loading, in terms of peak external hip moments, between straight walking and
90◦ step and spin turns in healthy older adults and in subjects with mild-to-moderate
HOA. We hypothesised that 90◦ turns would require larger peak hip angles and overall
hip ROM and would provoke higher joint moments in the frontal and transverse planes
compared to straight walking. Subsequently, we hypothesised that mobility deficits as well
as modifications in the joint loading of HOA subjects would be more pronounced during
turning than during straight walking.

2. Materials and Methods

In this secondary analysis, data from a study on the effects of hip bracing in differ-
ent movement tasks were reanalysed. Therefore, the data have been published in part
elsewhere [19].

2.1. Participants

Subjects for this study were recruited from local physiotherapy practices, via local
newspapers, or from the university community and thus represent a sample of conve-
nience. In total, 42 subjects participated in this study, including 21 subjects with mild-to-
moderate unilateral primary HOA (10 females, age: 64.0 ± 9.6 years; body mass index (BMI):
24.2 ± 2.9; Harris Hip Score (HHS): 74.6 ± 11.8) and 21 healthy participants (10 females,
age: 63.1 ± 9.2 years; BMI: 25.2 ± 2.7; HHS: 98.4 ± 2.3). Subject groups did not differ
regarding age, height, body mass, or BMI. Additionally, subjects from the control group
were randomly and counterbalanced assigned to a left or right leg group to match the total
number of affected right and left limbs of the HOA group. Subjects in the HOA group had
radiologically confirmed HOA of Kellgren–Lawrence grade 2 or higher, hip pain during
activities of daily living and decreased hip function (HHS ≤ 95). The healthy subjects
had no radiological signs of HOA (Kellgren–Lawrence Score ≤ 1), did not experience hip
pain during activities of daily living, and had good hip function (Harris Hip Score > 95).
Detailed inclusion and exclusion criteria can be found in Table 1. The study procedure was
approved by the ethics committee of the Karlsruhe Institute of Technology. All participants
gave their written informed consent before study participation.

2.2. Testing Protocol

Subjects performed straight walking and pre-planned 90◦ step and spin turns (Figure 1)
at a self-selected speed. We chose 90◦ turns due to their high practical relevance as right-
angle turns are frequently encountered in urban settings [20], and the widespread usage
of this turn angle in previous studies [15,21,22], and their inclusion in functional tests [23].
Movement velocity was controlled using light barriers and kept constant (within ± 5%
of the first trial) across trials of the same movement task. For each movement task, five
valid trials were recorded. During the turning trials, subjects initiated the turn within a
marked corridor of 50 cm on the force plate. To standardize movement execution, subjects
were instructed to perform the turn in an abrupt manner, resulting in an entire 90◦ turn
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within one gait cycle [24]. Turning was always conducted with the affected limb for the
HOA subjects and a matched limb for the control group (Figure 1).

Table 1. Inclusion and exclusion criteria.

Group Inclusion Criteria Operationalisation

HOA

Radiologically confirmed HOA Kellgren–Lawrence Score (K-L Score) of 2–4
Symptomatic HOA Hip pain during activities of daily living within the last 3 months
Decreased hip function Harris Hip Score between 65 and 95

Unilateral HOA
Contralateral K-L Score ≤ 2; contralateral hip pain free within the last 3 months;
unrestricted passive ROM of contralateral hip (sagittal ROM ≥ 90◦; transverse
ROM ≥ 15◦; peak abduction ≥ 20; flexing contracture ≤ 10◦)

Healthy
No radiological signs of HOA Bilateral K-L Score ≤ 1 (if radiographic images available)
No symptoms of HOA No hip pain within the last 3 months during activities of daily living
Good hip function Harris Hip Score ≥ 96

Group Exclusion Criteria

HOA
Secondary HOA caused by trauma
Contraindications of X-ray imaging

Both
BMI ≥ 35 kg/m2

Orthopaedic injury of other joints of the lower limbs and back (e.g., pain, osteoarthritis > grade 1 (self-reported),
endoprosthesis, rheumatoid arthritis, acute herniated disc, etc.)
Neuromuscular disorders or neurological complaints (e.g., vertigo)
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Figure 1. Schematic representation of foot placement during straight walking, 90◦ spin turn, and 90◦

step turn. Coloured feet represent affected limbs in hip osteoarthritis (HOA) subjects and matched
limbs in healthy subjects. Green = straight walking, purple = 90◦ step turn, and yellow = 90◦ spin turn.

2.3. Gait Analysis and Data Processing

Whole-body movement was assessed with a 16-camera motion capturing system
(200 Hz; Vicon Motion Systems, Oxford Metrics Group, Oxford, UK). Simultaneously,
ground reaction forces (GRFs) were recorded using a 3D force plate (1000 Hz; Advanced
Mechanical Technology Inc., Watertown, MA, USA). Kinematic and GRF data were filtered
using a 4th-order Butterworth low-pass filter with a cut-off frequency of 15 Hz. A full-
body marker set with 42 retroreflective markers was applied [25]. Three-dimensional hip
joint angles and external joint moments were calculated using an inverse kinematics and
dynamics approach with the multi-body ALASKA Dynamicus model [20] including the
hip joint centre definition proposed by Harrington et al. [26]. Peak hip joint angles and
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moments as well as hip ROM during the stance phase of straight walking or the turning step
of 90◦ turns were assessed. Additionally, forward-oriented centre of mass (COM) velocity
at initial contact (IC) and toe off (TO) as well as stance phase duration were analysed. Mean
values across the five trials of each movement were calculated for each subject. For five
subjects, one trial of step or spin turning was detected as invalid after the measurement.
These trials were excluded from the analysis, and the mean value was calculated across the
remaining 4 trials.

2.4. Statistical Analysis

As the basis for this manuscript is secondary data, the a priori calculation of the
sample size was based on effects induced by hip bracing during level walking in HOA
subjects [27]. Calculations were conducted using G*Power (version 3.1.9.3) [28]. With
observed effect sizes of 0.92 and 1.17 for peak hip adduction and internal rotation [27], a
significance criterion of α = 0.05, and power of 0.95, the minimum sample size required
was 18 and 12, respectively.

All statistical analyses were conducted using R (version 4.2.2) [29]. Normal distribu-
tion and homogeneity of variance were tested using the Shapiro–Wilk and Levene tests,
respectively. Statistical differences were assessed using a mixed-model ANOVA with move-
ment task (straight walking, step turn, spin turn) as the within-subject factor and group
(healthy, HOA) as the between-subject factor. A Mauchly test was used to assess sphericity.
If sphericity was violated, Greenhouse–Geisser estimates were used. Post hoc analyses
were conducted using t-tests for dependent samples with Bonferroni corrections. The level
of significance was set a priori to A < 0.05. Partial eta squared (ηp

2) was used for effect
size estimation.

3. Results

Means and standard deviations of spatio-temporal parameters are presented in Table 2,
kinematic parameters are presented in Table 3, and kinetic parameters are presented in
Table 4. Additionally, hip joint mobility and joint dynamics are visualised in Figure 2. Hip
joint angle and moment time curves in the sagittal, frontal, and transverse planes are pre-
sented in Figure 3. The results from all statistical analyses can be found in Tables S1 and S2
in the Supplementary Materials.

Table 2. The mean (SD) of the evaluated spatio-temporal parameters during the stance phase of
straight walking, a 90◦ step turn, and a 90◦ spin turn for healthy subjects and subjects with HOA. IC
= initial contact; TO = toe off; COM = centre of mass.

Parameter
Straight Walking 90◦ Step Turn 90◦ Spin Turn

Healthy HOA Healthy HOA Healthy HOA

COM velocity IC [m/s] 1.36 (0.12) 1.27 (0.19) 0.97 (0.12) 0.94 (0.14) 0.96 (0.12) 0.92 (0.19)
COM velocity TO [m/s] 1.39 (0.12) 1.29 (0.19) 0.98 (0.15) 0.94 (0.16) 0.97 (0.11) 0.93 (0.12)
Stance phase duration [s] 0.64 (0.05) 0.65 (0.05) 0.70 (0.08) 0.73 (0.10) 0.74 (0.08) 0.78 (0.14)

3.1. Mobility Requirements of the Movement Tasks

For all kinematic parameters, namely peak hip angles and hip ROM, a significant
main effect for movement task (p < 0.001; ηp

2 0.39–0.91) was found. Post hoc comparisons
showed that straight walking and the step turn differed significantly (p < 0.001) for all
kinematic parameters, with lower sagittal hip mobility and hip adduction but larger hip
abduction and transverse mobility during the step turn. Likewise, straight walking and
the spin turn differed significantly in all kinematic parameters (p < 0.001) except for frontal
hip ROM (p = 1.00), with lower sagittal hip mobility and hip abduction but larger hip
adduction and transverse mobility. Step and spin turns differed significantly (p < 0.001)
for all kinematic parameters except for peak hip extension (p = 1.00) and peak hip internal
rotation angle (p = 0.16). Thereby, lower hip flexion, sagittal hip ROM, hip adduction,
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frontal hip ROM, external rotation, and transverse hip ROM but larger hip abduction were
found for the step turn compared to the spin turn.

Table 3. The mean (SD) of the evaluated kinematic parameters during the stance phase of straight
walking, a 90◦ step turn, and a 90◦ spin turn for healthy subjects and subjects with HOA. ROM =
range of motion.

Parameter
Straight Walking 90◦ Step Turn 90◦ Spin Turn

Healthy HOA Healthy HOA Healthy HOA

Peak hip flexion [◦] 15.70 (5.75) 13.69 (6.14) 9.64 (5.58) 8.18 (6.84) 12.95 (5.55) 12.49 (5.82)
Peak hip extension [◦] −29.11 (4.5) −22.56 (6.28) −25.13 (5.76) −20.32 (5.73) −24.72 (5.25) −20.08 (5.82)
Sagittal hip ROM [◦] 44.81 (5.52 36.25 (8.34) 34.77 (5.58) 28.50 (8.01) 37.66 (5.25) 32.57 (6.49)
Peak hip abduction [◦] 3.02 (2.58) 4.02 (2.56) 6.71 (3.37) 5.47 (2.98) 1.71 (2.92) 1.95 (2.38)
Peak hip adduction [◦] −9.04 (2.40) −7.66 (2.30) −2.61 (2.76) −3.26 (2.53) −11.25 (2.03) −9.26 (3.12)
Frontal hip ROM [◦] 12.06 (1.60) 11.68 (2.69) 9.32 (2.41) 8.73 (2.39) 12.97 (1.81) 11.21 (3.00)
Peak hip ext. rotation [◦] 1.90 (13.2) 4.34 (10.5) 7.68 (14.3) 6.97 (11.5) 15.41 (15.0) 15.82 (11.1)
Peak hip int. rotation [◦] −11.19 (13.1) −6.59 (11.00) −23.07 (16.0) −13.82 (13.7) −19.62 (13.9) −13.20 (12.2)
Transverse hip ROM [◦] 13.08 (3.56) 10.93 (2.82) 30.75 (5.97) 20.79 (7.85) 35.03 (8.45) 29.02 (8.72)
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Figure 2. Mean and SD of peak hip angles [◦] and external hip joint moments [Nm/kg].
Green = straight walking, purple = 90◦ step turn, and yellow = 90◦ spin turn. Solid bars = HOA
subjects; hatched bars = healthy subjects.
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Table 4. The mean (SD) of the evaluated kinetic parameters during the stance phase of straight
walking, a 90◦ step turn, and a 90◦ spin turn for healthy subjects and subjects with HOA.

Parameter
Straight Walking 90◦ Step Turn 90◦ Spin Turn

Healthy HOA Healthy HOA Healthy HOA

Peak hip extension moment [Nm/kg] 0.93 (0.90) 0.53 (0.19) 2.82 (2.80) 2.61 (2.74) 2.50 (2.58) 2.45 (2.46)
Peak hip flexion moment [Nm/kg] −0.96 (0.43) −0.69 (0.18) −2.63 (1.48) −2.77 (1.80) −2.62 (1.06) −2.89 (1.06)
Peak hip abduction moment [Nm/kg] 0.20 (0.08) 0.19 (0.09) 3.89 (3.13) 3.50 (3.01) 1.33 (1.62) 1.09 (1.35)
Peak hip adduction moment [Nm/kg] −1.10 (0.25) −0.92 (0.10) −1.29 (1.75) −1.25 (1.47) −4.28 (4.10) −3.78 (3.63)
Peak hip ext. rotation moment [Nm/kg] 0.26 (0.09) 0.20 (0.06) 0.46 (0.52) 0.58 (0.61) 1.74 (1.22) 1.37 (1.06)
Peak hip int. rotation moment [Nm/kg] −0.12 (0.11) −0.07 (0.04) −2.21 (0.94) −1.81 (0.81) −0.71 (0.69) −0.69 (0.83)
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Figure 3. Sagittal, frontal, and transverse hip joint angle [◦] and external hip joint moment [Nm/kg]
time curves (mean) across the stance phase [%]. Green = straight walking, purple = 90◦ step turn,
and yellow = 90◦ spin turn. Dashed line = healthy subjects; solid line = HOA subjects.
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3.2. Joint Loading during the Movement Tasks

For all kinetic parameters, namely peak external hip joint moments, a significant main
effect for movement task (p ≤ 0.006; ηp

2 0.16–0.78) was found. Pairwise comparisons
showed that straight walking and the step turn differed significantly for all kinetic pa-
rameters (p ≤ 0.004) except for peak hip adduction moment (p = 0.91), with higher hip
joint moments during the step turn. Likewise, straight walking and the spin turn differed
significantly in all parameters (p < 0.001), with higher joint moments during the spin turn.
Step and spin turns differed significantly (p < 0.001) in frontal and transverse peak joint
moments, with the step turn provoking higher peak hip abduction and internal rotation
moments but lower hip adduction and external rotation moments.

3.3. Effect of Hip Osteoarthritis on Hip Mobility and Joint Loading

A significant main effect for group was found for peak hip extension angle (p = 0.002;
ηp

2 = 0.22), sagittal hip ROM (p = 0.001; ηp
2 = 0.24), and transverse hip ROM (p < 0.001;

ηp
2 = 0.28), with lower values in the HOA group. Significant interaction effects were found

for peak hip adduction angle (p < 0.001), peak hip abduction angle (p = 0.001), peak hip
internal rotation angle (p = 0.046), sagittal hip ROM (0.041), and transverse hip ROM (0.006)
(Figure 4).
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Figure 4. Mean and standard deviation of parameters with significant interaction effect of group and
movement task: (a) peak hip adduction angle, (b) peak hip abduction angle, (c) peak hip internal
rotation angle, (d) sagittal hip ROM, and (e) transverse hip ROM. Dashed line = healthy subjects;
solid line = HOA subjects.
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4. Discussion

To the best of our knowledge, this is the first study to compare 3D hip kinematics and
dynamics during straight walking and 90◦ turns while walking in healthy subjects and
those with mild-to-moderate HOA.

We expected turning to require larger frontal and transverse hip mobility and provoke
larger hip joint moments in these movement planes. In line with this hypothesis, both 90◦

turns required larger hip external and internal rotation and overall transverse hip ROM. In
contrast to our expectations, frontal hip ROM was lower (step turn) or no different (spin
turn) than during straight walking. However, there was reduced adduction but increased
abduction during the step turn and reduced abduction but increased adduction during the
spin turn (Figure 2). As hypothesised, peak external hip joint moments in all movement
planes were higher during both 90◦ turns than during straight walking, except for the
peak hip adduction moment during the step turn. Thereby, observed joint moments are
comparable to those reported for running [30], even though both turns are conducted with
a lower COM velocity compared to straight walking.

Secondly, we expected mobility deficits and modifications of joint loading in HOA
subjects to be more pronounced during turning than during straight walking. HOA
subjects demonstrated decreased transverse ROM across all movements compared to
healthy subjects. Thereby, group differences in transverse ROM and peak hip internal
rotation are largest during the 90◦ step turn (Figure 4). While Taylor et al. [15] also reported
larger external rotation angles during turning than during straight walking, they did not
find increased hip internal rotation during turning. These differences in hip rotation might
stem from differences in foot placement strategies used by younger and older subjects. This
warrants further investigation.

In the frontal plane, HOA-induced limitations in hip adduction and abduction were
most noticeable during the spin and step turn, respectively (Figure 4). Previous studies
found no differences in peak hip ad- or abduction during straight walking between healthy
subjects and those with mild or moderate HOA [5,31] and differences were only partly
found for those with severe HOA [18,31–33]. Likewise, no overall effect of HOA on frontal
plane kinematics was found in this study. Thereby, frontal hip ROM during straight walking
and the gait velocity observed in the present study were comparable to those reported by
Rutherford et al. [31], with about 9◦ and 1.33 m/s. However, significant interaction effects
in our study showed that group differences in peak hip adduction and abduction were
most noticeable during spin and step turns, respectively. Tateuchi et al. [18] also reported
reduced abduction during a 45◦ step turn and reduced adduction during a 45◦ spin turn.
However, subjects in their study suffered from end-stage HOA. Thus, analysing 90◦ step
and spin turns might allow for the detection of frontal plane hip mobility limitations at an
earlier disease stage and thus facilitate earlier treatment initiation.

Although joint moments were larger during the 90◦ turning movements, no overall
group differences or interactions were found. Yet, large individual heterogeneity was
observed for the joint moments during both 90◦ turns (Figure 2). These differences are likely
to stem from different movement strategies adopted to perform the change in direction
as rapidly as possible. Turning usually requires a leaning-in motion to counteract the
centripetal force [8] which results in an increased distance between the base of support and
the COM. Previous studies found that older adults reduce leaning-in motion in comparison
to young adults [34] and that higher levels of knee extension strength are related to better
maintenance of top-down segment reorientation and leaning-in behaviour in healthy older
adults [21]. Thus, individual differences in hip pain or strength ability likely influence
trunk lean and subsequently hip joint moments. Further analyses of whole-body movement
strategies could identify coping strategies adopted by HOA subjects and identify those
with more favourable hip joint loading to serve as a basis for gait retraining protocols.

For the sagittal plane, both turning movements required lower peak angles and less
hip ROM than during straight walking (Figure 2). Nevertheless, reduced peak hip extension
leading to decreased sagittal ROM was observed across all movement tasks for subjects
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with HOA. Yet, group differences for sagittal hip ROM were largest during straight walking
(Figure 4). Thus, limitations in sagittal plane hip mobility are best evaluated during
straight walking.

Limitations

The results from this study have to be interpreted with regard to the following lim-
itations. While transverse plane biomechanics represent important data for the analysis
of turning movements, it has to be borne in mind that multi-body modelling is prone to
errors in this plane. However, even if the modelling output might contain inaccuracies, the
observed differences between movement tasks and groups are large.

Secondly, observed hip angles in the sagittal plane are shifted towards lower flexion
and more pronounced extension compared to the literature. This offset is caused by
differences in the definition of the pelvis neutral position [35,36]. Consequently, when
comparing our data to other studies, individual model definitions should be considered.

Moreover, in our study, subjects were asked to perform the turns in an abrupt man-
ner, as previously done in other studies [34], to increase standardization of the turning
movement across trials and subjects. However, performing the entire 90◦ turn within one
gait cycle might not reflect natural turning behaviour [37,38]. As joint moments [39], step
width [38], and likely also joint angles increase with increasing turning angle, the peak
angles and moments observed in our study might be larger than during turns in which the
rotation of the body is split into multiple steps.

Further, to increase uniformity across multiple trials of the same subject, movement
velocity was controlled using light barriers. While this approach allows for the detection of
changes in movement velocity immediately during data acquisition, it does not guarantee
consistent movement across all trials as only the mean velocity between the light barriers is
evaluated. Therefore, averaging peak values across different trials might not represent peak
values observed during individual trials. Thus, our results likely represent hip mobility
and joint loadings across different movement strategies, and future analyses of whole-
body movements on single-trial data are needed to clarify the role of different movement
strategies on mobility requirements and joint loading.

Likewise, our analysis of the implications of mild-to-moderate HOA was performed at
the group level to detect overall changes in turning biomechanics in this population. How-
ever, individual differences in HOA severity or sex might influence movement execution,
as has been previously shown for straight walking [6,40].

Lastly, in our study, joint kinematics were only analysed during the stance phase of
walking and turning to match the gait phase evaluated for joint dynamics. While this
approach follows previous studies [15,18], analyses of joint kinematics during the entire
gait cycle might add additional insights on turning movements.

5. Conclusions

In this study, we demonstrated that 90◦ turns require overall larger transverse hip
mobility and task-specific increases in frontal hip mobility. Thereby, frontal and transverse
plane mobility limitations of patients with mild-to-moderate HOA were more prominent
during 90◦ turns than during straight walking. Thus, the routine inclusion of 90◦ turns
during gait analysis might allow for the identification of frontal and transverse hip mobility
deficits at an early disease stage of HOA and might therefore enable earlier access to conser-
vative treatment options. Lastly, both turns cause larger joint moments at the hip joint than
straight walking, with large inter-individual variability. The identification of individual
movement strategies could be used as a foundation for gait retraining interventions.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/jcm13175021/s1; Table S1: p-values of Shapiro-Wilk tests, Levene
tests and mixed-model ANOVA; Table S2: Bonferroni corrected p-values from pairwise comparisons
of significant ANOVA main effects for movement task using dependent sample t-tests.
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