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ABSTRACT

Background. Functional electrical stimulation (FES) can be used for compensation of foot-drop
for post-stroke individuals by preprogrammed fixed stimulation; however, this stimulation seems
no more effective than mechanical ankle foot orthoses.

Objective. We evaluated the metrological quality of inertial sensors for movement

reconstruction as compared with the gold-standard motion capturing system, to couple FES with
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inertial sensors to improve dorsiflexion on the paretic side, by using an adaptive stimulation
taking into account individuals’ performance post-stroke.

Methods. Adults with ischemic or hemorrhagic stroke presenting foot-drop and able to walk 10
m, were included from May 2016 to June 2017. Those with passive ankle dorsiflexion < 0° with
the knee stretched were excluded. Synchronous gait was analyzed with the VICON® system as
the gold standard and inertial measurement units (IMUs) worn by participants. The main
outcome was the dorsiflexion angle at the heel strike and midswing phase obtained from IMUs
and the VICON system. Secondary outcomes were stride length, walking speed, maximal ankle
dorsiflexion velocity, and fatigue detection.

Results. We included 26 participants (18 males; mean age 58 [range 45-84] years). During heel
strike, the dorsiflexion angle measurements demonstrated a root mean square error (RMSE) of
5.5°; a mean average error (MAE) of 3.9°; Bland-Altman bias of -0.1° with limits of agreement -
10.9° to +10.7° and good intraclass correlation coefficient (ICC) at 0.87 between the 2
techniques. During the midswing phase, the RMSE was 5.6; MAE 3.7°; Bland-Altman bias -0.9°
with limits of agreement -11.7° to 49.8° and ICC 0.88. Good agreement was demonstrated for
secondary outcomes and fatigue detection.

Conclusions. IMU-based reconstruction algorithms were effective in measuring ankle
dorsiflexion with small biases and good ICCs in adults with ischemic or hemorrhagic stroke
presenting foot-drop. The precision obtained is sufficient to observe the fatigue influence on the
dorsiflexion and therefore to use IMUs to adapt FES.

Key words: inertial measurement unit; kinematic parameters; foot drop; stroke; functional

electrostimulation

Introduction

Stroke is the leading cause of acquired disability in adults in high-resource countries (1,2). Most
people with stroke (60-80%) will at least temporarily lose the ability to walk without help (3).
There is a large variation in the modifications of angular movement, such as ankle dorsiflexion,
in hemiplegic individuals, demonstrated by gait analysis.

The term “foot drop” refers to an inability to perform complete ankle dorsiflexion,
resulting in poor foot clearance when walking, which decreases walking speed and increases the
risk of falls. This deficiency of dorsiflexion may be related to insufficient voluntary control of
flexor muscles, lack of selectivity of the latter or hyper-activation of the antagonistic muscles,
which leads to abnormal gait. Among people with hemiplegia post stroke, 20% to 50% are
affected by foot drop problems due to stroke (4—6). Classic rehabilitation of foot drop syndrome

involves improving ankle dorsiflexion by voluntary contractions or electrostimulation and by
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controlling spasticity. The use of an ankle-foot orthosis (AFO) is the most classic palliative
approach when rehabilitation does not obtain adequate ankle dorsiflexion to walk.

Neuroprostheses, with functional electrical stimulation (FES) of the peroneal nerve,
anterior tibialis and lungus fibularis during the swing phase, are used to treat foot drop
syndrome. The effectiveness of FES to correct foot drop and improve walking speed has been
clearly demonstrated (7,8). However, FES seems non-superior to the AFO for walking speed.
FES has some advantages as compared with AFO: it is able to induce a physiological muscular
contraction and to respect the degrees of articular freedom, which is often impeded by an
orthosis, thus suggesting a possible therapeutic effect (9). In the 2 main studies comparing FES
and AFO, participants preferred the FES system to AFO, especially during the more complex
activities of movement, such as walking over obstacles, half turns or climbing stairs (7,8).
Moreover, AFOs can be uncomfortable, bulky, and, if poorly fitted, produce areas of pressure
and tissue breakdown. Finally, the FES system parameters do not change as the individual walks.
One of the areas for improving the FES could be adaptive stimulation triggered by changes in
different gait parameters and fatigue detection, for example, less intense stimulation to reduce
muscle fatigue from overstimulation when ankle dorsiflexion is sufficient and increasing
stimulation when ankle dorsiflexion is insufficient.

Conventionally, stimulation is triggered by the detection of gait cycle events, such as
the heel strike from a switch placed under the heel (e.g., the ODSTOCK Medical Ltd system®)
or inclination of the tibia during swing phase (WalkAide system®). Upon detection of these
events, the stimulator delivers a pre-programmed stimulation sequence (using fixed parameters)
(6,7,9-11). These current detection systems cannot provide an adapted stimulation according to
the individual’s performance or the type of movement performed.

Inertial measurement units (IMUs) are wearable devices for gait analysis including 3-
axis accelerometers, 3-axis gyroscopes and 3-axis magnetometer sensors. Because of their small
size and weight, IMUs have been used in gait analysis of healthy individuals (12-15) and
individuals with orthopedic disorders (16) or neurological disorders (17-21). Previous studies of
healthy individuals have demonstrated errors in ankle dorsiflexion of about 5° (22,23).

The technical feasibility of continuously monitoring the progress of the gait cycle from
IMUs has been previously validated (24), and the use of an IMU to trigger FES has been shown
to be as effective as a heel contactor. Azevedo et al. (24) provided information from an IMU on
the optimal timing of stimulation, but information is lacking on which gait parameters can be
reliably obtained for individuals using a FES and then used to adjust the intensity of the

stimulation.



The main aim of this study was to evaluate the metrological qualities of the data-
processing algorithms derived from IMUs against an external optical-motion capturing system
for a post-stroke population. We hypothesized that the kinematic and gait parameters obtained
from IMUs present an accurate estimate of the individuals’ gait patterns that render their use
feasible to adjust functional electrostimulation. The 2 main outcomes were ankle dorsiflexion
during heel strikes and midswing phases. Secondary outcomes were fatigue detection, stride

length, speed, and maximum ankle dorsiflexion velocity at heel strike.

Materials and methods

Participants

This was a monocentric and prospective pilot study. The inclusion criteria were adults 20 to 75
years old with a supra-tentorial ischemic or hemorrhagic stroke, regardless of the delay post-
stroke, who could walk 10 m without human aid, with or without a walking stick, and had a foot
drop syndrome requiring the use of technical assistance to overcome this deficiency. We
excluded individuals who presented a fixed equine with passive dorsal flexion of the ankle < 0°,
with the knee stretched. All participants provided written informed consent for inclusion before
study participation. The protocol was approved by a national ethics committee and the local

ethics committee of the University Hospital Nimes, France (no. 2015-A00572-47).

Equipment

Equipment for data collection

Participants were equipped with 4 IMUs (Fox HikoB© Villeurbanne, France, L.45 x W36 x H17
mm, weight: 22g) featuring a 3-axis accelerometer, a 3-axis magnetometer and a 3-axis
gyrometer respectively mounted on the feet and shanks (Fig. 1). This inertial sensor is a generic
low-cost inertial sensor based on the basic Micro Electro Mechanical Systems accelerometer,
gyrometer and magnetometer and a low-power processor. Each IMU was strapped on a rigid
support together with 4 reflective markers tracked by an optical motion capture system (OMCS,
Vicon© Bonita MX), with cameras installed along a Gaitrite© (CIR System Inc.) walkway

system.

Equipment to correct foot drop
Two stimulating skin electrodes (electrical stimulation Odstock ODFS III®) were positioned
facing the peroneus and common fibular nerve and facing the anterior tibialis muscle to induce

dorsiflexion. Stimulation was triggered by the detection of a gait cycle event from a switch



placed under the heel. Suitable stimulation intensity parameters were chosen for each participant

to ensure comfort and a maximum range of motion elicited by the stimulation.

Clinical evaluation and measurement
A clinical evaluation was done before gait analyses. Passive ankle dorsiflexion on the paretic

side with stretched and flexed knee was measured with a goniometer. Muscle strength and
spasticity on lower limbs, autonomy abilities and postural performance were assessed by using
the Medical Research Council (MRC) scale, the Ashworth Scale, the Barthel scale and the
Postural Assessment Scale for Stroke (PASS), respectively.

The walking path was 10 m long: participants walked 5 m, made a first half turn, walked
5 m and then made a second half turn. After a familiarization period, participants walked 3
passages at a comfortable speed under FES, to compensate for technical problems (e.g., sensor
fault or wireless synchronization). If 3 passages were available, one passage was used at random.
Participants were asked to remain static for < 1 min before walking, with an assumption on the
alignment of body segments. The 0° corresponds to the relative angle between the foot and the
tibia at this time.

The following parameters were measured at each step with the VICON and IMUs (25):
dorsiflexion at heel strike, dorsiflexion at midswing phase, stride length, speed, maximum ankle
velocity as the maximum angular speed between heel strike and foot flat events. Heel strike, foot
flat and toe off was determined by using the Gaitrite© system. Midswing phase was determined
by the mid time between toe off and heel strike.

To detect fatigue, we measured the mean ankle dorsiflexion in the midswing phase on
the paretic side at the beginning and end of a 6 min walk test (6MWT). The mean dorsiflexion
angle was computed in 2 distinctive periods, between 15 sec and 30 sec and between 5 min 30

sec and 5 min 45 sec.

Data analysis
Raw inertial measures were angular speed, acceleration and magnetic field. Angular speed and

acceleration were integrated to obtain rotational angle and linear speed. Magnetic field was
estimated by a magnetometer in the IMUs and heading was given. To limit drift and errors of
data from accelerometers and gyroscopes, a previously described filter was used (26,27). Further
information on the Martin and Salaun algorithm, the quaternion notation, and geometrical

calibration used are available in a previous article (25).



Statistical analysis

Statistical analyses involved using the “footstep as the statistical individual”, presuming
independence between each measurement. The root mean square error (RMSE) and mean
absolute error (MAE) were compared between IMUs and the VICON system for the main
outcomes (ankle dorsiflexion during heel strikes and midswing phases) and secondary outcomes
(stride length, speed, maximum ankle dorsiflexion velocity at heel strike). The agreement in
measures between IMUs and the VICON system was evaluated graphically by the Bland-Altman
method (28) and the intraclass correlation coefficient (ICC). Bland-Altman diagrams were used
to provide a reliable measure of agreement and present the mean of the difference (bias) as well
as the 95% confidence interval (CI) of the bias (limits of agreement). The ICC for absolute
agreement (29) was used to calculate the ratio of the intraclass variation in the parameter to the
between-class variation due to repeated measurements. The ICC values were classified as poor
(0-0.5), moderate (0.5-0.74), good (0.75-0.9) and excellent (0.9-1.0) absolute agreement
(30,31).

To illustrate fatigue by using the mean ankle dorsiflexion at the beginning (15 to 30 sec) and
at the end (5 min 30 sec to 5 min 45 sec) during the 6MWT, a paired Wilcoxon test was
performed separately for each method (IMUs and VICON). The percentage differences between
the IMUs and VICON system were compared by paired Wilcoxon test. The RMSE was
calculated by using the differences before/after the 6MWT for the IMUs and VICON system.
Statistical analysis involved using SAS v9.4 (SAS Inst., Cary, NC, USA).

Results
We recruited 29 people (mean [SD] age 58.5 [10.4] years; 9 females) with ischemic (n=19) or
hemorrhagic stroke (n=10) from the Physical Medicine and Rehabilitation Department at Le
Grau du Roi Hospital, Nimes University Hospital, France, from May 2016 to June 2017. The age
of 2 participants (84 and 76 years old) was older than the protocol (20 to 75 years old), but they
did not significantly differ from the other participants in characteristics or parameters and
therefore were included in the study. Of the 29 individuals initially included, 3 (10%) did not
perform any test. Therefore, 26 participants were included in the final descriptive analysis.

No adverse events occurred during the study. For participant characteristics see Table 1
(and the online Table). Initial clinical evaluation demonstrated an initial median passive
dorsiflexion ankle of 10° (interquartile range [IQR] 5-20) when the knee was flexed and 0° (IQR
0-10) with a straightened leg. Median maximum voluntary contraction was 3.5/5 (range 1-5) for
hip flexion, 2.5/5 (range 0—4) for ankle dorsiflexion, and 4/5 (range 3-5) for knee extension.

Spasticity levels ranged from 0 to 3, with no participants showing severe spasticity (4 or 5/5).
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The median Bartel score was 82.5 (range 55-100). In all, 13 participants (50%) were able to
walk independently on flat ground but required help with stairs, unstable ground or a slope; 8
(31%) were independent regardless of location and 5 (19%) required verbal help from someone.
The median PASS score was 31 (range 25-35).

Results for the two main outcomes, ankle dorsiflexion during stance and midswing
phases, are shown in Table 2. Low mean errors between IMUs and VICON were observed,
RMSE < 6.1° and MAE < 4.3°, but with a large dispersion of error (95% CI *12°). Good
agreement of the IMUs compared to the reference system was observed for the main outcomes
by the Bland-Altman method and for the ICC. Bland-Altman graphics for dorsiflexion during
stance and midswing are in Figure 2.

Results for secondary outcomes (stride length, speed, maximum ankle dorsiflexion velocity)
shown in Table 3, were similar to main outcomes with overall good agreement.

Fatigue detection was illustrated by a paired Wilcoxon test of the means of the dorsiflexion
of ankle at the beginning (30 sec) and the end (345 sec) of a 6GMWT: p = 0.005 for IMUs and p =
0.004 for the VICON system. We found no difference between the 2 methods to illustrate fatigue
at the end of the 6MWT (p = 0.1909) (online Figure). The correlation between the 2 methods
was good, with ICC = 0.76 (95% CI 0.41-0.92). The RMSE of the difference at the
beginning/end of the 6MWT between the VICON system and IMUs was 2.82°.

Discussion
The IMU-based algorithms developed in this study are a promising tool for assessing kinematic
and spatio-temporal gait parameters of post-stroke individuals. Results demonstrated low errors
and good agreement between IMUs and the optical motion capturing system to estimate ankle
dorsiflexion on heel strikes (initial contacts) and during midswing phases and for other spatio-
temporal gait parameters during straight walking. Furthermore, the IMU accuracy was sufficient
to illustrate fatigue that occurred during a 6MWT, so their use is feasible to adjust functional
electrostimulation. To our knowledge, this is the first clinical study to compare IMUs and a 3-D
optical motion capture system to determine kinematic parameters (ankle dorsiflexion) and other
spatiotemporal gait parameters on paretic and healthy sides in post-stroke individuals.
Additionally, our cohort is large as compared with that in previous experimental study designs
(16,18).

A number of technical problems were encountered during evaluations: synchronization
difficulties between the systems; loss of detection or breakdown of VICON® reflective markers;
and artefacts caused by the presence of a cane between the reflective markers and VICON®

cameras. IMUs and reflective markers were attached on the same rigid mounts to guarantee the
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ability to compare measurements. These rigid mounts were fixed on body segments by using
approximated anatomical landmarks, which resulted in an accessible methodology and allowed
individuals to fix the future FES-IMU system themselves (with just a strap), within an ecological
situation at home. Using IMUs to measure gait parameters in ecological situations may elicit
other sources of error and cause artefacts when they are fixed on soft tissue. Future coupled
IMUs and FES could address this problem by using more rigid attachments to the leg.

To exploit raw inertial measures of the IMU devices, computed integrations are
needed: angular speed to rotational angle, acceleration to linear speed, and magnetic field to
heading. Multiple factors can cause integration drift: sensor physical rotation, constant induced,
function of time and temperature. Algorithms are needed to reduce this drift. In the present
study, Martin and Salaun’s algorithm was used (27). The advantages of this algorithm are
increased reliability, a model that is not very demanding in terms of calculations, and
considering all sensor characteristics. Because the accuracy of the spatio-temporal parameters
showed very good results in straight walking, Martin and Salaun’s algorithm is a promising
algorithm for gait parameter extraction. A potential limitation is that only straight walking was
assessed and results could be different in non-straight conditions (half turns).

A statistical limitation of the present study is that the number of participants needed
was not estimated to reduce limits of agreement. Because this was a pilot study, no previous data
are available on the use of IMU Fox Hikob as FES in comparison to the VICON system in
people with foot drop to analyze dorsiflexion angles, so statistical justification of sample size
estimations is difficult. Considering the small samples of previous experimental protocols in
other types of FES in people with foot drop [e.g., Seel et al. (19), 4 participants], we aimed to
provide a larger estimation of gait analysis parameters with a larger sample size.

Previous studies compared other IMU devices to the gold-standard VICON, in both healthy
individuals and in other pathological conditions. However, different algorithms to process IMU
signals were used and different clinical variables analyzed. In contrast to high computational
loads required by extended Kalman filter (EKF) use, the algorithm we tested was chosen to be
later implementable on a low-cost and low-power IMU. The algorithm used in Martin et al. (27)
had similar accuracy as that of EKF, but using only an 8-bit micro-controller. Despite these
differences in study design, similar mean errors were demonstrated. For example, small RMSEs
found in the post-stroke participants in our study were similar to the RMSE of foot angles
demonstrated in previous studies in healthy individuals, about 5° (30,31). Seel et al.
demonstrated even smaller errors, comparing data provided by an IMU with a 3-D optical
motion capturing system to analyze the movement of a trans-femoral amputee: RMSE of knee

flexion/extension angles were < 1° on the prosthesis and about 3° on the human leg. For the
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ankle dorsiflexion, the 2 deviations were approximately 1° (16). However, unlike other authors,
this study used an additional pre-clinical evaluation step to motion-calibrate the sensor in
relation to specific anatomical landmarks, perhaps reducing the errors. We did not use this step
in our study because it is time-consuming and is less relevant to a “real life” scenario of a future
system (FES+IMU) placement by the individual. We used an easier, more practical calibration of
the IMUs, with participants asked to remain static for < 1 min before walking, with an
assumption on the alignment of body segments. Furthermore, despite the replicable good mean
errors we reported, one limitation of our results is the large dispersion in error. Future
considerations for research need to include over how many consecutive steps the errors should
be calculated. A one-off error of more than 5° may not be clinically relevant but if calculated
over several consecutive steps might impede the correction adaptive stimulation of the IMU
system. We recommend that in a future FES system coupled with IMUs, adaptive stimulation
should only occur if the decrease in performance is confirmed over several steps (e.g., 3, but to
be determined in future research). Such a procedure will allow the aberrant data due to an
excessive measurement error to be suppressed and improve the clinical application of these
devices.

In addition to adapting FES to the walking performance, the metrological qualities of the
IMUs allows for considering adapting FES according to the type of displacement performed
(half-turn, obstacles, stairs etc.). IMUs are already used as a tool for analyzing spatio-temporal
parameters in clinical practice, and our study opens perspectives for their use as a tool for
analyzing kinematic parameters.

The present study was a necessary preliminary step before further research comparing
current FES systems (with pre-programmed stimulation) and a FES system coupled with IMUs
and the algorithm tested in this study providing an adaptive stimulation. Stimulation could be
adapted to the type of movement performed: different intensity or duration of stimulation when
the individual passes an obstacle or climbs stairs. Indeed, by varying the parameters of the
electrical pulse, the results measured or felt by the individual may be different. By improving the
stimulation parameters, the FES could benefit individuals more than a simple ankle foot orthosis.
Studies comparing neuroprostheses and ankle foot orthosis evaluated gait speed as the outcome,
whereas other main outcomes may be more clinically pertinent such as a functional ambulation
task (9) or fatigue. As shown in the present study, fatigue detection was illustrated by IMUs after
a 6MWT, with a small error rate as compared with the VICON system. Further exploration of
the data is needed to determine when the change in fatigue occurs. Using this in future studies, it
may be interesting to evaluate a FES system that will adapt stimulation intensity to the fatigue

detected by an IMU or reduce fatigue with appropriate stimulation parameters. Moreover, the
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individual’s performance and perception during different activities of daily living or walking

stairs, slopes and irregular grounds should be also considered.

Conclusion

The data-treatment algorithms from IMUs were able to accurately capture kinematic and spatio-
temporal gait parameters as compared with the reference optical motion capturing system for
post-stroke individuals with foot drop syndrome. We found low mean errors between IMUs and
the VICON system to measure ankle dorsiflexion, but with large dispersion. The precision
obtained was sufficient to detect fatigue and to use a coupling of this IMU with an adaptive FES
system in future studies, with an aim of improving foot drop correction in post-stroke hemiplegic

individuals.

Conflict of interest. None declared

Legends
Figure 1. Equipment for data collection: the red markers of the inertial measurement units
(IMUs) on the feet and shank, and the white reflective markers of the VICON system can be

seen. The cable is the functional electrical stimulation (FES) system.

Figure 2. Bland-Altman graphics. For dorsiflexion during heel strike for non-paretic side (A),
paretic side (B). For dorsiflexion during midswing for non-paretic side (C), paretic side (D).
Vertical axis represents the difference (VICON-IMU) and the horizontal axis is the mean

(VICON-IMU/2).

Online Figure. Comparison of the mean ankle angle dorsiflexion between IMU and VICON at

the beginning (30 sec) and end (345 sec) of a 6 minute walk test (fatigue detection).

References

1. Feigin VL, Lawes CMM, Bennett DA, Anderson CS. Stroke epidemiology: a review of
population-based studies of incidence, prevalence, and case-fatality in the late 20th century.
Lancet Neurol. 2003 Jan;2(1):43-53.

2. Sudlow CL, Warlow CP. Comparable studies of the incidence of stroke and its
pathological types: results from an international collaboration. International Stroke Incidence
Collaboration. Stroke. 1997 Mar;28(3):491-9.

3. Jorgensen HS, Nakayama H, Raaschou HO, Olsen TS. Recovery of walking function in
10



stroke patients: the Copenhagen Stroke Study. Arch Phys Med Rehabil. 1995 Jan;76(1):27-32.
4. Kralj A, Acimovi¢ R, Stanic U. Enhancement of hemiplegic patient rehabilitation by
means of functional electrical stimulation. Prosthet Orthot Int. 1993 Aug;17(2):107-14.

5. Patrick JH, Keenan MAE. Gait analysis to assist walking after stroke. Lancet Lond Engl.
2007 Jan 27;369(9558):256-7.

6. Ring H, Treger I, Gruendlinger L, Hausdorff JM. Neuroprosthesis for footdrop compared
with an ankle-foot orthosis: effects on postural control during walking. J Stroke Cerebrovasc Dis
Off J Natl Stroke Assoc. 2009 Jan;18(1):41-7.

7. Bethoux F, Rogers HL, Nolan KJ, Abrams GM, Annaswamy TM, Brandstater M, et al.
The Effects of Peroneal Nerve Functional Electrical Stimulation Versus Ankle-Foot Orthosis in
Patients With Chronic Stroke: A Randomized Controlled Trial. Neurorehabil Neural Repair.
2014 Sep;28(7):688-97.

8. Kluding PM, Dunning K, O’Dell MW, Wu SS, Ginosian J, Feld J, et al. Foot Drop
Stimulation Versus Ankle Foot Orthosis After Stroke: 30-Week Outcomes. Stroke. 2013 Jun
1;44(6):1660-9.

9. Everaert DG, Stein RB, Abrams GM, Dromerick AW, Francisco GE, Hafner BJ, et al.
Effect of a foot-drop stimulator and ankle-foot orthosis on walking performance after stroke: a
multicenter randomized controlled trial. Neurorehabil Neural Repair. 2013 Sep;27(7):579-91.
10. van Swigchem R, Vloothuis J, den Boer J, Weerdesteyn V, Geurts ACH. Is
transcutaneous peroneal stimulation beneficial to patients with chronic stroke using an ankle-foot
orthosis? A within-subjects study of patients’ satisfaction, walking speed and physical activity
level. J Rehabil Med. 2010 Feb;42(2):117-21.

11. Bosch PR, Harris JE, Wing K, American Congress of Rehabilitation Medicine (ACRM)
Stroke Movement Interventions Subcommittee. Review of therapeutic electrical stimulation for
dorsiflexion assist and orthotic substitution from the American Congress of Rehabilitation
Medicine stroke movement interventions subcommittee. Arch Phys Med Rehabil. 2014
Feb;95(2):390-6.

12. Hamacher D, Hamacher D, Taylor WR, Singh NB, Schega L. Towards clinical
application: Repetitive sensor position re-calibration for improved reliability of gait parameters.
Gait Posture. 2014 Apr;39(4):1146-8.

13. Benoussaad M, Sijobert B, Mombaur K, Azevedo Coste C. Robust Foot Clearance
Estimation Based on the Integration of Foot-Mounted IMU Acceleration Data. Sensors. 2015
Dec 23;16(1):12.

14. Donath L, Faude O, Lichtenstein E, Pagenstert G, Niiesch C, Miindermann A. Mobile

inertial sensor based gait analysis: Validity and reliability of spatiotemporal gait characteristics
11



in healthy seniors. Gait Posture. 2016 Sep;49:371-4.

15. Orlowski K, Eckardt F, Herold F, Aye N, Edelmann-Nusser J, Witte K. Examination of
the reliability of an inertial sensor-based gait analysis system. Biomed Eng Biomed Tech
[Internet]. 2017 Jan 18 [cited 2017 Sep 30];0(0). Available from:
https://www.degruyter.com/view/j/bmte.ahead-of-print/bmt-2016-0067/bmt-2016-0067.xml

16.  Seel T, Raisch J, Schauer T. IMU-Based Joint Angle Measurement for Gait Analysis.
Sensors. 2014 Apr 16;14(4):6891-9009.

17. Benoussaad M, Mombaur K, Azevedo-Coste C. Nonlinear model predictive control of
joint ankle by electrical stimulation for drop foot correction. In IEEE; 2013 [cited 2017 Dec 6].
p.- 983-9. Available from: http://ieeexplore.ieee.org/document/6696470/

18. Sijobert B, Azevedo C, Andreu D, Verna C, Geny C. Effects of Sensitive Electrical
Stimulation-Based Somatosensory Cueing in Parkinson’s Disease Gait and Freezing of Gait
Assessment. Artif Organs. 2017 Nov;41(11):E222-32.

19. Seel T, Werner C, Schauer T. The adaptive drop foot stimulator — Multivariable learning
control of foot pitch and roll motion in paretic gait. Med Eng Phys. 2016 Nov;38(11):1205-13.
20. Tunca C, Pehlivan N, Ak N, Arnrich B, Salur G, Ersoy C. Inertial Sensor-Based Robust
Gait Analysis in Non-Hospital Settings for Neurological Disorders. Sensors. 2017 Apr
11;17(4):825.

21. Kluge F, GaBner H, Hannink J, Pasluosta C, Klucken J, Eskofier B. Towards Mobile Gait
Analysis: Concurrent Validity and Test-Retest Reliability of an Inertial Measurement System for
the Assessment of Spatio-Temporal Gait Parameters. Sensors. 2017 Jun 28;17(7):1522.

22. Chalmers E, Le J, Sukhdeep D, Watt J, Andersen J, Lou E. Inertial sensing algorithms for
long-term foot angle monitoring for assessment of idiopathic toe-walking. Gait Posture.
2014;39(1):485-9.

23. Findlow A, Goulermas JY, Nester C, Howard D, Kenney LPJ. Predicting lower limb joint
kinematics using wearable motion sensors. Gait Posture. 2008 Jul;28(1):120-6.

24.  Azevedo Coste C, Jovic J, Pissard-Gibollet R, Froger J. Continuous gait cycle index
estimation for electrical stimulation assisted foot drop correction. J Neuroengineering Rehabil.
2014 Aug 9;11:118.

25. Sijobert B, Feuvrier F, Froger J, Guiraud D, Coste CA. A sensor fusion approach for
inertial sensors based 3D kinematics and pathological gait assessments: toward an adaptive
control of stimulation in post-stroke subjects *. In: 2018 40th Annual International Conference of
the IEEE Engineering in Medicine and Biology Society (EMBC) [Internet]. Honolulu, HI, USA:
IEEE; 2018 [cited 2018 Dec 2]. p. 3497-500. Available from:

https://ieeexplore.ieee.org/document/8512985/
12



26. Sijobert B, Benoussaad M, Denys J, Pissard-Gibollet R, Geny C, Coste CA.
Implementation and Validation of a Stride Length Estimation Algorithm, Using a Single Basic
Inertial Sensor on Healthy Subjects and Patients Suffering from Parkinson’s Disease. Health (N
Y). 2015;07(06):704—14.

27.  Martin P, Salaiin E. Design and implementation of a low-cost observer-based attitude and
heading reference system. Control Eng Pract. 2010 Jul;18(7):712-22.

28.  Bland JM, Altman DG. Statistical methods for assessing agreement between two methods
of clinical measurement. Lancet Lond Engl. 1986 Feb 8;1(8476):307-10.

29. Koo TK, Li MY. A Guideline of Selecting and Reporting Intraclass Correlation
Coefficients for Reliability Research. J Chiropr Med. 2016 Jun;15(2):155-63.

30. Cicchetti DV. Guidelines, criteria, and rules of thumb for evaluating normed and
standardized assessment instruments in psychology. Psychol Assess. 1994;6(4):284-90.

31. Miiller B, Ilg W, Giese MA, Ludolph N. Validation of enhanced kinect sensor based
motion capturing for gait assessment. Janigro D, editor. PLOS ONE. 2017 Apr
14;12(4):e0175813.

13



FIGURES

Figure 1:



>

(degrees)

Difference (VICON-IMU)

@)

(degrees)

Difference (VICON-IMU)

Mean of Dorsiflexion in the mid swing phase (degrees)

Figure 2:

Mean of Dorsiflexion in the mid swing phase (degrees)

20 = ° 20 .
* z
15 o o g 15
‘. +1965D & °
10 [ TGO T ...+~
= -
.
2 ..
& o 5 5 .
# . z > o .
[} . . L Sl °
. . Q . .. ., .
. - Mean S G 0 ::“ o ‘.o Mean
o . e %
. - . e o’ o ©
s .
; . g e Ay
o o
g . L4
® . -1.96SD
10 10 - - o B o o - — - — — — —— -
-1.96SD ° .
o o o o s 6 e e ¢ ¢+ o e - - - —— - .
15 . 15 .
.
20 20
-40 -35 -30 -25 -20 -15 10 -5 0 5 10 15 20 25 30 35 40 -40 -35 -30 -25 -20 -15 -10 -5 0 5 10 15 20 25 30 35 40
Mean of Dorsiflexion in the heel strike (degrees) Mean of Dorsiflexion in the heel strike (degrees)
20
20
.
" z
15 oo g L.
5 15
: sl || =
10
10 +1.96SD
2
5 I s
8
0 Mean S Mean
-
S
c
5 E P
13
(=]
10 . -1.96SD
48sD T T T T T T T T T T T T T e
————— — o ——— —yr e = o - —— —— —- -
15 . 5 .
.
L4 .
.
20 o 20
40 -35 -30 -25 -20 15 -10 -5 0 5 10 15 20 25 30 35 40 -40 -35 -30 -25 15 10 -5 0 5 10 15 20 3 4



TABLES

Table 1. Participant characteristics.

Sex

Female 8 (31)
Male 18 (69)
Side of the injured brain

Right 15 (58)
Left 11 (42)
Type of stroke

Hemorraghic 9 (35)
Ischemic 17 (65)
Technical assistance

None 3(11)
Canadian stick 15 (58)
Simple stick 6 (23)
Tripod stick 2(8)
Ankle foot orthosis

ASTEP 7227
LIBERTE 9 (35)
Other model 2 (8)
Orthopedic shoes 8 (31)

Data are n (%).




Table 2. Results for main outcomes.

IMU VICON | RMSE | MAE Bland-Altman ICC
) ) VICON-IMU [95% CI]
Mean (SD) | Mean (SD) Bias SD

Dorsiflexion | All data 0.8 (10.9) | 0.6(10.9) 55 3.9 0.1 55 0.87 [0.84-0.89]
on heel Paretic side | 3.2 (8.8) 2.9 (9.6) 4.9 3.6 0.3 4.9 0.86 [0.81-0.89]
strike Non-paretic | -1.7 (12.3) | -1.6 (11.7) 6.1 4.3 0.1 6.1 0.87 [0.83-0.9]
(degrees) side
Dorsiflexion | All data 1.7(112) | 0.8(11.3) 5.6 3.7 -0.9 55 0.88 [0.85-0.9]
in the Paretic side | 3.8 (8.5) 3 (9.4) 5 3.4 0.8 4.9 0.85 [0.80-0.89]
midswing Non-paretic | -0.4 (13.1) | -1.5(12.6) 6.1 4.1 -1.1 6 0.89 [0.85-0.92]
phase side
(degrees)

IMU, inertial measurement unit; ICC, intraclass correlation coefficient; SD, standard deviation; MAE, mean average error; RMSE, root mean

square €rror




Table 3. Results for secondary outcomes.

IMU VICON Bland-Altman
VICON-IMU
Mean (SD) Mean (SD) Bias SD ICC
[95% CI]
Stride All data 0.6 (0.2) 0.6 (0.2) 0 0.1 0.86 [0.82-0.89]
length (m) Paretic side 0.6 (0.2) 0.6 (0.2) 0 0.1 0.83 [0.76-0.88]
Non-paretic side 0.6 (0.2) 0.6 (0.2) 0 0.1 0.88 [0.83-0.91]
Speed (m/s) | All data 0.2 (0.2) 0.3(0.1) 0 0 0.92 [0.90-0.94]
Paretic side 0.3(0.2) 0.3 (0.1) 0 0 0.91 [0.87-0.94]
Non-paretic side 0.3(0.2) 0.3 (0.1) 0 0 0.93 [0.90-0.95]
Maximum All data 94.6 (93.3) 94.18 (93.52) 0.1 34 1
ankle Paretic side 73.6 (78.4) 72.6 (77.9) 0.2 3.5 1
dorsiflexion | Non-paretic side | 115.7 (102.2) 115.6 (105.6) -0.1 34 1
velocity
(degree/sec)

IMU, inertial measurement unit; ICC, intraclass correlation coefficient; SD, standard deviation.






