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Abstract
Introduction: Increased knee loading and a varus knee deformity have been linked with
progression of knee osteoarthritis and thus, reducing both of these are key treatment principles.
There are different types of orthoses which are recommended to correct knee load and varus
deformity, for individuals with medial knee OA, with knee valgus braces being one of these.
However, these braces have been found not to reduce knee load, nor varus deformity effectively
due to the need for a high force to be applied on the knee which consequently alters kinematics at
the knee and hip. In order to overcome these limitations, a knee ankle foot orthosis (KAFO) may
be an option. However, no such study has assessed the effect a KAFO has on the knee joint
during walking and stair climbing and if it is more effective than knee valgus braces. The
purpose of this thesis was therefore to assess the effectiveness of a knee-ankle-foot-orthosis
(KAFO) on the kinematics and kinetics of the lower limb in the sagittal and frontal planes
compared to a custom made and off-the-shelf (OTS) knee valgus braces during walking and stair
climbing.
Methods: One male individual (43 years) with 10 degrees of knee varus deformity was assessed
in a control shoe, OTS and a custom made UnloaderOne knee valgus brace, and a custom-made
KAFO during walking and stair climbing. Three-dimensional kinematics and kinetics of the hip,
knee, and ankle joints were collected where the maxima and minima of the sagittal and coronal
plane angles and moments were assessed with a repeated measures analysis of variance.
Results: The KAFO significantly reduced external knee adduction moment (EKAM), knee
adduction angular impulse (KAAI), knee varus angle, and ankle eversion compared to both
valgus knee braces. In addition, the KAFO significantly improved the knee and hip flexion
angles and hip range of motion in sagittal plane during level walking compared to the shoe and
OTS. Neither the custom nor the OTS knee valgus braces significantly reduced EKAM or knee
varus compared to the shoe.
Conclusion: The KAFO has been shown to reduce knee loading and knee deformity in this
individual, and much better than the commonly used knee valgus braces. From the increased
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lever arm and improved fit, this could be a potential avenue for treatment of these impairments in
individuals when other conservative options are not successful.

iii

Chapter one: Literature review
1.1. Definition of Osteoarthritis
There are several types of arthritis which may be grouped into four main areas: inflammatory
arthritis (such as rheumatoid arthritis and ankylosing spondylitis), soft tissue arthritis (such as
lateral epicondylitis), connective tissue arthritis (such as deratomyositis) and degenerative or
mechanical arthritis such as osteoarthritis (OA) (Arthritis Care, 2004). OA is defined as a
chronic, progressive musculoskeletal disorder characterised by articular joint cartilage
degeneration with articular bone enlargement due to new bone formation. However, it is defined
by the American Rheumatism Association as a heterogeneous group of conditions that leads to
joint symptoms and signs that are associated with the defective integrity of cartilage in addition
to the related changes in the underlying bone and at the joint margin (Altman et al., 1986).

1.2. Epidemiology of Osteoarthritis
It has been estimated that 41% of individuals aged 56 and over have OA in the UK (Dawson et
al., 2004) and around 8.4 million in the UK complain from symptoms associated with OA
(Arthritis Care, 2004). For instance, it is on record that in England and Wales alone up to 1.75
million individuals have systemic OA (Reginster, 2002) which means the condition is a serious
problem for the older population not only because OA causes a health burden, such as reducing
the quality of life and functional activity, but also an economic burden such as increased medical
costs, hospital cost, research costs, and absenteeism from work (Reginster, 2002). Evidence has
shown that between 10% and 15% of individuals aged 60 years and above have some degree of
OA, and are primarily suffering from some form of disability, in particular during walking and
climbing of stairs (Haq and Darce, 2003).

In the USA, 21 million individuals suffer from OA and this figure is continuously increasing
(D’Ambrosia, 2005), particularly in individuals aged 56 years and over due to age and obesity.
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Also, 32.6% of the population sampled was found to complain of knee pain and 19.2%
complained from hip pain due to OA (Dawson et al., 2004).

1.3. OA classification
OA is divided into two main categories: primary and secondary. Primary (idiopathic) OA is
mainly hereditary and can be localised whereby it affects one joint, or can be generalised which
impacts on more than one joint. Secondary OA is more related to trauma, previous injury such as
hip dislocation, ligament tears, bone disorders (necrosis, osteochondritis), metabolic disease (e.g.
hemochromatosis), endocrine disease such as hyperthyroidism, and calcium deposition disease
(Altman et al., 1986). Primary OA is mainly associated with Heberden's nodes in the distal
interphalangeal joints (DIP) with other affected joints such as knee or hip joint (Petersson and
Jacobsson, 2004), and is more common than secondary OA. Moreover, it is estimated that 97%
of total knee replacements (TKR) are due to primary OA which is more prominent with the older
population, while TKRs due to secondary OA are commonly associated in the younger
population and more prominent in men than women ≥ 50 years old (Julin et al., 2010).

1.4. Sites of OA
OA is more commonly seen in weight bearing joints such as the hip, knee, and spine than in the
wrist, elbow, and shoulder joints. OA also affects most hand joints particularly the joint which
participates in the pincer grip such as the distal interphalangeal joint (DIP), proximal
interphalangeal joint (PIP), and at the base of thumb; which leads to a reduction in hand function,
deformity, and reduced joint motion (Zhang et al., 2002). OA also affects the first
metatarsophalangeal (MTP) joint which is the most affected joint in feet, and 10% of individuals
aged between 20-40 years and 44% of those aged over 80 years suffer the most from radiological
OA in the first MTP joint. In addition, in the vertebral column (spine), OA is strongly associated
with age, particularly in the cervical spine. OA has a higher recorded prevalence in the cervical
spine (84.8% men, 84.3% women) followed by the lumbar spine (71% men, 67.3% women)
(Van Saase et al., 1989). The incidence of OA in the hip joint is between 4% and 9% (Felson and
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Zhang, 1998, Lawrence et al., 1998); whilst, the incidence of OA in the knee joint is the greatest
at between 3.4% and 30% (Kellgren and Lawrence, 1958, Felson et al., 2000, Spector and Hart,
1992) (Figure 1.1); with women more affected than men (11%, 7%, respectively) (Felson et al.,
1987).

Figure 1.4: The effects of age and gender on specific joint incidence of osteoarthritis. The knee
joint is more affected than the hip joint, especially within females (Felson et al., 2000).

1.5. Risk factors for OA
The risk factors for OA can be systemic (general) which can happen in any joint or can be local
(biomechanical) which primarily affect specific joints (Felson et al., 2000). Systemic factors
include age, gender, ethnicity, dietary, and genetic factors; whereas, biomechanical factors
include basically muscles weakness, obesity, joint alignment deformity, and ligament laxity. A
brief overview of these is given below.
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1.5.1 Systemic factors

1.5.1.1 Age

OA is strongly related to age particularly in middle aged and older people (Beaupre et al., 2000)
due to changes in the characteristics of cartilage and also the loss of its flexibility. Thus, the
ability to provide shock absorption, and the ability to maintain the equilibrium between the
production and breakdown of cartilage cells becomes more difficult with age. Nonetheless, the
thickness of cartilage will decrease until the hydrostatic pressure inside the cartilage is decreased
and replaced with a new bone formation (Carter et al., 2004, Eckstein et al., 2002, Felson et al.,
1987). According to the Framingham study, it was also emphasised that OA is associated with
both age and gender; since, radiological OA was found in 27% of individuals aged below 70
years, but was found in 44% for individuals aged 80 years and over.

1.5.1.2 Gender differences

Gender also plays an influence whereby it is estimated that women have a higher prevalence
(11%) than men (7%) to develop symptomatic OA; In addition, the incidence of radiological OA
change is greater in women (34%) than men (31%) (Felson et al., 1987). Until 50 years of age,
men and women have the same prevalence, but after 50 years of age, women have a higher
prevalence than men due to a drop in oestrogen level caused by the menopause which reduces
the cartilage metabolism, which then increases cartilage breakdown (Beaupre et al., 2000, Nevitt
et al., 1996).
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1.5.1.3 Ethnicity

Ethnicity has a role in the increased risk of developing some types of OA in specific countries
more than others. For example, the African American population has a higher likelihood of
developing knee OA than the white population (Anderson et al., 1988, Felson et al., 2000).
Furthermore, Felson et al. (2002) also states that different racial populations have a different
prevalence to developing knee OA in different compartments; for example, the Chinese
populations whose ages fall within 60-88 are at risk of having lateral knee OA compartment
more than Americans. Evidence of this is that 28.5% of Chinese women complain from lateral
knee OA versus 11% of Framingham women's knees, also men in China have a higher
prevalence of lateral knee OA than Framingham men’s knees by 32.3%, 8.8% respectively. This
difference can be explained by a high knee valgus alignment which is common within the
Chinese population compared to the population in the USA cohort (Felson et al., 2002). Race not
only affects OA prevalence, but also the severity of pain and the resultant limitation in activity
levels. In the USA, the black population complains of joint pain 1.9 times more, and activity
level impairment with work limitation 1.7 times more than the white population when associated
with OA (Bolen et al., 2010).

1.5.1.4 Diet and nutrition

Some vitamins have a direct impact on cartilage health and bone metabolism such as vitamin C
and vitamin D. For instance, vitamin C reduces the risk of knee OA progression three fold, and
also reduces pain severity compared to those who do not take it (McAlindon et al., 1996b).
Whereas, vitamin D, which controls chondrocytes (cartilage cell) and bone metabolism, may
reduce knee OA progression and reduce joint space narrowing by up to three fold (McAlindon et
al., 1996a), and also reduce hip OA development amongst white women (Lane et al., 1999).
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1.5.1.5 Genetic factors

More than 50% of OA disease is related to genetic factors principally for the joints in the hand,
but approximately 39% of knee OA is related to genetic factors associated with Heberden's
nodes; specifically in women (Spector et al., 1996).

1.5.2 Local biomechanical factors

1.5.2.1 Muscle weakness

The strength of the quadriceps muscles help to dissipate shock absorption at initial contact (IC)
when the body weight is transferred suddenly to the support limb; thus, loss of muscle strength
will increase the load which is carried by the cartilage (Baker et al., 2005). Therefore, quadriceps
muscle weakness could be a risk factor and a symptom. Quadriceps weakness becomes a risk
factor when it loses its ability to control the knee joint, as it can cause knee pain and symptoms
associated with knee OA, and is a secondary reason for knee pain amongst women (Baker et al.,
2005). In addition, quadriceps weakness is strongly related to an increase in the disability and
activity level impairment of individuals (O’Reilly et al., 1998). Generally, individuals with knee
OA suffer from muscle weakness in the knee extensors (quadriceps) (Baker et al., 2005) and hip
abductors (Costa et al., 2010).

1.5.2.2 Body mass index (BMI) and obesity

Body mass index (kg/m2) is calculated by dividing mass (kg) by square of the height (M) of the
individual. Individuals who have a high body mass index have a higher incidence of developing
OA due to increase load on weight bearing joints such as the knee (Zhang et al., 2000).

When the body weight is 10% more than the average weight, this is considered as obesity
(Spector et al., 1996) which is equal to a BMI of ≥ 30 (Flegal et al., 2005). Obesity is an
important factor for the development and progression of OA (Cooper et al., 2000), and the most
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important risk factor for primary and secondary knee OA (Spector et al., 1994). Amongst
women, it estimated that about 44 % have OA due to being overweight, while just 27 % of males
who are known to have OA are also obese (Goldin et al., 1976). Moreover, obesity increases the
risk of OA two to three times (Murphy et al., 2008) and OA progression. For instance, obese
women have a 22% greater risk to progress to knee OA and 36% to develop contra-lateral knee
OA after two years (Spector et al., 1994).
Nevertheless, it has being established that an estimated two unit decrease in one’s BMI is able to
reduce the risk of OA by 50% (Beaupre et al., 2000). Furthermore, 5.7% of body weight
reduction can reduce knee pain and physical disability by 30% and 24% respectively as
calculated using the Western Ontario and McMaster Universities Osteoarthritis Index
(WOMAC) scale after 18 months (Messier et al., 2004). A reduction of 20% in BMI by losing
weight is able to reduce knee pain 50 ± 26 mm on a visual analogue scale (VAS) and also
improve activity levels by reducing the degree of inflammation and increasing collagen
production by 32% (Richette et al., 2011).

1.5.2.3 Joint angle malalignment

Joint malalignment is a major problem in OA because it increases the load on the non-weight
bearing area and develops OA with time (Andriacchi et al. 2004). In medial compartment knee
OA, the knee varus rotates the knee centre of motion laterally and increases the load on the
medial side of the knee which further increases the load on the medial side leading to a bowlegged deformity (Mills and Hull, 1991). This deformity eventually increases the knee load on
the medial side to 100% (Johnson et al., 1980), increasing joint instability, and functional
impairment (particularly if the varus degree angle is ≥ 50) such as the ability to sit to stand from a
chair (Chang et al., 2004). Additionally, varus alignment increases the pain during this activity
four-fold with a greater loss in the medial cartilage space (Sharma et al., 2001).

The osseous mechanical axis is used to evaluate the degree of knee varus and valgus. A full
length frontal plane radiograph during double limb support is needed to examine the medial
angle between two lines: the hip line (the line between the hip centre to the knee centre) and the
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ankle line (the line between the knee centre to the centre of talus). This angle gives a general idea
about lower limb alignment (Figure 1.2) (Mündermann et al., 2008b). The normal angle is
between 179-181 degrees; an angle less than 179 degrees is considered as a varus deformity,
while a valgus deformity is said to be present when the angle is more than 181 degrees (Hayashi
et al., 2012). The normal varus angle is limited to between 1.5± 2 degrees (Moreland et al.,
1987); and therefore, individuals are considered to have a knee varus deformity if the varus angle
is 7.2 ±4.8 degrees or more (Cooke et al., 2003).
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Figure 1. 2: Mechanical axis alignment to evaluate varus and valgus deformity (Mündermann et
al., 2008b).
1.5.2.4 Joint laxity and Trauma

Joint laxity is generally associated with joint instability with a feeling of shifting and buckling in
the joint during physical activity (Fitzgerald et al., 2004) which increases the risk of tripping and
falling (Fallah Yakhdani et al., 2010). Greater joint laxity increases joint malalignment which
would increase the load on the weight bearing area, increase cartilage degeneration, and advance
disease progression (Roos, 2005). Furthermore, direct trauma can lead to soft tissue tears or bone
malalignment which occurs mainly due to a sports or occupational injury. Sports which induce
high loads on the joint and twisting movements and increase the risk of knee OA are football,
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rugby, volleyball and netball (Felson et al., 2000). Some types of occupation also have a role in
the increase of OA in specific joints; for instance, mine workers are more affected by knee OA
and lumbar degenerative than office workers (Kellgren and Lawrence, 1952). Thus, the activities
which require a high lifting of loads, kneeling, and stair climbing many times during the day
increase the risk of ligament tears (Roos et al., 1998) and subsequent OA.

For medial knee OA, injury to the anterior cruciate ligament (ACL), medial collateral ligament
injury (MCL) (Noyes et al., 1992), and meniscectomy increase the risk of knee OA developing
(Davies-Tuck et al., 2008) by increasing the knee load (Noyes et al., 1992). Further research has
demonstrated that a torn ACL has a risk factor of 60-90% in developing knee OA after 15 years
(Dayal et al., 2005) because tearing of the ACL reduces the degree of flexion to complete the
screw home mechanism (end of femur rotates laterally and externally to make knee flexion) and
increases the anterior/posterior tibial displacement which leads to increase in the knee load and
varus deformity (Andriacchi et al., 2006).

1.6. Knee OA
The knee joint is considered as a modified diathrodial hinge joint because it allows the ends of
the bones which form the joint to rotate. It is the largest joint in the human body and the most
injured joint due to the frequent stresses and strains it experiences. The stability of the knee joint
is derived mainly from ligaments and muscles rather than its osseous structure; and therefore,
any disturbance to soft tissues such as ligaments or muscles around the knee joint can impact on
knee stability (Lippert, 2006). The knee joint is one of the most common weight bearing joints
affected by OA (Ahlbäck, 1968, Oliveria et al., 1995) and one of the main causes of disability
amongst older people (18.4%), which is double the prevalence of disability caused by stroke and
pulmonary disease (Guccione et al., 1994).

The knee joint contains three compartments: the medial and lateral tibiofemoral compartment
and the patellofemoral compartment. Knee OA can impact on all the compartments of the knee,
but the medial side is the most affected part compared to other parts (Altman et al., 1986).
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Evidence has shown that the medial compartment is ten times more likely to be affected by OA
than the lateral side (Buckwalter et al., 2004), because normally during walking the medial
compartment bears two or three times of one’s body weight (D'Lima et al., 2012), whilst on the
lateral side during walking is only 1.7 times body weight (Winby et al., 2009). This gives a
greater chance of developing OA in the medial side more than the lateral side due to the
excessive load on the medial aspect. When compared the patellofemoral joint to the medial
compartment with regards to OA incidence, a study by McAlindon, et al. (1992) demonstrated
that patellofemoral OA is present in 11% and 24% among men and women respectively;
however, medial knee OA is present in 21% and 12% among men and women.

During the developmental stage of medial knee OA, various changes in knee structures have
been noted such as radiological changes (bone enlargement and joint space narrowing), and
clinical variations (muscle weakness, inflammation, pain, and stiffness). Additional
biomechanical changes (kinematics and kinetics) may be expected during walking and stair
climbing such as a reduction in knee range of motion (ROM) mainly during flexion, and a varus
knee alignment due to the high external knee adduction moment (EKAM) being applied. These
changes will be explained in greater depth later in the thesis.

1.6.1 Prevalence of knee OA

In the UK, 10% of individuals aged 55 years and over have knee OA (Duncan et al., 2006). In
2004, it was estimated that around 0.5 million of individuals in the UK had moderate to severe
knee OA (Arthritis Care, 2004), but this increased to 4.7 million in 2010 and it is expected to
reach 5.4 million in 2020 (Arthritis Research UK, 2013). Knee OA is more common than in the
hip and women are more affected than men (14.9%, 10.1% respectively) (Guillemin et al., 2011).
According to the Framingham study, the prevalence of knee OA in adults aged ≥45 is 19.2%
(Felson et al., 1987). In the USA, women are more affected by knee OA as compared to men
(42.1% vs. 31.2% respectively) (Dillon et al., 2006).
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1.6.2 Clinical and Radiological criteria of knee OA

OA affects all joint structures: articular bone, cartilage, subchondral bone, the synovium,
ligaments, and muscles (Lippert, 2006). Therefore, OA has both a clinical and radiological
criteria. The relationship between clinical features and radiological features are weak in the early
stage of OA. On average, 50% of individuals over 50 years of age have radiological OA without
symptoms, where also clinical features such as pain can be found without any defined
radiological criteria in early stage of OA progression, but at the later stages, the overlap between
clinical features and radiological are better matched (Peat et al., 2006). Nonetheless, OA can be
divided into symptomatic (pathological) or asymptomatic depending on whether individuals
suffer from clinical symptoms or radiological symptoms (Dieppe and Lohmander, 2005) or both.
Therefore, there are primary two classifications which are used in defining knee OA, namely the
American College of Rheumatology criteria (ACR) for clinical criterion and the Kellgren and
Lawrence grading for radiological severity (Kellgren and Lawrence, 1957).

1.6.2.1 The ACR criteria

The ACR criteria for diagnostic purposes and classification for OA of the knee, hip and hand
have been recommended for the diagnosis of OA in clinical and epidemiological studies (Brooks
and Hochberg, 2001). The sensitivity of this scale is 89% and its specificity is 88% (Altman,
1991a). Clinical features of knee OA are characterised by bony enlargement due to new bone
growth near to ligament insertions (osteophytes) or a reduced joint margin, the existence of joint
pain, morning stiffness for less than 30 minutes, loss of function, crepitus during motion (the
sound of cracking), joint instability, joint alignment deformity due to cartilage breakdown and
reduced range of motion and joint laxity (Altman et al., 1991a, Altman et al., 1990, Altman,
1991b). Local inflammation, swelling, joint effusion, muscle atrophy and pain during passive
movement and gait deformities are also clinical features of knee OA and become clear during a
physical examination (Hunter et al., 2008).
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1.6.2.2 The Kellgren and Lawrence radiological grade

The use of a diagnostic X ray (radiograph) is the standard way to evaluate radiological knee OA
(Emrani et al., 2008) using an anterior/ posterior view with equal weight bearing on both feet and
with the toes pointing straight ahead (Jacobson, 1996). This is despite the fact that a 30 degree
flexion position is recommended because individuals reach this position during walking and the
flexed knee position increases the load on the cartilage. Thus, the real cartilage degeneration
level can be reflected in this situation more than in a full knee extension view (Davies et al.,
1999).

Radiological OA criteria are cartilage degeneration which could break down due to excessive
load (Griffin and Guilak, 2005); inflammation due to cartilage debris in the synovial fluid;
effusion; new bone growth such as osteophytes near to joint margins; and subchondral cysts
(Jacobson, 1996) due to the load increase on the non-weight bearing area of the joint because of
cartilage breakdown (Kellgren et al., 1963). Radiological OA assessment which depends on
Kellgren and Lawrence (K-L) scale is the accepted grading scale for OA by the World Health
Organisation (WHO scientific group, 1992). This scale depends on the amount of space
narrowing due to cartilage loss and osteophytes development (Kellgren and Lawrence, 1957). It
is therefore valid to examine and estimate radiological osteoarthritis severity, but has moderate
sensitivity to the real degeneration level of the articular cartilage (Kijowski et al., 2006). This
scale has five grades from zero to four. The K-L grade zero is none, K-L grade one is doubtful to
have osteoarthritis, K-L2 indicates mild OA, K-L3 indicates moderate and K-L4 is severe. For
diagnostic purposes, K-L grades which are equal to and greater than two are considered as
confirmation of the existence of OA (Kellgren and Lawrence, 1957) (Figure 1.3).
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Figure 1. 3: The Grades of knee OA (Ryu et al., 2012).
As the knee joint structure changes due to OA, the load line position (via the ground reaction
force) is modified. These changes have a maximal influence on knee biomechanics and also
affect joints as a secondary adaptation or compensation during activities such as walking on level
ground and stair climbing. Therefore, an understanding of the biomechanical features present by
individuals with healthy lower limb joints during walking and stair climbing, especially for the
knee joint is important before discussing how knee OA causes biomechanical changes.

1.7. The biomechanics of walking and stair climbing

1.7.1 Walking

Human daily activities can be divided into three loading categories: moderate loading such as
walking; high loading such as ascending and descending stairs; and thirdly, high flexion
activities such as sit to stand or stand to sit, and squatting. However, walking is most common
daily activity undertaken by humans (Mündermann et al., 2008c).
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Walking is considered to be a repetitive lower limb motion following an approximated pattern
which starts from one initial contact to the following initial contact for the same side (0% 100%). A complete gait cycle is divided into two phases: stance phase (approximately 60% of
the gait cycle) when the foot is in contact with the floor, swing phase (approximately 40% of the
gait cycle) when the foot is swinging through the air (Perry, 1992). Furthermore, each phase has
sub phases such as first double limb support (1DS), single limb support, which includes early
stance (IS), mid stance (MS), and late stance (LS); and second limb support (2DS) in stance
phase. Early swing, mid swing, and late swing occur during swing phase (Baker, 2013) (Figure
1.4) (Meng, 2012).

During the first double limb support (0-10% of the gait cycle), the lower limb rapidly holds the
body mass by hip flexion, knee flexion and a neutral ankle position to allow shock absorption
during that phase. During the single limb support (10-50% of the gait cycle), the body mass is
progressed forward by hip extension and knee extension with the ankle in a dorsiflexed position.
In the second double limb support (50-60% of the gait cycle), the body weight starts to be
transferred to the opposite side by hip flexion, knee flexion, and ankle plantarflexion. After that,
in the early swing phase (60-75%) the body weight is already transferred to opposite side as the
hip and knee reach maximum flexion, while the ankle is still in plantarflexion. In the mid swing
(75%- 85% of the gait cycle), the tibia starts to be vertical when knee is extended and ankle joint
is moved to a neutral position, while the hip stays flexed. Finally, in the late stance (85%-100%
of the gait cycle) hip, knee and ankle joints start to return to the first limb support phase again
(Baker, 2013, Perry, 1992).
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Figure 1.4: Typical gait cycle for healthy knee individuals during walking (Meng, 2012).

1.7.2 Stair climbing

Ascending and descending stairs are important daily activities and one of the main challenges for
the elderly population; primarily due to muscle weakness and a high risk of falling (Williamson
and Fried, 1996). This could be due to a reduction in the torque and power in lower limb because
of muscle weakness, biomechanical changes, and neuromuscular adaptation. Older individuals
therefore try to adapt their gait by walking slowly with shorter steps and high cadence compared
to young individuals (DeVita and Hortobagyi, 2000). Furthermore, some individuals try to
ascend and descend stairs by a stepping climb pattern (step over step) instead of the normal
climb pattern (step by step) due to pain even though this gait pattern requires high energy
consumption (Shiomi, 1994).

In a similar way to walking, ascending and ascending has two phases: stance and swing (Novak
et al., 2010). During an ascending cycle (AC), stance phase (65% ±4% of the gait cycle) has
three sub-phases (Figure 1.5):
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Weight acceptance (0-17% of the gait cycle), during this phase the ankle reaches
maximum dorsiflexion while the hip and knee in flexion position to controlling pelvic
drop and shifting the body into an optimal position to be pulled up.



A pull-up or vertical thrust phase (vertical centre of mass displacement) which occupies
17-37% of the stair gait cycle. In this phase, hip and knee extensor muscles along with
the plantar flexors are working to pull the body mass against the gravity to full support on
the next step.



The forward continuance phase (37-65%), when ascent of a step has been completed and
progression continues by the firing of hip and knee extensors muscles.

The swing phase is subdivided into two sub-phases:



Foot clearance (65%- 82%), when the leg is raised to clear of the intermediate step by hip
and knee flexion and ankle dorsiflexion.



The foot placement phase (82-100% of the gait cycle), when the swing leg is positioned
for foot placement on the next step (McFadyen and Winter, 1988, Zachazewski et al.,
1993).

The stance phase of a descending cycle (DC), which occupies 68% ± 2% of gait cycle, is divided
into three sub-phases: weight acceptance (0-14%) when ankle starts the gait cycle with
plantarflexion to descend; forward continuance (14-34%) when the ankle moves in dorsiflexion
position to start of single limb support, forward body movement and controlled lowering (3468% of gait cycle) when the body’s mass is lowered onto the support limb by eccentric
contraction of the knee extensor muscles. The swing phase has two sub-phases: leg pull through
(68-84% of the gait cycle) the swing limb is pulled forward by ankle plantarflexion; the foot
placement phase (84-100% of the gait cycle) (McFadyen and Winter, 1988, Zachazewski et al.,
1993).

Ascending movements demand more energy consumption for healthy individuals than
descending because the hip and knee angles and joint moments are higher during AC than DC.
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However, ankle dorsiflexion and plantarflexion is higher during DC than AC (Protopapadaki et
al., 2007). Mean maximum knee flexion has been shown to be 98.6 degrees during AC, 90.3
degrees during DC and 64.6 degrees during walking (Jevsevar et al., 1993). Evidence shows that
the external knee flexion moment during AC is 2.7 times more than when walking, whilst hip
flexion moments are1.5 times more than walking (Andriacch et al., 1980). Moreover, the knee
joint keeps in abduction in the stance phase of AC and DC which means that ground reaction
force (GRF) always passes medially to the knee joint during stance phase (Kowalk et al., 1996).
Yu et al. (1997b) also found that the knee varus during stair climbing is higher than walking,
while knee valgus is close to that demonstrated during walking activities.

Figure 1.5: Ascending and descending gait cycles (Novak et al., 2010).

1.8. Gait in individuals with medial compartment knee OA
Individuals with medial compartment knee OA demonstrate many adaptive gait patterns
compared to the control (healthy) population. These gait alterations are mainly related to pain
levels and the severity of OA present, and are also due to muscle weakness which consequently
leads to reduced knee and hip ranges of motion (Hurwitz et al., 2000). As the human body
systems are working relative to each other, the joints cannot work separately and as such any
deformity in one joint could impact on others directly or indirectly. Even though, individuals
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with medial compartment knee OA complain mainly about knee problems, other joints such as
the hip could be severely affected by the application of increasing load on them which could
develop hip OA in the future (Valente et al., 2013).

1.8.1 Temporal-spatial parameters

As the speed of walking mainly affects the vertical ground reaction force magnitude (Andriacchi
et al., 1977), individuals with knee OA adapt their speed depending on the severity of the disease
(Zeni Jr et al., 2009). For example, individuals with a K-L3 classification will walk slower than
those with K-L2 (Thorp et al., 2006). Besides that, individuals with knee OA mainly have a high
cadence, shorter stride length with higher stance phase percentage and double limb support
compared to a healthy non-OA older population (Al-Zahrani and Bakheit, 2002) in order to
reduce pain by a rapid dynamic load transfer from affected side to the unaffected side (Baliunas
et al., 2002, Takacs et al., 2012). During stair climbing, individuals with medial compartment
knee OA have similar characteristics as of walking, but some differences are found between
ascending and descending the velocity is slower in AC compared to DC because the movement
is against the gravity, while the step width is more in DC compared with AC to provide balance
during DC. In addition, the time taken during double limb support is longer in AC to add
stability by means of muscle concentric contraction, while the swing phase is longer in DC to
control the body mass and control downward acceleration (Hicks-Little et al., 2012).

1.8.2 Kinematics

Medial compartment knee OA impacts on the hip, knee, and ankle joints in the sagittal and
frontal planes, but sagittal plane motion is more affected (Al-Zahrani and Bakheit, 2002).
Individuals with medial compartment knee OA were shown to have lower knee flexion values
than a control group during walking both quickly or slowly (Landry et al., 2007), and walk with
six degrees less knee ROM than normal groups (54±7 vs. 60±4) (Kaufman et al., 2001). At IC,
individuals with knee OA start with a more extended knee joint (1.8-5.3 degrees) (Mündermann
et al., 2008a). This flexion limitation depends on knee OA severity (Astephen et al., 2008a).
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During ascending, individuals with knee OA show less knee flexion than their healthy
counterparts (Hicks-Little et al., 2011). Evidence has shown that individuals with knee OA climb
stairs with less knee range of motion and knee flexion angle (62 and 80 degrees, respectively)
than a control group (74 and 130 degrees respectively) (Walker et al., 2001). In stance phase, the
results show that the peak of knee flexion angle during ascending is earlier for healthy
individuals and individuals with knee OA (19±7 and 32±23% of the gait cycle time,
respectively) than descending (51±6 and 54±4% of the gait cycle time respectively).
Furthermore, individuals with knee OA have a delay in knee flexion compared to healthy
individuals during stair climbing (Kaufman et al., 2001).

Furthermore, Mündermann et al. (2005) found no difference between hip ROM between
individuals with medial knee OA and healthy individuals during walking. Also, Hicks-Little et
al. (2011) found that there was no significant difference in hip range of motion between
individuals with knee OA and a control group during ascending, but the individuals with knee
OA show a delay in reaching peak hip flexion.

Trunk and pelvic ranges of motion are also affected by OA. Alterations such as increased
anterior pelvic tilt (Linley et al., 2010) and lateral trunk bending towards the swing side have
been reported. Amongst unilateral medial compartment knee OA subjects, trunk bending has
been shown to be 3.7±0.9 degrees when the involved limb is loaded and 3.3± 1.4 degrees for the
non-involved limb more than the control group (Tanaka et al., 2008), which consequently leads
to asymmetry in their gait. With regards to the ankle joint, Ko et al. (2010) found that individuals
with symptomatic knee OA have a higher ankle range of motion in the sagittal plane than healthy
individuals, which can be explained as a compensatory gait due to decrease knee range of motion
during walking.

In the frontal plane, individuals with knee OA walk with a greater degree of knee varus during
stance phase due to a narrow medial joint space, while the lateral part of knee is open and also
walk with a relatively high valgus knee angle during swing phase which could be due to internal
rotation of the limb during swing phase (Gök et al., 2002). During descending, they walk with a
greater knee varus angle than a control group; however, there is no significant difference in the
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ankle abduction angle between both groups. A delay in achieving maximum ankle ROM within
individuals with medial knee OA is noticed compared to a control group. In addition, individuals
with knee OA start ascending with high hip abduction angles and less hip adduction angles
(Hicks-Little et al., 2011).

1.8.3 Kinetics

The load transmitted through the knee joint has a role in the development and progression of
knee OA. It has suggested that increasing the load on the joint leads to an increase in cartilage
breakdown and joint alignment deformity (Arokoski et al., 2000). Therefore, it is important to
understand any kinetics changes at the knee and try to alleviate these.

1.8.3.1 Sagittal plane

During level walking, individuals with severe knee OA have a lower internal hip flexion moment
in early stance, but a higher internal flexion moment in mid stance than individuals with
moderate knee OA. In addition, individuals with severe knee OA have lower external hip
extension and ankle dorsiflexion in the late stance during level walking than moderate knee OA
groups (Astephen et al., 2008b). With regards to knee joint moments, reduced external knee
flexion and extension moments during stance phase are commonly reported as this type of gait is
adopted to reduce knee pain (Landry et al., 2007).

However, it has suggested that during stair climbing the net of external knee flexion moment is
higher compared to walking on level (7.5 and 4% body weight into height respectively) (Nagura
et al. (2002). Furthermore, Kaufman et al., (2001) found that external knee extension moment is
higher during descending which mainly increase knee pain and makes the descending task more
demanding and a harder activity compared to the ascending for individuals with knee OA.
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1.8.3.2 Frontal plane

The most important variable in the frontal plane in medial compartment knee OA is the external
knee adduction moment (EKAM) or knee varus moment which is the result of the ground
reaction force (GRF) and its distance from the knee joint centre (Hurwitz et al., 2002) passing
medially during dynamic loading. It is expressed in units of percentage of the body weight and
height (%Bw-Ht.) or Newton metres per kilogram (Nm/kg) (Andriacchi, 1994).

When knee varus is increased, the knee will rotate externally more (Mills and Hull, 1991) which
consequently leads to an increase in the lever arm distance between the GRF and the knee centre
by shifting the knee joint centre more laterally and centre of pressure more medially (Haim et al.,
2008). The EKAM has two peaks and a trough: The first peak is a sharp one after initial contact
during early stance phase, while the second one is in the late stance phase (Figure 6). The first
peak is affected by the amount of knee varus, joint space narrowing, OA severity, and
progression level, while the second one is more correlated to the amount of toe out and pain
levels. So, the first peak is more important to distinguish between different severity levels of
knee osteoarthritis groups (Sasaki and Neptune, 2010); where, individuals with severe knee OA
have a higher first external knee adduction peak than less severe and the less severe group has
lower second peak than a control group.

The knee adduction angular impulse (KAAI) is the area under the knee adduction moment curve
(Figure 1.6) (Thorp et al., 2006). Therefore, it measures the loading throughout the duration of
EKAM, and it is considered more sensitive than EKAM to distinguish between mild and
moderate knee osteoarthritis. Also, it is suggested that high KAAI is associated with greater bone
marrow lesions and cartilage degeneration (Bennell et al., 2011b). Both peaks of KAAI are
affected by walking speed, while slow speed is correlated with high KAAI. Also, the two peaks
of EKAM are affected by speed (Kean et al., 2012); however, the trough part of EKAM curve is
less affected by speed (van der Esch et al., 2011). Therefore, one should control speed by using a
metronome, for example, to eliminate speed effects on EKAM value when any conventional
treatments such as orthoses are evaluated in a gait laboratory.
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Figure 1.6: KAAI which is the highlighted area under the graph (Thorp et al., 2006).

Individuals with medial knee OA show a higher peak EKAM and knee adduction angular
impulse (KAAI) than healthy individuals during walking (Landry et al., 2007, Linley et al.,
2010) (Figure 1.7). Moreover, the peak EKAM is higher during ascending and descending than
walking, but during descending the EKAM peak is the highest (Guo et al., 2007). Also,
symptomatic and asymptomatic individuals with knee OA do not have similar EKAM peaks; for
instance, Kean et al. (2012) stated that symptomatic individuals with knee OA have a higher
impulsive EKAM than asymptomatic group. The first peak is high for a symptomatic group only;
while the second one is high for symptomatic and asymptomatic, but normally the first one is
higher than second one.
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Figure 1.7: EKAM has 2 peaks and it is higher for OA group more than control group (Linley et
al., 2010).

Previous studies have shown that when the EKAM increases, the joint space becomes narrower
(Miyazaki et al., 2002), stress or load on medial knee cartilage increases (Nicholas et al., 2010),
and also bone density under medial plateau increases (Thomas et al., 2000). The anterior cruciate
ligament (ACL) will also be affected by an increasing EKAM and an increased risk of ACL
tears, ligament laxity and joint instability also can result (Noyes et al., 1992). Progression of
knee OA has been shown to increase in individuals with a high EKAM level, as with a 1%
increment in EKAM, the risk of OA progression is six-fold (Andriacchi, 1994). Moreover, a 1%
EKAM increment leads to 0.63 mm loss in the joint space (Sharma et al., 2004). Therefore, the
reduction of EKAM is the primary aim of all interventions by reducing the distance between the
centre of pressure (CP) and the centre of knee (Haim et al., 2008). It is suggested that 1 mm
displacement of COP laterally can lessen the EKAM by 2% and the load on the knee joint by 1%
(Shelburne, et al., 2008). In summary, the EKAM evaluates the load on medial compartment
(Thorp et al., 2006), disease progression (Miyazaki et al., 2002), and severity of knee
osteoarthritis (Mündermann et al., 2004); and also predicts the severity of pain (Hurwitz et al.,
2000), and it is the primary outcome variable of choice in knee intervention studies.
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Another variation that could be associated with OA is a high external hip abduction moment and
a reduced hip external adduction moment compared to a control group (Figure 1.8). After initial
contact, individuals with knee OA have a higher external hip abduction moment (93.3% more
than control groups) due to a high hip adductor force to control pelvic drop during single limb
support. Low first and second peaks of external hip adduction moment are more commonly seen
among individuals with medial compartment knee OA than healthy individuals, and more severe
knee OA produces a lower external hip adduction moment than less severe disease
(Mündermann et al., 2005).

Figure 1.8: Hip adduction and abduction moment for knee OA and control individuals
(Mündermann et al., 2005).

1.9. Gait adaptation strategies to reduce EKAM
Due to pain and a higher EKAM, an individual with medial knee OA will try to adapt their gait
to reduce the knee load. These adaptations can be characterised by lateral trunk bending, slow
walking speeds and toe out and toe in walking.
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1.9.1 Lateral trunk bending

It has been demonstrated that pelvic drop increases EKAMs significantly along with OA
progression (Zeni and Higginson 2009). It increases the EKAM by shifting the knee load more
medially toward the swinging limb (Valente et al., 2013). Also, it has suggested that a pelvic
drop increases the load on the knee and hip joints by 18.3% and 19.4% respectively (Valente et
al., 2013). To compensate for this, a high hip external abduction moment (lateral bending) will
be necessary as a gait strategy to support the pelvis and to reduce the EKAM. Mündermann et al.
(2008a) evaluated the effects of lateral bending within a healthy group of older people, and
demonstrated that lateral bending reduced hip and knee adduction moments by 57% and 56%
respectively, but increased hip and knee abduction moments during walking which suggested
that this gait pattern could be helpful for individuals with medial compartment knee OA.
However, lateral bending (a waddling gait) may increase pain in the lumbar region during
walking (Toriyama et al., 2011, Valente et al., 2013), and increase low back pain (Gombatto et
al., 2007, Mcneill et al., 1980). Furthermore, it increases disability and functional impairment for
individuals over time (Simmonds et al., 1996) which suggests that it may increase the risk of
developing hip OA in the future by increasing the load on the hip (Mündermann et al., 2005,
Toriyama et al., 2011).

1.9.2 Reducing speed

Zeni et al. (2009) suggested that speed of walking could be correlated to OA severity; individuals
with more severe knee OA walk slower than less severe individuals. Slow walking speed could
be a strategy to reduce pain, reduce knee flexion during walking, and then reduce the need for
the quadriceps muscles to control this movement; thus, reducing the knee loads (Zeni et al.,
2009, Zeni et al., 2011). Individuals with less severe knee OA demonstrated a greater EKAM
reduction with a slower gait speed compared to those with severe knee OA. The difference noted
was thought to be due to the existence of a high EKAM and varus angle alignment within
individuals with severe knee OA which a slower speed cannot reduce extensively (Mündermann
et al., 2004).
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However, it is worthy to mention that walking slowly can reduce knee load but does not reduce
the exposure time of load because walking slowly increases KAAI (Robbins and Maly, 2009).
However, walking with a slower speed and shortened stride length is thought to reduce the
EKAM (Mündermann et al., 2004).

1.9.3 Toe-out/toe-in walking

A toe-out gait (for example with the foot externally rotated more than seven degrees) can reduce
the second peak of EKAM raised to 40 % during walking (Guo et al., 2007, Hurwitz et al., 2002)
(figure 1.9a). This may be achieved by shifting the COP laterally and reducing the applied
moment distance from the COP to the knee centre and thus reducing the EKAM (Jenkyna et al.,
2008). However, no change in first peak value was seen in either of the studies.

During ascending, toe out walking increases the first peak, while second peak decreases by 11%
(Figure 1.9b). Nevertheless, no significant differences have been shown between these
parameters during descending (figure 1.9c) (Guo et al., 2007).
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Figure 1.9: The effects of toe-out gait during walking (a), stair ascent (b), and descent (c) Thick
black line: increased foot progression angle (toe out), Thin grey line: self-selected foot
progression angle (Guo et al., 2007).
However, evidence suggests that a toe-out gait reduces pain (Sasaki et al., 2010), but it also
increases knee flexion during walking especially at 10% of gait cycle, and the tension on the
quadriceps muscles and the load on patellofemoral joint will increase to control flexion (Jenkyn
et al., 2008). As a result, Walter et al. (2010) stated that when an individual increases the external
knee flexion moment it may increase load and compression on the knee joint; therefore toe-out
walking may not be suitable for individuals with knee OA: even though it can reduce the second
peak of EKAM, but it could increase pain during walking as a knee load is increased.

In contrast, toe-in walking (average five degrees) shows a reduction in the first peak of EKAM
by 13% and does not increase the external knee flexion moment for individuals with OA during
walking and does not affect trunk lateral bending or the tibia angle (Shull et al. 2013). Toe out
walking is accomplished by internal rotation of the forefoot and heel lateral rotation which is
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able to shift the knee center of pressure laterally and the knee center of joint more medially
(Shull et al. 2013). Due to the fact that reducing the first peak is considered more important than
reducing the second one, it is recommended as a non-surgical treatment rather than toe-out
walking.

1.10. Osteoarthritis treatments
Many treatments have been developed for individuals with medial compartment knee OA.
Generally, all the treatments aim to reduce pain, symptoms, reduce progression of joint damage,
improve activity, and the functional level for knee OA. Therefore, different treatment options are
available to the individual depending on disease severity, pain intensity, their degree of activity
level impairment, and other knee OA symptoms such as effusion or inflammation. The
rehabilitation strategy for medial knee OA consists of surgical interventions, pharmacological
treatments, and conservative non- pharmacology treatments (Jordan et al., 2003).

1.10.1 Surgical intervention

Surgical treatment can be by arthroscopy, osteotomy, and arthroplasty surgery. Invasive
treatment (arthroscopy) is used when the medical treatment cannot manage the knee joint
inflammation. During this procedure, a small needle passes inside the knee joint to remove
cartilage and inflammatory debris. This intervention is widely used nowadays because it has a
lower risk factor than other surgical interventions (National Collaborating Centre for Chronic
Conditions, 2008), and improves the Western Ontario and McMaster Universities Osteoarthritis
Index (WOMAC), which scores within a range between 0 to 2400 points (a high score indicates
more severe symptoms). For instance, two years after surgery WOMAC is improved by 874±624
points compared to control group 897±583 points (Kirkley et al. 2008).

Surgery involving a high tibial osteotomy is another intervention used to correct the knee joint
malalignmet deformity and for pain relief. During this surgery a wedge of bone is removed from
the non-healthy side of the tibia to redistribute the body weight over both tibial condyles
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(Benjamin and Trickey, 1969). This intervention is suitable for individuals in middle-age with
medial knee OA who have a good knee range of motion without ligament instability.
Furthermore, the aims of this surgery are to reduce pain by reducing the load on the medial side
and delay OA progression, and also to delay the time before total knee replacement is necessary
(Wright et al., 2005). In a study by Billings et al. (2000), 43 individuals with medial knee OA
had good to excellent clinical outcomes after this surgery after an average of 8.5 years postsurgery, while 21 of these individuals had a total knee replacement after this surgery at an
average of 65 months. This result could be explained by Prodromos et al. (1985) whose study
which found that an individual with a high EKAM pre-surgery had a lower clinical outcome than
one with a low EKAM pre-surgery.

Arthroplasty (total joint replacement or partial compartment replacement) is the last and the only
solution when other interventions cannot manage the knee OA progression, where pain is
intolerable, presents at rest and night which limits the activity level of medial OA individuals
(Dreinhöfer et al., 2006). Moreover, when an individual’s activity level is impaired such that the
individual with medial knee OA cannot climb stairs, walk for six metres to one km, and
complains of pain during activity and rest, surgery will be indicated (Swift, 2012). In the UK,
around 120,000 knee joint replacement operations are conducted annually (National
Collaborating Centre for Chronic Conditions, 2008). Before deciding to perform joint
replacement surgery, it is extremely important to know the factors which are related to the
outcome after surgery such as the patient’s age as well as their fitness levels to be able to tolerate
post-surgery risk; thus, it is not recommended for very old individuals (Chang et al., 2010). Also,
obese individuals have a poor outcome after surgery compared to those with a normal weight due
to the high risk of artificial joint dislocation (Swift, 2012), and with a high risk of post-surgery
infection and skin ulcers (Järvenpää et al., 2010). As there are major risks associated with
surgery, surgery is the last resort and other options should be considered first.

30

1.10.2 Pharmacology treatments

Pharmacology treatments normally include analgesic, non-steroidal anti-inflammatory drugs
(NSAIDs), or corticosteroid injections. Analgesics are routinely used as a first choice in knee OA
treatment such as Acetaminophen which is able to reduce pain for individuals with mild knee
OA over six months, but it is less effective for more severe pain. Diclofenac and Misoprostol are
more effective for severe pain, but have more adverse events than Acetaminophen (Pincus et al.,
2001).

NSAIDs are the most commonly prescribed drugs for long term use (Brater, 1988). It has been
shown that 8.6% of the Dutch community uses it regularly and 17% of them use NSAIDs for the
long term (Leufkens et al., 1990). However, there are side effects experienced from using these
drugs. According to British Community on the Safety of Medicines, 25% of reported side effect
drugs were due to NSAIDs such as Piroxicam, Naproxen, and Ibuprofen (Update, 1986). The
side effects of these drugs are high toxicity; for instance, Indomethacin is three times more toxic
than Ibuprofen with high risk of peptic ulcer development (Griffin et al., 1991), gastrointestinal
bleeding and balance impairment after a long term use (Richy et al., 2004). However, whilst
these treatments reduce pain in the individual, there are increase in bone degeneration and OA
progression. The annual bone loss for patients who are using NSAIDs was calculated to be 3.4%
by Reid et al., (1986). Individuals who ingest NSAIDs enables them to walk with no gait
adaptations due to pain and therefore an excessive load on affected joint occurs without pain
being felt which consequently leads to increase cartilage and bone degeneration (Richmond et
al., 2009). The one aspect of these treatments is that they are only dealing with the clinical pain
symptoms and whilst of utmost importance, OA is a mechanical condition, so conservative
strategies targeting pain without the complication of toxicity are attractive treatments with
additional mechanical benefits. However, using NSAIDs reduces pain, but they increase the knee
load and knee OA progression (Schnitzer et al., 1993)
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1.10.3 Conservative non-pharmacology treatments

Non-pharmacology treatments are mainly recommended for individuals with less severe knee
OA to improve their quality of life, reduce pain during daily activities, and delay surgery time.
These types of treatments generally include changing their lifestyle, reducing activities which
increase knee loading, performing targeted exercises, and using suitable shoes and orthoses.

1.10.3.1 Education

It is very important to inform individuals with knee OA about their health, how to manage it, and
how to adapt their lifestyle according to their health level. Such information includes the
advantages of losing weight particularly if their body mass index > 25 as it is a totally essential
recommendation and the first step in a rehabilitation program. Other recommendations are to
avoid excessive load activity and replace it with walking and low-impact aerobic fitness
exercises to avoid joint stiffness or muscles contraction (Richmond et al., 2009).

1.10.3.2 Physical therapy and Exercise

Exercise therapy has been shown to have a significant effect by reducing pain and improving the
activity levels for individuals with knee OA after three months follow up assessment (Angst et
al., 2001). The evidence shows that exercises may reduce OA progression (Slemenda et al.,
1997, Manninen et al., 2001), and may delay the requirement for total knee replacement for
individuals with severe knee OA for both men and women (Manninen et al., 2001). Different
exercises can be used for knee OA, but these rehabilitation programs have to be without
tensional load on the knee joint, contain low impact activities such as walking, swimming, and
avoid excessive load exercise such as weight lifting and running because these increase the load
on the knee joint and OA progression (Richmond et al., 2009).
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Muscle strengthening exercises aim to improve the kinematics and kinetics of the knee joint
(Bashaw and Tingstad, 2005), and have been shown to decrease OA symptoms such as pain and
improve quality of life for knee OA by 42% (Bennell et al., 2005). Exercise can be active or
passive such as mobilization, soft tissue massage, stretching, manipulation, passive movements
to the joints and soft tissues to prevent joint contortion or muscles atrophy (National
Collaborating Centre for Chronic Conditions, 2008). Muscle strengthening has been shown to
provide pain improvement after three weeks of treatment by 73% (Hinman et al., 2003).
However, this improvement increases the walking speed in the individuals and increases the
overall load on the knee joint; and thus, increases the EKAM (Hunt et al., 2010). Thorstensson et
al. (2007) also supports this result as a quadriceps strengthening does not reduce EKAM
significantly after eight weeks for individuals with mild and moderate knee OA, and similarly for
individuals with severe knee OA after 12 weeks of therapy (King et al., 2008). Likewise, hip
muscle strengthening can improve activity levels and reduce pain during daily activity after 12
weeks, but does not significantly alter EKAM values (Bennell et al., 2010). Therefore, whilst
exercise addresses the clinical and functional impairments associated with medial knee OA, the
mechanical element is still not improved and needs addressing.

1.10.3.3 Footwear and Orthoses

Many different footwear and orthoses (assistive external device) have been designed with the
aim to reduce the mechanical load on the knee joint and thus improve clinical symptoms. These
assistive devices can be footwear, laterally-wedged insoles, unloader knee valgus braces, and
knee-ankle-foot orthoses. Each one has a specific function with the aim to reduce EKAM
(Miyazaki et al., 2002) and each will be discussed hereafter.

i.

Footwear

The type of shoe which the individual with knee OA uses has to be evaluated carefully because
footwear has been shown to have different effects on the EKAM. High heeled shoes should be
avoided, as it is suggested that (1.5 inch) heel high is able to increase the second peak of EKAM
by 9-14%, and thereby increase knee load particularly with women. However, no significant
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changes have been seen in the first peak of the EKAM (Kerrigan et al., 2005). Shoes with a six
cm heel height with a narrow heel could increase both peak values of EKAM significantly by
18.7% and 19.2% respectively and increase medial knee compression force by 23% compared to
barefoot walking (Kerrigan et al., 1998). One shoe which has been designed to reduce this
parameter is the mobility shoe (Shakoor et al., 2008) which has been shown to reduce both
EKAM and KAAI values by 8% and 6% respectively compared to an individual's own shoe, and
also increase walking speed and decrease cadence compared to a barefoot condition. This shoe is
lightweight, flexible, has a single thin insole, and a heel height of 1-1.5 cm with grooves inserted
at the main flexion point of the foot (Shakoor et al., 2008).

A second shoe has been developed called the variable stiffness shoe which has shown to produce
improvement in knee pain and function according to the WOMAC scale after one year of use.
This shoe design has 1.3-1.5 more lateral sole stiffness than on the medial side and has been
shown to be more suitable for individuals with mild knee OA than those with more severe knee
OA (Erhart‐Hledik et al., 2012). It also has been shown to reduce the EKAM after six months of
use by up to 4.7% compared to normal high street footwear (Erhart et al., 2010), and to reduce
the average of EKAM between 2.4% and 6.2% compared to control shoe after short term use
(Erhart et al., 2008).

The Gel Melbourne OA shoe is also used for medial knee OA group as a footwear intervention.
This modified shoe incorporates a lateral wedge (four to six degrees) with a variable stiffness
sole (the lateral midsole is stiffer than the medial midsole and extends to more than two thirds of
shoe length. This shoe also produces a significant reduction in EKAM values (mean 7.9 ± 8.9%,
4.7±5.4%, 3.5 ±8.2% for knee OA, healthy overweight group, and healthy weight (control)
group, respectively); and KAAI (mean 8.7±11.2%, 7.3±5.6%, 7.8±6.6% for knee OA,
overweight, and control group, respectively) (Bennell et al. 2013).
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ii.

Lateral wedge insoles

Different lateral wedge insoles have been developed which are an attractive, simple and
inexpensive treatment. The insoles can be just a heel wedge which fits the heel part only or it can
be a full length insole (Figure 1.10 a, b). The lateral wedge started to be used as a conservative
interventions for individuals with medial OA in the late 1980s (Sasaki and Yasuda, 1987). The
main function of the lateral wedge is reducing the external adduction moment (varus moment),
thereby reducing load on medial compartment of the knee with the aim of improving the pain
level and improve the quality of life (Bennell et al., 2007, Koca et al., 2009, Skou et al., 2013). A
lateral wedge insole reduces the first EKAM peak by applying an abduction moment (valgus
moment) by shifting the COP laterally and centre of the knee joint more medially; and thus the
EKAM is reduced (Kakihana et al., 2005).

Figure 1.10: (a) full length insole, (b) a heel wedge.

Lateral wedge insoles reduce EKAM by 4-12% for 1 and 2 K-L grade and insignificantly change
in EKAM by 3-5% for 3 and 4 K-L grade; therefore, they are recommended for individuals with
mild to moderate medial knee OA rather than severe knee OA (Shimada et al., 2005). The full
length insole shows best results by reducing EKAM values by 12 % more than a heel wedge and
has been shown to be more comfortable because it has a longer lever arm than a heel wedge
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(Hinman et al., 2008) and it is able to shift COP laterally by up to five mm (Shelburne et al.,
2008). Also a full length lateral wedge characteristic is different depending on type of materials
the insole made of, such as cork, silicon, or soft foam. In addition, different wedge inclinations
have different effects. For instance, the amount of lateral wedge inclination normally ranges
between five degrees (3mm) and ten degrees (6mm). Increased inclination leads to more
significant effects on EKAM values, but is less comfortable to be used for a long time. Most
insole users have found that a five degrees lateral wedge is more comfortable than a ten degrees
one (Kerrigan et al., 2002). It is also recommended that subjects use a laterally-wedged insole for
between five to ten hours daily to get the best benefit (Toda et al., 2005).

Many studies investigating the effect of laterally-wedged insoles have been conducted during
walking activities, but only one study has been conducted on stairs. In this study the lateral
wedge insole demonstrated a significant reduction for first peak of EKAM during ascending
(0.37±0.02 Nm/Kg) and descending (0.33±0.05 Nm/Kg) and also reduced the KAAI
(Alshawabka et al., 2014).

Using a lateral wedge insole not only reduces the EKAM, but also enhances knee OA clinical
symptoms such as pain and activity level (Jones et al. 2013, Arazpour et al., 2013, Bennell et al.,
2007, Bennell et al., 2011a). For instance, a study by Baker at al. (2007) demonstrated that pain
scores can be reduced by 13.8 points on a visual analog scale (VAS) scale which is considered
clinically insignificant. However, Parkes et al. (2013) found that using a lateral wedge can only
reduce pain by 2.12 points out of 20 using the WOMAC scale when compared to a neutral
insole.

One of drawbacks of using lateral wedge insoles is even though they are a cheaper intervention
and more acceptable to use, it has been shown that the decrease in EKAM values was
insignificant for severe medial knee OA (Shimada et al., 2006). Also, using lateral wedge insoles
increases the external subtalar eversion (subtalar valgus degree) during walking (Abdallah and
Radwan, 2011, Kakihana et al., 2004, Pinto et al., 2008), and during stair climbing also
(Alshawabka et al., 2014). Also, there is a non-responder group (20%) whose EKAM increased
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with lateral wedge insole due to high eversion angles which are increased by using lateral wedge
insole (Jones et al. 2014).

iii.

Knee valgus brace (Unloader)

A knee valgus brace (or unloader brace) is designed to apply an external abduction moment
through a three point pressure system and transfer the knee load from the affected side to the
unaffected side (Richards et al., 2005, Stamenović et al., 2008 ) (Figure 1.11). The main
difference between the knee valgus brace and other conservative treatments such as lateral
wedge insoles is that a brace applies a valgus force directly on the knee joint to reduce the varus
moment (Draper et al., 2000). One study, has shown that using an insole with five degrees of
inclination reduced both the EKAM and KAAI (12%, 16.1%, respectively) more than knee
valgus brace with six degrees of valgus (7%, 8.6%, respectively) during walking for individuals
with medial knee OA, and the knee valgus brace was less acceptable to individuals with medial
knee OA than an insole (Jones et al., 2013) with the duration of wear being much less. In
contrast, a knee valgus brace (with between two to nine degrees of valgus correction has been
shown to reduce the first (2.98±1.05, 2.82±0.97 respectively) and second peak (2.78±1.01,
2.61±0.94) of EKAM better than an insole with a three to nine mm inclination for individuals
with medial knee OA(Moyer et al., (2013).

The knee valgus brace has been proven to have some biomechanical benefit for individuals with
medial OA such as reducing EKAM, pain and improving activity levels (Draper et al., 2000,
Ramsey et al., 2007, Richards et al., 2005, Self et al., 2000). EKAM values have been shown to
improve between 5.5% up to 33% (Deie et al., 2013, Fantini Pagani et al., 2010b, Lindenfeld et
al., 1997, Self et al., 2000).
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Figure 1.11: The three-point pressure system applied by knee unloader braces (Stamenović et al.,
2008).
Knee valgus braces have also been used to evaluate the knee load for healthy participants where
a reduction in EKAM raised to 18% was found compared to a no brace condition (Fantini Pagani
et al., 2010b). Knee braces with a valgus correction angle of 4 and 8 degrees using an off-theshelf (OTS) type have also been shown to significantly reduce EKAM by 18%, 21%
respectively, and KAAI values by 14% and 18% respectively during walking (Fantini Pagani et
al. 2012). Also, walking with the knee valgus brace in four degrees of correction reduced KAAI
and EKAM values by 29% and 25% during walking, while these parameters were only reduced
by just 15% and 12.5% respectively when using a flexible knee brace for individuals with knee
OA (Fantini Pagani et al., 2010a).

Arazpour et al. (2013) in their study of a bespoke knee valgus brace showed that wearing a knee
valgus brace reduced the knee adduction angle and increased the knee ROM in sagittal plane
significantly, but that improvement in knee ROM was still three degrees less than that produced
by an insole (46 degrees vs. 49 degrees respectively). In contrast, total knee ROM can be
reduced significantly due to reducing knee flexion during swing phase compared to baseline
(55±9.3 and 60.1±8.8 degrees, respectively), and prevented full extension at late swing (Fantini
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Pagani et al. 2012) which might be due to the weight of brace. Knee valgus braces have been
shown to reduce knee flexion angles by up to 10.5 degrees and knee adduction angles up to six
degrees during walking (Taghi Karimi et al., 2012). Also, no significant changes were noted in
knee ROM after using a knee valgus brace for three months during walking and stair climbing
(Al-Zahrani, 2014).

Besides the positive biomechanical benefits, using a knee valgus brace has also shown clinical
benefits such as reduce knee load and pain with improved activity levels for individuals with
medial knee OA (Draper et al., 2000, Richards et al., 2005, Shelburne et al., 2009). It has also
been suggested that a knee valgus brace is more effective in improving activity levels (walking
distance according to Lequesne scale) and pain than an insole; in particular for moderate to
severe individuals (Sattari et al., 2011). For example, using a knee valgus brace for individuals
with medial knee OA (K-L3) reduced pain by 48% on a VAS scale and improved activity levels
by 79% based on the Cincinnati knee rating system compared to healthy individuals (Lindenfeld
et al., 1997).

A knee valgus brace can be off-the-shelf (OTS) or custom made. The custom made brace shows
better overall results for pain reduction, activity improvement with better fitting, more comfort,
and proprioception level. The custom-made knee valgus braces also show a significant difference
in knee adduction angle reduction (1.3 degree), and EKAM is also reduced more with using
custom knee valgus brace compared to OTS during walking (the average peak EKAM was
5.9%± 2.0%, 6.6% ± 2.2% Nm/kg, respectively compared to the baseline (6.9% ± 1.9% Nm/kg)
and during one-stair stepping (average was 5.2% ± 2.5%, 6.3% ± 2.2% Nm/kg, respectively
compared to baseline (6.9% ± 2.3% Nm/kg ) (Figure 1.12) (Draganich et al., 2006). However,
there is a 50% increase in cost for a custom knee valgus brace in comparison to an off-the-shelf
device.
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Figure 1.12: EKAM after using knee valgus brace during walking (a) and stairs stepping
(b).LLL: lower limb length (Draganich et al., 2006).
During stair climbing, knee valgus braces show some advantages in the treatment of medial knee
OA. For example, the custom GII knee valgus brace has been shown to reduce the varus
deformity over a period of two months use from 185 degrees to 183 degrees during walking and
also to decrease pain during ascending and descending according to Matsuno et al., (1997).
However, using UnloaderOne knee valgus brace for three month insignificantly reduced knee
adduction angle by 9.8%, 0.7%, and 9.5% during walking, stair ascent, and stair descent
respectively compared to the shoe at baseline according to Al-Zahrani study (2014).

With regards to hip moments, a knee valgus brace has been shown to produce a reduction in the
second peak of external hip abduction moment by 7.14%. This is because the knee valgus brace
is associated with lateral pelvic tilting to reduce the knee load by shifting the load closer to the
knee centre, and producing a reduction in hip adduction angle by 2.5 degrees. However, no
changes in hip flexion and extension moment were seen during walking with UnloaderOne Ossur
knee valgus brace (Taghi Karimi et al., 2012, Toriyama et al., 2011) (Figure 1.13).
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Figure 1.13: Lateral bending toward the stance phase side is associated with using knee valgus
brace (Toriyama et al., 2011).
Further literature, in knee valgus braces such as those offering eight degrees of correction, show
significantly reduced peak ankle eversion angles (5.7 ±1.9 and 6.7 ± 2.0 degrees respectively)
and peak ankle eversion moments (0.067±0.045 and 0.074 ± 0.049 Nm/kg, respectively) during
walking compared to walking without a knee valgus brace test condition. However, no
significant changes were seen with using four degrees knee valgus brace (Fantini Pagani et al.
2012).

Contrastingly, 11 medial knee OA participants who were treated with custom knee valgus brace
reported insignificant reductions in EKAM between using four degrees and without a knee
valgus brace condition which could be due to high varus angle in participants (was up to ten
degrees) (Pollo et al., 2002). Additional studies show that after using an off-the- shelf knee
valgus brace for almost one year no significant changes were seen for EKAM, hip adduction
moment, knee flexion/extension moment, and ankle inversion/ eversion moment (Hewett et al.,
1998). Furthermore, according to a study by Al-Zahrani (2014), no significant changes in EKAM
and KAAI were found after using an UnloaderOne brace for six months during walking and stair
climbing for individuals with medial knee OA. Gaasbeek et al., (2007) in their study which
investigated the effect of OTS knee valgus braces type with an air chamber for six weeks for
individuals with medial knee OA with average 5.1 degrees of knee varus deformity shows that
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the peak value of EKAM did not reduced significantly and knee range of motion in sagittal plane
was reduced significantly due to reduce knee extension at mid-stance and mid swing phase.
These results could be due to the short length of knee valgus braces which reduces the ability to
apply enough force to correct the knee varus deformity, thereby the knee load.

Furthermore, using a knee valgus brace has some limitations such as the ability to rotate during
walking and providing a limitation in walking ability (Redford et al., 2005). It is difficult to fit
individuals with high body mass which leads them to abandon its usage due to pressure on distal
aspect of the tibia (Divine et al., 2005); also a knee valgus brace may restrict knee flexion and
reduce knee ROM (Richards et al., 2005, Jones et al., 2013). Additionally, some types of OTS
knee valgus braces have a bulky design, and are uncomfortable to use for long period because of
the tight straps around the knee joint (Stamenović et al., 2008). As a result, 20% of individuals
with medial knee OA stop using knee valgus brace after six months due to knee swelling or
possible development of a thrombosis (Giori, 2004) or after one year and half due to knee
instability (Liu et al., 1998). A total of 25% of individuals with knee OA reported continued
regular use of a knee valgus brace for two years; however, no radiological or clinical changes are
reported with ongoing usage, while the rest complain of skin irritation, discomfort, poor fit
(Squyer et al., 2013); thereby only 1% of 5,187 individuals with knee OA within five years were
recommended in a study to use knee valgus bracing (Dhawan et al., 2014).

iv.

Knee Ankle Foot Orthoses (KAFOs)

One other option is to use a Knee Ankle Foot Orthoses (KAFOs) which are another type of lower
limb above knee orthoses to control the hip, knee and ankle joints. A KAFO design mainly
consists of a thigh shell, a shank shell, and an ankle/foot section with lateral or bilateral side bars
(uprights). They also can incorporate single or bilateral orthotic knee joints with or without an
orthotic ankle joint. Many types of KAFOs have been developed, but generally KAFO can be
conventional (metal with leather) or cosmetic (plastic or carbon fibre). A conventional KAFO
design has metal or carbon fibre side members (uprights) with proximal thigh structures made
from leather with a padded inner surface mounted on a metal superstructure. Cosmetic types can
be manufactured using thermoplastic, laminated plastic, or carbon fibre for the superstructures
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which are less heavy than conventional KAFO, more cosmetically acceptable, and easier to don
and doff (Bowker, 1993).

KAFOs are routinely prescribed for neuromuscular diseases such as poliomyelitis, Gullian Barre
syndrome, and quadriplegia, osteomyelitis of the femur, genu valgum, genu varum, genu
recurvatum, femoral fractures, or Blount’s disease (Taktak and Bowker, 1995). A KAFO
manages a knee varus deformity by maintaining the tibia in a neutral position and controls the
ankle joint. The orthotic knee joint restricts adduction and abduction of the knee; usually by the
addition of corrective forces via the superstructure. One orthotic knee joint (the offset joint) can
correct a knee varus/ valgus deformity up to ±75 mm (Johnson et al., 2004), and produce a 5090% reduction in tibia varum (Whiteside, 2011). Furthermore, KAFOs with offset knee joints are
able to increase knee flexion and prevent hyper extension because the centre of movement for
the offset orthotic knee joint is located posterior to the upright which means the wearer can
achieve knee flexion with a lower flexion moment (Johnson et al., 2004). Therefore, a KAFO
can be expected to support the anatomical knee joint in all planes. Furthermore, the absence of
straps around the knee joint may be more comfortable for long term use without restricting knee
flexion unlike the knee valgus brace.

In addition, walking with a KAFO alters the knee moment in the frontal plane by applying three
point pressure to correct knee alignment deformity (Brehm et al., 2007) (Figure 1.14), which
potentially decreases load on the knee and may delay osteoarthritis progression (Hurwitz et al.,
1997). In one study, a light weight KAFO has been shown to increase speed (3%), increase knee
flexion (2.2 degrees), improve COP progression in mid-stance (1.3 mm) compared to an old
heavy weight KAFO by improving the foot and ankle rockers to give a more effective push off
for 20 polio patients (Brehm et al., 2007).
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Figure 1.14: Difference in length between a knee brace and a KAFO.

Furthermore, it has been shown that a KAFO is able to reduce lateral trunk bending by six
degrees (Hebert and Liggins, 2005). The mechanism by which a KAFO reduces lateral bending
could be explained by the fact that it can increase hip adduction, which negates the need to bend
the trunk laterally so much, because a KAFO can prevent an excessive hip abduction by means
of the higher thigh shell compared to the knee valgus brace (Figure 1.14), which is able to
support the hip joint and the hip abductor muscles (Yakimovich et al., 2006). Secondly, KAFOs
with an unlocked orthotic knee joint allow increased knee flexion during swing phase to help
avoid hip hiking or bending to make toe clearance (Yakimovich et al., 2006). Also, this type of
KAFO reduces hip bending and controls hip coronal plane motion more effectively than a locked
one (Yakimovich et al., 2006). However, it is not known whether a KAFO would benefit an
individual with medial knee OA or an individual with a varus deformity whom is likely to
develop into medial knee osteoarthritis, it is suggested that KAFO could be able to reduce knee
varus angle and EKAM.

In summary, using a lateral wedge insole is cheap, but does not change EKAM to a large amount
and there are inconsistent reductions between individuals. In addition, using a knee valgus brace
reduces EKAM better than lateral wedge in some studies, but this increases lateral trunk bending
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and reduces knee flexion during swing phase. Therefore, this study aims to evaluate the
biomechanical benefits of using a custom made KAFO in comparison to a standard shoe, wellestablished custom-made and off-the-shelf Ossur UnloaderOne knee valgus braces on knee load
in a healthy individual with a knee varus angulation. Moreover, the hip and knee range of motion
will be examined to find which intervention is more useful to improve and support the hip and
knee joints. Ankle joint data will also be examined as a secondary outcome to evaluate the effects
of a KAFO on ankle joint alignment and range of motion. The results of the study will help us to
further understand the biomechanical effects of a KAFO in a varus knee deformity and will help
to determine if a KAFO is suitable to be used for individuals with medial knee OA as a
conservative intervention in future. However, before embarking with the comparative KAFO
study, it was necessary to examine the reliability of the interlaced stairway which was used during
the KAFO study for the stair climbing condition. Therefore, Chapter two will discuss the
methodology, while Chapter three will review several studies exploring the reliability of different
stairway designs.

Therefore, the following aims and hypotheses are presented:



To determine if a KAFO is able to reduce knee load significantly.

Hypothesis: A KAFO reduces EKAM values significantly more than custom or off-the-shelf knee
valgus braces during walking and during stair climbing in subjects with knee varus angulation.



To determine if a KAFO is able to increase hip and knee ranges of motion significantly.

Hypothesis: A KAFO increases hip and knee ROMs significantly more than custom or off-theshelf knee valgus braces when walking and during stair climbing in subjects with knee varus
angulation.
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Chapter two: Methods
Chapter one detailed how a KAFO could be effective in correcting primary knee alignment
problems associated with individuals with medial compartment knee OA. A KAFO could be a
viable alternative form of orthotic intervention in this group; especially in those individuals who
are not responsive to other forms of orthotic treatment. The long corrective lever arms associated
with KAFOs compared to unloader knee valgus braces makes KAFOs potentially more suitable
to those individuals who are unable to tolerate high interface forces and for individuals whose
knees are more resistant to coronal plane correction, plus those with more advanced disease or
with excessive femuro-tibial varus angulation.

It was therefore logical to test a specific design of KAFO on the subjects suffering from a knee
varus deformity whilst undertaking specific activities in a gait laboratory setting to determine its
efficacy in improving specific primary outcome measures. Alterations to the EKAM, gait
kinetics and kinematics and other pertinent parameters were chosen as parameters to be tested to
provide a comparison to other types of knee orthoses to enable an analysis of the efficacy of a
KAFO as a form of orthotic intervention, and the feasibility of offering this type of orthosis as a
viable alternative for individuals with medial compartment knee OA. However, due to short time
of the project and the specific criteria which the subjects should have, only one subject was
accepted in the main study.

The general methodological details utilised in this thesis such as the gait laboratory equipment,
data reduction techniques, the processing of the data collection, and the data analysis procedures
which were used are detailed in the following sections. The participant demographics and also
the interventions and procedures utilised are presented in chapters three and four.

It was thought prudent to perform an initial feasibility study to confirm that the method used
during biomechanical testing was robust and repeatable and also to give an indication of the
effect size which may be expected in a future larger study.
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2.1. Measurement system
Sixteen Qualisys Oqus computerised motion analysis system (Qualisys AB, Gothenburg,
Sweden) infra-red motion cameras were used during gait laboratory testing to obtain raw threedimensional coordinates of retro reflective markers which were placed on the lower limbs of the
individuals during walking and stair climbing activities. A sampling frequency of 100 Hz was
used. Two force platforms (AMTI: Advanced Mechanical Technology Incorporation,
Watertown, USA, model BP600400) embedded in a walkway were used to collect kinetic data at
a frequency of 1000 Hz. An interlaced staircase (AMTI, USA) with three steps which were 18
cm in height, 26 cm depth and 60 cm wide (Figure 2.1a) was attached to two force platforms by
six securely fitting screws within the walkway (15 metres long, 6 metres wide) (Figure 2.1b).
The lowest step and the highest step were attached with the second platform, and the middle step
was attached with the first floor. Thus, the first platform measured the force applied to the floor
which is immediate before the lowest step and the second step, while the second platform
measured the force applied to the first and third step of the staircase in order to enable data
capture for the same leg.

Figure 2.1: Stairway design with two platforms to collect the kinetic data (a): screws for fixation
(b).
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2.1.1 System calibration
Calibration of the system to produce a calibrated volume was carried out using an ‘L’-shaped
metallic structure to represent the global coordinate system (Figure 2.2b). This was undertaken
without the staircase in place. The ‘L’ frame contains four markers: three markers attached to the
X-axis and two markers to the Y-axis. A dynamic calibration as performed by fixing the ‘L’
shape structure on the medial corner of the first platform and the calibration wand (with a fixed
distance between three markers) (Figure 2.2c) was waved within the location of the walking data
to provide a data capture. The calibration was accepted if the standard deviation (SD) of the
wand and the wand residual were less than one mm to ensure that the camera system covered the
most of the motion capture volume (Figure 2.2d). The laboratory coordinate system was then
defined by three axes (in positive and negative directions). The X-axis was defined as the
anterior-posterior (forward/backward direction), the Y-axis was defined as medio-lateral (left/
right), and the Z-axis as proximal-distal (upward/downward) (Figure 16a).

Figure 5: system calibration process. Red is positive X axis, green arrow: positive Y axis, blue
arrow: positive Z axis (a). L-shaped metallic structure (b), wand (c), and image space (d).
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2.1.2 Reflective markers

Lightweight passive reflective markers were used so that the infra-light was reflected from the
markers into the infra-red camera lenses (Figure 2.3a, b). These markers were placed either
directly on the skin or fixed on rigid clusters (which utilised a rigid polypropylene plate on which
four markers were mounted to make them dynamic tracking markers to identify the anatomical
body segments and joints) (Figure 2.3c). The reason for using the clusters was to reduce soft
tissue artifacts during movement (Cappozzo et al. 1995). This marker placement system is called
the calibration anatomical system technique (CAST) which was developed by Cappozzo et al.
(1995). According to this system, the markers are located on the medial and the lateral aspects of
the anatomical landmarks (anatomical frame), and proximal and distal part of body segments,
while a cluster (technical frame) is placed over the fleshy area of each body segment. Thus, the
CAST system identifies the body segment by the relation between the anatomical landmark
coordinate frame and technical coordinate frame (cluster) during static calibration. The majority
of the anatomical passive markers can then be removed after the static calibration and then the
system utilizes the movement from the clusters to reduce the absolute error of passive markers.

Figure 2.3: Marker reflect light back to the cameras (a), passive reflective marker (b), and cluster
marker (c).
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2.1.3 Subject procedures and calibration

All participants for the both studies (the reliability and KAFO studies) were examined in
Podiatric laboratory in University of Salford (for the reliability study two different sessions over
a week, for the intervention study a one visit session was used). Before any session, the
laboratory was prepared by checking the cameras connectivity, conducting the system
calibration, and preparing the markers as per the manufacturer's recommendation.

Upon the participants arriving at the gait laboratory, the individual was briefed through each
study and the objectives of the investigations were explained. The consent form was completed
and signed and their demographic details such as date of birth, height, and mass were recorded.
Retro-reflective markers (12 markers for each lower limb side) were attached to bony landmarks
using hypo-allergenic adhesive tape over bony landmarks on both of the lower limbs at the foot
/shoe (on the first, second and fifth of metatarsal heads, and calcaneal tubercle), the ankle (medial
and lateral malleolus), the knee (lateral and medial femoral epicondyle), thigh (greater
trochanter), and the pelvis (anterior superior iliac spine, posterior superior iliac spine, iliac crest).
Also five fixed cluster pads made of polypropylene (with four markers on each) were attached
anteriorly to the mid of the shank, mid of thigh, and on the sacrum (mid line of the back) using
fabiofoam super wrap bandages and a pelvic belt to ensure that migration of these plates down the
limbs was minimised (figure 2.4).
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Figure 2.4: Location of the markers and clusters.

The static alignment was captured by asking the individual to stand over one of the force
platforms whilst crossing their hands on their chest and a static three-dimensional image from the
sixteen infra-red cameras was obtained. After checking that all of the markers were present, the
anatomical landmarks were removed leaving only the plastic cluster plates on the shank, thigh
and pelvis, and the markers on the foot/shoe. The details of the individual procedures for the
different studies are discussed later in this document (section 2.4 and 3.3).

2.2. Data processing (Reduction)

2.2.1 Digitising and Labeling

After each data collection session, the data were saved on a secured protected computer which
was accessible to the research team only. The three-dimensional trajectory markers were labeled
using Qualisys Track Manger (QTM™) software (Qualisys AB, Sweden). Data gaps were filled
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to a maximum of ten frames using a polynomial interpolation cubic spline which is able to
smooth the small random digitising errors of the markers during the movement (Woltring e al.,
1985).

2.2.2 Modeling
All data were then exported to C3D files to be imported into Visual 3D™ software (C-Motion,
USA, version five). A six-degree of freedom model was built to give a full picture of the joints'
coordination and orientation in space after labeling the markers (Figure 2.5 a, b). This model
examines the linear movement and the angular movement in the three planes (three rotations and
three translations) by establishing a rigid body frame based on segments linking the hip, knee,
and ankle joints (Figure 2.5c). The hip joint centre was determined by anterior superior iliac
spine markers (ASIS) which uses a regression equation and it is determined by 14% of average
distance between the left and right ASIS, and also a position 30% distally and 19% posterior to
this point (Bell et al., 1990). The knee centre was determined by the medial and lateral knee
markers, and the ankle joint centre was identified by the medial and lateral malleoli. The
participant's height and mass were entered and the model then calculated the segments centre of
mass, and segment radius based on the anthropometrical indices published by Dempster (1955).
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Figure 2.5: Modeling process. Labelling (a), modelling (b), joint centres of motion (yellow) (c).
To collect kinetic data during stair climbing, two force structures in Visual 3DTM were added.
The location and dimensions between stair corners were computed in relation to the global
coordinates and the two force platforms using AMTI force structures (figure 2.6).
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Figure 2.6: AMTI stairway force structures.

2.2.3 Data processing

A Butterworth fourth order bi-directional low-pass filter with cut-off frequencies of 6Hz and
25Hz for kinematics and kinetics respectively was used. This type of filter accepts the low
frequency signals and prevents the high frequency data which are mainly due to noisy results
from random movement of markers (random error) and soft tissue artifacts.

During stair ascending and descending, gait cycle events needed to be identified in order to
normalise data to allow comparisons to be made between the orthotic test conditions. The gait
cycle starts when any part of the foot touches the stair structure until the same foot (ipsilateral)
touches the next step. For the ascending condition, the gait cycle starts when the foot touches the
first step and ends when the ipsilateral foot contacts the third step, while the single limb support
period starts when the non-selected left foot leaves the floor until same foot touches the second
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step (Figure 2.7). During walking, the gait cycle starts when the selected foot is placed over the
force plate entirely and finishes when the same foot is placed on the next platform.

Figure 2.7: An ascending gait cycle of the left leg from the first step to the third step.

During stair descent, a gait cycle consists of initial contact, which begins when the foot touches
the second step, until the same foot contacts the floor which means that that foot which touches
the second step will be the start of a gait cycle. The single limb support period begins when the
non-selected foot leaves the third step until same foot touches the first step (Figure 2.8).
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Figure 2.8: Descending gait cycle for the right leg from the second step to the floor.

2.2.4 Joint angle and joint moment calculations

The angle between segments was calculated according to the relative position between the
segments

using

the

Euler

rotation

sequence

equivalent

XYZ

(flexion/extension,

abduction/adduction, internal and external rotation). For example, the proximal segment for knee
joint is the thigh, while the shank is the distal segment; therefore, knee range of motion during
the gait cycle (initial contact to ipsilateral initial contact) in the sagittal and frontal plane depends
on the orientation between these two segments.

Knee moments were computed using an inverse dynamic approach. This approach examines the
external ground reaction vectors (GRF) of the body segments and moments on the anatomical
joints which are due to internal muscle activity. The result of this approach relies on equilibrium
mathematical formulae which start by calculating the moment and force for every joint from toe
to hip (Silva and Ambrósio, 2002). During the inverse dynamic approach, the location and
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magnitude of the mass for each segment were used to calculate the inertial moment for each
segment based on the subject's anthropometric parameters (Dempster, 1955).

2.3. Data analysis

All the data were exported as a text file to Microsoft Excel to facilitate the analysis and
presentation. Lower limb joint angles and moments were exported as well as the temporal and
spatial data which were collected during the trials.

However, before any study could be initiated with the three interventions (i.e. the bespoke and
OTS unloader braces plus the KAFO), a reliability study was needed to ensure that reliable data
could be collected and prove to be repeatable during stair climbing and descending. This will be
discussed in the next chapter.
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Chapter three: Reliability of knee
kinematics and kinetics using an interlaced
stairway
3.1. Introduction
Stair climbing is one of the most important daily activities and the main challenge for the older
person who has muscle weakness. Previous studies have shown that 10.7% of falls in the older
population are due to stair climbing, particularly during outdoor activities (Bergland et al., 2003).
Additionally, women have a higher risk of falling compared to men amongst the 65 years old
population which leads to 230,000 of them having a hip fracture in the USA annually (Sattin,
1992). Falls due to stair usage can have an impact on the older individual by making them feel
scared of falling down again, forcing them to use handrails, modifying their gait, or reducing
their speed. Previous studies have shown that after falling down women become less confident
and use handrails more often than the men (Hamel and Cavanaugh, 2004).

In chronic diseases such as knee OA, where knee stiffness and range of motion limitations occur,
these individuals have difficulty in rising from a chair, and standing and walking for long
periods, and also when climbing and descending stairs (Kaufman et al., 2001, Whatling et al.,
2007). This limitation during stair climbing can be explained by Yu et al. (1997b) who stated that
the knee varus angle and the internal knee abduction moment are higher during stair climbing
than walking on a flat surface due to the large amount of knee flexion which is needed to ascend
or descend stairs. However, since the varus deformity is the main problem associated with
medial knee osteoarthritis, many individuals with knee OA try to avoid stair climbing, or adapt
their gait by walking slowly and decreasing the knee flexion angle (Kaufman et al., 2001), or
using assistive devices such as canes and crutches.

One additional explanation could be due to the high internal knee extension moment which is
correlated with ascending and descending (Andriacchi et al., 1980). This moment increases the
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knee load by 12-25% (Morrison, 1969); and as a result the severity of pain forces individuals to
avoid using stairs in order to reduce their overall activity level.

The gait cycle during walking is different from the gait cycle during stair climbing. The main
difference between them is that the degree of maximum knee flexion is higher during stair
climbing than normal walking on a level surface, but differs depending on the height of the steps.
Furthermore, the ascending and descending gait cycles also consist of different tasks. For
instance, the stance phase of the ascending gait cycle contains three main phases: weight
acceptance, pull up, and forward continuation (McFadyen and Winter, 1988, Zachazewski et al.,
1993). The knee joint is the dominant joint during ascending to support the hip and ankle joint,
while the ankle joint generates more energy to facilitate moving up stairs with primarily
concentric muscle contractions. The stance phase of descending contains three main phases:
weight acceptance, forward continuance, and controlled lowering. The hip joint is the dominant
joint which supports the lower limb moving downstairs. Additionally, reduced muscle power is
needed (Svensson and Holmberg, 2007) with primarily eccentric contractions to control the body
weight against the rapid acceleration due to gravity and add more stability and safety to avoid
sudden falling down (McFadyen and Winter, 1988).

3. 2. Literature review
Lower limb biomechanics for healthy and individuals with pathology during stair climbing have
been evaluated by some studies, but unfortunately there are still some areas of little knowledge
about stairs and the reliability of different stair designs. Stairs are usually one of the daily
encountered activities; therefore, stairways have been designed to be used in gait laboratories
recently to evaluate individuals' behavior during stair ascent and descent, to discriminate
between different pathology groups and control groups, and to evaluate the benefit of using
interventions for some patient groups. From a kinematic and kinetic standpoint, reliability of the
data captured with stairs is of utmost importance, especially if one is determining the effect of an
intervention period. It could be that the variability of stair climbing is greater than steady state
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walking as the task is more difficult, but there is a very limited evidence base for reliability
studies.

Reliability analysis is mainly measured with intraclass correlation coefficients (ICC),
Coefficients of Variation (CVs), and Correlation Coefficients (r). The error of reliability results
are examined by the standard error of measurement (SEM) and Root Mean Square Deviation
(RMSD). ICC represents the reliability among the participants by dividing the true variance by
the total variance (Bruton et al., 2000, Stratford and Goldsmith, 1997). However, CVs are
calculated by dividing standard deviation by the mean of the data and multiplied by 100% to give
score as a percentage (Bruton, et al., 2000). ICC is recommended to be used for reliability more
than CVs because the percentage expression depends on the size of observation and result could
be different clearly between small and large sample size (Chinn, 1991). Correlation Coefficient
(r) represents how two sets of data are varying together, but it does not calculate the systemic
measurement error.

Furthermore, the standard error of measurement (SEM) represents the measurement error for a
single participant without the influence by other measurements for other participants, but
influenced by error variation only, and smaller SEM’s indicate a high reliability; whereas, the
calculation of Root Mean Square Deviation (RMSD) gives the overall error in the measurement
of the joint angles (Bruton et al., 2000, Stratford and Goldsmith, 1997).

The reliability of different stairway designs to measure the kinematics and kinetics of the lower
limb has also been examined previously. Protopapadaki et al. (2007) reported the kinematic and
kinetic patterns in the lower limb (hip, knee, and ankle) during climbing four steps (with a height
of 18 cm, tread length 28.5 cm, and with a force platform embedded on step two only) for a
young healthy population (18-39 years), The results were variable (coefficient of variation)
particularly for the hip extension moment which varied from 4.65% (SD 2.99) to 21.34% (SD
19.64) for stair ascent and from 8.65% (SD 7.42) to 40.73% (SD 24.27) for stair descent (Table
3.1). This was explained by the individuals changing their trunk movement which was not
included in the data. Joint angles (hip, knee, and ankle) were less widely varied between 2.35%
(SD 1.83) to 5.77% (SD 4.18) during stair ascent and descent indicating good reliability. The
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exception was during plantarflexion during stair ascent, which was 17.53% (SD 13.62), which
was likely to be due to gait changes during testing such as making contact with the stairs with a
flatfoot or with the forefoot only.

Table 3.1: Coefficient of variation for angles and moments during stair ascent and descent
(Protopapadaki et al., 2007).

Kowalk et al. (1996) reported the knee moment in the sagittal and frontal plane when climbing
three steps of with a 20 cm height and 25cm width with force plates embedded in two of the
stairs for ten healthy adults (22-40 years old). The results demonstrated good repeatability with
CVs ranging from 0.09- 0.45(lower CVs show less percentage error).

McFadyen et al. (1988) examined stair repeatability to evaluate the kinematics and kinetics in the
sagittal plane only for lower limb joints for three young healthy (mean 24.6 years old) men
during ascending and descending five steps (height 22cm and 28cm tread width) with two
platforms added to the second and fourth to examine the kinetic data from second to fourth step.
The results showed that inter-person variability (r) for the three joint angles was more 0.95,
while the moments varied between 0.82 and 0.98. For instance, knee moments were 0.96 and
0.88 during stair ascending and descending respectively. The hip moments showed the greatest
variability, which demonstrates that hip musculature strength was the dominant factor in to
controlling single limb support (Table 3.2). The number of participants was, however, limited.
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Table 3.2: Inter subject correlation coefficient (r) during stair ascent (a), and descent (b)
(McFadyen et al., 1988).

Ground reaction force (GRF) reliability has been examined by some studies. Stacoff et al.,
(2005) examined GRF data for participants with three different age groups (between 33 and 60
years old) and with three different steps inclinations (mean 13.3cm height, and 29.6cm width.
This study found that the variability was higher during descending than ascending. The
coefficient of variation (CV) was between 5-10% during ascending, and 15-20% during
descending which are considered normal (i.e. more variability than that could be considered as a
gait asymmetry). Leitner et al (2011) examined the GRF reliability during stair climbing for 42
older individuals (aged 80.1 years ±6.4) using two platforms under the third and fourth step of a
staircase with six steps (17cm height, and 29 cm width). The reliability results were considered
to be moderate to good (with ICCs of between 0.739 and 0.918 and CVs between 8.79% and
12.52%) for both stair ascent and descent.

In stair climbing studies, the measurement of the kinetics depends on the design of the stairway.
All of the previous studies have primarily used two main designs of staircase: those with
embedded force platforms in the steps ( the original design) or using different rigid blocks over
the platforms to form stairs (a later design). The original design is expensive and needs setting up
at a determined place and would not allow for a quick change over for walking gait to be
collected. The later design uses different rigid blocks lengths over platforms to form stairs with
the stairs dependent on the number of platforms in gait laboratory and that they are situated on
top of them.
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Another unique option is an interlaced stairway (Della Croce and Bonato. 2007) which was
developed to utilise the force platforms which are situated in a walkway with a secure fixation
into the surface of the forceplate. This allows the examination of the ground reaction force and
centre of pressure (COP) progression from the two platforms embedded in walkway and not
embedded in the steps. By using that unique structure, the force is examined on each step
separately, and the estimated COP coordination shows a good agreement with the horizontal
coordinates of the geometric centre of the calibration object utilized to assess accuracy and
precision of the CP estimates (max difference <6 mm) (Della Croce and Bonato. 2007).

However, the repeatability of using such a staircase design on the kinematics and kinetics of
ascent and descent has not been demonstrated as there are only three steps to the staircase design
and this may cause some variability in the movements. This is important for future studies when
assessing interventions given that individuals may come at different time points so ensuring
reliability is of utmost importance. In addition, the previous studies have not measured SEM
which is important to find out the measurement error for every participants and supports the
reliability results. Therefore, the purpose of this study was to determine the inter-session
reliability of an interlaced stairway whilst ascending and descending stairs and to measure SEM
and RMSD for inspection of the overall error in angular measurements. Thus, this study
evaluated the primary outcome of the further planned trial (knee sagittal and frontal angles and
moments) using 16 cameras in five males and five females during climbing three steps. This
information will be important for future studies which depend on interlaced stairway to evaluate
an individual's performance and interventions' effects during climbing the interlaced stairway.

3.3. Method

3.3.1 Subjects

Ten healthy participants took part in this feasibility study (five males, five females), aged 32.1
±6.8 years; height 167.9± 7 m; and mass 69.35 ±10.4 kg. The participants were recruited by
volunteering via a poster intended to recruit university students and staff (Appendix 6c). The
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inclusion criteria included being generally fit, with no previous knee injury or knee pain, the
ability to ascend and descend stairs without using a handrail, and the ability to walk without
using external assistive devices such as crutches, and be aged between 20-60 years. The study
was approved by the University Research and Governance ethical committee and informed
consent was obtained from each individual (Appendix 6D).

3.3.2 Test procedures

After capturing the static alignment, the participants were then asked to ascend and descend the
stairs for one minute to ensure that they felt comfortable and were able to use stairs properly.
After they had familiarised themselves with the task, they were asked to ascend the three steps
with their normal self-selected walking speed, without using the handrail. When they reached the
third step, they were asked to stop for few seconds and then turn around and descend the two
steps until they reached the floor. This test was repeated five to eight times, but no more to avoid
fatigue. In the next session, every participant repeated the test again under the same conditions.
One hour was required for each session to collect the data.

3.3.3 Outcome measures

The key variables assessed included the averaged maxima of kinetic and kinematic parameters at
initial contact (0% of gait cycle), loading response (10%), mid stance (30%), late stance (50%)
and mid swing (73% of gait cycle) (Figure 3.1a), and range of motion of the knee in the sagittal
plane. The following primary outcome measures were investigated:



The average maximum frontal plane knee moment in early and late stance.



The average minimum for mid stance (Figure 3.1d).



The average of knee adduction angular impulsive (KAAI), which is the area under knee
adduction moment curve (Kean et al., 2012).



The average maximum and minimum sagittal knee moment (Figure 3.1c).
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The average maximum of vertical GRF in early and late stance, and average minimum at
mid stance (Figure 3.2).



The average of speed and stance phase time for the selected side.

The average maximum or minimum for selected data for single participants were calculated
firstly for every single trial, and then the average of five trials were calculated. This process was
repeated for every participant, and then an average of all of the participants were calculated
together to produce one graph which collated the results of all participants. It was also necessary
to examine GRF and walking speed data, as these parameters can affect the reliability of the
results. For example, uncontrolled speed could have reduced the kinetic data reliability.

Figure 3.1: Representation of data for sagittal knee angle (a), frontal knee angle (b), sagittal knee
moment (c), frontal knee moment (Nm/kg) and the shaded area represents the KAAI
(Nm/kg*s)(d).
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Figure 3.2: A typical vertical GRF plot.

3.3.4 Statistics

The reliability analysis of the data collected at the two sessions was assessed with intraclass
correlation coefficients (ICC) type (3, k) for all variables within the five trials for each
participant. The absolute reliability error was calculated by the standard error of measurement
(SEM) and root mean square deviation (RMSD) to given an overall error in the measurement of
the angles. The level of significance was at 95% confidence interval (p<0.05).

3.4. Results
All ten healthy participants completed the five trials of ascending and descending stairs without
using the handrail, over two sessions to evaluate the reliability of an interlaced stairway design to
examine knee angles and moments in both the sagittal and frontal planes.
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3.4.1 Primary outcomes

3.4.1.1 Knee joint kinematics during ascending and descending

The average maximum for knee flexion/extension angle repeatability at initial contact (0% of
gait cycle), loading response (0-10%), mid stance (11-30%), late stance (31-50%), mid swing
(73% of gait cycle), and range of motion (difference between mid-swing and initial contact) were
excellent for ascending and descending (ranging from ICC 0.85- 0.93 and 0.96- 0.98
respectively). The SEM raised to 2.2 degree, and the RMSD raised to 3.6 degrees (Table 3.3 and
3.4, Figure 3.3 and 3.4). The average maximum of knee angle ICC in the frontal plane was 0.96
in ascending and 0.98 in descending.

Figure 3.3: Knee angle in two session during stair ascent (sagittal plane (a), frontal plane (b)).
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Figure 3.4: Knee angle in two sessions during stair descent (sagittal plane (a), frontal plane (b)).
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Table 3.3: Reliability knee joint kinematics variables.

Variable

Sagittal knee angle
at initial contact

95% CI

Ascending

Ascending

Mean (±SD)

ICC

Lower

Upper

Bound

Bound

SEM

95% CI

Descending

Descending

Mean (±SD)

ICC

SEM
Lower

Upper

Bound

Bound

72.9±4.7

0.88

0.54

0.97

1.42

10.9±3.8

0.92

0.69

0.98

1.18

69.2±3.8

0.90

0.61

0.97

1.16

18.6±5.8

0.90

0.60

0.97

1.78

35.2±6.4

0.85

0.41

0.96

1.92

25.2±7.1

0.9

0.86

0.99

2.23

18.4±4.9

0.86

0.46

0.96

1.46

59.6±6.9

0.95

0.81

0.98

2.13

106.6±7.4

0.93

0.72

0.98

2.27

100.2±6.8

0.98

0.93

0.99

2.15

33.6±4.9

0.92

0.69

0.98

1.52

89.2±6.2

0.96

0.85

0.99

1.95

3.9.1±2.1

0.96

0.85

0.99

1.51

6.3±1.5

0.98

0.94

0.99

1.98

Sagittal knee angle
at loading response
Sagittal knee angle
in midstance
Sagittal knee angle
in terminal stance
Sagittal knee angle
in mid swing
Sagittal knee range
of motion
Maximum frontal
knee angle
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Table 3.4: RMSD between two sessions.

Ascending

Descending

Variable
RMSD

SD

RMSD

SD

Sagittal plane

3.64

1.53

3.07

1.54

Frontal plane

1.33

0.62

1.44

0.86

3.4.1.2 Knee joint kinetics during ascending and descending

The results show that the ICC of average maximum of knee moment in sagittal plane was higher
in ascending than descending (0.98 and 0.85 respectively), whilst the average maximum ICC of
frontal plane for knee moment during stair ascent and descent ranged between 0.93-0.97.
Additionally, ICC of KAAI was 0.7 in descending and 0.86 in ascending (Table 3.5, Figure 3.5,
3.6).

Figure 3.5: Averaged knee moment moments for the two sessions during stair ascent (sagittal
plane (a), frontal plane (b)).
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Figure 3.6: Averaged knee moments for the two sessions during stair descent (sagittal plane (a),
frontal plane (b)).
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Table 3.5: Reliability of knee joint kinetic variables.

Ascending
Variable

Mean
(±SD)

KAAI
First peak of
EKAM
Trough of EKAM

Ascending
ICC

Descending

95% CI
SEM
Lower

Upper

Bound

Bound

Mean
(±SD)

Descending
ICC

95% CI
SEM
Lower

Upper

Bound

Bound

0.25±0.07

0.86

0.46

0.96

0.02

0.03±0.01

0.70

-0.18

0.92

0.00

0.41±0.12

0.97

0.89

0.99

0.05

0.06±0.07

0.95

0.80

0.98

0.02

0.40±0.17

0.97

0.90

0.99

0.05

0.24±0.16

0.98

0.93

0.99

0.05

0.30±0.12

0.93

0.75

0.98

0.03

0.08±0.08

0.94

0.78

0.98

0.02

0.75±0.2

0.97

0.89

0.99

0.07

0.16±0.0

0.85

0.43

0.96

0.02

1.5±0.13

0.83

0.32

0.95

0.03

1.03±0.12

0.90

0.63

0.97

0.03

Second peak of
EKAM
Maximum sagittal
knee moment
Minimum sagittal
knee moment

3.4.1.3 Repeatability results for vertical ground reaction force (VGRF) data

The results following analysis of the vertical GRF data are illustrated in table 3.6, which
demonstrates that for the average maximum ICCs of GRF during early stance, mid stance, and
late stance were more repeatable in ascending than descending, especially during mid and late
stance (table 3.6, Figure 3.7).
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Table 3.6: Vertical GRF reliability during ascending and descending.

95% Confidence Interval
Time variable

Mean ± (SD)

ICC

First peak of GRF

1.05±0.06

0.94

0.75

0.98

0.02

Trough of GRF

0.97±0.05

0.87

0.48

0.96

0.01

Second peak of GRF

1.04±0.06

0.94

0.76

0.98

0.01

First peak of GRF

1.17±0.16

0.93

0.74

0.98

0.05

Trough of GRF

0.98±0.04

0.61

-0.56

0.90

0.01

Second peak of GRF

0.96±0.06

0.83

0.33

0.95

0.02

Lower Bound

Upper Bound

SEM

During ascending

During descending

Figure 3.7: Averaged GRF data for the two sessions during ascending (a) and descending (b).
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3.4.1.4 Speed and stance time

Speed was slightly higher during stair descent than ascent (0.40±0.02 and 0.37±0.02 m/s,
respectively), while the stance phase time was shorter during stair descent than ascent (1.0 ±0.06
versus 0.2±0.06 seconds, respectively). However, the reliability of speed and stance time was
higher during stair descent (Table 3.7).

Table 3.7: Speed and stance time reliability during ascending and descending.

Time variable

ICC

95% Confidence Interval
Lower Bound

Upper Bound

Mean± (SD)

SEM

During ascending
Speed (M/s)

0.88

0.5

0.97

0.37 (0.02)

0.02

Stance time (s)

0.92

0.6

0.98

1.2 (0.06)

0.06

Speed (M/s)

0.91

0.67

0.98

0.40 (0.02)

0.02

Stance time (s)

0.93

0.74

0.98

1.0 (0.06)

0.06

During descending
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3.4.2 Secondary outcomes
3.4.2.1 Ankle joint kinematics during stairs ascending and descending

The table 3.8 below shows that ankle joint kinematics reliability in the sagittal plane was higher
during descending than (ICC 0.96) ascending (ICC 0.85). However, RMSD was similar during
ascending and descending (2.3 degrees).

Table 3.8: Ankle joint reliability during stair ascent and descent.

Variable

Mean

Ascending ICC

RMSD

(±SD)

(IC95%)

(SD)

SEM

Mean

Descending ICC

RMSD

(SD)

(IC 95%)

(SD)

SEM

Sagittal
ankle angle

26.6 (2.5)

0.85
(0.42-0.96)

2.3 (0.6)

0.79

35.2 (4.3)

0.96
(0.87-0.99)

2.3 (1.1)

1.32
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3.5 Discussion

3.5.1 Discussion

Stair climbing is one of the most commonly performed daily activities and can be one of most
challenging tasks for some individuals such as those with neuromuscular impairments, painful
lower limb symptoms, or the older population. Different stair designs have been used in gait
laboratories in order to distinguish gait patterns between healthy and pathological groups and
also to evaluate the efficacy of different interventions for pathology groups. In all previous
reliability studies on stairs, the two-stairway designs have primarily been used. Initial designs
embedded force platforms in the steps, but more recently different rigid blocks have been added
over the force platforms to simulate steps. However, the interlaced design which was utilised in
this study has not been evaluated before. Therefore, this study looked at the reliability of an
interlaced stairway design to examine knee kinematics and kinetics during stair ascent and
descent in ten healthy adult individuals. To the author’s knowledge no previous studies have
evaluated the reliability of this interlaced stairway design, where force platforms are embedded
in a walkway and not in the steps, to evaluate knee kinetics and kinematics in both the sagittal
and frontal planes.

The results attained in this study, as in previous studies (Leitner et al., 2011, McFadyen et al.
1988, Protopapadaki et al., 2007, Stacoff et al., 2005), show that reliability during stair ascent
and descent are not same, and the reliability of the variables in the sagittal plane are better than
in the frontal plane. In the current study, the reliability for the interlaced stairway for knee
kinematics and kinetics were high with ICCs of knee moments and angles between 0-83 and 0.97
and 0.85-0.96, respectively during stair ascent, and between 0.70- 0.98 and 0.90-0.98 during stair
descent, respectively. The results of this study show that ICCs of knee moments in the sagittal
and frontal planes were higher during stair ascent, whereas ICCs for angles were higher during
stair descent for ten healthy participants. However, all the results were placed between moderate
and excellent reliability according to Fleiss' classifications (Fleiss, 1986). To evaluate the
measurement error in this study SEM and RMSD were used. The SEM was raised to 2.2 and the
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RMSD was raised to 3.4 and 1.4 degrees in sagittal and frontal planes (which are less than 4
degrees). This implies that this test is reliable, and would be perceived to be sensitive enough to
detect any small changes and effects of any interventions for pathological groups.

This distinction between stair ascent and descent could be explained by the uncontrolled speed
during the test, as speed has a crucial role in changing the kinetics and gait pattern within the
same session (Kean et al., 2012). Additionally, the reliability of knee kinematics was less during
stair ascent than stairs descant. This result could be related to the inconsistency of the ankle joint
position during stair ascent and our result shows that ankle reliability was less during stair ascent
(ICCs 0.88) than descent (ICCs 0.96). For example, in the same session the participants touched
the stairs with the flatfoot (ankle neutral position) or the forefoot (ankle plantarflexion), these
changes in ankle position could alter the knee flexion angle position, and thereby the knee
reliability will be less during stair ascent. In the study by Protopapadaki et al. (2007) and Yu et
al. (1997a) studies they also presented similar results since the ankle joint reliability during stair
ascent was less than during stair descent due to changes in foot placement on the steps

3.5.2 Limitation

The current study evaluated the reliability of a three step stairway, and one aspect was the
number of steps are not enough to evaluate the full reliability of the contra-lateral side at the
same time as the ipsilateral side. This is because the two platforms in the interlaced stairway
design measure kinetics between first and third step during stair ascent and between second step
and floor during stair descent . Therefore, extra steps could be added in the future (with no plates
attached or a portable plate in situ) and reliability of this stairway design will be examined again.
Moreover, the speed of the participants was not controlled during the test which could have had
an effect on the result although this does make it more generalisable as this is their natural speed.
However, controlling for speed will contain whether this was in fact a limitation.
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3.5.3 Future work

This study has helped to evaluate the reliability of the interlaced stair way which may potentially
be used to evaluate gait for different pathological groups during stair ascent and descent and the
effect of interventions such as knee valgus braces and insoles. Further studies with more steps
should be used to show the reliability of interlaced stairways to examine both lower limbs in the
same ascent or descent. The reliability in pathology populations should also be assessed as this
may differ when the individual has pain or neuromuscular deficits.

3.5.4 Conclusion

The current results show that the interlaced stairway is a reliable method to examine the
kinematics and kinetics for healthy individuals in gait laboratory during different time intervals
with moderate to excellent reliability. A small measurement error was found during this test
showing that the interlaced stairway is a sensitive design to evaluate clinical changes after using
any interventions for pathological groups. It has further been shown that the reliability of knee
kinematics and kinetics are not same during stair ascent and descent; as kinematics is more
reliable during stair ascent while kinetics is more reliable during stair descent.

.
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Chapter four: The effect of a KAFO on
kinematics and kinetics of the lower limb.
This study investigated the effect of a KAFO with an ankle joint in comparison to both custom
and off-the-shelf (OTS) knee valgus braces on hip and knee angles and moments during walking
and climbing the interlace stairway design. Although not one of the main hypotheses, the ankle
joint angles in the sagittal and frontal planes were also examined to examine any changes. The
following details the procedures undertaken in this study, the interventions and outcome
measures and the results of the study.

4.1. Test procedures

4.1.1 Participant

One male participant, aged 45 years with a height of 168cm and mass of 86 kg, took part in the
study. The participant gave written informed consent via a form in accordance with policies of
the University Research and Governance ethical committee (Appendix 6a). The inclusion criteria
were that they were aged between 20 and 60 years old had a body mass index of ≤ 30, and a knee
varus angle of more than seven degrees. Exclusion criteria were the existence of severe knee
pain, signs of clinical or radiological knee OA, a history of ligament tears, a history of trauma
accident, a history of high tibial osteotomy or other realignment surgery, or a history of total
knee replacement on the affected side; finally, have any foot and ankle problems that would
contra-indicate the use of the KAFO.

4.1.2 Clinical examination

The maximum knee flexion and extension, active knee range of motion, and maximum passive
knee valgus and varus alignment for both lower limbs were examined manually using a
goniometer. The centre of the goniometer was fixed on the mid portion of the patella, while the
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fixed arm was placed to indicate the femur alignment and the lower part was directed towards the
midline between the malleoli with the subject in a supine position. It was found that the left side
knee angle for the participant was ten degrees of varus, but this was five degrees for right side;
and therefore, the left side was used in this study. The SEM of the goniometer was raised to 2
degrees for hip adduction/abduction measurements (Nussbaumer et al, 2010) and no study shows
the SEM of the goniometer for knee adduction/abduction measurements.

4.1.3 Casting

The participant was seated on a casting table and cotton stockinet was applied over the left limb.
An indelible pencil was used to mark the positions of the following anatomical landmarks: the
medial and lateral malleoli, the head of the fibula, and the outline of the patella. A plastic tube
was placed over the left anterior aspect to facilitate cast removal (Figure 4.1). An elastic plaster
bandage was applied from just below the greater trochanter to the toes. The plaster was
strengthened over the knee and ankle joint areas to avoid cast breakage during cast removal. The
participant was positioned in ten degrees of knee flexion, which is the best position for knee joint
to start movement (the functional position), and a valgus force directed was applied over the
knee joint, while the ankle joint was fixed in a neutral position. Manual varus correction was
then applied up to a maximal position where the participant felt he could tolerate. The limb was
held in this position until the plaster had set. Then, the negative cast was removed by a cast cutter
along the plastic tube, and the stockinet was cut off and removed. After that, measurements were
taken for the left side (circumstances above and below the knee joint, the foot length, and the
knee joint diameter).

Then, liquid plaster of Paris was poured inside the negative and placed in upright position. A
pipe was inserted inside the cast, but kept away from bottom until the cast was set and had
become rigid. After that, the outer plaster shell was removed to obtain the positive cast.
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Figure 4.1: Casting the left side to take a negative model for participant's size.

4.1.4 Modifications
The positive cast was smoothed by a surform (surface forming blade). The orthotist’s hand
pressure on the negative cast during the casting procedure was used as a reference to level of
compression on the soft tissues for the positive cast modification. Plaster was removed from the
lateral side just above and below the patella to apply a valgus directed force without exerting
excessive pressure depending on the negative cast model shape (Figure 4.2 a) to act as counter
forces to the medially-applied forces at the proximal and distal aspect of the KAFO. For the foot
section, the medial longitudinal arch was accentuated, the plantar surface of foot was flatted; and
any excessive plaster around the Achilles tendon was removed. Finally, the entire cast was
smoothed by gauze (Figure 4.2 b, c).
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Figure 4.2: The cast modification process. A four point pressure system was used to apply a
valgus correction force with long lever arms to make wearing the orthoses more comfortable (a),
modification of the medial arch (b), and removal of excessive plaster around the Achilles tendon
(c).
A six mm polypropylene plastic sheet was vacuum moulded over the cast. After the plastic had
dried, the medial upright was shaped over the plastic shell (Figure 4.3a). A stainless steel free
offset joint (Ottobock model 17lk1=L/R1-5, Ottobock, Germany) which tolerates up to 100kg
user weight with an eight mm thickness, 23.6mm width. Five degrees knee flexion is the neutral
position for this joint. This joint is not a completely posterior offset joint, and also it can be
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locked or free depending on the case by just removing the washers and ring. The free joint was
used for this participant because he had good quadriceps muscle power (score of 4 on the Oxford
scale since the participant can flex his knee against gravity when apply sight resistance) and was
able to control the knee flexion and extension (Figure 4.3b). An aluminum side bar was used to
provide structural strength for the design and extended from five cm below the medial brim to
two-thirds of leg length so as to not impinge on the ankle. The joint was placed in a position as
recommended by the manufacture instructions at a position 60/40 behind the sagittal plane knee
centre; based on the external contours of the knee (Nietert 1975).

Figure 4.3: KAFO design including a single medial upright (a), and an Ottobock free offset knee
joint (b, c).
A further piece of plastic sheet was then vacuumed over the foot section to form a simple hinge
free ankle joint (Figure 4.4a). It is worthy to mention that a standard KAFO without an ankle
joint was initially tested, but it was deemed to be uncomfortable during stair use and limited the
ankle joint movement excessively. Given that the individual only had a varus deformity at the
knee and no ankle pathology, it was therefore necessary to add a simple ankle joint to the KAFO
to allow ankle joint motion and indeed is recommended rather than a standard KAFO without an
ankle joint particular if consumers habitually use stairs. The plastic shell covered two thirds of
the thigh and shin to distribute the loads applied to the lower limb over a large area. The
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posterior part of the two shells was trimmed away from the knee joint to allow free knee flexion
during walking or stair climbing. The medial side of the thigh shell was trimmed lower than the
lateral trim line for more comfort and to prevent pinching during sitting. The shank section was
trimmed at a position five cm below the head of fibula to ensure the common peroneal nerve was
not impinged with the KAFO in situ.

After cutting the plastic shell and polishing, the side bar was fixed on the shells by screws.
Subsequently, two straps (two cm) were sewn and fixed on the medial thigh shell and one velcro
strap (five cm) for the leg shell with the loops fixed on the lateral side to apply more valgus force
and secure the KAFO to the lower limb (Figure 4.4b). Finally, the KAFO was checked to ensure
that the user felt comfortable and was able to flex the knee adequately.

84

Figure 4.4: KAFO design. Plastic was vacuumed over the lower parts (a). Final model of the
KAFO with an ankle joint (b).
4.1.4.1 Ossur knee valgus braces

The Ossur (Ossur, Iceland) UnloaderOne off-the-shelf (OTS) and custom knee valgus braces
were ordered depending on the participant's leg size. This type of unloader knee valgus brace is
used for unicompartmental knee OA. This design is easy to apply on the affected side,
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lightweight, cosmetically acceptable, comfortable to use because of silicon pads inside the
design, and has a three points of leverage system. Additionally, it contains a polycentric free
knee joint with a zero degree extension stop, dynamic force systems applied by two straps
around the knee, and valgus directed system applied by the thigh and calf sections. The applied
force is based on the amount of user's pain relief and their tolerance level (Figure 4.5). The offthe-shelf brace has five standard sizes depending on the circumference of the calf at a position
six inches (15cm) below the middle of the patella: x small, small, medium, large, and x large.
The custom-made design is a bespoke fit and depends on the circumstance of the thigh and calf,
and a suitable length of device which is usually shorter than OTS one and potentially generally
fits better (Table 4.1). The main function of the UnloaderOne knee valgus brace is to transfer the
load from medial compartment to the lateral side by applying a valgus moment to reduce the
EKAM and thus relieve pain. The custom device was measured and ordered by a representative
from Ossur.

Figure 4.5: The mechanism of the Unloader One knee valgus brace is to transfer the load to the
un-affected side.
Table 4.1: KAFO and knee valgus braces features.

KAFO

1.20

Proximal part length from
knee joint centre
30 cm

Custom made knee valgus brace

0.45

17 cm

17 cm

OTS knee valgus brace

0.45

20 cm

20 cm

Orthoses types

Mass (Kg)

Distal part length from
knee joint centre
40 cm
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4.2. Data collection
After being fitted for the knee valgus brace and KAFO, the participant was asked to walk until he
was familiarised to all of the interventions in a gait laboratory. When the subject felt comfortable
with them, two static alignments were captured with two different shoe sizes. It was necessary to
provide a shoe size which allowed room for the KAFO and one with a normal control shoe for
the unloader braces. This is because the shoe size was changed during the test to fit the foot and
ankle section of the KAFO, but both of shoes were identical (Ecco Zen shoes). The participant
was asked to perform two activities: walking and stair climbing (ascending and descending).

4.2.1 Walking

The individual was asked to walk and climb stairs at a controlled speed using a metronome,
which is a device which produces fixed beats per minute, in each one of the conditions: walking
with control shoe, off-the-shelf knee valgus brace, custom knee valgus brace, and KAFO with
ankle joint design (Figure 4.6). The frequency of the metronome was set at 120 and 100 steps per
minute during walking and stair climbing respectively for the individual.

Figure 4.6: Control condition (a), off-the-shelf Ossur Unloader One knee valgus brace (b), custom
made Ossur Unloader One knee valgus brace (c), and KAFO (d).
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4.2.2 Ascending and Descending

The participant was asked to ascend and descend (Figure 4.7 and 4.8 respectively) three stairs
five times without using the handrail or any other assistive devices using the control shoe, offthe-shelf knee valgus brace (OTS), custom knee valgus brace, and KAFO (with a larger shoe
size). The shoes were identical except for shoe size. This allowed the determination of the
individual's EKAM and joints angles whilst using the different conditions. The total duration of
the test was two hours.

Figure 4.7: An ascending gait cycle for left leg starts with right leg of floor. (a), left side touches
the first step (b). Right leg on the second step (c) and the foot loads up the third step (end of the
gait cycle) (d).
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Figure 4.8: Descending gait cycle for left side. Left leg starts descending (a), right leg on first
step (b), and gait cycle ends when the left side touches the floor (c).
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4.3. Outcome measures
For the KAFO study, the same previous variables recorded in the reliability study such as
maxima of knee flexion angles at initial contact and mid swing (Figure 3.1a), range of the knee
motion in sagittal plane, EKAM, KAAI (Figure 3.1d), the maximum and minimum of sagittal
knee moment during gait cycle and minimum of sagittal knee moment at late stance during
walking were examined (Figure 3.1c). Moreover, vertical GRF in early and late stance were
calculated for every single trial instead of calculating the average for five trials together due to
the small sample size. Additionally, the maximum and minimum of the knee angle in the frontal
plane were evaluated during the stance phase only to examine the effects of the KAFO and knee
valgus braces on shank movement in stance phase instead of the whole gait cycle. Additional
variables which were also assessed as follows: maximum and minimum of the sagittal and
frontal angles for hip and ankle, and the three joints (hip, knee, and ankle) ROMs in the sagittal
plane (as illustrated in figure 4.9 a, b, c, d). Furthermore, the maximum and minimum of sagittal
and frontal hip moment (Figure 4.10a, b), and the maximum of single limb support moment for
every trial were evaluated (Figure 4.10c).

Figure 4.9: Data for sagittal hip angle (a), frontal hip angle (b), sagittal ankle angle (c), and
frontal ankle angle (d).
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Figure 4.10: Sagittal hip moment (a), frontal hip moment (b), and single limb support (c).

4.3.1 Statistics

The statistical Package for the Social Sciences (SPSS version 20, IBM SPSS, Chicago, IL) was
used to undertake the statistical analysis of the data collected. A repeated measures analysis of
variance (ANOVA) was used with four factors (shoe, off-the-shelf, custom knee valgus braces,
and KAFO) with a post-hoc bonferroni correction to determine statistical differences, which is
used to reduce type I error of multiple comparisons where p value would be significant if it was
less than 0.025 (Perneger, 1998). Due to the small sample size (n=one), each trial of data
collected was used for the analysis.

4.4. Results

4.4.1 Temporal and Spatial results

The individual walked, ascended, and descended the stairs with a controlled mean (SD) speed of
0.97±0.04, 0.40±0.0, 0.45±0.0 m/s respectively. The stance phase time also was similar between
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conditions during walking and stair climbing (Table 4.2). Due to this controlled speed, no
significant differences were found between conditions.

Table 4.2: Stance time betweens conditions.

Mean ± (SD)
Variables

Stance time (s)

Phase

Shoe

OTS

Custom

KAFO

Walking

0.82±0.03

0.81±0.05

0.75±0.05

0.81±0.02

Ascending

1.02±0.03

1.06±0.08

1.02±0.06

0.9±0.06

Descending

0.75±0.04

0.82±0.06

0.79±0.06

0.79±0.04

4.4.2 GRF results

The results showed no significant difference in the vertical GRF values during the test
conditions. GRF was higher during stair descent than when walking or ascending the stairs
(Table 4.3).
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Table 4.3: VGRF during the four conditions.

Mean ±SD
Variables

Shoe

OTS

Custom

P value (IC 95%)
KAFO

Shoe vs. OTS

Shoe vs. Custom

Shoe vs. KAFO

KAFO
vs.Custom

KAFO vs. OTS

Custom vs. OTS

1. Walking
First peak
of GRF
Trough of
GRF

1.03±0.01

1.06±0.02

1.09±0.01

1.10±0.0

1.0 (-0.15- 0.09)

0.29 (-0.18-0.04)

0.12 (-0.17-0.02)

1.0 (-0.10-0.08)

0.54 (-0.15-0.05)

0.99 (-0.14-0.07)

1.01±0.01

1.01±0.0

0.99±0.01

0.99±0.0

1.0 (-0.06- 0.05)

1.0 (-0.07-0.09)

0.85(-0.02-0.05)

1.0 (-0.05-0.06)

0.15 (-0.00-0.05)

1.0 (-0.04-0.08)

1.02±0.01

1.02±0.0

1.00±0.01

1.00±0.0

1.0 (-0.09- 0.10)

1.0 (-0.06-0.10)

1.00 (-0.06-0.10)

1.0 (-0.07-0.08)

0.18 (-0.01-0.05)

1.0 (-0.05-0.09)

Second
peak of
GRF

2. Ascending
First peak of
GRF
Trough of
GRF

1.04±0.1

1.03±0.0

1.01±0.1

1.08±0.1

1.0 (-0.08- 0.11)

1.0 (-0.09-0.15)

1.00 (-0.15-0.07)

0.09 (-0.15-0.01)

1.0 (-0.14-0.03)

0.29 (-0.03-0.07)

1.03±0.01

1.02±0.0

1.04±0.0

1.06±0.01

1.0 (-0.06- 0.08)

1.0 (-0.10-0.08)

0.03 (-0.04--0.00)

1.0 (-0.013-0.08)

0.83 (-0.13-0.05)

1.0 (-0.07-0.03)

1.0±0.02

1.04±0.1

1.09±0.2

1.07±0.2

1.0 (-0.10- 0.18)

1.0 (-0.13-0.02)

1.0 (-0.14-0.11)

1.0 (-0.14-0.15)

1.0 (-0.10-0.14)

0.17 (-0.18 0.12)

Second peak
of GRF

3. Descending
First peak of
GRF
Trough of
GRF
Second peak
of GRF

1.29±0.3

1.28±0.03

1.39±0.04

1.19±0.03

1.0 (-0.12- 0.14)

0.76 (-0.37-0.16)

0.71 (-0.14-0.34)

0.16 (-0.08-0.49)

1.0 (-0.17-0.35)

0.21 (-0.28-0.06)

0.98±0.01

1.05±0.02

1.01±0.01

1.01±0.02

0.49 (-0.2-0.07)

0.77 (-0.10-0.04)

1.0 (-0.18-0.12)

1.0 (-0.11-0.11)

1.0 (-0.08-0.15)

1.0 (-0.09-0.17)

1.00±0.01

0.98±0.02

1.00±0.02

0.95±0.01

1.0 (-0.04-0.09)

1.0 (-0.09-0.10)

0.16 (-0.02-0.12)

0.80 (-0.07-0.17)

0.83 (-0.05-0.11)

1.0 (-0.15-0.12)
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4.4.3 Kinematics of the knee joint

4.4.3.1 Walking

In the sagittal plane, the KAFO increased the knee flexion angle at initial contact (IC)
significantly compared to the shoe and OTS knee valgus brace (mean difference 8.6, 4.1 degrees,
p=0.00, p=0.03 respectively) (Figure 4.11, Table 4.4). Also, using the OTS and custom knee
valgus braces increased the knee flexion at IC in comparison to the shoe only (mean difference
4.5, 5.3 degrees, p=0.03, p=0.02 respectively) (Figure 4.11, Table 4.4).

For knee flexion in mid swing, no significant change was found between the KAFO and the knee
valgus braces compared to the shoe during walking. For minimum value of knee flexion during
the gait cycle, using the custom knee valgus brace and the OTS knee valgus braces significantly
increased the minimum value of knee flexion in comparison to the shoe (mean difference 2, 2.2
degrees, p=0.02, p=0.08 respectively), but KAFO did not increase that variable significantly
compared to the shoe.

Therefore, all conditions reduced knee ROM in sagittal plane. The KAFO reduced it
significantly during walking in comparison to the shoe (mean difference 10.5 degrees, p=0.03).
Furthermore, using OTS and custom knee valgus braces reduced it by 8.2 and 7.9 degrees,
p=0.44, p=0.05 respectively compared to the shoe (Figure 4.11, Table 4.4). However, no
significant difference was shown between KAFO and both knee valgus braces related to knee
ROM.

In the frontal plane, the maximum knee adduction angle was reduced in all conditions, but the
KAFO was superior to all in magnitude as well as statistically (Figure 4.12, Table 4.5) since the
mean difference between the KAFO and the shoe, OTS, and custom knee valgus braces was 8.2,
2.7, and 3 degrees, (p=0.00, p=0.04, p=0.00) respectively. Also, using the custom knee valgus
brace and OTS knee valgus brace significantly reduced the maximum value of the knee

94

adduction angle during walking compared to the shoe (mean difference 5.2, 5.5 degrees, p=0.0,
p=0.0 respectively) but there was no difference between the two knee valgus braces.

4.4.3.2 Stair ascent and descent

Using the KAFO insignificantly increased knee flexion at IC during stair ascent and descent
compared to the shoe, but this variable was significantly less compared to that produced by the
OTS brace during stair descent (mean difference 4.3 degrees, p=0.01) (Figure 4.11, Table 4.4).
In contrast, when using the OTS knee valgus brace this increased the degree of knee flexion at IC
during stair ascent and descent compared to the shoe, but was only significant during stair
descent (mean difference 5.2 degrees, p= 0.01). In addition, when using the custom knee valgus
brace an increase in the knee flexion at IC during stair ascent and descent was seen, but this was
not significantly reduced. When we compare both knee valgus braces together, the results show
that the OTS increased the knee flexion angle at IC during stair descent more than custom knee
valgus brace (mean difference 2 degrees, p=0.00).

At mid swing, the KAFO and OTS knee valgus brace reduced the maximum knee flexion during
stair ascent and descent, but was only significantly different during the stair ascent condition
compared to the shoe (mean difference 5.5, 3.9 degrees, p=0.05, p=0.01 respectively) (Figure
4.11, Table 4.4). However, the custom knee valgus brace reduced the maximum knee flexion
during mid-swing during both conditions (by 7 and 3 degrees respectively) compared to the shoe
but not significantly.

Furthermore, the minimum value of knee flexion during the gait cycle was considerably reduced
with the KAFO during stair ascent compared to the shoe, custom, and OTS knee valgus braces
(mean difference 3.5, 2.4, 3.8 degrees, p=0.00, p= 0.05, p=0.01 respectively), and during stair
descent with mean differences of 4.8, 5, and 3.9 degrees (p= 0.00, p=0.00, and p=0.00
respectively). Likewise, the custom knee valgus brace significantly reduced the minimum value
of knee flexion compared to the shoe during stair descent (p=0.02), but the OTS knee valgus
brace did not significantly affect the minima value of knee flexion during stair climbing. For the
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knee ROM in the sagittal plane, no significant change was seen in any condition although
reductions were seen.

In the frontal plane, the maximum knee adduction angle during stance phase was significantly
less after using KAFO compared to all other conditions during stair ascent and descent. Up to 12
and 6 degrees mean difference (p=0.0, p=0.0 respectively) were found between the KAFO and
the shoe during stair ascent and descent respectively, raised to 15.2 and 6.8 degrees mean
difference (p=0.0, p=0.0 respectively) compared to custom knee valgus brace, and raised to 12.2
and 4.5 degrees mean difference (p=0.0, p=0.01 respectively) were found compared to OTS knee
valgus brace during stair ascent and descent respectively (Figure 4.12, Table 4.5). Moreover,
OTS knee valgus brace showed a significant reduction in knee adduction angle during stair
descent compared to the shoe (mean difference 1.5 degree, p=0.03). However, the custom knee
valgus brace increased the knee adduction raised to 3.2 degrees during stair ascent although this
was not significant.

When we compare both knee valgus braces together, the custom knee valgus brace significantly
increased the maximum value of knee adduction angle during stair ascent compared to OTS knee
valgus brace (mean difference 3 degrees, p=0.00) (Figure 4.12, Table 4.5), but no significant
changes were seen during stair descent between them.
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Figure 4.11: Knee angles in the sagittal plane during walking (a), stair ascent (b), and stair
descent (c) for the four conditions.

Figure 4.12: Knee angles in frontal plane during walking (a), stair ascent (b), and stair descent
(c) for the four conditions.
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Table 4.4: Knee angles in sagittal plane for the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates
significance

Mean ±SD

Wa

P value (CI 95%)

Shoe

OTS

Custom

KAFO

2.5±0.6

7.0±0.5

7.8±0.6

11.1±0.6

Knee flexion
at IC

As

66.8±1.1

65.2±0.7

67.2±0.9

67.3±0.6

De

14.7±0.4

19.9±0.4

17.9±0.5

15.6±0.8

Wa

74.1±0.2

70.5±3.2

72.3±1.3

As

107.0±0.8

103.1±0.8

100.3±1.5

Knee flexion
at mid swing

ROM

72.4±0.4

Custom vs. OTS

0.03

0.02

0.00

0.28

0.03

1.0

(8.54-0.502)

(9.85-0.80)

(13.0-4.19)

(-8.86-2.32)

(7.73-0.41)

9-5.31-3.70)

1.0

1.0

1.0

1.00

0.36

1.0

(-5.42-8.68)

(-10.45-9.56)

(-3.83-2.76)

(-7.77-7.57)

(-6.21-1.87)

(-8.27-4.12)

0.01

0.10

1.00

0.31

0.01

0.00

(8.82-1.51)

(-7.00-0.70)

(-6.40-4.73)

(-1.80-6.42)

(1.21-7.45)

(0.95-3.08)

1.0

1.0

0.313

1.0

1.0

1.0

(-15.9-23.0)

(-6.09-9.69)

(-1.62-4.90)

(-7.38-7.06)

(-21.4-17.5)

(-14.44-10.92)

0.24

0.05

1.0

1.0

1.0

(-4.20-17.46)

(0.05-10.89)

(-14.9-12.68)

(-5.49-8.61)

(-8.39-13.82)

102.9±1.2

98.8±0.8

Wa

71.9±0.9

63.7±2.3

64.0±1.3

61.4±1.0

As

40.1±1.0

37.8±1.3

33.0±1.6

34.1±1.7

De

91.1±1.7

84.4±1.3

85.0±1.4

83.2±1.4

Wa

0.09±0.5

2.3±0.3

2.1±0.2

0.60±0.1

As

7.7±0.3

De

8.8±0.2

7.9±0.2

KAFO vs. OTS

0.01

104.3±1.2

9.0±0.2

KAFO vs. Custom

(1.33-6.48)

105.9±1.4

6.6±0.3

Shoe vs. KAFO

7

De

8.0±0.4

Shoe vs. Custom

101.5±1.

Minima of
knee flexion

Shoe vs. .OTS

4.2±0.2

4.0±0.3

1.0

1.0

0.15

0.05

0.22

1.0

(-4.08-7.25)

(-9.32-15.31)

(-2.88-17.17)

(-0.02-8.33)

(-3.26-14.3)

(-10.65-13.46)

0.44

0.05

0.03

1.0

1.0

1.0

(0.88-20.0)

(-10.7-15.82)

(-20.6-25.3)

(-11.0-10.5)

(-10.6-26.93)

(-0.16-16.02)

0.56

0.31

0.142

1.00

0.06

0.98

(-2.77-7.33)

(-5.47-19.61)

(-2.18-14.20)

(-15.1-12.9)

(-0.31-7.77)

(-8.86-18.44)

0.08

0.77

0.33

0.53

1.00

1.0

(-1.06-14.57)

(-9.4-21.7)

(-6.54-22.5)

(-2.14-5.81)

(-9.65-12.1)

(-12.45-11.23)

0.08

0.02

1.0

0.06

0.08

1.0

9-0.34-4.77)

(0.44-3.68)

(-2.10-3.13)

(-3.20-.106)

(-3.66-0.27)

(-1.64-1.34)

1.0

0.69

0.00

0.05

0.01

0.25

(-2.10-2.66)

(-3.62-1.50)

(5.40-1.62)

(5.40-1.62)

(6.56-1.03)

(-3.54-.877)

1.0

0.02

0.00

0.00

0.00

0.16

(-1.77-2.13)

(1.72-0.19)

(7.37-2.24)

(5.92-1.77)

(6.40-3.56)

(-2.77-0.49)
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Table 4.5: Knee angles in frontal plane for the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates
significance.
P value (CI 95%)

Mean ±SD
Variables
Phase

Shoe

OTS

Custom

KAFO

Wa

0.09±0.5

2.3±0.3

2.1±0.2

0.60±0.1

Minimum
knee
As

7.7±0.3

8.0±0.4

6.6±0.3

4.2±0.2

adduction
angle
De

8.8±0.2

Wa

17.4±0.4

9.0±0.2

11.9±0.3

7.9±0.2

12.2±0.1

4.0±0.3

Shoe vs. OTS

30.3±0.6

De

21.4±0.5

30.5±0.3

33.5±0.3

KAFO vs. Custom

KAFO vs. OTS

18.3±0.1

Custom vs. OTS

0.08

0.02

1.0

0.063

0.083

1.0

(-0.34- 4.77)

(0.44- 3.68)

(-2.10- 3.13)

(-3.20-0.10)

(-3.66-0.27)

(-1.64-1.34)

1.0

0.69

0.0

0.05

0.01

0.25

(-2.10- 2.66)

(-3.62-1.50)

(5.40-1.62)

(4.92-0.00)

(6.56- 1.03)

(-3.54-0.87)

1.0

0.02

0.0

0.00

0.00

0.16

(-1.77- 2.13)

(1.72-0.02)

(7.37-2.24)

(5.92- 1.77)

(6.40- 3.56)

(-2.77-0.49)

0.0

0.00

0.00

0.00

0.04

1.0

(-6.34- 4.58)

(7.57-2.85)

(-10.7-5.69)

(4.12-1.89)

(5.39-0.12)

(-1.95- 2.45)

knee
As

Shoe vs. KAFO

9.20±0.2

Maximum

adduction

Shoe vs. Custom

1.0

0.08

0.00

0.00

0.00

0.00

(-4.44-4.87)

(-0.48-6.92)

(-15.0-8.92)

(17.1- 13.2)

-14.4- 9.97)

(1.74- 4.25)

0.03

1.0

0.00

0.00

0.01

0.10

(2.78-0.18)

(-2.78-4.47)

(9.53-2.40)

(8.36- 5.25)

(7.33- 1.62)

(-0.58-5.23)

angle
19.9±0.4

22.2±0.4

15.4±0.3
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4.4. Knee kinetics in the frontal plane

4.4.1 Walking

The external knee adduction moment was significantly reduced with the KAFO. In early stance,
the first peak of the external knee adduction moment (EKAM) was significantly reduced with the
KAFO by 11.4% (p=0.04) compared to the shoe condition and by 15% and 12.6% (p=0.07,
p=0.07 respectively) compared to the OTS and custom knee valgus braces (Figure 4.13, Table
4.6). The second peak of EKAM was also reduced by 12% compared to the shoe but not
significantly (p=0.09). The KAFO reduced the second peak of EKAM significantly more
(12.3%) than the custom knee valgus brace during walking (p=0.00) and insignificantly
compared to the OTS (9.5%, p=0.07). Neither the custom knee valgus brace, nor the OTS knee
valgus brace significantly reduced the first or second peak of the EKAM during walking
compared to the shoe.

4.4.2 Stair ascent and descent

Using the KAFO and both knee valgus braces reduced EKAM during stair climbing, but the
KAFO was superior. In early stance, the KAFO reduced the first and second peaks by 7% and
10.8% respectively compared to the shoe during ascending, but was not significantly different
(Figure 4.13, Table 4.6). During stair descent, no significant changes were shown when using the
KAFO. However, a greater reduction in the EKAM trough was seen after using KAFO in
comparison to the shoe and OTS knee valgus brace during stair ascent (16.2% and 20%, p=0.04,
p= 0.02 respectively).

Using both the custom knee valgus brace and OTS knee valgus brace reduced the first peak by
8.2% and 7%, but not significantly and the OTS brace increased the second peak of EKAM up to
4.3% compared to the shoe during stair ascent. During stair descent, both the OTS and custom
knee valgus braces increased the first peak of EKAM by 11.2% and 19.7% respectively, but this
was not statistically significant (p=0.17, p=0.38 respectively).
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When looking at the single support aspect of the stance phase (Table 4.7), the KAFO reduced the
EKAM during walking and ascending (12.6% and 4.5% respectively) compared to the shoe and
was only significant during stair ascent (p=0.02). However, no changes were seen during stair
descent. In contrast, the custom and OTS knee valgus braces did not significantly change this
variable during walking and stair ascent, but both OTS and custom knee valgus braces increased
the EKAM during stair descent compared to the shoe, although not significantly (10%, 19%,
p=0.15, p=0.13 respectively).

Figure 4.13: EKAM during walking (a), stair ascent (b), and stair descent (c) for the four
conditions.
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Table 4.6: EKAM during the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates significance.

Mean ±SD

P value (CI 95%)

Variables
Shoe

OTS

Custom

KAFO

Wa

0.70±0.01

0.71±0.01

0.73±0.02

0.62±0.0

As

0.85±0.3

0.79±0.4

0.78±0.02

0.79±0.05

EKAM
first peak

EKAM

De

0.81±0.1

0.90±0.2

0.97±0.6

0.81±0.4

Wa

0.52±0.01

0.50±0.03

0.45±0.02

0.42±0.01

As

0.43±0.01

0.45±0.02

0.47±0.02

0.36±0.02

De

0.53±0.02

0.55±0.02

0.55±0.02

0.58±0.03

Wa

0.65±0.01

0.63±0.02

0.65±0.01

0.57±0.01

As

0.46±0.01

0.48±0.02

0.45±0.02

0.41±0.02

De

0.75±0.02

0.75±0.01

0.77±0.02

0.74±0.01

Trough

EKAM
second peak

Shoe vs.OTS

Shoe vs. Custom

Shoe vs. KAFO

KAFO vs.Custom

KAFO vs. OTS

Custom vs. OTS

1.0

1.0

0.04

0.07

0.07

1.0

(-0.08-0.06)

(-0.20-0.14)

(0.00-0.14)

(-0.01-0.22)

(-0.00-0.17)

(-0.19-0.15)

1.0

1.0

1.0

1.0

1.0

1.0

(-0.23-0.36)

(-0.16-0.31)

(-0.30-0.43)

(-0.23-0.20)

(-0.30-0.30)

(-0.08-0.10)

0.17

0.38

1.0

0.86

0.46

1.0

(-0.21-0.03)

(-0.43-0.13)

(-0.21-0.23)

(-0.26-0.57)

(-0.09-0.28)

(-0.39-0.25)

1.0

0.16

0.04

0.98

0.31

1.0

(-0.16-0.20)

(-0.00-0.17)

(0.00-0.20)

(-0.05-0.11)

(-0.06-0.22)

(-0.17-0.20)

1.0

1.0

0.04

0.11

0.02

1.0

(-0.13-0.09)

(-0.18-0.11)

(0.00-0.15)

(-0.03-0.26)

(0.01-0.17)

(-0.13-0.10)

1.0

1.0

1.0

1.0

1.0

1.0

(-0.16-0.12)

(-0.4-0.10)

(-0.23-0.12)

(-0.15-0.07)

(-0.20-0.12)

(-0.19-0.19)

1.0

1.0

0.09

0.00

0.07

1.0

(-0.14-0.18)

(-0.09-0.10)

(-0.01-0.19)

(0.03-0.12)

(-0.00-0.14)

(-0.09-0.06)

1.0

1.0

0.78

0.05

0.17

1.0

(-0.15-0.12)

(-0.12-0.14)

(-0.07-0.18)

(-0.00-0.08)

(-0.03-0.16)

(-0.08-0.13)

1.0

1.0

1.0

1.0

1.00

1.0

(-0.13-0.12)

(-0.20-0.16)

(-0.14-0.15)

(-0.12-0.17)

(-0.02-0.03)

9-0.15-0.11)
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4.5. Knee adduction angular impulse (KAAI)
The KAAI was reduced after using KAFO compared to the shoe during walking and stair
climbing (Table 4.7), but was only statistically significant during ascending compared to the
shoe and OTS knee valgus brace (26.2%, 26.2%. p =0.00, p= 0.03 respectively). In contrast,
when using custom and OTS valgus braces there was no change in KAAI during walking and
stair ascent (p=1.0); however, using the custom knee valgus brace increased KAAI during
descending by 10.4%, p=0.06 compared to KAFO (Figure 4.14, Table 4.7).

Figure 4.14: Knee KAAI for the four conditions (error bars denote 1SD) during walking (a), stair
ascent (b), and stair descent (c).

4.6. Knee kinetics in sagittal plane
Using the KAFO and both knee valgus braces increased the knee flexion moment, but not
statistically significantly during walking and stair climbing. During late stance, the KAFO
applied more of a knee flexion moment (Figure 4.15, Table 4.6); whereas, the shoe, custom knee
valgus brace, and OTS knee valgus brace applied a greater extension moment. However, this
difference between KAFO and the shoe was not statistically significant (p=0.08).
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For knee extension moment, no significant changes were seen during walking after using all
conditions (Figure 4.15, Table 4.6). During stair ascent, also no significant changes were shown
using KAFO and custom knee valgus brace compared to the shoe, but OTS knee valgus brace
insignificantly reduced knee extension moment more than shoe, custom knee valgus brace and
KAFO (33%,27%,46%,p=0.56, p=0.09, p=0.09 respectively). During stair descent, the knee
extension moment was reduced more by the KAFO compared to the OTS, custom knee valgus
braces, plus the shoe but not significantly (82%, 78%, 82%, p=0.46, p=0.03, p=0.37
respectively).

Figure 4.15: Knee moment in sagittal plane during walking (a), stair ascent (b), and stair descent
(c) for the four conditions.
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Table 4.7: Knee moment during the four conditions. Wa: walking, As: ascending, De: descending. *: extension moment. Bold
indicates significance.

Mean ±SD

Variables

KAAI

Single Limb Support

Knee flexion moment

Shoe

OTS

Custom

KAFO

Wa

0.38±0.02

0.37±0.02

0.35±0.01

0.31±0.0

As

0.42±0.0

0.42±0.0

0.41±0.0

0.31±0.01

De

0.43±0.01

0.44±0.02

0.73±0.03

0.41±0.01

0.71±0.01

As

0.87±0.02

0.81±0.02

0.87±0.02

0.83±0.03

De

0.81±0.02

0.90±0.02

1.00±0.05

0.81±0.03

Wa

0.48±0.4

0.55±0.03

0.58±0.02

0.70±0.04

As

0.80±0.5

0.82±0.02

0.78±0.03

0.82±0.03

De

1.00±0.03

0.98±0.02

0.98±0.02

1.03±0.03

Wa

0.09±.03*

0.09±0.02*

0.03±0.2*

0.12±0.03

Wa

0.28±0.02

0.27±0.02

0.28±0.0

0.24±0.01

As

1.2±0.5

0.8±0.9

1.1±0.05

1.5±0.1

De

0.51±0.2

0.62±0.2

0.64±0.01

0.11±0.05

late stance

0.71±0.02

0.48±0.01

Wa

Knee flexion moment at

Knee extension moment

P value

0.62±0.0

Shoe vs. OTS

Shoe vs. Custom

Shoe vs. KAFO

KAFO vs.
Custom

KAFO vs. OTS

Custom vs. OTS

1.00

1.00

0.22

0.41

0.07

1.00

(-0.14-0.16)

(-0.07-0.13)

(-0.04-0.18)

(-0.04-0.12)

(-0.0-0.13)

(-0.11-0.15

1.00

1.00

0.00

0.05

0.03

1.00

(-0.10-0.10)

(-0.07-0.09)

(0.04-0.17)

(-0.00-0.19)

(0.013-0.20)

(-0.06-0.09)

1.00

0.12

1.0

0.06

1.0

1.00

(-0.18-0.15)

(-0.12-0.01)

(-0.03-0.06)

(-0.00-0.141)

(-0.12-0.18)

(-0.15-0.07)

1.000

1.00

0.02

0.07

0.074

1.00

(-0.09-0.09)

(-0.185-0.13)

(0.01-0.14)

(-0.01-0.22)

(-0.01-0.17)

(-0.19-0.15)

1.00

1.00

1.00

1.00

1.00

0.71

(-0.17-0.28)

(-0.152-0.142)

(-0.20-0.27)

(-0.17-0.25)

(-0.16-0.12)

(-0.20-0.08)

0.15

0.13

1.00

0.32

0.46

1.00

(-0.21-0.03)

(-0.442-0.066)

(-0.23-0.23)

(-0.14-0.51)

(-0.09-0.27)

(-0.42-0.23)

1.00

0.27

0.33

0.60

0.42

1.00

(-0.28-0.15)

(-0.274-0.071)

(-0.61-0.17)

(-0.38-0.15)

(-0.44-0.14)

(-0.20-0.13)

1.00

1.00

1.00

1.00

1.00

1.00

(-0.25-0.21)

(-0.166-0.192)

(-0.35-0.31)

(-0.24-0.18)

(-0.19-0.20)

(-0.19-0.262)

1.00

1.00

1.00

1.00

1.00

1.00

(-0.14-0.17)

(-0.137-0.176)

(-0.32-0.25)

(-0.23-0.11)

(-0.2-0.15)

(-0.17-0.18)

1.00

0.72

0.08

0.21

0.18

1.00

(-0.33-0.4)

(-0.14-0.07)

(-0.4-0.03)

(0.10-0.4)

(-1.12-0.54)

(-0.34-0.21)

1.00

1.00

1.00

1.00

1.00

1.00

(-0.08-0.06)

(-0.126-0.113)

(-0.17-0.08)

(-0.11-0.04)

(-0.16-0.10)

(-0.08-0.09)1

0.56

1.00

1.00

0.28

0.09

0.09

(-1.46-0.55)

(-0.867-0.674)

(-0.75-1.30)

(-0.26-1.00)

(-0.15-1.61

(-0.07-0.79)

1.00

1.00

0.37

0.30

0.46

1.00

(-1.2-1.42)

(-1.152-1.417)

(-1.17-0.35)

(-1.48-0.40)

(-1.5-0.54

(-0.51-0.55)
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4.7. Hip kinematics in sagittal and frontal planes

4.7.1 Walking

There was a significant increase in the maximum hip flexion angle when using the KAFO in
comparison to the shoe, off-the-shelf (OTS) and custom UnloaderOne knee valgus brace during
walking (mean difference 6.6, 5.3, 6.1 degrees, p=0.0, p=0.0, p=0.01 respectively) (Figure 4.16,
Table 4.8). Furthermore, the maximum hip extension angle also increased considerably when
using KAFO during walking compared to the shoe, custom, and OTS knee valgus braces (mean
difference 0.3, 1.3, 0.9 degrees, p= 0.01, p=0.00, p=0.00 respectively). Therefore, the hip range
of motion (ROM) increased significantly during walking when using the KAFO in comparison to
the shoe, OTS, and custom knee valgus braces (mean difference 11.7, 9.8, 10 degrees, p=0.00,
p=0.002, p=0.00 respectively). However, no significant changes were seen when using the
custom and OTS knee valgus braces in hip flexion, hip extension and hip ROM compared to the
shoe.

In the frontal plane, the maximum hip abduction angle was significantly less when using the
KAFO during walking (Figure 4.17, Table 4.9). The mean difference between KAFO compared
to the shoe, OTS and custom knee valgus braces was 5.3, 5.5, 5.3 degrees respectively (p=0.0 for
all differences). Furthermore, the KAFO increased the hip adduction angle compared to the shoe
(mean difference 3.8 degrees, p=0.02). In contrast, no significant changes in maximum hip
adduction and abduction angles were seen between both knee valgus braces and the shoe during
walking.

4.7.2 Stair ascent and descent

The maximum hip flexion angle increased with the KAFO during stair ascent by an average
increase of 4 degrees compared to the shoe but this was not statistically significant. Additionally,
the OTS knee valgus brace increased hip flexion significantly during stair ascent compared to the
shoe (mean difference 3.3 degrees, p=0.02). No changes were seen with using custom knee
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valgus brace during stair climbing and no changes were shown during stair descent between the
conditions.

Maximum hip extension was reduced with the KAFO during stair climbing. The reduction was
significantly different during stair descent compared to the shoe, OTS, and custom knee valgus
braces (mean difference 4.2, 5.9, 3.7 degrees, p=0.01, p=0.00, p=0.02 respectively), and it was
significantly different during stair ascent compared to both custom and OTS knee valgus braces
(mean difference 6.4, 7.6 degrees, p=0.03, p=0.02 respectively). In contrast, both knee valgus
braces increased the hip extension angle during stair climbing, but it was significantly different
during stair ascent by the OTS knee valgus compared to the shoe (p=0.04). As a result, hip ROM
significantly increased with the KAFO during stair ascent in comparison to the shoe and OTS
knee valgus brace (8.4, 9 degrees, p=0.00, p=0.01 respectively) and during stair descent
compared to the OTS (p=0.04). Both the custom and OTS knee valgus braces increased hip
ROM during stair climbing but these did not approach significance.

In the frontal plane, the maximum hip abduction angle was significantly reduced when using the
KAFO during stair ascent and descent compared to the shoe, OTS, and custom knee valgus
braces by a mean difference of 5, 5.5, 4.3 degrees (p=0.02, p=0.02, p=0.00 respectively) during
stair ascent and during stair descent by a mean difference of 4.9, 4.9, 3.9 degrees respectively
(p=0.0 for all conditions). However, maximum hip adduction angle was significantly greater
when using the KAFO during stair ascent compared to the shoe, OTS, and custom knee valgus
braces (mean difference 7.5, 6.6, 5.9 degrees, p=0.02, p=0.00, p=0.01 respectively), and during
stair descent compared to the shoe, OTS, and custom knee valgus brace (mean difference 5.9, 6,
5.9 degrees, p=0.00, p=0.00, p=0.02, respectively) (Figure 4.17, Table 4.9). No significant
differences were shown between both knee valgus braces and the shoe in the maximum value of
the hip abduction angle during walking and stair climbing. However, maximum hip adduction
angle was increased with custom knee valgus brace in comparison to the shoe during stair ascent
(mean difference 1.6 degree, p=0.00).
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Figure 4.16: Hip sagittal plane angles during walking (a), stair ascent (b), and stair descent (c)
for the four conditions.

Figure 4.17: Hip frontal plane angle during walking (a), stair ascent (b), and stair descent (c) for
the four conditions.
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Table 4.8: Hip angles in sagittal plane during the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates
significance.

Mean ±SD

P value (CI 95%)

Variables
Shoe

OTS

Custom

KAFO

Wa

42.0±0.4

43.3±0.5

42.5±0.7

48.6±0.4

As

74.7±0.6

De

52.0±0.7

52.5±0.4

51.0±0.8

52.0±0.5

Wa

2.3±0.4

1.7±0.5

1.3±0.2

2.6±0.3

Hip flexion
angle

78.0±0.5

77.3±0.6

ROM

As

15.9±0.5

De

20.3±0.4

Wa

39.6±0.5

As

58.8±0.5

De

31.8±0.7

19.8±0.9

22.0±0.7

41.5±0.8

58.2±0.7

30.5±1.0

17.6±0.5

19.8±0.3

41.2±0.8

59.6±1.0

31.1±1.0

Shoe vs. Custom

Shoe vs. KAFO

KAFO vs.Custom

KAFO vs. OTS

0.85

1.0

0.00

0.01

0.00

1.0

(-4.70-2.16)

(-5.86-4.85)

(8.39-4.90)

(10.34-1.94)

(8.07-2.61)

(-2.74-4.34)

0.60

0.143

1.0

1.0

1.0

(5.97-0.63)

(-8.41-3.28)

(-8.94-1.38)

(-7.27-4.83)

(-5.39-4.44)

(-3.79-5.28)

1.0

1.0

1.0

0.75

1.0

0.74

(-5.53-4.83)

(-4.89-7.21)

(-4.72-5.04)

(-3.51-1.51)

(-2.44-3.45)

(-2.25-5.26)

1.0

0.74

0.01

0.00

0.00

1.0

(-2.16-3.32)

(-1.70-3.98)

(1.77-7.12)

(-1.722.83)

51.3±0.6

67.2±0.6

35.9±0.6

(1.57-8.48)

(2.93-4.85)

0.04

0.58

0.17

0.03

0.02

0.65

(7.75-0.06)

(-5.71-2.20)

(-2.18-11.54)

(0.66-12.19)

(1.28-15.88)

(-2.93-7.25)

11.2±0.9

16.1±0.5

Custom vs. OTS

0.02
78.5±0.8

Hip extension
angle

Shoe vs.OTS

0.23

1.0

0.01

0.02

0.00

0.44

(-4.28-1.00)

(-2.67-3.66)

(1.43-7.05)

(0.80-6.69)

(2.69-9.07)

(-2.17-6.43)

1.0

1.0

0.00

0.00

0.00

1.0

(-7.95-4.18)

(-8.02-4.74)

(-15.9--7.43)

(14.5-5.54)

(14.1-5.46)

(-2.98-3.46)

1.0

1.0

0.00

0.05

0.01

0.74

(-3.75-4.96)

(-7.54-5.92)

(11.3-5.57)

(-15.38-0.08)

(14.9-3.13)

(-4.94-2.11)

1.0

1.0

0.13

0.07

0.04

1.0

(-6.13-8.71)

(-7.16-8.49)

(-9.52-1.34)

(-10.09-0.59)

(10.6-0.07)

(-8.16-6.91)
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Table 4.9: Hip angles in frontal planes for the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates
significance.

Mean ±SD

P value

Variable

Hip

Shoe

OTS

8.6±0.2

8.8±0.4

Custom

KAFO

Wa
8.6±0.3

3.3±0.3

abduction
angle

As
10.9±0.5

11.4±0.6

10.2± 0.3

5.9±0.5

De
12.1±0.1

Hip

12.1±0.4

10.8± 0.3

7.2±0.06

Wa
3.2±0.2

2.8±0.6

4.1±0.9

7.0±0.5

adduction
angle

As
1.6±0.2

2.5±0.3

3.2±0.5

9.1±0.5

De
0.7±0.4

0.6±0.9

0.7±0.9

6.6±0.3

Shoe vs. OTS

Shoe vs. Custom

Shoe vs. KAFO

KAFO vs. Custom

KAFO vs. OTS

Custom vs. OTS

1.0

1.0

0.00

0.00

0.00

1.0

(-1.39-1.39)

(-1.73-1.86)

(4.18-6.5)

(3.67-6.91)

(2.96-8.14)

(-2.19-2.69)

1.0

1.0

0.02

0.00

0.02

0.72

(-4.86-3.91)

(-2.6-4.10)

(0.95-9.11)

(6.23-2.40)

(1.01-10.0)

(-1.74-4.11)

1.00

0.182

0.00

0.00

0.00

0.62

(-1.91-1.85)

(-0.59-3.11)

(4.21-5.51)

(1.60-5.61)

(2.67-7.12)

(-1.69-4.26)

1.0

1.0

0.02

0.49

0.05

1.0

(-3.02-2.17)

(-2.93-4.82)

(0.73-6.5)

(-3.14-8.84)

(-0.02-8.45)

(-3.20-5.94)

0.43

0.00

0.02

0.01

0.00

1.0

(-0.82-2.47)

(0.97-4.16)

(5.26-9.67)

(1.60-10.13)

(5.25-8.0)

(-2.35-3.88)

1.0

1.0

0.0

0.02

0.00

1.0

(-6.7-3.9)

(-4.53-4.60)

(3.17-8.74)

(1.22-10.62)

(3.13-11.5)

(-6.36-9.23)
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4.8. Hip kinetics

4.8.1 Frontal plane

The first peak of the external hip adduction moment was increased and the second peak reduced
slightly when using the KAFO and both knee valgus braces during walking but neither were
different compared to the shoe. However, during stair ascent and descent the KAFO increased
both peaks and both knee valgus braces reduced both peaks of external hip adduction moment
insignificantly compared to the shoe. However, the difference is seen clearly between the KAFO
and off-the- shelf (OTS) knee valgus brace as the KAFO increased the second peak of external
hip adduction moment during descending more than OTS knee valgus brace (mean difference
13.7%, p= 0.03) (Figure 4.18, Table 4.10). Furthermore, when comparing both of the knee
valgus braces, the results show that no significant changes were found during in the both peaks
of hip adduction walking and stair climbing.

Figure 4.18: Hip moment in frontal plane during walking (a), stair ascent (b), and stair descent
(c) for the four conditions.
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Table 4.10: Hip moment in Frontal plane during the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates
significance.

Mean ±SD

P value

variable
Shoe

OTS

Custom

KAFO

Wa

0.87±0.01

0.90±0.01

0.97±0.04

0.90±0.03

As

1.07±0.0

0.98±0.05

0.99±0.03

1.10±0.0

De

0.86±0.04

0.87±0.03

0.98±0.06

0.97±0.03

Wa

0.72±0.01

0.67±0.02

0.66±0.02

0.65±0.01

As

0.60±0.01

0.58±0.01

0.55±0.02

0.57±0.02

De

0.61±0.03

0.62±0.02

0.60±0.03

0.70±0.02

Wa

0.84±0.01

0.82±0.01

0.81±0.01

0.73±0.01

As

0.62±0.02

0.56±0.01

0.59±0.02

0.65±0.02

De

0.96±0.02

0.88±0.2

0.95±0.4

1.02±0.3

First peak
of hip
adduction

Shoe vs. OTS

Shoe vs. Custom

Shoe vs. KAFO

KAFO vs. Custom

KAFO vs. OTS

Custom vs. OTS

0.40

0.50

1.00

1.00

1.00

1.00

(-0.08-0.02)

(-0.30-0.11)

(-0.24-0.1)

(-0.27-0.40)

(-0.19-0.19)

(-0.31-0.17)

1.00

1.00

1.00

1.00

1.00

1.00

(-0.27-0.44)

(-0.23-0.39)

(-0.47-0.40)

(-0.45-0.23)

(-0.55-0.32)

(-0.14-0.13)

moment

Trough of
hip
adduction

1.00

0.85

0.74

1.00

0.82

0.43

(-0.15-0.11)

(-0.44-0.20)

(-0.39-0.16)

(-0.36-0.38)

(-0.34-0.15)

(-0.31-0.10)

0.66

0.76

0.05

1.00

1.00

1.00

(-0.07-0.18)

(-0.09-0.21)

(-0.00-0.14)

(-0.11-0.13)

(-0.07-0.10)

(-0.06-0.07)

1.00

0.59

1.00

1.00

1.00

1.00

(-0.06-0.08)

(-0.05-0.13)

(-0.09-0.17)

(-0.15-0.16)

(-0.07-0.14)

(-0.05-0.11)

moment

Second
peak of hip
adduction

1.00

1.00

0.36

0.17

0.43

1.00

(-0.12-0.09)

(-0.0-0.09)

(-0.26-0.07)

(-0.28-0.05)

(-0.23-0.07)

(-0.13-0.19)

0.11

0.16

0.18

0.55

0.27

1.00

(-0.00-0.05)

(-0.01-0.06)

(-0.0-0.17)

(-0.05-0.14)

(-0.03-0.13)

(-0.04-0.04)

0.51

1.00

1.00

0.19

0.14

0.97

(-0.07-0.19)

(-0.07-0.14)

(-0.16-0.11)

(-0.14-0.03)

(-0.21-0.03)

(-0.12-0.05)

0.03

1.00

(0.26-0.01)

(-0.29-0.16)

moment
0.19

1.00

1.00

1.00

(-0.04-0.20)

(-0.23-0.26)

(-0.24-0.13)

(-0.32-0.1810
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4.8.2 Sagittal plane

For hip flexion/extension moment, no statistically difference was seen in any condition
compared to the shoe; however, KAFO, custom and OTS knee valgus braces increased the hip
flexion moment during walking and stair climbing, but not significantly as it illustrated in
(Figure 4.19, Table 4.11). For hip extension, no significant changes are seen during walking and
stair ascent; however, KAFO reduced hip extension moment by 43%, while both knee valgus
braces increased it up to 19% compared to the shoe during stair descent.

Figure 4.19: hip moment in sagittal plane during walking (a), stair ascent (b), and stair descent
(c) for the four conditions.
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Table 4.11: Hip moment in sagittal plane during the four conditions. As: ascending, Wa: walking, De: descending.

Mean ±SD

P value

variable

Hip flexion

Shoe

OTS

Custom

KAFO

Wa

0.49±0.03

0.45±0.03

0.50±0.02

0.57±0.2

As

0.09±0.02

0.16±0.03

0.16±0.0

0.14±0.03

De

0.06±0.01

0.11±0.01

0.10±0.03

0.13±0.02

Wa

0.60±0.04

0.61±0.03

0.67±0.02

0.61±0.02

As

1.8±0.2

1.7±0.1

1.7±0.01

2.1±0.01

De

1.32±0.1

1.60±0.2

1.63±0.02

0.75±0.1

moment

Hip
extension
moment

Shoe vs.
OTS

Shoe vs. Custom

Shoe vs.

KAFO vs.

KAFO

Custom

KAFO vs. OTS

Custom vs. OTS

1.0

1.0

0.71

0.32

1.00

1.0

(-0.19-0.02)

(-0.20-0.18)

(-0.28-0.21)

(-0.09-0.34)

(-0.14-0.29)

(-0.25-0.14)

0.62

0.10

0.90

1.0

1.0

1.0

(-0.22-0.00)

(-0.14-0.01)

(-0.32-0.15)

(-0.17-0.13)

(-0.25-0.21)

(-0.14-0.01)

0.67

1.0

0.86

1.0

1.0

1.0

(-0.16-0.06)

(-0.15-0.07)

(-0.24-0.11)

(-0.22-0.16)

(-0.11-0.07)

(-0.11-0.13)

1.0

1.0

1.0

1.0

1.0

1.0

(-0.06-0.08)

(-0.02-0.36)

(-0.15-0.17)

(-0.22-0.1)

(-0.12-0.12)

(-0.01-0.31)

1.0

1.0

0.67

0.46

0.95

1.0

(-1.08-0.93)

(-0.08-0.74)

(-0.47-1.15)

-0.43-1.24)

(-0.74-1.57)

(-0.03-0.38)

1.0

1.0

0.14

0.29

0.27

1.0

(-1.07-1.61)

(-1.30-1.90)

(-1.36-0.21)

(-2.40-0.65)

(-2.2-0.58)

(-0.47-0.53)
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4.9. Ankle kinematics (Secondary outcomes)

4.9.1 Walking

In the sagittal plane the KAFO showed a significantly higher dorsiflexion angle during walking
than the shoe, OTS, and custom knee valgus brace (mean difference 5.6, 5.1, and 6 degrees.
p=0.00, p=0.02, p=0.00 respectively) (Figure 4.20, Table 4.12). However, no effects were seen
using either of the knee valgus braces on ankle dorsiflexion angle during walking. For ankle
plantarflexion angle, the KAFO and OTS knee valgus brace reduced plantarflexion by 3.1 and
2.3 degrees respectively compared to the shoe (but not significantly), while no change is shown
when using the custom knee valgus brace.

As a result, the ankle ROM was increased significantly with the KAFO compared to the OTS
brace (mean difference 4.2 degrees, p=0.04) and insignificantly compared to the shoe and custom
knee valgus brace (mean difference 2.2, 2.6 degrees. p=0.61, p=0.60 respectively). No
significant differences were demonstrated between the knee valgus braces and the shoe during
walking.

In the frontal plane, there was significantly less eversion ankle angle when using KAFO during
walking compared to the shoe, OTS, and custom knee valgus brace (mean difference 5.7, 5.3, 6.7
degrees respectively (p=0.0 for all conditions) (Figure 4.21, Table 4.13). No significant changes
were shown in inversion angle between the KAFO and shoe and between both knee valgus
braces (Figure 4.21, Table 4.13).

4.9.2 Stair ascent and descent

In the sagittal plane, ankle dorsiflexion angles were similar among conditions during stair ascent
and descent (Figure 4.20, Table 4.12). However, the maximum plantarflexion angle was
significantly reduced with the KAFO during stair ascent compared to the shoe, OTS, and custom
knee valgus braces (mean difference 8.9, 4.9, 5.9 degrees. p=0.04, p=0.01, p=0.02 respectively)
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and during stair descent in comparison to the shoe (mean difference 5.9 degrees. p=0.02).
Therefore, ankle ROM in sagittal plane was reduced significantly with the KAFO during stair
ascent in comparison to the shoe (mean difference 7.8 degrees, p=0.05), and during stair descent
compared to the shoe and custom knee valgus brace (mean difference 7.8, 3.7 degrees. p=0.01,
p=0.02 respectively). Furthermore, using the custom and OTS knee valgus braces reduced the
plantarflexion angle and ROM insignificantly during stair ascent and descent respectively
compared to the shoe.

In the frontal plane, there was significantly less maximum eversion ankle angle during mid
stance when using KAFO during stair ascent compared to the shoe, OTS, and custom knee
valgus braces (mean difference 5, 5.5, 4.3 degrees. p=0.02, p=0.02, p=0.00 respectively); and
during stair descent compared to the custom knee valgus brace (mean difference 3.3 degrees,
p=0.01) (Figure 4.21, Table 4.13). Furthermore, no significant changes were shown after using
both knee valgus braces.

For ankle inversion, no significant changes were shown between KAFO compared to shoe during
stair ascent and descent respectively, but the KAFO reduced ankle inversion significantly
compared to the OTS and custom knee valgus braces during stair ascent (mean difference 3.4,
2.9 degrees, p=0.04, 0.01 respectively) (Figure 4.21, Table 4.13). Moreover, stair ascent with the
OTS knee valgus brace showed a significantly higher ankle inversion compared to shoe (mean
difference 2.9 degrees. p=0.00). Nevertheless, there were no significant differences demonstrated
during stair descent and no significant changes between both knee valgus braces.
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Figure 4.20: Ankle angles in sagittal plane during walking (a), stair ascent (b), and stair descent
(c) for the four conditions.

Figure 4.21: Ankle angles in frontal plane during walking (a), stair ascent (b), and stair descent
(c) for the four conditions.
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Table 4.12: Ankle angle in sagittal plane for the four conditions. Wa: walking, As: ascending, De: descending.
*: dorsiflexion degree. Bold indicates significance.

Mean ±SD

P value (CI 95%)

variable

Wa

Shoe

OTS

Custom

KAFO

21.3±0.2

21.8±0.6

20.9±0.7

26.9±0.3

Shoe vs. OTS

Shoe vs. Custom

As

27.5±0.7

27.0±0.4

27.5±0.5

28.8±0.7

De

44.2±0.2

44.5±0.7

43.6±0.5

42.2±0.8

Wa

2.2±0.7

0.08±0.7*

2.42±1.1

0.95±0.5*

As

4.3±1.4

0.3±0.5

1.30±1.2

4.6±0.9*

angle

KAFO vs. Custom

KAFO vs. OTS

Custom vs. OTS

1.0

1.0

0.00

0.00

0.02

1.0

(-2.9-2.00)

(-3.46-4.33)

(8.02-3.12)

(9.44-2.57)

(9.46-0.77)

(-5.41-7.18)

Ankle
dorsiflexion

Shoe vs. KAFO

1.0

1.0

0.53

1.0

0.83

1.0

(-4.95-6.12)

(-5.97-5.95)

(-3.95-1.45)

(-7.06-4.57)

(-6.64-2.98)

(-2.66-1.49)

1.0

1.0

0.14

0.20

0.00

1.0

(-2.83-2.08)

(-2.11-3.265)

(-0.75-4.69)

(-0.74-3.53)

(0.32-4.36)

(-2.75-4.65)

0.44

1.0

0.09

0.41

1.0

1.0

(-6.89-2.33)

9-5.73-6.19)

(-6.92-0.62)

(-10.0-3.27)

(-3.78-2.04)

(-5.91-10.92)

0.30

0.68

0.04

0.02

0.01

1.0

(-11.0-3.05)

(-10.5-4.36)

(8.43-1.66)

(-5.49-7.31)

Ankle
plantarflexion
angle

ROM

De

12.8±0.6

Wa

23.7±1.5

As

31.9±2.0

De

57.0±0.5

10.0±1.3

21.7±0.7

27.3±0.6

54.6±1.2

9.3±0.5

23.3±1.7

28.8±0.9

52.9±0.9

6.9±0.7

25.9±2.0

24.1±0.8

49.2±1.5

(17.8-0.30)

(11.0—0.82)

0.86

0.02

0.02

0.06

0.70

1.0

(-10.46-4.76)

(6.69-.521)

(10.5-1.24)

(-4.68-0.11)

(-10.4-4.37)

(-9.03-7.51)

0.12

1.0

0.61

0.60

0.04

0.8

(-0.5-4.2)

(-4.6-5.1)

(-7.96-3.13)

(-3.35-7.9)

(0.157-8.3)

(-2.67-3.12)

0.69

1.0

0.05

0.12

0.15

1.0

(-6.52-15.6)

(-9.10-15.28)

(-0.01-15.61)

(-1.39-10.81)

(-1.25-7.68)

(-7.35-4.35)

1.0

0.05

0.01

0.02

0.16

1.0

(-5.10-10.04)

(-0.08-8.44)

(2.01-13.6)

(0.54-6.80)

(-2.34-13.1)

(-7.06-10.47)
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Table 4.13: Ankle angles frontal plane for the four conditions. Wa: walking, As: ascending, De: descending. Bold indicates
significance.

Mean ±SD

P value (CI 95%)

variable

Wa

Shoe

OTS

Custom

KAFO

10.3±0.3

9.9±0.6

11.3±0.7

4.6±0.3

Ankle
eversion

As

10.9±0.4

11.4±0.6

10.2±0.3

5.9±0.4

De

7.8±0.6

Wa

0.4±0.5

2.0±1.4

1.7±0.4

1.2±0.2

As

1.2±0.6

4.1±06

3.6±0.3

0.7±0.1

Shoe vs. OTS

Shoe vs. Custom

Shoe vs. KAFO

KAFO vs. Custom

KAFO vs. OTS

Custom vs. OTS

1.0

1.0

0.0

0.00

0.00

1.0

(-1.79-2.64)

(-4.37-2.87)

(4.35-7.14)

(3.24-9.74)

(2.20-8.43)

(-6.67-4.32)

0.02

0.00

0.02

0.724

(1.01-10.0)

(-1.74-4.11)

1.0

1.0

(-4.86-3.91)

(-2.68-4.10)

(0.95-9.11)

(2.40-6.23)

1.0

1.0

0.15

0.01

1.0

0.531

(-4.38-7.91)

(-3.70-3.12)

(-1.20-7.17)

(1.05-5.49)

(-2.45-4.89)

(-6.49-2.39)

angle
6.0±0.7

8.1±0.3

4.8±0.4

Ankle
inversion

1.0

1.0

1.0

1.0

1.0

1.0

(-6.14-9.23)

(-3.07-5.60)

(-1.76-3.39)

(-2.70-1.80)

(-7.29-5.84)

(-7.10-6.55)

0.22

0.00

1.0

0.01

0.04

1.00

(-1.69 -7.25)

(0.62-5.07)

(-3.2-2.19)

(4.31-1.84

(6.25-0.06)

(-4.48-3.99)

angle
De

1.7±0.3

1.2±1.0

2.0±0.8

1.5±0.4

1.0

1.0

1.0

1.0

1.0

1.0

(-6.30-5.26)

(-3.77-4.40)

(-1.46-0.92)

(-5.00-3.83)

(-5.92-6.42)

(-7.43-9.09)

119

Chapter five: Discussion
This chapter will discuss the results for the intervention study and compare our results with
previously published literature, followed by future directions for further study with a final
limitations and conclusions of the thesis.

5.1. Discussion

5.1.1Background of discussion

Custom and off-the-shelf (OTS) knee valgus braces are one of the most commonly used
conventional treatments for individuals with medial knee OA and previous results have shown
that EKAM and KAAI can be reduced by knee valgus braces (Draper et al., 2000, Deie et al.,
2013, Ramsey et al., 2007, Richards et al., 2005, Fantini Pagani et al., 2010b, Lindenfeld et al.,
1997, Self et al., 2000, Fantini Pagani et al. 2012, Fantini Pagani et al., 2010a). This study was
designed to provide evidence of the possibility of extending the conventional treatments options
available for individuals with medial knee OA and severe knee varus deformity, by evaluation of
the effect of a custom knee-ankle-foot orthosis (KAFO) on EKAM values and lower limb
kinematics. A cosmetic KAFO was compared to a custom-made and OTS knee valgus brace
which are commonly used in orthotic practice. To the author’s knowledge this is the first study
which has examined the effects of a KAFO on EKAM values for an individual with a varus
deformity during walking and stair climbing.

5.1.2 Summary of results

The KAFO was more effective than the custom or OTS knee valgus brace in reducing EKAM,
KAAI, knee varus angle, and ankle eversion during walking and stair climbing. In addition, the
KAFO improved knee and hip flexion angles and hip range of motion in the sagittal plane during
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walking on a level surface and during stair climbing. The KAFO also reduced knee range of
motion in the sagittal plane compared to both knee valgus braces during walking and stair
climbing, but not significantly.

The KAFO also significantly reduced ankle ROM and ankle plantarflexion compared to the shoe
during stair ascent and descent. The OTS knee valgus brace reduced the knee varus angle more
than the custom one. No significant differences were found between both knee valgus braces
with regards to EKAM and KAAI. Both knee valgus braces insignificantly reduced knee range
of motion, ankle plantarflexion and ankle ROM compared to the shoe.

5.1.3 Hypotheses
5.2.2.1 External knee adduction moment (EKAM).

Hypothesis one: A KAFO reduces EKAM more than custom and off-the-shelf knee valgus
braces during walking and stair climbing.

Reducing the EKAM is one of the main aims for all interventions for medial knee OA to control
the progression of osteoarthritis (Miyazaki et al., 2002). The results have shown that the KAFO
significantly reduced the first peak of EKAM by 11.4% compared to the shoe during walking.
However, neither of the knee valgus braces showed significant changes in EKAM first or second
peaks during walking compared to the shoe. There was an insignificant difference in the second
peak when using the KAFO compared to the shoe. A 12% reduction was found compared to the
shoe during walking on a level surface.

No significant changes were seen when using either brace compared to the shoe. The custom
knee valgus brace reduced the first EKAM peak by 4.2%. This is similar to that seen in previous
studies where it has also been shown that both custom and OTS knee valgus braces do not
reduced the EKAM significantly during walking compared to a baseline condition (Gaasbeek et
al., 2007, Hewett et al., 1998, Pollo et al., 2002). This similarity in result is potentially related to
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the high varus angle in participants in both the previous and current studies, also this gives the
indication that knee valgus brace are less effective to reduce EKAM for individuals with a severe
knee varus deformity.

In previous studies, it was found that the UnloaderOne knee valgus brace reduced EKAM values
by 5.5 % for individuals with medial knee OA during walking which was maintained over a
period of 12 months (Deie et al., 2013). Also, a study by Toriyama et al., (2011), which used the
same brace, found that using an OTS knee valgus braces reduced the first peak of EKAM
significantly by 11%, but no changes in second peak compared to a no-brace condition during
walking for individuals with medial knee OA were noted. Also, according to Moyer et al. (2013),
an adjustable UnloaderOne OTS (an adjustable knee valgus angle between two to nine degrees)
for individuals with medial knee OA with knee varus (6.6 ±3.3 degrees), reduced the first and
second peaks of EKAM by 8% and 12.7% respectively during walking compared to a no brace
condition. In contrast, our results show that both the UnloaderOne OTS and custom knee valgus
braced did not reduce EKAM significantly. This dissimilarity in results could be due to different
samples characteristics as we examined a participant without knee OA but still with a severe
knee varus deformity of 10 degrees, and therefore a different valgus position (more valgus
correction will reduce knee load more). In this current study, five degrees of valgus angulation
was set, but previous studies have used adjustable knee valgus angulation. Furthermore, different
periods of wearing a knee valgus brace (up to 12 months) have been used instead of a single test
session in this current study.

When comparing the custom and OTS knee valgus braces together, the OTS knee valgus brace
reduced EKAM and knee varus angle more effectively than the custom made knee valgus brace
but not significantly. In contrast, in the study by Draganich et al., (2006), which utilised different
types of OTS and custom knee valgus braces in the same study, found that the custom knee
valgus brace reduced the first peak of EKAM during walking by 14.5% after immediate use,
while the OTS knee valgus brace only reduced it by 3% compared to the baseline. This
difference is mainly related to high anatomical knee varus angle in our sample (ten degrees)
compared to the previous studies, different knee valgus braces, and the short length of the
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custom knee valgus brace in this current study compared to the OTS brace could also make OTS
apply more correction force than the custom knee valgus brace.

Interlaced stairway climbing was the other activity which the participant undertook with the
shoe, OTS, custom knee valgus brace, and the KAFO as test conditions. Interlaced stairway
reliability was examined before the intervention study and proved that an interlaced stairway
could be highly reliable when used to examine knee kinetics and knee kinematics with an SEM
raised to 2.3 degrees. Furthermore, to our knowledge only one study has used stairs to examine
interventions such as an insole (Alshawabka et al., 2014), plus no previous study has examined
the effects of a KAFO on EKAM for varus individuals, and this study is only the second study
that has investigated the effect of knee valgus braces during stair climbing [the previous study
was undertaken by Al-Zahrani, (2014)].

The current study shows that the KAFO reduced first and second peaks by 7% and 10%
respectively compared to the shoe during stair ascent and no significant changes were seen
during stair descent. In addition, using custom and OTS knee valgus braces showed a nonsignificant reduction in the EKAM of 8.2% and 7% respectively during stair ascent. However,
during stair descent the OTS and custom knee valgus braces increased the first peak of EKAM
by 11.2% and 19.7% respectively. This is in agreement with the Al-Zahrani (2014) study which
stated that a knee valgus brace did not reduce both peaks of EKAM significantly compared to the
baseline after three months of treatment for individuals with knee OA.

In contrast to our results, a custom knee valgus brace has been shown to reduce the average peak
of EKAM significantly during one stair stepping compared to baseline and an OTS knee valgus
brace. The OTS knee valgus brace did not reduce it significantly compared to baseline
(Draganich et al., 2006). However, this dissimilarity could be due to the different type, the design
of knee valgus braces, and the degree of valgus correction used, since the previous study used
bilateral upright knee valgus braces with bilateral polycentric knee joints and the valgus load
applied was adjustable. In this current study four degrees of knee valgus angulation (which is the
standard design for Ossur knee valgus braces) was applied with the knee valgus brace with a
single upright and single hinge joint was used. Moreover, one step was used in the previous
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study to evaluate knee load, but three steps were used in this current study to evaluate the knee
load during one complete gait cycle. Also, it has been suggested that a knee valgus brace may
not reduce EKAM significantly during stair climbing due to the high knee varus moment during
stair climbing compared to walking on level (Al-Zahrani, 2014).

The measure of total loading during stance phase, the KAAI, was reduced significantly when
wearing the KAFO when compared to the shoe condition by 26.2% during stair ascent only;
however, the KAFO insignificantly reduced KAAI by 18.4% and 4.6% during walking and
descent respectively compared to the shoe. This means that using a KAFO reduced both EKAM
and the duration of the applied force on the medial knee compartment. Using the custom knee
valgus brace and its OTS variant did not significantly reduce the value of the KAAI during
walking (it was reduced by 7.8% by the custom one) or stair ascent, but the custom knee valgus
brace did however increase KAAI during stair descent by 10.4% compared to the shoe. This
result is similar to the Al-Zahrani (2014) study as knee valgus braces insignificantly reduced
KAAI values after three months compared to the shoe during walking and interlaced stairs way
climbing for individuals with medial knee OA.

In contrast to our result, Jones et al., (2013) found that an OTS knee valgus brace reduced KAAI
by 16.1% compared to baseline during walking activities. Furthermore, KAAI has also been
shown to be reduced by 29% and 15% according to Fantini Pagani et al. (2010a) after using a
four degree knee valgus brace and a flexible knee brace respectively. Similarly, it reduced when
using four-degrees valgus braces by 14% during walking on a level surface (Fantini Pagani et al.
2012) and 18% with using 4 degrees for healthy group compared to walking without brace
(Fantini Pagani et al., 2010b) and by 0.5% after using UnloaderOne OTS compared to walking
without a brace (Moyer et al., 2013). This variation could be due to dissimilar knee braces types,
and different sample characteristics. In the study by Fantini Pagani et al. (2012) a long knee
valgus brace was used and participants had mild knee varus alignment (mean 2.1±1.2), but in the
study by Fantini Pagani et al. (2010b) sixteen males with 8 degrees (±4 SD) of varus
participated. In this current study the participant had ten degrees of varus and both the Ossur
knee valgus braces used are shorter than the one which was used in the previous studies.
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When comparing the KAFO and the knee valgus braces, the KAFO reduced the first peak of
EKAM by 15% and 12.6% and reduced second peak by 9.5% and 12.3 % (significantly) in
comparison to the OTS and custom knee valgus braces during walking. During stair ascent,
KAFO reduced second peak of EKAM by 9% and 14.5% significantly compared to custom and
OTS knee valgus brace respectively. During stair descent, KAFO reduced first peak of EKAM
by 16.4% and 10% in comparison to custom and OTS knee valgus braces respectively. Also,
KAAI is reduced by KAFO significantly compared to OTS and custom knee valgus brace during
walking and stair climbing. This difference between KAFO and knee valgus braces could be due
to KAFO design which can apply four point pressure over thigh, knee, and shank to correct the
tibia alignment, keep tibia in vertical position, and maintain the end of tibia and foot part in the
neutral position. This design could be able to shift the GRF more laterally and the knee joint
centre more medially, thereby reducing EKAM. Although, knee valgus brace applied three
points pressure likewise, the taller length of KAFO compared to knee valgus braces (Table 4.1)
helps to apply more force correction by KAFO than knee valgus braces and apply more control
on tibia position and foot alignment.

Even though reducing the EKAM is main aim for orthoses, the sagittal plane knee moment,
especially in areas of knee flexion such as stairs has to be examined because a high knee flexion
moment is correlated with increased knee pain and increased compression on the medial
compartment for knee OA (Walter et al. 2010). However, it has been suggested that a high knee
flexion moment only increases knee load during high flexion activities (Trepczynski et al.,
2014). Our results show that the knee flexion moment was increased after using the KAFO and
both knee braces during walking and stair climbing but this was not statistically significant. Also,
using the OTS knee valgus brace for one year does not change the knee flexion moment
significantly (Hewett et al., 1998).

Also, any change in GRF due to alteration in walking speed could change the EKAM
(Mündermann et al., 2004). To eliminate the effects of speed variation on the vertical GRF, the
speed was controlled during this current test by a metronome. Therefore, no significant changes
in vertical GRF were found during walking and stair climbing between the test conditions (Table
4.2).
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In summary, the KAFO reduced EKAM and KAAI more effectively than both knee valgus
braces during walking and stair climbing without changing knee flexion moments. We
hypothesised that this could be due to KAFO design which applies four points of pressure to
correct knee alignment and its length cover more area to apply more correction force over a more
extensive area on the thigh and leg. No previous study has examined effects of a KAFO on
EKAM and KAAI for an individual with knee varus. Also, both knee valgus braces did not
reduce EKAM and KAAI significantly compared to some previous studies which could be due to
different knee valgus brace, degree of valgus position (2-9 degrees), short period of treatment in
current study, high varus deformity in our sample, small sample size, and the short length of
custom knee brace compared to the OTS.

Therefore, this hypothesis was accepted as the KAFO significantly reduced EKAM and
KAAI compared to the shoe and both knee valgus braces during walking and stair
climbing.

5.2.2.2 Lower limb kinematics

Hypothesis two: A KAFO would improve knee and hip ROMs more than either of the
valgus knee braces during walking and stair climbing.

Knee joint malalignment due to medial knee OA can affect the knee and hip joint in both sagittal
and frontal planes. It was suggested that a KAFO would improve knee and hip ROM more than
both valgus knee braces. Improvement in knee flexion and knee ROM are also important for
individuals with medial knee OA because it has been shown that individuals with medial knee
OA have reduced knee flexion than controls and 6 degrees less knee flexion at initial contact
(IC); (Landry et al., 2007, Mündermann et al., 2008a). Another purpose of using orthoses such as
KAFOs and knee valgus braces is to increase the knee flexion angle at initial contact and mid
swing, and increase overall sagittal plane knee ROM. This study has demonstrated that the
maximum knee flexion angle at initial contact is significantly increased by wearing a KAFO by
8.6 degrees during walking, but no significant changes in knee flexion at mid swing were noted.
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However, it reduced knee ROM significantly (up to 10 degrees) compared to the shoe during
walking. Also, using OTS and custom knee valgus braces significantly increased knee flexion at
IC during walking by 3.5 and 5.3 degrees respectively and insignificantly reduced knee ROM by
8.2 and 7.9 degrees respectively when compared to the shoe during walking. Also, during stair
climbing, the KAFO and knee valgus braces also increased knee flexion at IC, but reduced knee
flexion at mid-swing and knee ROM, but not statistically differently between them.

As a result, the KAFO was superior in increasing knee flexion at IC and this result is mainly
related to the use of an offset knee joint which is used in KAFO design. This type of joint started
the movement from a position of 6 degrees more flexion at IC. The reduced knee flexion at midswing may be associated with the weight of KAFO and the knee valgus braces could restrict
knee flexion at mid-swing because of the tight straps around knee in the knee valgus braces.

However, previous studies have found no significant differences in knee ROM during walking
and one stair stepping (Draganich et al., 2006) nor during interlaced stairway climbing (AlZahrani, 2014). In contrast, previous studies have found that using a knee valgus brace reduces
knee flexion at mid swing, and total knee ROM during walking (Gasbeek et al., 2007, Jones et
al., 2013). This result could be due to light weight of knee valgus brace with single upright and
hinge joint instead of a double.

A high knee varus angle constitutes a high risk for medial knee OA subjects (Sharma et al.,
2001), and it is suggested that reducing knee varus deformity reduces EKAM and thereby knee
load (Fantini Pagani et al., 2010b, Landry et al., 2007). Also, a high knee varus angle is capable
of increasing knee load by 100% (Johnson et al., 1980); therefore, it is important to reduce the
knee varus angle using knee OA orthoses. This present study found that the knee adduction angle
was significantly decreased when using the KAFO by 8.2 degrees during walking on a level
surface compared to the shoe. Also, the custom and OTS knee valgus braces reduced it
significantly by 5.2 degrees and 5.8 degrees respectively during walking compared to the shoe,
but with no significant difference between them during walking. In previous studies, using a
custom knee valgus brace significantly reduced knee varus during walking which is similarly to
the studies by Draganich et al., (2006) and Matsuno et al., (1997). Also, our study found that
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using the OTS knee valgus brace was more effective than a custom knee brace in reducing the
knee varus angle which is contrary to the studies by Draganich et al., (2006) and Toriyama et al.,
(2011). This variation could be due to different sample characteristics; for example previous
studies have evaluated individuals with moderate and severe knee OA, while in the existing
study the participant did not suffer from knee OA but had a knee varus deformity.

During stair climbing, the KAFO reduced the knee varus angle by 12 and 6 degrees during stair
ascent and descent respectively compared to the shoe. Both knee valgus braces insignificantly
reduced it during stair climbing up to 3 degrees which is similar to Al-Zahrani (2014) study.
When we compared the KAFO with the knee valgus braces, the results showed that the KAFO
reduced knee varus angle by up to 15 and 6.8 degrees compared to the custom knee valgus brace
and up to 12.4 and 3.5 degrees compared to OTS knee valgus brace during stair ascent and
descent respectively. The efficiency of a KAFO in reducing a knee varus angle is mainly related
to the offset joint. This type of artificial knee joint is able to correct knee deformity in the frontal
plane (knee valgus/varus) by up to 75mm (Johnson et al., 2004), also the length of the KAFO is
able to apply more force over a more extensive tissue area than knee valgus braces, so would
theoretically correct more deformity, and it is therefore assumed that the custom fit of the KAFO
on the limb has an important role in correcting the knee varus deformity and reducing EKAM
efficiently. When comparing both knee valgus braces together, the OTS was slightly superior to
the custom made knee valgus brace and reduced knee varus more. However, custom made knee
valgus braces fit better, but the one used in this study was shorter than the OTS and has a similar
mass (Table 4.1). These differences could make the OTS more able to apply increased forces
over the proximal and distal segments around the knee joint and control the knee rotation since
the OTS used for the participant in this study was also a good fit over the affected knee.

With regards to hip flexion and extension angles, Briem and Snyder‐Mackler (2009)
demonstrated that hip flexion and hip ROM is reduced and hip extension is increased for
individuals with knee OA. As a result, it would be advantageous for an orthosis to produce
improved hip ROM for individuals with medial knee OA. In this current study, the KAFO
increased hip range of motion during walking and stair ascent, while neither of the knee braces
altered hip range of motion. This may have been due to the offset joint included in the design of
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the KAFO which shifts the GRF more posterior to the knee and more anterior to hip joint to
generate knee and hip flexion. In addition, during taking the negative cast for the participant, the
lower extremity was fixed with the knee and hip in a slightly flexion position as it is functional
position for both joints. Custom knee and OTS knee valgus braces have not been shown
previously to alter hip ROM significantly (Taghi Karimi et al., (2012) and Toriyama et al.,
(2011). However, hip ROM was reduced by the knee valgus brace during walking, but no
changes were seen during stair ascent and descent (Al-Zahrani, 2014), which is suggested to be
related to the tight strap around the thigh segment which restricted hip extension at mid swing.

For hip adduction/abduction angle and moment, it has been suggested that knee OA is associated
with a high hip abduction angle and low hip adduction moment due to the lateral bending
compensatory gait during early stance. This is used as a strategy to reduce EKAM (Briem and
Snyder‐Mackler, 2009), but unfortunately this compensation could increase back pain and the
incidence of hip OA in the future (Mündermann et al. 2008a, Toriyama et al., 2011). Therefore,
it is necessary to control the hip abduction angle and increase the hip adduction moment, and
thereby prevent hip lateral bending.

Using the KAFO reduced hip abduction, increased hip adduction angle, and also increased hip
adduction moment during walking and stair climbing more than both knee valgus braces. This
means that the KAFO did not produce an increase in pelvic tilt or lateral bending to reduce the
EKAM, but it reduced EKAM by controlling the tibia and foot alignments. However, no
significant changes in hip adduction/abduction angles were seen after using the knee valgus
braces, but both of them reduced the second peak of the hip adduction moment. In contrast to our
results, hip adduction angle is reduced by 2.5 degrees with a custom knee valgus brace according
to Toriyama et al., (2011) due to a reduction in the hip adduction moment and an increase in hip
bending to the swing phase side as a compensation to reduce EKAM. This supports the
biomechanical theory that the knee valgus brace can reduce EKAM by shifting the centre of
mass more laterally and closer to the centre of the knee. This difference could be due to the fact
that subjects with bilateral knee OA participated in the Toriyama (2011) study.
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For the ankle joint, the KAFO reduced ankle ROM significantly, but no changes in ankle ROM
were demonstrated when using either knee valgus braces during walking or stair climbing.
However, according to the study by Al-Zahrani (2014), no significant changes in ankle ROM
were found during walking and stair descent, but it was significantly reduced during stair ascent
which could be due to the tight straps that limited shank movement and thereby ankle joint
motion.

For ankle inversion/eversion, the KAFO was superior in reducing ankle eversion than the knee
valgus braces; however, both knee valgus braces increased ankle eversion compared to the shoe.
Similarly, ankle eversion angles and moments were not significantly reduced during walking
with a 4 degree knee valgus brace according to the studies by Fantini Pagani et al. (2012) and
Hewett et al., (1998). However, the orthosis used was an 8 degree knee valgus brace (Fantini
Pagani et al. 2012); this dissimilarly in result is clearly related to the different varus angle in the
brace knee valgus angle which was used in this study (4 degrees) and the one which was used in
the previous study (8 degrees).

In conclusion, this hypothesis is partially accepted since the KAFO significantly increased
knee flexion at IC, and increased hip flexion and hip ROM more than both knee valgus
braces during walking and stair climbing; however, using the KAFO insignificantly
reduced knee ROM more than both knee valgus braces during walking and stair climbing.

Since the knee joint is one of the most affected joints by osteoarthritis, a variety of orthoses are
recommended as conservative treatments to correct the knee deformity, reduce pain, improve the
activity level, and thereby hope to delay the inevitable knee replacement. The primary
anatomical deviation in medial knee OA is a varus deformity which results in a higher EKAM.
Therefore, conservative orthotic interventions such as footwear, lateral wedges and knee valgus
braces are used to examine their effect on these parameters. However, these previous
interventions have some limitations such as changing ankle alignment, not being very effective
to reduce EKAM, they reduce knee flexion in mid swing, increase hip lateral bending, have tight
straps in knee valgus brace which causes swelling, and they may feel uncomfortable for extended
use. Therefore, the feasibility of a KAFO was examined in order to find a new conservative
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treatment for severe knee varus and medial knee OA individuals. Thus, this study demonstrates
that the KAFO reduced EKAM, KAAI, knee varus angle, improved hip ROM, and reduced hip
lateral bending more effectively than knee valgus braces.

5.3. Limitations
The current study has some limitations such as small sample size and the subject used having a
knee varus deformity without complaining from pain or knee OA or any previous injury. As a
result, one of the future plans is to increase the sample size to include medial compartment knee
OA participants in a future investigation. Another limitation of this study is that it evaluated the
immediate effects of KAFO and knee braces on the primary outcome measures. A longitudinal
study could be helpful to examine the long term effects of using KAFO on the knee load and OA
progression. Furthermore, because of that reason it is difficult to know if these orthoses would
reduce pain and improve activity levels. Also, using a simple ankle joint limits ankle joint
movement and a free mechanical ankle joint will be used in future even though it will increase
KAFO weight and cost.

Besides that, it is important to examine if using a custom KAFO is acceptable to be used for long
periods or not and the associated side effects. Nevertheless, the design of KAFO used in this
study is considered as being lightweight compared to other designs, and the absence of straps
around knee joint gives it a more comfortable feeling when flexing the knee particularly when
using stairs and it is able to provide an intimate fit as it was custom made. Nevertheless, its cost
will be more than an OTS knee valgus brace but still it does not cost as much as some types of
knee valgus braces which contain air champers. The author's experience found that this design of
KAFO is already used and recommended for individuals with very severe knee OA in some
countries who wish to avoid undergoing total knee replacement surgery and have not previously
found any benefit of using knee valgus braces; however, the long term effect of using a long
brace needs to be investigated. In contrast, the limitations of using knee valgus braces have
already been reported, such as poor fit (especially the OTS knee valgus brace), skin irritation,
discomfort when flexing the knee due to knee strap impingement (Stamenović et al., 2008),
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discontinuation of use (Squyer et al., 2013). In addition, some designs are bulky, heavy, and are
not acceptable for long term use, and some individuals have complained from swelling and
thrombosis after 6 months of use (Giori, 2004).

With regards to the biomechanical testing, markers artifacts due to skin movements could be one
of the limitations during walking and stair climbing, but because of the use of dynamic tracking
markers (clusters) and a good shoe fit with a tight lace, the artifacts would have been reduced.
For static alignment capturing, two static alignments were captured before the participant started
walking and the shoe size was the only variable which had changed. The rest of the markers were
still in the correct position during the two static alignments and their location was marked and
checked. In addition, off-the-shelf knee valgus braces may not offer an intimate fit for some
individuals as they are not custom made, but the one which was used in this study was an
adequate fit for the participant.

The ten minute washout period between treatments may not have been long enough but it was
thought to be acceptable because using braces inflict immediate biomechanical changes in knee
angles and load, and it is suggested that the knee biomechanics returns to the original position
and alignment immediately once the braces are removed (Draganich et al., (2006). Finally, the
staircase which was used in this study contained only three steps; therefore, the contra lateral
side was not evaluated. Having a staircase with more than three steps could be helpful to
evaluate the both sides and give information about the effects of a KAFO on both the affected
and non-affected side.

5.2. Future work
This pilot study evaluated a new modified type of KAFO which could be a possible conservative
treatment for medial knee OA in the future. Therefore, the next phase would be to evaluate the
device in a sample of medial knee OA subjects and appraising if this design incorporating a free
ankle joint could help to reduce EKAM, KAAI, and knee varus angle during walking and
negotiating stairs. Also, a free mechanical ankle joint could be added to the KAFO design
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instead of a plastic one to add more ankle motion freedom and add more plantarflexion freedom
during stair climbing. Further assessments of pain and activity levels, muscles activity, energy
consumption, and quality of life enhancement could be examined in the future study after using
the device for an extended period such as for between six and twelve months.

5.4. Conclusion
After taking into account the study limitations, this study is the first study to evaluate the effect
of a modified KAFO for knee varus individuals during walking and stair climbing. The data from
this pilot study supports use of a modified KAFO to reduce EKAM, KAAI, and knee varus angle
during walking and stair climbing and also giving improved hip and knee range of motion.
However, the limitation of the ankle range of motion is something which needs addressing
before embarking on a follow-up study. Therefore, the data supports that wearing a KAFO can
significantly reduce EKAM and knee varus deformity and it could be one of the future
interventions for individuals with medial compartment knee OA who have a varus aligned knee
joint especially if current treatment (knee valgus braces for example) are not restrictive or
corrective enough.

.
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Chapter 6: Appendices
Appendix 6 (A): Research Governance & Ethics Committee approval letter.
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Appendix 6 (B): Demographic and examination sheet.
Demographic collection sheet (KAFO study):

Participant's ID.: ...............................

Gender: Male / Female.

Age:......................................................

Height (M):........................

Mass (Kg):.........................................

Knee varus degree: ...............

KAFO: left / right.

Knee joint type:..................

Any comments:
.................................................................................................................................................................
.................................................................................................................................................................
.................................................................................................................................................................
.................................................................................................................................................................

135

Appendix 6 (C): The study poster.
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Appendix 6 (D): Consent Form.
Principal investigator: Huda Alfatafta.

INFORMED CONSENT FORM
Study title: The effect of a knee ankle foot orthosis on lower limb kinematics and kinetics in an
individual with varus knee alignment (KAFO study).
Please initial
Each box

1. I confirm that I have read and understand the participant information sheet dated (V 1.1 Dated
22.1.2014) for the above study and have had the opportunity to ask any questions.
2. I understand that my participation is voluntary and that I am free to withdraw at any time, without
giving any reason and without my medical care or legal rights being affected.
3. Should I withdraw I understand that the data acquired from my participation may still be used unless I
specify otherwise in writing.
4. I agree for the research team to keep my details on record for future research they are performing in
conation related to osteoarthritis and I am happy to be contacted to discuss potential participation in the
study.
5. I understand that the information about me and the data generated from the study is to be kept and
may be used in future studies.
6. I agree to take part in the above study.

Name of Participant

Name of person taking consent

Date

Date

Signature

Signature

(If different from Researcher)

Researcher

Date

Signature

1 copy for participant; 1 for researcher to be kept with study file
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Appendix 6 (E): Abbreviations.

AC

Ascending Cycle

ACL

Anterior Cruciate Ligament

AMTI

Advanced Mechanical Technology Incorporation

ANOVA

Analysis Of Variance

AS

Ascending

ASIS

Anterior Superior Iliac Spine

BMI

Body Mass Index

CAST

Calibration Anatomical System Technique

CP

Center of Pressure

CVs

Coefficients of Variations

De

Descending

DC

Descending Cycle

DIP

Distal Interphalangeal

EKAM

External Knee Adduction Moment

IC

Initial Contact

ICC

Intraclass Correlation Coefficients

KAAI

Knee Adduction Angular Impulse

KAFO

Knee Ankle Foot Orthosis

KL

Kellgren and Lawrence

LLL

Lower limb length

MCL

Medial Collateral Ligament

MTP

Metatarsophalangeal

NSAIDs

Non-Steroidal Anti-Inflammatory Drugs

OA

Osteoarthritis

OTS

Off The Shelf

PIP

Proximal Interphalangeal

QTM

Qualisys Track Manger
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R

Correlation Coefficient

RMSD

Root Mean Square Deviation

ROM

Range Of Motion

SD

Standard of Deviation

SEM

Standard Error of Measurement

TKR

Total Knee Replacements

VAS

Visual Analogue Scale

VGRF

Vertical Ground Reaction Force

WA

Walking

WHO

World Health Organisation

WOMAC

Western Ontario and McMaster Universities Osteoarthritis Index
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