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A B S T R A C T

Background: Besides its initial use as a video gaming system the Kinect might also be suitable to capture human
movements in the clinical context. However, the system’s reliability and validity to capture rehabilitation ex-
ercises is unclear.
Research question: The purpose of this study was to evaluate the test-retest reliability of lower extremity kine-
matics during squat, hip abduction and lunge exercises captured by the Kinect and to evaluate the agreement to a
reference 3D camera-based motion system.
Methods: Twenty-one healthy individuals performed five repetitions of each lower limb exercise on two different
days. Movements were simultaneously assessed by the Kinect and the reference 3D motion system. Joint angles
and positions of the lower limb were calculated for sagittal and frontal plane. For the inter-session reliability and
the agreement between the two systems standard error of measurement (SEM), bias with limits of agreement
(LoA) and Pearson Correlation Coefficient (r) were calculated.
Results: Parameters indicated varying reliability for the assessed joint angles and positions and decreasing re-
liability with increasing task complexity. Across all exercises, measurement deviations were shown especially for
small movement amplitudes. Variability was acceptable for joint angles and positions during the squat, partially
acceptable during the hip abduction and predominately inacceptable during the lunge. The agreement between
systems was characterized by systematic errors. Overestimations by the Kinect were apparent for hip flexion
during the squat and hip abduction/adduction during the hip abduction exercise as well as for the knee positions
during the lunge. Knee and hip flexion during hip abduction and lunge were underestimated by the Kinect.
Significance: The Kinect system can reliably assess lower limb joint angles and positions during simple exercises.
The validity of the system is however restricted. An application in the field of early orthopedic rehabilitation
without further development of post-processing techniques seems so far limited.

1. Introduction

Conventional 3D motion analysis systems consisting of multiple
infrared cameras, reflective or illuminated markers and data analysis
software are widely used to assess kinematics of body segments and the
according joints. The field of application is broad and includes re-
habilitation research, injury prevention and performance enhancement
[1–3]. However, the acquisition of the system is expensive, data as-
sessment and analysis time consuming and requires trained staff.

Additionally, motion capturing is restricted to a laboratory environ-
ment. Marker-less motion capture systems like the Microsoft Kinect
technology might offer a portable, low cost and easy to operate system
for applications outside the laboratory. Besides its initial use as a video
gaming system, new possibilities for the application in the clinical
context were discussed to assist rehabilitation and the evaluation of
therapy process [4]. First investigations on the feasibility and effect of
interactive systems for the enhancement of functional parameters in
clinical populations were promising. Research in motor rehabilitation
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using the Kinect could show improvements regarding balance and
postural control as well as in upper limb range of motion and function
but was mainly focused on patients with neurological disorders [5,6].
With the possibility of quantitative measurements of motor perfor-
mance and real-time feedback the application of those systems might as
well improve the rehabilitation process for musculoskeletal disorders
after surgery [7]. The assessment and the direct control of the move-
ment via real-time feedback could support performance quality and
thereby adequate joint loading. Previous research evaluated the accu-
racy of the Kinect system in comparison to motion capture systems
obtaining different results depending on the chosen landmark and the
performed movement. For movements of the upper extremity accep-
table agreements with moderate to excellent correlations were revealed
[8–11]. Measurements of the trunk were assessed in functional move-
ment tests. Good accuracy assuming valid capturing of kinematic stra-
tegies could be shown [12–14]. Lower limb landmarks were assessed in
several studies for the purpose of gait analysis. Except for the hip good
to excellent agreement were obtained for body landmarks and their
resulting spatiotemporal gait parameters [15]. However, investigations
assessing joint angles of lower limb tasks are rather sparse and con-
tradicting. Some studies report good to excellent agreement and ac-
ceptable errors for lower limb kinematics whereas others indicate poor
to no agreement and substantial errors between the systems
[8,9,16–19]. The accuracy of the Kinect system seems thereby greatly
influenced by the assessed joint, movement plane and lower limb task.

Therefore, it was the aim of the present study to (1) evaluate the
test-retest reliability of lower extremity kinematics assessed with the
Microsoft Kinect during a squat, hip abduction and lunge exercise and
(2) to evaluate the agreement of lower extremity kinematics between
the Kinect system and a reference 3D camera-based motion analysis
system.

2. Method

2.1. Participants

Twenty-one healthy and pain free participants (13 females, 8 males;
age: 40 ± 14years; height: 172 ± 8 cm; weight: 72 ± 15 kg) without
any acute musculoskeletal complains or acute infections were included
in the study. Each participant received an oral and written explanation
of the purpose and the study design. Prior to enrolment all participants
signed a written consent form. Study approval was received by the
ethics committee of the University of Potsdam where the study was
conducted.

2.2. Instrumentation and procedure

The study was conducted in a test-retest design with measurement
sessions being separated by a mean of 7 days. Lower extremity move-
ments were simultaneously assessed by the reference motion capture
system consisting of 14 infra-red cameras (Vicon, Oxford, UK, MX3) and
the Microsoft Kinect system (Microsoft, Redmond, USA, Kinect V2)
consisting of one red, green, blue camera and a 3D depth sensor. In
preparation of the measurement 16 reflective markers were placed on
the participant’s skin according to the lower limb “Plug-In Gait” model
[20]. The Kinect camera was placed 2.5m in front of the participant
and was elevated by 0.85m for an optimal field of view [21,22].
Movements were collected with a sampling frequency of 500 Hz for the
Vicon system and with 30 Hz for the Kinect system.

Exercises were selected in regard to their frequent use in therapy of
lower limb pathologies and consisted of squats, hip abductions and
lunges [23,24]. All movements were performed in line of sight to the
Kinect camera. Followed by familiarization trails for each movement
participants were asked to perform five consecutive repetitions for each
of the movements. The starting position of all three exercises was
composed of an upright posture, a hip wide stance and arms extended at

the side with palms facing forward. Squatting was performed with
aligned knees up to 90° knee and hip flexion. Hip abduction was per-
formed with slightly bended knees, while the leg was abducted to the
side, the trunk was kept upright and the legs were kept in neutral po-
sition. For lunges the participant stepped forward with one leg and
flexed both knees up to 90°. Straight leg alignment and upright trunk
posture should be maintained during the execution. After each repeti-
tion, participants returned to the starting position.

2.3. Data analysis and statistical testing

The Kinect data were processed by the Microsoft Kinect Software
Development Kit (SDK). Fifteen landmarks were automatically detected
including bilateral shoulder, elbow, hand, hip, knee and foot as well as
head, neck and torso. Hip and knee angles were defined by vector
conventions (hip angles: shoulder-hip and hip-knee; knee joint: hip-
knee and knee-foot). Kinematics of the lower limb including landmarks
and joint angles assessed with Vicon were obtained by the “Plug-In
Gait” model [20]. Joint angles were calculated by the use of Euler
angles (sequence X-Y-Z). The recorded data was manually synchronized
by the start and end position of the movement (distinct movement cues)
without any interpolation of the data. Parameters were averaged over
the five movement repetitions. Hip angles were derived in sagittal
(flexion/extension) and frontal plane (abduction/adduction). For the
knee angles in sagittal plane (flexion/extension) as well as knee posi-
tions in relation to the ankle in sagittal and frontal plane were assessed.
All angles and positions were calculated before movement initiation
(baseline) and during maximum/minimum displacement. A detailed
description of all angle and position measures is given in the supple-
mentary material of Figure S7 to S9. To assess the test-retest reliability
of lower limb exercises captured with the Kinect system bias with limits
of agreement (bias; LoA,± 1.96*SD) and standard error of measure-
ment (SEM; square root of mean square error term of repeated measures
ANOVA) were calculated [25–28]. For the evaluation of system
agreement scatter plots of Vicon and Kinect data were created and
additionally Pearson Correlation Coefficient (r) was calculated to assess
concurrent validity [26]. Fixed, random and proportional bias was as-
sessed via Bland and Altman analysis and visualized by plotting dif-
ferences of the systems against the mean. Proportional bias was tested
and confirmed by a significant linear regression of differences on means
(p < 0.05). With a proportional bias evident regression based Bland
and Altman plots were created (mean differences: D= b0 + b1A (A=
true value of measurement); 95% limits of agreement: D ± 1.96√ π/2*R
(R= residuals SD from regression)) [25,29–31]. The mean difference is
therefore given as formula with b1 indicating the slope and b0 in-
dicating the intercept of the regression line.

3. Results

3.1. Test-retest reliability

For the Kinect SEM was in mean 7.6° for joint angles and 2.9 cm for
knee positions. Bias and LoA were in mean 3.2° and 21.0° for joint
angles and 1.4 cm and 7.8 cm for knee positions. For the Vicon system
SEM was in mean 5.4° for joint angles and 1.3 cm for knee positions.
Bias and LoA were in mean 2.6° and 15.3° for joint angles and 0.3 cm
and 3.5 cm for knee positions. In both systems variability increased
with the complexity of the movement task (order: squat – hip abduction
– lunge) manifested in higher measurement errors. A summary of all
reliability measures for the Kinect system and the Vicon system is dis-
played in Table 1.

3.2. Agreement between Kinect and Vicon

For parameters assessed during the squat r ranged from 0.18 – 0.83
indicating significant correlations for all parameters except knee flexion
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at movement initiation and two knee positions (Knee m/l – min. [cm];
Knee a/p – bas.[cm]). Parameters of the Kinect were lower in their ex-
tent in comparison to the Vicon system. Only maximum hip flexion
showed higher angles when assessed by the Kinect. Proportional bias
was evident for maximum hip flexion and baseline knee position in
sagittal plane. For the standing leg during the hip abduction exercise r
ranged from 0.06–0.62 with significant correlations for knee and hip
angles assessed in sagittal plane. For the moving leg r ranged from
0.16–0.59 with significant correlations for maximum hip flexion and
hip abduction at baseline and maximum excursion. Joint angles of the
standing leg during the hip abduction showed lower values by the
Kinect when assessed in the sagittal plane. However, higher hip angles
were obtained from the Kinect in the frontal plane. The same pattern
was derived for the moving leg during the hip abduction with an ex-
ception for maximum knee flexion with greater angles for the Kinect.
Proportional bias was evident for knee flexion angles at baseline and
maximum excursion as well as for maximum hip abduction of the
moving leg. For the lunge exercise r ranged from 0.01-0.83 for the front
leg and from 0.15-0.80 for the back leg with significant correlations for
baseline and maximum knee and hip flexion. All assessed joint angles
were lower for the Kinect than for the Vicon system. Knee position in
anterior and posterior direction independent of front or back leg

showed as well systematic bias but indicated higher values for the
Kinect. Proportional bias was evident for angles and positions in the
sagittal plane with knee angles affected for the front leg and hip angle
and knee position at baseline affected for the back leg. Descriptive data
and information regarding the agreement is given in Fig. 1 and Table 2.
Additionally scatter plots of Vicon and Kinect data is provided in the
supplementary material of Figure S1 to S3. Bland and Altman plots
depicting systematic, proportional and random deviations between the
systems are as well shown in the supplementary material of Figure S4 to
S6.

4. Discussion

The purpose of the present study was to evaluate the test-retest
reliability of lower extremity kinematics during a squat, hip abduction
and lunge assessed with the Kinect V2 and secondly to evaluate the
agreement to a reference 3D camera-based motion system. The assess-
ment of joint angles and positions with the Kinect revealed poor to good
reliability. Especially movements with small motion amplitudes re-
sulted in high SEMs as well as wide LoAs. In general, joint angles and
positions assessed with the Vicon system showed less variability. SEMs
were lower and LoA narrower in comparison to the Kinect system. In

Table 1
Descriptive data (mean ± SD) of M1 and M2 for the Kinect system and the Vicon system and according test-retest reliability for the exercises squat (only right leg
assessed), hip abduction and lunge.

Kinect Vicon Test-Retest
Reliability Kinect

Test-Retest
Reliability Vicon

M1 M2 M1 M2 SEM Bias 1.96*SD SEM Bias 1.96*SD

Squat Knee f/e – bas. [°] 1 ± 9 −1 ± 9 3 ± 6 4 ± 6 8.3 1.1 22.4 3.3 −1.0 8.9
Knee f/e – max. [°] 102 ± 16 96 ± 21 105 ± 21 103 ± 18 6.8 5.9 18.4 6.4 2.3 17.3
Hip f/e – bas. [°] 2 ± 6 7 ± 9 8 ± 8 7 ± 8 5.0 1.1 4.0 3.6 0.7 9.6
Hip f/e – max. [°] 112 ± 20 106 ± 27 91 ± 15 88 ± 15 10.3 5.7 27.9 5.9 3.1 15.8
Knee m/l – bas.[cm] −1 ± 1 −2 ± 1 1 ± 2 1 ± 2 0.7 0.5 1.9 0.9 0.7 2.4
Knee m/l – max. [cm] 4 ± 3 4 ± 3 5 ± 3 5 ± 3 2.0 0.2 5.3 1.1 0.0 3.0
Knee m/l – min. [cm] −3 ± 2 −4 ± 3 1 ± 2 0 ± 2 2.7 0.4 7.3 1.0 0.5 2.6
Knee a/p – bas.[cm] 1 ± 5 −1 ± 5 6 ± 2 6 ± 2 4.8 2.6 13.0 1.1 0.0 2.9
Knee a/p – max. [cm] 18 ± 8 16 ± 6 24 ± 7 24 ± 5 3.0 1.7 8.0 1.9 0.2 5.1

Hip abduction Standing Leg:
Knee f/e – bas. [°] −3 ± 12 −7 ± 15 5 ± 8 8 ± 7 12.6 5.4 34.0 5.3 −2.8 14.0
Knee f/e – max. [°] 8 ± 6 8 ± 10 9 ± 9 12 ± 8 6.7 1.2 18.2 5.4 −3.1 14.7
Hip f/e – bas. [°] −1 ± 6 −1 ± 5 9 ± 8 8 ± 6 3.5 0.5 9.4 5.1 1.5 10.5
Hip f/e – max. [°] 7 ± 6 7 ± 7 13 ± 8 11 ± 7 3.4 −0.1 9.3 4.3 2.1 11.6
Hip ab/ad – bas. [°] 14 ± 3 15 ± 3 4 ± 4 4 ± 4 2.3 −0.4 6.3 2.6 0.1 7.0
Hip ab/ad – max. [°] 23 ± 11 21 ± 3 18 ± 7 17 ± 6 8.2 2.5 22.0 4.8 1.3 12.8
Hip ab/ad – min. [°] 11 ± 3 12 ± 4 4 ± 4 4 ± 4 3.1 −0.5 8.5 3.3 0.0 7.2
Moving Leg:
Knee f/e – bas. [°] −4 ± 14 −13 ± 11 9 ± 5 7 ± 5 7.4 9.2 19.8 3.5 1.6 7.0
Knee f/e – max. [°] 23 ± 14 19 ± 11 14 ± 7 12 ± 7 9.0 3.2 24.3 4.4 1.8 12.8
Hip f/e – bas. [°] −1 ± 5 −1 ± 4 11 ± 6 10 ± 6 2.8 0.9 7.5 3.0 1.4 9.2
Hip f/e – max. [°] 24 ± 22 24 ± 28 24 ± 11 22 ± 11 11.8 −1.3 31.7 4.2 2.1 11.8
Hip ab/ad – bas. [°] 11 ± 3 12 ± 3 −1 ± 3 0 ± 4 2.1 −0.3 5.6 2.0 −0.5 10.4
Hip ab/ad – max. [°] 66 ± 19 69 ± 13 35 ± 5 36 ± 6 12.7 −2.9 34.4 3.3 −1.0 7.9
Hip ab/ad – min. [°] 10 ± 3 9 ± 4 −4 ± 3 −3 ± 4 2.7 0.9 7.2 2.1 −0.6 11.5

Lunge Front Leg:
Knee f/e – bas. [°] 10 ± 8 11 ± 10 27 ± 14 32 ± 12 5.6 −1.1 15.2 9.0 −5.9 24.2
Knee f/e – max. [°] 90 ± 20 95 ± 20 102 ± 12 107 ± 10 21.4 −4.7 57.8 7.3 −5.2 19.6
Hip f/e – bas. [°] −2 ± 5 −1 ± 6 17 ± 8 17 ± 7 3.4 −0.2 9.1 4.2 −0.3 11.4
Hip f/e – max. [°] 68 ± 29 79 ± 14 80 ± 27 85 ± 9 20.8 −10.8 56.2 19.5 −4.9 52.6
Hip f/e – min. [°] −5 ± 10 −2 ± 6 12 ± 8 11 ± 7 6.1 −2.2 16.5 3.9 1.3 10.6
Knee a/p – bas.[cm] 37 ± 4 38 ± 4 17 ± 4 17 ± 4 3.3 −1.2 9.0 1.8 −0.8 4.9
Knee a/p – max. [cm] 41 ± 5 45 ± 4 24 ± 3 25 ± 4 3.2 −3.9 8.7 1.8 −0.3 4.9
Back Leg:
Knee f/e – bas. [°] 6 ± 6 3 ± 5 11 ± 5 9 ± 7 4.9 2.6 13.2 4.1 1.3 11.1
Knee f/e – max. [°] 54 ± 18 44 ± 11 84 ± 19 77 ± 20 12.2 9.4 33.1 11.0 6.8 29.5
Hip f/e – bas. [°] −5 ± 4 −6 ± 4 7 ± 7 4 ± 6 2.2 0.8 6.1 3.3 3.2 8.8
Hip f/e – max. [°] 15 ± 28 4 ± 9 21 ± 28 8 ± 7 18.5 10.7 50.0 17.7 13.0 47.7
Hip f/e – min. [°] −19 ± 11 −23 ± 7 −10 ± 9 −14 ± 5 7.1 4.1 19.1 4.7 3.8 12.8
Knee a/p – bas. [cm] 38 ± 4 39 ± 4 11 ± 2 10 ± 2 3.1 −0.5 8.5 1.2 0.2 3.3
Knee a/p – max. [cm] 41 ± 4 43 ± 4 41 ± 3 40 ± 3 3.1 −1.8 8.4 1.0 0.3 2.7
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both systems greatest variability between the sessions were evident for
the knee and hip angles in the sagittal plane assessed during the lunge.
The present results are partially in line with previous studies in-
vestigating the reliability of joint angles during lower limb exercises.
Studies by Schmitz et al. and Mentiplay et al. investigated inter-session
reliability of joint angles during squat movements [18,19]. Good re-
liabilty was obtained with MDC ranging from 2.3 to 6.0° for the as-
sessment by Schmitz et al. One reason for a better agreement between
sessions of the squat performed in Schmitz’s study might be the highly
standardized movement performance (restricted knee flexion and con-
trolled movement velocity). In the present study movements were not
standardized to an extent where movement amplitudes would have
been influenced, as the focus was lying on situations representative for
in-home rehabilitation. Mentiplay’s investigation resulted in SEMs be-
tween 4.38° and 7.77° for knee and hip angles in sagittal and frontal
plane during a single leg squat which is comparable with the results of
the present study. In general, it is a matter of debate whether the as-
sessment of lower limb kinematics is reliable enough to detect clinically
meaningful changes. Acceptable limits of reliability should be justified
by the purpose and field of investigation. McGinley et al. promote based
on a systematic review that errors up to 5° of lower body kinematics are
likely reasonable during locomotion [32]. However, in rehabilitation
practice patient’s movements are mainly evaluated by the inspection of
the therapist. Pilot investigations could show that visual examinations
contain errors of up to 10° which led to under- and overestimations of
joint angles during a squat movement [33]. In regards of the present
study, especially the assessment of peak knee and hip angles during the

lunge (SEM: 12.2°–21.4°) should be seen critical in the application of
orthopedic rehabilitation where certain degrees of joint motion are
contraindicated. Further it should be consider that small movement
amplitudes can be source of error when assessed with the Kinect
system.

The agreement between the two systems was varying regarding the
assessed joint and position, the movement plane and the movement
task. Bland and Altman analysis were indicating high systematic and
random error particularly for joint kinematics of the hip, with over-
estimations of hip flexion during the squat and hip abduction/adduc-
tion during movements in the frontal plane by the Kinect. During the
lunge all assessed joint angles and positions detected by the Kinect were
source of error with underestimations for hip and knee angles and
overestimations for knee positions. Further, indication of proportional
bias showed that differences between the systems increased with the
magnitude of joint angles and joint positions for mainly knee and hip
flexion as well as hip abduction and knee positions in sagittal plane
with overall small extent but without occurrence consistency across
movements. Some of the previous studies that investigated the agree-
ment between the Kinect and a marker-based camera system in regards
to lower limb exercises gained comparable results to those of the pre-
sent one. Elthoukhy et al. investigated the validity of the Kinect V2 for
the measurement of lower extremity jump landing and squatting ki-
nematics. Good consistency for peak sagittal plane but not frontal plane
hip and knee angles was opposed by substantial deviations in the ab-
solute agreement with underestimations by the Kinect. Data corrections
based on a regression model could considerably improve the agreement

Fig. 1. Descriptive data (mean ± SD) of knee angles and positions as well as hip angles during the exercise of squatting (A), hip abduction (B) and lunge (C).

M. Wochatz, et al. Gait & Posture 70 (2019) 330–335

333



between the two systems for joint angles assessed in the sagittal plane.
An investigation by Schmitz et al. revealed excellent agreement be-
tween the Kinect V2 and a marker-based camera system for hip and
knee joint angles of a squat in the sagittal, frontal and transversal plane
(r>0.55; bias< 7°). Mentiplay et al. could as well confirm excellent
correlations for peak hip and knee flexion during a single leg squat
(r>0.80), but hip and knee adduction resulted in poor to moderate
correlations with systematic deviations (bias> 15°) and evident pro-
portional bias in knee and hip angles assessed in the frontal plane.
Authors were attributing the good validity of the Kinect to their cus-
tomized processing techniques. Neither Schmitz et al. nor Mentiplay
et al. used the skeleton tracker that is inherent in the Kinect SDK.
Schmitz et al. calculated virtual marker trajectories for data assessed
with the Kinect which were based on the configuration of the marker-
based system so that the same segment coordinate systems are used in
both systems. To avoid error in joint center location estimation
Mentiplay et al. identified joint centers manually based on visual in-
spection of the depth image. The presented studies propose that in-
creased accuracy and validity might be achieved with adapted software

algorithms and adjusted data processing techniques, but the application
for real-time feedback during exercises seem limited due to the ex-
tensive and complex post-capturing processes. In the present study
discrepancies between systems were most noticeable for hip joint an-
gles in all movement tasks and for all parameters assessed during the
lunge. Previous studies support the finding that the signal accuracy of
the Kinect depends on landmark’s location and performed movement
tasks, showing higher accuracy of upper body in comparison to lower
body landmarks [8,9,34]. Otte et al. revealed that the signal to noise
ratio (SNR) as an overall indicator for signal quality is influenced by the
landmark’s ROM (SNR increases with larger movements) and decreases
from upper to lower body landmarks which may explain the large de-
viations in the assessment of the knee position in relation to the ankle
during the lunge of the present study [34].

The present study comprises some limitations. Joint angles and
positions were only assessed during the beginning of the movement and
at maximum excursion. The assessment over the entire course of the
movement would give additional insight into the validity of the Kinect
V2. Even though the synchronization of the assessed movement data

Table 2
Mean ± SD of Vicon and Kinect and according agreement between both systems of data assessed at M1.

Kinect & Vicon Agreement Kinect – Vicon

Mean r SEM Bias 1.96*SD

Squat Knee f/e – bas. [°] 2 ± 6 0.18 6.7 −2.6 18.0
Knee f/e – max. [°] 104 ± 18 0.88a 7.0 −3.7 19.0
Hip f/e – bas. [°] 5 ± 6 0.58a 4.5 −5.8b 12.3
Hip f/e – max. [°] 102 ± 16 0.81a 8.5 0.35x – 14.69b,c 0.35x ± 28.65
Knee m/l – bas.[cm] 0 ± 1 0.61a 1.0 −2.4b 2.5
Knee m/l – max. [cm] 4 ± 3 0.72a 1.8 −1.3b 4.8
Knee m/l – min. [cm] −1 ± 1 0.27 2.3 −3.6b 6.2
Knee a/p – bas.[cm] 4 ± 3 0.23 3.5 1.23x – 9.58b,c 1.23x ± 11.73
Knee a/p – max. [cm] 21 ± 7 0.83a 3.0 −5.8b 8.1

Hip abduction Standing Leg:
Knee f/e – bas. [°] 1 ± 9 0.61a 6.6 −7.3b 17.7
Knee f/e – max. [°] 8 ± 6 0.47a 5.6 0.6 15.1
Hip f/e – bas. [°] 5 ± 6 0.63a 4.6 −9.4b 12.3
Hip f/e – max. [°] 10 ± 6 0.62a 5.2 −5.8b 14.1
Hip ab/ad – bas. [°] 9 ± 3 0.29 3.0 9.8b 8.1
Hip ab/ad – max. [°] 20 ± 6 0.06 9.3 5.2 25.2
Hip ab/ad – min. [°] 7 ± 3 0.11 4.0 6.8b 10.8
Moving Leg:
Knee f/e – bas. [°] 2 ± 8 0.24 9.5 1.52x – 14.95b,c 1.52x ± 33.81
Knee f/e – max. [°] 18 ± 8 0.16 10.4 1.32x – 11.83b,c 1.23x ± 36.52
Hip f/e – bas. [°] 5 ± 4 0.47 4.3 −11.2b 11.6
Hip f/e – max. [°] 23 ± 14 0.53a 13.0 −0.90x + 20.87c −0.90x ± 45.48
Hip ab/ad – bas. [°] 5 ± 3 0.59a 2.0 12.3b 5.3
Hip ab/ad – max. [°] 51 ± 11 0.56a 11.7 1.34x – 34.83b,c 1.34x ± 40.36
Hip ab/ad – min. [°] 3 ± 3 0.46 2.3 13.7b 6.2

Lunge Front Leg:
Knee f/e – bas. [°] 18 ± 10 0.35 9.4 0.71x – 4.40b,c 0.71x ± 32.90
Knee f/e – max. [°] 95 ± 14 0.58a 11.7 0.67x – 78.34b,c 0.67x ±42.40
Hip f/e – bas. [°] 8 ± 5 0.30 6.0 −17.0b 16.2
Hip f/e – max. [°] 73 ± 28 0.83a 11.4 −10.9b 30.7
Hip f/e – min. [°] 3 ± 7 0.20 8.1 −15.8b 21.9
Knee a/p – bas.[cm] 27 ± 2 0.03 3.4 20.7b 9.3
Knee a/p – max. [cm] 33 ± 3 0.01 3.6 16.9b 9.8
Back Leg:
Knee f/e – bas. [°] 8 ± 4 0.15 4.9 −4.2b 13.3
Knee f/e – max. [°] 69 ± 18 0.76a 8.9 −30.0b 24.2
Hip f/e – bas. [°] 1 ± 5 0.67a 4.1 0.78x – 10.30b,c 0.78x ± 14.13
Hip f/e – max. [°] 21 ± 28 0.80a 12.3 −5.3 33.1
Hip f/e – min. [°] −13 ± 8 0.36 8.1 −7.9b 21.9
Knee a/p – bas. [cm] 24 ± 2 0.18 2.5 0.92x + 4.91b,c 0.92x ± 8.81
Knee a/p – max. [cm] 41 ± 3 0.32 2.8 0.9 7.5

Abbreviations; f/e: flexion/extension, m/l: medial/lateral, a/p: anterior/posterior, ab/ad: abduction/adduction, bas: baseline (initiation of movement), max/min:
value at maximum/minimum excursion of movement.

a Sign. Pearson Correlation Coefficient.
b Fixed bias (sign. paired t-test).
c Indicates proportional bias (sign. linear regression of differences and mean, regression based mean differences and 95% limits of agreement), sign. level set to

α=0.05.
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was done with the highest precision based on distinct movement cues, it
cannot be ruled out that the manual process added further variability to
the results. Additionally, it should be considered that data assessed by
the Kinect SDK underwent no further pre-processing technique and was
directly used for the calculation of joint angles and positions. Even
though differences between the 3D reference points of the systems exist
joint angles and positions are assumed to be unaffected as calculations
were conducted within each coordinate system.

In conclusion, the Kinect V2 system can reliably assess lower limb
joint angles and positions during simple movements. However, the re-
liability of the system decreases with increasing complexity of the
movement and discrepancies occur in the detection of joint angles and
positions with small movement amplitudes. The agreement with a
marker based 3D motion capture system ranged between poor to good
and was thereby dependent on the assessed joint angle and position and
the performed movement. Deviations between systems were char-
acterized by systematic over- or underestimations and proportional
error for hip joint angles across lower limb exercises as well as for knee
joint angles and ankle positions during lunge movements. Therefore, in
early rehabilitation phases when movements are restricted in their ex-
tent to prevent adverse events, it is indispensable to consider the
variability and deviations in the assessment of joint angles and land-
marks. Hence, there is an indication for further development of ad-
vanced software and real-time post-processing techniques that improve
the precision and validity of the Kinect V2 system. So far an application
at least in the field of early orthopedic rehabilitation seems limited.

Conflict of interest

None declared.

Acknowledgement

The present study was funded by the German Statutory Pension
Insurance (DRV Berlin-Brandenburg), ref: 10-40.07.05.07.007. The
authors thank Hannes Kaplick for statistical support.

Appendix A. Supplementary data

Supplementary material related to this article can be found, in the
online version, at doi:https://doi.org/10.1016/j.gaitpost.2019.03.020.

References

[1] K.C. Foucher, S. Freels, Preoperative factors associated with postoperative gait ki-
nematics and kinetics after total hip arthroplasty, Osteoarthr. Cartil. 23 (2015)
1685–1694.

[2] K.A. Taylor, M.E. Terry, G.M. Utturkar, C.E. Spritzer, R.M. Queen, L.A. Irribarra,
W.E. Garrett, L.E. DeFrate, Measurement of in vivo anterior cruciate ligament strain
during dynamic jump landing, J. Biomech. 44 (2011) 365–371.

[3] H. Wagner, J. Pfusterschmied, S.P. von Duvillard, E. Müller, Performance and ki-
nematics of various throwing techniques in team-handball, J. Sports Sci. Med. 10
(2011) 73–80.

[4] D. Webster, O. Celik, Systematic review of Kinect applications in elderly care and
stroke rehabilitation, J. Neuroeng.Rehabil. 11 (108) (2014) 108–111 do.

[5] A. Da Gama, P. Fallavollita, V. Teichrieb, N. Navab, Motor rehabilitation using
kinect: a systematic review, Games Health J. 4 (2015) 123–135.

[6] E. Knippenberg, J. Verbrugghe, I. Lamers, S. Palmaers, A. Timmermans, A. Spooren,
Markerless motion capture systems as training device in neurological rehabilitation:
a systematic review of their use, application, target population and efficacy, J.
Neuroeng. Rehabil. 14 (2017) 61.

[7] J.M. Pastora-Bernal, R. Martín-Valero, F.J. Barón-López, M.J. Estebanez-Pérez,
Evidence of benefit of telerehabitation after orthopedic surgery: a systematic re-
view, J. Med. Internet Res. 19 (2017) 1–13.

[8] B. Bonnechère, B. Jansen, P. Salvia, H. Bouzahouene, L. Omelina, F. Moiseev,

V. Sholukha, J. Cornelis, M. Rooze, S. Van Sint Jan, Validity and reliability of the
Kinect within functional assessment activities: comparison with standard stereo-
photogrammetry, Gait Posture 39 (2014) 593–598.

[9] S. Choppin, B. Lane, J. Wheat, The accuracy of the Microsoft Kinect in joint angle
measurement, Sport. Technol. 7 (2014) 98–105.

[10] M.E. Huber, A.L. Seitz, M. Leeser, D. Sternad, Validity and reliability of Kinect
skeleton for measuring shoulder joint angles: a feasibility study, Physiotherapy 101
(2015) 389–393.

[11] R.P. Kuster, B. Heinlein, C.M. Bauer, E.S. Graf, Accuracy of Kinect one to quantify
kinematics of the upper body, Gait Posture 47 (2016) 80–85.

[12] R.A. Clark, Y.H. Pua, A.L. Bryant, M.A. Hunt, Validity of the microsoft kinect for
providing lateral trunk lean feedback during gait retraining, Gait Posture 38 (2013)
1064–1066.

[13] R.A. Clark, Y.H. Pua, K. Fortin, C. Ritchie, K.E. Webster, L. Denehy, A.L. Bryant,
Validity of the Microsoft Kinect for assessment of postural control, Gait Posture 36
(2012) 372–377.

[14] R.A. Clark, Y.H. Pua, C.C. Oliveira, K.J. Bower, S. Thilarajah, R. McGaw, K. Hasanki,
B.F. Mentiplay, Reliability and concurrent validity of the Microsoft Xbox one Kinect
for assessment of standing balance and postural control, Gait Posture 42 (2015)
210–213.

[15] D.J. Geerse, B.H. Coolen, M. Roerdink, Kinematic validation of a multi-Kinect v2
instrumented 10-meter walkway for quantitative gait assessments, PLoS One 10
(2015) 1–15.

[16] M. Eltoukhy, A. Kelly, C.-Y. Kim, H.-P. Jun, R. Campbell, C. Kuenze, Validation of
the Microsoft Kinect® camera system for measurement of lower extremity jump
landing and squatting kinematics, Sports Biomech. (2016) 1–14.

[17] M. Eltoukhy, C. Kuenze, J. Oh, S. Wooten, J. Signorile, Kinect-based assessment of
lower limb kinematics and dynamic postural control during the star excursion
balance test, Gait Posture 58 (2017) 421–427.

[18] B.F. Mentiplay, K. Hasanki, L.G. Perraton, Y. Pua, P.C. Charlton, R.A. Clark, Three-
dimensional assessment of squats and drop jumps using the Microsoft Xbox one
Kinect: reliability and validity, J. Sports Sci. 00 (2018) 1–8.

[19] A. Schmitz, M. Ye, G. Boggess, R. Shapiro, R. Yang, B. Noehren, The measurement of
in vivo joint angles during a squat using a single camera markerless motion capture
system as compared to a marker based system, Gait Posture 41 (2015) 694–698.

[20] R.B. Davis, S. Ounpuu, D. Tyburski, J.R. Gage, A gait analysis data collection and
reduction technique, Hum. Mov. Sci. 10 (1991) 575–587.

[21] D. Pagliari, L. Pinto, Calibration of Kinect for Xbox one and comparison between the
two generations of microsoft sensors, Sensors (Switzerland) 15 (2015)
27569–27589.

[22] K. Khoshelham, S.O. Elberink, Accuracy and resolution of kinect depth data for
indoor mapping applications, Sensors 12 (2012) 1437–1454.

[23] B. Skoffer, U. Dalgas, I. Mechlenburg, Progressive resistance training before and
after total hip and knee arthroplasty: a systematic review, Clin. Rehabil. 29 (2015)
14–29.

[24] B. Horsak, D. Artner, A. Baca, B. Pobatschnig, S. Greber-Platzer, S. Nehrer,
B. Wondrasch, The effects of a strength and neuromuscular exercise programme for
the lower extremity on knee load, pain and function in obese children and ado-
lescents: Study protocol for a randomised controlled trial, Trials 16 (2015) 1–10.

[25] J.M. Bland, D.G. Altman, Statistical methods for assessing agreement between two
methods of clinical measurement, Lancet 1 (1986) 307–310.

[26] G. Atkinson, A. Nevill, Statistical methods for assssing measurement error
(Reliability) in variables relevant to sports medicine, Sport Med. 26 (1998)
217–238.

[27] P.E. Shrout, J.L. Fleiss, Intraclass correlations: uses in assessing rater reliability,
Psychol. Bull. 86 (1979) 420–428.

[28] D. Donoghue, A. Murphy, A. Jennings, A. McAuliffe, S. O’Neil, E.N. Charthaigh,
E. Griffin, L. Gilhooly, M. Lyons, R. Galvin, S. Gallagher, S. Ward, E.N. Mhaille,
E.K. Stokes, How much change is true change? The minimum detectable change of
the Berg Balance Scale in elderly people, J. Rehabil. Med. 41 (2009) 343–346.

[29] D. Giavarina, Understanding bland altman analysis lessons in biostatistics,
Biochem. Medica. 25 (2015) 141–151.

[30] J. Ludbrook, Confidence in Altman-Bland plots: a critical review of the method of
differences, Clin. Exp. Pharmacol. Physiol. 37 (2010) 143–149.

[31] D. White, M.R. Backhouse, E.M.A. Hensor, A.-M. Keenan, A.C. Redmond,
P.S. Helliwell, Concurrent validation of activity monitors in patients with rheu-
matoid arthritis, Clin. Biomech. 28 (2013) 473–479.

[32] J.L. McGinley, R. Baker, R. Wolfe, M.E. Morris, The reliability of three-dimensional
kinematic gait measurements: a systematic review, Gait Posture 29 (2009)
360–369.

[33] F. Wochatz, Monique, Tilgner, Nina, Koalick, Karoline, Eichler, Sarah, Rabe,
Sophie, Müller, Steffen, Völler, Heinz, Mayer, Die Validität subjektiver
Beurteilungen der Bewegungsausführung in der Sport- und Trainingstherapie, Dtsch
Z Sport. 67 (2016) 192.

[34] K. Otte, B. Kayser, S. Mansow-Model, J. Verrel, F. Paul, A.U. Brandt, T. Schmitz-
Hübsch, Accuracy and reliability of the kinect version 2 for clinical measurement of
motor function, PLoS One 11 (2016) 1–17.

M. Wochatz, et al. Gait & Posture 70 (2019) 330–335

335

https://doi.org/10.1016/j.gaitpost.2019.03.020
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0005
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0005
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0005
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0010
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0010
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0010
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0015
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0015
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0015
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0020
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0020
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0025
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0025
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0030
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0030
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0030
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0030
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0035
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0035
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0035
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0040
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0040
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0040
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0040
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0045
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0045
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0050
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0050
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0050
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0055
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0055
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0060
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0060
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0060
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0065
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0065
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0065
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0070
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0070
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0070
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0070
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0075
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0075
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0075
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0080
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0080
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0080
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0085
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0085
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0085
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0090
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0090
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0090
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0095
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0095
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0095
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0100
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0100
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0105
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0105
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0105
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0110
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0110
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0115
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0115
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0115
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0120
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0120
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0120
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0120
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0125
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0125
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0130
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0130
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0130
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0135
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0135
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0140
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0140
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0140
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0140
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0145
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0145
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0150
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0150
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0155
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0155
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0155
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0160
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0160
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0160
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0170
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0170
http://refhub.elsevier.com/S0966-6362(18)31393-6/sbref0170

	Reliability and validity of the Kinect V2 for the assessment of lower extremity rehabilitation exercises
	Introduction
	Method
	Participants
	Instrumentation and procedure
	Data analysis and statistical testing

	Results
	Test-retest reliability
	Agreement between Kinect and Vicon

	Discussion
	Conflict of interest
	Acknowledgement
	Supplementary data
	References




