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A mobile MRI field study of the 
biochemical cartilage reaction of 
the knee joint during a 4,486 km 
transcontinental multistage ultra-
marathon using T2* mapping
Uwe Schütz1 ✉, Martin ehrhardt1, Sabine Göd2, Christian Billich1, Meinrad Beer  1 & 
Siegfried trattnig2

Nearly nothing is known about the consequences of ultra-long-distance running on knee cartilage. 
In this mobile MRI field study, we analysed the biochemical effects of a 4,486 km transcontinental 
multistage ultra-marathon on femorotibial joint (FTJ) cartilage. Serial MRI data were acquired from 22 
subjects (20 male, 18 finisher) using a 1.5 T MR scanner mounted on a 38-ton trailer, travelling with the 
participants of the TransEurope FootRace (TEFR) day by day over 64 stages. The statistical analyses 
focused on intrachondral T2* behaviour during the course of the TEFR as the main outcome variable of 
interest. T2* mapping (sagittal FLASH T2* weighted gradient echo) is a validated and highly accurate 
method for quantitative compositional cartilage analysis of specific weightbearing areas of the FTJ. 
T2* mapping is sensitive to changes in the equilibrium of free intrachondral water, which depends on 
the content and orientation of collagen and the proteoglycan content in the extracellular cartilage 
matrix. Within the first 1,100 km, a significant running load-induced T2* increase occurred in all joint 
regions: 44.0% femoral-lateral, 42.9% tibial-lateral, 34.9% femoral-medial, and 25.1% tibial-medial. 
Osteochondral lesions showed no relevant changes or new occurrence during the TEFR. The reasons for 
stopping the race were not associated with knee problems. As no further T2* elevation was found in the 
second half of the TEFR but a decreasing T2* trend (recovery) was observed after the 3,500 km run, we 
assume that no further softening of the cartilage occurs with ongoing running burden over ultra-long 
distances extending 4,500 km. Instead, we assume the ability of the FTJ cartilage matrix to reorganize 
and adapt to the load.

The question of whether endurance running poses an increased risk of knee osteoarthritis (OA) remains con-
troversial1–3. A number of authors state that prolonged running is not associated with an increased prevalence of 
cartilage degeneration4–10, while others indicate a risk for OA1,11–14. Chakravarty et al.15 found no acceleration of 
radiographic knee OA in healthy older runners (50–71 years). Due to the non-pathological, but highly repetitive 
strain on the legs, excessive running stress can be regarded as mild chronic trauma to the joints of the lower 
extremities. Prolonged running burden over time is thought to alter the collagen network and lubricating prote-
oglycans, slowly wear out the articular cartilage, and cause microfractures in the subchondral bone4,16. However, 
this hypothesis has not been proven, and clinical and radiographic cohort studies of regular long-distance run-
ning subjects, up to marathons, have shown no significance regarding knee OA incidence and progression in hip 
and knee joints without knee injury, poor muscle tone, obesity, or proprioceptive deficit9,17–24.

The physiology of ultra-endurance exercise is very important because it is believed that the ability to walk and 
run long distances has played an important role in human evolution25. The German Ultramarathon Association 
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defines a multistage ultra-marathon (MSUM) as a marathon with more than 4 stages, each with a distance of 
more than 50 km. However, although the amount of data pertaining to long-distance running has increased in 
recent decades, little is known about the consequences of ultra-long-distance running, such as MSUM, on knee 
joint cartilage26.

Over the last 2 decades, magnetic resonance imaging (MRI) has become a validated and reliable in vivo 
method for quantitative and qualitative assessment of human joint cartilage27–29. Quantification of changes in 
the composition of hyaline cartilage during short (5 km) and long-distance runs (marathon) can be carried out 
noninvasively by mapping the T1rho- and T2-relaxation times30–40. As these values are elevated in patients with 
OA, these mapping methods have played increasingly important role in detecting the onset of cartilage degener-
ation40–43. T1rho mapping shows a high negative correlation with intrachondral proteoglycan concentration and 
appears to be more sensitive to concentration changes44,45. T2 mapping, however, is sensitive to changes in the 
equilibrium of free water, which depend on the orientation and content of collagen and the content of proteogly-
cans in the extracellular cartilage matrix31,41,43,46–50.

According to the anisotropic properties of the collagen fibres in articular cartilage, the T2 relaxation changes 
with different spatial orientations in the magnetic field of the MR scanner51. In the femorotibial joint (FTJ), T2 
value inequalities and variabilities between corresponding cartilage regions are correlated with the limited water 
mobility within an anisotropic rigid matrix52. They mostly depend on the different degrees of stiffness and creep 
rates53 needed in relation to degrees of biomechanical stress and loading (cartilage compression)54, resulting 
in regionally different glycosaminoglycan (GAG) content and collagen fibril network orientation55. It is widely 
accepted that load-induced intrachondral T2 increases result from a loss of structural anisotropy of type II colla-
gen matrix (spatial orientation of collagen fibrils) and from an increase in free cartilage water41,47,56,57.

As a correlate of the disturbance of the cartilage structure and composition, Mosher et al. showed that running 
induced an initially significant decrease in the superficial chondral T2 values in the FTJ37. Subburaj et al.42 also 
described a significant decrease in T1rho- and T2-relaxation times after only 30 min of running, which indicates 
that an increased cartilage running load leads to a temporary dehydration of the chondral tissue. Luke et al. evalu-
ated an increase in chondral T1rho and T2 values in the first days after a single marathon compared with a control 
group58, and the highest signal changes were found in the medial FTJ in the marathon runners.

With shorter measurement times and possible 3D recordings, the T2* technique59–61, which is also related to 
the collagen network and the water content, has been shown to be a practical alternative to the time-consuming T2 
technique with multiple echo times59,62. In addition, T2* imaging offers an inherently higher signal-to-noise ratio 
(SNR) and greater robustness63,64 than the other methods (T1rho/T2 mapping, delayed gadolinium-enhanced 
MRI of cartilage (dGEMRIC)61). As contrast media is not required, T2* is considered to be the best and only 
viable option for mobile MRI field studies, such as the TransEurope-FootRace (TEFR) project65.

The TEFR project, which evaluated participants in the transcontinental MSUM from the southernmost (Bari, 
Italy) to the northernmost border of Europe (North Cape), is the first study to show the feasibility of recording 
mobile MRI from ultra-marathon runners over 4,486 km through 6 countries and a period of 64-days without any 
day of rest; the mean stage distance was 70.1 km or 1.7 marathons (min 44 km, max 95.1 km)65. The prospective 
approach applied in this long-term MRI field study led to unique data accumulation, revealing in detail the influ-
ence of an ultra-endurance burden on different tissues66–71.

The main purpose of this article was to characterize the effect of MSUM running on the intrachondral free 
water distribution and collagen fibre content and organization using serial MRI (T2* response) recordings over 
several weeks. The results may provide evidence that ultra-running alters the extracellular cartilage matrix behav-
iour of the FTJ towards cumulative structural chondral damage with an increased risk of OA. Furthermore, we 
evaluated whether any detectable running-induced T2* reactions show regional differences in FTJ cartilage.

Methods
Study population. After approval by the local ethics committee (University Hospital of Ulm, No.: 270/08-
UBB/se) and obtaining written informed consent, 22 TEFR participants (demographics see Table 1) were 
included in the mobile MRI study of the knee joints. All methods were performed in accordance with the relevant 
guidelines and regulations. The inclusion criterion was official acceptance as a participant at the TEFR by the 
organizers65, including age> 17 years, the presence of a medical certificate indicating physical health, and the 
successful completion of at least one MSUM. No subject had to be excluded due to contraindications against 
native MRI72. The subjects had no relevant knee injuries (meniscus tears, cruciate ligament ruptures, etc.) or prior 
surgical interventions of the knee joints, which could change the intrinsic cartilage conditions and thus normal 
chondral T2 signalling65. The baseline data (before the start of the marathon) of the 18 of the 22 subjects (81.8%) 
who remained in the race until the last measurement interval (MI) were as follows: mean age of 51.0 years (SD 
10.4, range 26–65), 17 males (94.4%), body mass of 70.4 kg (SD 7.5, range 58.9–82.2), body mass index (BMI) of 
23.0 kg/m² (SD 1.8, range 20.3–26.4), and body height of 175 cm (SD 6, range 163–184). Reasons for premature 
termination of the TEFR were overuse reactions of the soft tissues of the lower extremities (“shin splints”, myofas-
cial inflammation) in 2 male participants, stress fracture of the left ventral pelvic ring in one female participant, 
and compliance problems by one male participant.

Data acquisition. MRI data were acquired with a mobile 1.5 T MR scanner (Magnetom AvantoTM mobile 
MRI 02.05, software version: SyngoTM MR B15, Siemens Ltd., Germany) mounted on an MRI trailer (Model 
Mob. MRI 02.05, SMIT Mobile Equipment B.V., Farnham, UK), which was pulled by a truck tractor (38 tonnes 
in total) and travelled with the runners throughout entire TEFR from stage to stage, day by day65. MRI scan-
ning was planned at baseline (t0; within the 4 days prior to the start of the TEFR), at 3 MIs during the TEFR (t1 
planned after 1,200 km, t2 after 2,400 km, and t3 after 3,600 km of the run; between 2:00 pm and 9:00 pm after the 
daily stage), and 7 months after the TEFR (tx). However, this plan was not able to be implemented consistently 
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during the field study. Influencing factors such as daily changing weather conditions, local conditions, and the 
individual changing needs and sensitivities of the subjects due to the immense physical and mental stress within 
the framework of such an MSUM required daily modification and rescheduling of the scanning plan65. The actual 
measurement intervals implemented during the TEFR project were as follows: T1 was between stages 14–20 
after a mean distance run of 1,103 km (SD 106 km, range 926–1,325 km), T2 was between stages 39–45 after a 
mean distance run of 2,779 km (SD 218 km, range 2,313–3,082 km), and T3 was between stages 51–57 after a 
mean distance run of 3,673 km (SD 234 km, range 3,516–3,973 km). To minimize variation in joint positioning, 
a table-fixed, 8-channel knee coil was used. In the finisher group, 17 subjects (77.3%) underwent MRI at all MIs 
(t0-t3), and 12 of them underwent MRI at tx. T2* mapping was performed with a sagittal fast low-angle shot T2* 
weighted gradient-echo sequence with a 60° flip angle, echo times of 4.2/12.2/19.9/27.7/35.4 ms, a repetition time 
of 1,120 ms, a slice thickness of 3.0 mm, a field of view of 289 cm², a pixel size of 0.11 mm², and an in-plane resolu-
tion of 0.332 iso. T2* relaxation times were calculated from online reconstructed T2* maps by using a pixelwise, 
mono-exponential non-negative least squares fit analysis (syngoTM MapIt; Siemens Ltd.)50,73. Sagittal turbo inver-
sion recovery measurements and coronal fat saturated proton density weighted sequences were also performed.

Image evaluation. For measurements of cartilage T2* profiles, 4 sagittal slices through the FTJ were deter-
mined, and the 2 most median slices in the medial and lateral femorotibial compartment were used. To determine 
if there were regional differences in the T2* response of cartilage to ultra-running burden, a subset quantitative 
analysis was performed in which cartilage regions of interest (ROIs) were separately generated from the medial 
and lateral knee compartments50. These ROIs were manually drawn on the 4 sagittal slices such that the whole 
femoral and tibial cartilage area was covered between the meniscal bases (see Fig. 1). These areas were separated 
into a superficial and a deep layer and in an anterior (cartilage covered by the anterior meniscal horn), central 
(uncovered cartilage between the anterior and posterior meniscal horn) and posterior zone (cartilage covered by 
the posterior meniscal horn)74. In total, the representative cartilage T2* map was separated into 12 ROIs on each 
slice (see Fig. 1). Care was taken to avoid the subchondral bone or joint fluid and to set the ROIs in the exact same 
positions at every examination. The ROIs were drawn twice by 2 independent investigators with a time gap of 6 
months. They were supervised by 2 radiologists with 30 to 15 years of experience in musculoskeletal imaging. As 
a strong significant correlation (p < 0.01) was found between the 2 series (r > 0.8) for all cartilage areas and most 
of the ROIs (see Supplementary Table S1), averaged data of the mean T2* values of the 2 series were taken for 
further analysis. To determine the mean T2* for each cartilage area (layers, zones, or segments), the mean T2* 
values of the specific ROIs were pooled and calculated with regard to the ROI sizes (see Supplementary Table S2). 
Sufficient intra- and interobserver precision and reliability results of the T2* measurement method used herein 
have already been presented29,34,41,50,62,70,71. The precision (reproducibility) of the drawn ROI sizes in the course of 
the TEFR was calculated with 3.2 CV% in mean (SD 0.24) between the MIs (t0-t3) and no significant changes in 
the drawn ROI areas were detected for all investigated ROIs.

TEFR-
No. m/f

age 
(yrs)

BMI 
(kg) leg preference

finisher/non-finisher 
(finished stages)

total run time 
(hrs)

1 01 m 43.8 25.4 right F 415.9

2 09 f 45.6 22.4 right F 692.7

3 10 m 53.1 22.4 right F 626.6

4 13 m 52.4 23.7 right F 515.3

5 16 f 46.4 21.2 left NF (49) (419.2)

6 19 m 30.8 24.6 right F 560.7

7 20 m 57.2 20.2 right F 615.2

8 22 m 50.7 21.8 right NF (28) (208.6)

9 26 m 56.6 24.3 right F 651.5

10 32 m 26.2 20.6 right F 407.0

11 33 m 65.4 26.4 left F 645.3

12 34 m 63.2 22.2 right F 669.3

13 40 m 53.1 22.4 right F 484.9

14 50 m 65.1 21.3 left F 650.0

15 51 m 46.1 22.2 right F 548.5

16 55 m 53.0 21.1 right F 545.3

17 57 m 43.5 20.8 right F (left study at stage 42) (642.2)

18 59 m 49.9 25.6 right F 506.7

19 60 m 58.5 21.6 right F 629.0

20 63 m 49.4 24.6 right F 517.3

21 64 m 48.9 22.2 right F 566.1

22 68 m 46.4 24.1 left NF (10) (38.2)

Table 1. Subjects demographics of TEFR-project at baseline (t0).
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Statistical analysis. For data documentation, analysis and graphical presentation, MicrosoftTM ExcelTM 
(Office-Business 2016), SPSSTM (IBMTM-Statistics, release 25.0, 2017) and SigmaPlotTM (release 14.0, 2018, 
Systat-Software Inc.) were utilized. For all tests, a p value of 0.05 indicated significance.

Significant changes in cartilage T2* between baseline (t0) and MIs (t1-t3) in the course of the TEFR were 
calculated by 1-way analysis on variance (ANOVA) with a general linear model for repeated measurements and 
pairwise post hoc analysis to calculate the significance between MIs (including the Bonferroni procedure for mul-
tiple measurements and a Mauchly test for data sphericity with the Greenhouse-Geisser correction). Significance 
of ANOVA inner-subject contrasts was calculated to detect (linear or polynomial) trends in the T2* values during 
the progression of the TEFR (accepted for power> 0.8). To determine significant value differences at the last MI 
(t3) to any maximal change (peak) during exercise (t1-t2) compared with baseline, a paired (2-tailed) samples 
t-test with calculation of the effect size according to Cohen75 was performed.

Differences in cartilage T2* between ROIs and zones at the same MI and within the same cartilage segment 
were calculated by 1-way analysis on variance (ANOVA) without repeated measurements and pairwise post hoc 
analysis on significance: the Scheffé test was employed for homogeneous variance (Levene test p > 0.1); otherwise, 
the Bonferroni test was used. To test inter-segmental differences and differences in cartilage T2* between ROIs 
and zones at the same MI and within the same cartilage segment, a t-test for independent variables was performed.

Results
Regional cartilage T2* differences. In the right knee, the mean T2* value of the lateral femoral segment 
was significantly higher than that of the medial segment over the course of the race (t1-t3), while no relevant 
lateral to medial T2* difference was detected at baseline on either side or at any MI on the left side (see Table 2 
and Supplementary Fig. S3). At every MI (t0-t3, tx), the femoral cartilage showed a significantly higher mean T2* 
signal than the tibial cartilage in both compartments of the left and in the lateral compartment of the right knee 
(see Table 2 and Supplementary Fig. S4).

At every MI and in all cartilage segments on both sides, the superficial layers had a significantly higher total 
T2* than the corresponding deep layers (see Table 2 and Supplementary Fig. S3 and S4). Depending on the seg-
ment, this mean T2* layer difference was approximately 48% (tibial medial) and 66% (femoral medial) up to 70% 
(lateral) higher over the course of the race compared with baseline (see Table 2).

In the right knee in all cartilage segments, the mean T2* values showed a significant inter-zone difference 
at every MI, with the exception of the femoral-lateral segment at baseline (t0). In all segments of the right side, 
the T2* value was significantly higher in the posterior zone than in the central zone. Tibial lateral at every MI 

Figure 1. MR-image postprocessing for quantification of cartilage T2: (A) 4 sagittal slices (2 median slices in 
lateral and medial FTJ); B + C: fused colored T2* maps of 2 median sagittal FLASH T2* GRE (C) lateral FTJ, 
(D) medial FTJ).
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and sometimes in the other segments, it was also significantly higher in the posterior than in the anterior zone 
(see Table 2). In the left knee, the mean T2* differences between zones within the same cartilage segment were 
not significant at baseline in any segment and were not significant at t3 in the femoral-lateral segment, at t2 in 
the tibial-lateral segment or at t1 and t3 in the tibial-medial segment. On both sides, the mean T2* differences 
between the anterior and central zones were generally not significant.

On both sides, at every MI, a significant difference in mean T2* values between ROIs within the same cartilage 
segment was detected in all segments (see Supplementary Table S5). As all T2* values of ROIs were significant 
higher during the race (t1-t3) than at baseline (see Supplementary Table S5), further analyses also showed signif-
icantly higher mean T2* differences between zones, layers and segments in the race than at baseline (see Table 2 
and Supplementary Fig. S3 and S4).

Cartilage T2* changes. The T2* values changed significantly in all ROIs during the course of the TEFR (see 
Table 3). The value changes occurred mainly in the first MI with a significant T2* increase: 44.0% femoral-lateral, 
42.9% tibial-lateral, 34.9% femoral-medial, and 25.1% tibial-medial (see Figs. 2 and 3 and Supplementary Fig. S3 
and S4). Statistical evaluation showed a significant quadratic trend in the T2* curves over the course of the race 
for nearly all ROIs on both sides (see Table 4). Consecutively, the mean T2* of all cartilage areas showed a sig-
nificant quadratic trend on both sides (see Figs. 2 and 3 and Supplementary Fig. S3 and S4). With the exception 
of the anterior and central superficial ROIs of the left medial FTJ, a significant difference in the initial mean T2* 
increase relative to baseline was not evaluated between any area on both sides (see Figs. 2 and 3). A significant 
secondary T2* decrease at t3 was detected for the tibial and left femoral segments (mainly in the superficial layer) 
with a medium to high effect size (see Table 5).

T2* reaction of nearby structural osteochondral lesions. In 2 male subjects with femoral medial focal 
grade 3–4 OA at baseline, with no further structural changes throughout the TEFR, the corresponding regional 
cartilage showed significantly higher absolute T2* values at baseline and a comparatively higher initial mean T2* 
increase (at t1) and higher secondary mean T2* decrease (at t3) compared with all other non-lesion ROIs (see 
Fig. 4).

right FTJ left FTJ

t0 t1 t2 t3 tx t0 t1 t2 t3 tx

mean differences between lateral and medial knee compartmentsb

femoral segments 3.1 5.3 6.1 6.0 2.2 −1.6 2.3 c 1.9 c −0.2 1.8

tibial segments −0.4 1.3 1.9 1.6 0.1 −2.3 −2.0 −1.2 −2.2 0.2

mean differences between femoral and tibial cartilage segmentsb

lateral knee compartment 3.1 5.0 4.8 5.3 2.4 4.3 8.0 7.3 7.0 5.3

medial knee compartment −0.4 0.9 0.6 0.9 0.4 3.5 3.7 4.2 4.9 3.3

mean differences between superficial and deep cartilage layers within the same cartilage segmentb

femoral-lateral 6.7 10.1 11.1 11.0 7.3 6.4 10.6c 11.0c 10.0c 8.4

tibial-lateral 6.8 10.8 11.8 9.8 8.5 6.1 10.1 9.9 9.7c 6.8

femoral-medial 5.5 8.8 9.1 9.3 6.9 7.6 11.2 11.9 12.4c 8.9

tibial-medial 10.2 14.8c 14.4c 14.5c 12.6 6.3 8.9c 8.2c 9.3c 6.2

mean differences between ventral, central and dorsal zones within the same cartilage segmenta

femoral lateral segment:

anterior vs. central zone 1.2 0.2 0.1 0.2 −0.1 −0.8 −2.3 −1.0 −1.6 −2.5

anterior vs. posterior zone −2.3 −6.7 −4.6 −5.5 −3.1 −2.6 −5.2 −4.3 −5.0 −4.8

central vs. posterior zone −3.53 −6.9 −4.7 −5.7 −3.0 −1.8 −2.8 −3.4 −3.4 −2.3

tibial lateral segment:

anterior vs. central zone 0.9 0 1.8 0.5 1.2 0.6 1.9 1.6 1.5 1.1

anterior vs. posterior zone −5.8 −9.9 −8.2 −8.2 −5.1 −1.7 −1.7 −3.7 −2.6 −2.3

central vs. posterior zone −6.67 −9.97 −10.0 −8.8 −6.2 −2.4 −3.6 −5.4 −4.1 −3.4

femoral medial segment:

anterior vs. central zone 0.1 2.4 3.4 1.6 3.6 3.4 4.2 4.6 4.1 1.8

anterior vs. posterior zone −6.0 −5.3 −3.6 −6.5 −1.7 0.9 −4.5 −1.6 −1 −5.0

central vs. posterior zone −6.0 −7.7 −7.0 −8.1 −5.3 −2.4 −8.7 −6.2 −5.1 −6.8

tibial medial segment:

anterior vs. central zone 2.3 2.7 3.8 3.6 4.4 1.3 1.1 2.8 2.2 1.2

anterior vs. posterior zone −2.1 −3.8 −2.3 −2.3 0.5 0.4 −2.0 −1.1 0.3 −1.1

central vs. posterior zone −4.4 −6.5 −6.1 −5.9 −3.9 −0.8 −3.1 −3.9 −1.9 −2.2

Table 2. Mean T2* differences [ms] between specific cartilage areas (nF = 17). a(one-way) univariate ANOVA, 
bindependent t-test, c: variance homogeneity not given (Levene test <0.05). Bold fonts show significant 
differences (p-value < 0.05).
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Discussion
We found a significant T2* increase in all cartilage areas of the FTJ in the first third of the TEFR. After a “steady 
state” in the middle of the race and at approximately 3,500 km of the run, the T2* signal showed a detectable 
decreasing trend in many, mostly tibial cartilage regions (see Table 5, Figs. 2 and 3). To the best of our knowledge, 
this is the first and only prospective MRI study that analysed the cartilage response of a large number of human 
knee joints during an ultra-run load of almost 4,500 km; therefore, a comparative discussion is only possible 
considering previous studies of animal models with similar distances or studies of shorter running distances in 
humans.

Immediate, primary T2(*) decrease with rapid recovery. In static and acute loading studies38,76 and in most 
post-race studies of short- (5 km) to long-distance runs (marathons) that employed MRI within 1 hour30–33,35–37,77,  
a pressure-dependent significant T2 decrease was observed in all cartilage layers. With cyclical loading, cartilage 
deformation produces an increase in superficial collagen anisotropy and a concomitant decrease in (free) carti-
lage water, leading to lower post-race T2 values. For example, Mosher et al.36 found a relevant initial T2 decrease 
in superficial cartilage (tibial: 1–3 ms, femoral: 2–4 ms) and no T2 change in the deep layer in subjects after a 
30-min run. This immediate T2 response recovers rapidly after 30 min up to a few hours78–81. However, we could 
not detect such primary T2* decreases at any MI (t1-t3), since our first data were acquired at t1 after a distance 
run of 962–1,325 km (stage 14–20), at which time the effects of long-distance running dominate (masked) the 
immediate T2-response.

Long-distance, primary T2(*) increase. Animal studies have shown that a more strenuous long-distance 
running burden leads to GAG decrease in the main weightbearing cartilage areas82–84. Only 2 studies have focused 
on T2 mapping from 1 hour up to less than 24 hours after a single marathon race in humans34,58. Both reported 
significantly increased T2 values in knee cartilage, in contrast to all published studies with the first follow-up 
performed after less than 1 hour. Using high-field MRI, Luke et al.58 found not only significantly higher T2 values 
but also equivalent higher intra-chondral T1rho values in the FTJ 48 hours after a marathon, postulating that this 
signal elevation is mainly caused by a proportional GAG decrease45. Animal long-term running studies (young 
dogs: 1 year, 40 km/day) showed that if the interstitial environment of chondrocytes is disturbed, high fluid pres-
sure leads to disorganization of the collagen and proteoglycan network and structural changes in chondral fibril-
lation83,85. Therefore, the initial significant T2* increase in the cartilage areas of the FTJ after the 1,100 km TEFR 

segment ROI

right knee left knee

Mauchly-
Test ANOVAa

Mauchly-
Test ANOVAa

p-value p-value
test 
power p-value p-value

test 
power

lateral 
femorotibial joint

femoral lateral

deep-ant. 0.811 <0.001 1.000 0.531 <0.001 1.000

deep-central 0.497 <0.001 1.000 0.169 <0.001 1.000

deep-post. 0.422 <0.001 1.000 0.385 <0.001 1.000

superf.-ant. 0.609 <0.001 1.000 0.292 <0.001 1.000

superf.-central 0.686 <0.001 1.000 0.083 <0.001 1.000

superf.-post. 0.468 <0.001 1.000 0.053 <0.001 1.000

tibial lateral

deep-ant. 0.506 <0.001 1.000 0.211 <0.001 1.000

deep-central 0.030 <0.001b 1.000 0.484 <0.001 1.000

deep-post. 0.078 <0.001 1.000 0.504 <0.001 1.000

superf.-ant. 0.713 <0.001 1.000 0.040 <0.001b 1.000

superf.-central 0.370 <0.001 1.000 0.015 <0.001b 0.999

superf.-post. 0.467 <0.001 1.000 0.025 <0.001b 0.995

medial 
femorotibial joint

femoral medial

deep-ant. 0.881 <0.001 1.000 0.393 <0.001 1.000

deep-central 0.493 <0.001 0.999 0.201 <0.001 0.996

deep-post. 0.393 <0.001 0.999 0.240 <0.001 1.000

superf.-ant. 0.267 <0.001 1.000 0.805 <0.001 0.999

superf.-central 0.049 0.001b 0.992 0.487 <0.001 1.000

superf.-post. 0.527 <0.001 1.000 0.014 <0.001b 1.000

tibial medial

deep-ant. 0.707 <0.001 0.994 0.558 <0.001 1.000

deep-central 0.839 <0.001 0.992 0.047 <0.001b 0.998

deep-post. 0.753 <0.001 1.000 0.651 <0.001 0.998

superf.-ant. 0.778 0.006 0.872 0.131 <0.001 0.999

superf.-central 0.499 0.005 0.889 0.127 <0.001 1.000

superf.-post. 0.291 <0.001 1.000 0.435 <0.001 1.000

Table 3. Changes of intrachondral T2* values [ms] in the course of TEFR (nF = 17). a(one-way) univariate 
ANOVA for repeated measurements, bwith “Greenhouse-Geisser” correction procedure. Bold fonts show 
significance (p-value < 0.05).
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run may not only be explained by the loss of spatial collagen structure; rather, it may also be caused by increased 
free cartilage water due to GAG depletion. Since no relevant morphometric and structural changes were observed 
during the T2* increase in the first third of the TEFR86, our data may be explained by changes in chondral perme-
ability and respective ion flow, which reached a new equilibrium from stage to stage.

During the TEFR a significant mean T2* difference between ROIs was detected in all segments (see Table 2). 
Since all these regional T2* differences were higher throughout the race than at baseline (see Supplementary 
Table S5), this finding applies to all zones, layers and segments (see Table 2 and Figs. 2 and 3). However, we could 
not determine significant difference in T2* increase between cartilage areas (see Figs. 2 and 3).

There is a typical spatial variation in T2 values in healthy cartilage. For example, lower T2 values are found 
in the deeper radial layer, where the collagen fibres are highly ordered, and elevated T2 values are found in the 
superficial layer with less collagen organization41,87,88. Mosher et al.36 observed that this spatial dependency of 

Figure 2. Relative changes of T2* mapping compared to baseline (nF = 17), right knee.
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cartilage T2 is a function of the distance from bone, even in recreational runners. This finding is explained by car-
tilage biochemistry: quantitative microspectroscopy has shown a significant running-induced decrease in GAG 
content in the weight-bearing superficial layer of the lateral femoral (5–13%) and tibial cartilage (5–35%) of the 
canine FTJ55,85,89. The deformation rate of cartilage increases due to disorganization or lesion of the superficial 
collagen network due to reduced GAG content55, which contributes to instant cartilage stiffness through osmotic 
pressure90. Since cartilage stiffness is directly related to GAG content91, the cartilage equilibrium shear modulus 
also decreases significantly in the lateral FTJ (12–14%)85. Consistent with the fact that cartilage areas with regu-
larly high loads are stiffer than areas with lower loads92, we found significant mean T2* differences between the 
superficial and deep layers throughout the TEFR in all cartilage areas of the FTJ (see Table 2 and Supplementary 
Fig. S3 and S4).

Figure 3. Relative changes of T2* mapping compared to baseline (nF = 17), left knee.
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Zonal dependency of cartilage T2 has also been observed in several studies, and we found higher T2* values 
in the posterior zone than in the central and anterior zones, being significant in the right FTJ. As Mosher et al.36 
observed in normal running, we also found significantly higher T2 values and greater T2* variation in femoral 
cartilage than in tibial cartilage at all MIs during the MSUM. In humans, Subburaj et al.42 indicated a greater 
load on the medial compartment of the FTJ during running and, therefore, that the medial cartilage is stiffer and 
shows a higher isotropy of collagen matrix. With increasing load, the contact area and pressure seem to increase, 
especially in the lateral compartment of the FTJ93. This might explain why the left medial segments showed a sig-
nificantly lower average T2* increase than the lateral segments in our study group (see Table 2 and Figs. 2 and 3).

Ultra-long distance, secondary T2(*)-decrease (“recovery”). In the FTJ cartilage, the long-distance 
T2 increase within 48 hours after a single marathon recovered to baseline after 3 months58. As our subjects con-
tinued to run daily ultra-marathons up to 64 stages (more than 2 months) without sufficient recreation time, T2* 
recovery could not be expected until t3. At the final MI (t3), we measured a significant secondary T2* decrease 
in the tibial and left femoral segments (mainly in the superficial layer) with a medium to high effect size (see 
Table 5). Our results on ankle and hindfoot cartilage T2* behaviour at TEFR70,71 showed the same reaction in the 
axial loaded joints: a primary T2* increase as the first long-distance T2* response after 1,100–2,400 km run85 but 
an earlier and stronger secondary T2* decrease (“recovery”) as an ultra-long distance T2* response after more 
than approximately 2,000–2,500 km run.

A reasonable explanation is reorganization of the articular cartilage collagen network94 and reduction in free 
water because it gets the ability to go back in chemical bond due to recovery of GAG content95. A positive effect of 
joint loading (moderate to ultra-long running) on chondrocyte function with increased GAG and collagen syn-
thesis has been reported in multiple animal studies94,96–100, and increased GAG has been reported in a few studies 
on running95 and weight-bearing101 in human knee cartilage. Since increasing hydrostatic pressure up-regulates 
proteoglycans and type-II collagen mRNA expression102, de novo syntheses of proteoglycans will be initiated, 
and their increased concentration has been shown to impede hydraulic fluid flow103. This mechanism shields the 
collagen-proteoglycan matrix from high stress and protects against cartilage degeneration and OA94. In addition 
to these MR findings, changes in the serum concentrations of cartilage biomarkers of TEFR subjects also showed 
that articular cartilage is able to adapt during an MSUM104. The observation of a secondary T2* decrease at t3 in 
cartilage regions with preexisting higher-grade cartilage degeneration after the above-average signal increase in 2 
of our subjects (see Fig. 4) may also support the hypothesis of ongoing T2* recovery in the FTJ of ultra-runners 
with an ongoing running burden beyond a distance of 3,500 km.

As animal experiments have shown that ongoing ultra-long load bearing exercises minimize the development 
of OA in rats96 and dogs83, and as our collective of highly adapted and experienced ultra-runners105 did not show 
increased cartilage degeneration, we found significant recovery of T2 values after TEFR (tx), as reported in all 
three published post-marathon studies with a second follow-up34,39,40. Thus, ongoing ultra-endurance running 

ROI

right FTJ left FTJ

medial lateral medial lateral

femoral

deep-ant. 0.001 0.001 0.010 <0.001

deep-central 0.003 0.001 0.054 0.001

deep-post. 0.001 0.004 0.005 0.001

superf.-ant. <0.001 0.003 0.509 0.004

superf.-central 0.011 0.001 0.067 0.001

superf.-post. 0.001 0.001 <0.001 0.001

deep 0.001 0.001 <0.001 <0.001

superf. 0.001 0.001 0.001 0.001

total 0.002 0.001 <0.001 <0.001

tibial

deep-ant. 0.024 <0.001 0.003 <0.001

deep-central 0.001 <0.001 0.004 0.001

deep-post. <0.001 0.001 <0.001 <0.001

superf.-ant. 0.035 <0.001 0.050 0.001

superf.-central 0.006 0.001 0.006 0.001

superf.-post. 0.000 <0.001 <0.001 0.001

deep <0.001 0.001 <0.001 0.001

superf. 0.006 0.002 0.001 0.001

total 0.001 0.001 <0.001 0.003

Femoral segments <0.001 0.001

Tibial segments <0.001 <0.001

Total 0.002 <0.001 0.001 0.001

Total FTJ <0.001 0.001

Table 4. Analysis on quadratic trends of repeated T2* relaxation time [ms] in the course of TEFR. (univariate 
ANOVA for repeated measurements, nF = 17). Bold fonts show significant p-values with high test power (>0.8).
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burden does not correspond to increased OA or overuse lesions in the human knee joint when relevant cartilage 
injuries or malalignments are absent16,106. Therefore, despite the problems that have been discussed with overuse 
injuries in ultra-marathon running107–114, MSUMs do not seem to have a negative effect, but rather a favourable 
influence, on cartilage.

Due to the small number of non-finishers (3) and subjects with dominance of the left leg (3), sufficient data 
for statistical comparison of finishers or dominance of the right leg were not available (Table 1). Arokoski et al.55  
showed side dependence in their experimental animal studies and tried to explain this by a side-dependent adap-
tation of the knee cartilage to mechanical loadings. The different degrees and types of loading on articular surface 
areas in the canine FTJ correspond to our observation of right to left side differences of the T2* cartilage response 
to the ultra-long-distance TEFR: a significant inter-zone T2* difference in all segments was found on the right 
but not regularly on the left, and a significant T2* increase in the medial compared with the lateral segments 
was found on the right but not on the left. As we also found comparable chondral T2* side differences in the 
ankle and hindfoot joints of TEFR subjects70,71, which may be due to the right leg experiencing higher load and 

ROI

right knee left knee

p-value d p-value d

lateral femorotibial 
joint

femoral 
lateral 
segment

deep-ant. 0.042 0.45 0.009 0.47

deep-central 0.028 0.71 0.006 0.47

deep-post. 0.027 0.63 0.009 0.43

superf.-ant. 0.060 0.38 0.015 0.44

superf.-central 0.030 0.45 0.010 0.48

superf.-post. 0.032 0.44 0.010 0.47

deep 0.050 0.64 0.012 0.44

superf. 0.037 0.45 0.011 0.48

total 0.042 0.54 0.008 0.55

tibial lateral 
segment

deep-ant. 0.006 0.62 0.009 0.55

deep-central 0.022 0.63 0.010 0.49

deep-post. 0.014 0.72 0.006 0.44

superf.-ant. 0.009 0.73 0.039 0.47

superf.-central 0.012 0.64 0.015 0.42

superf.-post. 0.006 0.78 0.005 0.40

deep 0.034 0.66 0.016 0.44

superf. 0.036 0.62 0.016 0.32

total 0.33 0.63 0.010 0.42

medial femorotibial 
joint

femoral 
medial 
segment

deep-ant. 0.003 0.67 0.004 0.27

deep-central 0.016 0.49 0.022 0.35

deep-post. 0.009 0.46 0.002 0.46

superf.-ant. 0.008 0.42 0.027 0.29

superf.-central 0.012 0.38 0.023 0.25

superf.-post. 0.029 0.41 0.010 0.41

deep 0.012 0.50 0.007 0.50

superf. 0.020 0.38 0.028 0.69

total 0.016 0.41 0.014 0.45

tibial medial 
segment

deep-ant. 0.013 0.45 0.043 0.44

deep-central 0.003 0.65 0.024 0.35

deep-post. 0.003 0.70 <0.001 0.89

superf.-ant. 0.001 0.57 0.036 0.59

superf.-central 0.001 0.67 0.029 0.53

superf.-post. 0.004 0.62 0.010 0.66

deep 0.010 0.49 0.013 0.49

superf. 0.014 0.52 0.012 0.39

total 0.011 0.45 0.020 0.63

Femoral segments 0.035 0.46 0.027 0.51

Tibial segments 0.025 0.52 0.029 0.55

Lateral FTJ 0.043 0.59 0.017 0.47

Medial FTJ 0.014 0.43 0.040 0.45

Total FTJ 0.033 0.48 0.041 0.50

Table 5. Analysis (paired t-test) on secondary T2* decrease [ms] at last MI (t3). (nF = 17). Bold fonts show 
significant p-values with middle (d > 0.5) to high (d > 0.8) effect size (Cohen’s d).
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ground repulsion forces during the stance phase. The asymmetry of locomotion, which is based on the tendency 
of humans to use one leg preferentially during motor movements115–117, could possibly also be present during 
MSUM running. However, this explanatory model remains speculative, especially since this study has some lim-
itations that do not allow any further reliable statistical evaluations about relevant causes and influencing factors 
with regard to the detected T2* reactions during the TEFR.

Limitations. This study is subject to possible selection bias, as participants had been running ultra-marathons 
for almost a decade prior to enrolment. Therefore, these results may not be generalizable to novice individuals 
who begin ultra-long-distance running. The age dependency of the articular cartilage matrix content118 is also 
a source of possible bias on the T2* measurement in this study, but we do not consider its relevance to be very 
strong, since the age range among the subject groups was not large (Table 1). In addition, the test subjects did 
not adhere to a strict resting phase before the baseline measurement but carried out light running training (only 
a few kilometres per day during the last week), which could result in a discrete bias: slightly higher T2* values 
measured at baseline compared with a collective with a sufficiently long resting phase before the start of the TEFR. 
It must be assumed that the described immediate T2 decrease is present in parallel with the mechanism of the pri-
mary long-distance T2 increase. The amount of this “masking” effect and the attenuation of the real T2* increase 
and the influence of the stage run burden on T2* mapping in general is difficult to estimate79. Including a control 
group was not feasible due to race conditions and the study setting.

The results of this mobile MRI-based field study allow us to refute a relevant negative influence of ultra-long 
running distances on knee joint cartilage in ultra-marathoners106. However, in addition to the factor of running 
distance, there are other external running-specific characteristics (e.g., competition runners, mountain running 
with inclines and descents, cross-country running with enhanced multiaxial stress on the knee joints., interval 
running with partially high running speed, etc.) that may increase the risk of developing knee OA119,120. These 
factors were not included in our investigation and require further clarification in other studies121.

Figure 4. Osteochondral lesions (*) in the FTJ at baseline (t0) and last MI (t3) with no relevant signal changes 
throughout TEFR (sagittal TIRM: (1) right side, (4) left side; coronal PDfs: (2) right side, (3) left side). (A) 
58-year-old male finisher (t3: stage 57/3,971 km run); bilateral medial meniscal lesions in the cornu posterior, 
grade 3 on the right and grade 2 on the left side (arrows) with adjacent femoral chondral lesions Outerbridge 
grade 3 on the right, and Outerbridge grade 4 on the left side with focal femoral subchondral bone edema on 
both sides (*): mean T2* increases more in lesional posterior ROIs, but shows secondary decrease at t3. Non 
lesional anterior and central ROIs show only slight continuous mean T2* increase. (B) 48-year-old male non-
finisher (t3: stage 63 / 3,669 km run); bilateral osteochondral lesions at baseline (Outerbridge grade 2–3) with a 
focal subchondral bone edema (*) located femoral medial: mean T2* increases more in lesional medial layers 
but shows secondary decrease at t3. Non lesional median layers show only slight continuous mean T2* increase.
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Conclusions
The measured chondral T2* values showed similar physiological regional distribution patterns and relative dif-
ferences between cartilage areas of the FTJ as in normal, healthy non-endurance and other athletic collectives, 
although these values were higher throughout the TEFR than at baseline. Due to initial chondral matrix degra-
dation within the first 1,100 km of running, a significant, primarily non-regional-related T2* increase occurred 
in all cartilage areas of the FTJ, caused by collagen disorientation and decrease and GAG depletion. As a further 
increase in the second half of the TEFR was not observed, we do not expect further softening or degradation 
of the FTJ cartilage with ongoing running burden over ultra-lengthy periods extending to 4,500 km. However, 
we expect the FTJ cartilage matrix to be able to reorganize itself, as the T2 * curve showed a decreasing trend 
(recovery) after 3,500 km. Therefore, our results are not consistent with the hypothesis that ultra-long-distance 
running in specifically trained athletes may be associated with increased incidence and severity of knee joint OA. 
The observed side differences in regional T2* changes are in line with the hypothesis of the ‘braking’ limb and also 
indicate side dominance of one leg in MUSM runners, which must be verified by specific studies in the future. 
This study shows the feasibility of mobile functional MRI for precise quantitative non-invasive measurements to 
evaluate the biochemical long-term effects of MSUM running on knee joint cartilage.
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Additional materials, data and associated protocols are promptly available to readers without undue qualifications 
in material transfer agreements.

Received: 21 October 2019; Accepted: 21 April 2020;
Published: xx xx xxxx

References
 1. Marti, B., Knobloch, M., Tschopp, A., Jucker, A. & Howald, H. Is excessive running predictive of degenerative hip disease? 

Controlled study of former elite athletes. BMJ. 299, 91–93 (1989).
 2. Ni, G. X. et al. Intensity-dependent effect of treadmill running on knee articular cartilage in a rat model. Biomed Res Int. 172392 

(2013).
 3. O’Neill, T. W., McCabe, P. S. & McBeth, J. Update on the epidemiology, risk factors and disease outcomes of osteoarthritis. Best 

Pract Res Clin Rheumatol. 32(2), 312–326 (2018).
 4. Fries, J. F. et al. Running and the development of disability with age. Ann Intern Med. 121, 502–509 (1994).
 5. Konradsen, L., Hansen, E. M. & Sondergaard, L. Long distance running and osteoarthrosis. Am J Sports Med. 18, 379–381 (1990).
 6. Kujala, U. M., Sarna, S., Kaprio, J., Koskenvuo, M. & Karjalainen, J. Heart attacks and lower-limb function in master endurance 

athletes. Med Sci Sports Exerc. 31(7), 1041–1046 (1999).
 7. Lane, N. E. et al. The risk of osteoarthritis with running and aging: a 5-year longitudinal study. J Rheumatol. 20, 461–468 (1993).
 8. Miller, R. H., Edwards, W. B., Brandon, S. C., Morton, A. M. & Deluzio, K. J. Why don’t most runners get knee osteoarthritis? A 

case for per-unit-distance loads. Med Sci Sports Exerc. 46(3), 572–579 (2014).
 9. Sohn, R. S. & Micheli, L. J. The effect of running on the pathogenesis of osteoarthritis of the hips and knees. Clin Orthop Relat Res. 

196, 106–109 (1985).
 10. Urquhart, D. M. et al. What is the effect of physical activity on the knee joint? A systematic review. Med Sci Sports Exerc. 43(3), 

432–442 (2011).
 11. Cheng, Y. et al. Physical activity and self-reported, physician-diagnosed osteoarthritis: is physical activity a risk factor. J Clin 

Epidemiol. 53, 315–322 (2000).
 12. Driban, J. B., Hootman, J. M., Sitler, M. R., Harris, K. P. & Cattano, N. M. Is Participation in Certain Sports Associated With Knee 

Osteoarthritis? A Systematic Review. J Athl Train. 52(6), 497–506 (2017).
 13. Schueller-Weidekamm, C., Schueller, G., Uffmann, M. & Bader, T. Incidence of chronic knee lesions in long-distance runners based 

on training level: findings at MRI. Eur J Radiol. 58(2), 286–293 (2006).
 14. Spector, T. D. et al. Risk of osteoarthritis associated with long-term weight bearing sports. Arthritis Rheum. 39, 988–995 (1996).
 15. Chakravarty, E. F., Hubert, H. B., Lingala, V. B., Zatarain, E. & Fries, J. F. Long distance running and knee osteoarthritis. A 

prospective study. Am J Prev Med. 35(2), 133–138 (2008).
 16. Cymet, T. C. & Sinkov, V. Does long-distance running cause osteoarthritis? J Am Osteopath Assoc. 106(6), 342–345 (2006).
 17. Lane, N. E., Oehlert, J. W., Bloch, D. A. & Fries, J. F. The relationship of running to osteoarthritis of the knee and hip and bone 

mineral density of the lumbar spine: a 9 year longitudinal study. J Rheumatol. 25(2), 334–341 (1998).
 18. Levine, B. D. & Thompson, P. D. Marathon maladies. N Engl J Med. 352, 1516–1518 (2005).
 19. Felson, D. T. An update on the pathogenesis and epidemiology of osteoarthritis. Radiol Clin North Am. 42, 1–9 (2004).
 20. Hohmann, E., Wörtler, K. & Imhoff, A. Osteoarthritis from long-distance running? Sportverletz Sportschaden. 19(2), 89–93 (2005).
 21. Hohmann, E., Wörtler, K. & Imhoff, A. B. MR imaging of the hip and knee before and after marathon running. Am J Sports Med. 

32(1), 55–59 (2004).
 22. Krampla, W. et al. MR imaging of the knee in marathon runners before and after competition. Skeletal Radiol. 30(2), 72–76 (2001).
 23. Krampla, W. W., Newrkla, S. P., Kroener, A. H. & Hruby, W. F. Changes on magnetic resonance tomography in the knee joints of 

marathon runners: a 10-year longitudinal study. Skeletal Radiol. 37(7), 619–626 (2008).
 24. Panush, R. S. et al. Is running associated with degenerative joint disease? JAMA. 255, 1152–1154 (1986).
 25. Bramble, D. M. & Lieberman, D. E. Endurance running and the evolution of Homo. Nature. 432(7015), 345–352 (2004).
 26. Knechtle, B. & Nikolaidis, P. T. Physiology and Pathophysiology in Ultra-Marathon Running. Front Physiol. 9, 634 (2018).
 27. Domayer, S. E. et al. MRI monitoring of cartilage repair in the knee: a review. Semin Musculoskelet Radiol. 12(4), 302–317 (2008).
 28. Trattnig, S. et al. MRI visualization of proteoglycan depletion in articular cartilage via intravenous administration of Gd-DTPA. 

Magn Reson Imaging. 17(4), 577–583 (1999).
 29. Welsch, G. H. et al. T2 and T2* mapping in patients after matrix-associated autologous chondrocyte transplantation: initial results 

on clinical use with 3.0-Tesla MRI. Eur Radiol. 20(6), 1515–1523 (2010).
 30. Behzadi, C. et al. The immediate effect of long-distance running on T2 and T2* relaxation times of articular cartilage of the knee 

in young healthy adults at 3.0 T MR imaging. Br J Radiol. 89(1064), 20151075 (2016).
 31. Burstein, D., Gray, M. L. & Is, M. R. I. fulfilling its promise for molecular imaging of cartilage in arthritis? Osteoarthritis Cartilage. 

14(11), 1087–1090 (2006).
 32. Cha, J. G. et al. Comparison of MRI T2 relaxation changes of knee articular cartilage before and after running between young and 

old amateur athletes. Korean J Radiol. 13(5), 594–601 (2012).
 33. Chen, M. et al. The influences of walking, running and stair activity on knee articular cartilage: Quantitative MRI using T1 rho and 

T2 mapping. PLoS One. 12(11), e0187008 (2017).

https://doi.org/10.1038/s41598-020-64994-2


13Scientific RepoRtS |         (2020) 10:8157  | https://doi.org/10.1038/s41598-020-64994-2

www.nature.com/scientificreportswww.nature.com/scientificreports/

 34. Hesper, T. et al. Quantitative T2(*) assessment of knee joint cartilage after running a marathon. Eur J Radiol. 84(2), 284–289 
(2015).

 35. Karanfil, Y. et al. Thirty Minutes of Running Exercise Decreases T2 Signal Intensity but Not Thickness of the Knee Joint Cartilage: 
A 3.0-T Magnetic Resonance Imaging Study. Cartilage., 1947603518770246 (2018).

 36. Mosher, T. J., Liu, Y. & Torok, C. M. Functional cartilage MRI T2 mapping: evaluating the effect of age and training on knee 
cartilage response to running. Osteoarthritis Cartilage. 18(3), 358–364 (2010).

 37. Mosher, T. J. et al. Change in knee cartilage T2 at MR imaging after running: a feasibility study. Radiology. 234(1), 245–9 (2005).
 38. Souza, R. B. et al. The effects of acute loading on T1rho and T2 relaxation times of tibiofemoral articular cartilage. Osteoarthritis 

Cartilage. 18(12), 1557–1563 (2010).
 39. Stahl, R. et al. Prevalence of pathologic findings in asymptomatic knees of marathon runners before and after a competition in 

comparison with physically active subjects-a 3.0 T magnetic resonance imaging study. Skeletal Radiol. 37(7), 627–638 (2008).
 40. Stehling, C. et al. Meniscal T1rho and T2 measured with 3.0 T MRI increases directly after running a marathon. Skeletal Radiol. 

40(6), 725–735 (2011).
 41. Mosher, T. J. & Dardzinski, B. J. Cartilage MRI T2 relaxation time mapping: overview and applications. Semin Musculoskelet Radiol. 

8, 355–368 (2004).
 42. Subburaj, K. et al. The acute effect of running on knee articular cartilage and meniscus magnetic resonance relaxation times in 

young healthy adults. Am J Sports Med. 40(9), 2134–4211 (2012).
 43. Wang, L. & Regatte, R. R. Quantitative mapping of human cartilage at 3.0T: parallel changes in T2, T1ρ, and dGEMRIC. Acad 

Radiol. 21(4), 463–471 (2014).
 44. Regatte, R. R., Akella, S. V., Lonner, J. H., Kneeland, J. B. & Reddy, R. 1rho relaxation mapping in human osteoarthritis (OA) 

cartilage: comparison of T1rho with T2. J Magn Reson Imaging. 23(4), 547–553 (2006).
 45. Regatte, R. R. et al. 3D-T1rho-relaxation mapping of articular cartilage: in vivo assessment of early degenerative changes in 

symptomatic osteoarthritic subjects. Acad Radiol. 11(7), 741–749 (2004).
 46. Glaser, C. New techniques for cartilage imaging: T2 relaxation time and diffusion-weighted MR imaging. Radiol Clin North Am. 

43(4), 641–653 (2005).
 47. Liess, C., Lüsse, S., Karger, N., Heller, M. & Glüer, C. C. Detection of changes in cartilage water content using MRI T2-mapping in 

vivo. Osteoarthritis Cartilage. 10(12), 907–913 (2002).
 48. Mosher, T. J. et al. Age dependency of cartilage magnetic resonance imaging T2 relaxation times in asymptomatic women. Arthritis 

Rheum. 50, 2820–2828 (2004).
 49. Stahl, R. et al. T1rho, T2 and focal knee cartilage abnormalities in physically active and sedentary healthy subjects versus early OA 

patients–a 3.0-Tesla MRI study. Eur Radiol. 19(1), 132–143 (2009).
 50. Mamisch, T. C. et al. Quantitative T2 mapping of knee cartilage: differentiation of healthy control cartilage and cartilage repair 

tissue in the knee with unloading-initial results. Radiology. 254(3), 818–826 (2010).
 51. Uhl, M. et al. Human articular cartilage: in vitro correlation of MRI and histologic findings. Eur Radiol. 8(7), 1123–1129 (1998).
 52. Link, T. M., Stahl, R. & Woertler, K. Cartilage imaging: motivation, techniques, current and future significance. Eur Radiol. 17(5), 

1135–1146 (2007).
 53. Xia, Y. Magic-angle effect in magnetic resonance imaging of articular cartilage: a review. Invest Radiol. 35, 602–621 (2000).
 54. Mosher, T. J. et al. MR imaging and T2 mapping of femoral cartilage: in vivo determination of the magic angle effect. AJR Am J 

Roentgenol. 177(3), 665–659 (2001).
 55. Arokoski, J., Jurvelin, J., Kiviranta, I., Tammi, M. & Helminen, H. J. Softening of the lateral condyle articular cartilage in the canine 

knee joint after long distance (up to 40 km/day) running training lasting one year. Int J Sports Med. 15(5), 254–260 (1994).
 56. Goodwin, D. W. et al. Macroscopic structure of articular cartilage of the tibial plateau: influence of a characteristic matrix 

architecture on MRI appearance. AJR Am J Roentgenol. 182(2), 311–318 (2004).
 57. Watrin-Pinzano, A. et al. Effect of proteoglycan depletion on T2 mapping in rat patellar cartilage. Radiology. 234(1), 162–170 

(2005).
 58. Luke, A. C. et al. High-field magnetic resonance imaging assessment of articular cartilage before and after marathon running: does 

long-distance running lead to cartilage damage? Am J Sports Med. 38(11), 2273–2280 (2010).
 59. Roemer, F. W., Crema, M. D., Trattnig, S. & Guermazi, A. Advances in imaging of osteoarthritis and cartilage. Radiology. 260(2), 

332–354 (2011).
 60. Murphy, B. J. Evaluation of grades 3 and 4 chondromalacia of the knee using T2*-weighted 3D gradient-echo articular cartilage 

imaging. Skeletal Radiol. 30(6), 305–11 (2001).
 61. Welsch, G. H. et al. In vivo biochemical 7.0 Tesla magnetic resonance: preliminary results of dGEMRIC, zonal T2, and T2* 

mapping of articular cartilage. Invest. Radiology. 43(9), 619–626 (2008).
 62. Mamisch, T. C. et al. T2 star relaxation times for assessment of articular cartilage at 3 T: a feasibility study. Skeletal Radiology. 41(3), 

287–292 (2012).
 63. Hesper, T. et al. T2* mapping for articular cartilage assessment: principles, current applications, and future prospects. Skeletal 

Radiol. 43(10), 1429–1445 (2014).
 64. Kneeland, J. B. & Reddy, R. Frontiers in musculoskeletal MRI: articular cartilage. J Magn Reson Imaging. 25(2), 339–344 (2007).
 65. Schütz, U. H. et al. The Transeurope Footrace Project: Longitudinal data acquisition in a cluster randomized mobile MRI 

observational cohort study on 44 endurance runners at a 64-stage 4,486 km transcontinental ultramarathon. BMC Med. 10, 78 
(2012).

 66. Freund, W. et al. Substantial and reversible brain gray matter reduction but no acute brain lesions in ultramarathon runners: 
experience from the TransEurope-FootRace Project. BMC Med. 10, 170 (2012).

 67. Freund, W., Weber, F., Billich, C. & Schütz, U. H., The foot in multistage ultra marathon runners: Experience in a cohort study of 
22 participants of the Trans Europe Footrace project with mobile MRI. BMJ Open. 2(3) (2012).

 68. Millet, G. P. & Millet, G. Y. Ultramarathon is an outstanding model for the study of adaptive responses to extreme load and stress. 
BMC Med. 10, 77 (2012).

 69. Schütz, U. H. et al. Characteristics, changes and influence of body composition during a 4486 km transcontinental ultramarathon: 
results from the Transeurope Footrace mobile whole body MRI-project. BMC Med., 122 (2013).

 70. Schütz, U. H. W. et al. Biochemical cartilage alteration and unexpected signal recovery in T2* mapping observed in ankle joints 
with mobile MRI during a transcontinental multistage footrace over 4486 km. Osteoarthritis Cartilage. 22(11), 1840–1850 (2014).

 71. Schütz, U. H., Billich, C., Schoss, D., Beer, M. & Ellermann, J. MRI Cartilage Assessment of the Subtalar and Midtarsal Joints 
During a Transcontinental Ultramarathon - New Insights into Human Locomotion. Int J Sports Med. 39(1), 37–49 (2018).

 72. Shellock, F. G. & Spinazzi, A. MRI safety update 2008: part 2, screening patients for MRI. AJR Am J Roentgenol. 191(4), 1140–1149 
(2008).

 73. Apprich, S. et al. Detection of degenerative cartilage disease: comparison of high-resolution morphological MR and quantitative 
T2 mapping at 3.0 Tesla. Osteoarthritis Cartilage. 18(9), 1211–1217 (2010).

 74. Welsch, G. H. et al. Cartilage T2 assessment at 3-T MR imaging: in vivo differentiation of normal hyaline cartilage from reparative 
tissue after two cartilage repair procedures–initial experience. Radiology. 247(1), 154–161 (2008).

 75. Cohen, J. Statistical Power Analysis for the Behavioral Sciences, 2nd ed (Hillsdale NJ: Lawrence Erlbaum Associates, 1988).

https://doi.org/10.1038/s41598-020-64994-2


1 4Scientific RepoRtS |         (2020) 10:8157  | https://doi.org/10.1038/s41598-020-64994-2

www.nature.com/scientificreportswww.nature.com/scientificreports/

 76. deVisser, S. K., Crawford, R. W. & Pope, J. M. Structural adaptations in compressed articular cartilage measured by diffusion tensor 
imaging. Osteoarthritis Cartilage. 16, 83–89 (2008).

 77. Hoessly, M. L. & Wildi, L. M. Magnetic Resonance Imaging Findings in the Knee Before and After Long-Distance Running-
Documentation of Irreversible Structural Damage? A Systematic Review. Am J Sports Med. 45(5), 1206–1217 (2017).

 78. Stammberger, T. et al. A method for quantifying time dependent changes in MR signal intensity of articular cartilage as a function 
of tissue deformation in intact joints. Med Eng Phys. 20, 741–749 (1998).

 79. Kääb, M. J., Ito, K., Clark, J. M. & Nötzli, H. P. Deformation of articular cartilage collagen structure under static and cyclic loading. 
J Orthop Res. 16(6), 743–751 (1998).

 80. Kääb, M. J., Richards, R. G., Ito, K., Gwynn, I. & Nötzli, H. P. Deformation, of chondrocytes in articular cartilage under compressive 
load: a morphological study. Cells Tissues Organs. 175(3), 133–139 (2003).

 81. Kessler, M. A., Glaser, C., Tittel, S., Reiser, M. & Imhoff, A. B. Recovery of the Menisci and Articular Cartilage of Runners After 
Cessation of Exercise: Additional Aspects of In Vivo Investigation Based on 3-Dimensional Magnetic Resonance Imaging. Am J 
Sports Med. 36(5), 966–970 (2008).

 82. Kiviranta, I. et al. Articular cartilage thickness and glycosaminoglycan distribution in the canine knee joint after strenuous running 
exercise. Clin Orthop Relat Res. 283, 302–308 (1992).

 83. Kiviranta, I., Tammi, M., Jurvelin, J., Saamanen, A. M. & Helminen, H. J. Moderate running exercise augments glycosaminoglycans 
and thickness of articular cartilage in the knee joint of young beagle dogs. J Orthop Res. 6, 188–195 (1988).

 84. Pap, G. et al. Development of osteoarthritis in the knee joints of Wistar rats after strenuous running exercise in a running wheel by 
intracranial self-stimulation. Pathol Res Pract. 194, 41–47 (1998).

 85. Arokoski, J., Kiviranta, I., Jurvelin, J., Tammi, M. & Helminen, H. J. Long-distance running causes site-dependent decrease of 
cartilage glycosaminoglycan content in the knee joints of beagle dogs. Arthritis Rheum. 36(10), 1451–1459 (1993).

 86. Schütz, U. H. RSNA County Presents Tavel Award 2015 - The TEFR Field Study: Results of Continuous Biochemical and 
Morphological Cartilage Analysis of Hindfoot, Ankle, and Knee Joints in Course of a 4,500 km Ultramarathon Race throughout 
Whole Europe Using T2*-mapping on a Mobile MRI Truck Trailer. Reprint at https, //press.rsna.org/timssnet/rsna/media/pr2015/
schuetz/abstract/Schuetz.pdf (2015)

 87. Guilak, F., Ratcliffe, A. & Mow, V. C. Chondrocyte deformation and local tissue strain in articular cartilage: a confocal microscopy 
study. J Orthop Res. 13, 410–421 (1995).

 88. Smith, H. E. et al. Spatial variation in cartilage T2 of the knee. J Magn Reson Imaging. 14(1), 50–55 (2001).
 89. Arokoski, J. P. et al. Decreased birefringence of the superficial segment collagen network in the canine knee (stifle) articular 

cartilage after long distance running training, detected by quantitative polarised light microscopy. Ann Rheum Dis. 55(4), 253–264 
(1996).

 90. Maroudas, A., Wachtel, E., Grushko, G., Katz, E. P. & Weinberg, P. The effect of osmotic and mechanical pressures on water 
partitioning in articular cartilage. Biochim Biophys Acta. 1073(2), 285–294 (1991).

 91. Jurvelin, J. et al. Biomechanical properties of the canine knee articular cartilage as related to matrix proteoglycans and collagen. Eng 
Med. 17(4), 157–162 (1988).

 92. Swann, A. C. l. & Seedhom, B. B. The stiffness of normal articular cartilage and the predominant acting stress levels: implications 
for the aetiology of osteoarthrosis. Br J Rheumatol. 32(1), 16–25 (1993).

 93. Fukubayashi, T. & Kurosawa, H. The contact area and pressure distribution pattern of the knee. A study of normal and 
osteoarthrotic knee joints. Acta Orthop Scand. 51(6), 871–879 (1980).

 94. Lapvetelainen, T. et al. More knee joint osteoarthritis (OA) in mice after inactivation of one allele of type II procollagen gene but 
less OA after lifelong voluntary wheel running exercise. Osteoarthritis Cartilage. 9, 152–160 (2001).

 95. Tiderius, C. J., Svensson, J., Leander, P., Ola, T. & Dahlberg, L. dGEMRIC (delayed gadolinium-enhanced MRI of cartilage) 
indicates adaptive capacity of human knee cartilage. Magn Reson Med. 51, 286–290 (2004).

 96. Galois, L. et al. Moderate-impact exercise is associated with decreased severity of experimental osteoarthritis in rats. Rheumatology 
(Oxford). 42, 692–693 (2003).

 97. Grodzinsky, A. J., Levenston, M. E., Jin, M. & Frank, E. H. Cartilage tissue remodeling in response to mechanical forces. Annu Rev 
Biomed Eng. 2, 691–713 (2000).

 98. Newton, P. M., Mow, V. C., Gardner, T. R., Buckwalter, J. A. & Albright, J. P. Winner of the 1996 Cabaud Award. The effect of 
lifelong exercise on canine articular cartilage. Am J Sports Med. 25(3), 282–287 (1997).

 99. Otterness, I. G. et al. Exercise protects against articular cartilage degeneration in the hamster. Arthritis Rheum. 41, 2068–2076 
(1998).

 100. Säämämen, A. M., Kiviranta, I., Jurvelin, J., Helminen, H. J. & Tammi, M. Proteoglycan and collagen alterations in canine knee 
articular cartilage following 20 km daily running exercise for 15 weeks. Connect Tissue Res. 30(3), 191–201 (1994).

 101. Roos, E. M. & Dahlberg, L. Positive effects of moderate exercise on glycosaminoglycan content in knee cartilage: a four-month, 
randomized, controlled trial in patients at risk of osteoarthritis. Arthritis Rheum. 52(11), 3507–3514 (2005).

 102. Toyoda, T., Seedhom, B. B., Kirkham, J. & Bonass, W. A. Upregulation of aggrecan and type II collagen mRNA expression in bovine 
chondrocytes by the application of hydrostatic pressure. Biorheology. 40, 79–85 (2003).

 103. Mow, V. C., Holmes, M. H. & Lai, W. M. Fluid transport and mechanical properties of articular cartilage: a review. J Biomech. 17, 
377–394 (1984).

 104. Mündermann, A. et al. Changes in Cartilage Biomarker Levels During a Transcontinental Multistage Footrace Over 4486 km. Am 
J Sports Med. 45(11), 2630–2636 (2017).

 105. Schütz, U. H., Ehrhardt, M., Beer, M., Schmidt-Trucksäss, A. & Billich, C. Pre-race determinants influencing performance and 
finishing of a transcontinental 4,486 km ultramarathon over 64 stages. J Sports Med Phys Fitness. (2019).

 106. Schütz, U. H. et al. Femoropatellar Joint Reaction Detected During a 4486 KM Ultramarathon with Mobile MRI. Int J Sports Med., 
https://doi.org/10.1055/a-1083-6580. (2020).

 107. Almekinders, L. C. & Engle, C. R. Common and Uncommon Injuries in Ultra-endurance Sports. Sports Med Arthrosc Rev. 27(1), 
25–30 (2019).

 108. Fallon, K. E. Musculoskeletal injuries in the ultramarathon: the 1990 Westfield Sydney to Melbourne run. Br J Sports Med. 30(4), 
319–323 (1996).

 109. Hoffman, M. D. & Krishnan, E. Health and exercise-related medical issues among 1,212 ultramarathon runners: baseline findings 
from the Ultrarunners Longitudinal TRAcking (ULTRA) Study. PLoS One. 9(1), e83867 (2014).

 110. Hoffman, M. D. Injuries and Health Considerations in Ultramarathon Runners. Phys Med Rehabil Clin N Am. 27(1), 203–216 
(2016).

 111. Krabak, B. J., Waite, B. & Lipman, G. Injury and illnesses prevention for ultramarathoners. Curr Sports Med Rep. 12(3), 183–189 
(2013).

 112. Krabak, B. J., Waite, B. & Schiff, M. A. Study of injury and illness rates in multiday ultramarathon runners. Med Sci Sports Exerc. 
43(12), 2314–2320 (2011).

 113. Scheer, B. V. & Murray, A. Al Andalus Ultra Trail: an observation of medical interventions during a 219-km, 5-day ultramarathon 
stage race. Clin J Sport Med. 21(5), 444–446 (2011).

 114. Tschopp, M. & Brunner, F. [Diseases and overuse injuries of the lower extremities in long distance runners]. Z Rheumatol. 76(5), 
443–450 (2017).

https://doi.org/10.1038/s41598-020-64994-2
https://doi.org/10.1055/a-1083-6580.


1 5Scientific RepoRtS |         (2020) 10:8157  | https://doi.org/10.1038/s41598-020-64994-2

www.nature.com/scientificreportswww.nature.com/scientificreports/

 115. Carpes, F. P., Mota, C. B. & Faria, I. E. On the bilateral asymmetry during running and cycling - a review considering leg preference. 
Phys Ther Sport. 11(4), 136–142 (2010).

 116. Chavet, P., Lafortune, M. A. & Gray, J. R. Asymmetry of lower extremity responses to external impact loading. Human Movement 
Science. 16, 391–406 (1997).

 117. Potdevin, F., Gillet, C., Barbier, F., Coello, Y. & Moretto, P. Propulsion and braking in the study of asymmetry in able-bodied men’s 
gaits. Percept Mot Skills. 107, 849–861 (2008).

 118. Watrin, A. et al. T2 mapping of rat patellar cartilage. Radiology. 219(2), 395–402 (2001).
 119. Diermeier, T. et al. Mountain ultramarathon results in temporary meniscus extrusion in healthy athletes. Knee Surg Sports 

Traumatol Arthrosc. 27(8), 2691–2697 (2019).
 120. Reenalda, J., Maartens, E., Buurke, J. H. & Gruber, A. H. Kinematics and shock attenuation during a prolonged run on the athletic 

track as measured with inertial magnetic measurement units. Gait Posture. 68, 155–160 (2019).
 121. Timmins, K. A., Leech, R. D., Batt, M. E. & Edwards, K. L. Running and Knee Osteoarthritis: A Systematic Review and Meta-

analysis. Am J Sports Med. 45(6), 1447–1457 (2017).

Acknowledgements
We would like to thank all the athletes of the TEFR who took part at this project. Considering their immense 
physical and mental stresses they showed extraordinary compliance on every day of the race. Heike Wiedelbach, 
our radiographer, did an excellent and outstanding job throughout the whole TEFR. The TEFR-project was 
mainly supported by the German Research Association (DFG: ‘Deutsche Forschungsgemeinschaft’), under 
Grants SCHU 2514/1–1 and SCHU 2514/1–2. Other non-public funds were received from Siemens Healthcare 
Ltd. and the Medical Faculty of the University of Ulm. The funders had no role in study design, data collection 
and analysis, decision to publish, or preparation of the manuscript. No additional external funding was received 
for this study.

Author contributions
All authors read and approved the final manuscript: Schütz U conceived the study (conception and design), 
implemented the project (including administrative, technical and logistical support), obtained the funding, 
participated in the data collection (MRI), data assembly and data evaluation with statistical analysis and 
drafted the article. Ehrhardt M participated in the implementation of the project, the data collection (MRI) and 
evaluation. Billich C participated in the implementation of the project (including administrative, technical and 
logistical support) and the data collection (MRI). Göd S participated in the data evaluation. Beer M supervised 
the publication process and did final approval of the article. Trattnig S supervised cartilage T2* evaluation, gave 
critical revision of the article for important intellectual content and did final approval of the article.

Competing interests
The authors declare no competing interests.

Additional information
Supplementary information is available for this paper at https://doi.org/10.1038/s41598-020-64994-2.
Correspondence and requests for materials should be addressed to U.S.
Reprints and permissions information is available at www.nature.com/reprints.
Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2020

https://doi.org/10.1038/s41598-020-64994-2
https://doi.org/10.1038/s41598-020-64994-2
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	A mobile MRI field study of the biochemical cartilage reaction of the knee joint during a 4,486 km transcontinental multist ...
	Methods
	Study population. 
	Data acquisition. 
	Image evaluation. 
	Statistical analysis. 

	Results
	Regional cartilage T2* differences. 
	Cartilage T2* changes. 
	T2* reaction of nearby structural osteochondral lesions. 

	Discussion
	Immediate, primary T2(*) decrease with rapid recovery. 
	Long-distance, primary T2(*) increase. 
	Ultra-long distance, secondary T2(*)-decrease (“recovery”). 
	Limitations. 

	Conclusions
	Acknowledgements
	Figure 1 MR-image postprocessing for quantification of cartilage T2: (A) 4 sagittal slices (2 median slices in lateral and medial FTJ) B + C: fused colored T2* maps of 2 median sagittal FLASH T2* GRE (C) lateral FTJ, (D) medial FTJ).
	Figure 2 Relative changes of T2* mapping compared to baseline (nF = 17), right knee.
	Figure 3 Relative changes of T2* mapping compared to baseline (nF = 17), left knee.
	Figure 4 Osteochondral lesions (*) in the FTJ at baseline (t0) and last MI (t3) with no relevant signal changes throughout TEFR (sagittal TIRM: (1) right side, (4) left side coronal PDfs: (2) right side, (3) left side).
	Table 1 Subjects demographics of TEFR-project at baseline (t0).
	Table 2 Mean T2* differences [ms] between specific cartilage areas (nF = 17).
	Table 3 Changes of intrachondral T2* values [ms] in the course of TEFR (nF = 17).
	Table 4 Analysis on quadratic trends of repeated T2* relaxation time [ms] in the course of TEFR.
	Table 5 Analysis (paired t-test) on secondary T2* decrease [ms] at last MI (t3).




