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Abstract

Background: Recent studies have pointed out that arthroscopy, the commonly-used surgical procedure for
meniscal tears, may lead to an elevated risk of knee osteoarthritis (KOA). The biomechanical factors of KOA can be
clarified by the biomechanical analysis after arthroscopic partial meniscectomy (APM). This study aimed to elucidate
the cartilage stress and meniscus displacement of the tibiofemoral joint under flexion and rotation loads after APM.

Methods: A detailed finite element model of the knee bone, cartilage, meniscus, and major ligaments was established
by combining computed tomography and magnetic resonance images. Vertical load and front load were applied to
simulate different knee buckling angles. At the same time, by simulating flexion of different degrees and internal and
external rotations, the stresses on tibiofemoral articular cartilage and meniscus displacement were evaluated.

Results: Generally, the contact stress on both the femoral tibial articular cartilage and the meniscus increased with the
increased flexion degree. Moreover, the maximum stress on the tibial plateau gradually moved backward. The
maximum position shift value of the lateral meniscus was larger than that of the medial meniscus.

Conclusion: Our finite element model provides a realistic three-dimensional model to evaluate the influence of
different joint range of motion and rotating tibiofemoral joint stress distribution. The decreased displacement of the
medial meniscus may explain the higher pressure on the knee components. These characteristics of the medial
tibiofemoral joint indicate the potential biomechanical risk of knee degeneration.

Introduction
Arthroscopic partial meniscectomy (APM), a most
commonly-performed orthopedic surgery, is often adopted
to treat traumatic meniscus tears that usually occur in
physically active individuals. Recently, several high-quality
randomized controlled trials (RCTs) challenge the indica-
tions of APM [1, 2], and there is growing concern about

APM because patients treated with APM may face an in-
creased risk of developing knee osteoarthritis (KOA).
Biomechanical factors may contribute to the initiation

and progression of KOA. Though the evidence support-
ing the relationship between long-term physical activity
and structural KOA progression in patients with knee
pain is scarce [3], there is still concern that physical ac-
tivity may aggravate cartilaginous damage in patients
after APM. Elucidating the stress characteristics of ar-
ticular cartilage can reveal the biomechanical nature of
KOA. In-depth understanding of stress transfer in the
articular cavity after APM may illuminate the biomech-
anical causes of OA progression [4, 5].
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Finite element method (FEM) can incorporate com-
plex anatomical shapes, load scenes, boundary condi-
tions and bone characteristics [6]. These parameters can
be examined for their influence on the expected results
[7–12]. Simulation using finite element (FE) models can
provide intuitive graphical results to explain the bio-
mechanics changes after APM [13].
Few studies have explored the stress on knee joints

with different range of motion after APM. The construc-
tion of finite element analysis models with different joint
ranges of motion could illustrate the influence of load on
knee cartilage stress under different conditions. We hy-
pothesized that the overload of the knee was related to the
contact area of the cartilage as the range of motion of the
joint changes. The elucidation of this mechanical feature
might help to understand the biomechanical process of
KOA. Therefore, the purpose of this research was to con-
struct a detailed 3D FE model of the knee after APM, in-
cluding bones, major ligaments, cartilage, and meniscus.
Then the characteristics of the load on the tibiofemoral
articular cartilage and meniscus displacement in different
flexion and rotation ranges were analyzed using the
model.

Methods
Data acquisition
All methods were carried out in accordance with the
Declaration of Helsinki.
The magnetic resonance data were obtained from a

35-year-old male (body weight 60 kg, height 172 cm)
who had received partial medial meniscectomy (PMM)
using an MRI scanner (SIEMENS 3.0 T Skyra, Germany).
During the scan, the subject was in a lying position, and
3D proton density-weighted imaging sequence was
selected. A dual-source 128-slice CT equipment (SIEM
ENS Definition Flash CT, Germany) was used for
computed tomography scan of the same subject. The
lower extremities were scanned in a neutral posture
with a slice distance of 0.625 mm and a field of view
of 500 mm.

3D reconstruction of the knee
MIMICS 19.0 (Materialise, Leuven, Belgium) was used
to reconstruct 3D models of bone structure and soft tissues.
The DICOM image files were imported and segmented ac-
cording to the gray intensity. Then, the computer tomog-
raphy bone segmentation program was used to perform a
separate 3D reconstruction of each bone. Next, the MRI
images of the articular cartilage (femur, tibia, and patella),
meniscus (medial and lateral) and ligaments (medial collat-
eral, lateral collateral, anterior cruciate, posterior cruciate
and patellar tendon) were segmented. In order to minimize
the deviation in the model, experienced orthopedic physi-
cians and radiologists manually segmented the skeletal and

non-skeletal structures with an accuracy of 0.1mm. Finally,
a model of the knee joint after PMM was constructed. The
medial meniscus was cut out by 2/3, leaving only the edges
near the joint capsule.

FE modelling and material properties
The MRI images were imported into Mimics 20.0 soft-
ware in DICOM format, and the 3D model was synthe-
sized from the layers. Then, the model was smoothed,
amended and spherized using Geomagic Studio (version
2015, Geomagic, SC, U.S.A.). The solid model of cortical
bone, cancellous bone, articular cartilage, and meniscus
was generated by Solidworks CAD software (version
2017, SolidWorks Corp, Dassault Systèmes, Concord,
MA). The geometric model was imported into ANSYS
17.0 finite element analysis software to establish the
analysis model, and the material property parameters
of bone, meniscus, articular cartilage, ligament were
imported into the material library for analysis.
Since this study focused on the stress and relative

movement of articular cartilage and meniscus, the bone
deformation was not taken into consideration. The bone
part was regarded as compact and assumed to be homo-
geneous and isotropic. Because obvious changes would
not occur in viscoelastic material after a short-term load-
ing, the articular cartilage and meniscus were defined as
linear elastic and isotropic materials and ligaments were
regarded as super-elastic and isotropic [14–16] The ma-
terial properties as described in the previous literature
were specified in Table 1.

Loads and boundary conditions
The boundary conditions of the three-dimensional finite
element model were as follows: The femur was uncon-
strained, and the tibia was to buckling degrees of free-
dom and three translational degrees of freedom
constraints [14, 16–18].

The distal bone and fibula were fixed, along the line
connecting the inner and outer condyles of the femur to
perform 0°, 30°, 60°, 90° rotation, imitating the knee
flexion neutral position to apply load. The value of the
force applied was based on the research of Ahmed [14]
and Kutzner [19]. A load was applied on the top section
of the femur in the three-dimensional finite element
model of the knee joint. A compressive force of 1150 N
(two body weights) was applied in the vertical downward
direction. (1) A 134 N femur posterior thrust was ap-
plied and loaded at the midpoint of the line connecting
the midpoints of the inner and outer condyles of the
femur, along the direction perpendicular to the coronal
plane. (2) Internal-external torque of 4 Nm was com-
pressed to simulate the internal and external rotation of
the knee joint (Fig. 1).
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Analysis
The stress (von Mises stress) of tibiofemoral articular
cartilage and the displacement of meniscus were ob-
served during the simulation of knee motion and rota-
tion after APM.

Results
Validation of the three-dimensional finite element model
of the knee
The model in this experiment was basically the same as
the finite element model by Shirazi with the same bound-
ary conditions and neutral position 0 [20]. But the

maximum stress was greater than the normal knee model
by Wang [21]. Therefore, the effectiveness of our model
could be assessed by comparison.

Establishment of three-dimensional finite element model
of knee joint
The total number of elements was 582,044 and the total
number of nodes were 391,670. This constructed knee
joint entity was a three-dimensional finite element
model that highly simulated the structure and material
properties of the knee joint.

Table 1 Material properties of bones, cartilage, and ligaments

Element type Youn’s modulus (MPa) Poisso’s ratio Node number Elements

bones Solid185 17,000 0.30 9771 30,647

Meniscus Solid185 59.0 0.49 1683 4703

cartilage Solid185 5.0 0.46 6515 18,617

ligament Solid185 215.3 0.40 7536 21,678

Fig. 1 The view of 3D models used in the FE simulation
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Maximum contact stress of the tibiofemoral articular
cartilage and meniscus
The maximum stress of the cartilage on the inside of the
tibiofemoral joint was higher than that on the outside,
except when flexed and loaded with external rotation.
Generally, the maximum stress increased with the in-

creased degree of flexion. What caused concern was when
the knee was flexed at 0°, during which the maximum
stress value of the medial tibial plateau cartilage was 4.3–
4.8 times that of the lateral. At the same time, the max-
imum stress value of the medial femoral condyle cartilage
at 0° flexion and external rotation was more than 8 times
that of the outer side, while at 0° flexion and internal rota-
tion, the stress of the medial side was only 0.65 times that
of the outer side (Fig. 2; Tables 2, 3, 4).
In this model, the maximum stress of the meniscus

peaked at 30°flexion of the knee, when the lateral menis-
cus reached 97.92 kpa. The maximum contact stress of
the lateral meniscus was greater than that of the medial,
except when the knee was at 60° flexion, and the

opposite was true. The maximum contact stress of the
lateral meniscus was 2.8–2.9 times that of the medial
when the knee was flexed at 60° and internally rotated.
On the contrary, when flexion is 60°, the maximum con-
tact stress of the medial meniscus was 2.4 times larger
than the lateral. The maximum stress was concentrated
at the margin where the medial meniscus had been
excised (Fig. 2; Tables 2, 3, 4).

Meniscus displacement (mm)
When the knee joint was flexed and rotated at the same
time, the displacement of the lateral meniscus was
greater than that of the medial. The lateral meniscus had
the largest displacement at 60° knee flexion, followed by
90°, and the smallest displacement at 0°.
When the knee joint was flexed and rotated at the

same time, the lateral meniscus displacement was also
greater than that of the medial. The displacement of the
meniscus increased with the increase of the flexion
angle. When the knee was flexed at 90°, in external and

b

a

c

d

Fig. 2 Results of contact stress of tibiofemoral articular cartilage and meniscus displacement under a combined load of 1150 N in compression,
134 N posterior on the femur. Figures a-d are the stress cloud diagrams of the tibiofemoral joint at 0°, 30°, 60°, and 90° knee flexion. The colour
changes (from red to deep blue) represent the stress variation (from large to small) on the stress nephogram
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internal rotation, the maximum displacement of the lat-
eral meniscus was 15.85 mm (Fig. 2and 3).

Discussion
A long-term follow-up study of the clinical and radio-
logical outcomes of arthroscopic meniscectomy indi-
cated that the type of meniscus lesion, older age, or
intraoperatively described significant cartilage damage
were not the most radiologically critical factors for the
development of osteoarthritis [22]. It was implied that
biomechanical factors might trigger the development of
KOA. In this study, a high-fidelity three-dimensional fi-
nite element model of the knee joint (including bone, ar-
ticular cartilage, meniscus, and major ligaments) after
PMM was developed. The main purpose was to compare
the effects of the different flexion angles, as well as in-
ternal and external rotations on the contact stress of the
tibiofemoral joint.
The present study demonstrated that the maximum

stress of medial plateau cartilage was higher than that of
the lateral, and it increased with the increased angle of
knee flexion. However, this characteristic did not apply
to the meniscus and femoral cartilage. Previous studies
have shown that the medial meniscus is more important
than the lateral, for it restrains uniplanar anterior loads
on the tibia [23]. Furthermore, compared with the lateral
meniscus resection, the biomechanical changes of the
medial meniscus resection are more significant, which is
why we have chosen medial meniscectomy as the target
of this study. Our study confirmed the hypothesis that

tibiofemoral articular cartilage contact area overload was
related to knee range of motion.
Under a 1150 N compression combined with 4 Nm in-

ternal rotation load, the maximum stress of the lateral
meniscus was greater than the medial at 0°, 30°, 90°
flexion. At 60° flexion, the maximum stress of the medial
meniscus was greater than the lateral. For femoral con-
dyle and tibial plateau at different knee flexion angles
and rotation, the maximum stress on the inside of the
cartilage was greater than that on the outside. In case of
1150 N load combined with 4 Nm external rotation, the
maximum stress on the outside of the tibial plateau was
greater than the inside when the knee was flexed at 30°
and 90°. The maximum stress on the tibial plateau cartil-
age at 0° and 60° was greater on the inside than the out-
side, and at 0°, 30°, 60° and 90°, the maximum stress on
femoral condyle cartilage and the meniscus was greater
on the inside than the outside. The finite element simu-
lation results of the model straightening at 0° were simi-
lar to the results of previous studies on peak stress. But
with the increase of the flexion angle, the maximum
stress of articular cartilage and meniscus in our model
was greater than the healthy one [16, 21]. Moreover, the
maximum stress gradually moved backward as the angle
of flexion increased. Our results indicated that more
stress was concentrated on the edge of the removed me-
niscus and the maximum stress of the medial tibial plat-
eau increased, which could explain the mechanical
mechanism underlying the progression of KOA.
The maximum stress value of the medial tibial plateau

cartilage was 4.3–4.8 times that of the lateral when the
knee was flexed at 0°. At the same time, the maximum
stress of the medial femoral condyle cartilage at 0°
flexion and external rotation was more than 8 times that
of the outer side, except for 0° flexion and internal rota-
tion, while the maximum stress of the medial side was
only 0.65 times that of the outer side. When combining
internal and external rotation under different joint
flexion degrees, in most cases, the maximum stress on
the medial cartilage of the knee joint was greater than
that on the lateral side. The above results showed that
the significant increased stress on medial components

Table 2 The effect of the combined complication of 1150 N
compression and posterior 134 N on maximum contact stress in
knee

Flexion
angle

FC TC Meniscus

Medial Lateral Medial Lateral Medial Lateral

0° 8.7049 1.771 20.936 2.4156 13.904 23.521

30° 6.2498 3.6311 6.9713 4.8119 34.298 97.928

60° 14.874 11.865 22.827 14.006 77.022 33.809

90° 14.887 13.923 16.086 12.489 36.116 65.62

FC femoral cartilage, TC tibial cartilage

Table 3 The effect of the combined complication of 1150 N
compression and 4 Nm internal rotation torque on maximum
contact stress in knee

Flexion
angle

FC TC Meniscus

Medial Lateral Medial Lateral Medial Lateral

0° 8.3981 1.9586 19.092 2.3646 12.734 23.919

30° 6.1423 3.0192 7.3016 4.4836 34.116 95.843

60° 14.822 11.386 22.957 13.384 80.894 33.143

90° 14.776 13.427 16.747 11.985 36.16 65.266

FC femoral cartilage, TC tibial cartilage

Table 4 The effect of the combined complication of 1150 N
compression and 4 Nm external rotation torque on maximum
contact stress in knee

Flexion
angle

FC TC Meniscus

Medial Lateral Medial Lateral Medial Lateral

0° 6.6193 1.402 4.6624 7.1584 10.315 1.9374

30° 5.9945 4.0824 34.494 98.511 6.3055 4.7154

60° 14.137 11.431 73.479 31.241 22.26 13.937

90° 18.231 15.827 31.381 53.557 15.478 17.358

FC femoral cartilage, TC tibial cartilage
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Fig. 3 (See legend on next page.)
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(including cartilage and meniscus) was caused by the
teared medial meniscus, which was consistent with the
previous studies [13, 24]. The stress concentration dir-
ectly indicated that the abnormal overload could damage
the risky area.
When vertical and forward loads are applied to the

knee, the intact meniscus exhibits compression and dis-
placement to provide adequate contact area between the
cartilage of the femoral condyle and the tibial plateau.
The meniscus bears stress, absorbs shock, and disperses
stress by deformation. Previous studies have shown that
the contact pressure of the normal knee joint medial
compartment is greater than that of the lateral compart-
ment in a healthy person, and the medial meniscus bears
more mechanical effects [25, 26]. Consistent with the re-
sults in previous health models, our study showed that
the maximum stress of the medial tibial plateau, includ-
ing cartilage and meniscus, was greater than that of the
lateral [21]. Generally, the current study demonstrated
that the maximum stress on the lateral meniscus was
greater than that on the medial side, except in a knee
flexion of 60°. However, the opposite occurred in tibial
plateau cartilage, demonstrating that the maximum
stress was larger on the medial side. The reason could
be that the circumferential bearing capacity of the med-
ial meniscus was weakened after partial resection of the
medial meniscus, and thus the effect of shock absorption
and pressure was attenuated, showing that the maximum
medial contact stress of tibiofemoral articular cartilage
was greater than the outer side. Based on the results, it
is suggested that evaluating the effect of load at different
angles of joint motion on knee cartilage may help to
identify the risk factors for the development of KOA,
even if the knee is stable and functions well.
When the knee was flexed and rotated internally and

externally, the maximum displacement of the lateral me-
niscus was greater than that of the medial side. The
maximum displacement of the meniscus increased with
the rise of the flexion angle. It was suggested that in
knee joint flexion and rotation, the healthy side of the
meniscus bore a larger load, which could reduce the
stress load of tibiofemoral articular cartilage. Under dif-
ferent degrees of knee flexion and rotation, the removed
medial meniscus only bore part of the load on the free
edge. These results indicated an increase in the direct
contact area of the medial tibiofemoral joint cartilage.
Previous studies have shown that without the shock

absorption by the meniscus, increasing the direct contact

area between the femoral condyle cartilage and the tibial
plateau leads to elevated stress, which can result in early
cartilage degradation and early-onset osteoarthritis [13].
Our results illustrated the compression of cartilage and
meniscus after partial meniscus surgery in detail. As the
degrees of flexion and rotation increased, more stress was
concentrated on the medial tibial plateau and the edge of
the meniscus. This increase in stress could lead to early
proteolytic degradation of the meniscus matrix and articu-
lar cartilage, thereby reducing the tensile strength. Al-
though the characteristics of cartilage stress and meniscus
displacement in the present model only reflect the transi-
ent response of the knee joint under compression load in-
duction, previous studies have suggested that higher shear
stress may cause early proteolytic degradation of the me-
niscus matrix and the tension of the articular cartilage
may reduce the strength [26]. The peak shear stresses on
the meniscus showed an obvious increase, and that on the
cartilage was slightly increased.
Early studies have supported APM as a standard pro-

cedure, although some patients may experience poor
outcomes due to joint instability [27]. Yet, other clinical
studies have shown that despite the well-known benefits
and general acceptance of arthroscopic partial meniscec-
tomy, the procedure cannot be considered benign con-
sidering the consequent development of osteoarthritis in
patients [22, 28]. We believe that the relationship be-
tween knee flexion load and articular cartilage maximum
stress as revealed in this model can be helpful for clinical
decision-making. Based on our model, we infer that the
medial tibiofemoral joint degeneration of KOA after
PMM may be related to different joint motion angles.
Hence, the biomechanical characteristics of the knee
joint under different flexion and extension angles and
different loads need further exploration for better re-
habilitation after knee joint injury.
The limitations of this study should be addressed: this

model is a single case study, and the finite element model
of the same individual before and after surgery has not
been constructed; the knee joint stresses of different injury
types have not been compared and analyzed, and the
stresses in complex sports have not been investigated.

Acknowledgements
Not applicable.

Authors’ contributions
BL and DL conceived and designed this study, and revised the manuscript
critically for important intellectual content. JW acquired all data. XZ and SY

(See figure on previous page.)
Fig. 3 Results of contact stress of tibiofemoral articular cartilage and meniscus displacement under a combined load of 1150 N in compression,
134 N posterior on the femur and an internal torque of 4 Nm. a, c, e and g indicate knee flexion at 0°, 30°,60°, and 90° with external rotation,
respectively. b, d, f and h respectively indicate the above-mentioned conditions at different degrees of knee flexion and internal rotation. The
colour changes (from red to deep blue) represent the stress variation (from large to small) on the stress nephogram

Zhang et al. BMC Musculoskeletal Disorders          (2021) 22:322 Page 7 of 8



analyzed and interpreted the data, and drafted the manuscript. All the
authors approved the final version of the manuscript to be published.

Funding
This study was supported by the Science and Technology Program of
Guangdong Province (2019B10210004) and Natural Science Foundation of
Guangdong Province (2018A030313786), China.

Availability of data and materials
The datasets generated and/or analyzed during the current study are
available from the corresponding author by reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval was obtained from human subject review board of
Guangzhou Sport University (approval number: 2020DWLLL-008). Informed
consent was authorized from the patient prior to recruitment.

Consent for publication
Not applicable.

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

Author details
1Guangzhou University of Chinese Medicine, 12 Airport Road, Guangzhou
510405, Guangdong Province, China. 2Department of Sports Medicine,
Guangzhou Sport University, 1268 Guangzhou Avenue 1268, Guangzhou
515500, Guangdong Province, China. 3Gaosun Medical Imaging Diagnosis
Center of Guangdong Province, 117 Liuhua Road, Guangzhou 515500,
Guangdong Province, China.

Received: 4 January 2021 Accepted: 22 March 2021

References
1. Sihvonen R, Paavola M, Malmivaara A, Itälä A, Joukainen A, Nurmi H, et al.

Arthroscopic partial meniscectomy versus sham surgery for a degenerative
meniscal tear. N Engl J Med. 2013;369(26):2515–24. https://doi.org/10.1056/
NEJMoa1305189.

2. Kise NJ, Risberg MA, Stensrud S, et al. Exercise therapy versus arthroscopic
partial meniscectomy for degenerative meniscal tear in middle aged
patients: randomised controlled trial with two year follow-up. BMJ. 2016;
354:i3740.

3. Quicke JG, Foster NE, Thomas MJ, Holden MA. Is long-term physical activity
safe for older adults with knee pain? A systematic review. Osteoarthr Cartil.
2015;23(9):1445–56. https://doi.org/10.1016/j.joca.2015.05.002.

4. Buckland J. Osteoarthritis: subchondral bone erosion in hand OA: insights
into the role of inflammation. Nat Rev Rheumatol. 2012;8(9):501. https://doi.
org/10.1038/nrrheum.2012.137.

5. Li G, Yin J, Gao J, Cheng TS, Pavlos NJ, Zhang C, et al. Subchondral bone in
osteoarthritis: insight into risk factors and microstructural changes. Arthritis
Res Ther. 2013;15(6):223. https://doi.org/10.1186/ar4405.

6. Scott CEH, Simpson AHRW, Pankaj P. Distinguishing fact from fiction in
finite element analysis. Bone Joint J. 2020;102(10):1271–3. https://doi.org/1
0.1302/0301-620X.102B10.BJJ-2020-0827.R1.

7. Inal S, Gok K, Gok A, Pinar AM, Inal C. Comparison of biomechanical effects
of different configurations of Kirschner wires on the epiphyseal plate and
stability in a salter-Harris type 2 distal femoral fracture model. J Am Podiatr
Med Assoc. 2019;109(1):13–21. https://doi.org/10.7547/16-112.

8. Inal S, Taspinar F, Gulbandilar E, Gok K. Comparison of the biomechanical
effects of pertrochanteric fixator and dynamic hip screw on an
intertrochanteric femoral fracture using the finite element method. Int J
Med Robotics Comput Assist Surg. 2015;11(1):95–103. https://doi.org/10.1
002/rcs.1584.

9. Gok K, Inal S, Gok A, Gulbandilar E. Comparison of effects of different screw
materials in the triangle fixation of femoral neck fractures. J Mater Sci Mater
Med. 2017;28(5):81. https://doi.org/10.1007/s10856-017-5890-y.

10. Gok K, Gok A, Kisioglu Y. Computer aided finite element simulation of the
developed driller system for bone drilling process in orthopedic surgery. J

Adv Manuf Syst. 2019;18(5):583–94. https://doi.org/10.1142/S021968671
9500318.

11. Inal S, Gok K, Gok A, et al. Should we really compress the fracture line in the
treatment of Salter-Harris Type 4 distal femoral epiphyseal fractures?: A
biomechanical study. J Braz Soc Mech Sci Eng. 2018;40(11):528.

12. Gok K, Inal S, Gok A, Pinar AM. Biomechanical effects of three different
configurations in salter Harris type 3 distal femoral epiphyseal fractures. J
Braz Soc Mech Sci Eng. 2017;39(4):1069–77. https://doi.org/10.1007/s40430-
016-0666-8.

13. Zhang K, Li L, Yang L, Shi J, Zhu L, Liang H, et al. Effect of degenerative and
radial tears of the meniscus and resultant meniscectomy on the knee joint:
a finite element analysis. J Orthop Transl. 2019;18:20–31. https://doi.org/10.1
016/j.jot.2018.12.004.

14. Peña E, Calvo B, Martínez MA, et al. A three-dimensional finite element
analysis of combined behavior of ligaments and menisci in healthy human
knee joint. J Biomech. 2006;39(9):1686–701.

15. Baldwin MA, Clary CW, Fitzpatrick CK, Deacy JS, Maletsky LP, Rullkoetter PJ.
Dynamic finite element knee simulation for evaluation of knee replacement
mechanics. Biomech. 2012;45(3):474–83.

16. Song Y, Debski RE, et al. A three-dimensional fifinite element model of the
human anterior cruciate ligament:a computational analysis with
experimental validation. J Biomech. 2004;37(3):383–90. https://doi.org/10.101
6/S0021-9290(03)00261-6.

17. Rao C, Fitzpatrick CK. A statistical finite element model of the knee
accounting for shape and alignment variability. Med Eng Physics. 2013;
35(10):1450–6. https://doi.org/10.1016/j.medengphy.2013.03.021.

18. Adams JG, Mcalindon T, Dimasi M, et al. Contribution of meniscal extrusion
and cartilage loss to joint space narrowing in osteoarthritis. Clin Radiol.
1999;54(8):502–6. https://doi.org/10.1016/S0009-9260(99)90846-2.

19. Kutzner I, Heinlein B, Graichen F, et al. Loading of the knee joint during
activities of daily living measured in vivo in five subjects. J Biomech. 2010;
43(11):2164e73.

20. Shirazi R, Shirazi-Adl A. Analysis of partial meniscectomy and ACL
reconstruction in knee joint biomechanics under a combined loading. Clin
Biomech (Bristol, Avon). 2009;24(9):755–61.

21. Wang J, Weijin D, Wang C, Guo Y, Wei-yi C. Biomechanical characteristics of
tibio-femoral joint under different flexion angles by finite element analysis.
Chin J Tissue Eng Res. 2018;22(31):4975–81.

22. Faunø P, Nielsen AB. Arthroscopic partial meniscectomy: a long-term follow-
up. Arthroscopy. Arthroscopy. 1992;8(3):345–9.

23. Ji HK, Choi SH, Lee SA, Wang JH. Comparison of medial and lateral
meniscus root tears. PLoS One 2015;10(10). e0141021.

24. Englund M, Guermazi A, Lohmander LS. The meniscus in knee osteoarthritis.
Rheum Dis Clin N Am. 2009;35(3):579–90. https://doi.org/10.1016/j.rdc.2009.
08.004.

25. Mcdermott I. Meniscal tears, repairs and replacement: their relevance to
osteoarthritis of the knee. Br J Sports Med. 2011;45(4):292–7. https://doi.
org/10.1136/bjsm.2010.081257.

26. Varady NH, Grodzinsky AJ. Osteoarthritis year in review 2015: mechanics.
Osteoarthr Cartil. 2016;24(1):27–35. https://doi.org/10.1016/j.joca.2015.08.018.

27. Gillquist J, Oretorp N. Clinical orthopaedics and related research..
Arthroscopic partial meniscectomy. Technique and long-term results. Clin
Orthop Relat Res. 1982;7(167):29–33.

28. Sihvonen R, Paavola M, Malmivaara A, et al. Arthroscopic partial
meniscectomy for a degenerative meniscus tear: a 5 year follow-up of the
placebo-surgery controlled FIDELITY (Finnish Degenerative Meniscus Lesion
Study) trial. Br J Sports Med. 2020;54(22):1332–9.

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

Zhang et al. BMC Musculoskeletal Disorders          (2021) 22:322 Page 8 of 8

https://doi.org/10.1056/NEJMoa1305189
https://doi.org/10.1056/NEJMoa1305189
https://doi.org/10.1016/j.joca.2015.05.002
https://doi.org/10.1038/nrrheum.2012.137
https://doi.org/10.1038/nrrheum.2012.137
https://doi.org/10.1186/ar4405
https://doi.org/10.1302/0301-620X.102B10.BJJ-2020-0827.R1
https://doi.org/10.1302/0301-620X.102B10.BJJ-2020-0827.R1
https://doi.org/10.7547/16-112
https://doi.org/10.1002/rcs.1584
https://doi.org/10.1002/rcs.1584
https://doi.org/10.1007/s10856-017-5890-y
https://doi.org/10.1142/S0219686719500318
https://doi.org/10.1142/S0219686719500318
https://doi.org/10.1007/s40430-016-0666-8
https://doi.org/10.1007/s40430-016-0666-8
https://doi.org/10.1016/j.jot.2018.12.004
https://doi.org/10.1016/j.jot.2018.12.004
https://doi.org/10.1016/S0021-9290(03)00261-6
https://doi.org/10.1016/S0021-9290(03)00261-6
https://doi.org/10.1016/j.medengphy.2013.03.021
https://doi.org/10.1016/S0009-9260(99)90846-2
https://doi.org/10.1016/j.rdc.2009.08.004
https://doi.org/10.1016/j.rdc.2009.08.004
https://doi.org/10.1136/bjsm.2010.081257
https://doi.org/10.1136/bjsm.2010.081257
https://doi.org/10.1016/j.joca.2015.08.018

	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Methods
	Data acquisition
	3D reconstruction of the knee
	FE modelling and material properties
	Loads and boundary conditions
	Analysis

	Results
	Validation of the three-dimensional finite element model of the knee
	Establishment of three-dimensional finite element model of knee joint
	Maximum contact stress of the tibiofemoral articular cartilage and meniscus
	Meniscus displacement (mm)

	Discussion
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

