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ABSTRACT 

The most commonly voiced rehabilitation goal for persons who have sustained 

a stroke is the restoration of walking ability1. However, despite an emphasis on 

walking retraining during rehabilitation, deficits2–6 that limit walking function 

persist7,8. A recent critical review of poststroke walking therapies revealed comparable 

outcomes after treatment regardless of the mode or sophistication of the intervention 

studied, with all therapies failing to improve the majority of subjects’ capacity for 

community walking9. Clearly, existing rehabilitation strategies do not sufficiently 

address the factors limiting poststroke walking performance. If the factors that are 

limiting walking performance after a stroke are adequately addressed during 

rehabilitation, better outcomes may be observed. However, rehabilitation efforts have 

been limited by a poor understanding of the clinical and biomechanical mechanisms 

underlying intervention-induced functional recovery, as well as a poor understanding 

of how the heterogeneous nature of poststroke motor impairment confounds treatment.  

The first two aims of this research project were directed toward identifying 

clinical and biomechanical determinants of poststroke walking function. For aim one, 

the cross-sectional and longitudinal relationships between poststroke walking function 

– as measured by the 6-Minute Walk Test – versus five clinical variables previously 

identified as meaningful to either the short- or long-distance walking function of 

persons poststroke10–17, were evaluated. Prior cross-sectional studies did not account 

for the influence of a key covariate, maximum walking speed18, nor evaluate how 

changes in these determinants related to changes in walking function. As such, it was 
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unclear which should be targeted during poststroke walking intervention. 

Understanding how commonly targeted poststroke variables relate to long-distance 

walking function when controlling for short-distance maximum walking speed would 

elucidate the best targets for walking rehabilitation. We hypothesized that short-

distance walking speed would be the primary determinant of long-distance walking 

function and that improvements in walking speed resulting from gait training would 

relate to improvements in long-distance walking function. Our findings confirmed 

these hypotheses, providing further support for the development and testing of 

poststroke interventions targeting an individual’s maximum walking speed. 

For aim two, the cross-sectional and longitudinal relationships between 

poststroke long-distance walking function, as measured via the 6MWT, versus six 

biomechanical variables grouped into three biomechanical constructs – stance phase 

mechanics, swing phase mechanics, and spatiotemporal symmetry – were evaluated. 

Previous investigators have shown meaningful relationships between variables from 

each of these constructs and poststroke walking function; however, the relative 

importance of each construct remained unclear. Moreover, the contribution of changes 

in each of these constructs to changes in poststroke walking function was unknown. 

The primary purpose of this study was to determine the relative importance of 

variables from each of these biomechanical constructs to the long-distance walking 

function of persons in the chronic phase of stroke recovery. A secondary aim was to 

identify the biomechanical changes underlying posttraining improvements in long-

distance walking function. We hypothesized that stance phase mechanics would best 

predict long-distance walking function and that improvements in stance phase 

mechanics would account for improvements in long-distance walking function. Our 

findings confirmed these hypotheses, providing support for the development of 
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interventions designed to improve poststroke walking by targeting the function of the 

paretic limb during late stance phase, especially in those more impaired at baseline.  

The third aim of this research extended the findings of aims one and two by 

studying the effects of a novel, poststroke walking rehabilitation program designed to 

target the determinants identified in the first two aims. Specifically, this novel 

intervention combined maximal-speed treadmill training with the application of 

functional electrical stimulation to the paretic ankle musculature to target deficits in 

the paretic limb’s ability to generate propulsion by simultaneously facilitating 

improvements in both the paretic trailing limb angle and activation of the 

plantarflexors during walking. Outcomes across the World Health Organization’s ICF 

categories19 were studied for subjects randomized to three treatment groups that 

trained at 1) self-selected speeds (SS), 2) maximum speeds (Fast), and 3) Fast 

combined with functional electrical stimulation to the paretic ankle musculature 

(FastFES). A priori mechanistic hypotheses were tested and moderation of outcomes 

by baseline walking speed and gait mechanics was evaluated. Our findings validated 

the hypothesized mechanisms underlying the FastFES intervention and demonstrated 

its efficacy, particularly in persons with slower baseline maximum walking speeds and 

larger baseline propulsion. Secondary analyses confirmed that the addition of 

functional electrical stimulation (FES) to maximum-speed treadmill training enhanced 

treatment effects, promoting greater neuromotor recovery than training without FES.  

Aims 1 and 2 of this research project attempted to improve our understanding 

of the clinical and biomechanical factors that determine poststroke walking function. 

Aim 3 attempted to advance individualized, evidence-based rehabilitation. Ultimately, 

this work informs the development and implementation of effective poststroke 

walking therapies designed to build healthier lives for persons poststroke.
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Chapter 1 

INTRODUCTION 

Background 

Over 5.5 million Americans are currently living with stroke – a leading cause of 

disability in the USA20. Poststroke walking dysfunction is common and has been linked 

to a delayed hospital discharge to home21, a delayed return to work22, and limited 

participation in the community21. Consequently, for the majority of stroke survivors the 

restoration of walking is the ultimate goal of rehabilitation1. As such, the development 

and testing of poststroke walking retraining programs has been a major focus of 

rehabilitation research. However, a recent critical review of current poststroke walking 

therapies revealed that, regardless of the mode or sophistication of training, current 

interventions fail to improve subjects’ capacity for community ambulation9. Indeed, 

walking deficits that contribute to limitations in activity and participation persist for 

most patients after rehabilitation7,8,21,23–25. The impact on physical activity of such 

walking deficits is evidenced in a markedly reduced total number of steps walked per 

day by persons poststroke (<3500 steps) compared to sedentary healthy adults (>5000 

steps)26,27. Considering that reduced physical activity is known to increase the risk of 

maladies such as heart disease and diabetes20 and is associated with a reduced health-

related quality of life28, a critical need exists for the development of rehabilitation 

programs capable of maximizing improvements in walking function after stroke.  

Current rehabilitation strategies for poststroke walking dysfunctions are not 

sufficiently improving the factors limiting walking performance after a stroke9. This 
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impasse is likely a function of three problems facing current neurorehabilitation 

practice. First, it is generally unknown which poststroke impairments, when improved, 

will result in the recovery of walking function. Second, there is a dearth of hypothesis-

driven, targeted, poststroke walking interventions. Third, the heterogeneous nature of 

poststroke impairments complicates intervention selection. This research is predicated 

on the proposition that if the factors limiting walking performance after a stroke are 

adequately targeted during rehabilitation, better outcomes will be observed. To address 

the first of these three problems, aims 1 and 2 were directed toward identifying the 

clinical and biomechanical determinants of poststroke walking function and quantifying 

the relationship between improvements in these determinants versus improvements in 

walking function. To address the second and third problems, Aim 3 evaluated the 

efficacy of a hypothesis-driven targeted walking intervention across patients with 

different baseline abilities. Through these research aims, this project aimed to provide a 

better understanding of the factors that determine walking function after stroke and 

provide evidence defining the efficacy of a promising targeted walking intervention.  

The Advancement of Poststroke Rehabilitation 

A hallmark of poststroke walking following current rehabilitation efforts is the 

use of inefficient compensatory strategies, such as stiff-legged and circumduction gait, 

to advance the body through space6,29. Because a rapid achievement of walking 

independence – not necessarily the reduction of impairment – is the goal of current 

neurorehabilitation practice30, the prevalence of such compensatory strategies following 

rehabilitation is not surprising as gains in walking function are achievable via 

improvements in compensatory strategies31,32. However, posttraining outcomes are 

limited as such strategies are known to increase the energy cost of walking, increase the 
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risk of falls, reduce endurance, and reduce speed6,21,29,33. Consistent with current stroke 

clinical practice guidelines, conventional stroke rehabilitation programs are generally 

centered on exercise therapy and focused on muscle strengthening, cardiovascular 

fitness, task-related practice, aerobic endurance, balance, or joint range of motion34. 

Impairments in these areas may be important to address at some point during 

rehabilitation; however, a primary cause of poststroke walking dysfunctions is 

sensorimotor impairment of the paretic limb35. As such, rehabilitation programs that do 

not sufficiently address the function of the paretic limb during walking may facilitate 

the persistence of compensatory strategies during retraining, ultimately limiting 

treatment outcomes. Indeed, subjects may strengthen compensatory strategies instead of 

learning to utilize more physiologic gait patterns31,32. For persons in the chronic phase 

of stroke recovery, the development and testing of hypothesis-driven therapies capable 

of normalizing walking ability is warranted. However, such an undertaking has been 

hindered by a lack of informative outcome measures36. 

Until recently, the outcome measures used to evaluate improvements in walking 

performance following intervention did not have the capacity to differentiate between 

the recovery of impaired neuromotor processes versus the strengthening of existing 

compensatory strategies36,37. For example, improvements in self-selected walking speed 

– perhaps the most popular poststroke outcome measure38 – do not necessarily indicate 

the recovery of neuromotor function. Indeed, patients walking at similar speeds present 

with different step length asymmetries2,39 – a finding indicative of different 

compensatory mechanisms during walking40,41. This dearth of informative outcome 

measures has limited our understanding of the changes that underlie the improvements 

in function observed following current therapies, ultimately impeding the identification 

of deficits to target during rehabilitation and thus the development of hypothesis-driven 
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therapies. Fortunately, advances in laboratory instrumentation have allowed a detailed 

quantification of treatment effects at the level of biomechanics36, providing a sound 

theoretical foundation for the development and testing of novel walking therapies.  

This research project utilized such advanced instrumentation to advance 

poststroke walking rehabilitation efforts. Specifically, aims 1 and 2 combined 

sophisticated motion analysis methods with clinical evaluations to identify the 

biomechanical and clinical determinants of walking function after stroke. Moreover, 

aim 3 – which tested the efficacy of a novel, hypothesis-driven walking intervention 

across the categories of the World Health Organization’s International Classification of 

Function, Health, and Disability (ICF)19 – utilized biomechanical evaluations conducted 

pretraining, posttraining, and at a 3-month follow-up to measure changes at the ICF 

level of body structure and function and to understand how such changes contributed to 

changes at the ICF level of activity.  

Motivating Aims 1 and 2 

The design of targeted walking rehabilitation programs depends on the valid 

identification of poststroke deficits that limit walking function and are modifiable via 

intervention in a manner that improves walking function. Recent studies have 

recommended targeting specific deficits during poststroke rehabilitation based on 

correlative and regression analyses of cross-sectional data10–16,42–45. However, basing 

interventions on the findings of such analyses is problematic if key covariates are not 

controlled. For example, although lower extremity strength,12–15,45 motor function,16,45 

and spasticity45 have been shown to correlate with poststroke function, studies 

controlling for other variables have shown that they do not independently contribute to 

poststroke function10–12,14,15. That is, other variables mediate their relationship to 
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functional performance. Similarly, despite previous biomechanical investigations 

identifying a myriad of single joint sagittal plane measures as variables meaningful to 

poststroke walking function, Cruz and colleagues demonstrated that multi-joint 

variables better estimated walking function33. While accounting for all possible 

covariates may be difficult to accomplish, understanding the influence that key 

variables may have on the relationships of interest is critical to the valid identification 

of deficits to target during rehabilitation, and consequently the efficient development of 

targeted rehabilitation programs.  

Through cross-sectional investigation, aims 1.1 and 2.1 aimed to identify 

clinical and biomechanical variables related to poststroke walking function. However, 

because cross-sectional studies only measure the degree that variables relate at a single 

moment in time, they are unable to identify whether a deficit is modifiable through 

intervention in a manner that relates to improvements in function. That is, it does not 

necessarily follow from a strong cross-sectional relationship between a deficit and a 

measure of function that reducing the magnitude of the deficit in a lower functioning 

individual would improve their function. In contrast, longitudinal analyses that 

specifically examine the relationships between intervention-induced changes in 

particular deficits versus changes in function provide insight into the potential 

functional impact, for an individual, of improvements in a deficit46–48. Thus, aims 1.2 

and 2.2 evaluated whether improvements in the identified clinical and biomechanical 

determinants related to improvements in walking function. 

Aim 1 Significance: Clinical Determinants of Walking Function 

Preliminary work from our laboratory has suggested that the short-distance 

maximum walking speed of individuals poststroke, measured from the middle 6m of a 



 6 

10m path as subjects walked as fast as they safely could, may be an important modifier 

of their long-distance ambulatory function.18 Improved walking efficiency may be the 

mechanism by which better long-distance walking function, measured as the distance 

traveled during the 6-minute walk test,49 may result from improvements in short-

distance maximum walking speed. Indeed, previous work has shown that walking at a 

faster speed reduces the energy cost of walking after stroke.25 However, previous 

studies have not accounted for the variability in maximum walking speed in their 

analyses of the relationships between walking deficits and long-distance walking 

function. Thus, whereas variables such as cardiovascular fitness,13 lower extremity 

strength,12–15 balance,10,11,13,16,17 balance self-efficacy,11 and lower extremity motor 

function42 have been shown to correlate to the walking function of persons after stroke, 

the extent that subjects’ maximum walking speed mediates their relationships to long-

distance walking function is unknown and warrants investigation. 

Aim 2 Significance: Biomechanical Determinants of Walking Function 

Elucidation of the relative importance of commonly targeted biomechanical 

variables to poststroke long-distance walking function would facilitate optimal 

intervention design. Previous investigators have identified spatiotemporal symmetry as 

meaningful to walking function after stroke50–52. Others have identified deficits in 

stance phase variables such as the propulsive force generating ability of the paretic limb 

and the posterior placement of the paretic limb during terminal stance as major 

contributors to walking dysfunction after stroke2,3,53–59. Others have also shown that 

deficits in swing phase ground clearance relate to poststroke walking dysfunction12,15. A 

better understanding of the independent contribution of deficits from each of these 

biomechanical constructs – spatiotemporal symmetry, stance phase, and swing phase – 
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to the walking function of persons poststroke would define the best targets for 

intervention. Moreover, considering that persons in the chronic phase of stroke recovery 

identify deficits in their ability to walk farther as limiting their engagement at home and 

in the community60, a better understanding of how these biomechanical constructs 

relate to long-distance walking function may facilitate clinical decision-making 

oriented towards a patient-identified need.  

Motivating Aim 3: A Novel, Hypothesis-Driven, Locomotor Program 

For individuals with hemiparesis following stroke, decreased propulsive force 

generation by the paretic limb during walking has been identified through simulation 

and cross-sectional studies as a major contributor to walking dysfunction2,3,53–59. 

Furthermore, recent studies show that propulsion symmetry during walking is able to 

differentiate individuals as limited community versus community ambulators61, and that 

individuals who achieve clinically meaningful improvements in walking speed also 

improve propulsion symmetry48. Despite the strong evidence linking paretic propulsion 

to walking performance, large scale investigation of interventions specifically designed 

to improve paretic propulsion during walking are nonexistent9,62. Moreover, previous 

reports considering the effects of gait intervention on measures of paretic propulsion 

have failed to demonstrate significant changes in the paretic limb’s capacity to generate 

propulsion31,32,63, likely due – as posited by Hall and colleagues – to subjects utilizing a 

variety of compensatory strategies during training32. Thus, it is currently unknown 

whether paretic propulsion is modifiable through intervention specifically targeting this 

impairment or whether such improvements would influence walking performance. 

Preliminary work from our laboratory has demonstrated the feasibility and promise of a 

novel combination therapy hypothesized to improve performance across the ICF 
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categories by directly targeting deficits in paretic propulsion64, however, the efficacy of 

this intervention has yet to be evaluated.  

The FastFES Hypothesis 

An immediate increase in the activation of the paretic plantarflexors during 

walking is achievable through functional electrical stimulation (FES). However, the 

translation of increased plantarflexor muscle activation during walking with FES into 

greater forward propulsion depends largely on the paretic limb’s posterior position 

relative to the individual’s center of mass during the double support phase of the paretic 

gait cycle57. Unfortunately, stroke survivors often do not achieve adequate paretic hip 

extension during walking6. However, walking at a faster speed is known to increase 

paretic hip extension65,66, effectively increasing the posterior placement of the paretic 

limb relative to the individual’s center of mass during walking. Based on this 

framework, our laboratory hypothesized that an intervention combining fast treadmill 

walking with FES to the paretic ankle musculature would maximize the translation of 

increased plantarflexor activity into forward propulsion, ultimately resulting in 

improved walking function. The FastFES intervention was thus conceived.  

Maximizing Effectiveness: Multidisciplinary Foundations 

Poststroke walking therapies are predicated on the concept of activity-dependent 

neuroplasticity. That is, cortical reorganization of the central nervous system can be 

induced through therapies that maximize the principles of neuroplasticity during 

training – ie, repetitive, intense, skilled, and engaging therapies67. As such, the 12-week 

FastFES program integrates contemporary concepts from multiple domains to maximize 

its effectiveness. Specifically, based on motor learning theory, massed stepping practice 
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and task specific (walking) training on a treadmill form the basis for the FastFES 

intervention. Indeed, one reason why treadmills have emerged as popular training tools 

for poststroke rehabilitation68–74 is that they offer a simple mechanism by which 

repetitive and intense practice can be achieved in a safe and controlled environment. A 

period of overground walking is also included to facilitate transfer of gains made on the 

treadmill. Alternate bouts of walking with and without FES are also included to enhance 

learning75. From a physiological perspective, the FastFES program incorporates 

stimulation patterns that better mimic the nervous system’s activation of muscle (ie, 

variable-frequency train patterns), facilitating a more rapid rate of rise in force 

production76 and yielding greater changes in walking kinematics77 as compared to 

traditionally-used FES patterns in persons poststroke.  

Individualized Care: For Whom Is This Intervention Appropriate? 

Clinical research has evolved from answering questions such as “does the 

intervention work” to “for whom, how, and why does the intervention work”. This 

paradigm shift refocuses clinical research to the level of the individual patient. To 

facilitate advancements in individualized poststroke walking rehabilitation, the final 

goal of Aim 3 was to determine which subgroups of patients benefited the most from 

FastFES intervention. As an intervention designed to improve the propulsive force 

generated by the paretic limb during walking through two main mechanisms – 

increasing paretic trailing limb position through fast treadmill walking and increasing 

plantarflexion function through functional electrical stimulation of the paretic 

plantarflexors – subjects’ baseline walking speed and propulsive force-generating 

ability were likely factors that could impact the intervention’s efficacy, and were thus 

considered as potential moderators.  
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Summary of Significance of Proposed Research Project 

A critical need exists for the development of rehabilitation programs capable of 

improving walking performance after stroke. Despite an emphasis on functional 

recovery during rehabilitation, walking deficits that limit physical activity and 

community participation often persist. This project attempted to advance our 

understanding of the clinical (aim 1) and biomechanical (aim 2) factors that determine 

poststroke walking function, and ultimately inform the development of more effective 

poststroke walking therapies. Moreover, aim 3 attempted to facilitate advances in 

evidence-based neurorehabilitation by testing the efficacy of a novel, hypothesis-driven 

targeted intervention. The significance of the proposed project is highlighted by the fact 

that the research aims parallel items from the American Physical Therapy Association’s 

clinical research agenda78. Specifically, aims 1 and 2 parallel clinical research agenda 

item 1 as they seek to “determine the relationships among levels of functioning and 

disability,” and aim 3 parallels clinical research agenda item 19 as it seeks to “develop 

and test the effectiveness” of a physical therapist intervention for walking dysfunction 

after stroke. 

Summary of Innovation of Proposed Research 

This project studied post-intervention outcomes (aim 3) and relationships (aim 

2) across the body structure and function, activity, and participation domains of the 

International Classification of Function, Disability, and Health (ICF) framework. By 

grouping variables across the domains of the ICF, this project presents its findings in a 

standardized disablement and recovery language that facilitates a better understanding 

of the path from disablement to ablement after stroke19,79,80. Ultimately, aims 1 and 2 of 

this project build a foundation for the development of targeted gait therapies. Indeed, 
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this work is among the first to identify walking deficits across the clinical and 

biomechanical domains whose improvements relate to functional recovery. Moreover, 

by considering a measure of long-distance walking function – the 6-minute walk test – 

as a primary measure of walking function for each aim, this research facilitates clinical 

decision-making directed toward a patient-identified need. As previously mentioned, 

the majority of patients after stroke identify deficits in their ability to walk “farther” as 

limiting engagement at home and the community60. Although previous research has 

considered, to some extent, the biomechanical determinants of short-distance walking 

function (ie, walking faster), none have studied the biomechanical determinants of long-

distance walking function; in this regard, aim 2 of the proposed project is novel and 

important. Additionally, by testing post-intervention outcomes across patients with 

varying baseline abilities, aim 3 of this project was innovative – particularly when 

considering that the criteria used for stratification was based on a priori hypotheses 

unique to the intervention studied. Finally, the multi-disciplinary theoretical framework 

that the FastFES intervention draws from may also serve as a foundation for the 

development of hypothesis-driven, targeted interventions for other patient populations 

(eg, spinal cord or peripheral nerve injury patients). Indeed, as an impairment-based 

intervention designed to simultaneously build capacity and provide a critical mass of 

task-specific training, the structure of the FastFES program is consistent with those 

rehabilitation programs posited to be the best producers of functional recovery by recent 

models of recovery79.  
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Specific Aims and Hypotheses 

Aim 1: To identify clinical determinant(s) of walking function. 

This aim evaluated cross-sectional and longitudinal relationships between 

poststroke walking function, as measured by the 6-Minute Walk Test, versus five 

clinical variables previously identified as determinants of short- or long-distance 

walking function after stroke10–17. Prior cross-sectional work did not account for the 

influence of a key covariate – maximum walking speed18 – nor evaluate the 

relationships between changes in walking function versus changes in the determinants 

identified. The best targets for intervention are thus unclear. 

Hypothesis 1.1: Measures of walking speed, balance, self-efficacy, and lower extremity 

motor function will relate to walking function; however, these relationships will be 

primarily mediated by maximum walking speed. 

Hypothesis 1.2: Improvements in short-distance maximum walking speed will highly 

relate to the recovery of long-distance walking function. 

Aim 2: To identify biomechanical determinant(s) of walking function.  

This aim evaluated cross-sectional and longitudinal relationships between 

poststroke walking function versus six biomechanical variables grouped into three 

biomechanical constructs – stance phase mechanics, swing phase mechanics, and 

spatiotemporal symmetry – that quantified the function of the paretic limb during 

walking. The relative importance of stance phase mechanics (versus swing phase 

mechanics or spatiotemporal symmetry) to poststroke walking function is unknown, as 

is the relationship to the recovery of walking of improvements in each construct. 

Hypothesis 2.1: Stance phase mechanics will explain more of the variance in walking 

function than swing phase mechanics or spatiotemporal symmetry. 
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Hypothesis 2.2: Improvements in stance phase mechanics will highly relate to the 

recovery of walking function. 

Aim 3: To determine the efficacy of a novel walking rehabilitation program 

designed to treat poststroke walking dysfunction through specific effects on late 

stance phase mechanics. 

Post-intervention outcomes across the World Health Organization’s ICF 

categories19 were studied for subjects randomized to one of three treatment groups: 

training at 1) self-selected speeds (SS), 2) maximum speeds (Fast), and 3) Fast 

combined with functional electrical stimulation (FastFES). Mechanistic hypotheses 

were tested via moderated regression and outcomes were evaluated across patients 

stratified according to pretraining walking speed and biomechanics. 

Hypothesis 3.1: Each intervention will produce improvements across the ICF 

categories, but FastFES will be more effective than SS training in slower walkers. 

Hypothesis 3.2: Only FastFES training will improve walking ability by improving 

paretic propulsion. 

Hypothesis 3.3: FastFES training will be most effective in slower walkers with larger 

propulsion deficits. 
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Chapter 2 

MAXIMUM WALKING SPEED IS A KEY DETERMINANT OF LONG 

DISTANCE WALKING FUNCTION AFTER STROKE 

Abstract 

Background. Walking dysfunctions persist following poststroke rehabilitation. A major 

limitation of current rehabilitation efforts is the inability to identify modifiable deficits 

that, when improved, will result in the recovery of walking function. Previous studies 

have relied on cross-sectional analyses to identify deficits to target during walking 

rehabilitation; however, these studies did not account for the influence of a key covariate 

– maximum walking speed. Objective. To determine the relationships between commonly 

studied poststroke variables and the long-distance walking function of individuals 

poststroke when controlling for maximum walking speed. Methods. Correlation analyses 

of cross-sectional data from 57 individuals more than 6 months poststroke measured the 

relationships between standing balance, walking balance, balance self-efficacy, lower 

extremity motor function, and maximum walking speed versus long-distance walking 

function. For a subgroup of subjects who completed training, the relationship between 

changes in maximum walking speed versus changes in long-distance walking function 

was assessed. Results. Each measurement of interest strongly correlated with long-

distance walking function (rs from 0.448 to 0.900, all Ps ≤ .001); however, when 

controlling for maximum walking speed, none of the other measurements remained 

related to long-distance walking function. In contrast, when controlling for each of the 

other measurements, maximum walking speed remained highly related. Moreover, 

changes in maximum walking speed resulting from training highly related to changes in 

long-distance walking function (r = .737, P ≤ .001). Conclusions. For individuals in the 

chronic phase of stroke recovery, improving maximum walking speed may be necessary 
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to improve long-distance walking function. Final Published Version © 2014 Thomas 

Land Publishers. DOI: 10.1310/tsr2106-502 www.strokejournal.com 

Introduction 

For the majority of individuals who have sustained a stroke, the restoration of 

walking ability is the ultimate goal of rehabilitation.1 Impaired walking ability has been 

linked to a delayed hospital discharge to home,21 a delayed return to work,22 and limited 

participation in the community.21 However, despite a focus on functional recovery 

during rehabilitation, residual walking deficits that increase the energy cost of walking 

and the likelihood of falls often persist.21,23–25 A major limitation of current 

rehabilitation efforts is our inability to identify modifiable deficits that, when improved, 

will result in the recovery of walking function. A better understanding of this 

relationship would shape the development of targeted gait interventions48,55 and enhance 

our ability to improve the walking function of individuals after stroke. 

Recent studies have recommended targeting specific deficits during poststroke 

rehabilitation based on correlative and regression analyses of cross-sectional data.10–

16,42–45 However, basing interventions on the findings of such analyses may be 

problematic if key covariates are not controlled. For example, although lower extremity 

strength,12–15,45 motor function,16,45 and spasticity45 have been shown to correlate with 

poststroke function, studies controlling for other variables have shown that they do not 

independently contribute to poststroke function.10–12,14,15 That is, other variables mediate 

their relationship to functional performance. While it may be difficult to control for all 

potential mediating variables during cross-sectional analyses, understanding their 

influence on the relationships studied is critical to the valid identification of deficits to 

target during rehabilitation.  
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A recent study by Bowden and colleagues demonstrated that of 10 

measurements considered, only improvements in short-distance maximum walking 

speed and the paretic limb’s contribution to forward propulsion (paretic propulsion) – a 

commonly studied biomechanical variable directly linked to walking speed – correlated 

to improvements in short-distance comfortable walking speed.48 Preliminary work from 

our laboratory has suggested that the short-distance maximum walking speed of 

individuals poststroke, measured from the middle 6m of a 10m path as subjects walked 

as fast as they safely could, may be an important modifier of their long-distance 

ambulatory function.18 Improved walking efficiency may be the mechanism by which 

better long-distance walking function, measured as the distance traveled during the 6-

minute walk test,49 may result from improvements in short-distance maximum walking 

speed. Indeed, previous work has shown that walking at a faster speed reduces the 

energy cost of walking after stroke.25 However, previous studies have not accounted for 

the variability in maximum walking speed in their analyses of the relationships between 

walking deficits and long-distance walking function. Thus, whereas variables such as 

cardiovascular fitness,13 lower extremity strength,12–15 balance,10,11,13,16,17 balance self-

efficacy,11 and lower extremity motor function42 have been shown to correlate to the 

walking function of persons after stroke, the extent that subjects’ maximum walking 

speed mediates their relationships to long-distance walking function is unknown. 

Understanding how commonly targeted poststroke variables relate to long-distance 

walking function when controlling for short-distance maximum walking speed would 

elucidate the best targets for walking rehabilitation programs. We hypothesized that, for 

persons in the chronic phase of stroke recovery, short-distance maximum walking speed 

would be the primary determinant of long-distance walking function. 
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Additionally, as cross-sectional studies only measure the degree that variables 

relate at a single moment in time, they are unable to identify whether a variable is 

modifiable through intervention in a manner that relates to improvements in function. 

That is, it does not necessarily follow from a strong cross-sectional relationship between 

a variable and a measurement of function that reducing the magnitude of the deficit in 

that variable for a lower functioning individual would improve their function. In 

contrast, longitudinal analyses that specifically examine the relationships between 

changes in particular variables versus changes in function (change-score relationships) 

provide insight into the potential functional impact, for an individual, of improvements 

in a deficit.46–48 Thus, a secondary aim of this study was to determine whether 

improvements in maximum walking speed resulting from gait training related to 

improvements in long-distance walking function. 

Methods 

Subjects 

The baseline data presented in this report reflect the data collected for the first 

57 individuals that were recruited to participate in a clinical study at the University of 

Delaware. The change-score data presented reflect the data collected for a subset of 

these subjects (n = 31) who underwent 12 weeks of physical therapist–guided locomotor 

training. Subjects were recruited over a 2-year period from health care facilities and 

patient support groups in the Delaware, New Jersey, and Pennsylvania areas. This study 

was approved by the University of Delaware’s institutional review board, and all 

subjects gave their informed consent prior to participating. 
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Inclusion criteria 

Subjects were included if they had a history of a single cortical or subcortical 

stroke, a duration poststroke of at least 6 months, were able to ambulate without the 

physical assistance of another person but with observable gait deficits, were able to 

follow instruction and communicate with the investigators, were able to walk for 6 

minutes at a self-selected walking speed without orthotic support, and were able to 

passively dorsiflex the ankle to a neutral position with the knee extended and passively 

extend the hip at least 10°.  

Exclusion criteria 

Individuals were excluded from participating if they had a history of cerebellar 

stroke, a history of lower extremity joint replacement, bone or joint problems that 

limited their ability to walk, a resting heart rate outside of the range of 40 to 100 beats 

per minute, a resting blood pressure outside of the range of 90/60 to 170/90 mm Hg, 

neglect and hemianopia, unexplained dizziness in the last 6 months, or chest pain or 

shortness of breath without exertion.  

Intervention  

Subjects participated in a 12-week treadmill and overground walking retraining 

intervention. Training consisted of walking on a treadmill at each subject's maximum 

walking speed. Subjects walked either without (Fast) or with functional electrical 

stimulation delivered to the paretic ankle plantar flexors during terminal stance and 

dorsiflexors during swing phase (FastFES). The FES was applied in an alternating 

pattern of 1-minute on to 1-minute off. Further details on the FastFES intervention can 

be found in previous work from our laboratory.64 Subjects trained 3 times per week, 

with each session comprised of up to five 6-minute walking bouts on a treadmill and 
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one walking bout over ground for a total of up to 36 minutes of walking. Subjects were 

allowed rest breaks of up to 5 minutes between walking bouts. While walking on the 

treadmill, subjects were connected to an overhead harness system for safety; no body-

weight was supported via the harness. 

Variables of interest and rationale 

Subjects underwent comprehensive clinical evaluations conducted by licensed 

physical therapists. The present investigation considered the 6-minute walk test 

(6MWT)49 as its representative measure of walking function. This decision was based 

on the 6MWT being an excellent measure of poststroke walking capacity and 

community ambulation,81,82 as indicative of community reintegration following 

stroke,21,83 and as the most prominent area of difficulty poststroke.21 Indeed, individuals 

with chronic stroke indicate a reduced ability to walk farther as a factor limiting 

engagement in the community.60 Measures were considered as measurements of interest 

if they could be targeted through intervention to improve the distance traveled during 

the 6MWT. The Berg Balance Scale (BBS)84 and the Functional Gait Assessment 

(FGA)85 evaluate standing (BBS) and walking (FGA) balance and have good reliability 

and validity in individuals poststroke.84,85 The Activities-specific Balance Confidence 

(ABC) scale86 evaluates balance self-efficacy and has been shown to have good 

reliability and internal consistency in community-dwelling older adults86 and internal 

and absolute reliability and construct validity in people during the first year 

poststroke.87 The lower extremity motor function domain of the Fugl-Meyer 

Assessment Scale (LEFM) quantifies the impairments in lower extremity motor 

function88 and has been shown to be highly reliable in persons poststroke.89 Finally, 

maximum walking speed (MWS) (m/s) was determined via the 6-meter overground 
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walk test.90 Subjects were allowed the use of their regular assistive devices and orthotics 

during testing, if necessary.  

Cross-sectional analyses 

Statistical analyses were performed using the IBM SPSS 21 software package 

(IBM, Armonk, NY). Power analyses were conducted using G Power 3.1. The overall 

threshold for significance was set to P = .05. The Shapiro-Wilk test was used to 

determine data normality. To test our a priori hypothesis that maximum walking speed 

would be the primary determinant of long-distance walking function, correlation (zero-

order) and partial correlation (first-order) analyses were performed. Specifically, 

Pearson r or Spearman rho correlation analyses – pending data normality – measured 

the zero-order relationships between 6MWT distance versus MWS, FGA, BBS, ABC, 

and LEFM performance. Subsequently, each measurement of interest was selected, in 

turn, as a control variable when determining first-order relationships. After a Bonferroni 

correction for the 25 comparisons performed, an alpha level of 0.002 was set as the 

threshold for significance for each zero- and first-order relationship considered. 

Longitudinal analyses 

To test our secondary hypothesis that improvements in maximum walking speed 

would relate to improvements in long-distance walking function, the changes following 

an intervention targeting maximum walking speed were studied. Baseline versus 

postintervention pair-wise comparisons were conducted to test whether changes in 

maximum walking speed and 6MWT distance followed the training. Group changes 

were also compared to known minimal clinically important difference (MCID) and 

minimal detectable change (MDC) scores. The relationship between changes in 
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maximum walking speed and changes in 6MWT distance was determined using Pearson 

r correlation. 

Results 

Complete baseline (n = 57) and change-score (n = 31) data sets were available 

for all variables studied (see Table 1 for subject demographics and characteristics). An a 

priori power analysis revealed that with 57 subjects, at an alpha of 0.002, this 

investigation would be powered at a level of 80% to detect a significant baseline R2 of 

0.24. With 31 subjects, at an alpha of 0.05, this investigation would be 80% powered to 

detect a significant change-score R2 of 0.23.  

Cross-sectional zero- and first-order correlation analyses  

Zero-order analyses demonstrated strong relationships (rs from 0.448 to 0.900) 

between each measurement of interest and performance on the 6MWT. However, when 

controlling for maximum walking speed, marked reductions in the strength of each of 

the other measurements’ relationships to 6MWT performance were observed with none 

of these first-order relationships being significant. Likewise, controlling for walking 

balance resulted in a marked reduction in the strength of each of the other 

measurements’ relationships to the 6MWT – except for maximum walking speed, which 

remained very strongly related to the 6MWT. In contrast, when controlling for standing 

balance, only balance self-efficacy no longer related to 6MWT performance. 

Controlling for either balance self-efficacy or lower extremity motor function did not 

result in substantial changes in any of the other measurements’ relationships to the 

6MWT (see Table 2).  
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Despite both maximum walking speed and walking balance markedly altering 

the strength of the other measurements’ relationships to 6MWT performance, maximum 

walking speed clearly mediated a larger portion of each measurement’s contribution to 

6MWT performance. Moreover, only maximum walking speed remained very strongly 

related to 6MWT performance regardless of which of the other measurements was 

controlled (see Table 2).  

Longitudinal analyses 

Both maximum walking speed and the distance walked during the 6MWT 

improved following the 12-week intervention period (see Table 3). The average change 

in 6MWT distance of 77 m was larger than the established MDC of 54.1 m.49 The 

average group change in maximum walking speed of 0.20 m/s was larger than the 

established walking speed MCID of 0.17 m/s.91 Changes in maximum walking speed 

following the intervention strongly correlated to changes in 6MWT distance [r(31) = 

.637, P ≤ .001].  

Outliers 

Graphical inspection of the ∆6MWT versus ∆MWS (Figure 1) relationship 

revealed that only one subject substantially improved 6MWT distance (184 m) but not 

maximum walking speed (0.01 m/s). This subject was beyond the 95% confidence 

interval for this correlation. When considering this subject as a statistical outlier and 

removing them from the analysis of this relationship, a markedly stronger correlation 

between changes in the 6MWT versus changes in maximum walking speed [Pearson 

r(30) = .737, P ≤ .001] was observed (see Figure 1). Interestingly, this subject’s 

baseline maximum walking speed (1.81 m/s) was the highest among all the subjects 

studied.  
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Discussion 

The present investigation identifies the short-distance maximum walking speed 

of individuals poststroke as an important determinant of their long-distance walking 

function and as a variable modifiable through intervention in a manner that highly 

relates to improvements in long-distance walking function. Taken together, the cross-

sectional and longitudinal analyses presented support the development and study of 

poststroke interventions targeting an individual’s maximum walking speed. Indeed, 

considering the established relationship between long-distance walking function and 

ambulation in the community,81–83 the addition of interventions targeting short-distance 

maximum walking speed to poststroke walking rehabilitation programs is worthwhile.  

It is not surprising that maximum walking speed accounted for a considerable 

amount of the variance in a timed walking test such as the 6MWT. However, the 

predominant perception in the clinical community is that the 6MWT is a measure of 

walking endurance. That is, performance on the 6MWT is thought to be reflective of a 

person’s ability to maintain a moderate amount of exertion over a period of time similar 

to the activities of daily living. Previous work has shown that the walking performance 

of community ambulators living with stroke deteriorates during the final minutes of the 

6MWT.52 To the extent that the psychosocial (eg, self-efficacy) or physical (eg, balance 

or motor function) factors studied may have been considered as contributors to worse 

performance during the 6MWT, it is surprising and important to learn that when 

controlling for maximum walking speed, none of the measurements studied remained 

related to performance on the 6MWT. Indeed, when controlling for maximum walking 

speed, subjects with excellent or poor self-efficacy, standing balance, walking balance, 

and lower extremity motor function performed similarly on the 6MWT.  
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Recommendations to target specific deficits during rehabilitation to improve 

poststroke walking function are commonly put forth based on the observed relationships 

between various measurements and function.10–16,42–45 For example, Patterson and 

colleagues posited that clinicians should primarily target balance impairments during 

poststroke rehabilitation, followed by cardiovascular fitness, based on their finding that 

standing balance – as measured by the BBS – explained the largest portion of long-

distance walking function variance for slower walking individuals poststroke and that 

cardiovascular fitness explained the largest portion for faster walking individuals.13 

Similarly, Pohl and colleagues found that standing balance significantly predicted long-

distance walking function and concluded that balance was a “powerful modifier” of the 

long-distance walking function of persons poststroke.42 Consistent with these and 

similar cross-sectional studies, the present study demonstrates strong zero-order 

relationships between standing balance – as well as other measurements – and walking 

performance; however, the partial correlation analyses of these same relationships 

indicate that maximum walking speed plays a key mediatory role and should therefore 

be considered when designing rehabilitation programs.  

In contrast, Schmid and colleagues recently published a comprehensive 

examination of the relationships between multiple poststroke mobility variables – 

including maximum walking speed – and measures of activity and participation, 

identifying only “balance self-efficacy, not physical aspects of gait,” as an independent 

contributor to activity and participation following stroke. Based on their findings, 

Schmid et al recommended addressing psychological factors related to balance self-

efficacy “to obtain the best stroke recovery.”43 In the present study, we observe a 

marked reduction in the strength of the balance self-efficacy versus walking function 

relationship when controlling for maximum walking speed (from a zero-order r = 0.448, 
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P < .001, to a first-order r = 0.096, P > .05). Moreover, controlling for balance self-

efficacy did not modify the relationship between maximum walking speed and walking 

function. The inconsistency between the Schmid et al findings and those of the present 

study is likely a product of differences in the dependent variable studied. Indeed, the 

present study considers an objective measure of ambulatory function – the 6MWT – 

whereas Schmid et al consider self-report measures of activity and participation. 

Another likely explanation for this inconsistency is that the cohort of subjects studied 

by Schmid et al walked, on average, 0.30 m/s faster than the cohort in the present study. 

Certain thresholds likely exist for each of the measurements studied where 

improvements beyond such thresholds would not contribute to improvements in 

walking function. For example, the subjects studied by Schmid et al may not benefit 

from improvements in maximum walking speed because they already walk at a very 

fast pace. Indeed, the single subject identified as an outlier in the present investigation 

was the fastest walker pretraining (see Results section and Figure 1). In contrast, the 

other subjects studied in the present investigation may benefit from the targeting of 

maximum walking speed until they achieve a certain speed threshold, at which point, 

modifying the target of rehabilitation efforts to balance self-efficacy may indeed 

facilitate the best stroke recovery.  

The findings of the present investigation may not extend to the rehabilitation of 

individuals in the earlier phases poststroke. For example, Pohl and colleagues 

demonstrated that in individuals an average of 75 days poststroke, gains made in the 

6MWT were only predictable by gains in balance for those unable to ambulate more 

than 213 m. In contrast, only gains in peak VO2 and lower extremity motor function 

were predictive for individuals able to walk further than 213 m.47 However, Pohl et al 

noted that only 16% of 6MWT variance was accounted for by gains in balance for the 
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lower performing individuals, and only 28% of 6MWT variance was accounted for by 

gains in peak VO2 and lower extremity motor function for the higher performing 

individuals. In contrast, the present study demonstrates that 54% of the variance in 

6MWT change is explainable by improvements in maximum walking speed. Although 

maximum walking speed was not measured by Pohl et al, considering the relationship 

between walking speed and the measurement of peak VO2 on a treadmill,92 it stands to 

reason that significant gains in maximum walking speed may have accompanied the 

observed gains in peak VO2. A similar study by Kollen and colleagues of individuals in 

the acute phase of stroke recovery identified changes in standing balance as the most 

“important determinant” of improved walking function.46 However, similar to the Pohl 

study, they were only able to account for 18% of the variance in functional ability with 

β regression coefficients < .09 for each determinant. An interesting future study would 

investigate whether the findings of the present study generalize to individuals in the 

earlier phases of stroke recovery. 

Limitations 

This study only considered the relationships between the 6MWT versus the 

maximum walking speed test, BBS, FGA, ABC scale, and the LEFM. The relationships 

between these measurements versus other measures of walking function, and the 

relationships between other measurements versus the 6MWT, are unknown.    

Conclusions  

This study supports the development of poststroke interventions targeting an 

individual’s maximum walking speed. Previous studies recommending deficits to target 

during poststroke walking rehabilitation that did not account for the influence of 

maximum walking speed on the relationships studied should be considered cautiously.  
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Table 1. Subject demographics and characteristics. 

Variable Median (IQR) or frequency (%) 

Baseline dataset (n = 57)  

Age, years 59.02 (54.23-64.91) 

Time since stroke, years 1.71 (0.88-3.51) 

Sex, male 58% 

Side of paresis, right 35% 

Self-selected walking speed, m/s 0.75 (0.55-0.97) 

Lower extremity Fugl-Meyer score 23 (20-27) 

Change score dataset (n = 31)  

Age, years 57.50 (54.59-63.83) 

Time since stroke, years 1.81 (0.94-6.24) 

Sex, male 65% 

Side of paresis, right 32% 

Self-selected walking speed, m/s 0.74 (0.60-0.94) 

Lower extremity Fugl-Meyer score 23 (18.50-27.50) 
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Table 2. Zero-order and partial (first-order) correlation coefficients for the 

relationships between long-distance walking function (6MWT) versus each 

measurement. 

Analysis Deficits 

 MWS FGA BBS ABC LEFM 

Zero-order  

6MWT correlations 

0.900*  

p = .000  

0.785* 

p = .000 

0.729*a 

p = .000 

0.448*a 

p = .000 

0.557* 

p = .000 

First-order 

MWS controlled 
 

0.326 

p = .014 

0.181 

p = .181 

0.096 

p = .484 

-0.099 

p = .468 

First-order  

FGA controlled 

0.747* 

p = .000 
 

0.249 

p = .064 

0.302 

p = .024 

0.336 

p = .011 

First-order  

BBS controlled 

0.807* 

p = .000 

0.563* 

p = .000 
 

0.298 

p = .026 

0.431* 

p = .001 

First-order  

ABC controlled 

0.864* 

p = .000 

0.729* 

p = .000 

0.596* 

p = .000 
 

0.476* 

p = .000 

First-order  

LEFM controlled 

0.853* 

p  = .000 

0.712* 

p = .000 

0.615* 

p = .000 

0.407* 

p = .002 
 

6MWT = 6-minute walk test; MWS = maximum walking speed; FGA = Functional Gait Assessment; BBS 

= Berg Balance Scale; ABC = Activities-specific Balance Confidence Scale; LEFM = lower extremity 

motor portion of Fugl Meyer Scale. 

ᵻaSpearman rho correlation coefficient. 

* p ≤ .002.  
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Table 3. Baseline and change score values. 

Variable Mean (SD) and 95% CI 
T 

statistic 

P 

value 

 Baseline Change   

6MWT 

(m) 

302 (134) 77 (63) 
6.781 <.001 

253-351 54-100 

    

MWS 

(m/s) 

1.00 (0.46) 0.20 (0.22) 
5.111 <.001 

0.83-1.17 0.12-0.28 

6MWT = 6-minute walk test; MWS = maximum walking speed.   
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Figure 1. The relationship between changes in maximum walking speed (x-axis) and 

changes in long-distance walking function (6MWT) (y-axis) is presented with (A) and 

without (B) a statistically and clinically identified outlier – indicated by the triangle in 

panel A. Changes in maximum walking speed highly related to changes in 6MWT 

distance. 
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Chapter 3 

PARETIC PROPULSION AND TRAILING LIMB ANGLE ARE KEY 

DETERMINANTS OF LONG-DISTANCE WALKING FUNCTION AFTER 

STROKE 

Abstract 

Background. Elucidation of the relative importance of commonly targeted biomechanical 

variables to poststroke long-distance walking function would facilitate optimal 

intervention design. Objectives. To determine the relative contribution of variables from 

3 biomechanical constructs to poststroke long-distance walking function and identify the 

biomechanical changes underlying posttraining improvements in long-distance walking 

function. Methods. Forty-four individuals >6 months after stroke participated in this 

study. A subset of these subjects (n = 31) underwent 12 weeks of high-intensity locomotor 

training. Cross-sectional (pretraining) and longitudinal (posttraining change) regression 

quantified the relationships between poststroke long-distance walking function, as 

measured via the 6-Minute Walk Test (6MWT), and walking biomechanics. 

Biomechanical variables were organized into stance phase (paretic propulsion and trailing 

limb angle), swing phase (paretic ankle dorsiflexion and knee flexion), and symmetry 

(step length and swing time) constructs. Results. Pretraining, all variables correlated with 

6MWT distance (rs = .39 to .75, Ps < .05); however, only propulsion (Prop) and trailing 

limb angle (TLA) independently predicted 6MWT distance, R2 = .655, F(6, 36) = 11.38, 

P < .001. Interestingly, only Prop predicted 6MWT; however, pretraining Prop, 

pretraining TLA, and TLA moderated this relationship (moderation model R2s = .383, 

.468, .289, respectively). Conclusions. The paretic limb’s ability to generate propulsion 

during walking is a critical determinant of long-distance walking function after stroke. 

This finding supports the development of poststroke interventions that target deficits in 
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propulsion and trailing limb angle. Final Published Version © The Author(s) 2014. DOI: 

10.1177/1545968314554625 nnr.sagepub.com 

Introduction 

More than 5.5 million Americans are currently living with stroke – the leading 

cause of disability in the USA20. For the majority of stroke survivors, the restoration of 

walking is the ultimate goal of rehabilitation1. As such, a major focus of rehabilitation 

research has been on the development and testing of poststroke gait rehabilitation 

programs. However, activity and participation are often limited even after 

rehabilitation7,8,21,23–25. Indeed, persons poststroke walk less than 3500 steps per day; in 

contrast, even the most sedentary healthy adults walk more than 5000 steps per day26,27. 

Given the relationship between physical inactivity and diseases such as heart disease 

and diabetes20, a critical need exists for the development of interventions capable of 

increasing the physical activity of persons who have sustained a stroke.  

The development of interventions directed toward improving poststroke walking 

function is confounded by the fact that improvements in walking function are 

achievable through a variety of recovery mechanisms – from improved neuromotor 

control to better compensation for lost neuromotor function2,31,32,48. Because 

compensatory strategies such as stiff-legged and circumduction gait are associated with 

a higher energy cost of walking, reduced endurance, and slower speeds6,21,29,33, recovery 

strategies that rely on gait compensations may limit the gains in long-distance walking 

function that are achievable through intervention. This is important as persons 

poststroke indicate that a major contributor to their lack of engagement in the 

community is a deficit in their ability to walk farther distances60. Indeed, training 

someone to walk faster may not be sufficient to improve their ability to walk farther if 
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the strategy they use to walk faster is not economical and sustainable. Given the 

relationships between long-distance walking function93, community walking 

participation94, and the energy cost of walking, a better understanding of the 

biomechanical determinants of poststroke long-distance walking function is needed. 

Improvements in poststroke long-distance walking function may be achieved 

through any number of biomechanical mechanisms. Indeed, previous investigations 

have shown relationships between various biomechanical variables and walking 

function after stroke3,12,15,52,54–59,95,96. For example, Sibley et al demonstrated that 

changes in spatiotemporal asymmetry were associated with less distance walked during 

the final two minutes of the 6-Minute Walk Test (6MWT) in those with the worst long-

distance walking function52. Others have identified stance phase variables related to the 

propulsive force generating ability of the paretic limb as major contributors to 

poststroke walking function3,54–59,95. Still, others have shown that deficits in variables 

related to swing phase ground clearance correlate with poststroke walking 

function12,15,96. The primary purpose of this study was to determine the relative 

importance of variables from each of these biomechanical constructs – spatiotemporal 

symmetry, stance phase, or swing phase – to the long-distance walking function of 

persons in the chronic phase of stroke recovery. A secondary aim of this study was to 

identify the biomechanical changes underlying posttraining improvements in long-

distance walking function. We hypothesized that the stance phase construct would be 

the best predictor of long-distance walking function and that improvements in stance 

phase mechanics would account for improvements in long-distance walking function. 

Moreover, we hypothesized that baseline stance phase function would moderate the 

relationship between stance phase improvements and improvements in long-distance 
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walking function; specifically, that improvements in stance phase mechanics would be 

more meaningful in those most impaired at baseline. 

Methods 

Subjects 

Forty-five subjects with poststroke hemiparesis participated in this study. A 

subset of these subjects (n = 31) underwent 12 weeks of locomotor training as described 

below. Subjects were recruited over two years from Delaware, New Jersey, and 

Pennsylvania health care facilities, advertisements, and patient support groups. Subjects 

were at least 6 months post a single stroke, able to walk at a self-selected pace for six 

minutes without orthotic support but with observable gait deficits, were able to 

passively dorsiflex the ankle to a neutral position with the knee extended (tested in the 

prone position), and were able to passively extend the hip at least ten degrees (tested in 

a side lying position). Subjects were excluded if they had evidence of moderate to 

severe chronic white matter disease or cerebellar stroke on MRI, a history of lower 

extremity joint replacement due to arthritis, an inability to communicate with the 

investigators, neglect (tested via the star cancellation test97) or hemianopia, a score of 

>1 on question 1b and >0 on question 1c on the NIH Stroke Scale, or unexplained 

dizziness in the last 6 months. All subjects signed written informed consent forms 

approved by the Human Subjects Review Board of the University of Delaware, received 

written medical clearance from their physician, and completed a submaximal stress test 

to determine exercise safety prior to participation in the intervention protocol described 

below. Subjects completed clinical and biomechanical evaluations prior to (pretraining) 

and immediately following 12 weeks of training (posttraining). 
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Clinical Testing 

Clinical evaluations were conducted by licensed physical therapists and included 

the 6-meter walk test90 and the 6-minute walk test (6MWT)42. Derived from the 6-meter 

walk test was each subject’s self-selected and maximum walking speeds (m/s), which 

are reported in Table 4 as an indication of baseline walking disability24. The distance 

walked during the 6MWT served as our a priori measure of long-distance walking 

function. The 6MWT is thought to be reflective of a person’s ability to maintain a 

moderate amount of exertion over a period of time similar to the activities of daily 

living, has been identified as an excellent measure of poststroke walking capacity and 

community ambulation81,82, and as indicative of community reintegration following 

stroke21,83. Subjects were allowed the use of their regular assistive device (e.g. cane) 

during testing, if necessary. Subjects who used an assistive device at their pretraining 

evaluation also used one during their posttraining evaluation. 

Motion Analysis 

Previous work has described in detail the methods used during this 

investigation64,93,98. Briefly, kinetic and kinematic data were collected using an 8-

camera motion analysis system (Motion Analysis 3D Eagle, Santa Rosa, CA, USA) as 

subjects walked for thirty seconds at the maximum walking speed they could maintain 

for four minutes. For baseline motion analysis testing, this maximum walking speed 

was determined during an acclimatization session conducted prior to the start of 

training. The speed used for posttraining motion analysis was determined during the 

final week of training. During motion analysis testing, subjects walked on a dual-belt 

treadmill instrumented with two independent 6-degree of freedom force platforms. 

Ground reaction force (GRF) data were collected at 2000Hz (Bertec Corporation, 
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Worthington, OH). Kinematic data were sampled at a rate of 100 Hz and based on the 

motion of retro-reflective markers placed over the pelvis, and bilaterally over the thigh, 

shank, and foot segments, and on the medial and lateral malleoli, at the medial and 

lateral femoral condyles, the greater trochanters, and the iliac crests. All kinematic and 

kinetic variables were computed for each stride and averaged across the first 15 strides 

recorded during motion analysis testing using a custom-written LabVIEW program 

(National Instruments, Austin, TX, USA).  

Six biomechanical variables, divided into three biomechanical constructs – 1) 

stance phase, 2) swing phase, and 3) spatiotemporal symmetry – quantified 

biomechanical function during walking. These constructs were selected due to their 

prevalent study2,3,12,15,40,50,52,54–59,95,96,99,100 and common consideration by clinicians 

during poststroke rehabilitation. Peak paretic propulsion and peak paretic trailing limb 

angle (measured during the paretic double support phase) comprised the stance phase 

construct, peak knee flexion and peak ankle dorsiflexion angles comprised the swing 

phase construct, and step length symmetry and swing time symmetry comprised the 

spatiotemporal symmetry construct. Peak propulsion was defined as the maximum 

anterior GRF recorded during the paretic double support phase, normalized to body 

weight. Peak trailing limb angle was defined as the maximum sagittal plane angle 

between the vertical axis of the lab and a vector joining the paretic limb’s lateral 

malleolus and greater trochanter. Peak ankle dorsiflexion was defined as the maximum 

ankle dorsiflexion angle during the paretic swing phase. Peak knee flexion was defined 

as the maximum knee flexion angle during the paretic swing phase. 

Step length, stride duration, and swing time were calculated bilaterally per stride 

to allow calculation of the symmetry measures of interest. Step length was defined as 

the distance between heel markers at the leading limb’s initial contact. Stride duration 
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was defined as the time from one initial contact to the subsequent ipsilateral initial 

contact. Swing time was defined as the time between toe off and initial contact. Swing 

time was normalized to stride duration. As per a previous study101, to calculate step 

length symmetry, the following equation was used: [larger step length / (larger step 

length + smaller step length)]. To calculate swing time symmetry, the following 

equation was used: [longer swing time / (longer swing time + shorter swing time)]. A 

value of 0.50 reflects perfect symmetry. For step length asymmetry, a value of 1.00 

reflects a step-to gait pattern and values greater than 1.00 reflect a walking pattern 

where one limb does not pass the other. 

Training Protocol 

A subgroup of subjects (n = 31) completed 12 weeks of high intensity locomotor 

training. Subjects walked at their maximum walking speeds with (n = 15) or without (n 

= 16) the application of functional electrical stimulation to the paretic ankle dorsiflexors 

during swing phase and plantarflexors during late stance phase. The training protocol 

used has been previously described64,98. Regardless of whether subjects trained with or 

without FES, the training provided task-specific practice of thousands of steps per 

treatment session. Training occurred at a frequency of 3 sessions per week for 12 

weeks. Approximately 36 minutes of total walking were completed during each session. 

Because the present manuscript is only concerned with a mechanistic investigation of 

the biomechanical changes underlying changes in long-distance walking function, 

change-score data from these treatment groups have been combined. A subsequent 

manuscript will test treatment efficacy by investigating group-specific effects as they 

relate to a control group. 
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Statistical Analyses 

All statistical tests were performed in SPSS version 21. Sequential and 

moderated regression analyses102,103 of cross-sectional (ie, pretraining) and longitudinal 

(ie, posttraining change) data were performed. Centered variables were used in the 

analysis. Standardized regression coefficients (β) are reported, allowing us to infer the 

strongest predictor of long-distance walking function based on magnitude. Residuals for 

each of the regression models were screened for the presence of outliers. Alpha level of 

0.05 was set as the threshold for statistical significance. One-tail tests were used for 

effects with an a priori directional hypothesis. 

Sequential linear regression was used to test our hypothesis that the stance phase 

construct would be the strongest predictor of long-distance walking function. The order 

by which the swing phase and spatiotemporal symmetry constructs were added to the 

model was based on the magnitudes of the bivariate correlations, with strongest added 

first. With 44 subjects, and alpha set at 0.05, this study had power = 0.80 to detect an R2 

increase between 0.20 (1-tail) and 0.24 (2-tail) when adding the swing phase and 

spatiotemporal symmetry constructs (ie, four variables) to the model containing the 

stance phase construct (ie, two variables). 

Bivariate correlations of the longitudinal data were used to test our hypothesis 

that improvements in stance phase function would relate to improvements in long-

distance walking function. Moderated regression was used to test our hypothesis that 

baseline stance phase function would moderate the relationship between changes in 

stance phase mechanics versus changes in long-distance walking function. Because only 

changes in paretic propulsion correlated to changes in long-distance walking function 

(see Results), only interactions with change in paretic propulsion were tested. The 

available sample size precluded us from examining all interactions in one model, so to 
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avoid model over fit and to maintain adequate power, independent moderation models 

were generated to examine each interaction. 

Specifically, the first model tested the interaction between pretraining 

propulsion and change in propulsion and the second tested the interaction between 

pretraining trailing limb angle and change in propulsion. Based on our finding of 

moderation by pretraining trailing limb angle (see Results), the third moderation model 

tested moderation by changes in trailing limb angle with an a priori hypothesis that 

changes in propulsion would have a stronger relationship to changes in long-distance 

walking function in those with concomitant changes in trailing limb angle. With 30 

subjects, at an alpha level of 0.05, each moderated regression model was 80% powered 

to detect an R2 increase (1-tail) of 0.22.  

Results 

Clinical data were available for all subjects (see Table 4 for subject 

characteristics); however, due to technical issues during data collection, pretraining 

biomechanical data were not available for 1 of the 45 subjects studied. Moreover, a 

single subject was found to be a statistical outlier and was removed prior to the analyses 

presented. These 2 subjects were also among the cohort (n = 31) who underwent 

training. As such, the cross-sectional analyses presented reflect the data collected for 43 

subjects and the longitudinal analyses reflect the data collected for 29 subjects. Table 5 

presents means, standard deviations, minimums, and maximums for the pretraining and 

change-score variables included in the regression analyses conducted.  
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Cross-Sectional Analyses 

Despite variables from all three constructs correlating with performance on the 

6MWT (Figure 2), only paretic propulsion (β = .339) and trailing limb angle (β = .564) 

independently predicted 6MWT distance (Table 6; R2 = .655, F(6,36) = 11.38, p < 

0.001).  

Longitudinal Analyses 

Bivariate correlations of the longitudinal data revealed that only changes in 

paretic propulsion (r = 0.435, p = 0.009) correlated with changes in the 6MWT. 

Interestingly, changes in trailing limb angle and in the swing phase and the symmetry 

variables studied did not (r’s < 0.29 and p’s > 0.05).  

Moderated regression analyses revealed three independent moderators of the 

relationship between changes in paretic propulsion and changes in the 6MWT (see 

Table 7). The first was moderation by pretraining paretic propulsion (final model testing 

this interaction: F(3,25) = 5.17, p = 0.006, R2 = 0.383, ΔR2 = 0.193). Specifically, 

changes in propulsion were strongly positively related to changes in the 6MWT for 

those with low pretraining propulsion – that is, those with baseline propulsion lower 

than one standard deviation below the mean (ie, < 3.67% BW). For those with average 

propulsion (ie, 8.67% BW), changes in propulsion weakly positively related to changes 

in the 6MWT. For those with pretraining propulsion greater than one standard deviation 

above the mean (ie, > 13.67% BW), a weak negative relationship was observed (Figure 

3, panel A). 

An even stronger effect was observed when testing moderation by pretraining 

trailing limb angle (Table 7; F(3,25) = 7.34, p = 0.001, R2 = 0.468, ΔR2 = 0.279). 

Similar to the effect of pretraining propulsion, the strongest relationship between 
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changes in paretic propulsion and changes in 6MWT distance was observed in those 

with a pretraining trailing limb angle lower than one standard deviation below the mean 

(ie, < 7.2 degrees). A weaker positive relationship was observed in those with the 

average pretraining trailing limb angle (ie, 15.35 degrees) and a weak negative 

relationship was observed in those with the largest pretraining trailing limb angle (ie, > 

23.5 degrees) (Figure 3, panel B). 

The weakest moderator of the relationship between changes in propulsion and 

changes in the 6MWT was changes in trailing limb angle (Table 7; F(3,25) = 3.39, p = 

0.034, R2 = 0.289, ΔR2 = 0.094). The relationship between changes in propulsion and 

changes in the 6MWT was strongest in those with the largest change in trailing limb 

angle (ie, > 7.41 degrees). Interestingly, for those with a change in trailing limb angle 

one standard deviation below the mean (ie, a decline of 1.89 degrees or greater), 

changes in propulsion were unrelated to changes in the 6MWT (Figure 3, panel C). 

Discussion 

This report is the first to explore the relative importance of stance phase, swing 

phase, and spatiotemporal symmetry biomechanics to poststroke long-distance walking 

function. This investigation extends previous work that has studied the biomechanical 

determinants of short-distance walking function32,56,58,63,104,105. The present results 

reveal a relationship between the function of the paretic limb during stance phase – 

particularly the propulsive force generated during late stance – and long-distance 

walking function in persons in the chronic phase of stroke recovery. Moreover, the 

results of the moderated regression analyses indicate that this relationship is greatest in 

those persons presenting with large pretraining impairments in propulsion or trailing 

limb angle. Given that a majority of individuals in the chronic phase of stroke recovery 
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identify deficits in their ability to walk farther as contributing to reduced engagement in 

the community60, by identifying key biomechanical determinants of poststroke long-

distance walking function, this investigation facilitates the development of targeted 

interventions with the potential to increase community participation after stroke.  

Previous investigators have posited that an assessment of post-intervention 

outcomes is lacking if limited to only gross clinical measures such as walking speed36. 

The present investigation’s elucidation of key biomechanical determinants of poststroke 

long-distance walking function therefore orients clinicians to important poststroke gait 

variables, ultimately informing clinical practice. Although task-specific practice forms a 

necessary basis for neurorehabilitation efforts29,34,67,106, the present findings support 

structuring practice in a manner that targets the specific impairments that may be 

limiting performance. For example, although walking practice is commonly prescribed 

as a therapeutic intervention, the present results suggest that training walking at a fast 

speed will produce improvements in long-distance walking function associated with the 

recovery of paretic limb biomechanical function – especially in those most impaired. 

Further development and testing of hypothesis-driven targeted locomotor interventions 

for persons poststroke is warranted.   

Interestingly, despite not relating to changes in long-distance walking function, 

changes in trailing limb angle moderated the relationship between changes in 

propulsion and changes in long-distance walking function. Specifically, only in those 

with a large improvement in the paretic trailing limb angle did gains in propulsion relate 

to gains in long-distance walking (see Figure 3, panel C). One explanation for these 

apparently contradictory findings is that improvements in trailing limb angle are not 

meaningful – in terms of improving long-distance walking function – if they do not 

result in improvements in propulsion. Indeed, although increasing the paretic trailing 
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limb angle yields a more effective biomechanical position for the generation of 

propulsive forces by the ankle musculature57, it is important to note that persons 

poststroke often use the hip flexors to advance the paretic limb during the stance to 

swing transition5,54,107 – which is a strategy known to negatively correlate with the 

propulsive forces generated6,57,108,109. That is, merely providing better resources (ie, a 

larger paretic trailing limb angle) may be insufficient to alter the strategy used to walk 

faster. The specific training of use of the ankle musculature may be necessary.  

Multiple factors may influence performance on the 6MWT – our measure of 

long-distance walking ability. We have previously shown that changes in maximum 

walking speed account for greater than 50% of the variance in changes in 6MWT 

performance110. Other factors certainly contribute. One possible factor is changes in the 

energy cost of walking. Although the present report does not directly investigate the 

role that changes in walking energetics may play in modifying long-distance walking 

function, recent work from our laboratory demonstrates a meaningful relationship 

between posttraining changes in walking kinematics, specifically step length 

asymmetry, and changes in the energy cost of walking101. Surprisingly, the present 

investigation revealed that changes in walking kinematics were unrelated to changes in 

6MWT performance, suggesting that deficits in walking kinematics were not limiting 

long-distance walking function as measured via the 6MWT. In contrast, it has been 

shown that compensatory kinematic strategies are energetically costly6,29,33,111 and 

previous work from our laboratory has shown that those with lower walking energy 

costs travel farther distances during the 6MWT93. Moreover, although not directly 

related to changes in the 6MWT in the present investigation, changes in the paretic 

trailing limb angle moderated the influence that changes in paretic propulsion had on 

changes in 6MWT performance. As such, further investigation of the interplay between 
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walking kinematics, the energy cost of walking, and long-distance walking function is 

warranted. 

Based on the findings of this investigation, a reasonable hypothesis would be 

that an intervention targeting deficits in paretic propulsion through specific effects on 

the paretic trailing limb angle could produce improvements in the functional status of 

persons in the chronic phase after stroke. Indeed, our laboratory recently published a 

preliminary study that supports this hypothesis by demonstrating improvements across 

the domains of the World Health Organization’s International Classification of 

Functioning, Health, and Disability following training targeting deficits in paretic 

propulsion through specific effects on the function of the paretic limb during late 

stance64. The findings from this preliminary study validate the present study’s emphasis 

on stance phase mechanics. However, future work is necessary to determine the efficacy 

of interventions targeting paretic propulsion across subgroups of patients stratified 

according to baseline biomechanical function. 

An important point is that although this investigation considered the 

biomechanical constructs studied independently, for an individual, these variables are 

likely interrelated. That is, events during stance phase may have a direct impact on 

swing phase function, and changes in both stance phase and swing phase underlie 

changes in spatiotemporal symmetry. For example, increased propulsive force during 

late stance is one mechanism posited to increase knee flexion during swing112–114. 

Moreover, improvements in step length symmetry may result from a larger trailing limb 

angle – which would effectively increase the contralateral step length – or better 

propulsion – which may increase ipsilateral step length through its swing phase effects. 

Even so, by examining the relative importance of each of these constructs – particularly 

how changes in each relate to the changes in long-distance walking function observed 
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after gait rehabilitation – this report reveals important information regarding the 

mechanisms that may be driving the recovery of poststroke walking function. Future 

work that examines how changes in other biomechanical measures, such as mechanical 

work or power, account for the variance in changes in long-distance walking function 

after poststroke locomotor intervention would further extend this work.  

Limitations 

A potential limitation of this study is that biomechanical testing occurred on a 

treadmill. Conceptually, relating changes in overground gait mechanics to changes in 

overground long-distance walking function would have been preferable; however, it 

should be noted that treadmill biomechanical assessment has several advantages over 

overground testing. These include the averaging of consecutive strides, the ability to 

control speed – a major determinant of gait mechanics, increased patient safety, and a 

marked reduction in efforts by both patient and researcher to generate data for a large 

number of strides. Previous work has also shown that treadmill biomechanical data 

provides relevant information for understanding overground walking115,116. 

A second potential limitation of this study is that some subjects utilized a 

handrail during testing. Specifically, subjects who typically used an assistive device or 

those who felt unsafe walking on the treadmill were allowed to use a handrail. The use 

of a handrail during testing may promote a forward trunk lean that could influence our 

measurement of trailing limb angle if the pelvis/trunk are not aligned with the vertical 

axis of the laboratory. However, it should be noted that subjects were only allowed to 

use a handrail located at the side of the treadmill. This mimicked walking with an 

assistive device and placed minimal constraint on the anterior/posterior displacement of 
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the body during walking. It should also be noted that subjects were instructed to use the 

minimal amount of handrail support possible.  

Conclusions 

Because a rapid achievement of walking independence, not necessarily the 

reduction of impairment, is the goal of current neurorehabilitation practice30, the high 

prevalence of inefficient walking strategies among persons in the chronic phase of 

stroke recovery is not surprising6,29. Maximizing posttraining outcomes for persons in 

the chronic phase of stroke recovery may therefore necessitate the learning of new 

walking strategies. The findings of this investigation support the development of 

poststroke locomotor interventions that include the targeting of paretic limb stance 

phase deficits during walking – specifically propulsion and trailing limb angle.  
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Table 4. Subject (n=44) Characteristics. 

Variable 

Median (SIQR) or  

Frequency (%) 

Age, years 60.08 (2.49) 

Time since stroke, year 1.72 (0.73) 

Sex, female 39% 

Side of paresis, left 66% 

Self-selected walking speed, m/s 0.74 (0.12) 

Maximum walking speed, m/s 1.03 (0.15) 

SIQR, semi-interquartile range. 
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Table 5. Pretraining and Posttraining Change-Score Mean (SD) and Min/Max Values. 

Variable Mean (SD) Min/Max 

Pretraining (n = 43)   

 Paretic propulsion, % body weight 8.67 (5.00) 0.00/20.12 

 Paretic trailing limb angle, degrees 15.35 (8.15) 3.98/29.61 

 Paretic knee flexion, degrees 46.04 (14.79) 14.43/71.39 

 Paretic dorsiflexion, degrees 1.65 (8.01) 19.45/11.61 

 Step length symmetry 0.570 (0.147) 0.501/1.250 

 Swing time symmetry 0.565 (0.057) 0.504/0.738 

 Six-Minute Walk Test distance, m 285 (134) 44/546 

Change-Scores (n = 29) 

  Paretic propulsion, % body weight 2.26 (3.78) 4.26/14.74 

  Paretic trailing limb angle, degrees 2.76 (4.65) 4.62/16.00 

  Paretic knee flexion, degrees 2.62 (6.82) 11.40/20.72 

  Paretic dorsiflexion, degrees 1.12 (6.29) 10.94/18.23 

  Step length symmetry 0.034 (0.141) 0.055/0.746 

  Swing time symmetry 0.011 (0.042) 0.109/0.088 

  Six-Minute Walk Test distance, m 72 (61.68) 37/207 
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Table 6. Sequential Regression Models Predicting Pretraining 6MWT Distance (n=43). 

Model Statistics  Predictor Statistics 

Block R2 F P  Construct Predictors  t P 

1 .615 31.92 .000  Stance Paretic propulsion .363 2.15 .019 

 Trailing limb angle .460 2.73 .005 

1 + 2 .621 15.54 .000  Stance Paretic propulsion .331 1.86 .035 

 Trailing limb angle .415 2.19 .018 

 Swing Ankle dorsiflexion .098 0.73 .472 

 Knee flexion .017 0.14 .887 

1 + 2 + 3 .655 11.38 .000  Stance Paretic propulsion .339 1.92 .031 

 Trailing limb angle .564 2.75 .005 

 Swing Ankle dorsiflexion .166 1.20 .237 

 Knee flexion .043 0.37 .717 

 Symmetry Step length symmetry .156 1.19 .243 

 Swing time symmetry .184 1.40 .170 

Abbreviations: 6MWT, 6-Minute Walk Test. 
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Table 7. Moderated Regression Analyses Predicting Change in the 6MWT (n=29). 

Model Statistics  Predictor Statistics 

Model R2 F P  Predictors  t P 

Moderation by  

Pre-tx Prop 

.383 5.17 .006   Prop .340 2.11 .023 

 Pre-tx Prop .098 0.62 .539 

  Prop × Pre-tx Prop .436 2.72 .012 

Moderation by  

Pre-tx TLA 

.468 7.34 .001   Prop .227 1.43 .082 

 Pre-tx TLA .216 1.43 .082 

  Prop × Pre-tx TLA .526 3.43 .002 

Moderation by  

 TLA 

.289 3.39 .034   Prop .213 1.02 .160 

  TLA .049 0.25 .403 

  Prop ×  TLA .408 1.82 .041 

Abbreviations: 6MWT, 6-Minute Walk Test; Prop, paretic propulsion; TLA, trailing limb angle; Pre-tx, 

pretraining. 
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Figure 2. Scatter plots present the relationships between stance phase (panel A), swing 

phase (panel B), and spatiotemporal symmetry (panel C) biomechanics versus long-

distance walking function. All variables considered were related to performance on the 

6MWT; however, stance phase function (panel A) exhibited the highest degree of 

correlation. Abbreviations: 6MWT, 6-Minute Walk Test; %BW, percent body weight; 

TLA, trailing limb angle; deg, degree; Flex, flexion; DF, dorsiflexion; Step Symm, step 

length symmetry; Swing Symm, swing time symmetry. * p < .05. 
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Figure 3. Moderated regression plots present a visual representation of the relationship 

between changes in paretic propulsion (x-axis) versus changes in long-distance walking 

function (y-axis) as moderated by pretraining propulsion (panel A), pretraining trailing 

limb angle (panel B), and changes in trailing limb angle (panel C). This relationship was 

strongest in those with LOW (ie, 1 standard deviation below the mean) pretraining levels 

of propulsion (<3.67% body weight, panel A) and trailing limb angle (<7.2°, panel B). 

Moreover, changes in paretic propulsion most strongly related to changes in long-distance 

walking function in those with the largest change in trailing limb angle (ie, 1 standard 

deviation above the mean: >7.41) (panel C). Please note that panels A to C present 

simple slopes at each level of the moderator of interest (ie, LOW, -1 standard deviation; 

AVG, average; HIGH, +1 standard deviation), not a grouping of subjects.  
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Chapter 4 

PARETIC LIMB NEUROMOTOR RECOVERY CONTRIBUTES TO 

WALKING RECOVERY FOLLOWING 12 WEEKS OF MAXIMUM-SPEED 

TREADMILL TRAINING COMBINED WITH FUNCTIONAL ELECTRICAL 

STIMULATION 

Abstract 

Background. Rehabilitation efforts have been unable to resolve the motor impairments 

limiting persons with chronic hemiparesis. Recent work has demonstrated proof-of-

concept for a novel combination therapy designed to improve poststroke walking through 

paretic limb neuromotor recovery – specifically, by increasing paretic propulsion during 

walking. Objectives. To validate the hypothesized effects and mechanisms of a targeted 

poststroke locomotor program and identify effect modifiers. Methods. 29 subjects > 6 

months poststroke participated in a 2-group, randomized mechanistic study, completing 

12 weeks of maximum speed treadmill training combined with functional electrical 

stimulation to the paretic ankle musculature (FastFES) or training at self-selected speeds 

(SS). 6-minute walk test distance (6MWT) and comfortable walking speed (CWS) 

characterized walking function. Paretic propulsion (PROP) served as the biomechanical 

measure of interest. Moderated regression tested a priori mechanistic hypotheses and 

determined the influence of baseline level of impairment on treatment effects. Results. 

FastFES and SS produced within-group gains in the 6MWT (67±57, 36±58m), CWS 

(0.12±0.22, 0.12±0.16m/s), and PROP (1.25±2.34, 2.75±4.84%BW), respectively (Ps ≤ 

0.03); however, only following FastFES did changes in PROP contribute to changes in 

the 6MWT and CWS, with participants’ baseline maximum walking speeds further 

moderating effects (R2s ranged from 0.41 to 0.78). For subjects with baseline maximum 

speeds under 1.2m/s, FastFES was markedly more effective than SS in improving the 

6MWT (76±56 versus 18±51m) and CWS (0.19±0.15 versus 0.06±0.14m/s) (Ps ≤ 0.03). 
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Conclusions. FastFES locomotor training improves the walking of persons poststroke 

through paretic limb neuromotor recovery and is particularly effective in persons with 

baseline maximum walking speeds under 1.2m/s.  

Introduction 

Stroke is a leading cause of long-term disability20. Marked physical inactivity – 

with its increased risk of second stroke, heart disease and diabetes20, and relation to 

hypertension, depression117 and a reduced health-related quality of life28,117 – is a 

concerning sequela of stroke26,118. For persons after stroke, rehabilitation is the 

cornerstone for recovery; however, current efforts are unable to resolve the motor 

impairments limiting walking function and community participation7,8,21,23–25 and 

physical inactivity continues to worsen over the first year after stroke119. A critical need 

exists for novel interventions capable of restoring neuromotor function and ultimately 

improving poststroke walking ability. 

Recently, our laboratory demonstrated the safety and feasibility of a novel, 

hypothesis-driven locomotor intervention that joins 2 independent therapies, maximum 

speed treadmill walking and functional electrical stimulation (FastFES), for the 

treatment of poststroke walking dysfunction64. In a preliminary study, we reported 

meaningful improvements across the body structure and function, activity, and 

participation domains of the World Health Organization’s International Classification 

of Function, Disability and Health19 following training. These exciting early findings 

prompted further study of this promising intervention.  

A recent critical review of poststroke walking therapies demonstrated similar 

(and limited) outcomes following rehabilitation efforts of varying sophistication9; 

however, this assessment was based solely on the gains in walking speed observed 
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following training. As a gross measure of walking ability, walking speed provides poor 

resolution for identifying the mechanisms underlying walking recovery36, and thus 

offers only a limited understanding of an intervention’s effects. Indeed, the strategy 

used to walk faster after intervention may be just as critical to improving community 

walking participation as the magnitude of improvement in walking speed. For example, 

recent work from our laboratory has demonstrated that the strategy used to walk faster 

after locomotor training influences the changes in the energy cost of walking observed 

following training101. As such, the present investigation aims to provide a detailed 

analysis of the effects and mechanisms of the impairment-targeting FastFES locomotor 

program. Specifically, this study aims to validate FastFES’ hypothesized training effects 

and identify patient characteristics that modify treatment outcomes.  

Validating the hypothesized effects of targeted locomotor training is important 

for the growth of a body of clinical interventions with sound mechanistic foundations. 

Moreover, considering the heterogeneous nature of poststroke motor impairments, 

answering the question, “for whom is this an appropriate intervention?” is also critical 

to the advancement of neurorehabilitation efforts. Drawing from a theoretical 

framework of poststroke locomotion that places substantial emphasis on the function of 

the paretic limb during late stance – a framework validated by recent work from our 

laboratory64,120 – we designed the FastFES program to target the propulsive force 

generated by the paretic limb during walking (paretic propulsion)64 and hypothesized 

that improvements in paretic propulsion would contribute to improvements in short- and 

long-distance walking ability. Moreover, based on prior work that has suggested that 

individuals poststroke may strengthen existing compensatory strategies during gait 

retraining instead of recover neuromotor function31,32, we also hypothesized that 

improvements in walking ability produced by non-targeted locomotor training at self-
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selected, comfortable walking speeds (SS) would not relate to improvements in paretic 

propulsion.  

Because the FastFES program is centered on treadmill training at maximum 

walking speed, we hypothesized that subjects’ baseline maximum walking speed would 

moderate treatment outcomes. Specifically, we hypothesized that FastFES would be 

more effective than SS in participants with maximum walking speeds under 1.2 m/s. 

This hypothesis draws from our belief that in subjects with baseline maximum speeds 

faster than 1.2m/s, the effects of SS training may be enhanced whereas the effects of 

FastFES may be attenuated. Two points support this speculation. First, previous work 

has shown that treadmill walking at faster speeds directly improves the biomechanical 

positioning of the paretic trailing limb66, which is an important determinant of 

propulsion57. As such, SS treadmill training in faster participants is inherently different, 

and presumably more effective, than SS treadmill training in slower participants. 

Second, a training speed cutoff value of 1.2m/s may be meaningful as previous work 

has demonstrated that faster walking in persons with baseline maximum walking speeds 

already faster than 1.2m/s – a critical threshold for safe and normal community 

walking121–123 – does not produce a reduction in the energy cost of walking, but does for 

individuals that walk at speeds <1.2m/s25.  

Methods 

Participants 

Twenty-nine individuals in the chronic phase of stroke recovery (see Table 8) 

participated in this study. The data included in the present report are a subset of the data 

collected for a larger multidisciplinary study of treadmill-based locomotor training. 

Participant recruitment occurred over 24 months from local health facilities and patient 
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support groups in Delaware, New Jersey, and Pennsylvania. Participant inclusion 

criteria included: a single cortical or subcortical stroke, observable gait deficits but the 

ability to walk unsupported and without orthotic support for six minutes, passive ankle 

dorsiflexion to neutral with the knee extended, 10 degrees of passive hip extension, and 

the ability to communicate with investigators and follow instruction. Participant 

exclusion criteria included: cerebellar stroke, conditions other than stroke that limit 

walking ability, neglect or hemianopia, or unexplained dizziness during the prior 6 

months. Written informed consent and physician medical clearance was obtained for 

each participant prior to their participation in the study. Participants also underwent a 

submaximal stress test and secured cardiac clearance prior to the start of training. All 

study procedures were approved by the Institutional Review Board of the University of 

Delaware. 

Clinical Testing 

Licensed physical therapists blinded to treatment group conducted all 

evaluations. Participant performance on the 6-meter walk test90 and the 6-Minute Walk 

Test (6MWT)42 characterized short- and long-distance walking ability, respectively. 

Specifically, self-selected, comfortable walking speed (CWS) (m/s) was used to assess 

short-distance walking function and was calculated for each subject based on the time 

taken to walk the middle 6 meters of a 10 meter walk path. The distance (m) traveled 

during the 6MWT served to measure long-distance walking function. Assistive devices 

were allowed during testing, if necessary. Subjects who used an assistive device at their 

pretraining evaluation also used one during subsequent evaluations. 
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Motion Analysis 

As the primary target of the FastFES intervention, peak paretic limb propulsive 

force during late stance phase (paretic propulsion) served as this study’s biomechanical 

measure of interest. Paretic propulsion was calculated as the maximum anterior ground 

reaction force recorded during the paretic double support phase, normalized to body 

weight (%body weight). Prior work has described in detail our methods for 

biomechanical assessment64,93,98,120. Briefly, ground reaction force data were collected 

at 2000Hz as participants walked at their comfortable walking speeds on a dual-belt 

treadmill instrumented with two independent 6-degrees-of-freedom force platforms 

(Bertec Corporation, Worthington, OH). Data for the first 15 strides of recorded 

walking were averaged using a custom-written computer program (National 

Instruments, Austin, TX, USA).  

Training 

Subjects were randomly assigned to either 12 weeks of non-targeted or targeted 

locomotor training. In the non-targeted walking program (SS), subjects practiced 

walking at their self-selected, comfortable speeds. In the targeted walking program 

(FastFES), participants trained at the maximum walking speed they could maintain for 

four minutes on a treadmill. In this group, participants also received functional electrical 

stimulation to the paretic ankle plantarflexors during late stance phase and dorsiflexors 

during swing phase in an alternating pattern of 1 minute on to 1 minute off. Stimulation 

was triggered by two compression-closing foot switches attached to the sole of the 

paretic limb's shoe. Greater detail regarding the FastFES system and training has been 

provided64,77,93,98,124–126. Subjects were trained at a frequency of 3 times per week, for a 

total of 36 sessions. Each session was comprised of 5 bouts of 6 minutes of treadmill 
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walking followed by 1 bout of overground walking for 6 minutes, for a total of 36 

minutes of walking per session. Rest breaks were provided between bouts. While 

walking on the treadmill, an overhead harness was attached for safety. No body weight 

was supported by the harness.  

Statistical Analyses 

Independent t-tests tested for between-group differences in baseline 6MWT, 

CWS, and paretic propulsion. Paired t-tests (1-tail) tested for within-group baseline 

versus posttraining and baseline versus 3-month follow-up improvements. Means±SDs, 

90% confidence intervals (CI), and p values are reported for each group (see Table 10). 

Moreover, the number of subjects who achieved posttraining changes larger than known 

minimal clinically important difference (MCID) or minimal detectable change (MDC) 

scores are reported to provide details regarding intervention efficacy at the level of 

individual subjects (see Table 9). These analyses were repeated in participants with 

baseline maximum walking speeds under 1.2 m/s. Moreover, independent t-tests tested 

difference scores between groups in the measurements of interest with an a priori 

directional hypothesis that FastFES would outperform SS in the cohort of participants 

with baseline maximum walking speeds under 1.2 m/s. 

Moderated regression127,128 tested a priori hypotheses that (1) FastFES would 

produce improvements in paretic propulsion that contribute to improvements in walking 

function, whereas SS would not and (2) baseline maximum walking speed would 

influence outcomes such that a greater FastFES treatment effect would be observed in 

participants with maximum speeds under 1.2 m/s. The main effects tested in the models 

were treatment group (TxGroup), baseline maximum walking speed group 

(MWSgroup), and change in propulsion (ΔProp). Specifically, the interaction terms 
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[TxGroup*ΔProp] and [TxGroup*MWSgroup] were tested in regression models 

predicting pre- to posttraining and pretraining to 3-month follow-up changes in both the 

6MWT and CWS. The 3-way interaction [TxGroup*ΔProp*MWSgroup] was also 

tested. Centered variables were used and residuals were screened for the presence of 

outliers. All analyses were performed in SPSS version 22 with alpha set to 0.05. Sample 

sizes of n = 9, 5, and 11 were required for this study to be 80% powered to detect 

within-group pretraining to 3-month follow-up changes in the 6MWT, CWS, and 

paretic propulsion of similar magnitude to those reported in a preliminary study64. 

Moreover, a sample of n = 26 was required to detect significant 2-way interactions with 

a change in R2 of .30 using moderated regression.  

Results 

Complete data sets were available for all subjects (n = 29, FastFES n = 15, SS n 

= 14). There was no difference between treatment groups at baseline (all ps > 0.05). 

The average pretraining 6MWT distance was 277±136m, CWS was 0.70±0.32m/s, and 

magnitude of paretic propulsion (PROP) was 7.24±5.45% body weight. Assumptions 

for the moderated regression analyses were met after removing two outliers in the 

6MWT models and 3 outliers in the CWS models. 

Posttraining Changes: All Participants 

Both FastFES and SS produced within-group gains in the 6MWT, CWS, and 

PROP following 12 weeks of training (see Table 10). Only for the 6MWT did a 

difference between groups approach significance (p(1-tail) = 0.08, see Figure 4). 

Moreover, only the FastFES intervention produced a mean change larger than the 54.1 

MDC previously established for the 6MWT49. Likewise, at the level of individual 
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subjects, FastFES produced meaningful gains in the 6MWT for a markedly larger 

percentage of participants (73% versus 36%, see Table 9). Interestingly, the magnitude 

of improvements in CWS and PROP were similar between treatment groups and the 

improvements within each group were less than the 0.17m/s CWS MCID91 and 2.85 

%bodyweight PROP MDC129 (see Table 10, Figure 4).  

Similarly, at the 3-month follow-up, each treatment group produced within-

group gains in the measurements of interest (see Table 10); however, only the FastFES 

treatment produced a mean change in the 6MWT that approached the MDC (see Table 

10, Figure 4). Moreover, at the level of individual subjects the percentages of 

participants in the FastFES group that surpassed the established 6MWT MDC (40%) 

and CWS MCID (33%) were greater than those observed in the SS group (21% and 

14%, respectively). Moreover, 4 of the 6 FastFES participants who surpassed the 

6MWT MDC achieved gains of over 100m; none of the SS participants exceeded 100m 

(see Table 9). The changes in CWS and PROP were similar between groups (see Table 

10, Figure 4).  

Mechanistic Changes  

 Despite FastFES and SS each producing improvements in the 6MWT and CWS, 

moderated regression revealed that the changes in PROP were unrelated to changes in 

either the 6MWT or CWS following SS, but were strongly positively related to the 

changes observed following FastFES (see Table 11 and Figure 5). That is, FastFES and 

SS produced functional changes through different mechanisms. Moreover, moderation 

of treatment effects by baseline maximum walking speed group was observed (see 

Table 11). Evaluation of this interaction revealed that in participants with baseline 

maximum speeds slower than 1.2m/s, FastFES was markedly more effective than SS 
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(see Figure 4). The 3-way interaction, [TxGroup*ΔProp*MWSgroup] was not 

significant for any model, and was thus not included. The final models were able to 

explain between 41 to 78% of the variance in posttraining outcomes (see Table 11). 

Posttraining Changes: Participants Walking < 1.2 m/s 

As hypothesized, the removal of participants with baseline maximum walking 

speeds faster than 1.2 m/s (SS group n = 4 and FastFES group n = 3 participants 

removed) yielded a marked reduction in the efficacy of SS (see Table 9 for individual 

subject data and Table 10 for group results). Indeed, the majority of SS participants who 

achieved posttraining changes that were larger than known MDC/MCID scores in the 

6MWT (3 of 5), CWS (4 of 7), and PROP (4 of 6) were among this cohort of fast 

walkers that was removed. In contrast, only 1 of the 11, 0 of the 6, and 1 of the 5 

FastFES participants with changes larger than the MDC/MCID scores in the 6MWT, 

CWS, and PROP, were removed (see Table 9). Moreover, consistent with our 

hypothesis that the effects of FastFES would be attenuated in faster walkers, removal of 

this cohort of fast participants resulted in mean gains that were substantially larger than 

observed in all participants. Specifically, the mean gain in the 6MWT for the FastFES 

participants with maximum speeds less than 1.2m/s was 76±56m (up from 67±57m) and 

the mean gain in CWS was 0.19±0.15m/s (up from 0.12±0.16). In contrast, SS training 

in these slower walkers produced gains of only 18±51m in the 6MWT (down from 

36±58m) and 0.06±0.14m/s in CWS (down from 0.12±0.16m/s). Consequently, in this 

cohort of “slow” participants, FastFES was markedly more effective than SS with a 

mean between-group difference in the 6MWT of 58±23m (90%CI: 19 – 98m, p(1-tail) = 

0.01, see Figure 4) and in CWS of 0.13±0.06m/s (90%CI: 0.02 – 0.024m/s, p(1-tail) = 
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0.02, see Figure 4). Moreover, it should be noted that in this cohort of slower walkers, 

only the FastFES group met the 6MWT MDC and CWS MCID thresholds.  

In the cohort of participants with maximum walking speeds slower than 1.2m/s, 

3-month follow-up changes were similar to those observed at the posttraining 

evaluations. Specifically, the removal of participants with baseline speeds faster than 

1.2m/s resulted in reduced improvements for the SS group and increased improvements 

for the FastFES group (see Figure 4 and Table 10). Interestingly, the between-group 

difference in the pretraining to 3-month follow-up changes in the 6MWT only 

approached significance (p1-tail = 0.14), despite the fact that only the FastFES group 

produced a mean gain larger than the MDC (see Figure 4). Moreover, evaluation of the 

pretraining to 3-month follow-up changes in CWS revealed a substantially larger mean 

change in CWS for FastFES versus SS (0.12±0.13m/s versus 0.03±0.04m/s, 90%CI: 

0.002 – 0.19m/s, p(1-tail) = 0.047, see Figure 4).  

Discussion 

This study aimed to determine if a hypothesis-driven, targeted locomotor 

therapy (FastFES) would improve poststroke walking by restoring the paretic limb’s 

ability to generate propulsion during late stance. Specifically, we aimed to answer the 

clinically relevant research questions, “does the intervention work via its hypothesized 

mechanisms?” and “for whom is this an appropriate intervention?” Ultimately, this 

study validated the hypothesized mechanisms of the FastFES intervention and 

demonstrated its efficacy in persons with baseline maximum walking speeds slower 

than 1.2m/s. Of more general importance, we have demonstrated for the first time that 

in persons with chronic stroke, targeting locomotor impairments during rehabilitation 

produces changes in walking function that are fundamentally different than the changes 
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that are produced by non-targeted rehabilitation. Specifically, FastFES training 

produced changes in both short- and long-distance walking function that tracked the 

recovery of paretic propulsion; in contrast, the functional improvements following non-

targeted gait training (SS) were unrelated to changes in propulsion (see Figure 5). These 

findings suggest that not all walking practice is the same and provide a striking example 

of the importance of the specific structure and parameters of training. 

Beyond providing an opportunity for massed stepping practice that capitalizes 

on the specificity and repetition principles of experience-dependent neuroplasticity67 – 

features shared by the SS intervention and previously studied walking interventions that 

produced limited gains130–133 – the FastFES intervention was designed to provide direct 

training of increased paretic propulsion during walking64. Ultimately, the sensorimotor 

cues provided by the faster walking and functional electrical stimulation produced 

changes in walking function of a fundamentally different character than walking 

practice that did not provide such stimuli. These findings warrant consideration of how 

other task-specific training programs are structured. Indeed, whether practicing sitting 

to standing, walking, or stair climbing, the mechanics underlying such practice will 

likely define the nature of the outcomes observed.  

Despite these mechanistic findings supporting our a priori hypotheses, the fact 

that both training programs produced similar gains in paretic propulsion (see Table 10) 

is surprising. This finding would appear to suggest that improvements in propulsion do 

not automatically translate into improvements in walking and that the manner by which 

propulsion is improved appears to be important. Indeed, FastFES training was designed 

to promote a larger trailing limb angle and increased activation of the plantarflexors64 – 

both physiologically-consistent mechanisms to improving propulsion. In contrast, no 

such structure was given during SS training, as subjects merely practiced walking. A 
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likely consequence of this non-directed training was that – as previously 

suggested31,32,48 – participants reinforced and strengthened existing compensatory 

strategies. The reliance on existing compensatory strategies by the SS participants may 

explain why only FastFES-induced improvements in propulsion resulted in better 

walking. 

An interesting finding was that removal of those subjects with baseline 

maximum walking speeds faster than 1.2m/s from the FastFES group resulted in an 

increase in the mean 6MWT and CWS improvements for the remaining subjects. In 

contrast, for the SS group, removal of these participants resulted in a decrease in the 

mean improvements (see Figure 4). This finding indicates that the effects of FastFES 

are attenuated, whereas the effects of SS are enhanced, in faster walkers. We believe 

that the attenuation of FastFES’ effects in subjects with baseline speeds faster than 

1.2m/s is the result of there being little advantage for fast walkers to train at speeds 

faster than their self-selected speeds. This conjecture is supported by single-session 

work by Reisman et al that demonstrated a more efficient gait when poststroke subjects 

with baseline speeds less than 1.2m/s were made to walk faster, but no change in 

walking efficiency in subjects with baseline speeds faster than 1.2m/s25. Furthermore, it 

is likely that the enhancement of SS training in subjects with baseline speeds faster than 

1.2m/s was due to the fact that these participants actually trained at a relatively fast 

speed, which promoted neuromotor recovery rather than compensatory strategies120.  

An interesting point to consider is that most previous intervention studies in the 

chronic stroke population targeted only individuals with baseline preferred walked 

speeds less than 0.80m/s. This strict inclusion criteria has prevented the study of 

interventions in an important subgroup of patients after stroke – that is, persons with 

near normal walking speeds but low levels of community participation. Our finding that 
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non-targeted training was effective in producing further improvements in walking speed 

in these already fast walkers, but FastFES was not, warrants further study of 

interventions for this group. It is conceivable that walking patterns in fast walkers are 

already so optimized that FastFES was unable to train a more physiologic walking 

pattern, whereas SS was able to strengthen existing patterns.  

The rehabilitation superiority of targeted versus non-targeted training in 

individuals with baseline maximum speeds slower than 1.2m/s is particularly evident 

when comparing FastFES to SS and previously studied interventions in persons with 

chronic stroke. Specifically, FastFES training produced an average increase of 76±56m 

in the distance traveled during the 6MWT, which was substantially larger than the gain 

produced by SS training (18±51m). Furthermore, a recent randomized controlled trial 

studying the effects of 3 months of fast overground training reported a gain in the 

6MWT of only 34.5m131. Similarly, recent systematic reviews of treadmill and body 

weight support training134 and mixed cardiorespiratory and strength training135 reported 

pooled mean differences of only 30.6m and 41.6m, respectively. Likewise, a meta-

analysis examining the effects of strength training after stroke reported a 28m gain in 

the 6MWT136. Even the top performing group in the STEPS randomized controlled trial, 

which received body-weight supported locomotor training combined with a lower 

extremity strength program, achieved an average gain of only 45.3±33.5m following 

training132. Furthermore, when examining the data at the level of individual subjects, it 

is found that 10 of the 12 FastFES participants, versus only 2 of the 10 SS participants, 

exceeded the 6MWT MDC. These results are consistent with the results of a 

preliminary study on the FastFES intervention in a different cohort of participants that 

reported an average 89±64m gain in the 6MWT following training64. These results 

highlight the rehabilitation promise of the FastFES intervention.  
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Because the FastFES program is a combination therapy (fast treadmill training + 

FES), the exact training mechanism underlying its effects is unknown. A future report 

from our laboratory will explore this question; however, it should be noted that single-

session work has demonstrated that the combination of fast treadmill walking with FES 

outperformed fast treadmill walking alone or comfortable speed treadmill walking with 

or without FES125. Moreover, the merits of FES as an adjuvant to task-specific walking 

retraining have been shown previously137. Specifically, in a recent study of FES-

assisted, body-weight supported treadmill and overground training that focused on 

restoring coordinated movement during poststroke walking through 8 implanted FES 

electrodes, a 6MWT gain of 57m was observed. Although this gain was not 

significantly larger than the 45m gain observed in participants who trained without FES, 

more participants who received FES demonstrated improvements in gait coordination. 

The findings of the present study extend this interesting work by demonstrating a link 

between walking recovery and improvements in the function of the paretic limb during 

walking following 2-channel, surface FES-enhanced treadmill training. 

Conclusions 

FastFES locomotor training improves the short and long distance walking ability 

of persons poststroke via paretic limb neuromotor recovery. Moreover, for those with 

baseline maximum speed under 1.2m/s, FastFES is substantially more effective than 

non-targeted training. Future studies should stratify subjects based on baseline 

characteristics when evaluating the effects of intervention. Future work should elucidate 

the specific contributions of the fast walking and the FES to the outcomes observed, 

replicate this work, and explore how baseline characteristics other than speed modify 

the effects of the FastFES intervention.  
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Table 8. Participant characteristics.  

Subject Group Sex Age (y) Time Since Stroke (y) Side of Paresis 

1 FastFES F 65.39 22.90 L 

2 FastFES M 60.01 2.68 L 

3 FastFES M 55.68 0.73 L 

4 FastFES M 42.71 0.57 L 

5 FastFES M 67.91 0.77 L 

6 FastFES M 69.47 8.29 R 

7 FastFES M 54.94 1.66 L 

8 FastFES F 64.91 24.66 L 

9 FastFES F 63.25 3.02 R 

10 FastFES M 57.50 0.59 L 

11 FastFES M 68.69 2.86 L 

12 FastFES M 70.74 1.71 L 

*13 FastFES M 63.49 7.99 R 

*14 FastFES F 56.00 3.51 L 

*15 FastFES M 25.31 1.70 L 

16 SS M 63.35 0.57 L 

17 SS M 79.78 1.33 R 

18 SS M 59.09 1.04 L 

19 SS F 47.26 3.11 L 

20 SS M 27.71 0.62 L 

21 SS F 77.59 1.04 R 

22 SS F 69.59 6.49 L 

23 SS F 70.01 3.95 R 

24 SS M 35.26 2.44 R 

25 SS F 57.78 0.73 L 

*26 SS M 60.69 0.47 L 

*27 SS F 61.41 2.49 R 

*28 SS M 78.03 8.51 L 

*29 SS M 61.47 1.72 L 

Cohort %M Medians (SIQR) %R 

All: 66 61.5(6.4) 1.7(1.4) 28 

All FastFES: 73 63.3(5.4) 2.7(2.3) 20 

All SS: 57 61.4(5.9) 1.5(1.1) 36 

<1.2m/s FastFES: 75 64.1(5.5) 2.2(1.8) 17 

<1.2m/s SS: 50 61.2(10) 1.9(1.1) 40 

*Participant with a baseline maximum walking speed faster than 1.2m/s. All – all subjects, <1.2m/s – cohort 

of subjects with baseline maximum walking speeds slower than 1.2m/s. 

 



 69 

Table 9. Participant indicators of meaningful posttraining changes. 

 Pre to Post  

Change > MDCa/MCIDb 

Pre to Follow-up  

Change > MDCa/MCIDb 

Subject 6MWTa CWSb PROPa 6MWTa CWSb PROPa 

1      X 

2 X X X X X X 

3 X X  X X X 

4 XX X X XX X X 

5 XX X X XX   

6 X      

7 X   XX X  

8 X   -X   

9 X      

10  X     

11 XX    X  

12 XX X X XX   

*13 X      

*14   X    

*15  -X -X  -XX -X 

16       

17       

18 X X XX X  X 

19   X   X 

20   X   X 

21  X     

22  X    X 

23 X   X   

24   XX    

25 -X -X -X -X -X -X 

*26 XX X X  X X 

*27 XX X  X   

*28 X XX X   X X 

*29   X         
Cohort Percent (%) of subjects with changes > MDC/MCIDs 

All: 55 45 38 31 24 34 

All FastFES: 73 40 33 40 33 27 

All SS: 36 50 43 21 14 43 

<1.2m/s FastFES: 83 50 33 50 42 33 

<1.2m/s SS: 20 30 40 20 0 40 

MCID – minimal clinically important difference, MDC – minimal detectable change, “X” – change > 

MCID/MDC. “XX” – change > 2x MCID/MDC. “-X” – negative change > MCID/MDC. 
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Table 10. Baseline, Posttraining, and 3-month Follow-up Values. 

Var Sub Tx PRE Change PRE to POST Change PRE to 3-Mo FU 

   
Mean± 

SD 

Mean± 

SD 
90% CI 

p  

(1-tail) 

Mean± 

SD 
90% CI 

p 

(1-tail) 

6MWT  

(m) 

A 
C 

250± 

126  

36± 

58 9–63 .018 

34± 

39 15–52 .003 

D 

302± 

145 

67± 

57 41–92 .001 

50± 

100 5–95 .037 

B 
C 

208± 

120 

18± 

51 -12–47  .150 

28± 

41 4–52 .030 

D 

251± 

109 

76± 

56 47–105 .001 

65± 

106 10–120 .030 

CWS 

(m/s) 

A 
C 

0.63± 

0.29  

0.12± 

0.16 .05–.20 .008 

0.08± 

0.13 .01–.14 .024 

D 

0.76± 

0.34 

0.12± 

0.22 .02–.22 .024 

0.07± 

0.17 -.01–.15 .063 

B 
C 

0.54± 

0.27 

0.06± 

0.14 -.02–.14  .118 

0.03± 

0.04 -.04–.10 .258 

D 

0.66± 

0.26 

0.19± 

0.15 .11–.27 .001 

0.12± 

0.13 .05–.19 .004 

PROP 

(%BW) 

A 
C 

7.42± 

5.49 

2.75± 

4.84 .46–5.03  .027 

1.55± 

2.52 .09–3.00 .020 

D 

7.10± 

5.61 

1.25± 

2.34 .18–2.31  .029 

1.28± 

2.24 .26–2.30 .022 

B 
C 

6.03± 

5.47 

2.64± 

5.75 -.69–5.97 .090 

1.11± 

2.88 -.55–2.79 .126 

D 

5.80± 

5.30 

1.52± 

2.11 .43–2.62 .015 

1.85± 

1.95 .84–2.87 .004 

Var – Variable; 6MWT – 6-Minute Walk Test distance; CWS – Comfortable, Self-Selected Walking Speed; 

PROP – Paretic Propulsion; %BW – percent body weight; Sub – subject cohort (A – All, B - <1.2m/s); 

ALL – all subjects (FastFES n = 15, SS n = 14); <1.2m/s – subjects with baseline maximum walking speeds 

under 1.2 m/s (FastFES n = 12, SS n = 10); Tx – treatment group (C – SS, D – FastFES); SS – Self-Selected 

Speed Training; FastFES – Fast treadmill training combined with functional electrical stimulation; PRE – 

pretraining; POST – posttraining; 3-Month FU – 3 month follow-up; CI – Confidence Interval 
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Table 11. Moderated regression models predicting 6MWT (n=27) and CWS (n=26) 

change. 

Model Statistics Predictor Statistics 

Dependent 

Variable 
Statistics Predictors ΔR2 ΔR2 p b Β p 

Pre to Post 

Δ6MWT 

R2 

.488 

F 

4.00 

p 

.005 

TxGroup 

MWSgroup  

ΔPropPP 

TxGroup × MWSgroup  

TxGroup × ΔPropPP 

.084 

.001 

.043 

.211 

.150 

.071 

.447 

.150 

.007 

.011 

-25.13 

-52.93 

-37.73 

90.89 

1341.7 

-.251 

-.463 

-.028 

.892 

.469 

.225 

.021 

.441 

.011 

.011 

Pre to Post 

ΔCWS 

R2 

.784 

F 

14.52 

p 

.000 

TxGroup 

MWSgroup 

ΔPropPP 

TxGroup × MWSgroup  

TxGroup × ΔPropPP 

.045 

.015 

.021 

.389 

.314 

.148 

.275 

.245 

.000 

.000 

-.315 

-.169 

-.845 

.391 

6.266 

-.958 

-.458 

-.192 

1.179 

.680 

.000 

.002 

.069 

.000 

.000 

Pre to 3-Mo 

FU Δ6MWT 

R2 

.413 

F 

2.95 

p 

.018 

TxGroup 

MWSgroup  

ΔPropPF 

TxGroup × MWSgroup  

TxGroup × ΔPropPF 

.013 

.037 

.090 

.075 

.197 

.289 

.170 

.067 

.080 

.007 

-10.89 

-13.12 

102.43 

66.34 

2222.7 

-.075 

-.079 

.052 

.451 

.537 

.416 

.366 

.397 

.127 

.007 

Pre to 3-Mo 

FU ΔCWS 

R2 

.615 

F 

6.40 

p 

.000 

TxGroup 

MWSgroup 

ΔPropPF 

TxGroup × MWSgroup  

TxGroup × ΔPropPF 

.025 

.014 

.332 

.146 

.097 

.219 

.285 

.001 

.010 

.018 

-.186 

-.138 

.067 

.226 

4.981 

-.653 

-.432 

.010 

.787 

.579 

.023 

.019 

.484 

.017 

.018 

6MWT – 6 minute walk test distance (m); CWS – Self-selected, comfortable walking speed (m/s); TxGroup 

– FastFES or SS training; ΔPropPP – Pre to Post change in Paretic Propulsion (% body weight); ΔPropPF 

– Pre to Follow-up change in Paretic Propulsion (% body weight); MWSgroup – Baseline maximum 

walking speed group (>1.2m/s or <1.2m/s). 

 

 
  



 72 

 

Figure 4. Between-group comparisons of pretraining (Pre) to posttraining (Post) (panels 

A, C, and D) and 3-month follow-up (3mo FU) (panels B, D, and F) changes in the 

distance traveled during the 6-minute walk test (6MWT, panels A and B), comfortable 

walking speed (CWS, panels C and D), and paretic propulsion (PROP, panels E and F). 

Comparisons are made between treatment groups for all participants studied (n = 29) 

and for only those participants with baseline maximum walking speeds slower than 

1.2m/s (n = 22). Means and 90% confidence intervals are presented for each group. In 

the 6MWT and PROP graphs, the horizontal dashed lines represent minimal detectable 

change scores. In the CWS graph, this line represents the minimal clinically important 

difference score. 
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Figure 5. Visual presentation of the contribution of changes in propulsion to changes in 

long-distance walking ability (6MWT, panels A and C) or short-distance walking ability 

(CWS, panels B and D) as moderated by treatment group. Pretraining to posttraining 

(panels A and B) and pretraining to 3-month follow-up (panels C and D) data are 

presented. Changes in propulsion positively related to changes in walking following 

FastFES training, but not SS training. 
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Chapter 5 

FUNCTIONAL ELECTRICAL STIMULATION ENHANCES THE EFFECTS 

OF A 12-WEEK MAXIMUM-SPEED TREADMILL TRAINING PROGRAM 

AFTER STROKE 

Abstract 

Background. Our previous work has shown that the novel combination of maximal speed 

treadmill training with functional electrical stimulation (FES) to the paretic ankle 

musculature (FastFES) improves the short- and long-distance walking of persons 

poststroke by increasing the paretic limb’s contribution to forward propulsion. The 

specific contribution of FES to these results remains unknown.  Objectives. To compare 

the effects and underlying biomechanical mechanisms of FastFES versus maximal speed 

treadmill training alone (Fast). Methods. 23 subjects >6 months poststroke were 

randomized to 12 weeks of either FastFES or Fast. Participants’ comfortable walking 

speed (CWS) and the distance walked during the 6-Minute Walk Test (6MWT) measured 

short- and long-distance walking function, respectively. Paretic limb propulsion and 

trailing limb angle (TLA) were the biomechanical measures of interest. Variables were 

measured pretraining, posttraining, and after a 3-month follow-up. Moderated regression 

tested group-specific mechanistic hypotheses. Results. Despite both groups producing 

comparable gains in CWS and the 6MWT, the mechanisms underlying gains in CWS 

differed substantially between groups. Generally, larger gains in paretic propulsion 

contributed to faster posttraining walking speeds following FastFES, but not Fast, and 

this relationship was moderated by changes in TLA (R2=0.91). Interestingly, despite 

posttraining changes in propulsion being largely dependent on changes in TLA following 

Fast, they were not for FastFES (R2=0.71). This between-group difference did not remain 

significant at the 3-month follow-up. Conclusions. The addition of FES altered the 
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mechanisms underlying functional recovery, promoting changes more strongly linked to 

gains in paretic propulsion but not dependent on parallel changes in trailing limb angle. 

Introduction 

Functional electrical stimulation (FES) is a common neurorehabilitation adjunct 

used to treat walking dysfunctions after stroke64,72,137–147. Primarily, FES has been used 

for its orthotic effects with recent evidence demonstrating its equivalence138–140, and in 

some cases superiority141, to ankle-foot orthoses. FES has also recently gained 

popularity as a therapeutic aide64,72,137,142–144; however, it remains unclear if FES 

provides therapeutic effects superior to those produced by non-FES 

interventions137,139,142,145–147. The study of FES applications in persons in the chronic 

phase of stroke recovery has also been restricted in scope, with most investigators 

focusing only on paretic dorsiflexor FES to reduce foot drop. Although foot-drop is 

perceived as a disabling swing phase deficit, recent work has cast doubt on its 

commonly professed role in impairing limb advancement and limiting the walking 

function of persons poststroke120,148. Indeed, findings from our laboratory have shown 

that late stance phase mechanics, particularly the propulsive-force generated by the 

paretic limb during walking, better explain across-subject variance in long-distance 

walking function after stroke120. As such, the development and evaluation of therapeutic 

FES applications that target the propulsive-force generating ability of the paretic limb 

warrants investigation. 

Early work from our laboratory showed that the orthotic application of FES to 

both the paretic ankle dorsiflexors during swing phase (ie, targeting foot drop) and 

plantarflexors during stance phase (ie, targeting propulsion) outperformed the 

conventional FES approach of stimulating only the dorsiflexors124. Subsequently, we 
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demonstrated that combining this novel FES approach with fast treadmill walking 

yielded larger within-session improvements in gait mechanics than when FES was 

combined with self-selected speed treadmill walking125. These early findings set the 

foundation for the development and testing of a hypothesis-driven locomotor therapy 

centered on the novel combination of maximal-speed treadmill walking with 

plantarflexor and dorsiflexor FES (FastFES). Through the integration of these two 

independent walking therapies, the FastFES intervention was designed to improve 

poststroke walking ability through its effects on the propulsive-force generating ability 

of the paretic limb during walking64.  

A preliminary study of the FastFES intervention demonstrated the safety and 

feasibility of this innovative training program and its efficacy at the level of individual 

subjects64 across the body structure and function, activity, and participation domains of 

the World Health Organization’s international classification of functioning, disability, 

and health19. Additionally, in a more recent study, the hypothesized mechanisms 

underlying the FastFES intervention were validated (unpublished observations, paper in 

review149). Specifically, we demonstrated that the improvements in short- and long-

distance walking ability produced by 12 weeks of FastFES training were directly linked 

to therapeutic changes in the paretic limb’s contribution to forward propulsion – a 

finding not observed in a control group receiving an equivalent dose of treadmill 

walking training at their self-selected, comfortable walking speeds. However, because 

FastFES combines two independent interventions – maximal speed treadmill training 

and paretic ankle FES – the particular contribution of the FES to the outcomes observed 

is not clear. Indeed, previous work has demonstrated that training at fast speeds 

outperforms training at slow speeds65,71. Consequently, it is possible that FastFES’ 

superiority to locomotor training at comfortable speeds may have been merely the result 
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of participants training at faster speeds and not due to any particular contribution of the 

FES. Thus, the purpose of this investigation was to determine the contribution of FES to 

the outcomes observed following FastFES training. 

The theoretical framework underlying the FastFES intervention’s merging of 

maximal speed treadmill training with FES to the paretic ankle musculature has been 

detailed previously64. In summary, we hypothesized that walking at fast speeds on a 

treadmill would increase the posterior placement of the paretic trailing limb relative to 

the center of mass during late stance, maximizing the translation of increased 

plantarflexor activity (produced via the FES) into forward propulsion. As such, FastFES 

training was designed to exploit two mechanisms for increasing forward propulsion: 

improved trailing limb angle and improved plantarflexor force generation. In contrast, 

only improved trailing limb angle would theoretically underlie improved paretic 

propulsion following Fast treadmill training. Thus, for the present study, we 

hypothesized that changes in paretic propulsion would more strongly contribute to 

functional recovery following FastFES versus Fast and that changes in trailing limb 

angle would explain more of the variance in changes in propulsion following Fast 

versus FastFES. 

Methods 

Participants 

Twenty-three individuals with poststroke hemiparesis participated in this study 

(see Table 11). Participants were recruited over 2 years from local medical facilities and 

support groups. Participants were in the chronic phase of stroke recovery (>6 months 

poststroke), had a single cortical or subcortical stroke, demonstrated observable gait 

deficits but were able to walk for six minutes without the assistance of another 
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individual and without orthotic support, demonstrated passive ankle dorsiflexion range 

of motion to neutral when the knee was extended, at least 10 degrees of hip extension 

passive range of motion, and were able to communicate with investigators and follow 

instructions. Participants could not have had a cerebellar stroke, any condition other 

than stroke that limited their ability to walk, neglect or hemianopia, or unexplained 

dizziness during the prior 6 months. Participants were consented as per a protocol 

approved by the University of Delaware’s institutional review board. Medical clearance 

by a physician was required before participants entered the study and a submaximal 

stress test was administered prior to the start of training. The data presented are a subset 

of the data collected for a larger study of treadmill walking interventions. Only 

participants with baseline maximum walking speeds slower than 1.2m/s were included 

in this study of the FastFES intervention due to a previous report from our laboratory 

demonstrating an attenuation of FastFES’ effects in subjects with walking speeds faster 

than 1.2m/s at baseline149.  

Testing and Variables of Interest 

The testing procedures have been previously described64,93,98,120,149. Briefly, 

participants underwent clinical and motion analysis evaluations pretraining, 

posttraining, and at a 3-month follow-up under the supervision of licensed physical 

therapists blinded to treatment group. The 6-meter walk test90 and the 6-Minute Walk 

Test (6MWT)42 characterized short- and long-distance walking ability, respectively. 

Peak paretic limb propulsive force during late stance phase (paretic propulsion) and 

peak paretic trailing limb angle (TLA) served as this study’s biomechanical measures of 

interest. Paretic propulsion was measured during the double support phase of the paretic 

gait cycle as the maximum anterior ground reaction force, and was subsequently 
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normalized to body weight. Peak paretic TLA was measured as the maximum sagittal 

plane angle during double support between the motion lab’s vertical axis and a vector 

joining the lateral malleolus and greater trochanter. Biomechanical data were collected 

as participants walked on a dual-belt treadmill instrumented with two independent 6-

degrees-of-freedom force platforms (Bertec Corporation, Worthington, OH) at each 

their comfortable walking speeds and maximal walking speeds. Biomechanical data 

from the first 15 strides of recorded walking were averaged using a custom-written 

program (National Instruments, Austin, TX, USA) and used in the analyses performed. 

Specifically, comfortable speed biomechanics were used in our analyses of changes in 

comfortable walking speed, and, because participants were directed to walk as fast as 

they safely could during the 6MWT, maximal speed biomechanics were used in our 

analyses of changes in 6MWT distance.  

Training 

Participants (n = 23) completed 12 weeks of maximal speed treadmill training. 

All participants trained at the maximal speed they could maintain on a treadmill for four 

minutes. Training occurred at a frequency of 3 sessions per week, for a total of 36 

sessions. Within each session, participants completed 5 treadmill walking bouts of 6 

minutes each followed by 1 bout of overground walking, for a total of 36 minutes of 

walking per session. During the 5 treadmill walking bouts, a subgroup (n = 12) received 

functional electrical stimulation (FES) to the paretic dorsiflexors during swing phase 

and plantarflexors during late stance phase in an alternating pattern of 1 minute on to 1 

minute off (FastFES). This subgroup thus received an equivalent dose of walking 

practice as those undergoing just maximal-speed treadmill training (Fast), with 15 of the 

total 36 minutes of walking practice per session assisted by FES. Stimulation was 
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triggered by compression-closing foot switches attached to the heel and toe of the 

paretic limb's shoe. See previous work from our laboratory for greater detail regarding 

the customized FES system used and FastFES training64,77,93,98,124–126. Subjects were 

allowed rest breaks between bouts as necessary. 

Statistical Analyses 

Independent t-tests were used to determine if differences between groups were 

present at baseline in the measures of interest and to test for between-group differences 

at posttraining and the 3-month follow-up. Paired t-tests (1-tail) tested for within-group 

improvements at the pretraining, posttraining, and the 3-month follow-up timepoints. 

Moderated regression127,128 was used to test our hypothesis that the mechanisms 

underlying functional recovery would be different between groups. Specifically, to test 

whether the contribution of changes in propulsion to functional recovery differed 

between groups, the interaction term TxGroup*Change in Propulsion was tested in 

regression models predicting pre-to-posttraining and pre-to-3-month follow-up changes 

in each comfortable walking speed (CWS) and the distance walked during the 6MWT. 

Based on our prediction that for the Fast group the changes in trailing limb angle would 

be the primary driver of changes in propulsion and thus changes in walking function, 

we further tested the 3-way interaction TxGroup*Changes in Propulsion*Changes in 

Trailing Limb Angle in each of the models of interest. This 3-way moderated regression 

analysis was designed to reveal how changes in trailing limb angle moderated the 

contribution of changes in propulsion to changes in walking function in each group.  

As previously stated, we hypothesized that relative to FastFES, Fast-induced 

changes in paretic propulsion would be largely dependent on changes in trailing limb 

angle. Thus, moderated regression was used to directly test whether paretic propulsion 
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was changed via the same mechanisms in each group. Specifically, the interaction terms 

TxGroup*Changes in Comfortable-Speed Trailing Limb Angle and TxGroup*Changes 

in Maximal-Speed Trailing Limb Angle were respectively tested in models predicting 

changes in comfortable-speed paretic propulsion and maximal-speed paretic propulsion. 

Baseline paretic propulsion and trailing limb angle were controlled for in these models. 

All analyses were performed using SPSS version 22. Centered variables were used to 

reduce multicollinearity. Residuals were screened for the presence of outliers, who were 

subsequently removed. Alpha was set to 0.05.  

Results 

Complete data sets were available for all subjects included in this study. The 

analyses presented reflect the data collected for 11 Fast participants and 12 FastFES 

participants. No differences were present between groups at baseline (all Ps > 0.05) 

with the average (n = 23) pretraining 6MWT distance being 252±112m, CWS being 

0.63±0.28m/s, paretic propulsion (PROP) at self-selected speeds being 6.32±4.78%BW, 

TLA at self-selected speeds being 10.93±12.18º, PROP at maximum speeds being 

8.20±5.75%BW, and TLA at maximum speeds being 13.60±7.79º. Assumptions for the 

moderated regression analyses were met following the removal of outliers. Specifically, 

2 outliers were removed from the pretraining to posttraining CWS regression analysis 

(both FastFES participants), 1 outlier was removed from the pretraining to 3-month 

follow-up CWS regression analysis (a Fast participant), and 2 outliers were removed 

from the pretraining to 3-month follow-up PROP at maximum walking speed regression 

analysis (both FastFES participants).  
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Treatment Effects: Magnitude of Changes 

Both the FastFES and Fast treatment groups produced substantial gains in the 

6MWT and CWS that were retained at the 3-month follow-up; however, no between-

group differences were observed (see Figure 6). Interestingly, after 12 weeks of 

training, the Fast group did not achieve significant gains in either comfortable-speed 

paretic propulsion or trailing limb angle, whereas the FastFES group did (see Figure 7A 

and 7C). However, by the 3-month follow-up, changes in these measures reached 

significance in both groups. Surprisingly, neither group’s posttraining changes in 

maximum-speed paretic propulsion achieved significance; however, by the 3-month 

follow-up, the Fast group had achieved significance (see Figure 7B). In contrast, both 

groups achieved significant posttraining and 3-month follow-up gains in maximum-

speed paretic trailing limb angle (see Figure 7D).  

Treatment Effects: Mechanisms Underlying Functional Recovery 

Despite observing no differences between groups in the collected measures of 

walking function or biomechanics, the mechanisms underlying the recovery of walking 

speed differed between groups as an interaction between changes in TLA, changes in 

propulsion, and treatment group was observed in the CWS regression analyses (see 

Table 12, models 1 and 2). The posttraining CWS model accounted for a remarkable 

91% of the variance in changes in CWS after the 12 weeks of training, whereas the 3-

month follow-up CWS model accounted for 66% of the variance in changes in CWS 

after this no-intervention 3-month period. A similar 3-way interaction was not observed 

for the 6MWT. 

Specifically, changes in the paretic TLA moderated the contribution of changes 

in propulsion to changes in walking speed differently between groups (see Figure 8). In 
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the Fast group, regardless of the magnitude of the change in the paretic TLA, 

posttraining changes in propulsion remained weakly positively related to changes in 

walking speed. At the 3-month follow-up, in Fast subjects with small changes in TLA, 

changes in propulsion even became weakly negatively related to changes in walking 

speed. In contrast, in the FastFES group, the smaller the posttraining change in TLA, 

the stronger was the relationship between changes in propulsion and changes in walking 

speed. This effect was enhanced at the 3-month follow-up as the largest gains in 

comfortable walking speed were observed in FastFES participants with large (ie, one 

SD above the mean) changes in propulsion and small (ie, one SD below the mean) 

changes in TLA (see Figure 8D). 

Treatment Effects: Mechanisms Underlying The Recovery Of Propulsion 

After 12 weeks of training, the mechanisms underlying improvements in paretic 

propulsion also differed between groups. Specifically, immediately posttraining the 

changes in the paretic TLA impacted changes in paretic propulsion more strongly 

following Fast than FastFES training (see Table 12, model 3 and Figure 9). 

Interestingly, despite a similar pattern, the between-group difference did not remain 

significant at the 3-month follow-up (see Table 12, model 4 and Figure 9).  

Discussion 

The major finding of this study is that despite the addition of FES to maximum-

speed treadmill training not producing larger improvements in walking function 

following training, it did alter the biomechanical mechanisms underlying the recovery 

of walking function. Specifically, improvements in comfortable walking speed 

following FastFES training were highly related to gains in paretic propulsion, with the 
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largest gains in comfortable walking speed occurring in those subjects with the smallest 

gains in the paretic trailing limb angle. In contrast, improvements in comfortable 

walking speed following Fast training were only very weakly related to gains in paretic 

propulsion with changes in trailing limb angle having little effect on this relationship. 

Taken together with our previous work demonstrating similar mechanistic differences 

when comparing FastFES training with comfortable-speed treadmill training 

(unpublished observations, paper in review149), the unique contribution of training with 

paretic ankle FES is the recovery of walking ability via the restoration of the paretic 

limb’s ability to generate forward propulsion. 

Our observation of no differences between groups in the magnitude of recovery 

is consistent with the findings of a recent systematic review studying whether the 

therapeutic effects of training with FES were specific to FES intervention or merely a 

product of the general training provided (ie, overground walking, treadmill training, gait 

trainer, etc.)145. Specifically, when evaluating the therapeutic effects of FES training 

relative to control training without FES, the authors concluded that “no definite 

conclusions can be drawn regarding the unique superiority of FES”. However, the 

present study extends previous work by demonstrating differences in the mechanisms 

underlying the recovery of walking following FES-assisted locomotor training versus 

training without FES, with FES-assisted training producing functional changes due to 

the restoration of more physiologic walking patterns. This finding is consistent with 

recent work by Daly et al that demonstrated comparable gains in walking function 

following body-weight supported treadmill training (BWSTT) and FES-assisted 

BWSTT, but also demonstrated that more of the participants who trained with FES 

achieved improvements in gait coordination, the specific target of their application of 

FES137. A likely explanation for why differences in how walking was recovered, but not 
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differences in the magnitude of walking recovery, were observed in the present study is 

that our measures of walking recovery – speed and distance – while common, do not 

offer the resolution necessary to detect differences in the mechanisms underlying 

walking recovery36. Measures of gait efficiency, community walking activity, or even 

health-related quality of life, had they been included in this investigation, may have 

better reflected the impact on the lives of stroke survivors of improving comfortable 

walking speed via more physiologic mechanisms. 

The importance of how poststroke walking function is changed is a critical 

discussion presently active in the field of poststroke locomotor rehabilitation150. 

Previous work from our laboratory supports the perception that how walking is changed 

matters. Specifically, we demonstrated that after gait intervention, faster and more 

symmetrical walking led to a larger reduction in the energy cost of poststroke walking 

than simply faster walking101. Considering that walking energetics are thought to play 

an important role in determining community walking participation, training with FES 

does appear to be a worthwhile adjunct to locomotor training after stroke94. Further 

study of how FES-assisted training influences the energy cost of walking and 

community-based measures of walking activity is warranted. 

Interestingly, we did not observe a between-group difference in the mechanisms 

underlying the recovery of long-distance walking function as measured by the 6MWT. 

However, it is important to note that we have previously shown that across treatment 

groups, improvements in paretic propulsion contribute to farther distances walked with 

this relationship increasing in strength in those more impaired at baseline120. Our failure 

to demonstrate differences between groups in the present study may thus be explained 

by our small sample size. Similarly, another likely reason for our inability to 

demonstrate a group-specific effect in the mechanisms underlying gains in the 6MWT, 
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as compared to a measure of short-distance walking function such as the 6-meter walk 

test, is that domains beyond walking mechanics play a larger role in determining 

6MWT performance, making any effect that may be due to differences in how walking 

mechanics were changed within each group inherently harder to detect. Indeed, as a test 

designed to reflect an individual’s ability to maintain a moderate level of exertion over a 

period of time similar to the activities of daily living, factors such as motivation and 

self-efficacy play a larger role in 6MWT performance than they would in a test of short-

distance walking. Another possible explanation is that individuals in the chronic phase 

of stroke recovery may adopt a less physiologic walking pattern when asked to cover as 

much distance as possible during a timed walk test than when asked to walk at a 

comfortable pace over a short distance. That is, having the capacity to increase walking 

speed with better forward propulsion may not directly translate into using this strategy 

to increase walking speed in the context of the 6MWT. A better understanding of how 

persons poststroke manipulate their walking patterns and speeds in response to different 

environmental contexts would be an interesting area for future study.  

Another interesting finding is that both treatment groups produced comparable 

gains in paretic propulsion. However, consistent with our theoretical framework, the 

addition of paretic ankle FES to maximal-speed treadmill training appears to shift the 

mechanisms underlying improved paretic propulsion, and ultimately improved walking 

speed, from a kinematic-based strategy to a kinetic-based strategy. Indeed, in the Fast 

group, changes in paretic propulsion were primarily driven by changes in the paretic 

trailing limb angle, whereas FastFES-induced changes in paretic propulsion were 

largely unrelated to changes in the paretic trailing limb angle (see Figure 9). Although 

we did not directly measure changes in the function of the plantarflexors for this study, 

previous work from our laboratory supports the notion that FastFES training produces 
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meaningful changes in plantarflexor function that are associated with improved walking 

mechanics, such as improved forward acceleration of the center of mass and increased 

knee flexion acceleration during swing phase113. Thus, changes in paretic propulsion 

following FastFES training were likely primarily due to changes in the force-generating 

ability of the plantarflexors, which were directly targeted by the FES64,113. Because 

changes in propulsion following Fast training were only weakly related to changes in 

walking speed, whereas changes in propulsion following FastFES training were 

strongly related to changes in walking speed (see Figure 8), a kinetic-based strategy to 

improving propulsion appears to be preferable to a kinematic-based strategy.  

Future study of the particular mechanisms that make FES an effective adjunct to 

locomotor intervention is warranted, and if exploited, could improve the therapeutic 

effects of FES. Indeed, FastFES subjects received only ~15 minutes of FES per training 

session. While the dosage threshold necessary to induce neuromotor changes in 

participants’ walking strategy may have been met, perhaps this effect was not leveraged 

enough to induce a larger magnitude of recovery. Indeed, it is possible that subjects 

would have benefited from an FES system for home-use in addition to training with 

FES in the clinic. The orthotic effects of a home unit may have further reinforced the 

new walking strategy learned during training, potentially enhancing the therapeutic 

effects of the clinic-based training with FES. Moreover, it is unknown if the benefits of 

FES are derived from its production of motor responses of correct timing and amplitude 

during walking, or if sensory-level stimulation to cue correct timing is sufficient. 

Additionally, varying the method of FES integration into walking programs may modify 

its effects. Indeed, although FES was applied in an alternating pattern of 1 minute on to 

1 minute off in this study, perhaps longer periods of “on” time would have promoted 

greater adaptation and thus improved performance during training periods without FES. 
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In contrast, perhaps longer “off” durations would have promoted increased learning and 

encouraged better volitional activation carryover. Such future work is necessary to 

elucidate the optimal method for FES application during poststroke gait rehabilitation. 

Conclusions 

The present study extends previous work by our laboratory that demonstrated 

the efficacy of FastFES locomotor training in individuals with maximum walking 

speeds slower than 1.2 m/s (unpublished observations, paper in review149) by showing a 

unique contribution of functional electrical stimulation to the outcomes observed. 

Specifically, despite not increasing the magnitude of walking recovery observed 

following maximal-speed training, the addition of paretic ankle functional electrical 

stimulation altered the mechanisms underlying the recovery of walking speed. Indeed, 

treadmill training with paretic ankle functional electrical stimulation yielded a recovery 

of walking speed that was substantially more related to changes in paretic propulsion 

than following locomotor training without functional electrical stimulation. Moreover, 

the recovery of paretic propulsion was largely independent of changes in the paretic 

trailing limb angle, and presumably more related to changes in the function of the 

paretic ankle plantarflexors, following training with versus without paretic ankle 

functional electrical stimulation. Finally, improving paretic propulsion via increased 

trailing limb angle appears to be less preferable to improving paretic propulsion via 

improved paretic ankle plantarflexor function, however this hypothesis should be 

directly tested in future studies.  
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Table 12. Participant baseline characteristics.  

Subject 
Treatment 

Group 
Sex Age (y) 

Time Since  

Stroke (y) 
Side of Paresis 

      

1 FastFES Female 65.39 22.90 Left 

2 FastFES Male 60.01 2.68 Left 

3 FastFES Male 55.68 0.73 Left 

4 FastFES Male 42.71 0.57 Left 

5 FastFES Male 67.91 0.77 Left 

6 FastFES Male 69.47 8.29 Right 

7 FastFES Male 54.94 1.66 Left 

8 FastFES Female 64.91 24.66 Left 

9 FastFES Female 63.25 3.02 Right 

10 FastFES Male 57.50 0.59 Left 

11 FastFES Male 68.69 2.86 Left 

12 FastFES Male 70.74 1.71 Left 

13 Fast Female 55.46 1.87 Left 

14 Fast Male 57.83 0.54 Right 

15 Fast Female 55.13 0.90 Right 

16 Fast Female 63.03 1.19 Right 

17 Fast Male 45.09 3.35 Left 

18 Fast Female 56.71 0.94 Left 

19 Fast Female 48.71 7.08 Right 

20 Fast Male 61.51 6.94 Right 

21 Fast Female 47.58 3.77 Left 

22 Fast Male 55.10 5.54 Left 

23 Fast Female 64.17 1.56 Left 

 %M Medians (SIQR) %Right 

 57 57.8(4.7) 1.9(1.9) 30 

SIQR – semi-interquartile range 
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Table 13. Moderated regression models predicting pretraining-to-posttraining and 

pretraining-to-3-month follow-up changes in walking speed and paretic propulsion. 

Models Predictor Statistics 

# DV Stats Predictors ΔR2 ΔR2 p b Β p 

1 
PP 

ΔCWS 

 

R2 

.906 

F(df) 

17.93 

(7, 13) 

P 

.000 

 

∆PropPP* 

∆TLAPP* 

Group% 

Group × ∆PropPP^ 

Group × ∆TLAPP^ 

∆PropPP × ∆TLAPP^ 

Group × ∆PropPP × ∆TLAPP# 

.802 

 

.006 

.071 

 

 

.027 

.000 

 

.240 

.042 

 

 

.037 

1.832 

.009 

.015 

3.444 

-.014 

.080 

-.436 

.494 

.375 

.054 

.394 

-.448 

.158 

-.282 

.003 

.059 

.325 

.002 

.033 

.119 

.037 

2 
PF 

ΔCWS 

 

R2 

.659 

F(df) 

3.861 

(7, 14) 

P 

.008 

 

∆PropPF* 

∆TLAPF* 

Group% 

Group × ∆PropPF^ 

Group × ∆TLAPF^ 

∆PropPP × ∆TLAPF^ 

Group × ∆PropPF × ∆TLAPF# 

.375 

 

.021 

.056 

 

 

.206 

.006 

 

.219 

.339 

 

 

.006 

1.395 

-.001 

.067 

4.579 

-.002 

.556 

-1.992 

.255 

-.037 

.237 

.456 

-.039 

.469 

-.624 

.164 

.455 

.133 

.054 

.454 

.020 

.006 

3 
PP 

ΔPROP 

R2 

.713 

F(df) 

8.45 

(5,17) 

P 

.000 

 

Group* 

PropPre* 

TLAPre* 

∆TLAPP% 

Group × ∆TLAPP^ 

.119 

 

 

.469 

.125 

.241 

 

 

.000 

.008 

-.021 

-.149 

.003 

.008 

-.005 

-.340 

-.199 

.647 

1.173 

-.568 

.012 

.163 

.003 

.000 

.008 

4 
PF 

ΔPROP 

R2 

.535 

F(df) 

3.92 

(5,17) 

P 

.008 

 

Group* 

PropPre* 

TLAPre* 

∆TLAPF% 

Group × ∆TLAPF^ 

.081 

 

 

.425 

.030 

.325 

 

 

.000 

.157 

-.010 

-.196 

.002 

.006 

-.003 

-.189 

-.358 

.476 

.891 

-.262 

.139 

.087 

.039 

.001 

.157 

DV – dependent variable; Stats – statistics; df – degrees of freedom; PP – pre to post; PF – pre to followup; 

CWS – comfortable walking speed (m/s); Group – FastFES or Fast training; ΔProp – change in Paretic 

Propulsion (% body weight); ΔTLA – change in Trailing Limb Angle (deg). For each model, predictors 

were tested sequentially as part of blocks. Block designations are as follows:  *block 1, %block 2, ^block 

3, #block 4. 
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Figure 6. Pretraining to posttraining and pretraining to 3-month follow-up changes 

in the 6-Minute Walk Test (Δ6MWT, panel A) and comfortable walking speed 

(ΔCWS, panel B). Both groups achieved meaningful gains in these measures of 

walking function following training that were retained at the 3-month follow-up, 

however no between-group differences were observed. 
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Figure 7. Pretraining to posttraining and pretraining to 3-month follow-up changes in 

comfortable-speed (panels A and C) and maximal-speed (panels B and D) paretic 

propulsion (ΔPROP) and trailing limb angle (ΔTLA) are presented for each training 

group. No between-group differences were observed and by the 3-month follow-up both 

treatment groups had produced comparable changes in each measure. The one exception 

was that the FastFES group did not achieve a significant improvement in maximum-speed 

propulsion (panel B), despite there being no difference between groups.  
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Figure 8. Visual presentation of the relationship between changes in paretic propulsion 

versus changes in comfortable walking speed for each treatment group (see panels A and 

B for Fast group and panels C and D for FastFES group) as moderated by changes in the 

paretic trailing limb angle. Changes from pretraining to posttraining (panels A and C) and 

pretraining to 3-month follow-up (panels B and D) are presented. The relationship 

between changes in propulsion and changes in comfortable walking speed remained 

relatively weak for the Fast group regardless of the change in trailing limb angle. In 

contrast, in the FastFES group, the impact of changes in propulsion on changes in walking 

speed was markedly stronger in participants with a small (ie, one SD below the mean) 

change in trailing limb angle and markedly weaker in participants with a large (ie one SD 

above the mean) change in trailing limb angle. 
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Figure 9. Visual presentation of the relationship between changes in trailing limb angle 

versus changes in paretic propulsion as moderated by treatment group assignment. Both 

comfortable-speed biomechanics (panels A and B) and maximal-speed biomechanics are 

presented (panels C and D). Also, both pretraining to posttraining (panels A and C) and 

pretraining to 3-month follow-up (panels B and D) relationships are presented. The 

contribution of changes in trailing limb angle to changes in paretic propulsion was 

markedly stronger in participants undergoing maximal-speed training (Fast) than in 

participants undergoing maximal-speed training combined with paretic ankle functional 

electrical stimulation (FastFES). CWS moderated regression findings: pretraining-to-

posttraining R2 = 0.713, F(5,17) = 8.45, p = 0.000 and pretraining-to-3-month follow-up 

R2 = 0.535, F(5,17) = 3.92, p = 0.008. MWS moderated regression findings: pretraining-

to-posttraining R2 = 0.695, F(5,17) = 7.75, p = 0.001 and pretraining-to-3-month follow-

up R2 = 0.632, F(5,15) = 5.16, p = 0.006. *indicates significant treatment Group*change 

in trailing limb angle interaction. See Table 12 for individual predictor statistics for the 

CWS models. 
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Chapter 6 

PARTICIPANTS’ BASELINE WALKING SPEED AND GAIT MECHANICS 

INTERACT TO INFLUENCE THE EFFECTS OF LOCOMOTOR TRAINING 

AFTER STROKE 

Abstract 

Background. The heterogeneous nature of poststroke motor impairments limits optimal 

intervention as the effectiveness of treatments may vary as a function of participants’ 

particular abilities. The objective of this study was to determine how participants’ 

baseline walking speed and gait mechanics influence the efficacy of a targeted locomotor 

training program. Methods. 27 subjects >6 months poststroke underwent a 12-week 

treadmill training program combining maximum-speed walking with paretic ankle 

functional electrical stimulation (FastFES). Improvements in comfortable walking speed 

(CWS) measured functional recovery. Baseline walking speed, paretic propulsion 

(propulsion), and trailing limb angle (TLA) were selected as potential moderators of 

functional recovery due to their importance in the FastFES framework. Moderation of 

posttraining and 3-month follow-up outcomes were investigated. Results. FastFES 

produced CWS gains that were retained at the 3-month follow-up. Only participants’ 

baseline walking speed correlated with both posttraining and 3-month follow-up CWS 

gains (R2s=0.12 and 0.22, respectively). However, a baseline speed × propulsion 

interaction was observed posttraining (moderation R2=0.68) and at the 3-month follow-

up (moderation R2=0.56) such that for those with below average baseline walking speed, 

larger baseline propulsion predicted larger CWS gains. In contrast, for those with above 

average baseline walking speeds, baseline propulsion was unrelated to CWS gains 

posttraining and negatively related to CWS gains at the 3-month follow-up. Conclusions. 

The present findings demonstrate the value of investigating the interactions among 
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participants’ baseline characteristics when predicting the efficacy of locomotor training 

after stroke.  

Introduction 

Stroke is a leading cause of long-term disability20, with the restoration of 

walking ability being the most commonly voiced goal of rehabilitation by stroke 

survivors1. Many factors contribute to the limitations of current interventions9. One 

major factor is the heterogeneity of poststroke motor impairments. Indeed, the 

effectiveness of particular interventions may vary across individuals as a function of 

their baseline abilities. As such, intervention studies that report outcomes across 

individuals with a wide range of abilities and impairments may not accurately estimate 

the effects of an intervention for a particular individual. A better understanding of how 

participants’ baseline abilities influence the effects of poststroke locomotor 

interventions would both facilitate optimal intervention design and advance 

individualized, evidence-based rehabilitation efforts in this complex population. 

Previous investigators have attempted to address this problem by reporting 

results across subgroups of participants, with walking speed serving as a common 

stratification criteria149,151–154. Indeed, walking speed has been named the 6th vital sign38 

for its robust measurement and prediction of walking performance61, community 

walking capacity24, rehabilitation potential155, and quality of life156. However, across 

individuals poststroke, different motor impairments may underlie the same walking 

speed2,39 and changes in walking speed may occur via a variety of biomechanical 

mechanisms, including the restoration of symmetrical gait mechanics or improved 

compensatory strategies2,31,32,48. As such, it is not clear if baseline walking speed alone 

is a sufficient predictor of posttraining outcomes as baseline walking speed may interact 
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with baseline gait mechanics to differentially influence the effects of locomotor 

training. 

Many biomechanical variables could serve as moderators of posttraining 

outcomes and ultimately interact with walking speed to further influence the effects of 

locomotor training; however, the most likely moderators of an intervention’s effects 

may depend on the particular intervention studied. For example, baseline self-efficacy 

may be a key moderator of posttraining outcomes for an intervention designed to 

improve walking ability by improving participants’ balance self-efficacy. The present 

investigation studies, as a model, a biomechanics-targeting intervention shown to 

improve poststroke walking ability through specific effects on the paretic limb’s ability 

to generate propulsion64,149. The intervention studied combines maximal-speed treadmill 

walking with functional electrical stimulation to the paretic ankle musculature 

(FastFES) to target deficits in paretic propulsion by synergistically facilitating better 

posterior positioning of the paretic trailing limb relative to the body’s center of mass 

and better function of the paretic plantarflexors during late stance phase64. Based on this 

framework, it is conceivable that both baseline paretic trailing limb angle and 

propulsion could moderate the effects of FastFES intervention. Indeed, prior work from 

our laboratory has shown that these particular biomechanical variables positively relate 

to the changes in comfortable walking speed observed following FastFES training64. 

Moreover, recent work has shown that the effects of FastFES training are attenuated in 

individuals with baseline maximum walking speeds faster than 1.2m/s (unpublished 

observations, paper in review149). Based on this prior work, we hypothesized an 

interaction between participants’ baseline walking speed and gait mechanics such that 

the largest posttraining gains in walking speed would be observed in slower walkers 

with above average biomechanical function.  
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Methods 

The data analyzed for this study come from a larger clinical investigation 

conducted at the University of Delaware studying treadmill-based locomotor training in 

persons poststroke. The twenty-seven individuals included in the present study were all 

those that underwent targeted locomotor training (ie, FastFES). Participants were at 

least 6 months post a single cortical or subcortical stroke, had observable gait deficits 

but were able to walk for six minutes without the assistance of another individual or 

orthotic support, had sufficient passive ankle dorsiflexion range of motion to dorsiflex 

the ankle to neutral with the knee extended, had at least 10 degrees of passive hip 

extension range of motion, and were able to communicate with investigators and follow 

instructions. Cerebellar stroke, any condition other than stroke that limited walking 

ability, neglect or hemianopia, or unexplained dizziness during the prior 6 months each 

served as exclusion criteria. The University of Delaware’s institutional review board 

approved the protocol executed for this study. Medical clearance and a submaximal 

stress test were required prior to the start of training.  

Testing 

The study’s clinical and biomechanical testing procedures and variables of 

interest have been previously described64,93,98,120,149. Briefly, data were collected from 

clinical and motion analysis evaluations pretraining, posttraining, and at a 3-month 

follow-up. The 6-meter walk test90 was used to characterize participants’ short-distance 

walking function. From the 6-meter walk test, participants’ self-selected, comfortable 

walking speeds (CWS) and maximum walking speeds (MWS) were determined. 

Participants’ peak paretic limb propulsive force (propulsion) and trailing limb angle 

(TLA) – both generated after the paretic limb’s midstance – served to measure the 
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paretic limb’s biomechanical function during walking. Biomechanical data were 

collected as participants walked on a dual-belt treadmill instrumented with two 

independent 6-degrees-of-freedom force platforms (Bertec Corporation, Worthington, 

OH) at their comfortable walking speeds. For each subject and at each timepoint, fifteen 

strides of recorded walking were averaged for each biomechanical variable using a 

custom-written computer program (National Instruments, Austin, TX, USA).  

Training 

Participants completed 12 weeks of FastFES training. Functional electrical 

stimulation was delivered to the paretic plantarflexors during late stance phase and 

dorsiflexors during swing phase in an alternating pattern of 1 minute on to 1 minute off 

(FastFES). See previous work from our laboratory for greater detail regarding the 

customized FES system used and FastFES training64,77,93,98,124–126. Each participant’s 

training speed was set to the fastest speed they could maintain for four minutes while 

walking on a treadmill. Training took place over 12 weeks for a total of 36 sessions, 

with each session comprised of 5 treadmill walking bouts of 6 minutes each followed by 

1 bout of overground walking. Subjects were allowed rest breaks between bouts as 

necessary.  

Analyses 

All analyses were performed using SPSS version 22. Paired t-tests were used to 

test for improvements in comfortable walking speed from pretraining to posttraining 

and pretraining to the 3-month follow-up. The bivariate relationships between baseline 

walking speed, propulsion, TLA, and changes in CWS were assessed. Moderated 

regression101,120,127,128 subsequently tested interactions among the baseline variables. 

Moderation of both the posttraining and 3-month follow-up changes in CWS was tested. 
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Included in these two regression models were the main effects of baseline maximum 

walking speed (MWS), propulsion, TLA, and all two-way interactions among these 

variables. The 3-way interaction between these three baseline variables was also tested 

but was not significant, and was therefore not included in the final models. Due to 

issues with multicollinearity in the model, only the baseline propulsion × baseline TLA 

and baseline propulsion × baseline MWS interactions were included in the final models. 

It should be noted that both baseline CWS and MWS were initially considered, but due 

to the high correlation between these two variables, including both in the model caused 

multicollinearity. As such, only MWS was included due to our prior work 

demonstrating the importance of MWS in determining both short and long-distance 

walking function after stroke149,157. Centered variables were used to reduce 

multicollinearity. Residuals were screened for the presence of outliers, who were 

subsequently removed. Alpha was set to 0.05.  

Results 

Complete data sets were available for only 24 of the 27 participants (see Table 

13); biomechanical data for 3 subjects were not available due to technical issues during 

data collection. The average baseline CWS was 0.65±0.31m/s, MWS was 

0.84±0.39m/s, propulsion was 5.40±4.90%BW, and trailing limb angle was 

11.39±7.14º. One outlier was removed from the posttraining moderated regression 

model and another outlier was removed from the 3-month follow-up model based on the 

screening of residuals.  
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Moderation Of Posttraining Changes 

Significant gains in CWS followed FastFES training and were retained at the 3-

month follow-up (see Figure 10). Changes in CWS were weakly correlated with 

participants’ baseline MWS immediately after the 12 weeks of training (R2=0.13) and 

the 3-month follow-up (R2=0.22) (see Figure 11A and 11B). Additionally, 3-month 

follow-up changes in CWS were also weakly correlated with participants’ baseline TLA 

(R2=0.14) and propulsion (R2=0.17) (see Figure 11D and 11F). A baseline propulsion × 

baseline MWS interaction was observed when predicting both posttraining and 3-month 

follow-up changes in CWS (see Table 14). The baseline propulsion × baseline TLA 

interaction was not significant in either model (see Table 14). These regression models 

explained substantially more of the variance in posttraining and 3-month follow-up 

changes in CWS (R2s=0.68 and 0.56, respectively) than any of the baseline measures 

alone (see Figure 12).  

It is important to note that both baseline propulsion and MWS were included in 

the moderated regression models as continuous variables. The average ± 1SD values 

reported here and in the figures were calculated for probing moderation effects as 

suggested by Aiken and West103. In those with a baseline MWS at least one standard 

deviation below the mean (ie, ≤ 0.45m/s), baseline propulsion was strongly positively 

related to the changes in CWS observed immediately after training. In those with an 

average baseline MWS (ie, 0.84m/s), baseline propulsion was moderately positively 

related to changes in CWS. Finally, in those with a baseline MWS at least one standard 

deviation above the mean (ie, ≥ 1.23m/s), baseline propulsion was unrelated to changes 

in CWS. The magnitude of the moderation present at the 3-month follow-up was 

reduced. Specifically, in those with a baseline MWS at least one standard deviation 

below the mean, baseline propulsion was moderately positively related to changes in 
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CWS. In those with an average baseline MWS, baseline propulsion was unrelated to 

changes in CWS. Finally, in those with a baseline MWS at least one standard deviation 

above the mean, baseline propulsion moderately negatively related to changes in CWS.  

Discussion  

This investigation aimed to determine how participants’ baseline abilities 

influenced the efficacy of a targeted locomotor program. Specifically, this study aimed 

to elucidate the influence of participants’ baseline walking speed and gait mechanics, 

and the interactions among these variables, on the magnitude of functional recovery 

produced by a locomotor intervention that specifically targeted gait mechanics. To this 

end, the major contribution of this work is our demonstration of substantial increases in 

predictive power due to a better understanding of how these particular variables 

interacted to influence the recovery of walking speed after intervention. Moreover, to 

our knowledge, this is the first study to report an interaction between walking speed and 

gait mechanics when predicting the effects of poststroke locomotor training. These 

findings build on recent work calling for a quantification of the biomechanical deficits 

underlying walking function to guide clinical intervention36,158. Ultimately, this study 

suggests that future work studying how participants’ baseline characteristics interact to 

influence the effects of locomotor intervention may be critical to the advancement of 

individualized, evidence-based rehabilitation efforts in this heterogeneous population. 

Our finding of an interaction between baseline walking speed and gait 

mechanics when predicting the effects of FastFES intervention extends preliminary 

work from our laboratory that has investigated the best candidates for the FastFES 

program64,149. Indeed, prior work has shown that independently, baseline walking 

speed19 and paretic propulsion7 each influence the efficacy of FastFES training. In the 
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present study, we demonstrate that the additional knowledge of the interaction between 

baseline maximum walking speed and baseline propulsion increases our power to 

predict the recovery of walking speed following intervention from ≤ 22% when 

considering either variable alone, to nearly 70%. Indeed, we demonstrate that FastFES’ 

ability to improve walking speed is increased in those with slower baseline maximum 

walking speeds and larger baseline propulsion. Although this particular interaction may 

be specific to the effects of the FastFES intervention, a more general implication of this 

finding is that poststroke walking speed – despite being a common stratification 

variable149,151,154,159,160 – may not provide sufficient information regarding an 

individual’s suitability for a particular intervention. Indeed, the importance of knowing 

both a participant’s baseline walking speed and propulsion is that knowing the baseline 

walking speed of a person in the chronic phase of stroke recovery does not reveal their 

baseline propulsion. Indeed, in this heterogeneous population it may not be appropriate 

to define two persons walking at the same baseline speed as having the same level of 

baseline ability if person A walks with low levels of propulsion while person B walks 

with moderate levels of propulsion. The additional knowledge of a person’s baseline 

propulsion thus better defines their baseline level of function, and ultimately improves 

our ability to predict the efficacy of locomotor intervention. Future study of how other 

baseline characteristics interact to influence the efficacy of poststroke walking 

interventions would be a worthwhile direction for future research.  

It is interesting to note that FastFES training was most effective in those with 

larger baseline propulsion. However, as an intervention specifically designed to target 

propulsion, it would have been conceivable to hypothesize that FastFES would be most 

effective in those with the smaller baseline propulsion. Nonetheless, it is important to 

note that, in this study, even those with the largest baseline propulsion were still 
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markedly impaired in their ability to generate propulsion via the paretic limb as only 

one of the participants studied presented with baseline propulsion comparable to the 

average observed in neurologically-intact elderly subjects (20 %BW)161. One 

explanation for why FastFES training was not as effective in those with low levels of 

baseline propulsion is that FastFES training may not be sufficient to overcome certain 

pre-existing compensatory strategies that may be indicated by low levels of paretic 

propulsion at baseline. That is, for participants largely dependent on compensatory 

strategies known to impair the propulsive-force generating ability of the paretic 

limb6,57,108,109, FastFES training may not provide a sufficient stimulus to alter this 

walking strategy, and ultimately improve walking function. Indeed, gains in walking 

function following FastFES training have been shown to be so strongly linked to gains 

in paretic propulsion that in those who don’t change propulsion, no gains in walking 

function are observed (unpublished observations, paper in review149). Ultimately, our 

finding that FastFES training was more effective in participants with larger baseline 

propulsion may suggest that FastFES training is able to enhance an already present, but 

impaired, propulsion-based walking strategy, but may not be as appropriate for 

participants with low baseline propulsion due to their reliance on propulsion-impairing 

compensatory strategies. An alternative explanation is that participants with low 

baseline levels of paretic propulsion may simply not have the capacity to walk via 

propulsion due to insufficient neural substrate. For these individuals, any training 

centered on improving paretic propulsion (eg, FastFES) may not be appropriate. 

Preliminary (unpublished) work from our laboratory supports this hypothesis. 

Specifically, we have observed that across persons poststroke, the contribution of 

plantarflexor force to paretic propulsion during walking is moderated by participants’ 

baseline corticomotor excitability. Indeed, in persons with less impaired corticomotor 
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excitability, propulsion during walking was more likely to be related to plantarflexor 

force generation, and not due to compensatory mechanisms. Investigation of the 

interaction between neural correlates of poststroke walking recovery and gait mechanics 

would be an exciting direction for future research. 

Conclusions 

This report demonstrates the value of investigating how the baseline 

characteristics of individuals poststroke interact to influence the effects of particular 

interventions. Indeed, for a population as heterogeneous as those in the chronic phase of 

stroke recovery, a better understanding of such interactions may be critical for the 

advancement of individualized, evidenced-based rehabilitation. Moreover, this study 

suggests that the criteria used to predict the effects of an intervention may be suitably 

defined by the targets of the intervention. Indeed, for a biomechanics-targeting 

locomotor intervention such as the FastFES program, knowledge of how baseline 

walking biomechanics interacted with baseline walking speed substantially improved 

our ability to predict the recovery of walking speed. 
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Table 14. Participant baseline characteristics.  

Subject Sex Age (y) 
Time Since  

Stroke (y) 
Side of Paresis 

     

1 F 65 22.90 Left 

2 M 60 2.68 Left 

3 M 56 0.73 Left 

4 M 43 0.57 Left 

5 M 68 0.77 Left 

6 M 70 8.29 Right 

7 M 55 1.66 Left 

8 F 65 24.66 Left 

9 F 63 3.02 Right 

10 M 58 0.59 Left 

11 M 69 2.86 Left 

12 M 71 1.71 Left 

13 M 64 7.99 Right 

14 F 56 3.51 Left 

15 M 25 1.70 Left 

16 M 67 1.83 Left 

17 M 51 9.25 Left 

18 M 58 9.17 Right 

19 M 71 5.83 Right 

20 M 66 1.58 Right 

21 M 70 1.75 Left 

22 F 65 1.25 Right 

23 F 65 1.5 Right 

24 F 54 4.58 Right 

25 F 58 1.00 Right 

26 M 46 0.67 Right 

27 F 70 0.75 Left 

 %M Medians (SIQR) %Right 

 67 63.5(5.8) 1.8(2.0) 41 
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Table 15. Moderated regression models predicting posttraining and 3-month follow-up 

changes in comfortable walking speed.  

Models 
Predictor Statistics 

# DV Statistics Predictors ΔR2 ΔR2 p b Β p 

1 

POST  

ΔCWS  

(m/s) 

R2 

0.68 

F(df) 

7.53 

(5, 18) 

P 

0.001 

PropPre# 

MWSPre# 

TLAPre# 

PropPre × TLAPre% 

MWSPre × PropPre% 

.262 

 

 

.414 

 

.050 

 

 

.000 

 

2.775 

-.251 

-.005 

.001 

-5.807 

.868 

-.644 

-.228 

.002 

-.800 

.006 

.011 

.215 

.498 

.010 

2 

3-mo FU 

ΔCWS 

 (m/s) 

R2 

0.56 

F(df) 

4.63 

(5, 18) 

P 

0.007 

PropPre# 

MWSPre# 

TLAPre# 

PropPre × TLAPre% 

MWSPre × PropPre% 

.257 

 

 

.305 

 

.054 

 

 

.004 

 

.936 

-.095 

-.005 

.021 

-4.548 

.348 

-.290 

-.254 

.073 

-.744 

.171 

.174 

.219 

.428 

.027 

DV – dependent variable; CWS – comfortable walking speed (m/s); POST – posttraining; 3-mo FU – 3-

month follow-up; PropPre – baseline paretic propulsion (% body weight); MWSPre – baseline maximum 

walking speed (m/s); TLAPre – baseline paretic trailing limb angle (deg). For each model, predictors were 

tested sequentially as part of blocks. Block designations are as follows:  #block 1 and %block 2. 
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Figure 10. Changes in comfortable walking speed observed following 12 weeks of 

targeted locomotor training (Posttraining) and after a 3-month no-intervention period (3-

Mo Follow-up). Both pretraining to posttraining and pretraining to 3-Mo Follow-up gains 

were observed. * p < 0.05. 
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Figure 11. Bivariate correlations between baseline maximum walking speed (MWS), 

trailing limb angle (TLA), and paretic propulsion versus changes (Δ) in comfortable 

walking speed (y-axis). Pretraining to posttraining (panels A, C, and E) and pretraining 

to 3-month follow-up (panels B, D, and F) changes are presented. Only baseline MWS 

correlated to both posttraining and 3-month follow-up changes in comfortable walking 

speed. Baseline TLA and propulsion also correlated with 3-month follow-up changes in 

comfortable walking speed. However, all of these relationships were weak. * p < 0.05. 
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Figure 12. Visual presentation of how the interaction between baseline maximum 

walking speed (MWS) and paretic propulsion influenced the magnitude of functional 

recovery observed following targeted locomotor training. Both pretraining to posttraining 

(panel A) and pretraining to 3-month follow-up (panel B) changes in walking speed are 

presented. For the slowest participants, baseline propulsion was strongly positively 

predictive of posttraining changes in walking speed. For the fastest participants, baseline 

propulsion was not predictive of posttraining changes in walking speed and was 

negatively related to 3-month follow-up changes in walking speed. The simple slopes 

presented were calculated using the unstandardized regression coefficients (b) found in 

table 14 and the averages ± 1SD for each of the two baseline variables. * p < 0.05. 
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Chapter 7 

CONCLUSION 

Among the major contributions of this work are the identification of clinical and 

biomechanical determinants of poststroke walking performance that, when improved 

through intervention, contribute to improvements in the walking ability of persons in 

the chronic phase of stroke recovery. Specifically, in aim one of this dissertation, the 

short-distance maximum walking speed of persons poststroke was identified as a key 

mediator of the cross-sectional relationships existing between standing balance, walking 

balance, balance self-efficacy, and lower extremity motor function versus long-distance 

walking function as measured by the 6-Minute Walk Test (6MWT). Moreover, changes 

in short-distance maximum walking speed were shown to highly correlate with changes 

in long-distance walking function. The findings of aim one thus supported the 

investigation conducted in aim two, which delved into the level of gait biomechanics 

and demonstrated that the function of the paretic limb during late stance explained a 

substantial amount of the variance in long-distance walking function that was observed 

across persons poststroke. Indeed, if balance, and not speed, had been shown to be a 

critical mediator of walking ability in this population, it would have made little sense to 

investigate gait mechanics largely associated with walking speed in aim two, as the 

investigation of variables related to fall-risk (e.g. margins of stability, etc.) may have 

been preferable.  

A critical finding from aim two was our demonstration that changes in paretic 

propulsion contributed to changes in long-distance walking function, with this 

relationship gaining strength in those participants presenting with larger deficits in 

forward propulsion and trailing limb angle at baseline. These findings thus extend the 

findings from aim 1, revealing that not only is improving maximum walking speed 
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important, but the mechanics underlying those improvements matter. Indeed, relevant 

work that we recently conducted, but was not part of this dissertation, revealed a 

meaningful relationship between the biomechanical strategy used to walk faster after 

intervention and the energy burden of poststroke walking101, supporting the notion that 

the mechanics underlying poststroke walking recovery are important to consider.  

This dissertation culminated with a three-part clinical study testing the efficacy 

and mechanisms underlying the effects of a hypothesis-driven, targeted locomotor 

intervention designed to treat poststroke walking dysfunction through specific effects on 

the propulsive force-generating ability of the paretic limb during walking (FastFES). 

The major contribution of this work was providing evidence supporting the use of the 

FastFES intervention in persons in the chronic phase of stroke recovery. Specifically, it 

was demonstrated that the FastFES intervention improves the short- and long-distance 

walking function of persons poststroke through improvements in paretic propulsion – an 

effect not observed following control training at self-selected (SS) or maximal (Fast) 

walking speeds. The importance of this finding is that when the goal of rehabilitation is 

to improve walking ability via the restoration of a more physiologic walking pattern, the 

FastFES intervention is a clear winner. This remains true even given the interesting 

finding that the magnitude of recovery following FastFES training was similar to the 

magnitudes of recovery following Fast and SS training. Even so, a noteworthy finding 

was the demonstration that FastFES was markedly superior to conventional locomotor 

training at SS speeds when limiting the cohort studied to only those subjects with 

maximum walking speeds slower than 1.2 m/s – a subgrouping supported by a priori 

hypotheses related to the mechanisms underlying the effects of FastFES. Moreover, we 

observed an interaction between baseline maximum walking speed and paretic 

propulsion when predicting functional recovery following FastFES such that training 
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was more effective in participants with larger baseline propulsion and slower baseline 

maximum walking speeds. These findings highlight the importance of considering the 

particular baseline abilities of participants when evaluating the effects of gait 

intervention in a population as heterogeneous as those poststroke. 

This work supports the development and testing of interventions targeting 

poststroke walking speed and the function of the paretic limb during late stance, and 

ultimately demonstrated that FastFES training is a worthwhile intervention for persons 

poststroke. However, it is unknown how the FastFES intervention would fare against 

other interventions that target these key variables via other mechanisms. For example, if 

subjects were provided feedback of propulsion during maximum-speed training instead 

of functional electrical stimulation, perhaps a larger magnitude of recovery would have 

been observed as greater volitional activation of the plantarflexors may have resulted. 

Of course, with a new intervention strategy comes the question, for whom is this 

particular intervention appropriate? Such a direction for future clinical research would 

be worthwhile. This dissertation also supports future engineering and design research as 

developing the technology necessary to translate the FastFES intervention from the 

treadmill to overground is a critical prerequisite to providing FastFES gait retraining in 

more salient and challenging environments. Finally, this work also directs future 

neurophysiologic research. Indeed, considering the neuromotor recovery observed at the 

level of biomechanics following FastFES training, many interesting questions abound 

regarding how combining locomotor training with functional electrical stimulation 

influences the damaged brain and enhances the experience-dependent neuroplasticity 

critical to neurorehabilitation efforts after stroke. Moreover, a better understanding of 

the relationship between participants’ corticomotor excitability and the biomechanical 

strategy used to walk after stroke would inform future rehabilitation efforts.  



 114 

REFERENCES 

1.  Bohannon RW, Horton MG, Wikholm JB. Importance of four variables of 

walking to patients with stroke. International journal of rehabilitation research. 

1991;14(3):246–50. 

2.  Balasubramanian CK, Bowden MG, Neptune RR, Kautz SA. Relationship 

between step length asymmetry and walking performance in subjects with 

chronic hemiparesis. Archives of Physical Medicine and Rehabilitation. 

2007;88:43–49. 

3.  Bowden MG, Balasubramanian CK, Neptune RR, Kautz SA. Anterior-posterior 

ground reaction forces as a measure of paretic leg contribution in hemiparetic 

walking. Stroke: A Journal of Cerebral Circulation. 2006;37:872–876. 

4.  Chen G, Patten C, Kothari DH, Zajac FE. Gait deviations associated with post-

stroke hemiparesis: improvement during treadmill walking using weight support, 

speed, support stiffness, and handrail hold. Gait and Posture. 2005;22:57–62. 

5.  Olney SJ, Griffin MP, McBride ID. Temporal, kinematic, and kinetic variables 

related to gait speed in subjects with hemiplegia: a regression approach. Physical 

Therapy. 1994;74:872–885. 

6.  Olney SJ, Richards C. Hemiparetic gait following stroke. Part I: characteristics. 

Gait and Posture. 1996;4:136–148. 

7.  Grimby G, Andrén E, Daving Y, Wright B. Dependence and perceived difficulty 

in daily activities in community-living stroke survivors 2 years after stroke: a 

study of instrumental structures. Stroke: A Journal of Cerebral Circulation. 

1998;29:1843–1849. 

8.  Lord SE, McPherson K, McNaughton HK, Rochester L, Weatherall M. 

Community ambulation after stroke: how important and obtainable is it and what 

measures appear predictive? Archives of physical medicine and rehabilitation. 

2004;85(2):234–9. 

9.  Dickstein R. Rehabilitation of gait speed after stroke: a critical review of 

intervention approaches. Neurorehabilitation and neural repair. 22(6):649–60. 

10.  Ng S. Balance ability, not muscle strength and exercise endurance, determines 

the performance of hemiparetic subjects on the timed-sit-to-stand test. American 

journal of physical medicine & rehabilitation / Association of Academic 

Physiatrists. 2010;89(6):497–504. 



 115 

11.  Ng SSM. Contribution of subjective balance confidence on functional mobility in 

subjects with chronic stroke. Disability and rehabilitation. 2011;33(23-24):2291–

8. 

12.  Ng SS, Hui-Chan CW. Contribution of ankle dorsiflexor strength to walking 

endurance in people with spastic hemiplegia after stroke. Archives of physical 

medicine and rehabilitation. 2012;93(6):1046–51. 

13.  Patterson SL, Forrester LW, Rodgers MM, Ryan AS, Ivey FM, Sorkin JD, 

Macko RF. Determinants of walking function after stroke: differences by deficit 

severity. Archives of physical medicine and rehabilitation. 2007;88(1):115–9. 

14.  Moriello C, Finch L, Mayo NE. Relationship between muscle strength and 

functional walking capacity among people with stroke. Journal of rehabilitation 

research and development. 2011;48(3):267–75. 

15.  Dorsch S, Ada L, Canning CG, Al-Zharani M, Dean C. The strength of the ankle 

dorsiflexors has a significant contribution to walking speed in people who can 

walk independently after stroke: an observational study. Archives of physical 

medicine and rehabilitation. 2012;93(6):1072–6. 

16.  Carvalho C, Willén C, Sunnerhagen KS. Relationship between walking function 

and 1-legged bicycling test in subjects in the later stage post-stroke. Journal of 

rehabilitation medicine : official journal of the UEMS European Board of 

Physical and Rehabilitation Medicine. 2008;40(9):721–6. 

17.  Michael KM, Allen JK, Macko RF. Reduced ambulatory activity after stroke: the 

role of balance, gait, and cardiovascular fitness. Archives of Physical Medicine 

and Rehabilitation. 2005;86(8):1552–1556. 

18.  Wright T, Binder-Macleod SA, Reisman DS, Kesar TM, Roos MA, Helm E. 

Preliminary results of a randomized controlled trial of a novel locomotor training 

intervention in individuals with chronic stroke. In: American Physical Therapy 

Association Combined Sections Meeting.; 2012. 

19.  Anon. International classification of functioning, disability and health: ICF. 

Geneva Switzerland: World Health Organization. 2001. 

20.  Lloyd-Jones D, Adams RJ, Brown TM, Carnethon M, Dai S, De Simone G, 

Ferguson TB, Ford E, Furie K, Gillespie C, Go A, Greenlund K, Haase N, 

Hailpern S, Ho PM, et al. Heart disease and stroke statistics--2010 update: a 

report from the American Heart Association. Circulation. 2010;121(7):e46–e215. 



 116 

21.  Mayo NE, Wood-Dauphinee S, Ahmed S, Gordon C, Higgins J, McEwen S, 

Salbach N. Disablement following stroke. Disability and rehabilitation. 

1999;21(5-6):258–68. 

22.  Vestling M, Tufvesson B, Iwarsson S. Indicators for return to work after stroke 

and the importance of work for subjective well-being and life satisfaction. 

Journal of rehabilitation medicine : official journal of the UEMS European 

Board of Physical and Rehabilitation Medicine. 2003;35(3):127–31. 

23.  Lamb SE, Ferrucci L, Volapto S, Fried LP, Guralnik JM. Risk factors for falling 

in home-dwelling older women with stroke: the Women’s Health and Aging 

Study. Stroke; a journal of cerebral circulation. 2003;34(2):494–501. 

24.  Perry J, Garrett M, Gronley JK, Mulroy SJ. Classification of walking handicap in 

the stroke population. Stroke; a journal of cerebral circulation. 1995;26(6):982–

9. 

25.  Reisman DS, Rudolph KS, Farquhar WB. Influence of speed on walking 

economy poststroke. Neurorehabilitation and neural repair. 2009;23(6):529–34. 

26.  Michael KM, Allen JK, Macko RF. Reduced ambulatory activity after stroke: the 

role of balance, gait, and cardiovascular fitness. Archives of Physical Medicine 

and Rehabilitation. 2005;86(8):1552–1556. 

27.  Michael K, Macko RF. Ambulatory activity intensity profiles, fitness, and fatigue 

in chronic stroke. Topics in stroke rehabilitation. 14(2):5–12. 

28.  Rand D, Eng JJ, Tang P-F, Hung C, Jeng J-S. Daily physical activity and its 

contribution to the health-related quality of life of ambulatory individuals with 

chronic stroke. Health and quality of life outcomes. 2010;8:80. 

29.  Richards CL, Malouin F, Dean C. Gait in stroke: assessment and rehabilitation. 

Clinics in geriatric medicine. 1999;15(4):833–55. 

30.  Kitago T, Krakauer JW. Motor learning principles for neurorehabilitation. 

Handbook of clinical neurology. 2013;110:93–103. 

31.  Combs SA, Dugan EL, Ozimek EN, Curtis AB. Effects of body-weight 

supported treadmill training on kinetic symmetry in persons with chronic stroke. 

Clinical biomechanics (Bristol, Avon). 2012;27(9):887–92. 



 117 

32.  Hall AL, Bowden MG, Kautz SA, Neptune RR. Biomechanical variables related 

to walking performance 6-months following post-stroke rehabilitation. Clinical 

biomechanics (Bristol, Avon). 2012;27(10):1017–22. 

33.  Cruz TH, Lewek MD, Dhaher YY. Biomechanical impairments and gait 

adaptations post-stroke: multi-factorial associations. Journal of biomechanics. 

2009;42(11):1673–7. 

34.  Poltawski L, Abraham C, Forster A, Goodwin VA, Kilbride C, Taylor RS, Dean 

S. Synthesising practice guidelines for the development of community-based 

exercise programmes after stroke. Implementation science : IS. 2013;8:115. 

35.  Arene N, Hidler J. Understanding motor impairment in the paretic lower limb 

after a stroke: a review of the literature. Topics in stroke rehabilitation. 

16(5):346–56. 

36.  Bowden MG, Behrman AL, Woodbury M, Gregory CM, Velozo CA, Kautz SA. 

Advancing measurement of locomotor rehabilitation outcomes to optimize 

interventions and differentiate between recovery versus compensation. Journal of 

neurologic physical therapy : JNPT. 2012;36(1):38–44. 

37.  Bowden MG, Embry AE, Gregory CM. Physical therapy adjuvants to promote 

optimization of walking recovery after stroke. Stroke research and treatment. 

2011;2011:601416. 

38.  Fritz S, Lusardi M. White paper: “walking speed: the sixth vital sign”. Journal of 

geriatric physical therapy (2001). 2009;32(2):46–9. 

39.  Hsu A-L, Tang P-F, Jan M-H. Analysis of impairments influencing gait velocity 

and asymmetry of hemiplegic patients after mild to moderate stroke. Archives of 

physical medicine and rehabilitation. 2003;84(8):1185–93. 

40.  Allen JL, Kautz SA, Neptune RR. Step length asymmetry is representative of 

compensatory mechanisms used in post-stroke hemiparetic walking. Gait & 

posture. 2011;33(4):538–43. 

41.  Roerdink M, Beek PJ. Understanding inconsistent step-length asymmetries 

across hemiplegic stroke patients: impairments and compensatory gait. 

Neurorehabilitation and neural repair. 25(3):253–8. 

42.  Pohl PS, Duncan PW, Perera S, Liu W, Lai SM, Studenski S, Long J. Influence 

of stroke-related impairments on performance in 6-minute walk test. Journal of 

rehabilitation research and development. 2002;39(4):439–44. 



 118 

43.  Schmid AA, Van Puymbroeck M, Altenburger PA, Dierks TA, Miller KK, 

Damush TM, Williams LS. Balance and balance self-efficacy are associated with 

activity and participation after stroke: a cross-sectional study in people with 

chronic stroke. Archives of physical medicine and rehabilitation. 

2012;93(6):1101–7. 

44.  Courbon A, Calmels P, Roche F, Ramas J, Rimaud D, Fayolle-Minon I. 

Relationship between maximal exercise capacity and walking capacity in adult 

hemiplegic stroke patients. American journal of physical medicine & 

rehabilitation / Association of Academic Physiatrists. 2006;85(5):436–42. 

45.  Eng JJ, Chu KS, Dawson AS, Kim CM, Hepburn KE. Functional walk tests in 

individuals with stroke: relation to perceived exertion and myocardial exertion. 

Stroke; a journal of cerebral circulation. 2002;33(3):756–61. 

46.  Kollen B, van de Port I, Lindeman E, Twisk J, Kwakkel G. Predicting 

improvement in gait after stroke: a longitudinal prospective study. Stroke; a 

journal of cerebral circulation. 2005;36(12):2676–80. 

47.  Pohl PS, Perera S, Duncan PW, Maletsky R, Whitman R, Studenski S. Gains in 

distance walking in a 3-month follow-up poststroke: what changes? 

Neurorehabilitation and neural repair. 2004;18(1):30–6. 

48.  Bowden MG, Behrman AL, Neptune RR, Gregory CM, Kautz SA. Locomotor 

rehabilitation of individuals with chronic stroke: difference between responders 

and nonresponders. Archives of physical medicine and rehabilitation. 

2013;94(5):856–62. 

49.  Fulk GD, Echternach JL, Nof L, O’Sullivan S. Clinometric properties of the six-

minute walk test in individuals undergoing rehabilitation poststroke. 

Physiotherapy theory and practice. 24(3):195–204. 

50.  Combs SA, Dugan EL, Ozimek EN, Curtis AB. Bilateral coordination and gait 

symmetry after body-weight supported treadmill training for persons with 

chronic stroke. Clinical biomechanics (Bristol, Avon). 2013;28(4):448–53. 

51.  Finley JM, Bastian AJ, Gottschall JS. Learning to be economical: the energy cost 

of walking tracks motor adaptation. The Journal of physiology. 2013;591(Pt 

4):1081–95. 

52.  Sibley KM, Tang A, Patterson KK, Brooks D, McIlroy WE. Changes in 

spatiotemporal gait variables over time during a test of functional capacity after 

stroke. Journal of neuroengineering and rehabilitation. 2009;6:27. 



 119 

53.  Chen G, Patten C, Kothari DH, Zajac FE. Gait differences between individuals 

with post-stroke hemiparesis and non-disabled controls at matched speeds. Gait 

and Posture. 2005;22:51–56. 

54.  Nadeau S, Gravel D, Arsenault AB, Bourbonnais D. Plantarflexor weakness as a 

limiting factor of gait speed in stroke subjects and the compensating role of hip 

flexors. Clinical biomechanics (Bristol, Avon). 1999;14(2):125–35. 

55.  Mulroy SJ, Klassen T, Gronley JK, Eberly VJ, Brown DA, Sullivan KJ. Gait 

parameters associated with responsiveness to treadmill training with body-weight 

support after stroke: an exploratory study. Physical therapy. 2010;90(2):209–23. 

56.  Hall AL, Peterson CL, Kautz SA, Neptune RR. Relationships between muscle 

contributions to walking subtasks and functional walking status in persons with 

post-stroke hemiparesis. Clinical biomechanics (Bristol, Avon). 2011;26(5):509–

15. 

57.  Peterson CL, Cheng J, Kautz SA, Neptune RR. Leg extension is an important 

predictor of paretic leg propulsion in hemiparetic walking. Gait & posture. 

2010;32(4):451–6. 

58.  Neptune RR, Kautz SA, Zajac FE. Contributions of the individual ankle plantar 

flexors to support, forward progression and swing initiation during walking. 

Journal of biomechanics. 2001;34(11):1387–98. 

59.  Peterson CL, Hall AL, Kautz SA, Neptune RR. Pre-swing deficits in forward 

propulsion, swing initiation and power generation by individual muscles during 

hemiparetic walking. Journal of biomechanics. 2010;43(12):2348–55. 

60.  Combs SA, Van Puymbroeck M, Altenburger PA, Miller KK, Dierks TA, 

Schmid AA. Is walking faster or walking farther more important to persons with 

chronic stroke? Disability and rehabilitation. 2013;35(10):860–7. 

61.  Bowden MG, Balasubramanian CK, Behrman AL, Kautz SA. Validation of a 

speed-based classification system using quantitative measures of walking 

performance poststroke. Neurorehabilitation and neural repair. 22(6):672–5. 

62.  Eng JJ, Tang P-F. Gait training strategies to optimize walking ability in people 

with stroke: a synthesis of the evidence. Expert review of neurotherapeutics. 

2007;7(10):1417–36. 



 120 

63.  Routson RL, Clark DJ, Bowden MG, Kautz SA, Neptune RR. The influence of 

locomotor rehabilitation on module quality and post-stroke hemiparetic walking 

performance. Gait & posture. 2013;38(3):511–7. 

64.  Awad LN, Reisman DS, Kesar TM, Binder-Macleod SA. Targeting Paretic 

Propulsion To Improve Post-Stroke Walking Function: A Preliminary Study. 

Archives of physical medicine and rehabilitation. 2013. 

65.  Lamontagne A, Fung J. Faster is better: implications for speed-intensive gait 

training after stroke. Stroke; a journal of cerebral circulation. 

2004;35(11):2543–8. 

66.  Tyrell CM, Roos MA, Rudolph KS, Reisman DS. Influence of systematic 

increases in treadmill walking speed on gait kinematics after stroke. Physical 

therapy. 2011;91(3):392–403. 

67.  Kleim JA, Jones TA. Principles of experience-dependent neural plasticity: 

implications for rehabilitation after brain damage. Journal of speech, language, 

and hearing research : JSLHR. 2008;51(1):S225–39. 

68.  Krishnamoorthy V, Hsu W-L, Kesar TM, Benoit DL, Banala SK, Perumal R, 

Sangwan V, Binder-Macleod SA, Agrawal SK, Scholz JP. Gait training after 

stroke: a pilot study combining a gravity-balanced orthosis, functional electrical 

stimulation, and visual feedback. Journal of neurologic physical therapy : JNPT. 

2008;32(4):192–202. 

69.  Werner C, Von Frankenberg S, Treig T, Konrad M, Hesse S. Treadmill training 

with partial body weight support and an electromechanical gait trainer for 

restoration of gait in subacute stroke patients: a randomized crossover study. 

Stroke; a journal of cerebral circulation. 2002;33(12):2895–901. 

70.  Hesse S. Locomotor therapy in neurorehabilitation. NeuroRehabilitation. 

2001;16(3):133–9. 

71.  Sullivan KJ, Knowlton BJ, Dobkin BH. Step training with body weight support: 

effect of treadmill speed and practice paradigms on poststroke locomotor 

recovery. Archives of physical medicine and rehabilitation. 2002;83(5):683–91. 

72.  Lindquist ARR, Prado CL, Barros RML, Mattioli R, da Costa PHL, Salvini TF. 

Gait training combining partial body-weight support, a treadmill, and functional 

electrical stimulation: effects on poststroke gait. Physical therapy. 

2007;87(9):1144–54. 



 121 

73.  Silver KH, Macko RF, Forrester LW, Goldberg AP, Smith G V. Effects of 

aerobic treadmill training on gait velocity, cadence, and gait symmetry in chronic 

hemiparetic stroke: a preliminary report. Neurorehabilitation and neural repair. 

2000;14(1):65–71. 

74.  Ada L, Dean CM, Hall JM, Bampton J, Crompton S. A treadmill and overground 

walking program improves walking in persons residing in the community after 

stroke: a placebo-controlled, randomized trial. Archives of physical medicine and 

rehabilitation. 2003;84(10):1486–91. 

75.  Cirstea MC, Levin MF. Improvement of arm movement patterns and endpoint 

control depends on type of feedback during practice in stroke survivors. 

Neurorehabilitation and neural repair. 21(5):398–411. 

76.  Binder-Macleod S, Kesar T. Catchlike property of skeletal muscle: recent 

findings and clinical implications. Muscle & nerve. 2005;31(6):681–93. 

77.  Kesar TM, Perumal R, Jancosko A, Reisman DS, Rudolph KS, Higginson JS, 

Binder-Macleod SA. Novel patterns of functional electrical stimulation have an 

immediate effect on dorsiflexor muscle function during gait for people 

poststroke. Physical therapy. 2010;90(1):55–66. 

78.  Goldstein MS, Scalzitti DA, Craik RL, Dunn SL, Irion JM, Irrgang J, Kolobe 

THA, McDonough CM, Shields RK. The revised research agenda for physical 

therapy. Physical therapy. 2011;91(2):165–74. 

79.  Sullivan KJ, Cen SY. Model of disablement and recovery: knowledge translation 

in rehabilitation research and practice. Physical therapy. 2011;91(12):1892–904. 

80.  Jette AM. Toward a common language for function, disability, and health. 

Physical therapy. 2006;86(5):726–34. 

81.  Donovan K, Lord SE, McNaughton HK, Weatherall M. Mobility beyond the 

clinic: the effect of environment on gait and its measurement in community-

ambulant stroke survivors. Clinical rehabilitation. 2008;22(6):556–63. 

82.  Fulk GD, Reynolds C, Mondal S, Deutsch JE. Predicting home and community 

walking activity in people with stroke. Archives of Physical Medicine and 

Rehabilitation. 2010;91(10):1582–1586. 

83.  Pang MYC, Eng JJ, Miller WC. Determinants of satisfaction with community 

reintegration in older adults with chronic stroke: role of balance self-efficacy. 

Physical therapy. 2007;87(3):282–91. 



 122 

84.  Berg K, Wood-Dauphinee S, Williams JI. The Balance Scale: reliability 

assessment with elderly residents and patients with an acute stroke. Scandinavian 

journal of rehabilitation medicine. 1995;27(1):27–36. 

85.  Wrisley DM, Marchetti GF, Kuharsky DK, Whitney SL. Reliability, internal 

consistency, and validity of data obtained with the functional gait assessment. 

Physical therapy. 2004;84(10):906–18. 

86.  Powell LE, Myers AM. The Activities-specific Balance Confidence (ABC) 

Scale. The journals of gerontology. Series A, Biological sciences and medical 

sciences. 1995;50A(1):M28–34. 

87.  Salbach NM, Mayo NE, Hanley JA, Richards CL, Wood-Dauphinee S. 

Psychometric evaluation of the original and Canadian French version of the 

activities-specific balance confidence scale among people with stroke. Archives 

of physical medicine and rehabilitation. 2006;87(12):1597–604. 

88.  Fugl-Meyer AR, Jääskö L, Leyman I, Olsson S, Steglind S. The post-stroke 

hemiplegic patient. 1. a method for evaluation of physical performance. 

Scandinavian journal of rehabilitation medicine. 1975;7(1):13–31. 

89.  Gladstone DJ, Danells CJ, Black SE. The fugl-meyer assessment of motor 

recovery after stroke: a critical review of its measurement properties. 

Neurorehabilitation and neural repair. 2002;16(3):232–40. 

90.  Plummer P, Behrman AL, Duncan PW, Spigel P, Saracino D, Martin J, Fox E, 

Thigpen M, Kautz SA. Effects of stroke severity and training duration on 

locomotor recovery after stroke: a pilot study. Neurorehabilitation and neural 

repair. 21(2):137–51. 

91.  Tilson JK, Sullivan KJ, Cen SY, Rose DK, Koradia CH, Azen SP, Duncan PW. 

Meaningful gait speed improvement during the first 60 days poststroke: minimal 

clinically important difference. Physical therapy. 2010;90(2):196–208. 

92.  Macko RF, Katzel LI, Yataco A, Tretter LD, DeSouza CA, Dengel DR, Smith G 

V, Silver KH. Low-velocity graded treadmill stress testing in hemiparetic stroke 

patients. Stroke; a journal of cerebral circulation. 1997;28(5):988–92. 

93.  Reisman DS, Binder-MacLeod S, Farquhar WB. Changes in metabolic cost of 

transport following locomotor training poststroke. Topics in stroke rehabilitation. 

20(2):161–70. 



 123 

94.  Franceschini M, Rampello A, Agosti M, Massucci M, Bovolenta F, Sale P. 

Walking performance: correlation between energy cost of walking and walking 

participation. new statistical approach concerning outcome measurement. PloS 

one. 2013;8(2):e56669. 

95.  Chen G, Patten C, Kothari DH, Zajac FE. Gait differences between individuals 

with post-stroke hemiparesis and non-disabled controls at matched speeds. Gait 

and Posture. 2005;22(1):51–56. 

96.  Lin P-Y, Yang Y-R, Cheng S-J, Wang R-Y. The relation between ankle 

impairments and gait velocity and symmetry in people with stroke. Archives of 

physical medicine and rehabilitation. 2006;87(4):562–8. 

97.  Azouvi P, Samuel C, Louis-Dreyfus A, Bernati T, Bartolomeo P, Beis J-M, 

Chokron S, Leclercq M, Marchal F, Martin Y, De Montety G, Olivier S, 

Perennou D, Pradat-Diehl P, Prairial C, et al. Sensitivity of clinical and 

behavioural tests of spatial neglect after right hemisphere stroke. Journal of 

neurology, neurosurgery, and psychiatry. 2002;73(2):160–6. 

98.  Reisman DS, Kesar TM, Perumal R, Roos MA, Rudolph KS, Higginson JS, 

Helm E, Binder-Macleod SA. Time course of functional and biomechanical 

improvements during a gait training intervention in persons with chronic stroke. 

Journal of neurologic physical therapy : JNPT. 2013. 

99.  Patterson KK, Mansfield A, Biasin L, Brunton K, Inness EL, McIlroy WE. 

Longitudinal Changes in Poststroke Spatiotemporal Gait Asymmetry Over 

Inpatient Rehabilitation. Neurorehabilitation and neural repair. 2014. 

100.  Lewek MD, Bradley CE, Wutzke CJ, Zinder SM. The relationship between 

spatiotemporal gait asymmetry and balance in individuals with chronic stroke. 

Journal of applied biomechanics. 2014;30(1):31–6. 

101.  Awad LN, Palmer JA, Pohlig RT, Binder-Macleod SA, Reisman DS. Walking 

speed and step length asymmetry modify the energy cost of walking after stroke. 

Neurorehabilitation and Neural Repair. 2014. 

102.  Cohen J, Cohen P, West SG, Aiken LS. Applied multiple regression/correlation 

analysis for the behavioral sciences, 3rd Edition. Routledge; 2003. 

103.  Aiken LS, West SG. Multiple Regression: Testing and interpreting interactions. 

SAGE; 1991. 



 124 

104.  Teixeira-salmela LF, Nadeau S, Mcbride I, Olney SJ. EFFECTS OF MUSCLE 

STRENGTHENING AND PHYSICAL CONDITIONING TRAINING ON 

TEMPORAL , KINEMATIC AND KINETIC VARIABLES DURING GAIT IN 

CHRONIC STROKE SURVIVORS. Journal of Rehabilitation Medicine. 

2001;(33):53–60. 

105.  Parvataneni K, Olney SJ, Brouwer B. Changes in muscle group work associated 

with changes in gait speed of persons with stroke. Clinical Biomechanics. 

2007;22(7):813–820. 

106.  Duncan PW, Zorowitz R, Bates B, Choi JY, Glasberg JJ, Graham GD, Katz RC, 

Lamberty K, Reker D. Management of Adult Stroke Rehabilitation Care: a 

clinical practice guideline. Stroke; a journal of cerebral circulation. 

2005;36(9):e100–43. 

107.  Jonsdottir J, Recalcati M, Rabuffetti M, Casiraghi A, Boccardi S, Ferrarin M. 

Functional resources to increase gait speed in people with stroke: strategies 

adopted compared to healthy controls. Gait & posture. 2009;29(3):355–9. 

108.  Turns LJ, Neptune RR, Kautz SA. Relationships between muscle activity and 

anteroposterior ground reaction forces in hemiparetic walking. Archives of 

physical medicine and rehabilitation. 2007;88(9):1127–35. 

109.  Olney SJ, Griffin MP, Monga TN, McBride ID. Work and power in gait of stroke 

patients. Archives of physical medicine and rehabilitation. 1991;72(5):309–14. 

110.  Awad LN, Reisman DS, Wright TW, Roos MA, Binder-MacLeod S. The 

Importance of Maximum Walking Speed In Determining Walking Function After 

Stroke. Topics in Stroke Rehabilitation. 2014:(In Press). 

111.  Stoquart G, Detrembleur C, Lejeune TM. The reasons why stroke patients 

expend so much energy to walk slowly. Gait & posture. 2012;36(3):409–13. 

112.  Neptune RR, Sasaki K, Kautz SA. The effect of walking speed on muscle 

function and mechanical energetics. Gait & posture. 2008;28(1):135–43. 

113.  Knarr BA, Kesar TM, Reisman DS, Binder-Macleod SA, Higginson JS. Changes 

in the activation and function of the ankle plantar flexor muscles due to gait 

retraining in chronic stroke survivors. Journal of neuroengineering and 

rehabilitation. 2013;10:12. 

114.  Chen G, Patten C. Joint moment work during the stance-to-swing transition in 

hemiparetic subjects. Journal of biomechanics. 2008;41(4):877–83. 



 125 

115.  Goldberg E, Kautz SA, Neptune RR. Can treadmill walking be used to assess 

propulsion generation? Journal of biomechanics. 2008;41(8):1805–8. 

116.  Kautz SA, Bowden MG, Clark DJ, Neptune RR. Comparison of motor control 

deficits during treadmill and overground walking poststroke. Neurorehabilitation 

and neural repair. 2011;25(8):756–65. 

117.  Lee PH, Nan H, Yu Y-Y, McDowell I, Leung GM, Lam TH. For non-exercising 

people, the number of steps walked is more strongly associated with health than 

time spent walking. Journal of science and medicine in sport / Sports Medicine 

Australia. 2013;16(3):227–30. 

118.  English C, Manns PJ, Tucak C, Bernhardt J. Physical activity and sedentary 

behaviors in people with stroke living in the community: a systematic review. 

Physical therapy. 2014;94(2):185–96. 

119.  Hornnes N, Larsen K, Boysen G. Little change of modifiable risk factors 1 year 

after stroke: a pilot study. International journal of stroke : official journal of the 

International Stroke Society. 2010;5(3):157–62. 

120.  Awad LN, Binder-Macleod SA, Pohlig RT, Reisman DS. Paretic propulsion and 

trailing limb angle are key determinants of long-distance walking function after 

stroke. Neurorehabilitation and Neural Repair. 2014:(In Press). 

121.  Andrews AW, Chinworth SA, Bourassa M, Garvin M, Benton D, Tanner S. 

Update on distance and velocity requirements for community ambulation. 

Journal of geriatric physical therapy (2001). 33(3):128–34. 

122.  Newman AB, Haggerty CL, Kritchevsky SB, Nevitt MC, Simonsick EM. 

Walking performance and cardiovascular response: associations with age and 

morbidity--the Health, Aging and Body Composition Study. The journals of 

gerontology. Series A, Biological sciences and medical sciences. 

2003;58(8):715–20. 

123.  Langlois JA, Keyl PM, Guralnik JM, Foley DJ, Marottoli RA, Wallace RB. 

Characteristics of older pedestrians who have difficulty crossing the street. 

American journal of public health. 1997;87(3):393–7. 

124.  Kesar TM, Perumal R, Reisman DS, Jancosko A, Rudolph KS, Higginson JS, 

Binder-Macleod SA. Functional electrical stimulation of ankle plantarflexor and 

dorsiflexor muscles: effects on poststroke gait. Stroke; a journal of cerebral 

circulation. 2009;40(12):3821–7. 



 126 

125.  Kesar TM, Reisman DS, Perumal R, Jancosko AM, Higginson JS, Rudolph KS, 

Binder-Macleod SA. Combined effects of fast treadmill walking and functional 

electrical stimulation on post-stroke gait. Gait & posture. 2011;33(2):309–13. 

126.  Kesar TM, Binder-Macleod SA, Hicks GE, Reisman DS. Minimal detectable 

change for gait variables collected during treadmill walking in individuals post-

stroke. Gait & posture. 2011;33(2):314–7. 

127.  Cohen J, Cohen P, West SG, Aiken LS. Applied multiple regression/correlation 

analysis for the behavioral sciences, 3rd Edition. Routledge; 2003. 

128.  Aiken LS, West SG. Multiple Regression: Testing and interpreting interactions. 

SAGE; 1991. 

129.  Kesar TM, Binder-Macleod SA, Hicks GE, Reisman DS. Minimal detectable 

change for gait variables collected during treadmill walking in individuals post-

stroke. Gait & posture. 2011;33(2):314–7. 

130.  Mayo NE, MacKay-Lyons MJ, Scott SC, Moriello C, Brophy J. A randomized 

trial of two home-based exercise programmes to improve functional walking 

post-stroke. Clinical rehabilitation. 2013;27(7):659–71. 

131.  Batcho CS, Stoquart G, Thonnard J-L. Brisk walking can promote functional 

recovery in chronic stroke patients. Journal of rehabilitation medicine. 

2013;45(9):854–9. 

132.  Sullivan KJ, Brown DA, Klassen T, Mulroy S, Ge T, Azen SP, Winstein CJ. 

Effects of task-specific locomotor and strength training in adults who were 

ambulatory after stroke: results of the STEPS randomized clinical trial. Physical 

therapy. 2007;87(12):1580–602. 

133.  Mehrholz J, Pohl M, Elsner B. Treadmill training and body weight support for 

walking after stroke. The Cochrane database of systematic reviews. 

2014;1:CD002840. 

134.  Mehrholz J, Pohl M, Elsner B. Treadmill training and body weight support for 

walking after stroke. The Cochrane database of systematic reviews. 

2014;1:CD002840. 

135.  Saunders DH, Sanderson M, Brazzelli M, Greig CA, Mead GE. Physical fitness 

training for stroke patients. The Cochrane database of systematic reviews. 

2013;10:CD003316. 



 127 

136.  Mehta S, Pereira S, Viana R, Mays R, McIntyre A, Janzen S, Teasell RW. 

Resistance training for gait speed and total distance walked during the chronic 

stage of stroke: a meta-analysis. Topics in stroke rehabilitation. 19(6):471–8. 

137.  Daly JJ, Zimbelman J, Roenigk KL, McCabe JP, Rogers JM, Butler K, Burdsall 

R, Holcomb JP, Marsolais EB, Ruff RL. Recovery of coordinated gait: 

randomized controlled stroke trial of functional electrical stimulation (FES) 

versus no FES, with weight-supported treadmill and over-ground training. 

Neurorehabilitation and neural repair. 2011;25(7):588–96. 

138.  Bethoux F, Rogers HL, Nolan KJ, Abrams GM, Annaswamy TM, Brandstater M, 

Browne B, Burnfield JM, Feng W, Freed MJ, Geis C, Greenberg J, Gudesblatt 

M, Ikramuddin F, Jayaraman A, et al. The effects of peroneal nerve functional 

electrical stimulation versus ankle-foot orthosis in patients with chronic stroke: a 

randomized controlled trial. Neurorehabilitation and neural repair. 

2014;28(7):688–97. 

139.  Everaert DG, Stein RB, Abrams GM, Dromerick AW, Francisco GE, Hafner BJ, 

Huskey TN, Munin MC, Nolan KJ, Kufta C V. Effect of a foot-drop stimulator 

and ankle-foot orthosis on walking performance after stroke: a multicenter 

randomized controlled trial. Neurorehabilitation and neural repair. 

2013;27(7):579–91. 

140.  Bosch PR, Harris JE, Wing K. Review of therapeutic electrical stimulation for 

dorsiflexion assist and orthotic substitution from the American Congress of 

Rehabilitation Medicine stroke movement interventions subcommittee. Archives 

of physical medicine and rehabilitation. 2014;95(2):390–6. 

141.  Van Swigchem R, van Duijnhoven HJR, den Boer J, Geurts AC, Weerdesteyn V. 

Effect of peroneal electrical stimulation versus an ankle-foot orthosis on obstacle 

avoidance ability in people with stroke-related foot drop. Physical therapy. 

2012;92(3):398–406. 

142.  Pereira S, Mehta S, McIntyre A, Lobo L, Teasell RW. Functional electrical 

stimulation for improving gait in persons with chronic stroke. Topics in stroke 

rehabilitation. 19(6):491–8. 

143.  Sheffler LR, Chae J. Technological advances in interventions to enhance 

poststroke gait. Physical medicine and rehabilitation clinics of North America. 

2013;24(2):305–23. 

144.  Lee H-J, Cho K-H, Lee W-H. The effects of body weight support treadmill 

training with power-assisted functional electrical stimulation on functional 



 128 

movement and gait in stroke patients. American journal of physical medicine & 

rehabilitation / Association of Academic Physiatrists. 2013;92(12):1051–9. 

145.  Kafri M, Laufer Y. Therapeutic Effects of Functional Electrical Stimulation on 

Gait in Individuals Post-Stroke. Annals of biomedical engineering. 2014. 

146.  Sabut SK, Bhattacharya SD, Manjunatha M. Functional electrical stimulation on 

improving foot drop gait in poststroke rehabilitation: a review of its technology 

and clinical efficacy. Critical reviews in biomedical engineering. 

2013;41(2):149–60. 

147.  Kluding PM, Dunning K, O’Dell MW, Wu SS, Ginosian J, Feld J, McBride K. 

Foot drop stimulation versus ankle foot orthosis after stroke: 30-week outcomes. 

Stroke; a journal of cerebral circulation. 2013;44(6):1660–9. 

148.  Little VL, McGuirk TE, Patten C. Impaired Limb Shortening following Stroke: 

What’s in a Name? PloS one. 2014;9(10):e110140. 

149.  Awad LN, Reisman DS, Pohlig RT, Binder-Macleod SA. Paretic limb 

neuromotor recovery contributes to walking recovery following 12 weeks of 

maximum speed treadmill training combined with functional electrical 

stimulation. Neurorehabilitation and neural repair (Under Review). 

150.  Vasudevan E, Kirk EM. Improving Interlimb Coordination Following Stroke: 

How Can We Change How People Walk (and Why Should We)? In: Jensen W, 

Andersen OK, Akay M, eds. Replace, Repair, Restore, Relieve - Bridging 

Clinical and Engineering Solutions in Neurorehabilitation Proceedings of the 

2nd International Conference on NeuroRehabilitation (ICNR2014), Aalborg, 24-

26 June, 2014. Springer International Publishing; 2014:195–202. 

151.  Kawamoto H, Kamibayashi K, Nakata Y, Yamawaki K, Ariyasu R, Sankai Y, 

Sakane M, Eguchi K, Ochiai N. Pilot study of locomotion improvement using 

hybrid assistive limb in chronic stroke patients. BMC neurology. 2013;13:141. 

152.  Altenburger PA, Dierks TA, Miller KK, Combs SA, Van Puymbroeck M, 

Schmid AA. Examination of sustained gait speed during extended walking in 

individuals with chronic stroke. Archives of physical medicine and rehabilitation. 

2013;94(12):2471–7. 

153.  Dean CM, Ada L, Lindley RI. Treadmill training provides greater benefit to the 

subgroup of community-dwelling people after stroke who walk faster than 

0.4m/s: a randomised trial. Journal of physiotherapy. 2014;60(2):97–101. 



 129 

154.  Patterson SL, Forrester LW, Rodgers MM, Ryan AS, Ivey FM, Sorkin JD, 

Macko RF. Determinants of walking function after stroke: differences by deficit 

severity. Archives of Physical Medicine and Rehabilitation. 2007;88(1):115–119. 

155.  Goldie PA, Matyas TA, Evans OM. Deficit and change in gait velocity during 

rehabilitation after stroke. Archives of physical medicine and rehabilitation. 

1996;77(10):1074–82. 

156.  Schmid A, Duncan PW, Studenski S, Lai SM, Richards L, Perera S, Wu SS. 

Improvements in speed-based gait classifications are meaningful. Stroke; a 

journal of cerebral circulation. 2007;38(7):2096–100. 

157.  Awad LN, Reisman DS, Wright TW, Roos MA, Binder-MacLeod S. Maximum 

Walking Speed Is A Key Determinant of Long-Distance Walking Function After 

Stroke. Topics in stroke rehabilitation. 2014. 

158.  Gregory CM, Embry A, Perry L, Bowden MG. Quantifying human movement 

across the continuum of care: From lab to clinic to community. Journal of 

neuroscience methods. 2014;231:18–21. 

159.  Altenburger PA, Dierks TA, Miller KK, Combs SA, Van Puymbroeck M, 

Schmid AA. Examination of sustained gait speed during extended walking in 

individuals with chronic stroke. Archives of physical medicine and rehabilitation. 

2013;94(12):2471–7. 

160.  Dean CM, Ada L, Lindley RI. Treadmill training provides greater benefit to the 

subgroup of community-dwelling people after stroke who walk faster than 

0.4m/s: a randomised trial. Journal of physiotherapy. 2014;60(2):97–101. 

161.  Franz JR, Maletis M, Kram R. Real-time feedback enhances forward propulsion 

during walking in old adults. Clinical biomechanics (Bristol, Avon). 

2014;29(1):68–74.  

 

  



 130 

 

 

Appendix A 

USE OF PREVIOUSLY PUBLISHED WORKS 

Chapters 2 and 3 of this dissertation have each been published by scientific 

journals. Specifically, chapter 2, entitled “Maximum Walking Speed Is A Key 

Determinant Of Long-Distance Walking Function After Stroke,” appeared in the Nov-

Dec 2014 issue of the interdisciplinary journal Topics in Stroke Rehabilitation, which is 

published by Thomas Land Publishers (TLP). Chapter 3, entitled “Paretic Propulsion 

And Trailing Limb Angle Are Key Determinants Of Long-Distance Walking Function 

After Stroke,” was electronically published through an exclusive license agreement by 

Sage Publications (SAGE) ahead of print on November 10, 2014 in the journal 

Neurorehabilitation and Neural Repair.  

TLP holds the copyright to the final published version of chapter 2. Included in 

this document is the author version of the article, including all revisions generated 

during the peer-review process. As per their policy, TLP licenses back to authors the 

use of their published articles for use in compilations of the author’s works, such as this 

dissertation, granted that TLP’s copyright is acknowledged and a link to the final 

published article is provided. With SAGE, authors retain the copyright of the final 

published version of their work; however, as with TLP, the use of the article in a 

compilation of the author’s works, such as this dissertation, requires a link to the final 

published article. These links have been included following each chapter’s abstract 

(pages 15 and 32, respectively).  
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Appendix B 

PROTECTION OF HUMAN SUBJECTS  

This work necessitated human subjects testing. All testing procedures were 

approved by the University of Delaware’s Institutional Review Board. All participants 

provided informed consent. The approved research protocol, entitled “[151783-1] Fast 

Treadmill Training/Functional Electrical Stimulation to Improve Walking Study #2- 

Randomized Controlled Trial,” was approved on February 7, 2010 following full board 

review and was renewed on an annual basis until project completion in the Fall of 2014. 

A copy of the original approval letter is included on the next page.  
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