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Abstract

Background: The Footscan® platform system is one of the most commonly used clinical tools for the measurement
of the foot pressure. The present study was designed to assess the repeatability of the system and identify the
range of loading parameters observed in the normal foot.

Methods: Measurements were collected from 32 healthy participants, 15 females and 17 males, twice at an interval
of 1 week. Peak pressure (PP), contact time (CT), contact area (CA), pressure-time integral (PTI), and maximum force
(MaF) were recorded; these parameters were investigated in 10 areas of the foot: medial heel, lateral heel, midfoot,
first to fifth metatarsals, hallux, and toes 2–5. The intra-session repeatability was evaluated by calculating the
intraclass correlation coefficients (ICCs) and coefficients of variation (CVs) across the three repeated trials within the
same session. The inter-session repeatability was assessed using the average of the three trials in each session to
determine the ICCs and CVs.

Results: The ICCs showed moderate to good repeatability for every variable of interest, and the CVs were all <28%.
The highest zones of PP were found under the second and third metatarsals, followed by the medial heel. The CT
was 68.5–82.8% of the total stance time under the metatarsal heads. CA was highest under the midfoot, PTI was
highest under the second metatarsal, and MaF was highest under the medial heel.

Conclusions: Footscan® platform system was found to be repeatable. Thus, it can be used as a valuable tool in the
assessment of plantar pressure distribution, and the normal values of the foot loading parameters identified in this
study can be employed to provide a reference range for the gait analysis performed by the Footscan® system.

Keywords: Footscan®, Plantar pressure, Repeatability, Intraclass correlation coefficients, Coefficients of variation,
Normal

Background
Foot pressure measurement systems for quantitative gait
analysis have become increasingly popular in research and
clinical practice [1]. Such measuring systems can be used
for distinguishing between normal and pathological gait
[2], designing foot orthoses and in-shoe wedges [3, 4],
classifying the foot types [5], and assessing the success of
corrective foot surgery [6]. An ideal plantar pressure sys-
tem should have the advantages of convenient use, com-
fort, economy, sanitation, safety, small occupation area,

easy disassembly and transportation, highly accurate
measurement, and satisfactory repeatability [7]. Since an
increasing number of clinical decisions and treatment
strategies are made based on the data collected by the
plantar pressure systems, the knowledge about repeatabil-
ity and normal reference values of the devices is critical
before usage.
Presently, there are several brands of pressure measur-

ing systems used in the clinic, including the in-shoe
measurement systems (Novel Pedar®, TekScan F-Scan®,
RS-Scan Insole®, WalkinSense®, and IBV Biofoot®) and
platform systems (Novel Emed®, TekScan MatScan®,
Medicapteurs S-Plate®, and the RS-Scan Footscan®) [8].
Most of these have proved to be reliable tools for
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quantifying the dynamic plantar pressure [7–16]. Some
researchers utilized the “intraclass correlation coeffi-
cients (ICCs)” and/or “coefficients of variation (CVs)” as
the evaluation criteria and found that the WalkinSense®,
MatScan®, Pedar®, and Emed® systems demonstrated
the acceptable reliability and repeatability, respect-
ively [1, 8–10, 15]. Maetzler et al. [7] and Putti et al.
[11, 14] took the “coefficient of repeatability” as the
evaluation index and certified the repeatability of the
Pedar® and Emed® systems, respectively. Although
some clinical studies have been reported based on
the Footscan® platform system, hitherto, only little
information is available on the performance charac-
teristics of this system. In 2010, Low et al. [17] re-
ported an excellent reliability of the Footscan®
pressure insoles. In addition, de Cock et al. [18] in-
vestigated the temporal characteristics of foot roll-
over during jogging with the Footscan® platform and
reported an adequate reliability while measuring the
temporal parameter.
However, to the best of our knowledge, neither any of

the previous publications have addressed the repeatabil-
ity of the Footscan® platform system comprehensively,
nor the ranges of the normal plantar pressure values
have been identified for the healthy foot during level
walking using this system. Thus, the present study was
designed to assess the repeatability of the Footscan® plat-
form system and establish a reference range for foot
loading parameters, which can assist with the identifica-
tion of pathological conditions.

Methods
Participants
Thirty-two healthy participants (n = 32), who were cap-
able of ambulating independently, were recruited for as-
sessment from the Fourth Military Medical University
(Xi’an, Shaanxi Province, China). The participants were
excluded if they suffered from foot pain within the previ-
ous 6 months, had any previous foot and ankle surgery,
limb length discrepancies, foot deformities, or any clin-
ical issues that could potentially affect their gait. The an-
thropometric data with respect to gender, age, body
mass, height, and body mass index (BMI) were recorded
for each participant prior to data collection. The study
was approved by the Ethical Committee of the Fourth
Military Medical University. Written informed consent
was obtained from all participants before the com-
mencement of the study.

Experimental apparatus and set-up
The dynamic plantar pressure parameters were recorded
using a Footscan® pressure plate (RSscan International,
Olen, Belgium, 2096 × 472 × 18 mm, with 16,384 resist-
ive sensors arranged in a 256 × 64 matrix at a resolution

of 2 sensors/cm2, data acquisition frequency: 125 Hz,
and pressure range: 0–200 N/cm2), which was connected
to a computer. The platform was located at the center of
a carpet with the same external dimension to provide a
“complete platform” that was 4 m in length. According
to the manufacturer’s manual, the Footscan® system was
calibrated before each individuals test sessions. During
calibration, the body weight and foot size of the partici-
pant were entered into the computer, and then, the par-
ticipant was asked to walk on the plate. Subsequently,
the analysis software would determine a recalibration
factor for future measurements for the participant.

Procedure
Testing sessions were conducted on two independent
occasions with a 7-day interval [7–9, 19]. Both testing
sessions were performed at approximately the same time
of the day for each participant. A 7-day interval between
the sessions was selected to ensure that the participants’
gait characteristics remained reasonably consistent [8].
In each testing session, three representative and reliable
trials were recorded [1, 20]. All the measurements were
recorded by the same observer (CX). A trial was consid-
ered as reliable when the following criteria were met: (1)
at least one complete footprint for each foot, (2) a heel-
strike pattern, (3) no obvious adjustment in gait pattern
to contact the plate, (4) and the total stance time was
within 10% of the individual mean values [21]. In each
reliable trial, about 3–4 consecutive steps were captured,
and only the most representative step of each foot was
used in the statistical analysis [1]. Thus, in each testing
session, three steps with each foot were recorded on the
same platform.
All the participants received clear instructions about

the testing protocols. Moreover, they were also requested
to wear casual loose fitting clothing that did not impede
the lower limb motion. Before collecting the dynamic
data, all the participants completed 10 min
acclimatization walking trails along the measuring plat-
form. To prevent targeting, the participants were
instructed not to look down at the platform while walk-
ing, rather look straight ahead at a fixed position away
from the platform [20]. Based on the individual stride
and step length obtained during the acclimatization tri-
als, each participant determined a suitable starting pos-
ition to ensure that three successive steps were taken
prior to platform contact [22]. This approach ensured
that the data were collected during mid-gait, which
could minimize the effect of acceleration and deceler-
ation at the start and end of each walk [23]. Subse-
quently, the participants underwent the pedobarographic
tests barefoot at their comfortable walking pace. To pre-
vent fatigue, each participant was required to take a
3 min recovery period between each trial [6]. The trial
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order was randomized between the participants. The
same protocols were followed for both testing sessions.

Data processing
The data were analyzed using Scientific Footscan® soft-
ware (RSscan International), which automatically divided
the foot into 10 masked zones: hallux (T1), toes 2–5
(T2–5), first to fifth metatarsals (M1, M2, M3, M4, and
M5), midfoot (MF), medial heel (MH), and lateral heel
(LH) (Fig. 1). After each measurement, a visual checking
was made to assure that the anatomical structures fitted
with the masked zones generated automatically. In the
cases where the masked zones were unable to identify
the foot, manual corrections were made to the applied
mask, using a static image of the plantar surface of the
participant’s foot as reference [24]. All the corrections

were made by the same observer (CX). Five of the clinic-
ally most relevant variables were selected for evaluation:
peak pressure (PP, kPa), contact time (CT, stance time%),
contact area (CA, cm2), pressure-time integral (PTI, kPa
s), and maximum force (MaF, N). In total, 50 parameters
were assessed: 5 variables under 10 masked zones.

Statistical analysis
Statistical analyses were performed using SPSS software
(SPSS 19.0; SPSS Inc., Chicago, IL, USA). The data were
explored for outliers and distribution. Normality was in-
vestigated using the one-sample Kolmogorov–Smirnov
test. Normally distributed data were presented as mean
(standard deviation, SD). In order to maintain the inde-
pendence of the data, only the left foot of each partici-
pant was chosen for assessment [25–27]. The intra-
session repeatability was evaluated via the calculation of
the ICCs and CVs (expressed as a percentage of the
mean) across the three repeated trials within the same
session. The inter-session repeatability was assessed
using the average of the three trials in each session to
determine the ICCs and CVs. We considered ICC <0.50
as poor, 0.50–0.75 as moderate, and >0.75 as good [8].
The type of ICC used for this analysis was a one-way
random ICC since the difference in the results between
test sessions was random [28]. The 95% confidence in-
tervals (CI) were also calculated with the ICCs.
Then, to assess the systematic differences between ses-

sions, paired t-tests were used to compare the mean
values of the foot loading parameters of interest for each
masked zone. The significance level was set at 0.05. A
reference range for foot loading parameters was calcu-
lated as “mean (six repeated trails on two sessions) ±
1.96 × SD” [11].

Results
Participant characteristics
The mean (SD, range) age, body mass, height, and BMI
of the participants were 26.4 (5.0, range 19–36) years,
69.6 (11.3, range 49.5–100.0) kg, 174.1 (6.9, range 159–
185) cm, and 22.9 (3.1, range 18.7–31.6) kg/m2, respect-
ively. Of the 32 participants, 15 (46.9%) were females
and 17 (53.1%) were males.

Intra-session repeatability
ICCs and CVs across the three repeated trials within the
same session ranged from 0.72 (MF)–0.91 (M2) and 12.4
(MH)–25.2% (MF) for PP, respectively, 0.65 (T2–5)–0.86
(LH) and 2.4 (M3)–19.7% (T2–5) for CT, respectively,
0.85 (T1 and T2–5)–0.95 (MF and MH) and 3.5 (MH)–
10.4% (T2–5) for CA, respectively, 0.63 (T1)–0.83 (M2
and M3) and 12.0 (M3)–27.7% (T2–5) for PTI, respect-
ively, and 0.78 (M5)–0.94 (T1) and 9.2 (MH)–25.2%
(MF) for MaF, respectively. The average ICCs and CVs

Fig. 1 Schematic diagram for the 10 subdivided zones of the foot
applied in the current study. Legend: The subdivided zones were T1)
hallux, T2–5) toes 2–5, M1) first metatarsal, M2) second metatarsal,
M3) third metatarsal, M4) fourth metatarsal, M5) fifth metatarsal, MF)
midfoot, MH) medial heel, LH) lateral heel
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values for all regions of the foot were respectively, 0.81
and 17.1% for PP, 0.78 and 7.8% for CT, 0.89 and 6.7%
for CA, 0.76 and 17.7% for PTI, and 0.84 and 17.1% for
MaF. The regional intra-session ICCs for the PP were
moderate in the MF zone and good in 9/10 masked
zones. For the CT, the intra-session ICCs were moderate
in T1 and T2–5 zones and good in the remaining 8
zones. For the CA, all the regional intra-session ICCs
were good. For the PTI, the intra-session ICCs were
moderate in T1, T2–5, M1, and MF zones and good in
the remaining 6 zones. For the MaF, all the regional
intra-session ICCs were good (Table 1).

Inter-session repeatability
The ICCs and CVs between the sessions ranged respect-
ively, from 0.76 (MF)–0.92 (M3) and 7.8 (LH)–16.8%
(T2–5) for PP, 0.81 (M5)–0.92 (MF) and 1.3 (M3 and
M4)–9.1% (T2–5) for CT, 0.80 (M3)–0.97 (MF) and 2.4
(MH)–8.4% (T2–5) for CA, 0.75 (T1)–0.90 (LH) and 9.2
(M2)–23.0% (T2–5) for PTI, and 0.78 (M5)–0.93 (T1)
and 7.7 (MH)–17.9% (MF) for MaF. The average ICCs
and CVs values for all regions of the foot were respect-
ively, 0.84 and 11.5% for PP, 0.87 and 4.5% for CT, 0.89
and 4.5% for CA, 0.81 and 14.2% for PTI, and 0.87 and
13.0% for MaF. All the regional inter-session ICCs for
the PP, CT, CA, PTI, and MaF were good in the 10
masked zones (Table 2).

Systematic differences in the values between sessions
There were no systematic differences in the mean values
of the PP, CT, CA, PTI, and MaF between sessions
(Table 3).

Normal foot loading parameters
The highest PP was recorded under the M2 zone [367.5
(87.9) kPa], followed by the M3 zone [344.6 (101.4) kPa],

the MH zone [255.7 (50.1) kPa], and the M4 zone [234.6
(56.3) kPa]. The T2–5 [47.1 (22.3) kPa] and MF [65.3
(27.3) kPa] zones showed the lowest PP (Table 4). When
CT was expressed as a percentage of the total stance
time, the M3 zone [82.8 (3.7) %] was the longest in con-
tact with the platform, closely followed by the M4 zone
[82.2 (3.9) %], the M2 zone [79.9 (4.3) %], and the M5
zone [77.8 (5.0) %]. The T2–5 zone [41.8 (12.0) %] had
the shortest CT (Table 4). In the case of CA, the MF
zone [38.4 (7.7) cm2] made the largest contact with the
Footscan® platform, followed by the MH zone [21.8 (2.4)
cm2], the LH zone [19.3 (2.1) cm2], the T2–5 zone [16.0
(3.2) cm2], and the T1 zone [15.5 (2.4) cm2], succes-
sively; the CA of the M4 zone [9.8 (1.2) cm2] was the
smallest (Table 4). The PTI was highest in the M2 zone
[88.3 (25.0) kPa s], followed by the M3 zone [85.2 (28.1)
kPa s] and the M4 zone [54.7 (20.3) kPa s]. The T2–5
zone [8.5 (3.9) kPa s] had the lowest PTI (Table 4). The
highest MaF was recorded under the MH zone [460.7
(106.7) N], followed by the M3 zone [370.1 (93.5) N]
and the LH zone [337.5 (82.4) N]. The T2–5 [69.3 (32.3)
N] and T1 [146.0 (59.9) N] zones had the lowest MaF
(Table 4). The reference ranges for PP, CT, CA, PTI, and
MaF are presented in Table 4.

Discussion
Plantar pressure measurement is a clinical tool for asses-
sing foot pathology, which has been regarded as an inte-
gral component while formulating the patient’s
intervention plans [29]. The Footscan® platform system
is commonly employed in the research and clinical set-
ting, and therefore, it is essential to determine the re-
peatability of this system and identify the standard
pressure values.
The mid-gait and two-step protocols are the com-

monly used methods to collect the foot pressure data

Table 1 Regional intra-session ICCs and CVs for plantar loading measures

Zone PP CT CA PTI MaF

ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%)

T1 0.84 (0.75 - 0.90) 19.8 0.72 (0.58 - 0.82) 16.3 0.85 (0.77 - 0.91) 7.8 0.63 (0.44 - 0.76) 25.1 0.94 (0.90 - 0.96) 17.7

T2–5 0.76 (0.63 - 0.84) 22.0 0.65 (0.47 - 0.77) 19.7 0.85 (0.77 - 0.90) 10.4 0.70 (0.54 - 0.81) 27.7 0.89 (0.83 - 0.94) 23.0

M1 0.77 (0.65 - 0.85) 19.8 0.82 (0.73 - 0.88) 10.3 0.89 (0.83 - 0.93) 9.1 0.75 (0.62 - 0.84) 16.6 0.80 (0.68 - 0.88) 19.7

M2 0.91 (0.87 - 0.95) 13.5 0.79 (0.69 - 0.87) 2.9 0.86 (0.79 - 0.91) 6.2 0.83 (0.73 - 0.89) 13.0 0.88 (0.80 - 0.93) 14.8

M3 0.86 (0.79 - 0.91) 15.0 0.78 (0.67 - 0.86) 2.4 0.86 (0.79 - 0.91) 6.5 0.83 (0.74 - 0.89) 12.0 0.80 (0.68 - 0.88) 15.6

M4 0.80 (0.70 - 0.87) 14.0 0.79 (0.68 - 0.86) 2.6 0.87 (0.81 - 0.92) 5.7 0.77 (0.65 - 0.85) 14.3 0.79 (0.66 - 0.87) 17.2

M5 0.78 (0.67 - 0.86) 16.1 0.78 (0.66 - 0.85) 3.7 0.88 (0.82 - 0.93) 6.8 0.76 (0.63 - 0.85) 15.3 0.78 (0.64 - 0.87) 19.1

MF 0.72 (0.57 - 0.82) 25.2 0.81 (0.72 - 0.88) 7.7 0.95 (0.92 - 0.97) 7.4 0.72 (0.58 - 0.82) 22.8 0.89 (0.83 - 0.94) 25.2

MH 0.82 (0.72 - 0.88) 12.4 0.83 (0.75 - 0.89) 5.9 0.95 (0.92 - 0.97) 3.5 0.81 (0.71 - 0.88) 15.1 0.81 (0.70 - 0.89) 9.2

LH 0.81 (0.72 - 0.88) 13.1 0.86 (0.79 - 0.91) 6.0 0.94 (0.91 - 0.96) 3.8 0.81 (0.72 - 0.88) 15.4 0.80 (0.68 - 0.88) 9.3

ICCs intraclass correlation coefficients, CVs coefficient of variations, PP peak pressure, CT contact time, CA contact area, PTI pressure-time integral, MaF maximum
force, CI confidence intervals, T1 hallux, T2–5 toes 2–5, M1 first metatarsal, M2 second metatarsal, M3 third metatarsal, M4 fourth metatarsal, M5 fifth metatarsal,
MF midfoot, MH medial heel, LH lateral heel
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[20, 30]. In some other plantar pressure system reliability
studies, the mid-gait protocol was adopted [7, 14]. The
researchers believed that the mid-gait was an optimal
representative of the normal gait [14], and the partici-
pants were allowed extra time to acclimatize themselves
to the mid-gait protocol to improve the quality of meas-
urement [7]. Compared with the mid-gait protocol, the
two-step protocol was simpler and time-saving [20, 31],
and thus, it might be more suitable for patients with se-
vere gait or coordination problems and those who ex-
perience difficulty in accomplishing a prolonged plantar
pressure test [31]. However, some authors reported that
the two-step protocol produced longer CT [20, 30, 32]
than the mid-gait protocol. In addition, Wearing et al.
[30] reported that the two-step protocol elicited reduc-
tions in both the PP and MaF beneath the heel. Hence,
the two-step protocol might not resemble the natural
gait [7]. In the present study, all the participants were
healthy and capable of ambulating independently; thus,
to record a natural gait, the mid-gait protocol was ap-
plied. Van der Leeden et al. [20] reported that a mini-
mum of three measurements were sufficient for
obtaining a consistent average. In the present study,
three representative trials were recorded per testing
session.
Herein, we assessed the repeatability of the Footscan®

platform system for the 50 parameters of interest by cal-
culating the ICCs and CVs. Considering the values of
ICCs, every dynamic parameter analyzed showed moder-
ate to good repeatability. For the intra-session repeat-
ability, the majority (86%, 43/50) of the parameters had
good repeatability (ICCs > 0.75), and the mean CV
values for PP, CT, CA, PTI, and MaF were 17.1, 7.8, 6.7,
17.7, and 17.1%, respectively. For the inter-session re-
peatability, all the parameters showed good repeatability,
and the mean CV values for PP, CT, CA, PTI, and MaF

were 11.5, 4.5, 4.5, 14.2, and 13.0%, respectively. Several
other studies demonstrated the intra- and inter-session
repeatability of different pressure measuring systems,
and the results were comparable to those observed in
the present study with ICCs > 0.75 [17] and CVs < 20%
[8, 33]. As is well-known, human gait is a rhythmical os-
cillation, and the foot steps are not identical in every gait
cycle [34, 35]. Therefore, the level of ICCs and CVs
achieved in the present study is clinically acceptable,
which suggests that the Footscan® system is repeatable.
In addition, we found that the inter-session repeatability
was higher than the intra-session repeatability owing to
the inter-session measurements being calculated with an
average of three trials. Therefore, using a single trial to
capture a participant’s foot loading parameters is not
sufficient, and multiple trials should be averaged to de-
crease the variability of gait, as physiological fluctuations
between trials are inevitable [23].
It is worth noting that the T2–5 and MF zones exhib-

ited lower ICCs and higher CVs than the other zones in
the variables that were analyzed. The findings were con-
sistent with those from previous studies that used the
Emed® and MatScan® platform systems [8, 15] and the
Pedar® in-shoe system [9], which indicated the poorest
repeatability in T2–5 and MF zones. The authors attrib-
uted the greater variability to the inherent variability in
these regions during gait and relative smaller force and
pressure exerted upon the T2–5 and MF zones [8, 15].
The present results supported the explanation. We
found that areas with lower PP and MaF, such as the
T2–5 and MF zones, showed lower repeatability than
the more loaded regions, such as the M2, M3, MH, and
LH zones. These findings are clinically important be-
cause the regions of the foot with high plantar pressures
are good indicators of potential injury [36, 37]. There-
fore, a higher repeatability in these zones is highly

Table 2 Regional inter-session ICCs and CVs for plantar loading measures

Zone PP CT CA PTI MaF

ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%) ICCs (95% CI) CVs (%)

T1 0.88 (0.76 - 0.94) 12.6 0.91 (0.82 - 0.96) 9.0 0.92 (0.84 - 0.96) 3.7 0.75 (0.50 - 0.88) 19.0 0.93 (0.84 - 0.97) 14.9

T2–5 0.84 (0.67 - 0.92) 16.8 0.87 (0.74 - 0.94) 9.1 0.82 (0.62 - 0.91) 8.4 0.78 (0.55 - 0.89) 23.0 0.90 (0.77 - 0.96) 16.3

M1 0.81 (0.60 - 0.91) 13.1 0.88 (0.75 - 0.94) 8.2 0.91 (0.81 - 0.96) 5.9 0.80 (0.59 - 0.90) 14.7 0.90 (0.76 - 0.96) 15.8

M2 0.87 (0.74 - 0.94) 8.9 0.89 (0.77 - 0.94) 1.8 0.87 (0.74 - 0.94) 4.0 0.86 (0.71 - 0.93) 9.2 0.89 (0.74 - 0.95) 9.5

M3 0.92 (0.83 - 0.96) 9.8 0.82 (0.63 - 0.91) 1.3 0.80 (0.60 - 0.90) 4.7 0.82 (0.63 - 0.91) 10.3 0.85 (0.66 - 0.94) 11.9

M4 0.82 (0.64 - 0.91) 10.6 0.84 (0.67 - 0.92) 1.3 0.88 (0.76 - 0.94) 3.9 0.80 (0.60 - 0.90) 12.5 0.80 (0.53 - 0.91) 12.2

M5 0.77 (0.54 - 0.89) 10.8 0.81 (0.60 - 0.91) 2.0 0.81 (0.62 - 0.91) 5.1 0.79 (0.57 - 0.90) 12.4 0.78 (0.50 - 0.91) 14.2

MF 0.76 (0.51 - 0.88) 16.2 0.92 (0.83 - 0.96) 4.1 0.97 (0.93 - 0.98) 3.8 0.82 (0.64 - 0.91) 18.3 0.89 (0.75 - 0.95) 17.9

MH 0.86 (0.71 - 0.93) 8.2 0.87 (0.73 - 0.94) 3.8 0.96 (0.92 - 0.98) 2.4 0.80 (0.59 - 0.90) 13.1 0.90 (0.77 - 0.96) 7.7

LH 0.89 (0.77 - 0.95) 7.8 0.87 (0.74 - 0.94) 3.9 0.95 (0.89 - 0.97) 2.7 0.90 (0.80 - 0.95) 9.3 0.81 (0.55 - 0.92) 9.1

ICCs intraclass correlation coefficients, CVs coefficient of variations, PP peak pressure, CT contact time, CA contact area, PTI pressure-time integral, MaF maximum
force, CI confidence intervals, T1 hallux, T2–5 toes 2–5, M1 first metatarsal, M2 second metatarsal, M3 third metatarsal, M4 fourth metatarsal, M5 fifth metatarsal,
MF midfoot, MH medial heel, LH lateral heel
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desirable for clinical applications [15]. In addition, the
information elicited from the analysis of the plantar
pressures and forces under the T2–5 and MF zones
should be treated with caution.
In the present study, we also identified the ranges for PP

under the healthy foot. Clinically, PP is the most relied
upon plantar pressure parameter [7]. In the current inves-
tigation, the higher PP values were found under the M2,
M3, and MH regions, and the lower ones were found
under the T2–5 and MF zones. These findings were in
agreement with the previous reports using other plantar
pressure platform systems [14, 26, 38]. Some authors re-
ported that the T1 zone exhibited the biggest PP [7], while
we found the highest PP value under the M2 zone, closely
followed by that of the M3 zone. Different observation re-
sults of the PP distributions could be attributed to differ-
ent divisions of the foot, softwares used for analysis,
participants, test protocols, experimental conditions, sen-
sor characteristics, and measuring technologies [14, 38].
It’s important to note that the mean PP values obtained

in this study using the Footscan® system are lower than
that from the other studies [7, 14, 26]. In 1996, Davis et al.
[39] recommended collecting the plantar pressure data
with sensors that have dimensions ≤6.36 mm × 6.18 mm.
Subsequently, Urry et al. [40, 41] used a pressure platform
with a sensor size of 5 mm × 6 mm to determine the ac-
curacy of the footprint CA measurements and the geo-
metric indexes derived from the footprints. The studies
reported that platforms with smaller sensor size and
greater spatial resolution might produce a more accurate
measurement of the footprint parameters [40, 41]. An-
other study by Urry et al. [42] recommended using plat-
forms that have sensors of 5 mm × 5 mm or less. They
believed that platforms with larger sensors would provide
an underestimation of the peak pressure. According to the
manufacturer’s manual, the sensor dimensions of the
Footscan® platform were 7.62 mm × 5.08 mm. The rela-
tively larger sensors and lower spatial resolution (2 sen-
sors/cm2) of the Footscan® platform might affect the
accuracy of the measurements. This reminds us that the
Footscan® system might be more appropriate for the com-
parisons of conditions using the same system rather than
situations where absolute values are required to determine
the clinical condition of the participants [17].
Consistent with previous studies using other plantar

pressure platform systems [7, 14, 38] and in-shoe sys-
tem [11], CT was longest in the metatarsal regions,
and the M3, M4, and M2 zones were the top 3 re-
gions showing long CT. The metatarsal heads bore
weight for 68.5–82.8% of the stance time, which is
comparable with previous studies using the platform
[7, 14] and in-shoe systems [9, 11].
CA is an important plantar pressure variable, and the

combination of CA and PP can provide a lot of

information for the prediction of potential damage. In
the current study, CA was highest under the heel region
(MH + LH zones), followed by the MF zone. Meanwhile,
the smaller CA was recorded under the metatarsal re-
gions which may lead to higher PP [14]. These results
are consistent with previous studies using the platform
[7, 14] and in-shoe systems [9, 11].
PTI of the whole stance phase reflects the integrated

effects of pressure and time, which is related to foot
pains [43, 44] and skin problems such as diabetic foot
ulcers [45]. Monitoring the PTI may serve as a valuable
strategy for the early prediction and prevention of the
pathological conditions. The PTI values found in this
study were higher under the M2 and M3 zones, and
lower under the MF and T2–5 zones, supporting the
findings of previous investigators who used the platform
[7, 14] and in-shoe systems [9, 11].
MaF is a commonly used dynamic plantar pressure par-

ameter. In the present study, the higher MaF values were
found under the MH, M3, LH, and M2 zones, and the
lower ones were found under the T2–5 and T1 zones. In
addition, the T2–5 and MF zones exhibited higher intra-
and inter-session CVs than the other zones for the MaF.
These findings were in agreement with previous reports
[8], which used the TekScan MatScan® platform system.
Nevertheless, there are some limitations of this study

that should be pointed out. First, this study is limited by a
small number of participants, which might reduce the reli-
ability of the results. Second, all the participants in the
present study were young healthy adults, and thus, our
findings cannot necessarily be extrapolated to other clin-
ical populations. Future investigations should focus on the
repeatability of the plantar pressure measurement in pa-
tients with gait problems. Third, the selection of a repre-
sentative step and manual corrections to the masked
zones were subjective; the need for a standardized method
is required. Finally, since different systems have different
performance characteristics, the range of foot loading pa-
rameters identified in the current study cannot be consid-
ered when using other brands of systems.

Conclusions
The results of this study indicate that the Footscan® sys-
tem is a reliable instrument for assessing the dynamic
plantar pressure distributions during barefoot level walk-
ing in healthy participants. The system displayed satis-
factory repeatability for the selected parameters that are
commonly used in clinical investigations. The ranges of
PP, CT, CA, PTI, and MaF values have been analyzed
and can be used to assist with the identification of cases
with foot problems. Moreover, the ranges should be used
cautiously, and the overall clinical situation must be
taken into consideration when making clinical judg-
ments and treatment recommendations.
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