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Abstract
Background: Walking patterns in stroke survivors are highly heterogeneous, which poses a

challenge in systematizing treatment prescriptions for walking rehabilitation interventions.

Objective: We used bilateral spatiotemporal and force data during walking to create a multi-site
research sample to: 1) identify clusters of walking behaviors in people post-stroke and
neurotypical controls, and 2) determine the generalizability of these walking clusters across
different research sites. We hypothesized that participants post-stroke will have different walking
impairments resulting in different clusters of walking behaviors, which are also different from
control participants.

Methods: We gathered data from 81 post-stroke participants across four research sites and
collected data from 31 control participants. Using sparse K-means clustering, we identified
walking clusters based on 17 spatiotemporal and force variables. We analyzed the biomechanical
features within each cluster to characterize cluster-specific walking behaviors. We also assessed
the generalizability of the clusters using a leave-one-out approach.

Results: We identified four stroke clusters: a fast and asymmetric cluster, a moderate speed and
asymmetric cluster, a slow cluster with frontal plane force asymmetries, and a slow and
symmetric cluster. We also identified a moderate speed and symmetric gait cluster composed of
controls and participants post-stroke. The moderate speed and asymmetric stroke cluster did not
generalize across sites.

Conclusions: Although post-stroke walking patterns are heterogenous, these patterns can be
systematically classified into distinct clusters based on spatiotemporal and force data. Future
interventions could target the key features that characterize each cluster to increase the efficacy

of interventions to improve mobility in people post-stroke.
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Introduction

Walking patterns differ between individuals to the point that we can recognize people by
how they walk !. These individual differences are more marked after a neurologic injury, such as
stroke 2, due to heterogeneity in stroke lesion type, size, location, and differences in recovery 3.
These individual differences in walking patterns make systematizing treatment prescription for
walking rehabilitation interventions a difficult clinical endeavor. The heterogeneity in walking
patterns has been acknowledged by Knutsson and Richards as early as 1979, stating that “therapy
and training in the hemiparetic patient should preferably be adapted to the disturbance in each
individual case” 4. In this study 4, researchers used paretic electromyography (EMG) and walking
kinematics to qualitatively identify three subgroups of abnormal muscle activation during
walking post-stroke — early triceps surae activation, decreased activation of paretic musculature,
and paretic muscle coactivation. Similarly, Olney and Richards qualitatively identified different
subgroups of walking impairments in the spatiotemporal, kinematic, and kinetic domains 7. Also,
a seminal study by our co-authors* investigated paretic leg kinematics and used hierarchical
clustering to identify four clusters of walking behaviors, distinguished by walking speed and
paretic knee flexion angles at different points during the gait cycle 3. While these studies
identified individual differences in paretic leg function during walking, walking patterns post-

stroke are defined not only by paretic leg function but also by non-paretic leg function 8.

To characterize functional differences between the paretic and non-paretic legs during
walking, recent studies have used asymmetry measures in kinematics *'# or forces 1518, These
asymmetry measures are compared to asymmetries observed in neurotypical controls to classify

individuals post-stroke into subgroups with higher, comparable, or lower asymmetries than

http://mc.manuscriptcentral.com/nnr
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control participants °~!°. However, individuals might be classified as symmetric in one feature,
for example step lengths, while remaining asymmetric in other features, for example joint
kinematics '°. Therefore, we reasoned that using an approach that allowed simultaneously
assessing multiple measures of walking, we can quantitatively identify distinct subgroups of
walking behaviors beyond those identified via a single asymmetry measure, which could inform

more specific clinical rehabilitation targets.

Identifying subgroups of walking behaviors requires a heterogeneous sample that
encompasses the different combinations of gait deviations observed in survivors of stroke.
Achieving this heterogeneity necessitates a large sample size. However, studies in walking post-
stroke typically collect small, single site samples: for example, a systematic review of 46 studies
in walking post-stroke reported sample sizes between 8 and 39 participants 2 that lack the
heterogeneity of walking behaviors observed post-stroke. Additionally, activity levels,
socioeconomic, and ethnic disparities in post-stroke care across geographical locations influence
the walking patterns of the samples engaged in research at different sites 2'-2°. Therefore,
combining data across different sites increases sample size and heterogeneity of behaviors
measured in research studies, which ultimately can improve the generalizability of research

findings to the overall post-stroke population.

Here, we obtained measures derived from ground reaction forces (GRFs), which is the
simplest data collected across research labs that use instrumented treadmills, to generate a multi-
site sample and used a data-driven approach to identify subgroups of walking behaviors in

people post-stroke and controls. We used sparse K-means clustering to obtain a subset of
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features that define walking clusters, and determined whether different levels of function and
impairment distinguish these walking clusters, such that they are indicative of different walking
subgroups. We determined whether the observed walking clusters are generalizable across
research sites. We hypothesized that participants post-stroke will have different walking features
resulting in different clusters of walking behaviors, which are also different from control
participants >1426_ Our results could provide the basis for designing and testing targeted

interventions aimed at improving walking quality in people post-stroke.

Methods:

Data Curation

The lack of standardized protocols for collecting, processing, and analyzing walking data
can limit researchers’ ability to combine walking data ?’. However, bilateral ground reaction
forces (GRFs) measured using instrumented treadmills are commonly collected across research
sites. These GRFs result from muscles generating forces at each segment which then is applied to
the ground during walking ?82°, providing insight into how each extremity contributes to the
main objectives of walking, defined as shock absorption, stance stability, and forward
progression »°. Additionally, these GRFs can be used to derive spatiotemporal walking metrics
such as step lengths, step times, and speed 3°. Thus, we gathered GRF data from individuals with
chronic hemiparetic stroke walking at their self-selected speed. We gathered data from: Rancho
Los Amigos (Rancho, N=7 3!), collected from an overground force plate at 2500 Hz (Kistler
Instrument Corp., Amherst, NY) for the paretic extremity only. University of Southern California

(USC2018 N=22 ? and USC2021 N=23 12, the first author reviewed all data to ensure no
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duplicates between studies): participants walked for three minutes on a Bertec instrumented

treadmill (Columbus, OH, USA) that measured ground reaction forces at 1000 Hz. Kennedy
Krieger Institute/Johns Hopkins University School of Medicine (JHU, N=10 '°): participants
walked for five minutes on a Motek instrumented treadmill (Amsterdam, NL) that recorded
forces at 1000 Hz. Emory University (Em, N=9 32): participants walked for one minute on a
Bertec instrumented treadmill (Columbus, OH, USA) that measured ground reaction forces at
1000 Hz. University of Pittsburgh (Pitt, N=21 33-3%) participants walked between 150 and 320
strides on a Bertec instrumented treadmill (Columbus, OH, USA) that measured ground reaction
forces at 1000 Hz (Fig. 1A). We received GRF data for each gait cycle, normalized to 100 points
per gait cycle, filtered with a fourth order lowpass Butterworth filter with a 15 Hz cut-off
frequency for JHU and with a 20 Hz cutoff for Pitt. Data from Emory were shared as raw data.
We filtered data from Em and USC using a 20 Hz cut-off low-pass zero-lag digital Butterworth

filter.

We also collected data for 32 age and gender-matched neurotypical control participants
using a Bertec instrumented treadmill (Columbus, OH, USA). We used the control data in the
definition of the different walking clusters, to determine whether individuals post-stroke could be
comparable to neurotypical adults walking at the reduced speed of people post-stroke, such that
controls and participants post-stroke would belong to the same clusters. Control participants

were age and sex matched to the participants in the USC2021 study 2.

Participants post-stroke held onto a front handrail during walking in all studies except

USC2021 2 and Pitt 3333, Control participants did not hold onto a handrail. The respective IRB
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approved all studies, and all participants provided written informed consent before testing. Data
collection for neurotypical control participants was approved by the USC IRB number HS-19-
00430. Data gathering was approved by the USC IRB number HS-19-00075. IRB-approved Data
Use Agreements (DUA) were established between USC and each research institution. Data from

Rancho were excluded as they were collected overground: all DUAs and data sharing manuals

were first implemented with Rancho, which was vital in setting up this project. We accumulated

GRF data for 92 participants post-stroke (Fig. 1A). We compiled information about participant
age, sex, time post-stroke in months, paresis, mass, treadmill walking speed, and lower extremity

Fugl-Meyer score 3¢ (out of 34 points for the motor scale) (Table 1).

Data processing

From the GRF data collected across labs, we used custom code and derived 17 walking
variables common across all labs. Variable definitions are presented in Table 2. We obtained
averages across strides for all variables for each participant. Data processing was done using

custom code written in Matlab 2021b (The MathWorks, Natick, MA).

For data collected in neurotypical adults, leg dominance was defined as the leg they
would use to kick a ball, which was the right leg for all participants. We compared the non-

dominant leg of control participants to the paretic leg and the dominant leg to the non-paretic leg.

Stride-by-stride data in a subset of participants post-stroke and controls are available for
download from the Stroke Initiative for Gait Data Evaluation (STRIDE) database 37 hosted by the

Archive of Data on Disability to Enable Policy and Research (ADDEP).
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Statistical analyses

Statistical analyses were done in RStudio, R version 4.1.2. Since multiple researchers
collected data, identifying potential acquisition issues and quality assessment was done post-hoc.
To remove noisy data and outliers, we quantified the mean and standard deviation of all variables
in our sample, including both participants post-stroke and controls and removed participants with
datapoints outside of the mean + 3*standard deviation range (Supplementary Table 1). The final
sample comprised 81 participants post-stroke and 31 controls for 112 participants (Fig. 1A). For
all analyses comparing participants post-stroke with neurotypical controls, we used data with

neurotypical control participants walking at a matched speed to participants post-stroke.

Given that many walking variables are correlated due to the inherent coordination found
in the walking pattern, the clusters found in the data can be accounted for by a small subset of
features. Thus, we used sparse K-means clustering analyses 3% which uses a Lasso penalty 3° to
derive a sparse subset of features with non-zero predictors. We z-scored all variables before
analyses, and set K=5 clusters in agreement with prior work identifying four subgroups of
participants post-stroke 3, and an additional control group. We verified that K=5 provided
clusters that maximized the between clusters distance via the Krzanowski and Lai index*’. Using
the sparcl package in R, we chose the tuning parameter for the Lasso penalty 3, which
determines the number of non-zero predictors to use in our analyses that maximizes between
cluster variance and minimizes within cluster variance. We ran 100 permutations in a search

space between 1 and the square root of the number of candidate variables included in the sparse
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clustering analyses, i.e., sqrt(17) and set the number of random starts to 100 to avoid finding a

local minimum.

We assessed stability of the clusters identified in this study via the Jaccard similarity
index 4143, We resampled the 112 participants with replacement via bootstrap to obtain 10,000
new samples, and identified K=5 clusters for each bootstrap iteration. We then measured the
proportion of observations consistently assigned to the same cluster over each iteration; this
proportion is the Jaccard index. A Jaccard below 0.6 indicates that the clusters are unstable, a
Jaccard between 0.6 and 0.75 shows moderately stable clusters, between 0.75 and 0.85 stable

clusters, and a Jaccard above 0.85 indicates highly stable clusters.

We used linear models with cluster as a categorical fixed effect to determine whether
there were significant differences across clusters in participants’ biomechanical features, as well
as participant demographics and Fugl-Meyer scores. We performed multiple comparisons using
Tukey-Kramer adjusted critical values. We used the results from these multiple comparisons to
characterize the cluster-specific walking behaviors, by identifying which features were
significantly different across clusters. Within each cluster, we used t-tests with false discovery
rate (FDR) corrected p-values for all spatiotemporal and force variables, to compare paretic

values relative to non-paretic values to determine asymmetries in each cluster.

We assessed generalizability of each research site by determining the number of

participants from each site that were included in each cluster. To assess whether the observed

clusters can be generalized, we performed a leave-one-out sparse K-means clustering approach,
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leaving out data from each site simultaneously (Em, Pitt, JHU, USC2018, USC2021). We
mapped the clusters obtained in each iteration of the leave-one-out approach to the clusters using
the full dataset. We interpret cluster generalizability based on its Jaccard 4* and the similarity of

the descriptive walking and impairment measures within each cluster.

Results

Our final sample was composed of 112 participants (Fig. 1, Table 1 and 2,
Supplementary Fig. 1). At a group level, participants post-stroke showed significant differences
in paretic swing (p=0.007) and stance times (p=0.005), medial and lateral ground reaction forces
(p<0.001), braking (p=0.032), and propulsion (p<0.001) compared to the non-paretic extremity.
Chronicity (p=0.024), impairment measured via FM score (p=0.001), and walking speed

(p<0.001) differed across sites (Fig. 1B-D).

Sparse K-means clustering identified 8/17 features with non-zero weights from which
five distinct clusters could be obtained (Fig. 2, Supplementary Figs. 2 — 5). The Krzanowski and
Lai index (Supplementary Fig. 2) was maximal for K=5 clusters. Analyses of the clusters
obtained showed different walking behaviors from those observed at a group level. The variables
that maximized between cluster variance and minimized within cluster variance, as shown by the
non-zero weights returned by the Lasso analyses, were paretic and non-paretic stance times, non-
paretic propulsion, speed, paretic step length, paretic and non-paretic braking, and non-paretic

step length (Fig. 2). The data for the paretic extremity was combined with the non-dominant

extremity in controls, and the data for the non-paretic extremity was combined with the

dominant extremity in controls. We describe the obtained clusters next:
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Cluster 1 — Fast speed and asymmetric stroke cluster: N=10 stroke participants.
Composed of four participants from JHU, three from Pitt, two from USC2018 and one from
USC2021. Participants had mild impairment (FM 29+3, Fig. 2D).

Walking characteristics: Participants in the fast and asymmetric cluster had the fastest speed

(0.97+0.17 m/s, p<0.001, Fig. 2C, Fig. 3), and were classified as community ambulators %44, Step
lengths were 0.49+0.05 and 0.51+£0.07 m for the paretic and non-paretic extremities, the longest
of all post-stroke participants. Participants had the largest braking and propulsive GRFs
bilaterally (p<0.001), and showed marked asymmetries: non-paretic propulsion was 72% greater
than paretic propulsion (p<0.001), and non-paretic stance (p=0.015) and paretic swing times
(p=0.017) were longer than the contralateral extremity.

Cluster stability and generalizability: The Jaccard index for the fast and asymmetric cluster was

0.72 (Fig. 4), and during the leave-one-out validation varied between 0.63 and 0.75. Leaving out
the data from JHU, which was the sample with the highest walking speed, had the greatest effect
on cluster stability and reduced the Jaccard to 0.63. Given the absence of the JHU participants,
many participants changed cluster membership and the number of participants in the fast and
asymmetric cluster increased to 32, and the average speed decreased to 0.78m/s as the speed
requirement for this cluster became less stringent. Despite the change in membership, the general
characteristics of the fast and asymmetric cluster remained consistent, thus, the cluster is

generalizable.

Cluster 2— Moderate speed, symmetric and short stance times in controls and stroke:

N=22 composed of 11 control and 11 post-stroke participants. Participants post-stroke were four
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from Pitt, one from USC2018 and six from USC2021. Participants post-stroke in the moderate
speed, symmetric cluster had mild impairment (FM 29+4, Fig. 2D).

Walking characteristics: Participants in the moderate speed, symmetric cluster walked at

0.61+£0.14 m/s (greater than the slow clusters, p<0.005 and less than the fast cluster, p<0.001),
classified as least limited community ambulators %44, Step lengths were 0.35+0.06 m for both the
paretic and non-paretic extremities. Additional analyses also showed that stance times were
shorter in the moderate speed, symmetric cluster compared to all other clusters (Fig. 3). Post-
stroke participants in the moderate speed, symmetric cluster were symmetric across all variables
measured, making them comparable to controls walking at this slow speed.

Cluster stability and generalizability: The Jaccard index for the moderate speed, symmetric

cluster was 0.63 and varied between 0.6 and 0.87 during validation, bordering on stable to highly
stable. Leaving out the data from Em, JHU, USC2018, and USC2021 made the moderate speed,
symmetric cluster exclusively a control cluster with Jaccard indices of 0.87, 0.63, 0.80, and 0.85.
Leaving out the data from Pitt reduced the Jaccard to 0.6 and reduced the number of control
participants in the moderate speed, symmetric cluster to eight, with one participant from Em,
four from JHU and four from USC. Given that this cluster is primarily a control cluster during
validation and that the Jaccard remains in the moderately stable to the highly stable range, the
moderate speed, symmetric cluster is generalizable and may indicate changes in the walking

pattern that are adopted when people walk at a slower speed.

Cluster 3 — Moderate speed, asymmetric cluster of participants post-stroke and controls:

N=34. 11 controls and 23 participants post-stroke from all sites. Post-stroke participants had mild

impairment (FM 2743, Fig. 2D).
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Walking characteristics: Participants in the moderate, asymmetric cluster walked at 0.69+0.16

m/s, classified as least limited community ambulators ®** (faster than Cluster 4 and Cluster 5,
p<0.005 and slower than Cluster 1, p<0.001). This was the only cluster that showed cluster-level
step length asymmetry, with longer paretic steps (p=0.032).

Stance times were a shorter percentage of the stride sample compared to all other clusters (Fig.
3). Forces were highly asymmetric both for participants post-stroke and control participants in
this cluster. The non-paretic peak lateral GRF was 62% greater than the paretic lateral GRF
(p<0.001), non-paretic propulsion was 62% greater than paretic propulsion (p<0.001), and
paretic braking was 28% greater than non-paretic braking (p=0.001).

Cluster stability and generalizability: The Jaccard index for the moderate, asymmetric cluster

using the entire dataset was 0.75 and during the leave-one-out validation varied between 0.51
and 0.81, from unstable to stable. Leaving out the data from Pitt or USC2018 reduced Jaccard
indices to 0.51 (Fig. 4A). Leaving out the data from Em, JHU, USC2018, or USC2021 made the
moderate, asymmetric cluster a primarily control cluster composed of three participants post-
stroke from Pitt and nine controls. In contrast, leaving out the data from Pitt made the moderate,
asymmetric cluster a primarily stroke cluster with three control participants and 13 participants
post-stroke. Given the change in cluster from a control cluster to a stroke cluster during

validation, this cluster is not generalizable across sites.

Cluster 4 — Slow speed and frontal plane force asymmetries: N=16 primarily stroke

participants, three from Em, five from Pitt, three from USC2018, two from USC2021 with

moderate to mild impairment (FM 2048, Fig. 2D). This cluster included three control
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participants who walked with a frontal plane waddling pattern to account for the slower speeds to
match participants post-stroke.

Walking characteristics: Participants in the slow cluster with frontal plane asymmetry walked at

0.35+0.13 m/s (slower than the fast and the two moderate speed clusters, p<0.001), classified as
unlimited household ambulators ®**, Step lengths were 0.29+0.08 and 0.31+0.09m for the paretic
and non-paretic extremities, respectively. Participants within the slow cluster with frontal plane
asymmetry had stance times that were a longer percentage of the gait cycle compared to all other
participants (p<0.001), non-paretic stance was markedly longer than paretic stance (p<0.001),
and paretic swing time was also longer than non-paretic swing time (p=0.038). The paretic
medial GRF was 25% greater than the non-paretic counterpart (p=0.013), and a paretic lateral
GRF that was half of its non-paretic counterpart (p=0.005, Fig. 3). Non-paretic propulsion was
61% greater than paretic propulsion (p=0.006). Participants in the slow cluster with frontal plane
asymmetry generated non-paretic propulsion at around 31% of the gait cycle, significantly later
than all other clusters (p<0.0001), and had significantly longer double support times than all
other clusters (p<0.001).

Cluster stability and generalizability: The Jaccard index for the slow cluster with frontal plane

asymmetry using the entire dataset was 0.87, and during the leave-one-out validation varied
between 0.73 and 0.80, indicating a stable cluster. Given the high stability with the entire dataset
and maintained stability during the leave-one-out approach, this cluster is generalizable across

sites.

Cluster 5 — Slow speed, symmetric. N=30, primarily stroke cluster of participants from all

sites with moderate impairment (FM 2144, Fig. 2D).
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Walking characteristics: Participants in the slow speed symmetric cluster walked at 0.45+0.13

m/s (slower than the fast and moderate speed clusters, p<0.001), classified as the most limited
community ambulators 44, Step lengths were 0.3120.08 and 0.3120.09m for the paretic and non-
paretic extremities, respectively. The percent of the gait cycle in the swing phase was
significantly shorter for participants in the slow speed, symmetric cluster. Participants within the
slow speed symmetric cluster were symmetric except with regards to propulsion, which was 30%
greater in the non-paretic extremity (p=0.005), and the medial GRF, which was greater in the
paretic extremity (p=0.003).

Cluster stability and generalizability: The Jaccard index in the slow speed, symmetric cluster

using the entire dataset was 0.73 and during the leave-one-out validation varied between 0.57
and 0.72, from unstable to moderately stable. Leaving out the data from JHU, which contributed
two participants to this cluster, had the greatest effect on cluster stability, increasing the Jaccard
to 0.57 and walking speed to 0.60 m/s. Leaving out the USC2018 data decreased the Jaccard to
0.64 and increased walking speed to 0.63 m/s. Despite the lower Jaccard, the characteristics of
the slow speed symmetric cluster, mainly low propulsion and short swing times remained

consistent, making this cluster generalizable.

Discussion

We identified five clusters of walking behaviors in a combined sample of people post-

stroke and controls. Contrary to our hypothesis, we did not identify a cluster composed

exclusively of control individuals: we identified a cluster with an equal number of control

participants and participants post-stroke, the latter of whom seemed to have reduced walking

impairment. We also identified clusters with mostly participants post-stroke and a few controls,
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which points to the fact that slow walking speeds can lead to aberrant gait patterns even in

healthy controls #°. The clusters obtained in our study point at different levels of function and

impairment defining each cluster, which correspond to different walking subgroups post-stroke.
We assessed the generalizability of clusters and observed that 4/5 clusters were generalizable
across research sites. These clusters were: Cluster 1: a cluster of post-stroke participants with fast
walking speed and asymmetric propulsion; Cluster 2: a cluster of controls and stroke participants
walking with moderate speed and symmetric steps, with apparent impairments due to reduced
speed, such as short stance times, low propulsion; Cluster 4: a cluster of participants post-stroke
walking with a slow speed and asymmetric medial and lateral ground reaction forces; and Cluster
5: a cluster of post-stroke participants who walked with a slow speed, short swing times and slow
but symmetric steps. It may be possible to develop more personalized intervention targets by
considering the cluster to which a given patient is assigned. For example, a post-stroke
participant in the fast cluster can benefit from an intervention to increase paretic propulsion 746~
48; a post-stroke participant in the moderate symmetric cluster can benefit from an intervention to
increase speed 134931; a post-stroke participant in the slow, frontal asymmetry cluster can benefit
from interventions to reduce asymmetries in medial and lateral GRFs *2; and a post-stroke
participant in the slow symmetric cluster can benefit from increasing speed >3, swing times, and
step lengths. The effects of these targeted interventions are still unknown, and future work will
determine whether addressing cluster specific impairments will lead to a shift towards a control
cluster, or a shift towards a different stroke cluster. Taken together, our results provide a
preliminary cross-sectional analyses to estimate which subject-specific walking-related variables
could be targeted in interventions to improve mobility and promote neuroplasticity in the long

term 4.
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Our findings complement those of our co-authors who showed speed to be the greatest
determinant in allocating participants to specific clusters 3, and previous work using speed alone
to classify participants to ambulation categories . Similar to Mulroy, 2003, we found one fast
cluster of participants post-stroke, one moderate speed cluster and two slow clusters. A recent
study used paretic and non-paretic kinematic data in 36 stroke survivors and identified six
distinct walking clusters 3 based on range of motion for the paretic and non-paretic side. Like
our results, Kim et al. observed different types of impairment associated with the different
clusters. A potential limitation of these two studies is that they comprise single-site datasets,
which might be biased by geographical affordances. We complement the clusters described by
Mulroy by providing insights into both paretic and non-paretic spatiotemporal characteristics and
forces generated by each limb. One of our slow clusters had asymmetric mediolateral forces
(Cluster 4), which corresponds to the slow extended cluster in Mulroy 2003: this cluster in
Mulroy 2003 showed knee hyperextension in mid-stance, which limits pre-swing and swing knee
flexion and toe clearance, leading to frontal plane compensations and asymmetric frontal plane
forces, as observed in our study. Our other slow cluster, Cluster 5 also corresponds to the very
slow velocity and excessive knee flexion cluster from Mulroy 2003. Thus, comparison of our
clusters to those previously reported show consistency of subgroups of walking patterns, and

provide additional insights into non-paretic function in these subgroups.

The variables that had the largest effect on the between cluster variance, were paretic and

non-paretic stance times, non-paretic propulsion, speed, paretic step length, paretic and non-

paretic braking, and non-paretic step length. It is worth noting that none of these variables on
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their own are sufficient to identify the clusters that we observed, similar to what was concluded
by Mulroy, 2003. For example, speed ranges overlapped for participants in Clusters 2 and 3 and
for participants in Clusters 4 and 5, yet different stance times and forces were observed between
clusters despite overlapping speeds, indicating that speed alone was not the only factor driving
the between cluster differences. Thus, here we show that while speed influences many gait
features, speed alone is not enough to classify post-stroke individuals in more specific subgroups

of impairment.

Cluster 3, the moderate speed and asymmetric cluster was not stable or generalizable, consistent
with the fact that the common impairments of stroke participants, and how they compare to
control participants within Cluster 3 was less clear. For example, participants in Cluster 3 had
highly asymmetric forces between the paretic and non-paretic extremity whereas control
participants within the cluster were not asymmetric. Similarly, at a group level, participants
within Cluster 3 were the only ones to show marked step length asymmetry with longer paretic
steps. It could be the case that Cluster 3 is composed of participants for whom the measured
spatiotemporal and kinetic variables included in analyses does not account for variability in the
data. Future work will aim to use joint level kinematic, kinetic or EMG measures to determine
whether these more specific measures can detect evident differences in walking patterns in these

individuals.

We observed differences in cluster specific speed and FM scores compared to group level

averages in these variables. For example, the average FM score for all participants was 24.6 +

5.6 points, yet as seen in Figure 2D, this average value does not align with any of the cluster-
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specific averages. We also observed that similar levels of impairment measured via overlapping
FM scores between clusters could be associated with vastly different walking speeds:
participants in Cluster 1 walked significantly faster than those in Clusters 2 and 3, despite no
differences in FM scores. Clinically this might imply that participants in Clusters 2 and 3 have
the capacity to walk at faster speeds, given their impairment. Note that these differences in
behavior and capacity between clusters could inform clinical practice beyond group level
averages.

Interestingly, our findings show that some commonly reported spatiotemporal impairments
post-stroke are observed in only a subset of post-stroke participants 82861, For example, we
observed asymmetric stance times only for participants in the fast cluster, and asymmetries in
step lengths only in Cluster 3 11616667 a5 well as varying degrees of paretic propulsion that were
not uniformly associated with walking speed or impairment >°. Finally, and surprisingly, we did
not observe any asymmetries in the peak vertical GRF among our participants. Thus, our results
show in a sample of 81 participants post-stroke that spatiotemporal asymmetries are less

pronounced than what has been shown in the seminal literature using smaller samples.

We observed significant differences in participant impairment and function across research
sites. Consistent with prior literature, control participants’ self-selected walking speed was faster
than post-stroke participants’’. Similarly, participants from Pitt had lower impairment compared
to Emory and USC2018, while participants from JHU walked at faster speeds than those from
Em, and USC. Additional information about activity levels and access to post-stroke care across
geographical locations could provide information about the causes of the differences in

impairment and function between sites. Given these differences, we assessed generalizability by
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assessing cluster stability when removing each experimental sample from our dataset. This
approach assessed both generalizability of the cluster such that its definition did not depend on
the experimental samples, as well as generalizability of the experimental samples such that if a
sample needed its own cluster, it would imply that participants in that sample are distinct from
all other participants. We did not find a cluster of participants post-stroke from a single research
site. Additionally, 4/5 clusters were generalizable across research sites. However, we did find
that some research sites did not contribute to specific clusters. For example, participants from
JHU were not part of Cluster 4, and participants from Em were not part of the fast cluster,
consistent with the significant differences in walking speeds observed between both samples.
These results confirm that some samples may not encompass all different walking behaviors

observed after stroke.

Limitations

There are multiple limitations in our study. First, this study used variables derived from
gait analyses to identify clusters indicative of subgroups of walking impairment. The variables
used in this study are easy to capture via GRFs and represent global measures of walking that
relate to the coordinated action of multiple segments and joints. However, joint-level kinematic
and kinetic measures might capture impairments that cannot be inferred from GRF data alone.
Future research efforts should aim to establish standards for data collection that allow combining
more complex data across sites, such as joint-level kinematics, kinetics and EMG patterns.
Second, we extracted peak force as the feature representing GRF data due to the ease to capture
these measures. Future work can assess whether other GRF features, such as impulses, or GRFs

during more specific points during the gait cycle provide more insight into the range of walking
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impairments in people post-stroke. Third, we were also limited in the sample size of control
participants which was unbalanced and matched in speed to the USC2021 sample only. The
sample size across study sites was also unbalanced, with samples from Em and JHU consisting
of ~10 participants and the samples from USC and Pitt consisting of ~20 participants, providing
different heterogeneity within each sample and different contribution of each site to the overall
sample. Stability analyses show however, that changes in stability when removing each of the
samples were not just due to sample size: removing the JHU sample which consisted of 10
participants with the highest speeds decreased cluster stability for most clusters, while removing
the USC2018 sample did not change cluster stability uniformly. We interpret this to indicate that
the characteristics of the samples had a greater influence on cluster stability than did sample size.
Future multi-site studies can address these points. Fourth, participants in this study were all in
the chronic phase of stroke recovery; future work should assess if these clusters are consistent or
change across recovery phases. Fifth, data were collected with participants walking on a
treadmill which may induce changes in walking patterns compared to overground walking 7.
However, some of our clusters were similar to those reported by Mulroy 2003 >, indicating
consistency of clusters on the treadmill compared to overground. In addition, the use of a
handrail in some of the experimental protocols could have influenced participant’s walking
patterns 3. Future work could systematically assess whether participants are assigned to the same
clusters measured during treadmill walking as to during overground walking. Finally, we used
average metrics within participants, despite different patterns of stride-to-stride variance during
post-stroke walking !3. Future work in larger samples can include stride-to-stride variance as

additional features to characterize post-stroke walking patterns.
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Conclusions

We compiled and curated GRF data across multiple research sites in people post-stroke
and controls. Using simple measures derived from GRFs, we identified five clusters of different
walking behaviors. Four of these clusters captured walking subgroups that were generalizable
across study sites. Our findings provide new information about how to classify the heterogeneity
of gait patterns post-stroke. Identifying more specific types of walking impairment and different
intervention targets for each subgroup can move the field of neurorehabilitation toward a

recision medicine approach *°, and improve the effectiveness of rehabilitation interventions.
b

Acknowledgments

We want to thank Chang Liu, PhD, Sungwoo Park, PhD, Tara Cornwell, Ryan Novotny,
Catherine Yunis, Carly Sombric, PhD, Digna DeKam, PhD, Thu Nguyen, PhD, Justin Liu,

Purnima Padmadaban and all trainees who contributed to data collection at all study sites.

This work was funded by:

NIH NCATS grants nos. KL2TR001854 (N Sanchez), RO3TR004248 (N Sanchez), and NIH
NCMRR grant no. P2CHD065702 (N Sanchez);

NIH NICHD grant no. RO1-HD091184 (J.M. Finley),

NIH NINDS grant no. R21 NS120274 (N. Schweighofer)

NIH NIA grant no. R21 AG059184 (R. Roemmich)

NIH NINCHD grant nos. RO1 HD095975 and R21 HD095138 (T. Kesar)

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

REFERENCES

1. Cutting JE, Kozlowski LT. Recognizing friends by their walk: Gait perception without familiarity cues.
Bull. Psychon. Soc. 1977;9:353-356.

2. Winner TS, Rosenberg MC, Kesar TM, Ting LH, Berman GlJ. Discovering individual-specific gait
signatures from data-driven models of neuromechanical dynamics. Neuroscience; 2022. Available at:
http://biorxiv.org/lookup/doi/10.1101/2022.12.22.521665. Accessed April 26, 2023.

3. Shiavi R, Bugle HJ, Limbird T. Electromyographic gait assessment, part 2: Preliminary assessment of
hemiparetic synergy patterns. Journal of rehabilitation research and development. 1987;24:24-30.

4. Knutsson E, Richards CL. Different types of disturbed motor control in gait of hemiparetic patients.
Brain. 1979;102:405-430.

5. Mulroy S, Gronley JA, Weiss W, Newsam C, Perry J. Use of cluster analysis for gait pattern
classification of patients in the early and late recovery phases following stroke. Gait & Posture.
2003;18:114-125.

6. Perry J, Garrett M, Gronley JK, Mulroy SJ. Classification of walking handicap in the stroke population.
Stroke. 1995;26:982-989.

7. Olney SJ, Richards C. Hemiparetic gait following stroke. Part I: Characteristics. Gait and Posture.
1996;4:136-148.

8. Roerdink M, Beek PJ. Understanding Inconsistent Step-Length Asymmetries Across Hemiplegic
Stroke Patients: Impairments and Compensatory Gait. Neurorehabil Neural Repair. 2011;25:253-258.

9. Sanchez N, Finley JM. Individual differences in locomotor function predict the capacity to reduce
asymmetry and modify the energetic cost of walking post-stroke. Neurorehabilitation and Neural Repair.
2018;25:1-13.

10. Balasubramanian CK, Neptune RR, Kautz SA, Bowden MG, Neptune RR, Kautz SA. Relationship
Between Step Length Asymmetry and Walking Performance in Subjects With Chronic Hemiparesis.
Archives of Physical Medicine and Rehabilitation. 2007;88:43-49.

11. Allen JL, Kautz SA, Neptune RR. Step length asymmetry is representative of compensatory
mechanisms used in post-stroke hemiparetic walking. Gait and Posture. 2011;33:538-543.

12. Park S, Liu C, Sanchez N, Tilson JK, Mulroy SJ, Finley JM. Using Biofeedback to Reduce Step
Length Asymmetry Impairs Dynamic Balance in People Poststroke. Neurorehabilitation and Neural
Repair. 2021;35:738-749.

13. Sanchez N, Schweighofer N, Finley JM. Different biomechanical variables explain within-subjects
versus between-subjects variance in step length asymmetry post-stroke. IEEE Transactions on Neural

Systems and Rehabilitation Engineering. 2021;29:1-1.

14. Kettlety SA, Finley JM, Reisman DS, Schweighofer N, Leech KA. Speed-dependent biomechanical
changes vary across individual gait metrics post-stroke relative to neurotypical adults. bioRxiv. 2022.

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

15. Kim CM, Eng JJ. Symmetry in vertical ground reaction force is accompanied by symmetry in
temporal but not distance variables of gait in persons with stroke. Gait and Posture. 2003;18:23-28.

16. Roelker SA, Bowden MG, Kautz SA, Neptune RR. Paretic propulsion as a measure of walking
performance and functional motor recovery post-stroke: A review. Gait and Posture. 2019;68:6—14.

17. Hsiao H, Knarr BA, Pohlig RT, Higginson JS, Binder-Macleod SA. Mechanisms used to increase
peak propulsive force following 12-weeks of gait training in individuals poststroke. Journal of
Biomechanics. 2016;49:388-395.

18. Allen JL, Kautz SA, Neptune RR. Forward propulsion asymmetry is indicative of changes in
plantarflexor coordination during walking in individuals with post-stroke hemiparesis. Clinical
Biomechanics. 2014;29:780-786.

19. Padmanabhan P, Rao KS, Gulhar S, Cherry-allen KM, Leech KA, Roemmich RT. Persons post-stroke
improve step length symmetry by walking asymmetrically. Journal of NeuroEngineering and
Rehabilitation. 2020;17:1-14.

20. Wonsetler EC, Bowden MG. A systematic review of mechanisms of gait speed change post-stroke.
part 1: Spatiotemporal parameters and asymmetry ratios. Topics in Stroke Rehabilitation. 2017;24:435—
446.

21. Althoff T, Sosi¢ R, Hicks JL, King AC, Delp SL, Leskovec J. Large-scale physical activity data reveal
worldwide activity inequality. Nature. 2017;547:336-339.

22. Reistetter TA, Kuo YF, Karmarkar AM, et al. Geographic and Facility Variation in Inpatient Stroke
Rehabilitation: Multilevel Analysis of Functional Status. Archives of Physical Medicine and
Rehabilitation. 2015;96:1248-1254.

23. Freburger JK, Holmes GM, Ku LJE, Cutchin MP, Heatwole-Shank K, Edwards LJ. Disparities in
postacute rehabilitation care for stroke: An analysis of the state inpatient databases. Archives of Physical

Medicine and Rehabilitation. 2011;92:1220-1229.

24. Morgenstern LB, Sais E, Fuentes M, et al. Mexican Americans Receive Less Intensive Stroke
Rehabilitation Than Non-Hispanic Whites. Stroke. 2017;48:1685—-1687.

25. Morgenstern LB, Hollenhorst CN, Gallo LC, et al. Ethnic Differences in Informal Caregiving After
Stroke. Stroke. 2021;52:3938-3943.

26. Kramers De Quervain IA, Simon SR, Leurgans S, Pease WS, McAllister D. Gait pattern in the early
recovery period after stroke. Journal of Bone and Joint Surgery - Series A. 1996;78:1506—1514.

27. Ferrari A, Grazia M, Pavan E, et al. Quantitative comparison of five current protocols in gait analysis.
2008;28:207-216.

28. John CT, Seth A, Schwartz MH, Delp SL. Contributions of muscles to mediolateral ground reaction
force over a range of walking speeds. Journal of Biomechanics. 2012;45:2438-2443.

29. Perry J, Burnfield JM. Gait analysis : normal and pathological function. 2nd ed. Thorofare, NJ:
SLACK; 2010.

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

30. Zeni JA, Richards JG, Higginson JS. Two simple methods for determining gait events during
treadmill and overground walking using kinematic data. Gait and Posture. 2008;27:710-714.

31. Sullivan KJ, Brown DA, Klassen T, et al. Effects of Task-Specific Locomotor and Strength Training
in Adults Who Were Ambulatory After Stroke: Results of the STEPS Randomized Clinical Trial.
Physical Therapy. 2007;87:1580—-1602.

32. Liu J, Kim H Bin, Wolf SL, Kesar TM. Comparison of the Immediate Effects of Audio, Visual, or
Audiovisual Gait Biofeedback on Propulsive Force Generation in Able-Bodied and Post-stroke
Individuals. Applied Psychophysiology Biofeedback. 2020;45:211-220.

33. Nguyen TM, Jackson RW, Aucie Y, et al. Self-selected step length asymmetry is not explained by
energy cost minimization in individuals with chronic stroke. Journal of NeuroEngineering and
Rehabilitation. 2020;17:1-27.

34. De Kam D, Iturralde PA, Torres-Oviedo G. Cerebral Contribution to the Execution , But Not
Recalibration , of Motor Commands in a Novel Walking Environment. eNeuro. 2020;7:1-14.

35. Sombric CJ, Torres-Oviedo G. Augmenting propulsion demands during split-belt walking increases
locomotor adaptation of asymmetric step lengths. Journal of NeuroEngineering and Rehabilitation.
2020;17:1-15.

36. Fugl-Meyer AR. Assessment of motor function in hemiplegic patients. Neuropsychological aspects of
rehabilitation medicine. 1976.

37. Sanchez N. Stroke Initiative for Gait Data Evaluation (STRIDE). Inter-university Consortium for
Political and Social Research. 2021. Available at:
https://www.icpsr.umich.edu/web/ADDEP/studies/38002.

38. Witten DM, Tibshirani R, Itten DMW, Ibshirani RT. A Framework for Feature Selection in Clustering
A Framework for Feature Selection in Clustering. 2012;1459.

39. Tibshirani R. Regression Shrinkage and Selection via the Lasso. Journal of the Royal Statistical
Society. 1996;58:267-288.

40. Krzanowski WJ, Lai YT. A Criterion for Determining the Number of Groups in a Data Set Using
Sum-of-Squares Clustering. Biometrics. 1988;44:23.

41. Hennig C. Cluster-wise assessment of cluster stability. Computational Statistics and Data Analysis.
2007;52:258-271.

42.Yin Y, Yasuda K. Similarity coefficient methods applied to the cell formation problem: A taxonomy
and review. International Journal of Production Economics. 2006;101:329-352.

43. Yu H, Chapman B, Di Florio A, et al. Bootstrapping estimates of stability for clusters, observations
and model selection. Computational Statistics. 2019;34:349-372.

44. Fulk GD, He Y, Boyne P, Dunning K. Predicting Home and Community Walking Activity Poststroke.
Stroke. 2017;48:406—411.

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

45. Chen G, Patten C, Kothari DH, Zajac FE. Gait differences between individuals with post-stroke
hemiparesis and non-disabled controls at matched speeds. Gait & Posture. 2005;22:51-56.

46. Hsiao H, Knarr BA, Higginson JS, Binder-Macleod SA. The relative contribution of trailing limb
angle and ankle moment to propulsive force during speed modulation for individuals poststroke. Journal
of NeuroEngineering and Rehabilitation. 2015;39:212-221.

47. Schenck C, Kesar TM. Effects of unilateral real-time biofeedback on propulsive forces during gait.
Journal of NeuroEngineering and Rehabilitation. 2017;14:1-10.

48. Hsiao H, Higginson JS, Binder-Macleod SA. Baseline predictors of treatment gains in peak
propulsive force in individuals poststroke. Journal of NeuroEngineering and Rehabilitation. 2016;13:2.

49. Helm EE, Reisman DS. The Split-Belt Walking Paradigm. Exploring Motor Learning and
Spatiotemporal Asymmetry Poststroke. Physical Medicine and Rehabilitation Clinics of North America.
2015;26:703-713.

50. Reisman DS, Wityk R, Silver K, Bastian AJ. Locomotor adaptation on a split-belt treadmill can
improve walking symmetry post-stroke. Brain. 2007;130:1861-1872.

51. Reisman DS, McLean H, Keller J, Danks KA, Bastian AJ. Repeated split-belt treadmill training
improves poststroke step length asymmetry. Neurorehabilitation and neural repair. 2013;27:460-8.

52. Awad LN, Bae J, Kudzia P, et al. Reducing Circumduction and Hip Hiking During Hemiparetic
Walking Through Targeted Assistance of the Paretic Limb Using a Soft Robotic Exosuit. American
Journal of Physical Medicine & Rehabilitation. 2017;96:1.

53. Moore JL, Nordvik JE, Erichsen A, Rosseland I, Bg E, Hornby TG. Implementation of High-Intensity
Stepping Training during Inpatient Stroke Rehabilitation Improves Functional Outcomes. Stroke.
2020:563-570.

54. Lim SB, Louie DR, Peters S, Liu-Ambrose T, Boyd LA, Eng JJ. Brain activity during real-time
walking and with walking interventions after stroke: a systematic review. J NeuroEngineering Rehabil.
2021;18:8.

55. Kim H, Kim YH, Kim SJ, Choi MT. Pathological gait clustering in post-stroke patients using motion
capture data. Gait and Posture. 2022;94:210-216.

56. Roerdink M, Geurts ACH, de Haart M, Beek PJ. On the relative contribution of the paretic leg to the
control of posture after stroke. Neurorehabilitation and neural repair. 2010;23:267-274.

57. Kautz SA, Bowden MG, Clark DJ, Neptune RR. Comparison of Motor Control Deficits During
Treadmill and Overground Walking Poststroke. Neurorehabil Neural Repair. 2011;25:756-765.

58. IJmker T, Lamoth CJ, Houdijk H, et al. Effects of handrail hold and light touch on energetics, step
parameters, and neuromuscular activity during walking after stroke. J NeuroEngineering Rehabil.

2015;12:70.

59. NIH. National Institutes of Health Research Plan on Rehabilitation: Analysis and Progress.; 2021.

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

60. Benjamini Y, Hochberg Y. Controlling the False Discovery Rate: A Practical and Powerful Approach
to Multiple Testing. Journal of the Royal Statistical Society: Series B (Methodological). 1995;57:289—
300.

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Clusters of walking impairment post-stroke

Figure Captions

Figure 1. Data consolidation and quality assessments and demographics for the final
sample. A) Pipeline for participant inclusion. N indicates the sample size at each point for the
total sample (bold) and the sample from each research site. The final sample size was N=112
participants. B) Time post-stroke onset in months across all research sites. Participants from Pitt
were more chronic than those from USC2021 (p=0.033). C) Post-stroke participant lower
extremity Fugl-Meyer score. The maximum score is 34 points. Participants from Pitt were less
impaired than those from Em and USC. D) Treadmill self-selected walking speed for all
participants. Control self-selected speed was significantly higher than the average speed in the
stroke group (p<0.001). Control participants also walked at speed matched to that of a stroke
participant of the same age and sex (Control Matched). Participants from JHU walked at a

significantly greater speed than those from Em and both samples from USC (p<0.050).

Figure 2. The sparse variables make up K=5 clusters with distinct walking speeds and
impairments. A) Weights for each of the 17 candidate features for clustering. 8/17 features had
non-zero weights and were used in clustering analyses. B) Individual observations within each
cluster, plotted in discriminant component space, colored by cluster. Cluster 1 comprised 10
participants; four from JHU, three from Pitt, two from USC2018, and one from USC2021.
Cluster 2, 22 participants; 11 controls, four from Pitt, one from USC2018, and six from
USC2021. Cluster 3, 34 participants; 11 control participants, one from Em, four from JHU, four
from Pitt, seven from USC2018, and seven from USC2021. Cluster 4 had 16 participants; three

controls, three from Em, five from Pitt, three from USC2018, and three from USC2021. Cluster
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5 had 30 participants; six controls, four from Em, two from JHU, three from Pitt, seven from
USC2018, and seven from USC2021. C) Participant speed (for participants post-stroke and
controls) and impairment (for stroke participants) were measured via FM score across the
different clusters. Only speed was used in the cluster definition. Solid horizontal lines indicate
post-hoc significant differences between clusters (p<0.050). The dashed horizontal line indicates
group-level average speed across all participants and average Fugl-Meyer (FM) scores for all
stroke participants compared with the cluster-level speed and FM. P: Paretic NP: Non-Paretic.

St: Stance. Sw: Swing. Lat: Lateral. Prop: Propulsion. GRF: Ground reaction force.

Figure 3. Gait features for participants post-stroke and controls within each cluster
compared to all other participants outside each cluster for a subset of sparse variables used
in k-means clustering. C1, ... C5 indicates participants included in the respective cluster
number, and ~C1, ... ~C5 indicates all participants not included in the respective cluster. Stance
and swing times are expressed as a percentage of stride duration to account for differences in
walking speed. Cluster 1: participants post-stroke with a fast-walking speed and asymmetric
propulsion; Cluster 2: participants post-stroke and controls with moderate speed, short stance
times, low propulsion, and symmetric steps. Cluster 3: participants post-stroke and controls with
moderate speed, short stance times, and asymmetric forces; Cluster 4: participants post-stroke
with a slow speed and frontal plane force asymmetries; and Cluster 5: post-stroke participants
who walked slowly and symmetrically, with short swing times. Color conventions as in Figure 3.

* FDR corrected p<0.010 for all variables indicated as significant. Abbreviations as in Figure 2.
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Figure 4. Stability and generalizability of clusters assessed via leave one out approach. A)
Jaccard stability index for each cluster for the entire dataset (horizontal black lines) and leaving
out each sample. Colors indicate the sample left out to assess the Jaccard. The dashed gray line is
the line above which clusters are considered stable. The Jaccard Index is the proportion of
observations consistently assigned to the same cluster over the bootstrap iterations. A Jaccard
below 0.6 indicates that the clusters are unstable, a Jaccard between 0.6 and 0.75 shows
moderately stable clusters, 0.75 and 0.85 stable clusters, and a Jaccard above 0.85 indicates
highly stable clusters. B) Average and standard deviation of the speed for each cluster for the
entire dataset in black and the leave one out approach with colors indicating the sample left out

from analyses.

http://mc.manuscriptcentral.com/nnr



oNOYTULT D WN =

Neurorehabilitation & Neural Repair

Table 1: Participant Demographics.

Clusters of walking impairment post-stroke

Stroke Control
N 81 31
Sex 28F/53M* 19F/12M
Age 58.9+10.5 [32 — 77] years 63.3+13.6 [24 - 81]
Mass 85+ 18.6% [47—131] kg 73 £15.7[46—110]
Speed 0.58+0.24 [ 0.13 — 1.25] m/s 55:0.54+0.187 [0.48 - 143 mis
Matched: 0.60 + 0.25 [0.3 — 1.0] m/s
Paresis 42R/39L

Time post-stroke

90 + 83 [6 — 467] months

Fugl-Meyer Score

24.6+5.6[7—33]

Descriptive statistics are presented as average = standard deviation with the range in brackets.

F: Female

M: Males

L: Left

R: Right

SS: Self-selected

*Significant differences between participants post-stroke and controls (p<0.050)

“p<0.050 significant difference in the frequency of males compared to females in the study

sample
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Table 2: Group-level averages for gait variables in participants post-stroke and control

participants walking at matched speeds.

Stroke Control
Variable Definition Paretic Non-Paretic doi(;:z-m ¢ Dominant
Mean + SD Mean + SD Mean + SD Mean + SD
Speed Treadmill speed 0.58 £0.24 0.60+0.18
Step Lensth Distance between
p(m) g limbs at leading limb | 0.37+0.10 | 0.36+0.11 | 0.39+0.09 | 0.39+0.10
initial contact
St Ti Time between initial
a“c(i) M€ 1 contact and lift-offon | 0.97 £0.25"* | 1.00+0.28" | 0.86+0.23 | 0.87+0.23
the same side
Time as the time
Swing Time | between lift-offto | 17 6o+ | 0434007 | 045006 | 045=0.06
(s) initial contact on the
same side
Time from
Doublg contralateral initial N
Support Time L 0.29+0.13 024+0.19 | 0.20+£0.08 | 0.21 £0.09
) contact to ipsilateral
foot-off
. medially directed
12;1;1241\5(]1:21)1 force during the 0.93+0.22" | 0.82+£020 | 0.85+0.28 | 0.82+0.26
J contralateral toe-off 28
Laterally directed
Peak Lateral : .
GRF during loadin -0.24+0.21" | -0.39+0.24" | -0.20+0.18 | -0.21 £0.17
GRF (N/kg) respo%lse ¢
Peak. Force during . N
Propulsive iosilateral pushooff 0.67 +0.34" 1.03+0.46 0.87+0.34 | 0.87+0.34
GRF (N/kg) P P
. Force during weight
Peak Braking | = ance/weight | -0.86+0.44" | -0.75+0.44 | -0.80=0.33 | -0.84+ 031
GRF (N/kg) transfer
Ver(tl‘sf‘l:g();RF Force due to gravity | 10.18+1.05 | 10.15£0.99 | 102+2.50 | 10.7+2.68
% Gait Cycle
of Peak Relative to paretic 47+£12% | 19+22% | 57+9% 11+ 12%
Propulsive limb initial contact
GRF
5 -
% Gait Cycle Relative to paretic
of Peak RN 16 + 16% 52+ 17% 16 +3% 66 £ 4%
. limb initial contact
Braking GRF

t-tests corrected for multiple comparisons using the Benjamini and Hochberg FDR 0,

*Significant differences between the paretic and non-paretic extremity of post-stroke participants

*Significant differences between participants post-stroke and controls

Variables in bold were included in sparse clustering analyses.

http://mc.manuscriptcentral.com/nnr




oNOYTULT D WN =

Neurorehabilitation & Neural Repair

N=124 B Time Post-Stroke C Fugl-Meyer Score
Rancho Los Amigos N=7 * * *
USC 2018 N=22, USC2021 N=23 L] L
JHU N=10 30-
Emory N=9 400 LS z
Pitt N=21 £ B e
usc Controls N=32 £ 300 - 3
T . =
Ineligible §O o 20- e
Rancho N=7 200 - £
Overground Data s 151
‘ Only Paretic Extremity
N=117 100 - E |
USC 2018 N=22, USC2021 N=23 10
JHU N=10 — 1<
Emory N=9 Em JHU Pitt USC USC Em JHU Pitt USC USC
Pitt N=21 Site 20182021 Site 2018 2021
UsC Controls N=32
Ineligible
Emory N= 1 D Speed
Constant GRFs
*

Speed (m/s)

Control=1; hopping pattern

N-116 X —
USC 2018 N=22, USC2021 N=23 I

JHU N=10

Emory N=8 10-

Pitt N=21 L[]

usc Controls N=32

Extreme Outliers
USC=1; stance time 4s 0.5- #

V Pitt=2; lateral GRF 4x average

N=112
USC 2018 N=21, USC2021 N=23 Control Control Em  JHU Pt USC USc
JHU N=10 SSS Matched 2018 2021
Emory N=8 Site
Pitt N=19

USC Controls N=31

Figure 1. Data consolidation and quality assessments and demographics for the final sample. A) Pipeline for
participant inclusion. N indicates the sample size at each point for the total sample (bold) and the sample
from each research site. The final sample size was N=112 participants. B) Time post-stroke onset in months
across all research sites. Participants from Pitt were more chronic than those from USC2021 (p=0.033). C)
Post-stroke participant lower extremity Fugl-Meyer score. The maximum score is 34 points. Participants
from Pitt were less impaired than those from Em and USC. D) Treadmill self-selected walking speed for all
participants. Control self-selected speed was significantly higher than the average speed in the stroke group
(p<0.001). Control participants also walked at speed matched to that of a stroke participant of the same
age and sex (Control Matched). Participants from JHU walked at a significantly greater speed than those

from Em and both samples from USC (p<0.050).
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Figure 2. The sparse variables make up K=5 clusters with distinct walking speeds and impairments. A)
Weights for each of the 17 candidate features for clustering. 8/17 features had non-zero weights and were
used in clustering analyses. B) Individual observations within each cluster, plotted in discriminant
component space, colored by cluster. Cluster 1 comprised 10 participants; four from JHU, three from Pitt,
two from USC2018, and one from USC2021. Cluster 2, 22 participants; 11 controls, four from Pitt, one from
USC2018, and six from USC2021. Cluster 3, 34 participants; 11 control participants, one from Em, four from
JHU, four from Pitt, seven from USC2018, and seven from USC2021. Cluster 4 had 16 participants; three
controls, three from Em, five from Pitt, three from USC2018, and three from USC2021. Cluster 5 had 30
participants; six controls, four from Em, two from JHU, three from Pitt, seven from USC2018, and seven
from USC2021. C) Participant speed (for participants post-stroke and controls) and impairment (for stroke
participants) were measured via FM score across the different clusters. Only speed was used in the cluster
definition. Solid horizontal lines indicate post-hoc significant differences between clusters (p<0.050). The
dashed horizontal line indicates group-level average speed across all participants and average Fugl-Meyer
(FM) scores for all stroke participants compared with the cluster-level speed and FM. P: Paretic NP: Non-
Paretic. St: Stance. Sw: Swing. Lat: Lateral. Prop: Propulsion. GRF: Ground reaction force.
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Figure 3. Gait features for participants post-stroke and controls within each cluster compared to all other
participants outside each cluster for a subset of sparse variables used in k-means clustering. C1, ... C5
indicates participants included in the respective cluster number, and ~C1, ... ~C5 indicates all participants
not included in the respective cluster. Stance and swing times are expressed as a percentage of stride
duration to account for differences in walking speed. Cluster 1: participants post-stroke with a fast-walking
speed and asymmetric propulsion; Cluster 2: participants post-stroke and controls with moderate speed,
short stance times, low propulsion, and symmetric steps. Cluster 3: participants post-stroke and controls
with moderate speed, short stance times, and asymmetric forces; Cluster 4: participants post-stroke with a
slow speed and frontal plane force asymmetries; and Cluster 5: post-stroke participants who walked slowly
and symmetrically, with short swing times. Color conventions as in Figure 3. * FDR corrected p<0.010 for all
variables indicated as significant. Abbreviations as in Figure 2.
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Figure 4. Stability and generalizability of clusters assessed via leave one out approach. A) Jaccard stability
index for each cluster for the entire dataset (horizontal black lines) and leaving out each sample. Colors
indicate the sample left out to assess the Jaccard. The dashed gray line is the line above which clusters are
considered stable. The Jaccard Index is the proportion of observations consistently assigned to the same
cluster over the bootstrap iterations. A Jaccard below 0.6 indicates that the clusters are unstable, a Jaccard
between 0.6 and 0.75 shows moderately stable clusters, 0.75 and 0.85 stable clusters, and a Jaccard above
0.85 indicates highly stable clusters. B) Average and standard deviation of the speed for each cluster for the
entire dataset in black and the leave one out approach with colors indicating the sample left out from
analyses.
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Clusters of walking impairment post-stroke

Supplementary Materials

Supplementary Table 1. Demographics for participants excluded from analyses.

Group Speed Mass* Age Sex FM Score | Affected Months

(m/s) (kg) (years) Side Post-

Stroke

Emory 0.45 71.4 74 F 26 L 24
Pitt 1.11 74.5 75 M 32 R 370
Pitt 0.53 53.9 66 F 26 R 117
uUsSC 0.13 67.0 28 F 19 L 25
Control 1.05 51.4 28 F

(matched

0.13)

*p<0.05 significant differences for the independent samples t-test comparing the sample of participants
excluded vs. the sample of participants included in analyses
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Supplementary Figure 1
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Supplementary Figure 1. Demographics. A) Participant age in years across all sites tested. B)

Participant mass in kilograms. Mass in control participants was significantly lower than in post-

stroke participants (p=0.002). C) Self-reported sex across different sites. D) Paretic side for

participants post-stroke across different sites.
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Clusters of walking impairment post-stroke

Supplementary Figure 2
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Supplementary Figure 2. A) Krzanowski and Lai index for D-Index plots for the dataset in our
study. The optimal number of clusters is the one with the highest index. B) Mean and 95%
confidence intervals for the Krzanowski and Lai index obtained via 1000 bootstrap iterations.
Bootstrap analyses indicate overlapping confidence intervals for the Krzanowski and Lai index
for 2, 5, 6 and 13 clusters, which are also higher than all other number of clusters. Given

previous work identifying 4 stroke clusters plus our group of control participants we maintain

K=5 clusters.
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Supplementary Figure 3
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Supplementary Figure 3. Participant demographics across the different clusters. A) Age in

years for participants post-stroke and controls in each cluster. Participants in C1 were marginally

younger than C2 (p=0.051). B) Mass in kg for participants post-stroke and controls across

clusters. C) Time post-stroke in months for participants post-stroke. No differences were

observed across clusters (p=0.925). Horizontal lines indicate post-hoc differences between

clusters. D) Sex for participants post-stroke and controls across clusters for all participants. E)

Paresis across clusters for participants post-stroke.
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Clusters of walking impairment post-stroke

Supplementary Figure 4. Spatiotemporal and peak forces across the different clusters for
participants post-stroke and controls. Post-hoc significant differences between clusters are
indicated by the solid horizontal lines (p<0.050). The dashed horizontal line indicates the
average value of the variable across all 112 participants to allow comparisons of group-level
averages with cluster-level averages. DST refers to double support time, and SLS refers to single
limb support time, which was available for all participants except those from Pitt and therefore
were not used as candidate variables for clustering. All other variables were used as candidate

variables in sparse analyses.
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Supplementary Figure 5
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Supplementary Figure 5. Temporal variables are expressed as the percent duration of the
overall stride. Post-hoc significant differences between clusters are indicated by the solid
horizontal lines (p<0.050). The dashed horizontal line indicates the average value of the variable
across all 112 participants for stance and swing times and 93 participants for double and single
support times to allow comparisons of group-level averages with cluster-level averages. DST
refers to double support time, and SLS refers to single limb support time, which was available

for all participants except those from Pitt.
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