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Abstract. [Purpose] To clarify the three-dimensional nature of foot mobility and its interrelationships within the 
foot due to bodyweight bearing. [Participants and Methods] Data regarding left foot mobility due to body weight 
bearing were collected from 31 healthy adults. Foot shape differences while sitting and standing, and their interrela-
tionship were examined. The same examiner reapplied the landmark stickers when misaligned during measurement 
position changes. [Results] The foot length, heel width, forefoot width, hallux valgus angle, and calcaneus eversion 
angle were significantly larger in the standing than in sitting position. The digitus minimus varus angle was sig-
nificantly smaller in the standing than in sitting position. The medial and lateral malleoli, navicular, and dorsum of 
the foot were displaced medially and inferiorly; the other indices, except for the midfoot, were displaced anteriorly. 
The interrelationships within the foot showed a positive correlation between the calcaneus eversion angle and the 
medial displacement of the medial and lateral malleoli, navicular, and dorsum of the foot points. There was a nega-
tive correlation between the calcaneus eversion angle and inferior displacement of the medial malleolus, navicular, 
and dorsum of the foot. [Conclusion] The intra-foot coordination relationship in response to bodyweight bearing 
was clarified.
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INTRODUCTION

The truss mechanism of the foot arch contributes to shock absorption and controls body loading. Imbalances in the 
mobility of the medial longitudinal arch, lateral longitudinal arch, and forefoot transverse arch may affect body motion and 
loading. Menz1) and McPoil et al.2) recommend that the quantity and quality of foot motion be evaluated not only by arch 
height but also by mobility.

The truss mechanism is measured by the amount of change in foot shape in the sitting and standing positions. Navicular 
drop test3) (NDT) is an index to evaluate medial longitudinal arch mobility based on the navicular tuberosity height at the 
subtalar joint’s neutral position. The navicular drift measurement method is also used to evaluate the medial mobility of the 
navicular bone1, 4). However, NDT can assess the difficulty in consistently placing the subtalar joint in its neutral position 
using palpation5–7). Foot mobility magnitude2) and arch stiffness index8, 9) have been proposed as alternatives to the NDT. 
The advantage of these indices is that there is no need to place the foot in the subtalar joint neutral position or to identify the 
navicular tuberosity necessary to perform the NDT. Recently, the mobility of the transverse arch of the forefoot10, 11) has also 
been used to evaluate forefoot height in the lower leg maximum anterior tilting position, which places a load on the forefoot.
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However, these evaluation indices show the mobility of one part of the foot, and their interrelationships have not been 
examined. The foot is divided into rear, mid, and forefoot segments, and each segment adapts to the ground for shock 
absorption through different mobilities. In particular, the foot’s mobility is considered more rigid when the calcaneus is in an 
inversion position and more flexible when it is in an eversion position12–14). The foot is displaced in three dimensions, but we 
have not found any reports that capture this displacement.

Against this background, the purpose of this study was to clarify the three-dimensional mobility of the rear, mid, and 
forefoot based on the differences in foot shape between the sitting and standing positions. We hypothesized that the mobility 
of the calcaneus, and base of the foot would also affect the displacement of the mid- and forefoot and clarify the interrelation-
ship between the calcaneus eversion−inversion position and displacement of other indices.

PARTICIPANTS AND METHODS

Thirty-one healthy participants were recruited for this study (male: 15, female: 16, ages: 20.8 ± 1.0 years, height: 165.8 ± 
6.9 cm, weight: 58.8 ± 7.8 kg, body mass index: 21.3 ± 1.9 kg/m2). The study focused on the left lower limb. The participants 
verified that they had no history of lower extremity pain or disorders and provided informed consent to volunteer for this 
study. This study was approved by the Ethics Review Committees of Tokyo Medical University (T2019-0261) and Bunkyo 
Gakuin University (2018-0011).

In this study, foot mobility2, 8, 9) was defined as the difference between the foot indices measured in sitting and stand-
ing positions using a 3D foot scanner (INFOOT USB scanning system, IFU-S-01, I-Ware Laboratory, Osaka, Japan). The 
participants were instructed to sit and relax with the hip, knee, and ankle joints bent at 90° and the feet resting on the floor. 
They were instructed to stand still, relax, and distribute their body weight equally over both feet (Fig. 1). Since this 3D 
foot scanner used landmark stickers as the measurement standard, the same examiner reapplied the stickers due to their 
misalignment when the measurement positions were changed. Appropriate stickers were placed on the landmarks following 
the manufacturer’s instructions. The measurement indices were assessed on the foot surface: foot length, heel width, forefoot 
width, hallux valgus angle, digitus minimus varus angle, and calcaneus eversion angle (Table 1).

A computer-aided design (CAD) software (File Converter, I-Ware Laboratory) was used to output the three-dimensional 
coordinate data of the foot. Three points were determined on the foot surface: the heel point, the dorsum of the foot point at 

Fig. 1.  Foot shape measurement posture.

Table 1.  Definitions of foot indices

Foot indices Definitions
A Foot length (mm) Longest straight-line distance between the heel point and the midpoint of the foot width
B Heel width (mm) Distance perpendicular to the foot axis from the heel point to 16% of the foot length
C Forefoot width (mm) Distance from MT to MF
D Hallux valgus angle (°) Angle between the line connecting the MT point on the foot circumference and the hallux 

endpoint of the heel width and the line connecting the MT and hallux
E Digitus minimus varus angle (°) Angle between the line connecting the MF point on the foot circumference and the digitus 

minimus endpoint of the heel width and the line connecting the MF and digitus minimus
F Calcaneus eversion angle (°) Eversion angle of the heel viewed from behind
MT: metarsal tibiale; MF: metatarsal fibulare.
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50% of the foot length (dorsum of the foot), and the highest point of ball girth (forefoot). From the landmark sticker, seven 
points were affixed to the sticker: the innermost point of the medial malleolus point (medial malleolus), the outermost point 
of the lateral malleolus point (lateral malleolus), the tuberosity of the navicular point (navicular), the tuberosity of the fifth 
metatarsalis, the metatarsal tibiale point (MT), the metatarsal fibulare point (MF), and the head of the second metatarsal. The 
three-dimensional coordinates of the ten measurement indices were set with the heel point, the floor as the origin, and the 
foot axis aligned with the X-axis (Fig. 2).

To confirm foot mobility due to weight bearing, differences in foot indices between sitting and standing positions were 
assessed using the paired t-test or Wilcoxon’s signed-rank-sum test, depending on the presence or absence of normality. The 
relationship between calcaneus eversion angle mobility and other foot mobility was analyzed using Pearson’s product-rate 
correlation coefficient or Spearman’s rank correlation coefficient. The SPSS (version 26.0, IBM Japan Ltd.; Tokyo, Japan) 
package was used for the statistical analysis. The data normality was assessed using the Shapiro–Wilk test and a p-value of 
less than 0.05 was considered statistically significant.

RESULTS

The differences in foot indices between the sitting and standing positions are shown in Tables 2 and 3. Foot length, heel 
width, forefoot width, hallux valgus angle, and calcaneus eversion angle were significantly larger in the standing position, 
and the hallux valgus angle was significantly smaller. There were no significant differences in the anteroposterior direction of 
the navicular, all directions of the tuberosity of the fifth metatarsalis, the medial and lateral directions of the forefoot, and the 
medial and lateral directions of the head of the second metatarsal. Table 4 shows the relationship between calcaneus eversion 
angle mobility and other foot mobility indices (indices that differed significantly between sitting and standing positions). A 
greater calcaneus eversion angle mobility was associated with greater medial mobility of the medial and lateral malleoli, 
navicular, and dorsum of the foot. In addition, a greater calcaneus eversion angle mobility was associated with less downward 
mobility of the medial malleolus, navicular, and dorsum of the foot and greater mobility of the lateral malleolus.

Fig. 2.  Definitions of foot measurement points.
MT: metarsal tibiale; MF: metatarsal fibulare.

Table 2.  Foot shape differences

Foot shapes Sitting Standing Differences
A Foot length (mm) 240.7 ± 13.4 244.1 ± 13.8 3.5 ± 1.9**
B Heel width (mm) 61.8 ± 4.0 63.2 ± 4.1 1.4 ± 0.9**
C Forefoot width (mm) 95.6 ± 6.1 98.0 ± 6.5 2.3 ± 1.0**
D Hallux valgus angle (°) 10.6 ± 4.5 11.6 ± 5.4 0.9 ± 2.4*
E Digitus minimus varus angle (°) 11.3 ± 5.1 10.5 ± 5.6 0.8 ± 1.5*
F Calcaneus eversion angle (°) 0.3 ± 2.1 3.0 ± 2.0 2.7 ± 2.1**
**p<0.01, *p<0.05.
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DISCUSSION

The difference in foot indices between the sitting and standing positions revealed three-dimensional foot mobility due to 
weight bearing. As in previous studies15, 16), foot length, heel width, and forefoot width were greater in the standing position. 
In addition, the three-dimensional foot indices showed greater calcaneus eversion angle17), other foot indices in anterior and 
inferior positions, and medial foot indices in the medial position16). We considered that the foot indices of foot length, heel 
width, and forefoot width were large due to compression of the heel fat pad18) by weight bearing and the low foot arch. Since 
the calcaneus is located on the lateral side of the foot and the talus on the medial side, the load on the talonavicular joint 
increases due to weight bearing15). The results show that the foot has increased in length, was became wider, was reduced 
in height, and was rotated to the medial side. In the forefoot index, the hallux, and digitus minimus angle changes were 
significant, but the displacements were small in both cases. Since this measurement method compares a sitting position to a 
standing position, we consider the displacement of the rearfoot to be measured rather than the forefoot. To evaluate forefoot 
deformity, it was necessary to evaluate forefoot loading11).

Displacement in the anterior-posterior direction was anterior for most foot indices. We believe this is because the heel 
point was the origin of the CAD software setup and the foot length was larger in the upright position. The medial and lateral 
malleoli were displaced anteriorly by approximately 1.5 mm and 3.9 mm, respectively, which may have been accompanied 
by displacement of the lower leg inward rotation based on their relative positions. The midfoot index showed no anteropos-
terior displacement. This may be because the anterior displacement due to arch lowering by loading may have been offset 

Table 3.  Differences in three-dimensional foot indices

Foot indices (mm) X (Forward +) Y (Medial +) Z (Down +)
1 Heel point (mm) - - 1.8 ± 1.1**
2 Medial malleolus (mm) 1.5 ± 2.9** 4.0 ± 2.5** 4.3 ± 1.9**
3 Lateral malleolus (mm) 3.9 ± 2.7** 2.9 ± 2.2** 3.2 ± 3.0**
4 Navicular (mm) 1.0 ± 5.3 3.3 ± 1.6** 5.6 ± 3.1**
5 Tuberosity of fifth metatarsalis (mm) 2.6 ± 10.8 4.6 ± 13.2 0.3 ± 3.1
6 Dorsum of the foot (mm) 1.8 ± 0.9** 2.4 ± 2.0** 4.7 ± 1.3**
7 MT (mm) 3.2 ± 2.9** 1.2 ± 1.3** 2.7 ± 2.7**
8 MF (mm) 0.6 ± 1.5* −0.4 ± 1.0* 0.6 ± 1.3*
9 Forefoot (mm) 2.4 ± 2.6** 0.0 ± 4.8 2.4 ± 1.3**
10 Second metatarsal head (mm) 3.7 ± 2.9** 0.0 ± 1.8 2.9 ± 1.3*
**p<0.01, *p<0.05.
MT: metarsal tibiale; MF: metatarsal fibulare.

Table 4.  Correlation coefficient (r) between calcaneus eversion angle mobility and other foot mobility

Foot indices X (Forward +) Y (Medial +) Z (Down +)
A Foot length (mm) 0.21 - - -
B Heel width (mm) 0.27 - - -
C Forefoot width (mm) 0.43* - - -
D Hallux valgus angle (°) 0.04 - - -
E Digitus minimus varus angle (°) 0.26 - - -
1 Heel point (mm) - - - −0.32
2 Medial malleolus (mm) - −0.12 0.89** −0.64**
3 Lateral malleolus (mm) - −0.10 0.88** 0.44*
4 Navicular (mm) - - 0.58** −0.62**
5 Tuberosity of fifth metatarsalis (mm) - - - -
6 Dorsum of the foot (mm) - 0.23 0.42* −0.58**
7 MT (mm) - 0.17 0.30 −0.29
8 MF (mm) - −0.15 −0.10 0.25
9 Forefoot (mm) - 0.15 - −0.25
10 Second metatarsal head (mm) - 0.11 - −0.27
**p<0.01, *p<0.05.
MT: metarsal tibiale; MF: metatarsal fibulare.
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by the posterior displacement of the tuberosity of the navicular due to the rotation of the talonavicular joint during plantar 
flexion15). In the forefoot index, the MT and MF were displaced anteriorly by approximately 3 mm and 0.6 mm, respectively, 
suggesting that the displacement may have been due to the medial arch compared to the lateral arch.

The interrelationships within the foot showed a positive correlation between the calcaneus eversion angle, which is the 
fulcrum of rearfoot loading15), and the medial displacement of the medial and lateral malleoli, navicular, and dorsum of the 
foot. On the other hand, the downward displacement of the foot due to weight bearing was thought to be due to a greater 
calcaneus eversion angle mobility17). However, based on the results of the current study, a greater calcaneus eversion angle 
mobility was associated with smaller downward displacement of the medial malleolus, navicular, and dorsum of the foot 
mobility. The displacement of the foot was influenced by the loading position, suggesting a cooperative relationship within 
the foot in response to weight bearing19, 20). In addition, since the calcaneus eversion angle21) and NDT3) by weight bearing 
are indices of foot pronation, evaluating the dominant index among the two with respect to displacement is necessary.

The changes reported were determined when the participant was standing; the changes may be different during the activity 
as the loads on the foot can be higher than the body weight during activity. Moreover, the participants were instructed to stand 
evenly on both feet, which could not be quantitatively monitored during data collection. It is considered that ground surface 
and foot function differ in the early-, mid- and, late stance22). Thus, the foot evaluation in the current study may shed more 
light on gait mechanics.

The foot mobility patterns observed in this study may be an indicator of musculoskeletal disorders involving by the foot. 
The relationship between foot mobility patterns and the overuse syndrome should be further explored and clarified in future 
research.

Funding and Conflict of interest
None.

REFERENCES

1) Menz HB: Alternative techniques for the clinical assessment of foot pronation. J Am Podiatr Med Assoc, 1998, 88: 119–129. [Medline]  [CrossRef]
2) McPoil TG, Vicenzino B, Cornwall MW, et al.: Reliability and normative values for the foot mobility magnitude: a composite measure of vertical and medial-

lateral mobility of the midfoot. J Foot Ankle Res, 2009, 2: 6. [Medline]  [CrossRef]
3) Brody DM: Techniques in the evaluation and treatment of the injured runner. Orthop Clin North Am, 1982, 13: 541–558. [Medline]  [CrossRef]
4) Vinicombe A, Raspovic A, Menz HB: Reliability of navicular displacement measurement as a clinical indicator of foot posture. J Am Podiatr Med Assoc, 2001, 

91: 262–268. [Medline]  [CrossRef]
5) Pierrynowski MR, Smith SB, Mlynarczyk JH: Proficiency of foot care specialists to place the rearfoot at subtalar neutral. J Am Podiatr Med Assoc, 1996, 86: 

217–223. [Medline]  [CrossRef]
6) Elveru RA, Rothstein JM, Lamb RL: Goniometric reliability in a clinical setting. Subtalar and ankle joint measurements. Phys Ther, 1988, 68: 672–677. [Med-

line]  [CrossRef]
7) Smith-Oricchio K, Harris BA: Interrater reliability of subtalar neutral, calcaneal inversion and eversion. J Orthop Sports Phys Ther, 1990, 12: 10–15. [Medline]  

[CrossRef]
8) Cen X, Xu D, Baker JS, et al.: Association of arch stiffness with plantar impulse distribution during walking, running, and gait termination. Int J Environ Res 

Public Health, 2020, 17: 2090. [Medline]  [CrossRef]
9) McPoil TG, Cornwall MW, Medoff L, et al.: Arch height change during sit-to-stand: an alternative for the navicular drop test. J Foot Ankle Res, 2008, 1: 3. 

[Medline]  [CrossRef]
10) Kudo S, Hatanaka Y, Naka K, et al.: Flexibility of the transverse arch of the forefoot. J Orthop Surg (Hong Kong), 2014, 22: 46–51. [Medline]  [CrossRef]
11) Kudou S, Hamajima K, Kaneiwa J, et al.: Reliability of the transverse arch of the forefoot as an indicator of foot conditions. J Phys Ther Sci, 2012, 24: 335–337.  

[CrossRef]
12) Ito K, Hosoda K, Shimizu M, et al.: Three-dimensional innate mobility of the human foot bones under axial loading using biplane X-ray fluoroscopy. R Soc 

Open Sci, 2017, 4: 171086. [Medline]  [CrossRef]
13) Mann RA: Biomechanics of the foot. Instr Course Lect, 1982, 31: 167–180. [Medline]
14) Blackwood CB, Yuen TJ, Sangeorzan BJ, et al.: The midtarsal joint locking mechanism. Foot Ankle Int, 2005, 26: 1074–1080. [Medline]  [CrossRef]
15) Levangie PK, Norkin CC, Lewek MD: Joint structure & function: a comprehensive analysis, 6th ed. Philadelphia: F.A. Davis, 2019.
16) Xiong S, Goonetilleke RS, Zhao J, et al.: Foot deformations under different load-bearing conditions and their relationships to stature and body weight. An-

thropol Sci, 2009, 117: 77–88.  [CrossRef]
17) Fukumoto Y, Asai T, Ichikawa M, et al.: Navicular drop is negatively associated with flexor hallucis brevis thickness in community-dwelling older adults. Gait 

Posture, 2020, 78: 30–34. [Medline]  [CrossRef]
18) Maemichi T, Tsutsui T, Matsumoto M, et al.: The relationship of heel fat pad thickness with age and physiques in Japanese. Clin Biomech (Bristol, Avon), 2020, 

80: 105110. [Medline]  [CrossRef]
19) Buchanan KR, Davis I: The relationship between forefoot, midfoot, and rearfoot static alignment in pain-free individuals. J Orthop Sports Phys Ther, 2005, 

35: 559–566. [Medline]  [CrossRef]
20) Sato T, Fukui T: Effects of heel wedges on morphological change of the foot. Rigakuryoho kagaku, 2016, 31: 641–644.  [CrossRef]
21) Inman VT, Ralston HJ, Todd F, et al.: Human walking. Baltimore: Williams & Wilkins, 1981.
22) Ren L, Howard D, Ren Lq, et al.: A phase-dependent hypothesis for locomotor functions of human foot complex. J Bionics Eng, 2008, 5: 175–180.  [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/9542353?dopt=Abstract
http://dx.doi.org/10.7547/87507315-88-3-119
http://www.ncbi.nlm.nih.gov/pubmed/19267907?dopt=Abstract
http://dx.doi.org/10.1186/1757-1146-2-6
http://www.ncbi.nlm.nih.gov/pubmed/6124922?dopt=Abstract
http://dx.doi.org/10.1016/S0030-5898(20)30252-2
http://www.ncbi.nlm.nih.gov/pubmed/11359892?dopt=Abstract
http://dx.doi.org/10.7547/87507315-91-5-262
http://www.ncbi.nlm.nih.gov/pubmed/8776157?dopt=Abstract
http://dx.doi.org/10.7547/87507315-86-5-217
http://www.ncbi.nlm.nih.gov/pubmed/3362980?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3362980?dopt=Abstract
http://dx.doi.org/10.1093/ptj/68.5.672
http://www.ncbi.nlm.nih.gov/pubmed/18796888?dopt=Abstract
http://dx.doi.org/10.2519/jospt.1990.12.1.10
http://www.ncbi.nlm.nih.gov/pubmed/32245235?dopt=Abstract
http://dx.doi.org/10.3390/ijerph17062090
http://www.ncbi.nlm.nih.gov/pubmed/18822154?dopt=Abstract
http://dx.doi.org/10.1186/1757-1146-1-3
http://www.ncbi.nlm.nih.gov/pubmed/24781613?dopt=Abstract
http://dx.doi.org/10.1177/230949901402200113
http://dx.doi.org/10.1589/jpts.24.335
http://www.ncbi.nlm.nih.gov/pubmed/29134100?dopt=Abstract
http://dx.doi.org/10.1098/rsos.171086
http://www.ncbi.nlm.nih.gov/pubmed/7175170?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16390642?dopt=Abstract
http://dx.doi.org/10.1177/107110070502601213
http://dx.doi.org/10.1537/ase.070915
http://www.ncbi.nlm.nih.gov/pubmed/32199231?dopt=Abstract
http://dx.doi.org/10.1016/j.gaitpost.2020.03.009
http://www.ncbi.nlm.nih.gov/pubmed/32745706?dopt=Abstract
http://dx.doi.org/10.1016/j.clinbiomech.2020.105110
http://www.ncbi.nlm.nih.gov/pubmed/16268242?dopt=Abstract
http://dx.doi.org/10.2519/jospt.2005.35.9.559
http://dx.doi.org/10.1589/rika.31.641
http://dx.doi.org/10.1016/S1672-6529(08)60022-0

