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Abstract: This study aimed to determine the effect of a proprioceptive neuromuscular facilitation
(PNF) pattern Kinesio taping (KT) application on the ankle dorsiflexion range of motion (DF-ROM)
and balance ability in patients with chronic stroke. This crossover study included 18 patients with
stroke. The subjects were randomly assigned to three interventions: barefoot, ankle KT (A-KT), and
PNF-KT. The A-KT was applied to the gastrocnemius and tibialis anterior (TA) muscles, and subtalar
eversion. The PNF-KT was applied on the extensor hallucis, extensor digitorum, and TA muscles.
DR-ROM was measured using the iSen™, a wearable sensor. Balance ability was assessed based on
static balance, measured by the Biodex Balance System (BBS), and dynamic balance, measured by the
timed up and go (TUG) test and dynamic gait index (DGI). Compared with the barefoot and A-KT
interventions, PNF-KT showed significant improvements in the ankle DF-ROM and BBS scores, TUG,
and DGI. PNF-KT, for functional muscle synergy, improved the ankle DF-ROM and balance ability
in patients with chronic stroke. Therefore, the application of PNF-KT may be a feasible therapeutic
method for improving ankle movement and balance in patients with chronic stroke. Additional
research is recommended to identify the long-term effects of the PNF-KT.

Keywords: ankle movement; balance; kinesiology taping; proprioceptive neuromuscular facilitation; stroke

1. Introduction

Lower limb somatosensory impairments are present in a majority of chronic stroke
survivors and differ widely across modalities. Chronic stroke is referred to as at least
six months after an initial stroke event. The global prevalence of stroke in 2019 was
101.5 million people, and it is the second leading cause of death worldwide, with 50%
of the cases leading to chronic movement disabilities due to residual hemiparesis in the
limbs [1]. In chronic movement disability, deficits of foot and ankle proprioception are most
highly associated with falls [2]. In addition, the spastic foot, which is common in subjects
after stroke, is characterized by “foot drop”, which is defined as the inability to raise the
front part of ankle and toe, and is due to plantarflexion stiffness, dorsiflexion weakness,
and a decreased ankle dorsiflexion range of motion (DF-ROM) [3]. Patients with stroke
and decreased ankle DF-ROM have tibialis anterior muscle paralysis, weakness, and/or
stiffness [4]. Additionally, bodyweight leaning towards the non-paretic side reduces their
balance [5], leading to an asymmetric weight distribution, inefficient gait compensations,
and increased incidence of falls [6]. This further reduces postural control [7]. Foot drop can
be managed with physical therapy interventions such as ankle-foot orthosis (AFO) [8] and
functional electrical stimulation [9,10]. In particular, AFO is commonly prescribed to assist
people with stroke to facilitate their ankle-foot function [11]; however, the use of AFO has
a disadvantage, in that it can negatively affect walking ability by causing abnormal muscle
activity, pain, fatigue, and limited ankle movement [12,13]. Recently, kinesio taping (KT)
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has long been used as an adjunct during the rehabilitation program in various diseases
to strengthen weakened muscles, control muscle tones, improve active range of motion,
balance, functional use and gait ability [14–16]. According to recent studies, the application
of KT can reduce the hyperactivity of the gastrocnemius and increase the activity of the
tibialis anterior (TA) in the correction of foot drop (such as neutralizing the foot), and aid
in the correction of equinus deformity [17–19], with a more positive effect on joint angle
and walking ability than AFO in stroke patients with foot drop [20,21]. Other advantages
of KT include its low cost and easy application [22]. KT is primarily applied to the anterior
tibial muscle groups, which refers to the ankle dorsi-flexor and extensor muscles of the
big toe and toes in front of the tibia [18,19,23]. KT is easy to apply compared to other
treatment methods; exercise combined with KT may be used to improve the pain and
postural balance of patients with back pain [24]. Due to the effect of improving balance and
gait [15,18,19], KT is a method mainly used for lower extremity rehabilitation of post-stroke
patients [19].

In stroke survivors, gastrocnemius tension is increased, anterior tibial muscle groups
are weakened, and the ankle is inverted, resulting in impaired walking. For these reasons,
the application of ankle KT (A-KT) [16] and proprioceptive neuromuscular facilitation pat-
tern KT (PNF-KT) was carried out for clinical rehabilitation of patients with stroke [23,25].
The A-KT is used to correct the deformity of the foot in stroke patients, and KT is applied by
gastrocnemius inhibition, ankle dorsiflexion facilitation, and eversion function correction,
which has improved the patients’ walking ability [16]. The PNF-KT is an intervention
used to induce functional muscle synergy and improve functional movement. It is widely
used in patients with neurological and musculoskeletal disorders. Therefore, PNF-KT is
applied to promote functional movement by facilitating weakened anterior tibial muscles,
such as the TA, hallucis extensor, and finger extensor muscles, which improves walking
ability [25]. The application of A-KT and PNF-KT has been shown to effectively improve
gait in patients with stroke. However, the effect of A-KT and PNF-KT on ankle movement
in patients with stroke remains unclear. Furthermore, ankle DF-ROM affects balance ability.

As such, interventions that are aimed at enhancing gait, and rehabilitation strategies
that increase the contribution of the paretic limb in controlling balance while standing,
may increase the symmetry of walking post-stroke [26]. Therefore, this study aimed to
assess the effects of lower leg PNF-KT and A-KT on the ankle DF-ROM and balance ability
of patients with stroke. We hypothesized that the PNF-KT method, which facilitates the
anterior tibial muscle group’s function, would provide a better enhancement of ankle
DF-ROM in stroke patients with foot drop for balance improvement compared to A-KT,
which corrects the ankle.

2. Materials and Methods
2.1. Study Design

This study was a three-intervention, randomized, crossover trial, conducted from
August 2020 to October 2020. The study comprised three interventions: barefoot, A-KT,
and PNF-KT. A washout period was given for 10 min to minimize the learning effect
on taping between each condition. All participants were randomly assigned to one of
the three sequences (barefoot, A-KT, and PNF-KT; barefoot, PNF-KT, and A-KT; or A-KT,
PNF-KT, and barefoot) [27]. Randomization was performed by an investigator not related
to the participants. Before the experimental process, the participants were informed in
detail about the study procedure and safety, and signed a written informed consent. All
procedures were approved by Gachon University’s Institutional Review Board (clinical
trial registration number: KCT0005524). We adhered to the Declaration of Helsinki’s ethical
principles for medical research involving human subjects.

2.2. Participants

A total of 18 post-stroke patients from the rehabilitation center (Kyong-in Hospital,
Incheon, Korea) volunteered to participate in this study. The inclusion criteria were as
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follows: (1) diagnosed with hemiplegia due to hemorrhagic or ischemic stroke for more
than 6 months; (2) able to walk independently for over 10 m without assistive devices;
(3) no ankle joint damage; (4) a Korean Mini-Mental State Examination (K-MMSE) score
above 24 [28]; and (5) insufficient ankle dorsiflexion during the swing phase of the gait
cycle. The exclusion criteria were as follows: (1) limbs affected bilaterally and (2) a
premorbid or current orthopedic problem involving the lower extremities and spine that
could affect balance.

The number of patients with chronic stroke was determined by performing a pilot
test of six volunteers. A power analysis was performed using G-power software (G-power
software 3.1.2; Franz Faul, University of Kiel, Kiel, Germany) to achieve a significance α

level of 0.05, power of 0.80, and effect size of 0.96 (calculated with a partial η2 of 0.48). The
power analysis results showed that this study required 13 patients with chronic stroke.
At the beginning of this study, 32 patients with chronic stroke were screened. Of these,
nine were excluded for not meeting the inclusion criteria, and five did not follow the
experimental protocol, resulting in the participation of 18 patients.

2.3. Outcome Measurements

Baseline data, including sex, age, weight, height, time from stroke onset, stroke
type, hemiplegic side, and K-MMSE score, were collected for each patient. The primary
outcome measure was the ankle DF-ROM, and the secondary outcomes were static and
dynamic balance.

2.3.1. Ankle DF-ROM

Ankle DF-ROM was measured as active ROM during the timed up and go (TUG)
test. The TUG test records the time taken to stand from a chair (50 cm in height), walk
3 m, turn around at an obstacle, walk back to the chair, and sit down. An iSen™ device
(STT System, San Sebastian, Spain), consisting of the Sen™ 3.07 software and the STT-
IWS WiFi inertial sensor, was used. The iSen is a validated and suitable device used
for monitoring and analyzing human movement [29]. It uses wearable sensors and was
proposed for use as a multi-purpose data acquisition device for data analysis and to
measure patients’ body movements [30]. The sensor recorded and automatically quantified
movement to the reference sensor. In this study, we used iSen’s lower training ankle
analysis protocol, which utilizes two sensors and collects kinematic data. Sensors include
gyroscopes, accelerometers, and magnetometers. Based on the protocol, one sensor was
placed on the midline of the affected lateral ankle and another on the tibial tuberosity [31,32].
iSen is conveniently tuned for human motion tracking and the minimum measuring angle
is 0.01 degrees. In this study, the DF-ROM was measured using a static roll angle to
measure the Y-axis, and the measurement error was less than 0.5 degrees, with the minimal
detectable angle being 0.01 degrees [31]. Data were collected at 25 Hz. Data analysis was
performed offline. The raw angular data of the dorsiflexion movements were exported to
an Excel file, and the maximum and minimum values were obtained. The test was repeated
three times and the average value was determined.

The reliability of the ankle DF-ROM was assessed by randomly selecting six subjects
from the participants. These values were measured three times, and the intra-class correla-
tion coefficients (ICC), with a 95% confidence interval (CI), were calculated. The test–retest
reliability (intra-class correlation coefficients) for the ankle DF-ROM was 0.904 (95% CI:
0.744–0.964) in this study.

2.3.2. Balance Ability

Static balance was measured using the Biodex Balance System (BBS) (Shirley, NY, USA).
Dynamic balance was measured using the TUG test and dynamic gait index (DGI). BBS is
interfaced with a devoted software (Biodex, Version 1.08, Biodex, Inc., Shirley, NY, USA).
The movable balance platform provides up to 20◦ of surface tilt in a 360◦ ROM that enables
the device to serve as an objective assessment of balance. The static balance test result
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includes an overall stability index score, which was acquired from the BBS. The overall
stability index was measured as the angular excursion of a patient’s center of gravity.
Fluctuations around the zero point, established prior to the testing, when the platform was
stable, are presented as the findings of this test. The BBS calculates the overall stability
index from the degrees of tilt around the anterior-posterior (sagittal plane) and medial-
lateral (frontal plane) axis at a rate of 20 Hz. It separately calculates the medial-lateral
stability index and anterior-posterior stability index, whereby Y = the tilt angle of the
tilt board in the medial-lateral direction, and X = the tilt angle of the tilt board in the
anterior-posterior direction.

The BBS software measured the angular excursion of a patient’s center of gravity
(COG) on the balance board, and calculated a participant’s balance ability with the an-
terior/posterior index, medial/lateral index, and overall stability index during a given
task. These indices were calculated using the degree of oscillation of the platform, and
low values showed that the subjects had a good posture stability. The average of three
tests was considered the subject index. The overall stability score was a good indicator of
the overall ability of the patient to balance on the platform [33]. The system had various
difficulty levels for the assessment of balance and fall risk that ranged from 1 (most difficult)
to 12 (the easiest). Based on the results of the previous studies, level 12 was chosen as
appropriate for all the test participants to perform well [34]. All the tests were performed
barefoot and conducted with the eyes open. During a bilateral stance, the participants
were instructed to step on the BBS platform and assume a position of comfort; their arms
were placed across their hips, and they were asked to maintain a fixed position during
perturbation of the rotating plate. The test was performed for 30 s, repeated three times,
and the mean value was used. The reliability of the overall stability index of the BBS
is 0.92 [35].

The TUG test and DGI were reliable in measuring balance ability in patients with
175 chronic stroke [36]. The DGI was developed to examine the ability of patients to
maintain functional balance during the performance of activities during gait [37]. The DGI
consists of eight tasks: walking on flat ground, changing walking speed, turning your
head left and right while walking, moving your head up and down while walking, turning
the axis while walking, crossing obstacles, walking around obstacles, and going up and
down the stairs. The DGI has a scale of 0 to 3 for each task, with “0” being the lowest
level of function and “3” being the highest, for a total of 24 points. A score of 19 or less is
interpreted as a fall risk, and a score of 22 or more is considered safe [38]. A total of three
measurements were performed, and the average value was used.

2.4. Interventions and Procedures

Each patient performed the tests under the three interventions (barefoot, A-KT, and
PNF-KT) in a random order to avoid bias through learning or fatigue. An experienced
physical therapist who performed the tests was blinded to the patient intervention as-
signments and study hypotheses, to avoid expectation bias. Patient characteristics and
outcomes (ankle DF-ROM, static balance, TUG, DGI) were assessed by the same physical
therapist. A taping was applied by one qualified physical therapist with more than five
years of experience who was blinded for the purpose of the study. After each tape applica-
tion, the patients walked at a comfortable speed on a treadmill for 10 min to familiarize
themselves with the three interventions until a proper motion in walking was achieved.
Data were collected after walking on a treadmill immediately after the tape was removed.
The measurement was repeated three times to obtain an average value. A 10-min rest
period was provided between interventions [39]. During application, the tape applied that
was not stretched for 5 cm from the initial site was then stretched to 30% for the remaining
parts [40].
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2.4.1. A-KT

For the A-KT, a standard 5 cm 3NS TEX (TS CO., LTD, Seoul, Korea) was used.
Muscles are facilitated when the Kinesio tape is applied from the origin to the insertion
of the muscle, and are inhibited when applied from the insertion to the origin [41]. The
A-KT is used to correct deformity of the foot, and was applied to reduce hyperactivity of
the gastrocnemius, increase activity of the TA, and correct eversion. The first taping was
applied from the insertion to the origin of the gastrocnemius to inhibit muscle activity in a
prone position with an extended knee. Because the subjects’ ankle positions had different
ranges of dorsiflexion, the researcher carried out the dorsal flexion manually and applied
the tape in a position without pain or discomfort. The second taping was applied from the
origin to the insertion of the TA muscle to facilitate muscle activity in a supine position [16].
The third and fourth tapings were attached for functional correction of a subtalar eversion
in a supine position, and the tape was placed at a position perpendicular to the midline of
the second and third toes, and the midline between the medial and lateral malleoli [16].
The maximum length of the tape was applied from the medial malleolus to the sole to
about 10 cm above the lateral malleolus. For the fourth taping, the maximum length of the
tape was applied from the medial malleolus to the lateral side of the ankle [16,42] (Figure 1).
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Figure 1. A-KT applied to the gastrocnemius muscle (a), tibialis anterior (b) and for subtalar eversion (c).

2.4.2. PNF Taping

The PNF taping used the maximum length of a standard 5 cm 3NS TEX (TS CO., LTD,
Seoul, Korea) tape (Figure 2). The PNF-KT is applied to promote functional movement
by facilitating the weakened TA, hallucis extensor, and finger extensor muscles to induce
functional muscle synergy. From the extended position of the flexion–adduction–external
rotation pattern of the leg, the PNF taping was attached from the origin to the insertion
points to facilitate muscle activity of the TA, extensor hallucis, and digitorum muscles in a
supine position [25].
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Figure 2. PNF-KT applied over the extensor hallucis muscle (a), extensor digitorum muscle (b), and
tibialis anterior muscle (c).

2.5. Data Analysis

All data were analyzed using PASW Statistics for Windows, version 20.0 (SPSS Inc.,
Chicago, IL, USA). One-sample Kolmogorov–Smirnov Z-tests were conducted to confirm
the assumption of normal distribution. A one-way, repeated-measures analysis of vari-
ance was used to assess the statistical significance of the ankle DF-ROM, static balance,
TUG test, and DGI among the three interventions. Statistical significance was set at 0.05.
Furthermore, the difference between barefoot, A-KT, and PNF-KT was calculated as a
delta percentage. The new significance level was 0.05/(comparison number) based on the
Bonferroni correction. Therefore, in this study, the adjusted significance level was 0.017
(with α = 0.05/3 = 0.017). All variables are expressed as mean ± SD.

3. Results

The average age of the 18 participants was 60.61 years, and the general demographics
are summarized in Table 1.

Table 1. Baseline characteristics of the participants (n = 18).

Sex (male/female) 8/10
Diagnosis (infarction/hemorrhage) 11/7

Paretic side (left/right) 10/8
Age (years) 60.61 ± 13.11
Height (cm) 165.44 ± 6.17
Weight (kg) 66.80 ± 6.75

MMSE (score) 27.12 ± 2.30
Onset time (months) 11.72 ± 4.02

Range of motion of ankle dorsiflexion (degree) 7.69 ± 1.02
Brunnstrom motor recovery stage (4/5) 5/13

MMSE: mini mental state examination.

Table 2 presents the test results. There were significant differences among the three
conditions for ankle DF-PROM (F = 82.87, p < 0.001), static balance (F = 26.75, p < 0.001),
TUG (F = 15.78, p < 0.001), dynamic gait index (F = 33.14, p < 0.001). The ankle DF-ROM
(p < 0.001), BBS (p < 0.001), TUG (p < 0.001), and DGI (p < 0.001) were significantly improved
in the PNF taping, compared with those in the barefoot and ankle taping.
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Table 2. Comparisons of variables before and after intervention.

Variables Barefoot Ankle KT (∆% *) PNF-KT (∆% **) F p

Ankle DF-ROM (◦) 7.69 ± 1.02 8.62 ± 1.20 (12.0) 9.60 ± 1.25 (24.8) 82.87 <0.001 abc

Static balance (point) 1.02 ± 0.34 0.77 ± 0.37 (24.5) 0.63 ± 0.34 (38.2) 26.75 <0.001 abc

TUG (s) 20.54 ± 4.86 19.49 ± 4.33 (5.1) 18.04 ± 3.64 (12.1) 15.78 <0.001 abc

Dynamic gait index (point) 16.61 ± 1.42 17.72 ± 16.38 (6.6) 19.83 ± 0.92 (19.3) 33.14 <0.001 abc

Abbreviations: KT, kinesio taping; PNF, proprioceptive neuromuscular facilitation; DF-ROM, dorsiflexion range of motion; TUG, timed up
and go test; a p < 0.05 indicate a significant difference between barefoot and ankle KT; b p < 0.05 indicate a significant difference between
barefoot and PNF-KT; c p < 0.05 indicate a significant difference between ankle KT and PNF-KT; Values are expressed as mean ± standard
deviation; * ([ankle KT-barefoot]/barefoot) * 100 (%); ** ([PNF-KT-barefoot]/barefoot) * 100 (%).

4. Discussion

This study showed that A-KT and PNF-KT significantly increased the ankle DF-ROM,
BBS, DGI, and decreased TUG time compared with the barefoot intervention. These results
proved that KT improves the ankle DF-ROM and balance ability of patients with stroke.
In addition, PNF-KT enhances ankle DF-ROM and balance ability more than A-KT. These
findings confirm our research hypothesis.

Balance disorders can be due to several causes, such as reduced muscle strength and
range of motion [9,43]. The recovery of weakened muscles in paretic legs can improve
the balance of patients with stroke [42,44]. When muscle strength is recovered, the range
of motion is also improved, which manifests in the ankle dorsiflexor strength and static
balance [45]. In this study, A-KT and PNF-KT were applied to the TA muscle. KT enhances
muscle activation and re-education by increasing the subcutaneous space and providing
tactile stimulation and motor recovery [46]. The application of KT on the TA improves
balance [47]. Our findings show that the ankle DF-ROM was 7.69◦ with no taping, 8.62◦

with A-KT, and 9.62◦ with PNF-KT. Although both A-KT and PNF-KT showed an ankle
DF-ROM of > 8◦, the ankle DF-ROM increased by 0.93◦ in A-KT and 1.91◦ in KT, and was
significantly higher in PNF-KT than A-KT. These results suggest that PNF-KT could be more
efficient in walking for stroke patients. However, in the swing phase during walking, as
well as ankle dorsiflexion, knee and hip flexion are important factors. Therefore, additional
research on this is needed.

In a previous study, ankle correction taping was effective for static balance [48]. In our
results, PNF-KT had a 24% higher increase in ankle DF-ROM and a 38% higher decrease in
the BBS score than A-KT. Therefore, the authors predict that PNF-KT enhances the synergy
of the functional muscles of the TA muscles, thereby enhancing the static balance. In addi-
tion, deficits of foot and ankle proprioception are most strongly associated with impaired
balance [2]. In this same line, a previous study analyzed the joint position sense (JPS) which
means the ability to recognize joint position, and evaluated the proprioceptive function
described by the sensory perception of joint position [49]. JPS was significantly improved
in the paralyzed ankle after KT [50]. In this study, the authors suggest that additional
studies are needed to confirm the change in JPS in order to prove the improvement of static
balance after PNF-KT.

Walking ability, such as walking speed, is mainly influenced by the strength of the
ankle dorsiflexors [51]. Increased ankle ROM improved the walking speed in patients
with stroke [52]. Therefore, increased ankle DF-ROM may increase walking ability. The
results of this study showed that the increase in ankle DF-ROM and improvement in the
TUG was significantly higher in PNF-KT than A-KT. TUG is closely related to balance
ability [53], and a decrease in TUG time means an improvement in functional ability [54].
In this study, compared to barefoot, the TUG time was decreased by 5.1% and 12.1%
in A-KT and PNF-KT, respectively. In addition, the DGI score was increased by 19.38%
in PNF-KT compared to barefoot. The DGI was designed to evaluate dynamic balance
during walking [37]. These results show that PNF-KT application enhances ankle DF-ROM,
thereby improving dynamic balance during walking. Accordingly, this study provides new
information supporting the hypothesis that the application of PNF-KT in clinical practice
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is effective in improving ankle DF-ROM and balance ability in patients with stroke. These
results suggest that using PNF-KT to enhance the activation of the anterior tibial muscle
groups is more efficient than A-KT for functional correction.

This study has some limitations. First, a washout period of 10 min was taken to
eliminate the learning effect, but this may not be enough. In addition, the intervention
periods in this study were relatively short; therefore, further studies are needed to evaluate
the lasting outcome of the intervention, the duration for which the intervention maintains
its therapeutic effect, and the economic effects of the therapy. Second, this study is a
crossover trial and did not include follow-up tests. Therefore, it is necessary to conduct
a randomized controlled trial to confirm the effect of A-KT and PNF-KT. Therefore, the
long-term effects of PNF-KT should be evaluated. Third, outcomes were measured using
an observational scale. Follow-up studies are needed to determine the changes in walking
ability. Lastly, findings may not be generalized for all patients with stroke. The patients
in our study had mild or moderate (Brunnstrom motor recovery stage 4 or 5) physical
impairment [55]. Additional studies are required to study these specific issues.

Despite these limitations, this study has several advantages. This is the first study to
investigate the effect of PNF-KT for functional muscle synergy on the ankle DF-ROM and
balance ability in patients with chronic stroke. Therefore, it provides the basis for further
research on PNF-KT for improvement in lower extremity function. Hence, this study has
clinical significance because it verifies the improvement of ankle movement and balance
through taping.

5. Conclusions

This study showed that PNF-KT more significantly improved ankle DF-ROM and
static balance than A-KT, as assessed by the TUG test and DGI. These results imply that
PNF-KT is a feasible therapeutic method of improving balance and ankle DF-ROM of
chronic stroke patients with foot drop during clinical rehabilitation. Taken together, this
study will serve as the basis for the development of novel therapeutic interventions and
strategies for patients with chronic stroke.

Author Contributions: Conceptualization, D.P. and Y.B.; formal analysis, D.P. and Y.B.; investigation,
D.P.; data curation, Y.B.; writing—original draft preparation, Y.B.; writing—review and editing, D.P.
and Y.B. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Institutional Review Board (or Ethics Committee) of
GACHON UNIVERSITY (protocol code KCT0005524 and date of approval 21 October 2020).

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

Data Availability Statement: The data associated with the paper are not publicly available, but are
available from the corresponding author on reasonable request.

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

References
1. Donkor, E.S. Stroke in the 21st Century: A Snapshot of the Burden, Epidemiology, and Quality of Life. Stroke Res Treat. 2018,

2018, 3238165. [PubMed]
2. Gorst, T.; Rogers, A.; Morrison, S.C.; Cramp, M.; Paton, J.; Freeman, J.; Marsden, J. The prevalence, distribution, and functional

importance of lower limb somatosensory impairments in chronic stroke survivors: A cross sectional observational study. Disabil.
Rehabil. 2019, 41, 2443–2450. [CrossRef] [PubMed]

3. Cheng, P.T.; Chen, C.L.; Wang, C.M.; Hong, W.H. Leg muscle activation patterns of sit-to-stand movement in stroke patients. Am.
J. Phys. Med. Rehbil. 2004, 83, 10–16. [CrossRef] [PubMed]

4. Zissimopoulos, A.; Fatone, S.; Gard, S. The effect of ankle–foot orthoses on self-reported balance confidence in persons with
chronic poststroke hemiplegia. Prosthet. Orthot. Int. 2014, 38, 148–154. [CrossRef]

5. Anker, L.C.; Weerdesteyn, V.; van Nes, I.J.; Nienhuis, B.; Straatman, H.; Geurts, A.C. The relation between postural stability and
weight distribution in healthy subjects. Gait Posture. 2008, 27, 471–477. [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/30598741
http://doi.org/10.1080/09638288.2018.1468932
http://www.ncbi.nlm.nih.gov/pubmed/29726732
http://doi.org/10.1097/01.PHM.0000104665.34557.56
http://www.ncbi.nlm.nih.gov/pubmed/14709969
http://doi.org/10.1177/0309364613490445
http://doi.org/10.1016/j.gaitpost.2007.06.002


Healthcare 2021, 9, 1426 9 of 10

6. Adegoke, B.; Olaniyi, O.; Akosile, C.O. Weight bearing asymmetry and functional ambulation performance in stroke survivors.
Glob. J. Health Sci. 2012, 4, 87–94. [CrossRef]

7. de Haart, M.; Geurts, A.C.; Huidekoper, S.C.; Fasotti, L.; van Limbeek, J. Recovery of standing balance in postacute stroke
patients: A rehabilitation cohort study. Arch. Phys. Med. Rehabil. 2004, 85, 886–895. [CrossRef]

8. Karthikbabu, S.; Verheyden, G. Relationship between trunk control, core muscle strength and balance confidence in community-
dwelling patients with chronic stroke. Top Stroke Rehabil. 2021, 28, 88–95. [CrossRef]

9. Shahabi, S.; Shabaninejad, H.; Kamali, M.; Jalali, M.; Ahmadi Teymourlouy, A. The effects of ankle-foot orthoses on walking speed
in patients with stroke: A systematic review and meta-analysis of randomized controlled trials. Clin. Rehabil. 2020, 34, 145–159.
[CrossRef]

10. Shariat, A.; Najafabadi, M.G.; Ansari, N.N.; Cleland, J.A.; Singh, M.A.F.; Memari, A.H.; Honarpishe, R.; Hakakzadeh, A.; Ghaffari,
M.S.; Naghdi, S. The effects of cycling with and without functional electrical stimulation on lower limb dysfunction in patients
post-stroke: A systematic review with meta-analysis. NeuroRehabilitation 2019, 44, 389–412. [CrossRef]

11. Tyson, S.F.; Kent, R.M. Effects of an ankle-foot orthosis on balance and walking after stroke: A systematic review and pooled
meta-analysis. Arch. Phys. Med. Rrehabil. 2013, 94, 1377–1385. [CrossRef] [PubMed]

12. Ohata, K.; Yasui, T.; Tsuboyama, T.; Ichihashi, N. Effects of an ankle-foot orthosis with oil damper on muscle activity in adults
after stroke. Gait Posture 2011, 33, 102–107. [CrossRef] [PubMed]

13. Bulley, C.; Shiels, J.; Wilkie, K.; Salisbury, L. User experiences, preferences and choices relating to functional electrical stimulation
and ankle foot orthoses for foot-drop after stroke. Physiotherapy 2011, 97, 226–233. [CrossRef]

14. Koseoglu, B.F.; Dogan, A.; Tatli, H.U.; Ozcan, D.S.; Polat, C.S. Can kinesio tape be used as an ankle training method in the
rehabilitation of the stroke patients? Complement Ther. Clin. Pract. 2017, 27, 46–51. [CrossRef]

15. Hu, Y.; Zhong, D.; Xiao, Q.; Chen, Q.; Li, J.; Jin, R. Kinesio taping for balance function after stroke: A systematic review and
meta-analysis. Evid. Based Complement Alternat Med. 2019, 2019, 8470235. [CrossRef]

16. Horasart, A.; Klomjai, W.; Bovonsunthonchai, S. Immediate effect of kinesio tape on gait symmetry in patients with stroke: A
preliminary study. Human Mov. 2020, 21, 73–81. [CrossRef]

17. Bae, Y.H.; Kim, H.G.; Min, K.S.; Lee, S.M. Effects of lower-leg kinesiology taping on balance ability in stroke patients with foot
drop. Evid.-Based Complementary Altern. Med. 2015, 2015, 125629. [CrossRef] [PubMed]

18. Sheng, Y.; Kan, S.; Wen, Z.; Chen, W.; Qi, Q.; Qu, Q.; Yu, B. Effect of kinesio taping on the walking ability of patients with foot
drop after stroke. Evi. Based Complement Alternat. Med. 2019, 2019, 2459852.

19. Wang, M.; Pei, Z.W.; Xiong, B.D.; Meng, X.M.; Chen, X.L.; Liao, W.J. Use of Kinesio taping in lower-extremity rehabilitation of
post-stroke patients: A systematic review and meta-analysis. Complement Ther. Clin. Pract. 2019, 35, 22–32. [CrossRef] [PubMed]

20. Kim, W.I.; Park, Y.H.; Sung, Y.B.; Nam, C.W. Effects of kinesio taping for ankle joint and ankle-foot orthosis on muscle stimulation
and gait ability in patients with stroke suffering foot drop. Adv. Sci. Technol. 2015, 116, 261–265.

21. Hegazy, R.M.; Alkhateeb, A.M.; Abdelmonem, A.F.; Mohammed, A. Immediate effect of kinesiotape versus ankle foot orthosis on
gait parameters in stroke patients. Turk. J. Physiother Rehabil. 2021, 32, 3.

22. Rojhani-Shirazi, Z.; Amirian, S.; Meftahi, N. Effects of ankle kinesio taping on postural control in stroke patients. J. Stroke
Cerebrovasc. Dis. 2015, 24, 2565–2571. [CrossRef]

23. Lee, D.; Bae, Y. Short-Term Effect of Kinesio Taping of Lower-Leg Proprioceptive Neuromuscular Facilitation Pattern on Gait
Parameter and Dynamic Balance in Chronic Stroke with Foot Drop. Healthcare 2020, 9, 271. [CrossRef] [PubMed]

24. Jung, K.S.; Jung, J.H.; In, T.S.; Cho, H.Y. Influences of kinesio taping with therapeutic exercise in patients with low back pain.
Healthcare 2021, 9, 927. [CrossRef]

25. Kim, B.R.; Kang, T.W. The effects of proprioceptive neuromuscular facilitation lower-leg taping and treadmill training on mobility
in patients with stroke. Int. J. Rehabil. Res. 2018, 41, 343–348. [CrossRef]

26. Hendrickson, J.; Patterson, K.K.; Inness, E.L.; McIlroy, W.E.; Mansfield, A. Relationship between asymmetry of quiet standing
balance control and walking post-stroke. Gait Posture 2014, 39, 177–181. [CrossRef]

27. Crossover Randomised Controlled Trial: Comparative Studies. Available online: https://www.gov.uk/guidance/crossover-
randomised-controlled-trial-comparative-studies (accessed on 21 August 2021).

28. Han, C.; Jo, S.A.; Jo, I.; Kim, E.; Park, M.H.; Kang, Y. An adaptation of the Korean mini-mental state examination (K-MMSE) in
elderly Koreans: Demographic influence and population-based norms (the AGE study). Arch Gerontol. Geriatr. 2008, 47, 302–310.
[CrossRef]

29. Bessone, V.; Höschele, N.; Schwirtz, A.; Seiberl, W. Validation of a new inertial measurement unit system based on different
dynamic movements for future in-field applications. Sports Biomech. 2019, 13, 1–16. [CrossRef]

30. Ancans, A.; Greitans, M.; Cacurs, R.; Banga, B.; Rozentals, A. Wearable Sensor Clothing for Body Movement Measurement during
Physical Activities in Healthcare. Sensors 2021, 21, 2068. [CrossRef]

31. Yoon, J.D.; Lee, J.N. The Effects of Ankle Mobilization with Movements on the Ankle Range of Motion, Balance, and Gait of
Patients after Total Knee Arthroplasty. J. Kor. Acad. Ortho Manu Phys. Ther. 2021, 27, 51–62.

32. Bessone, V.; Petrat, J.; Schwirtz, A. Ground reaction forces and kinematics of ski jump landing using wearable sensors. Sensors
2019, 19, 2011. [CrossRef] [PubMed]

33. Testerman, C.; Vander Griend, R. Evaluation of ankle instability using the Biodex Stability System. Foot Ankle Int. 1999, 20, 317–321.
[CrossRef]

http://doi.org/10.5539/gjhs.v4n2p87
http://doi.org/10.1016/j.apmr.2003.05.012
http://doi.org/10.1080/10749357.2020.1783896
http://doi.org/10.1177/0269215519887784
http://doi.org/10.3233/NRE-182671
http://doi.org/10.1016/j.apmr.2012.12.025
http://www.ncbi.nlm.nih.gov/pubmed/23416220
http://doi.org/10.1016/j.gaitpost.2010.10.083
http://www.ncbi.nlm.nih.gov/pubmed/21074442
http://doi.org/10.1016/j.physio.2010.11.001
http://doi.org/10.1016/j.ctcp.2017.03.002
http://doi.org/10.1155/2019/8470235
http://doi.org/10.5114/hm.2020.88156
http://doi.org/10.1155/2015/125629
http://www.ncbi.nlm.nih.gov/pubmed/26579200
http://doi.org/10.1016/j.ctcp.2019.01.008
http://www.ncbi.nlm.nih.gov/pubmed/31003662
http://doi.org/10.1016/j.jstrokecerebrovasdis.2015.07.008
http://doi.org/10.3390/healthcare9030271
http://www.ncbi.nlm.nih.gov/pubmed/33802448
http://doi.org/10.3390/healthcare9080927
http://doi.org/10.1097/MRR.0000000000000309
http://doi.org/10.1016/j.gaitpost.2013.06.022
https://www.gov.uk/guidance/crossover-randomised-controlled-trial-comparative-studies
https://www.gov.uk/guidance/crossover-randomised-controlled-trial-comparative-studies
http://doi.org/10.1016/j.archger.2007.08.012
http://doi.org/10.1080/14763141.2019.1671486
http://doi.org/10.3390/s21062068
http://doi.org/10.3390/s19092011
http://www.ncbi.nlm.nih.gov/pubmed/31035683
http://doi.org/10.1177/107110079902000510


Healthcare 2021, 9, 1426 10 of 10

34. Cakar, E.; Durmus, O.; Tekin, L.; Dincer, U.; Kiralp, M. The ankle-foot orthosis improves balance and reduces fall risk of chronic
spastic hemiparetic patients. Eur. J. Phys. Rehabil. Med. 2010, 46, 363–368. [PubMed]

35. Cachupe, W.J.; Shifflett, B.; Kahanov, L.; Wughalter, E.H. Reliability of biodex balance system measures. Meas. Phys. Educ. Exerc.
Sci. 2001, 5, 97–108. [CrossRef]

36. Alghadir, A.H.; Al-Eisa, E.S.; Anwer, S.; Sarkar, B. Reliability, validity, and responsiveness of three scales for measuring balance in
patients with chronic stroke. BMC Neurol. 2018, 18, 1–7. [CrossRef]

37. Shumway-Cook, A.; Baldwin, M.; Polissar, N.L.; Gruber, W. Predicting the probability for falls in community-dwelling older
adults. Phys. Ther. 1997, 77, 812–819. [CrossRef]

38. Jonsdottir, J.; Cattaneo, D. Reliability and validity of the dynamic gait index in persons with chronic stroke. Arch. Phys. Med.
Rehabil. 2007, 88, 1410–1415. [CrossRef]

39. Park, D.; Lee, J.H.; Kang, T.W.; Cynn, H.S. Immediate effects of talus-stabilizing taping on balance and gait parameters in patients
with chronic stroke: A cross-sectional study. Top Stroke Rehabil. 2018, 25, 417–423. [CrossRef]

40. Kase, K.; Wallis, J.; Kase, T. Clinical therapeutic applications of the kinesio taping method. Dalls Kinesio Taping Assoc. 2003, 20–27.
41. Serrão, J.C.; Mezêncio, B.; Claudino, J.G.; Soncin, R.; Miyashiro, P.L.; Sousa, E.P.; Borges, E.; Zanetti, V.; Phillip, I.; Mochizuki, L.;

et al. Effect of 3 Different Applications of Kinesio Taping Denko® on Electromyographic Activity: Inhibition or Facilitation of the
Quadriceps of Males During Squat Exercise. J. Sports Sci. Med. 2016, 15, 403–409.

42. Shin, Y.J.; Lee, J.H.; Choe, Y.W.; Kim, M.K. Immediate effects of ankle eversion taping on gait ability of chronic stroke patients. J.
Bodyw. Mov. Ther. 2019, 23, 671–677. [CrossRef]

43. De Oliveira, C.B.; de Medeiros, Í.R.T.; Ferreira, N.A.; Greters, M.E.; Conforto, A.B. Balance control in hemiparetic stroke patients:
Main tools for evaluation. J. Rehabil. Res. Dev. 2008, 45, 1215–1226. [CrossRef]

44. Geurts, A.C.; De Haart, M.; Van Nes, I.J.; Duysens, J. A review of standing balance recovery from stroke. Gait Posture 2005,
22, 267–281. [CrossRef]

45. Kim, S.G.; Kim, W.S. Effect of ankle range of motion (ROM) and lower-extremity muscle strength on static balance control ability
in young adults: A regression analysis. Med. Sci. Monit. 2018, 24, 3168–3175. [CrossRef]

46. Kim, K.H.; Lee, Y.J. Immediate effects of kinesio taping of tibialis anterior and ankle joint on mobility and balance ability
for chronic hemiparesis: Randomized controlled cross-sectional design. Phys. Med. Rehabil. Kurortmedzin 2020, 23, 350–357.
[CrossRef]

47. Pickerill, M.L.; Harter, R.A. Validity and reliability of limits-of-stability testing: A comparison of 2 postural stability evaluation
devices. J. Athl. Train 2011, 46, 600–606. [CrossRef] [PubMed]

48. Choi, S.H.; Lim, C.G. Immediate Effects of ankle non-elastic taping on balance and gait ability in patients with chronic stroke: A
randomized, controlled trial. J. Manip. Physiol. Ther. 2020, 43, 922–929. [CrossRef] [PubMed]

49. Lokhande, M.V.; Shetye, J.; Mehta, A.; Deo, A. Assessment of knee joint proprioception in weight bearing and in non-weight
bearing positions in normal subjects. JKIMSU 2013, 2, 94–101.

50. Mohammadi, R.; Khorasgani, M.A.; Tabatabaei, M.; Grampurohit, N. Effects of elastic therapeutic taping on joint position sense
of the ankle in stroke survivors. Am. J. Phys. Med. Rehabil. 2019, 98, 830–834. [CrossRef] [PubMed]

51. Saltzman, C.L.; Nawoczenski, D.A. Complexities of foot architecture as a base of support. J. Orthop. Sports Phys. Ther. 1995,
21, 354–360. [CrossRef] [PubMed]

52. An, C.M.; Won, J.I. Effects of ankle joint mobilization with movement and weight-bearing exercise on knee strength, ankle range
of motion, and gait velocity in patients with stroke: A pilot study. J. Phys. Ther. Sci. 2016, 28, 689–694. [CrossRef] [PubMed]

53. Manaf, H.; Justine, M.; Omar, M. Functional balance and motor impairment correlations with gait parameters during Timed
Up and Go test across three attentional loading conditions in stroke survivors. Stroke Res. Treat 2014, 2014, 439304. [CrossRef]
[PubMed]

54. Chan, P.P.; Tou, J.I.S.; Mimi, M.T.; Ng, S.S. Reliability and validity of the timed up and go test with a motor task in people with
chronic stroke. Arch. Phys. Med. Rehabil. 2017, 98, 2213–2220. [CrossRef] [PubMed]

55. The Brunnstrom Stages of Stroke Recovery. Available online: https://www.saebo.com/blog/the-stages-of-stroke-recovery/
(accessed on 10 October 2021).

http://www.ncbi.nlm.nih.gov/pubmed/20927002
http://doi.org/10.1207/S15327841MPEE0502_3
http://doi.org/10.1186/s12883-018-1146-9
http://doi.org/10.1093/ptj/77.8.812
http://doi.org/10.1016/j.apmr.2007.08.109
http://doi.org/10.1080/10749357.2018.1466972
http://doi.org/10.1016/j.jbmt.2018.06.008
http://doi.org/10.1682/JRRD.2007.09.0150
http://doi.org/10.1016/j.gaitpost.2004.10.002
http://doi.org/10.12659/MSM.908260
http://doi.org/10.1055/a-1126-4616
http://doi.org/10.4085/1062-6050-46.6.600
http://www.ncbi.nlm.nih.gov/pubmed/22488184
http://doi.org/10.1016/j.jmpt.2019.12.007
http://www.ncbi.nlm.nih.gov/pubmed/32684325
http://doi.org/10.1097/PHM.0000000000001191
http://www.ncbi.nlm.nih.gov/pubmed/30964751
http://doi.org/10.2519/jospt.1995.21.6.354
http://www.ncbi.nlm.nih.gov/pubmed/7655479
http://doi.org/10.1589/jpts.28.689
http://www.ncbi.nlm.nih.gov/pubmed/27065565
http://doi.org/10.1155/2014/439304
http://www.ncbi.nlm.nih.gov/pubmed/24757575
http://doi.org/10.1016/j.apmr.2017.03.008
http://www.ncbi.nlm.nih.gov/pubmed/28392324
https://www.saebo.com/blog/the-stages-of-stroke-recovery/

	Introduction 
	Materials and Methods 
	Study Design 
	Participants 
	Outcome Measurements 
	Ankle DF-ROM 
	Balance Ability 

	Interventions and Procedures 
	A-KT 
	PNF Taping 

	Data Analysis 

	Results 
	Discussion 
	Conclusions 
	References

