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Abstract: Stroke survivors are at a relatively higher risk of falling than their healthy counterparts.
To identify the key gait characteristics affecting fall risk in this population, this study analyzed the
gait kinematics and gait asymmetries for 36 community-dwelling people with chronic stroke (PwCS).
According to their fall history in the last 12 months, they were divided into a fall group (n = 21) and
non-fall group (n = 15), and then the gait kinematics (step length, stride length, stance time, swing
time, trunk angle, and segment angles for lower limbs) and their asymmetries (symmetry ratio and
symmetry index) were compared between these two groups. To investigate the relationship between
fall types and gait characteristics, these variables were also compared between 11 slip-fallers and
non-fallers, as well as between 7 trip-fallers and non-fallers. Our results indicated that the fallers
showed smaller trunk and thigh angle, larger shank angle, and higher gait asymmetries (trunk and
foot). Such changes in gait pattern could also be found in the trip-fallers, except the trunk angle.
Additionally, the trip-fallers also showed a shorter step length, shorter stride length, shorter swing
time, larger foot angle on the paretic side, and higher asymmetries in shank angle and step length,
while the slip-fallers only showed changes in trunk angle and thigh angle and higher asymmetries in
step length and foot angle compared to the non-fall group. Our results indicated that improper or
pathological gait patterns (i.e., smaller thigh angle or higher foot asymmetry) increases the risk of
falling in PwCS, and different fall types are associated with different gait characteristics. Our findings
would be helpful for the development of fall risk assessment methods that are based on kinematic
gait measurements. Implementation of objective fall risk assessments in PwCS has the potential to
reduce fall-related injuries, leading to a reduction in associated hospital costs.

Keywords: slip; trip; environmental falls; fall prevention; gait pattern; hemiparesis

1. Introduction

People with stroke commonly experience falls [1,2] and have higher fall rates than
older adults in general [3,4]. Over 40% of community-dwelling people with chronic stroke
(PwCS) experience detrimental falls during walking each year [5,6], with consequences of
such falls including traumatic head injuries, a four-fold increase in the risk of hip fracture,
and even mortality [5,6]. To reduce the impact of falls on PwCS, it is important to develop
accurate methods of fall risk identification that can identify stroke patients with a high risk
of falling. Accurate fall risk identification could thus be used to design and implement
targeted fall prevention paradigms to reduce fall incidence in PwCS with high fall risk.

Several studies have identified fall risk factors in PwCS, primarily based on clinical
measures (i.e., motor impairment, sensory impairment, and performance on activities of
daily living) and gait characteristics (i.e., spatio-temporal parameters) [7]. Assessing fall
risk through gait analysis has become increasingly popular in clinical practice [8–10] as
gait patterns can easily be quantified using portable wearable sensors (accelerometers and
gyroscopes) [11] and can be used to assess physical function, muscle power, and dynamic
balance in clinical and home environments [12–15]. Previous studies have reported altered
gait patterns to be associated with impaired motor control and decreased lower limb muscle
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strength in older adults and patients with mild cognitive impairment [16–20], which are
factors that can affect the ability to maintain stability (i.e., control the center of mass) and
increase fall risk. Fall-risk evaluation models developed using spatial (step length, stride
length, gait speed) and temporal (swing time, stance time) gait parameters during walking
show moderate to high accuracy for fall risk prediction [21–24].

One predictor of fall risk in PwCS is gait asymmetry [8,25–28], which is defined
by differences in the bilateral behavior of the lower limbs during regular walking [25].
Gait asymmetries commonly appear as a result of stroke [29] and are associated with
impaired balance [28] and increased energy cost [30] during locomotion. A previous study
proposed that the level of asymmetries in gait parameters might be more relevant to the
compensatory mechanisms (to improve balance recovery) used during locomotion than the
gait parameters themselves [31]. Additionally, the asymmetries of swing time and stance
time are significantly larger in fallers than non-fallers, suggesting that gait asymmetry is an
important factor for fall prediction in PwCS [28].

Although previous studies have analyzed gait parameters and their asymmetries as
predictors of fall risk, these studies have primarily examined spatio-temporal factors rather
than joint/segment kinematic patterns between fallers and non-fallers in PwCS. As spatio-
temporal gait parameters are determined by the coordination of lower limb segments [32],
the analysis of lower extremity angles and their asymmetries could provide additional
insight into how lower limb segment coordination is associated with fall risk. Previous
studies in healthy older adults have revealed that larger hip flexion of the leading limb can
increase the risk of slip-induced fall [24], and fallers have a larger knee flexion and ankle
dorsiflexion during regular walking [33]. It is possible that segment/joint kinematics in
PwCS could also differentiate fallers and non-fallers, however there is very limited research
on this topic.

Additionally, previous studies have reported that individuals who experience different
types of falls have different gait patterns, and further, different spatio-temporal gait param-
eters were found to exist among individuals who fall in different directions or different
environments [34–37]. Therefore, it is possible that gait kinematics and asymmetries could
not only predict fall risk but also indicate what types of fall an individual is more likely
to experience. However, previous studies have not investigated fall risk assessment for
specific types of falls (i.e., only for overall number of falls), which could result in poor
prediction accuracy and even heterogeneous conclusions. Considering that slips and trips
are the most frequent (over 50%) self-reported causes of outdoor falls among older adults,
this study also aimed to investigate the gait kinematics and asymmetries associated with
fall risk for a specific type of fall (slips and trips).

Thus, the primary purpose of this study was to investigate the key gait kinematics
and gait asymmetries affecting fall risk in PwCS. We hypothesized that fallers would
show significantly different gait patterns compared to non-fallers, reflected by different
gait kinematics and higher gait asymmetries. Additionally, we explored whether gait
kinematics and asymmetries were related to fall risk for a specific type of fall (slip or trip).

2. Method
2.1. Participants

Thirty-six community-dwelling PwCS with >6 months post-cortical stroke and with
Chedoke–McMaster Stroke Assessment (CMSA) ≤5, confirmed by their physician were
included in this study. All participants were able to ambulate independently without an
assistive device for over 30 min. They firstly responded to a general health questionnaire
by screening to ascertain their health status. Specifically, participants with broken bones
and surgery within 6 months, known history of peripheral nerve injury in the lower legs,
history of cardiovascular or pulmonary complications, or with pacemakers and history
of metabolic (endocrine, hepatic) or renal dysfunction were excluded. Next, they were
screened via clinical measures before their training session, and they were excluded if they
had cognitive impairments (score of ≤26/30 on Montreal Cognitive Assessment Scale),
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speech impairments (aphasia score of ≥71/100 on Mississippi Aphasia Scale), low bone
density (T score < −2 on the heel ultrasound), or the presence of neurological, muscu-
loskeletal, or cardiovascular impairments during the in-person screening. Our inclusion
and exclusion criteria could ensure that the abnormal gait patterns in the participants were
mainly attributed to stroke-related sensorimotor and balance impairments. The study was
approved by the Institutional Review Board at the University of Illinois at Chicago, and all
participants provided written informed consent.

2.2. Experimental Setup

Participants were instructed to walk on a 7 m walkway at their preferred speed and
in their preferred manner for at least 10 trials to acquaint themselves with walking in
the new laboratory environment. During all trials, participants were equipped with a
full-body safety harness which was connected to an overhead trolley on a track above the
walkway. The harness allowed participants to walk freely while providing protection by
preventing the body from coming into contact with the floor surface. Kinematics from a
modified Helen Hayes full-body marker set (30 retro-reflective markers) were recorded by
an eight-camera motion capture system (Motion Analysis Corporation, Santa Rosa, CA,
USA). Kinematic data was sampled at 120 Hz and synchronized with the force data at
600 Hz, which was collected by force plates (AMTI, Newton, MA, USA) installed beneath
the walkway. The last three walking trials were analyzed in this study.

2.3. Retrospective Fall History

Fall status was determined using a self-report questionnaire, which asked whether
the participant had fallen in the 12 months prior to the experiment, how many falls they
experienced in the last 12 months, and what caused each fall. A fall was defined as any
event that resulted in the participant unintentionally coming into contact with the ground
or floor. Based on fall history, participants were divided into the fall group if they fell at
least once in the previous year (n = 21) or non-fall group if they did not fall in the previous
year (n = 15). Out of the 21 fallers, 11 of them experienced at least one slip-induced fall, 7 of
them experienced at least one trip-induced fall, and 2 of them were recurrent fallers who
experienced both slip- and trip-induced falls. Other causes of falls included activities of
daily living (i.e., bathing, homemaking, cleaning), fainting, dizziness, and unsure causes.

2.4. Data Analysis

A custom MATLAB program (The MathWorks, Natick, MA, USA) was used to com-
pute gait kinematics and the corresponding gait symmetry. These parameters were calcu-
lated using the 3-D motion data (XYZ coordinates of markers), which were filtered with
a fourth-order low-pass Butterworth filter with a cut-off frequency of 10 Hz. As only
the variables in the sagittal plane were calculated, the Y coordinate (medial–lateral) was
not used.

The gait kinematics included step length, stride length, stance time, swing time, trunk
angle, and the segment angles of the stepping limb (thigh angle, shank angle, and foot angle)
at paretic foot touchdown (PTD) and non-paretic foot touchdown (NPTD). Step length
was calculated as the heel distance between both feet in anteroposterior (AP) direction at
PTD and NPTD, and stride length was the travel distance of the heel marker in one gait
cycle in AP direction. Stance time was the duration from the touchdown of the leading
foot to its liftoff, and swing time was the duration from the liftoff of the trailing foot to its
liftoff. All the segment angles in the sagittal plane were computed based on their proximal
and distal ends (Figure 1). The trunk, thigh, and shank angles were calculated relative
to the horizontal plane, while the foot angle was calculated relative to vertical plane to
avoid a near-zero value. The gait kinematics were calculated using two gait cycles for each
trial, and the average value of the two cycles were used in this study. To reveal the overall
stability, center of mass (COM) position was also calculated as the distance between the
projected COM location (estimated using a 13-segment model) and the posterior edge of
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base of support (BOS), and then normalized by the length of BOS (distance from trailing
heel to leading toe). The crucial time events included PTD, NPTD, and the following liftoff,
which were detected from force plate data for each trial.
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Figure 1. Schematic of the human body model in the sagittal plane. Trunk, thigh, and shank angles
were calculated relative to the horizontal plane, and the foot angle was calculated relative to the
vertical plane.

Gait symmetries for each parameter were calculated based on the calculated gait
kinematics for paretic side and non-paretic side in two different ways:

Symmetry Ratio (SR) = xp/xnp (1)

Symmetry index (SI) =
∣∣xp − xnp

∣∣/(xp + xnp
)
/2 (2)

where xp and xnp are the value of gait kinematics of the paretic and non-paretic limb. A SR
value close to 1 indicates high symmetry between the paretic and non-paretic side, while
an SI value close to 0 indicates high symmetry.

2.5. Statistical Analysis

Anthropometric measures, including height, weight, age, gender, foot length, foot-
to-hip height, leg length (ground to hip height), and femur length, were firstly compared
between fall (21 fallers) and non-fall groups (15 non-fallers) using independent test and chi-
square test (for gender). To test the difference in gait parameters and symmetries between
fall and non-fall groups, 2-way ANOVA was conducted to examine the group effect (n = 2),
trial effect (n = 3), and group by trial interaction. Post hoc paired tests were conducted if
there were any significant group effects, trial effects and/or interactions between trial and
group. Similarly, 2-way ANOVA was also conducted to detect the difference between slip-
fall group (n = 11) and non-fall group as well as between trip-fall group (n = 7) and non-fall
group. Post hoc paired tests were conducted if there were any significant group effects,
trial effects and/or interactions between them. Further, a power analysis was conducted
for the key factors with significant group effect, effect size (Cohen’s d), and power, and the
sample size required for power >80% were calculated. The statistical significance for 2-way
ANOVA and the post hoc paired tests was denoted for p < 0.05, and statistical analyses
were performed using SPSS.
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3. Results

No differences were found in the anthropometric measures between the fallers and
non-fallers (Table 1). For all spatio-temporal gait parameters (step length, stride length,
stance time, and swing time), no difference was found between fall and non-fall groups at
both NPTD and PTD (p > 0.05 for all, Table 2 and Figure 2), while a majority of the segment
angles showed a significant group effect except the foot angle. Specifically, trunk angle
(p < 0.01) and thigh angle (p < 0.01) at NPTD were significantly smaller in fallers compared
to the non-fallers; shank angle (p < 0.05) at NPTD was significantly larger in the fallers; and
the thigh angle at PTD was significantly smaller in the fallers than the non-fallers (p < 0.01).

Table 1. The mean and SD of anthropometric measures for fall group and non-fall group.

Variable Fall (n = 21) Non-Fall (n = 15) p-Value

Height (cm) 173.3 (10.1) 169.3 (11) 0.27
Weight (kg) 82.4 (16.4) 74.9 (12.3) 0.15
Age (years) 58.1 (7.8) 60.3 (12.3) 0.52

Gender 14 males 9 males 0.69
Foot length (cm) 30.2 (2.3) 28.8 (2.8) 0.11

Foot-to-hip height (cm) 87.3 (5.1) 84.4 (4.6) 0.09
Leg length (cm) 93.6 (5.1) 90.9 (5) 0.14

Femur length (cm) 47.6 (3.8) 46.5 (2.7) 0.38

Table 2. The mean and SD of gait kinematics for fall group, slip-fall group, trip-fall group, and
non-fall group. Here BH denotes body height, * indicates p < 0.05, ** indicates p < 0.01, and ***
indicates p < 0.001.

Variables
Non-Paretic Side

All-Fall (n = 21) Slip-Fall (n = 11) Trip-Fall (n = 7) Non-Fall (n = 15)

Step length/BH 0.26 (0.07) 0.25 (0.08) 0.24 (0.07) 0.27 (0.09)
Stride length/BH 0.54 (0.16) 0.53 (0.18) 0.46 (0.16) * 0.57 (0.18)

Stance time (s) 117.09 (20.03) 117.5 (23.33) 119.5 (24.22) 121.88 (41.24)
Swing time (s) 43.59 (11.66) 44.76 (13.49) 40.81 (10.75) 46.16 (10.75)
Trunk (deg) 85.65 (5.36) ** 85.7 (5.42) * 86.17 (7.04) 88.59 (4.36)
Thigh (deg) 108.33 (5.68) ** 109.71 (6.79) 103.24 (4.79) *** 111.72 (4.88)
Shank (deg) 102.12 (7.81) * 100.53 (7.02) 103.18 (6.34) * 98.42 (7.56)
Foot (deg) 75.84 (8.88) 76.82 (9.26) 75.59 (7.63) 73.65 (8.02)

COMx 0.4 (0.06) 0.39 (0.07) 0.39 (0.06) 0.41 (0.04)

Paretic side

Step length/BH 0.27 (0.08) 0.27 (0.1) 0.22 (0.08) * 0.27 (0.08)
Stride length/BH 0.53 (0.14) 0.52 (0.16) 0.46 (0.13) * 0.56 (0.17)

Stance time (s) 103.49 (26.28) 107.24 (34.16) 108.62 (37.51) 110.09 (31.1)
Swing time (s) 55.37 (12.44) 53.39 (13.73) 48.48 (12.93) ** 59.51 (14.75)

Trunk (deg) 88.28 (4.96) 86.68 (4.99) 89.09 (5.27) 88.12 (7.42)
Thigh (deg) 106.4 (4.99) ** 107.04 (5.63) * 103.52 (5.3) *** 109.43 (4.43)
Shank (deg) 101.77 (6.58) 102.01 (6.45) 99.97 (7.09) 99.87 (9.24)
Foot (deg) 75.88 (7.89) 74.91 (8.94) 78.58 (8.02) * 73.93 (8.75)

COMx 0.37 (0.04) 0.37 (0.05) 0.36 (0.04) 0.38 (0.05)
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Figure 2. The distribution of gait kinematics between fallers and non-fallers for (a) trunk angle at
non-paretic foot touchdown (NPTD), (b) thing angle at NPTD, (c) shank angle at NPTD, and (d) thigh
angle at paretic foot touchdown (PTD). There were group differences for all these kinematics; the
horizontal line denotes the mean value, and the vertical line denotes the 95% confidence interval
(mean ± 1.96 SD). The circle marker denotes trip-falls, star marker denotes slip-falls, square marker
denotes other types of falls, and triangle denotes non-falls.

For gait symmetries, only the SR of trunk angle (p < 0.01, Table 3 and Figure 3) and the
SI of foot angle (p < 0.01) showed a significant difference between fall and non-fall groups,
indicating a higher asymmetry in fallers.

Table 3. The mean and SD of gait asymmetries (SR and SI) for fall group, slip-fall group, trip-fall
group, and non-fall group. Here * indicates p < 0.05, ** indicates p < 0.01, and *** indicates p < 0.001.

Variables
Symmetry Ratio

All Fall (n = 21) Slip-Fall (n = 11) Trip-Fall (n = 7) Non-Fall (n = 15)

Step length 1.13 (0.51) 1.21 (0.67) 0.96 (0.37) 1.04 (0.27)
Stride length 1.01 (0.18) 1.02(0.23) 1.06 (0.28) 1.01 (0.11)
Stance time 0.88 (0.13) 0.91 (0.16) 0.89 (0.13) 0.93 (0.14)
Swing time 1.36 (0.45) 1.3 (0.52) 1.27 (0.48) 1.41 (0.68)

Trunk 1.03 (0.06) ** 1.01 (0.06) 1.04 (0.06) ** 0.99 (0.06)
Thigh 0.98 (0.05) 0.98 (0.05) 1 (0.05) 0.98 (0.05)
Shank 1 (0.08) 1.02 (0.07) 0.97 (0.09) * 1.02 (0.07)
Foot 1.01 (0.13) 0.98 (0.14) 1.05 (0.15) 1.01 (0.08)

COMx 0.94 (±0.21) 0.97 (0.26) 0.95 (0.22) 0.93 (0.1)

Symmetry Index

Step length 0.25 (0.26) 0.32 (0.33) * 0.3 (0.32) * 0.17 (0.16)
Stride length 0.08 (0.12) 0.1 (0.15) 0.12 (0.18) 0.07 (0.08)
Stance time 0.17 (0.1) 0.17 (0.1) 0.16 (0.09) 0.14 (0.09)
Swing time 0.35 (0.24) 0.36 (0.26) 0.35 (0.24) 0.36 (0.28)

Trunk 0.05 (0.04) 0.05 (0.04) 0.05 (0.04) 0.05 (0.04)
Thigh 0.04 (0.03) 0.04 (0.04) 0.04 (0.03) 0.04 (0.03)
Shank 0.06 (0.04) 0.06 (0.05) 0.08 (0.06) 0.05 (0.04)
Foot 0.1 (0.08) ** 0.12 (0.08) *** 0.13 (0.06) *** 0.06 (0.05)

COMx 0.18 (0.13) *** 0.21 (0.13) *** 0.18 (0.12) ** 0.1 (0.09)
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shank angle, step length, and foot angle. On the other hand, the slip-fallers only showed 
a smaller average trunk angle at NPTD and smaller average thigh angle at PTD. The slip-
fall group also showed higher asymmetries in step length and foot angle compared to the 
non-fall group. Such findings indicate that different fall types are associated with different 
gait characteristics. 

We found no difference in spatio-temporal gait parameters (step length, stride length, 
stance time, and swing time) between the fall group and non-fall group. Such results were 
consistent with previous findings that there was no difference in stride time and step 
length between faller and non-faller PwCS [8,38]. However, another study reported that 
non-fallers have larger step length for both paretic and non-paretic sides than fallers [39]. 

Figure 3. The distribution of gait asymmetries between fallers and non-fallers for (a) symmetry
ratio (SR) of trunk angle, (b) symmetry index (SI) of foot angle, and (c) SI of COM position (COMx).
There were group differences for all these variables; the horizontal line denotes the mean value, and
the vertical line denotes the 95% confidence interval (mean ± 1.96 SD). The circle marker denotes
trip-falls, star marker denotes slip-falls, square marker denotes other types of falls, and triangle
denotes non-falls.

The slip-fall group showed similar gait kinematics to the non-fall group, and only
the trunk angle at NPTD and thigh angle at PTD were smaller (indicating larger trunk
flexion and smaller hip flexion) than the non-fall group (p < 0.05 for both, Table 2). For gait
symmetry, the slip-fall group showed a lower symmetry of step length (p < 0.05), foot angle
(p < 0.001), and COM position (p < 0.001, Table 3) compared to the non-fall group.

A significant group effect was found for a few gait kinematics in the trip-fall group,
including the stride length (p < 0.05, Table 2), thigh angle (p < 0.001) and shank angle
(p < 0.05) at NPTD, and the step length (p < 0.05), stride length (p < 0.05), swing time
(p < 0.01), thigh angle (p < 0.001) and foot angle (p < 0.05) at PTD. For gait symmetry, the
trip-fallers showed a lower symmetry of step length (SI, p < 0.05, Table 3), trunk angle
(SR, p < 0.01), shank angle (SR, p < 0.05), foot angle (SI, p < 0.001), and COM position (SI,
p < 0.01) compared to the non-fall group. Power analysis showed that the key factors
affecting fall risk showed a moderate to high effect size (0.5 to 0.8), resulting in a power
over 70%.

4. Discussion

Our results indicated that people with chronic stroke who had a fall history showed,
on average, different segment angles (trunk, thigh, and shank) and higher gait asymmetries
(trunk and foot). These results are consistent with our hypothesis that fall risk would affect
both gait kinematics and gait asymmetries in PwCS. For the two subgroups, trip-fallers
also showed these same differences compared to the non-fall group, except difference in
trunk angle. Further, trip-fallers had a shorter average step length, stride length and swing
time, smaller average thigh angle (less hip flexion), and larger average foot angle (less
dorsiflexion) on the paretic side, along with higher asymmetries in trunk angle, shank
angle, step length, and foot angle. On the other hand, the slip-fallers only showed a
smaller average trunk angle at NPTD and smaller average thigh angle at PTD. The slip-fall
group also showed higher asymmetries in step length and foot angle compared to the
non-fall group. Such findings indicate that different fall types are associated with different
gait characteristics.

We found no difference in spatio-temporal gait parameters (step length, stride length,
stance time, and swing time) between the fall group and non-fall group. Such results
were consistent with previous findings that there was no difference in stride time and step
length between faller and non-faller PwCS [8,38]. However, another study reported that
non-fallers have larger step length for both paretic and non-paretic sides than fallers [39].
It is possible that the findings of the previous study were inconsistent with our results
because different durations were used to classify fall status; fallers and non-fallers were
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classified based on 6-month falls in the previous study, whereas we used 12-month falls. It
is possible that the difference in the period of data collection would significantly affect the
fall rate and identification of fallers versus non fallers [40]. For example, the probability of
a person to experience a fall in 6 months is lower than that over 12 months, hence using
a 6-month window could have missed many of those who could have had a fall over
12 months. Thus, even for the same set of participants, classification methods based on
different periods would lead to different sample sizes for each group, which in turn could
have affected the kinematic outcomes resulting differences between the study by Punt
et al. [39] and ours. Another explanation for the difference between the two studies could
be the differences in the inclusion criteria between studies. We only included PwCS with
lower level of independence (CSMA ≤ 5) in our study, whereas this previous study did
not exclude PwCS based on their level of independence. As gait asymmetry was found to
be significantly correlated to CSMA leg (r = −0.767) and foot (r = −0.759) scores [41], the
difference in population might also contribute to the inconsistency. Although we found
no difference in step length, the segment angles (which determine the step length) were
different between fallers and non-fallers. Specifically, fallers showed a smaller thigh angle
(less hip flexion) but a larger shank angle (less knee flexion) at NPTD compared to non-
fallers. The smaller thigh angle could shorten the step length, while the larger shank angle
would enlarge the step length. Hence, both these changes in segment coordination would
have a limited effect on the step length, indicating that fallers and non-fallers use different
kinematic synergies (segment coordination) to achieve similar gait performance [42]. The
usage of kinematic synergies with less joint flexion in fallers might be due to impaired
joint motor function post-stroke. People with different levels of impairment or types of
joint impairments (hip, knee, or ankle) might make different adjustments in their kinematic
synergies. These adjustments could maintain gait performance but might increase the risk
of falls, such as the synergies recruited by the fallers.

Previous studies may also have heterogeneous results regarding step length between
fallers and non-fallers because they did not consider different fall types [35–37]. We found
that the average gait parameters were different between fall types. Trip-fallers showed
a shorter step length at PTD compared to the non-fallers, whereas the slip-fallers had
a similar step length compared to non-fallers. Therefore, the previous studies which
examined spatio-temporal gait parameters for all types of fallers might be affected by the
rate of each fall type. For example, a study might demonstrate a significant difference in step
length between fallers and non-fallers when a majority of the participants experienced trip-
induced falls, while no difference in step length would be found if participants experienced
more slip-induced falls.

Trip and slip perturbations are the major causes of the falls in gait, and difference
exists in the mechanisms between these two types of falls. Although both types of falls
are induced by a disturbance of the lower limb, the trip perturbation is usually related to
a disturbance of the swing limb, leading to a forward balance loss (COM exceeded the
anterior edge of BOS) [43,44]. Hence, a quick compensatory step is typically required to
recover balance loss occurring in the forward direction. Stroke survivors experience motor
impairment due to weak ankle dorsiflexor torque seen in the form of a foot drop, which
could lead to a lower toe clearance of the swing limb and thus increasing the likelihood
of obstacle hit and the risk of trip-related balance loss [45]. Further, motor impairment
affecting ankle and foot muscles could also affect the step initiation and step execution;
thus, stroke survivors might fail to take a quick forward step after the trip perturbation
for balance recovery, especially for the perturbation in early-swing phase, following which
elevating strategies (foot liftoff and travel forward to clear the obstacle) are typically used,
resulting in difficulty of recovering from the forward balance loss and greater likelihood of
a forward fall [46]. Alternatively, the slip perturbation is mostly related to a disturbance
of the stance limb, leading to a backward balance loss [43,44]. For backward balance loss
recovery from gait-slips, a compensatory forward step or aborted step (loading of the
recovery foot without complete toe clearance) from the trailing limb is required. Thus, even
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if motor impairment affects this compensatory step response, it results in a shorter step
length of this step. A shorter or an aborted compensatory step for gait slip is beneficial
rather than detrimental for slips, and these strategies lengthen the BOS and increase COM
stability [47,48]. Therefore, the trip-fallers could be more affected by the abnormal gait
pattern than the slip-fallers. Consistently, our results indicated that the trip-fallers had
shorter swing time, smaller thigh angle, larger shank angle, and larger foot angle compared
to non-fallers on average, while the slip-fall group only had smaller trunk angle and smaller
thigh angle compared to the non-fallers.

Among all the gait kinematics associated with trip-induced fall risk, the thigh angle
was smaller at both paretic foot touchdown and non-paretic foot touchdown compared
to the non-fallers (p < 0.001 for both sides). These results suggest that the control of thigh
segment might be one of the key factors affecting the risk of trip-induced fall. A larger
thigh angle could lead to a higher toe clearance, thereby lowering the likelihood of obstacle-
induced trip perturbation [49,50]. Decreased swing time was also observed in the trip-fall
group and could be related to the reduction in thigh angle. Regarding the kinematic
measures associated with slip-induced fall risk, the fallers showed a larger trunk flexion
compared to the non-fallers, which is inconsistent with previous findings that larger trunk
flexion could shift the center of mass (COM) forward and lower the risk of slip-induced
fall. It is possible that increased trunk flexion in PwCS might be a compensatory strategy to
enhance stability given the decline of knee and hip extensor strength [51]. Therefore, the
fallers with larger trunk flexion in gait might also have decreased knee and hip extensor
moments, which could affect the propulsive impulse provided by the recovery limb for
regaining COM stability after a slip, leading to a higher risk of slip-induced falls [52]. It
should be noted these key factors related to fall risk were not detected in all the fallers
(Figures 2 and 3), and such findings suggest that the fall risk was not determined by a
single factor but by the synergy/tradeoff of multiple factors. For example, a smaller thigh
angle (less hip flexion) could lower the toe clearance, increasing the risk of trip-related falls,
and a larger shank angle (less knee flexion) could also lower the toe clearance and further
increase the trip-related fall risk, while a larger shank angle could increase the toe clearance
and compensate the effect of thigh angle on fall risk. Therefore, trip-falls might be due to
smaller thigh angle, or larger shank angle, or both for individuals, and these individual
differences in fall causes would lead to the relatively smaller amount of group difference in
the factors. Even though our results still revealed the common factors affecting fall risk,
future study should take into account the synergy and tradeoff among these factors to
further validate our findings.

Compared to the fallers, non-fallers showed higher symmetry of trunk angle (SR: 0.99
vs. 1.03) and higher symmetry of foot angle (SI: 0.05 vs. 0.08). Trunk control can help
maintain the position of the COM [53,54], and impaired trunk control could thus lead to
both postural instability and dynamic instability [55,56]. Therefore, the asymmetrical trunk
motion could increase the COM instability, thereby increasing the risk of falls. Regarding
the asymmetry in foot angle, it was found that the symmetry index of feet was a significant
predictor of walking ability (household or community walker), and stroke survivors with
asymmetrical foot posture have more limited walking ability. Therefore, the asymmetrical
foot posture might also affect balance control as balance ability was proved to be correlated
with walking ability [57]. We found foot angle asymmetry in both slip- and trip-related
fallers, while trunk angle asymmetry was only found in trip-related fallers, indicating that
the asymmetrical foot posture is a common factor affecting both slip- and trip-induced falls.
The foot angle in Table 2 indicated that the higher SI in the trip-fall group was due to larger
foot angle (less dorsiflexion) at PTD compared to the angle at NPTD. The less dorsiflexion
in the paretic side could reduce the toe clearance during swing phase, leading to a higher
risk of trip-fall. Hence, a better control of foot angles might help to reduce the fall risk in
PwCS. A few interventions have been reported to improve gait symmetry [58,59], which
might also reduce the likelihood of falls in PwCS. It should be noted that the significant
difference in SR could not guarantee a significant difference in SI and vice versa. SR was
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calculated as the ratio of the values for the two limbs, which takes into account the direction
of the difference between the two limbs, while SI was calculated as the absolute difference
between the values for the two limbs. Therefore, the results were not always consistent
between SR and SI.

Some limitations exist in the present study. First, only the kinematic measures in the
AP direction were analyzed in this study. We chose these measures because slips and trips
were the most frequent cause of falls in our study, which mainly induce a balance loss
in the forward or backward direction with recovery movements occurring mainly in the
sagittal plane. Additionally, during the task of walking, the joint excursions in the medio-
lateral direction are small. However, previous studies have proposed that medial–lateral
kinematic measures can also affect fall risk to some extent, such as step-width and sway
distance [17,60]; hence, our future study will include more variables in the medial–lateral
direction. Second, we used 12-month retrospective fall history to classify fallers and non-
fallers, rather than prospective fall information. Thus, it is possible that past fall events
could have led to an altered gait pattern collected in our laboratory. Therefore, prospective
fall information will be used to further verify the findings in this study. Last, the sample
size of 36 could only yield a power >70% and moderate-to-high effect size (0.5 to 0.8) for
the key factors with significant difference (Table 4) using a two-way ANOVA analysis.
Therefore, the interpretation of our results was limited by the small sample size, and future
studies are needed with larger samples to validate these findings.

Table 4. The results of power analysis for the key factors affecting fall risk. The effect size (Cohen’s d
value) and power was calculated for the current sample size (n = 36), and the sample size required to
reach 80% power was also estimated.

Variable Actual Effect Size Actual Power Sample Size Required > 80% Power

Trunk at NPTD 0.65 74% 42
Thigh at NPTD 0.67 76% 40
Thigh at PTD 0.67 77% 39

SR for Trunk 0.66 76% 40
SI for Foot 0.63 72% 44

SI for COMx 0.72 83% 34

5. Conclusions

In summary, this study compared the average gait kinematics and their symmetry
between fallers and non-fallers in people with chronic stroke, and the fallers were classified
using 12-month retrospective fall data. It was found that fallers showed a different gait
pattern compared to non-fallers, and different fall types were associated with different gait
characteristics. Among all the kinematic measures, a common factor affecting both slip
and trip fall risk was higher asymmetry of foot angle, indicating that training programs
improving foot symmetry might be effective for reducing fall risk. In addition, thigh angle
at foot touchdown might be one the key factors affecting fall risk, especially for trip-induced
falls, suggesting that stroke patients at high risk of trip-induced falls might benefit from
hip-flexor training. Our findings would be helpful to improve the precision of fall-risk
prediction models in stroke survivors and design effective fall risk prevention paradigms
which can be tailored based on fall risk type. Implementation of these fall risk assessment
and prevention paradigms has the potential to reduce fall-related injuries in people with
chronic stroke, leading to a reduction in associated hospital costs.

Author Contributions: Conceptualization, T.B.; methodology, T.B. and S.W.; software, S.W.; valida-
tion, T.B. and S.W.; formal analysis, S.W.; investigation, S.W.; resources, T.B.; data curation, S.W.;
writing—original draft preparation, S.W.; writing—review and editing, T.B. and S.W.; visualization,
S.W.; supervision, T.B.; project administration, T.B.; funding acquisition, T.B. All authors have read
and agreed to the published version of the manuscript.



Biomechanics 2022, 2 463

Funding: This research was funded by National Institutes of Health (NICHD) grant number [R01-
HD088543].

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Institutional Review Board of University of Illinois at Chicago
(protocol code: 2016-09332 and date of approval: 7 February 2017).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Acknowledgments: The authors would like to thank Jessica Pitts for her help editing this manuscript.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Czernuszenko, A. Risk factors for falls in post-stroke patients treated in a neurorehabilitation ward. Neurol. Neurochir. Pol. 2007,

41, 28–35. [PubMed]
2. Langhorne, P.; Stott, D.J.; Robertson, L.; MacDonald, J.; Jones, L.; McAlpine, C.; Dick, F.; Taylor, G.S.; Murray, G. Medical

complications after stroke: A multicenter study. Stroke 2000, 31, 1223–1229. [CrossRef] [PubMed]
3. Mackintosh, S.F.; Goldie, P.; Hill, K. Falls incidence and factors associated with falling in older, community-dwelling, chronic

stroke survivors (>1 year after stroke) and matched controls. Aging Clin. Exp. Res. 2005, 17, 74–81. [CrossRef] [PubMed]
4. Grant, J.S.; Hamilton, S. Falls in a rehabilitation center: A retrospective and comparative analysis. Rehabil. Nurs. 1987, 12, 74–76.

[CrossRef] [PubMed]
5. Hyndman, D.; Ashburn, A.; Stack, E. Fall events among people with stroke living in the community: Circumstances of falls and

characteristics of fallers. Arch. Phys. Med. Rehab. 2002, 83, 165–170. [CrossRef]
6. Lamb, S.E.; Ferrucci, L.; Volapto, S.; Fried, L.; Guralnik, J.M. Risk factors for falling in home-dwelling older women with stroke:

The Women’s Health and Aging Study. Stroke 2003, 34, 494–501. [CrossRef]
7. Campbell, G.B.; Matthews, J.T. An integrative review of factors associated with falls during post-stroke rehabilitation. J. Nurs.

Scholarsh. 2010, 42, 395–404. [CrossRef]
8. Punt, M.; Bruijn, S.M.; van Schooten, K.S.; Pijnappels, M.; van de Port, I.G.; Wittink, H.; van Dieen, J.H. Characteristics of daily

life gait in fall and non fall-prone stroke survivors and controls. J. Neuroeng. Rehabil. 2016, 13, 67. [CrossRef]
9. Cham, R.; Redfern, M.S. Changes in gait when anticipating slippery floors. Gait Posture 2002, 15, 159–171. [CrossRef]
10. Burpee, J.L.; Lewek, M.D. Biomechanical gait characteristics of naturally occurring unsuccessful foot clearance during swing in

individuals with chronic stroke. Clin. Biomech. 2015, 30, 1102–1107. [CrossRef]
11. Kavanagh, J.J.; Menz, H.B. Accelerometry: A technique for quantifying movement patterns during walking. Gait Posture 2008, 28,

1–15. [CrossRef]
12. Steinberg, N.; Nemet, D.; Pantanowitz, M.; Eliakim, A. Gait Pattern, Impact to the Skeleton and Postural Balance in Overweight

and Obese Children: A Review. Sports 2018, 6, 75. [CrossRef]
13. Martinikorena, I.; Martinez-Ramirez, A.; Gomez, M.; Lecumberri, P.; Casas-Herrero, A.; Cadore, E.L.; Millor, N.; Zambom-

Ferraresi, F.; Idoate, F.; Izquierdo, M. Gait Variability Related to Muscle Quality and Muscle Power Output in Frail Nonagenarian
Older Adults. J. Am. Med. Dir. Assoc. 2016, 17, 162–167. [CrossRef]

14. Kulkarni, S.; Nagarkar, A. Basic gait pattern and impact of fall risk factors on gait among older adults in India. Gait Posture 2021,
88, 16–21. [CrossRef]

15. Bhatt, T.; Wening, J.D.; Pai, Y.C. Influence of gait speed on stability: Recovery from anterior slips and compensatory stepping.
Gait Posture 2005, 21, 146–156. [CrossRef]

16. Cheuy, V.A.; Hastings, M.K.; Commean, P.K.; Ward, S.R.; Mueller, M.J. Intrinsic foot muscle deterioration is associated with
metatarsophalangeal joint angle in people with diabetes and neuropathy. Clin. Biomech. 2013, 28, 1055–1060. [CrossRef]

17. Brach, J.S.; Berlin, J.; VanSwearingen, J.; Newman, A.; Studenski, S. Too much or too little step width variability is associated with
a fall history only in older persons who walk at or near normal gait speed. J. Am. Geriatr. Soc. 2005, 53, S133–S134.

18. Toebes, M.J.P.; Hoozemans, M.J.M.; Furrer, R.; Dekker, J.; van Dieen, J.H. Local dynamic stability and variability of gait are
associated with fall history in elderly subjects. Gait Posture 2012, 36, 527–531. [CrossRef] [PubMed]

19. Verghese, J.; Robbins, M.; Holtzer, R.; Zimmerman, M.; Wang, C.; Xue, X.N.; Lipton, R.B. Gait dysfunction in mild cognitive
impairment syndromes. J. Am. Geriatr. Soc. 2008, 56, 1244–1251. [CrossRef]

20. Montero-Odasso, M.; Casas, A.; Hansen, K.T.; Bilski, P.; Gutmanis, I.; Wells, J.L.; Borrie, M.J. Quantitative gait analysis under
dual-task in older people with mild cognitive impairment: A reliability study. J. Neuroeng. Rehabil. 2009, 6, 35. [CrossRef]

21. Espy, D.D.; Yang, F.; Bhatt, T.; Pai, Y.C. Independent influence of gait speed and step length on stability and fall risk. Gait Posture
2010, 32, 378–382. [CrossRef] [PubMed]

22. Scott, V.; Votova, K.; Scanlan, A.; Close, J. Multifactorial and functional mobility assessment tools for fall risk among older adults
in community, home-support, long-term and acute care settings. Age Ageing 2007, 36, 130–139. [CrossRef] [PubMed]

http://www.ncbi.nlm.nih.gov/pubmed/17330178
http://doi.org/10.1161/01.STR.31.6.1223
http://www.ncbi.nlm.nih.gov/pubmed/10835436
http://doi.org/10.1007/BF03324577
http://www.ncbi.nlm.nih.gov/pubmed/15977453
http://doi.org/10.1002/j.2048-7940.1987.tb00560.x
http://www.ncbi.nlm.nih.gov/pubmed/3645690
http://doi.org/10.1053/apmr.2002.28030
http://doi.org/10.1161/01.STR.0000053444.00582.B7
http://doi.org/10.1111/j.1547-5069.2010.01369.x
http://doi.org/10.1186/s12984-016-0176-z
http://doi.org/10.1016/S0966-6362(01)00150-3
http://doi.org/10.1016/j.clinbiomech.2015.08.018
http://doi.org/10.1016/j.gaitpost.2007.10.010
http://doi.org/10.3390/sports6030075
http://doi.org/10.1016/j.jamda.2015.09.015
http://doi.org/10.1016/j.gaitpost.2021.04.043
http://doi.org/10.1016/j.gaitpost.2004.01.008
http://doi.org/10.1016/j.clinbiomech.2013.10.006
http://doi.org/10.1016/j.gaitpost.2012.05.016
http://www.ncbi.nlm.nih.gov/pubmed/22748312
http://doi.org/10.1111/j.1532-5415.2008.01758.x
http://doi.org/10.1186/1743-0003-6-35
http://doi.org/10.1016/j.gaitpost.2010.06.013
http://www.ncbi.nlm.nih.gov/pubmed/20655750
http://doi.org/10.1093/ageing/afl165
http://www.ncbi.nlm.nih.gov/pubmed/17293604


Biomechanics 2022, 2 464

23. van Schooten, K.S.; Pijnappels, M.; Rispens, S.M.; Elders, P.J.M.; Lips, P.; van Dieen, J.H. Ambulatory Fall-Risk Assessment:
Amount and Quality of Daily-Life Gait Predict Falls in Older Adults. J. Gerontol. Biol. 2015, 70, 608–615. [CrossRef]

24. Wang, S.; Varas-Diaz, G.; Dusane, S.; Wang, Y.; Bhatt, T. Slip-induced fall-risk assessment based on regular gait pattern in older
adults. J. Biomech. 2019, 96, 109334. [CrossRef]

25. Malone, L.A.; Bastian, A.J. Spatial and Temporal Asymmetries in Gait Predict Split-Belt Adaptation Behavior in Stroke. Neurorehab.
Neural Res. 2014, 28, 230–240. [CrossRef]

26. Wei, T.S.; Liu, P.T.; Chang, L.W.; Liu, S.Y. Gait asymmetry, ankle spasticity, and depression as independent predictors of falls in
ambulatory stroke patients. PLoS ONE 2017, 12, e0177136. [CrossRef]

27. Yogev, G.; Plotnik, M.; Peretz, C.; Giladi, N.; Hausdorff, J.M. Gait asymmetry in patients with Parkinson’s disease and elderly
fallers: When does the bilateral coordination of gait require attention? Exp. Brain Res. 2007, 177, 336–346. [CrossRef]

28. Lewek, M.D.; Bradley, C.E.; Wutzke, C.J.; Zinder, S.M. The relationship between spatiotemporal gait asymmetry and balance in
individuals with chronic stroke. J. Appl. Biomech. 2014, 30, 31–36. [CrossRef]

29. Patterson, K.K.; Parafianowicz, I.; Danells, C.J.; Closson, V.; Verrier, M.C.; Staines, W.R.; Black, S.E.; McIlroy, W.E. Gait asymmetry
in community-ambulating stroke survivors. Arch. Phys. Med. Rehabil. 2008, 89, 304–310. [CrossRef]

30. Awad, L.N.; Palmer, J.A.; Pohlig, R.T.; Binder-Macleod, S.A.; Reisman, D.S. Walking speed and step length asymmetry modify the
energy cost of walking after stroke. Neurorehabil. Neural Repair. 2015, 29, 416–423. [CrossRef]

31. Allen, J.L.; Kautz, S.A.; Neptune, R.R. Step length asymmetry is representative of compensatory mechanisms used in post-stroke
hemiparetic walking. Gait Posture 2011, 33, 538–543. [CrossRef] [PubMed]

32. Scholz, J.P. Dynamic Pattern Theory—Some Implications for Therapeutics. Phys. Ther. 1990, 70, 827–843. [CrossRef] [PubMed]
33. Sadeghi, H.; Shojaedin, S.S.; Abbasi, A.; Alijanpour, E.; Vieira, M.F.; Svoboda, Z.; Nazarpour, K. Lower-Extremity Intra-Joint

Coordination and Its Variability between Fallers and Non-Fallers during Gait. Appl. Sci. 2021, 11, 2840. [CrossRef]
34. Ko, S.U.; Gunter, K.B.; Costello, M.; Aurm, H.; MacDonald, S.; White, K.N.; Snow, C.M.; Hayes, W.C. Stride width discriminates

gait of side-fallers compared to other-directed fallers during overground walking. J. Aging Health 2007, 19, 200–212. [CrossRef]
35. Kangas, M.; Vikman, I.; Nyberg, L.; Korpelainen, R.; Lindblom, J.; Jamsa, T. Comparison of real-life accidental falls in older people

with experimental falls in middle-aged test subjects. Gait Posture 2012, 35, 500–505. [CrossRef]
36. Smeesters, C.; Hayes, W.C.; McMahon, T.A. Determining fall direction and impact location for various disturbances and gait

speeds using the articulated total body model. J. Biomech. Eng. 2007, 129, 393–399. [CrossRef]
37. Smeesters, C.; Hayes, W.C.; McMahon, T.A. Disturbance type and gait speed affect fall direction and impact location. J. Biomech.

2001, 34, 309–317. [CrossRef]
38. Baetens, T.; De Kegel, A.; Palmans, T.; Oostra, K.; Vanderstraeten, G.; Cambier, D. Gait analysis with cognitive-motor dual tasks to

distinguish fallers from nonfallers among rehabilitating stroke patients. Arch. Phys. Med. Rehabil. 2013, 94, 680–686. [CrossRef]
39. Punt, M.; Bruijn, S.M.; Wittink, H.; van de Port, I.G.; Van Dieën, J.H. Do clinical assessments, steady-state or daily-life gait

characteristics predict falls in ambulatory chronic stroke survivors? J. Rehabil. Med. 2017, 49, 402–409. [CrossRef]
40. Hale, W.A.; Delaney, M.J.; Cable, T. Accuracy of patient recall and chart documentation of falls. J. Am. Board Fam. Pract. 1993, 6,

239–242.
41. Alexander, L.D.; Black, S.E.; Patterson, K.K.; Gao, F.Q.; Danells, C.J.; McIlroy, W.E. Association Between Gait Asymmetry and

Brain Lesion Location in Stroke Patients. Stroke 2009, 40, 537–544. [CrossRef] [PubMed]
42. Milovanovic, I.; Popovic, D.B. Principal component analysis of gait kinematics data in acute and chronic stroke patients. Comput.

Math. Methods Med. 2012, 2012, 649743. [CrossRef] [PubMed]
43. Bhatt, T.; Wang, Y.R.; Wang, S.J.; Kannan, L. Perturbation Training for Fall-Risk Reduction in Healthy Older Adults: Interference

and Generalization to Opposing Novel Perturbations Post Intervention. Front. Sports Act. Living 2021, 3, 697169. [CrossRef]
[PubMed]

44. Karamanidis, K.; Epro, G.; McCrum, C.; Konig, M. Improving Trip- and Slip-Resisting Skills in Older People: Perturbation Dose
Matters. Exerc. Sport Sci. Rev. 2020, 48, 40–47. [CrossRef]

45. Little, V.L.; McGuirk, T.E.; Patten, C. Impaired Limb Shortening following Stroke: What’s in a Name? PLoS ONE 2014, 9, e110140.
[CrossRef]

46. Eng, J.J.; Winter, D.A.; Patla, A.E. Strategies for recovery from a trip in early and late swing during human walking. Exp. Brain
Res. 1994, 102, 339–349. [CrossRef]

47. Dusane, S.; Gangwani, R.; Patel, P.; Bhatt, T. Does stroke-induced sensorimotor impairment and perturbation intensity affect
gait-slip outcomes? J. Biomech. 2021, 118, 110255. [CrossRef]

48. Yang, F.; Espy, D.; Bhatt, T.; Pai, Y.C. Two types of slip-induced falls among community dwelling older adults. J. Biomech. 2012, 45,
1259–1264. [CrossRef]

49. Marsden, J.; Stevenson, V.; McFadden, C.; Swain, I.; Taylor, P. The effects of functional electrical stimulation on walking in
hereditary and spontaneous spastic paraparesis. Neuromodulation 2013, 16, 256–260, discussion 260. [CrossRef]

50. Chou, L.S.; Draganich, L.F. Placing the trailing foot closer to an obstacle reduces flexion of the hip, knee, and ankle to increase the
risk of tripping. J. Biomech. 1998, 31, 685–691. [CrossRef]

51. Van Der Kruk, E.; Silverman, A.K.; Reilly, P.; Bull, A.M. Compensation due to age-related decline in sit-to-stand and sit-to-walk. J.
Biomech. 2021, 122, 110411. [CrossRef] [PubMed]

http://doi.org/10.1093/gerona/glu225
http://doi.org/10.1016/j.jbiomech.2019.109334
http://doi.org/10.1177/1545968313505912
http://doi.org/10.1371/journal.pone.0177136
http://doi.org/10.1007/s00221-006-0676-3
http://doi.org/10.1123/jab.2012-0208
http://doi.org/10.1016/j.apmr.2007.08.142
http://doi.org/10.1177/1545968314552528
http://doi.org/10.1016/j.gaitpost.2011.01.004
http://www.ncbi.nlm.nih.gov/pubmed/21316240
http://doi.org/10.1093/ptj/70.12.827
http://www.ncbi.nlm.nih.gov/pubmed/2236226
http://doi.org/10.3390/app11062840
http://doi.org/10.1177/0898264307299308
http://doi.org/10.1016/j.gaitpost.2011.11.016
http://doi.org/10.1115/1.2737432
http://doi.org/10.1016/S0021-9290(00)00200-1
http://doi.org/10.1016/j.apmr.2012.11.023
http://doi.org/10.2340/16501977-2234
http://doi.org/10.1161/STROKEAHA.108.527374
http://www.ncbi.nlm.nih.gov/pubmed/19109546
http://doi.org/10.1155/2012/649743
http://www.ncbi.nlm.nih.gov/pubmed/22400054
http://doi.org/10.3389/fspor.2021.697169
http://www.ncbi.nlm.nih.gov/pubmed/34490424
http://doi.org/10.1249/JES.0000000000000210
http://doi.org/10.1371/journal.pone.0110140
http://doi.org/10.1007/BF00227520
http://doi.org/10.1016/j.jbiomech.2021.110255
http://doi.org/10.1016/j.jbiomech.2012.01.036
http://doi.org/10.1111/j.1525-1403.2012.00494.x
http://doi.org/10.1016/S0021-9290(98)00081-5
http://doi.org/10.1016/j.jbiomech.2021.110411
http://www.ncbi.nlm.nih.gov/pubmed/33915476


Biomechanics 2022, 2 465

52. Qu, X.; Hu, X.; Lew, F.L. Differences in lower extremity muscular responses between successful and failed balance recovery after
slips. Int. J. Ind. Ergon. 2012, 42, 499–504. [CrossRef]

53. Verheyden, G.; Vereeck, L.; Truijen, S.; Troch, M.; Herregodts, I.; Lafosse, C.; Nieuwboer, A.; De Weerdt, W. Trunk performance
after stroke and the relationship with balance, gait and functional ability. Clin. Rehabil. 2006, 20, 451–458. [CrossRef] [PubMed]

54. Yang, F.; Pai, C. Alteration in community-dwelling older adults level walking following perturbation training. J. Biomech. 2013,
46, 2463–2468. [CrossRef]

55. Karthikbabu, S.; Chakrapani, M.; Ganesan, S.; Ellajosyla, R. Pelvic alignment in standing, and its relationship with trunk control
and motor recovery of lower limb after stroke. Neurol. Clin. Neurosci. 2017, 5, 22–28. [CrossRef]

56. Milosevic, M.; Masani, K.; Kuipers, M.J.; Rahouni, H.; Verrier, M.C.; McConville, K.M.; Popovic, M.R. Trunk control impairment
is responsible for postural instability during quiet sitting in individuals with cervical spinal cord injury. Clin. Biomech. 2015, 30,
507–512. [CrossRef]

57. Azuma, Y.; Chin, T.; Miura, Y. The relationship between balance ability and walking ability using the Berg Balance Scale in people
with transfemoral amputation. Prosthet. Orthot. Int. 2019, 43, 396–401. [CrossRef]

58. Varas-Diaz, G.; Cordo, P.; Dusane, S.; Bhatt, T. Effect of robotic-assisted ankle training on gait in stroke participants: A case series
study. Physiother. Theory Pract. 2021; online ahead of print. [CrossRef]

59. Meder, K.G.; LoJacono, C.T.; Rhea, C.K. A Systematic Review of Non-Pharmacological Interventions to Improve Gait Asymmetries
in Neurological Populations. Symmetry 2022, 14, 281. [CrossRef]

60. Melzer, I.; Benjuya, N.; Kaplanski, J. Postural stability in the elderly: A comparison between fallers and non-fallers. Age Ageing
2004, 33, 602–607. [CrossRef]

http://doi.org/10.1016/j.ergon.2012.08.003
http://doi.org/10.1191/0269215505cr955oa
http://www.ncbi.nlm.nih.gov/pubmed/16774097
http://doi.org/10.1016/j.jbiomech.2013.07.025
http://doi.org/10.1111/ncn3.12092
http://doi.org/10.1016/j.clinbiomech.2015.03.002
http://doi.org/10.1177/0309364619846364
http://doi.org/10.1080/09593985.2021.1964658
http://doi.org/10.3390/sym14020281
http://doi.org/10.1093/ageing/afh218

	Introduction 
	Method 
	Participants 
	Experimental Setup 
	Retrospective Fall History 
	Data Analysis 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

