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Abstract
Background: The majority of multi-segment kinematic foot studies have been limited to barefoot conditions, because
shod conditions have the potential for confounding surface-mounted markers. The aim of this study was to investigate
whether a shoe modified with a webbed upper can accommodate multi-segment foot marker sets without
compromising kinematic measurements under barefoot and shod conditions.
Methods: Thirty participants (15 controls and 15 participants with midfoot pain) underwent gait analysis in two
conditions; barefoot and wearing a shoe (shod) in a random order. The shod condition employed a modified
shoe (rubber plimsoll) with a webbed upper, allowing skin mounted reflective markers to be visualised through
slits in the webbed material. Three dimensional foot kinematics were captured using the Oxford multi-segment
foot model whilst participants walked at a self-selected speed.
Results: The foot pain group showed greater hindfoot eversion and less hindfoot dorsiflexion than controls in
the barefoot condition and these differences were maintained when measured in the shod condition. Differences
between the foot pain and control participants were also observed for walking speed in the barefoot and in the
shod conditions. No significant differences between foot pain and control groups were demonstrated at the forefoot
in either condition.
Conclusions: Subtle differences between pain and control groups, which were found during barefoot walking are
retained when wearing the modified shoe. The novel properties of the modified shoe offers a potential solution
for the use of passive infrared based motion analysis for shod applications, for instance to investigate the kinematic
effect of foot orthoses.
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Background
Examining the biomechanical effect of footwear and
in-shoe orthotic devices using multi-segment kinematics can be problematic. A recent review showed the
majority of studies using multi-segment foot models,
were limited to assessment of barefoot function [1], as
shoes confound surface marker placement. Traditional
single segment foot models have required a minimum
of three skin-mounted markers on the foot and one on
the tibia. In-shoe kinematic studies have overcome this
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by removing sections (windows) of material from the heel
counter and shoe upper to accommodate the skinmounted markers [2, 3]. As modern multi-segment foot
models require eight or more skin mounted markers
dispersed across the foot, recent studies have employed
sandals to accommodate surface reflective markers [4, 5].
This is a particular problem for the evaluation of in-shoe
orthoses, which are difficult to secure in sandals and may
alter how the insoles perform when measured in an
enclosed shoe.
To understand the movement of the foot and its interaction with a shoe, some studies have developed multisegment foot models using infra-red markers mounted
on the skin or on wands that can be visualised by cutting
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multiple windows into the footwear [6], although given
the size of and number of holes (depending on the
model), this may alter the structural integrity of the
shoe. The presence of a shoe upper has been shown to
affect function from heel lift to toe-off, which may be an
important factor for in-shoe orthoses studies [7, 8]. In
addition, footwear can alter temporal and spatial gait
parameters, joint kinematics and kinetics in adults and
children [9–11], and it is not clear to what extent this
occurs with a sandal compared to a modified closed-toe
shoe with apertures for surface markers. The current
approach (described herein) minimises this effect by
replacing the shoe upper with a webbing material that
can provide some features of enclosed footwear while
also allowing visualisation of the surface markers. This
approach may provide an alternative solution for gait
studies that wish to measure in-shoe multi-segment
kinematics and also explore the mechanism of action of
foot orthoses. The aim of this feasibility study was to
investigate the clinical application of a modified shoe
(with a webbing upper) intended to accommodate a
multi-segment foot marker set without compromising
the measurement of foot kinematics using infra-red surface markers. Foot kinematics were firstly compared
barefoot and within shoe and, secondly compared between two groups: foot pain and control group.

Methods
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differences in barefoot foot kinematics were maintained
while under the shod condition.
Modification of the shoe

A shoe was modified to accommodate the foot, foot
orthoses and allow for multi-segment foot kinematics to
be measured in accordance with the Oxford Foot Model
[12]. A basic plimsoll style shoe was chosen for modification that had a canvas upper, conventional laced
fastening and a flat 6 mm rubber sole unit. This particular shoe was chosen to be modified for gait studies because of its properties; having no specific features that
may alter the foot in a similar manner to foot orthoses,
such as a raised heel, thick sole (over 7 mm), rigid heel
cup or contoured arch, features that have been shown to
affect foot kinematics and in-shoe pressures systematically [9, 13]. The upper of the shoe was modified by customising the material rather than removing it, with the
canvas panels replaced by a rigid webbing material with
similar tensile strain properties. All shoe seams that support the shape and function of the upper were preserved.
The webbing material was chosen to enable the protrusion of reflective markers through the mesh to be visible
for motion capture during gait analysis, with customised
slits added locally to eliminate impeding of markers.
Once the design was finalised and the initial testing and
optimisation complete, replicas were made in the UK
sizes four to 11 (Fig. 1).

Study design

This modified shoe (Fig. 1) was assessed in this feasibility
study firstly by examining the repeatability of the foot
kinematics between the two conditions; barefoot and
wearing the modified shoe (hereafter referred to as the
shod condition), in the entire participant sample. Secondly
a comparison was made between the two groups; foot
pain and pain-free control group and, in both conditions
(barefoot and shod) to explore whether between group

Fig. 1 Depicts the webbed upper of the modified shoe during gait
analysis with the Oxford multi-segment foot model marker set in situ

Participants

In accordance with the Declaration of Helsinki, ethical
approval was provided by Leeds West Ethics Committee
(reference number: 09/H1305/10). We recruited a convenience sample of 15 participants with midfoot pain
from local podiatry departments and a control group of
15 pain-free volunteers, recruited from university and
hospital staff. Inclusion criteria for foot pain group were;
(i) an episode of intermittent medial midfoot pain during
weight-bearing activities of over 3 months duration, (ii)
the type of pain consistent with pain of mechanical origin as judged by an experienced musculoskeletal specialist podiatrist (JH), (iii) aged 18 or over and able to
understand and provide informed consent. Exclusion criteria for the foot pain group were as follows (i) established OA of the midfoot region (confirmed by definite
joint space loss or osteophytosis in the radiography report), (ii) foot surgery in the last 12 months, (iii) foot
pain typical of undiagnosed inflammatory arthritis (sudden foot pain with diurnal variation or at rest or asleep,
early morning stiffness of 30 min or more, multiple inflamed joints, bursitis, tenosynovitis and enthesitis), (iv)
foot pain typical of neurological pain (pain at rest, referred pain, allodynia, diffuse pain that it described as
burning and or tingling) and any participants presenting
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with foot pain that is constant, unremitting or nocturnal
pain, (v) any medical history of unstable diabetes mellitus or diabetic complications, kidney disease, peripheral
arterial disease, systemic inflammatory disease, unstable
heart disease and recent heart bypass surgery in the last
6 months, (vi) neurological disorders or sensation loss at
the feet (pedal absent vibration or monofilament), an
organ transplantation or currently wearing in-shoe orthotic devices.
In the control group, inclusion criteria were; (i) ability
to walk for 30 min without pain or discomfort in any
lower limb joints, (ii) aged 18 or over and able to
understand and provide informed consent. Exclusion
criteria for the control group were; (i) a history of foot
pain in the last 24 months, (ii) a medical history of: unstable diabetes mellitus and/ or diabetic complications,
peripheral arterial disease, systemic inflammatory disease, kidney disease and organ transplantation.
Data capture

Each participant undertook one session of gait analysis
in two conditions, barefoot and shod, in a random order
(markers were not removed between conditions). A
single foot was analysed; either the more painful limb
(foot pain group) or the dominant limb (control group).
Multi-segment foot kinematics for the test limb were
captured using 9.5 mm reflective markers attached to
the skin, by a single clinician (JH) in accordance with
the Oxford foot model [12]. The Oxford foot model is a
based on the Grood and Suntay joint co-ordinate system
[14]. The model was applied according to the definitions
proposed by Stebbins et al. for the hindfoot, forefoot and
hallux segments [12]. The angles of rotation are defined
in the following order for the hindfoot relative to the
tibia as follows: plantar/dorsiflexion about the transverse
axis of the tibia, inversion/eversion about the longitudinal axis of the hindfoot, internal/external rotation
about an axis perpendicular to the previous two axes.
The angles of rotation are defined in the following order
for the forefoot relative to the hindfoot as follows: plantar/dorsiflexion about the transverse axis of the hindfoot,
supination/pronation about the longitudinal axis of the
forefoot and abduction/adduction about an axis perpendicular to the previous two axes. The hallux is segment
is relative to the forefoot producing a vector with a single axis of rotation: plantar/dorsiflexion about the transverse axis of the forefoot. This model and the Vicon
Polygon Oxford foot model processing pipeline has been
used and is well described in the literature [15, 16].
Kinematic data was collected at 200Hz using an eight
camera motion capture system (Vicon MX, Oxford
Metrics, UK), integrated with force plates (Bertec
Corporation, USA) capturing at 1000Hz. Participants
were then placed in a static reference neutral position
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(FPI score = 0 [17] with the feet perpendicular, forefoot
and hindfoot aligned and the subtalar joint neutral
with the talar head palpated equally at the anterior
ankle) for each condition as foot kinematics have been
shown to be more consistent with a comparable off-set
[16, 18]. All participants completed a five minute acclimatisation period wearing the shoes prior to data
collection. For each experimental condition, every participant completed eight walks (10 m per walk), at a
self-selected walking speed, with gait events, such as
heel strike and toe off identified by the force plate and
using the built-in auto-correlation function to determine the marker trajectories and map these to the subsequent heel strike and toe-off events, which occur
beyond the force plates.
Data analysis

Kinematic data was filtered using a Woltring fifth-order
spline-interpolating function [19] and hindfoot and forefoot kinematics were processed using Vicon Polygon
version 3.1. Sagittal and frontal plane motion of the
hindfoot relative to the tibia and sagittal and transverse
plane motion of the forefoot relative to the hindfoot
were specifically chosen for further analysis, as these
were shown to be reliable and most clinically relevant as
demonstrated when examining differences between participants with normal and flat feet, also known as pes
planus [15, 20]. Data was assessed graphically and analysed using SPSS version 19 (IBM, USA) with the significance level set at p = <0.05. Trials for each participant
were normalized to 100 % of the gait cycle and collectively averaged at 2 % intervals to produce 51 data points.
For each participant, hindfoot and forefoot segmental
plots for all eight trials were plotted in the pre-selected
planes. The single most representative gait cycle was
chosen for further analysis by a single researcher (JH)
using Polygon version 3.1 reporting template. Motiontime consistency plots for all eight gait cycles were produced in the same graph and the trial that was closest to
the middle of the plots for most of the stance duration
was chosen as the most representative for each plane
per person. This approach was chosen over a mean of
multiple trials to ensure peak values were maintained as
part of the natural variability, rather reducing peak
motions in order to enhance reliability [21, 22].
Due to the feasibility nature of the present study, a
conservative statistical analysis approach was employed.
The reliability of the kinematic graphical outputs between the experimental conditions: barefoot and shod,
was examined across the entire sample (combining
both groups, n = 30) to include a wide range of values
using a coefficient of multiple correlation (CMC) as
described by Kadaba et al. [23]. The results were
described as poor, fair-to-good, and excellent reliability
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and assigned cut-off values of <0.40, between 0.40 and
0.75, and >0.75, respectively [20, 24]. Due to the small
sample size recruited in this feasibility study, no attempt was made to examine the reliability between
barefoot and shod trials within groups. Due to the small
sample size and heterogeneous distribution of the continuous data, non-parametric tests for differences were
employed. To compare the walking speed and kinematic differences between groups (foot pain and control) in the both experimental conditions (barefoot and
shod), the median value and inter-quartile range (IQR)
was compared using Mann–Whitney-U tests. For the
kinematic data, 50 % of stance (mid-stance) was chosen
as a time point to compare data in order to minimise
the effect of skin artefact on marker distances [25, 26]
and also to represent the time in the gait cycle when
the mechanism of in-shoe orthotic devices are proposed to work, particularly in a group with midfoot
pain [27].

Results
Foot pain participants were matched for gender (11
females in each group) and with-in 5 years for age,
which resulted in an older median age of 56 years (range
22 to 76 years) in the foot pain group compared to the
control group who had a median age of 49 years (range
27 to 72 years). Both groups were of similar height, median 1.62 m (range 1.54 m to 1.78 m) in the control
group, and median 1.66 m (range 1.50 m to 1.80 m) in
the foot pain group. Body mass index (BMI) was slightly
greater in the foot pain group (median BMI = 28.7; range
23.6 to 43.5) compared to the control group (median
BMI = 26.7; range 19.9 to 29.2).
The repeatability between barefoot and shod kinematics was good to excellent in the whole group (combined
sample of foot pain and control groups, n = 30). The
mean hindfoot sagittal plane and mean frontal plane
motions were the most repeatable, with an excellent
CMC of 0.967, and 0.981, respectively. Forefoot sagittal
plane motions showed good agreement (CMC = 0.743).
While forefoot transverse plane motions across the
group were graphically similar, there was a mean offset
of four degrees in the absolute values, which prevents
computation of the CMC. After correction for this offset
(as described by Kadaba et al. [23]), the CMC for forefoot transverse plane motion was excellent 0.899.
The comparison between groups suggests the foot
pain group walked significantly slower (barefoot: median
1.07 m/s, IQR 0.22 m/s; shod: 1.08 m/s, IQR 0.23 m/s)
compared to the control group (barefoot: median
1.23 m/s, IQR 0.19 m/s; shod: 1.22 m/s, IQR 0.26 m/s)
under both conditions; barefoot (median difference
0.16 m/s p = 0.000) and shod (median difference 0.14 m/
s p = 0.023).
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Figure 2 illustrates the mean kinematic time series
plots for each group in both conditions. For statistical
correctness in the subsequent inferential testing Table 1
outlines the median differences between the foot pain
and control groups and differences across the two conditions; barefoot and shod at 50 % of the stance phase.
Note therefore that direct comparison should not be
made between the figure and the data in the table.
Hindfoot kinematics

Under both the barefoot and shod conditions, the foot
pain group demonstrated significantly less hindfoot
dorsiflexion compared to the control group (barefoot
difference 7.6°, p =0.005; shod difference 8.5°, p = 0.01).
Despite these findings, the shod condition had minimal
effect on hindfoot kinematics compared to the barefoot
condition for both groups.
There was a trend toward the foot pain group demonstrating greater hindfoot eversion during barefoot walking (median eversion = −4.5°, IQR 7.2°) compared to the
control group (median eversion = −3.2°, IQR 7.4°), but
this was not statistically significant (p = 0.074). Under
the shod condition, however, the foot pain group demonstrated significantly greater hindfoot eversion (median
eversion = −4.7°, IQR 5.4°) compared to the control
group (median eversion = −0.9°, IQR 6.3°; p = 0.002).
Forefoot kinematics

There were no significant differences in sagittal or
transverse plane forefoot kinematics between groups
for either condition (see Table 1).

Discussion
The present study aimed to investigate the feasibility
of using a modified shoe with a webbed upper in order
to accommodate and measure multi-segment in-shoe
foot kinematics of control and foot pain participants
without compromising foot kinematics between barefoot and shod conditions. The current findings demonstrated that under the barefoot condition, there were
differences in foot kinematics between the foot pain
group and the control group and, measurement of
these differences could be maintained under shod conditions, suggesting that this modified shoe had minimal effect on foot kinematics.
The repeatability of walking barefoot and in the
modified shoe was excellent for three of the four predetermined foot kinematic measures (hindfoot sagittal,
hindfoot frontal and forefoot transverse) and good for
the fourth measure (forefoot sagittal). This compares
well to previous repeatability data in a group of patients
with rheumatoid arthritis [20, 28], although the forefoot
sagittal repeatability was lower in this study, potentially
due to separate within-day measures barefoot and shod.
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Fig. 2 Foot kinematic plots for both groups under both conditions for pre-determined planes and variables of choice. The figure illustrates hindfoot
sagittal (hindfoot dorsiflexion is positive) and frontal planes (hindfoot inversion is positive) kinematics as well as sagittal (forefoot dorsiflexion is positive)
and transverse plane (forefoot adduction is positive) forefoot kinematics. Grey single and black dashed lines represent the control group under
barefoot and shod conditions, respectively. Grey double and black dotted lines represents the foot pain group under barefoot and shod conditions,
respectively. The vertical line in all graphs represents 50 % of stance.

to examine the effect of footwear on multi-segment foot
kinematics [8, 29]. The optimum size of the material
removal in trainers has shown to be 25 mm, which can
improve tracking using markers mounted on wands
(visualised outside of the shoe) and maintain shoe integrity [8, 30]. This may, however have limited application
due to the number and position of the holes needed for

Our findings suggest that the modified shoe had little
effect on foot kinematics when compared to barefoot
measurements. Further between-day repeatability studies are recommended for application in prospective
studies.
In previous biomechanical studies, removing sections
of material from the upper of shoes has been undertaken

Table 1 Between group differences for pre-determined foot kinematics at 50 % of stance (median and inter-quartile range [IQR]) are
expressed in both conditions
Median Values
(50 % Stance)

Hindfoot
Sagittal

Barefoot
Control

Hindfoot
Frontal
IQR

9.62°

Barefoot

8.72°

Forefoot
Sagittal
IQR

−3.18°

7.39°

IQR

Forefoot
Transverse
IQR

1.95°

7.61°

IQR

IQR
−1.59°

2.87°

IQR

IQR

Foot Pain

2.00°

4.93°

−4.45°

7.19°

5.82°

8.80°

−0.03°

2.49°

Difference

7.62°

U = 46.5,
p = 0.005

1.27°

U = 69.5,
p = 0.074

−3.87°

U = 67.5,
p = 0.061

−1.56°

U = 70.5,
p = 0.081

Shod
Control

IQR
12.48°

Shod

10.06°

IQR
−0.86°

IQR

6.34°

IQR
−0.88°

IQR

2.94°

IQR
−2.32°

2.25°

IQR

IQR

Foot Pain

4.02°

10.20°

−4.66°

5.37°

1.78°

9.74°

−1.46°

2.05°

Difference

8.46°

U = 51,
p = 0.01

3.81°

U = 39,
p = 0.002

−2.66°

U = 91,
p = 0.389

−0.86°

U = 86,
p = 0.285

Hindfoot dorsiflexion is positive, Hindfoot inversion is positive, Forefoot dorsiflexion is positive, Forefoot adduction is positive
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direct surface markers (depending on the model used)
potentially requiring customisation for different foot
shapes and postures so that each participant would require an individualised shoe. Movement of the foot
within the shoe may obscure surface marker(s), which
may limit the choice of multi-segment foot models to
one using markers mounted on wands. Our solution, to
replace the shoe upper with a webbed material rather
than to remove all material allowed visualisation of the
bony landmarks and skin mounted markers while preserving more of the shoe structure. This modified shoe
has potential applications for gait studies that aim to test
the mechanism of action of orthoses with specific characteristics, which is recommended for phase one explorative device studies [31] as it has minimal features
that may potentially influence the foot in a similar fashion to foot orthoses. It is recognised, however that this
shoe is not representative of sports trainers, work or office footwear and that further research to investigate
multi-segment kinematics in a wide range of footwear
would be beneficial to understand the interactions with
the shoe, foot and in-shoe orthotic devices.
Under barefoot conditions, our results demonstrate
that the foot pain group walked significantly slower than
the control group. This is unsurprising, considering that
our patient group reported pain during weight-bearing
activities of daily living. Similarly, the foot pain group
also demonstrated significantly less hindfoot dorsiflexion
and a trend towards a greater hindfoot eversion compared to the control group. It should be noted that especially for non-significant results, where we have
indicated a trend towards an effect, the small differences
in measures such as hindfoot eversion may lie within the
measurement error [32, 33]. These observed differences
in walking speed and foot kinematics were still maintained under shod conditions. These kinematic results
are similar to another comparative study using the same
Oxford foot model in a sample with a pes planus
deformity [15]. The results of this and the aforementioned study would suggest that altered kinematics in
people with foot pain and foot deformity can be targeted
with in-shoe orthotic devices.
At present, there are very few orthotic device studies
using multi-segment foot models [34–36], mainly due to
the difficulties in accommodating multiple surface
markers in-shoe and the requirement for removal of
large amounts of material from the shoe upper. The
mechanism of action of foot and/or ankle orthoses either
in experimental studies or clinical studies can only be
examined in-shoe. To standardise the interaction of foot
orthoses within footwear, it is important to modify a
shoe appropriately to maintain the properties of the shoe
whilst being able to determine how the orthotic device
works using biomechanical analyses.
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Our solution to modify the upper of the shoe to visualise the skin-mounted markers was a novel solution to
the measurement of in-shoe kinematics. With our data
demonstrating good to excellent between-condition repeatability, combined with maintaining observed differences in foot kinematics between foot pain and control
participants, suggests the modified shoe with a webbed
upper is a potential solution for future studies examining
in-shoe foot kinematics. The shoe also has the potential
for orthoses studies as the inlay of the plimsoll shoe was
removable, allowing for the fitting of foot orthoses up to
a 6 mm heel depth. Future research is required to determine the between day and within day reliability of inshoe foot kinematics when wearing this modified shoe,
both in a range of participants with different foot postures and when examining the effect of different foot
orthoses with variable depth.
Kinematics of the forefoot segment in barefoot and
shod conditions were variable (see Table 1 and Fig. 2).
Forefoot variability shown in this study may possible due
to skin artefact errors that are known to be highest for
the forefoot segment [37]. In addition measuring the
forefoot as an entire segment, as defined in Oxford
model, has shown greater variability than separating the
metatarsals for instance into medial and lateral forefoot
segments as shown in later foot models [38]. Further
studies examining the effect of a modified shoe using a
different multi-segment model would be recommended.
The modified shoe did not have a significant effect on
walking speed in the control group, which suggests a
minimal effect on healthy walking function, This was in
agreement with previous studies, which have shown
minimal changes in gait parameters when wearing soft
flexible footwear in groups of adults and children without foot pain [9, 39]. The modified shoe also had no significant effect on walking speed in patients with foot
pain, the differences between the foot pain and control
groups was maintained. In contrast, gait speed has been
shown to be altered when wearing footwear in people
with severe pain and deformity associated with rheumatoid arthritis [28], perhaps due to the effect of the shoe
to mediate of foot pressures [40, 41]. This would suggest
the application of a modified shoe to measure in-shoe
kinematics in a group of people with painful deformity
would require further study.
The results of this study should be considered within
the in the context of the following limitations. The forefoot segment kinematic outputs demonstrated high
between-subject variability in both barefoot and in shod
conditions, however this is consistent with similar studies [1, 16, 42]. This and other studies using a single forefoot segment confirm therefore that forefoot motions,
whether obtained barefoot or shod, require cautious
interpretation. The off-set of the kinematic variables
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shown in the forefoot transverse plane may have
reflected positional differences of the foot within shoe,
however this off-set was relatively low compared to previous OFM data collected using the same software and
equipment suggesting comparable data [12]. A final limitation in this study is the choice of single representative
trial rather than a mean of multiple trials. The influence
of trial number has not been fully explored in walking
foot kinematics however, data from running trials of single versus multiple trials can provide small increases in
reliability [21].

Conclusion
The present study demonstrated that individuals with
foot pain had significantly different hindfoot kinematics
to those of control participants when walking under
barefoot conditions. Importantly, some of these observed
differences were preserved when wearing the modified
shoe. The present study suggests that modifying a shoe
with webbed upper is a practical solution to allow accurate measurement of multi-segment foot kinematics using
surface-mounted passive infra-red marker sets under
shod conditions.
Competing interests
The authors declare that they have no competing interests.
Authors’ contribution
JH, AMK and ACR conceived of the study idea with JH, ACR, and AMK designing
the study. JH collected the data. JH processed the data. JH, ACR, GJC and AMK
analysed the data, JH, ACR, AMK and GJC interpreted the data. JH, AMK, ACR and
GJC drafted the manuscript. All authors revised the manuscript for intellectual
content and approved of the final article prior to submission. JH (j.halsteadrastrick@leeds.ac.uk) and ACR (a.redmond@leeds.ac.uk) take full responsibility for
the integrity of the work as a whole, from the inception to the finished article.
Acknowledgements
We would like to acknowledge the support of Brian Whitham and Derrick
White for their technical support in the gait lab.
Funding sources
This study was supported by Arthritis Research UK (grant no. 18256) and the
Leeds Experimental Osteoarthritis Treatment Centre, supported by Arthritis
Research UK (grant no. 20083). This report includes independent research
also supported by the National Institute for Health Research through the
Comprehensive Clinical Research Network and the Biomedical Research Unit
Funding Scheme. The views expressed in this publication are those of the
author(s) and not necessarily those of the NHS, the National Institute for Health
Research or the Department of Health. The funding source had no role in the
study design, collection, analysis and interpretation of the data; in the writing of
the manuscript; or in the decision to submit the manuscript for publication.
Author details
1
Leeds Institute of Rheumatic and Musculoskeletal Medicine, University of
Leeds, 2nd Floor, Chapel Allerton Hospital, Harehills Lane, Leeds LS7 4SA, UK.
2
NIHR Leeds Musculoskeletal Biomedical Research Unit, Leeds Teaching
Hospitals Trust, Leeds, UK. 3Arthritis Research UK Experimental Arthritis
Centre, Leeds, UK. 4Arthritis Research UK Centre for Sports, Exercise and
Osteoarthritis, Nottingham, UK. 5Arthritis Research UK Centre for Sports,
Exercise and Osteoarthritis, Oxford, UK. 6Arthritis Research UK Centre for
Sports, Exercise and Osteoarthritis, Loughborough, UK. 7Arthritis Research UK
Centre for Sports, Exercise and Osteoarthritis, Leeds, UK.

Page 7 of 8

Received: 17 November 2015 Accepted: 16 February 2016

References
1. Deschamps K, Staes F, Roosen P, Nobels F, Desloovere K, Bruyninckx H, et al.
Body of evidence supporting the clinical use of 3D multisegment foot models:
a systematic review. Gait Posture. 2011;33(3):338–49.
2. Genova JM, Gross MT. Effect of foot orthotics on calcaneal eversion during
standing and treadmill walking for subjects with abnormal pronation. J Orthop
Sports Phys Ther. 2000;30(11):664–75.
3. Ritchie C, Paterson K, Bryant AL, Bartold S, Clark RA. The effects of enhanced
plantar sensory feedback and foot orthoses on midfoot kinematics and
lower leg neuromuscular activation. Gait Posture. 2011;33(4):576–81.
4. Eslami M, Begon M, Farahpour N, Allard P. Forefoot-rearfoot coupling patterns
and tibial internal rotation during stance phase of barefoot versus shod running.
Clin Biomech. 2007;22(1):74–80.
5. Morio C, Lake MJ, Gueguen N, Rao G, Baly L. The influence of footwear on
foot motion during walking and running. J Biomech. 2009;42(13):2081–88.
6. Arnold JB, Bishop C. Quantifying foot kinematics inside athletic footwear: a
review. Footwear Sci. 2013;5(1):55–62.
7. Rupérez M, Monserrat C, Alcañiz M. Simulation of the deformation of materials
in shoe uppers in gait. Force distribution using finite elements. Int J Interact
Des Manuf. 2008;2(2):59–68.
8. Shultz R, Jenkyn T. Determining the maximum diameter for holes in the
shoe without compromising shoe integrity when using a multi-segment
foot model. Medl Eng Phys. 2011;34(1):118–22.
9. Wolf S, Simon J, Patikas D, Schuster W, Armbrust P, Doderlein L. Foot motion in
children shoes - A comparison of barefoot walking with shod walking in
conventional and flexible shoes. Gait Posture. 2008;27(1):51–9.
10. Zhang X, Paquette MR, Zhang S. A comparison of gait biomechanics of
flip-flops, sandals, barefoot and shoes. J Foot Ankle Res. 2013;6:45.
11. Wegener C, Hunt AE, Vanwanseele B, Burns J, Smith RM. Effect of children’s
shoes on gait: a systematic review and meta-analysis. J Foot Ankle Res.
2011;4:3.
12. Stebbins J, Harrington M, Thompson N, Zavatsky A, Theologis T. Repeatability
of a model for measuring multi-segment foot kinematics in children. Gait
Posture. 2006;23(4):401–10.
13. Yung-Hui L, Wei-Hsien H. Effects of shoe inserts and heel height on foot
pressure, impact force, and perceived comfort during walking. App Ergon.
2005;36(3):355–62.
14. Grood ES, Suntay WJ. A joint coordinate system for the clinical description
of three-dimensional motions: application to the knee. J Biomech Eng.
1983;105(2):136–44.
15. Levinger P, Murley GS, Barton CJ, Cotchett MP, McSweeney SR, Menz HB. A
comparison of foot kinematics in people with normal-and flat-arched feet
using the Oxford Foot Model. Gait Posture. 2010;32(4):519–23.
16. Wright CJ, Arnold BL, Coffey TG, Pidcoe PE. Repeatability of the modified
Oxford foot model during gait in healthy adults. Gait Posture. 2011;33(1):
108–12.
17. Redmond A, Crosbie J, Ouvrier R. Development and validation of a novel
rating system for scoring standing foot posture: The Foot Posture Index.
Clin Biomech. 2006;21(1):89–98.
18. Houck JR, Tome JM, Nawoczenski DA. Subtalar neutral position as an offset
for a kinematic model of the foot during walking. Gait Posture. 2008;28(1):
29–37.
19. Woltring HJ. On optimal smoothing and derivative estimation from noisy
displacement data in biomechanics. Hum Mov Sci. 1985;4(3):229–45.
20. Barn R, Rafferty D, Turner DE, Woodburn J. Reliability study of tibialis
posterior and selected leg muscle EMG and multi-segment foot kinematics
in rheumatoid arthritis associated pes planovalgus. Gait Posture. 2012;36(3):
567–71.
21. Diss CE. The reliability of kinetic and kinematic variables used to analyse
normal running gait. Gait Posture. 2001;14(2):98–103.
22. Bartlett R, Wheat J, Robins M. Is movement variability important for sports
biomechanists? Sports Biomech. 2007;6(2):224–43.
23. Kadaba M, Ramakrishnan H, Wootten M, Gainey J, Gorton G, Cochran G.
Repeatability of kinematic, kinetic, and electromyographic data in normal
adult gait. J Orthop Rese. 1989;7(6):849–60.
24. Shrout PE, Fleiss JL. Intraclass correlations: uses in assessing rater reliability.
Psychol Bull. 1979;86(2):420–28.

Halstead et al. Journal of Foot and Ankle Research (2016) 9:7

Page 8 of 8

25. Chen SJ, Mukul M, Chou LS. Soft-tissue movement at the foot during the
stance phase of walking. J Am Podiatr Med Assoc. 2011;101(1):25–34.
26. Leardini A, Chiari L, Della Croce U, Cappozzo A. Human movement analysis
using stereophotogrammetry: Part 3. Soft tissue artifact assessment and
compensation. Gait Posture. 2005;21(2):212–25.
27. Halstead J, Chapman GJ, Gray JC, Grainger AJ, Brown S, Wilkins RA et al.
Foot orthoses in the treatment of symptomatic midfoot osteoarthritis using
clinical and biomechanical outcomes: a randomised feasibility study. Clini
Rheumatol. 2015: doi:10.1007/s10067-015-2946-6
28. Khazzam M, Long JT, Marks RM, Harris GF. Kinematic changes of the foot
and ankle in patients with systemic rheumatoid arthritis and forefoot
deformity. J Orthop Res. 2007;25(3):319–29.
29. Stacoff A, Kalin X, Stussi E. The effects of shoes on the torsion and rearfoot
motion in running. Med Sci Sports Exerc. 1991;23(4):482–90.
30. Bishop C, Paul G, Thewlis D. The reliability, accuracy and minimal detectable
difference of a multi-segment kinematic model of the foot shoe complex.
Gait Posture. 2013;37(4):552–57.
31. Felson DT, Redmond AC, Chapman GJ, Smith TO, Hamilton DF, Jones RK, et
al. Recommendations for the conduct of efficacy trials of treatment devices
for osteoarthritis: a report from a working group of the Arthritis Research
UK Osteoarthritis and Crystal Diseases Clinical Studies Group. Rheumatology
(Oxford). 2016;55(2):320–26.
32. van Hoeve S, de Vos J, Weijers P, Verbruggen J, Willems P, Poeze M, et al.
Repeatability of the oxford foot model for kinematic gait analysis of the
foot and ankle. Clin Res Foot Ankle. 2015;3:171.
33. Milner CE, Brindle RA. Reliability and minimal detectable difference in
multisegment foot kinematics during shod walking and running. Gait
Posture. 2016;43:192–97.
34. Ferber R, Davis IM, Williams 3rd DS. Effect of foot orthotics on rearfoot and
tibia joint coupling patterns and variability. J Biomech. 2005;38(3):477–83.
35. Davis IS, Zifchock RA, DeLeo AT. A comparison of rearfoot motion control
and comfort between custom and semicustom foot orthotic devices. J Am
Podiatr Med Assoc. 2008;98(5):394–403.
36. Cobb SC, Tis LL, Johnson JT. Custom-molded foot-orthosis intervention and
multisegment medial foot kinematics during walking. J Athl Train. 2011;
46(4):358–65.
37. Okita N, Meyers SA, Challis JH, Sharkey NA. An objective evaluation of a
segmented foot model. Gait Posture. 2009;30(1):27–34.
38. Nester C, Liu A, Ward E, Howard D, Cocheba J, Derrick T. Error in the description
of foot kinematics due to violation of rigid body assumptions. J Biomech. 2010;
43(4):666–72.
39. Demura T, Demura S-I, Yamaji S, Yamada T, Kitabayashi T. Gait characteristics
when walking with rounded soft sole shoes. Foot. 2012;22(1):18–23.
40. Najafi B, Miller D, Jarrett BD, Wrobel JS. Does footwear type impact the
number of steps required to reach gait steady state?: an innovative look at
the impact of foot orthoses on gait initiation. Gait Posture. 2010;32:29–33.
41. McCormick CJ, Bonanno DR, Landorf KB. The effect of customised and sham
foot orthoses on plantar pressures. J Foot Ankle Res. 2013;6(1):19.
42. Deschamps K, Staes F, Bruyninckx H, Busschots E, Jaspers E, Atre A, et al.
Repeatability in the assessment of multi-segment foot kinematics. Gait
Posture. 2012;35(2):255–60.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

