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• Energy consumption is not reduced after rhizotomy compared to matched peers  
• Spasticity has minimal contribution to elevated energy during walking  
• Matched control groups are critical in cerebral palsy research  
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Abstract 

Background: The average energy consumption during walking of children with 
cerebral palsy (CP) is over two times of that of typically developing (TD) children 
and fatigue is one of the top complaints of children with CP and their families. 
Spasticity has been theorized to contribute to increased energy consumption 
during walking in CP, but its role remains unclear. 
 
Methods: We retrospectively compared the energy consumption of walking in 
children with diplegic CP before and after selective dorsal rhizotomy (SDR), a 
surgery that reduces spasticity. A control group of participants with CP who also 
underwent gait analysis but did not undergo SDR was matched to the SDR group 
by pre-surgery age, spasticity, and energy consumption. Energy consumption and 
spasticity were compared at baseline and follow-up for both groups. 
 
Findings: As expected, the SDR group has a significantly greater decrease (-44%) 
in spasticity compared to matched peers with CP who did not undergo SDR (-16%, 
P<0.001). While both groups had a reduction in energy consumption between 
visits (12 % SDR and 14% no-SDR), there was no difference in the change in energy 
consumption between groups (P=0.4). 

Interpretation: Reducing spasticity did not contribute to greater reductions in 
energy consumption, suggesting that spasticity has minimal impact on elevated 
energy consumption during walking for children with CP. Energy consumption 
and spasticity decrease with age among children with CP. Identifying matched 
control groups of peers with CP is critical for research involving children with CP 
to account for changes due to development. 

 

Keywords:  
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1 Introduction 

Cerebral palsy (CP) is a neuromuscular disorder caused by a brain injury at or near 
the time of birth, which primarily affects movement and coordination. CP is the 
most common pediatric disability in the United States, affecting over 2 per 1000 
live births (Colver et al., 2014; Odding et al., 2006). Fatigue is one of the top 
complaints of children with CP and their families (Jahnsen et al., 2003). There are 
many different metrics used to evaluate energy during walking. Clinically, energy 
consumption is most often estimated from the volume of oxygen consumed per 
unit time and is an indicator of exertion (Schwartz et al., 2006). The energy 
consumed during walking for children with CP has been estimated to be two to 
three times that of typically developing (TD) peers (Bolster et al., 2017; Waters and 
Mulroy, 1999; Duffy et al., 1996; Norman et al., 2004; Rose et al., 1990). The cause 
of this increased energy consumption is unclear. 

Spasticity, defined as a velocity-dependent resistance to stretch (Lance, 1980), has 
been theorized as a root cause of the observed increase in energy consumption in 
CP. Spasticity can cause an increase in overall muscle activity, that is thought to 
directly contribute to elevated energy consumption.  Spasticity is observed in up to 
80% of children with CP (Odding et al., 2006) and is also common among other 
neurologic disorders such as multiple sclerosis or spinal cord injury. Although the 
definition and presentation of spasticity differ, prior research has found that 
individuals with multiple sclerosis and spasticity also have energy costs two times 
that of TD peers, concluding that spasticity can be considered an important 
determinant of high energy costs of walking (Olgiati et al., 1988).  

Selective dorsal rhizotomy (SDR) is a neurosurgical procedure where afferent 
nerve fibers in dorsal rootlets are cut to reduce efferent excitations (Tedroff et al., 
2011). SDR has been shown to significantly reduce spasticity (Wang et al., 2018). 
Prior outcome studies have also suggested that SDR reduces energy consumption. 
For example, Carraro and colleagues found that energy was significantly reduced 
across multiple walking speeds after SDR for nine children with CP (Carraro et al., 
2014). While these studies seem to indicate that spasticity contributes to elevated 
energy consumption in CP, there are several critical limitations. There are 
numerous other factors that could contribute to changes in energy consumption 
after surgery. For example, changes in walking patterns after SDR could change 
joint moments and muscle demands (Waters and Mulroy, 1999). Energy 
consumption is also known to decrease with age among children with CP (Kamp et 
al., 2014). Evaluating energy consumption before and after procedures thus 
require that these other factors are also considered. Identifying appropriate 
control groups of peers with CP provides one method to address these challenges.  
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The purpose of this study was to determine if spasticity is a significant contributor 
to elevated energy consumption among children with CP by investigating if 
reducing spasticity leads to lower energy consumption. We hypothesized that if 
spasticity contributes to energy consumption for children with CP, then an SDR 
should result in greater changes in energy consumption compared to matched 
controls with CP. We matched individuals with CP who underwent gait analysis 
before and after SDR to peers with CP who did not undergo an SDR. 
Understanding the role of spasticity on energy consumption is important to inform 
treatments that aim to reduce fatigue and increase quality of life for children with 
CP.  

2 Methods 

2.1 Participants 

We retrospectively identified individuals with diplegic CP who underwent gait 
analysis at Gillette Children’s Specialty Healthcare (St. Paul, MN, USA) between 
1994 and 2018. Inclusion criteria for this research were:  

1. primary diagnosis of diplegic CP,  

2. underwent a bilateral SDR before the age of 12 years of age,  

3. had at least one gait analysis before (baseline) and after (follow-up) SDR 
that included both oxygen consumption and Ashworth Scores,  

4. had at least one gait analysis after SDR occurs before 18 years of age. 

We also identified a control group of peers with CP that met the above inclusion 
criteria but did not undergo an SDR. This group was further matched to the 
treatment cohort by age, energy consumption, and spasticity at baseline. To 
identify matching peers between the control (no-SDR) and treatment (SDR) 
cohort, all matching variables for each participant were transformed into a single 
summary score using an autoencoder. An autoencoder is a neural network that can 
be used for dimensionality reduction of complex data (Møller, 1993). For this 
research, the autoencoder was defined using age, energy consumption, and 
spasticity across all children with diplegic CP who had previously received a gait 
analysis at Gillette to define a summary metric of the variations in these 
dimensions across the population. The summary scores were then calculated for 
each child in the SDR group and a k-nearest-neighbors (KNN) search algorithm 
was used to identify the closest matching peer with CP. If two children in the SDR 
group matched to the same peer, we checked to determine if there was another 
close match. A close match was defined as within 95% of the distance between all 
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unique matches. All matching variables were compared between groups to 
evaluate the similarity of the cohorts. 

2.2 Energy 

Power during walking was assessed by converting breath-by-breath oxygen 
consumption (𝑂̇#

$%&'')  to Watts of power (𝑃$%&'') using the conversion rate of 21 
Joules/ml (Brockway, 1987). Both 𝑂̇#

$%&''  and 𝑂̇#%)'*  are converted to gas volume 
expressed under standard conditions of temperature, pressure, and dry (STPD) 
from testing conditions. The testing protocol consisted of a six minute walking trial 
preceded by a 3-10 minute rest period (Schwartz et al., 2006). Resting power 
(𝑃%)'*) was assessed during supine or sitting (Schwartz et al., 2006). We calculated 
net-nondimensionalized (NN) power as:  

𝑁𝑁	power = (P$%&'' − P%)'*) × 8
1

𝑚𝑔<𝑔𝐿>)$
? 

where 𝑚 is body mass, 𝐿>)$ is the length of the leg, and g is acceleration due to 
gravity. We evaluated nondimensionalized walking speed as (Hof, 1996): 

𝑛𝑜𝑛𝑑𝑖𝑚𝑒𝑛𝑠𝑖𝑜𝑛𝑎𝑙𝑖𝑧𝑒𝑑	𝑠𝑝𝑒𝑒𝑑 = 𝑠𝑝𝑒𝑒𝑑 × 8
1

<𝑔𝐿>)$
? 

2.3 Spasticity 

To evaluate spasticity, we calculated a summary spasticity score for each 
individual. The score was derived from the Ashworth Scale of six right limb muscle 
groups using principle component analysis (Rozumalski and Schwartz, 2009). The 
six muscle groups were hip adductors, hip flexors, hamstrings, rectus femoris, 
plantarflexors, and posterior tibialis. The Ashworth Scale is a discrete scale with 
five levels used to categorize spasticity (Pandyan et al., 1999). At Gillette, the 
following Ashworth Scale definitions are used: (1) no increase in tone, (2) slight 
increase in tone, (3) more marked increase in tone, (4) considerable increase in 
tone, and (5) affected part rigid. This spasticity summary score is a weighted 
average and can be interpreted as a typical Ashworth on a continuous 1-5 scale. 

2.4 Statistical Analysis 

A paired t-test (𝛼 < 0.05) was used to compare changes in energy consumption, 
spasticity, and walking speed between visits for each group (SDR and no-SDR). An 
independent samples t-test (𝛼 ≤ 0.05) was then used to compare change in energy 
consumption, spasticity, and walking speed between groups (SDR versus no-SDR). 
All values are reported as a mean (standard deviation) unless otherwise noted. 
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3 Results 

3.1 Baseline Comparison 

We identified 242 individuals with CP who met the inclusion criteria for the SDR 
group (136 male, 106 female, age: 6.0 (SD 1.7) years, height: 109.5  (SD 11.4) cm, 
weight: 19.3 (SD 6.0) kg) and matched 156 individuals with CP who did not 
undergo an SDR (Fig. 1, no-SDR group: 91 male, 65 female, age: 6.3 (SD 1.8) years, 
height: 112.1 (SD 11.9) cm, weight: 21.0 (SD 7.6) kg). The distributions for age, 
walking speed, energy consumption, and spasticity at baseline were similar 
between groups (Table 1). 

 
Figure 1. Baseline age (years), net-nondimensionalized (NN) energy 
consumption, summary spasticity score, and walking speed (m/s) for (top) 
children who underwent an SDR and (bottom) matched peers with CP. 
Participants were matched for age, NN energy consumption, and summary 
spasticity score. 
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Table 1. Summary of demographics and outcome measures for both cohorts.  

  Baseline Follow-up Change 
  SDR no-SDR SDR no-SDR SDR no-SDR 
  ave SD ave SD ave SD ave SD ave SD ave SD 
Age (years) 6.0 1.7 6.3 1.8 7.8 2.0 9.0 2.9 1.9 1.2 2.7 2.4 
Height (m) 109.5 11.4 112.1 11.9 120.7 12.4 127.9 17.3 11.2 7.5 15.8 13.5 
Weight (kg) 19.3 6.0 21.0 7.6 24.4 8.4 29.6 12.9 5.1 4.7 8.6 10.0 
Energy 
Consumption 0.22 0.07 0.21 0.07 0.18 0.06 0.18 0.06 -0.03 0.07 -0.03 0.07 

Spasticity 2.1 0.6 1.9 0.5 1.2 0.3 1.6 0.6 -0.9 0.5 -0.3 0.6 
Walking 
Speed 0.28 0.10 0.30 0.09 0.30 0.10 0.30 0.08 0.02 0.09 0.002 0.07 

3.2 Energy Consumption 

Energy consumption remained similar between groups at follow-up: 0.18 (SD 
0.06) and 0.18 (SD 0.06) for the SDR and no-SDR groups, respectively (Fig. 2). 
Energy consumption decreased significantly for both groups between visits: SDR, 
-0.03 (SD 0.07), P<0.001, no-SDR, -0.03 (SD 0.06), P<0.001. SDR did not result 
in a greater reduction in energy consumption compared to matched peers (P=0.9). 

 

Figure 2. Spasticity and energy consumption for children with CP who underwent 
an SDR and matched peers with CP. (left) Baseline spasticity and net-
nondimensionalized (NN) power were similar between groups. Gray lines show 
normative values for typically developing (TD) peers from Gillette. (right) 
Spasticity and energy consumption decreased significantly at follow-up for both 
groups. The SDR cohort had a significantly greater decrease in spasticity compared 
to the no-SDR group, but a similar decrease in energy consumption. Bars represent 
distributions for each group including outliers (*).  
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3.3 Spasticity 

Children who underwent SDR did have greater reductions in spasticity at follow-
up compared to matched peers with CP (P < 0.001). The baseline summary 
spasticity score was 2.1 (SD 0.6) for the SDR group and 1.9 (SD 0.5) for the no-
SDR group. The SDR group exhibited a significant decrease in spasticity after 
surgery with a follow-up summary spasticity score of 1.2 (SD 0.3, P < 0.001). The 
change in spasticity after SDR varied from -2.6 to 0 (change = -0.9 (SD 0.5). The 
no-SDR group did have a significant decrease in spasticity at follow-up with a 
summary spasticity score of 1.6 (SD 0.6) (change = -0.3 (SD 0.6), ranging from -
2.3 to +1.0. 

3.4 Walking Speed 

Since walking speed was not a matching variable but can influence energy 
consumption, we also evaluated changes in walking speed between visits. The 
baseline nondimensional walking speed was 0.28 (SD 0.09) and 0.30 (SD 0.09) 
for the SDR and no-SDR groups, respectively. The follow-up nondimensional 
walking speed was 0.30 (SD 0.10) and 0.30 (SD 0.08) for the SDR and no-SDR 
groups respectively. There was no significant difference in walking speeds between 
groups at follow-up (P=0.73). While there was a significant increase in walking 
speed only for the SDR group (P=0.001), this increase was small and below the 
threshold for clinical significance (Oeffinger et al., 2008). 

4 Discussion 

While SDR is effective at reducing spasticity, there was no associated decrease in 
energy consumption compared to peers with CP who did not undergo an SDR. 
These results suggest that spasticity is not a primary factor contributing to high 
energy observed among people with CP. We had hypothesized that if spasticity 
contributes to energy, then an SDR should result in lower post-treatment energy 
consumption compared to matched controls with CP. However, the change of 
energy consumption post-treatment of the children with CP who underwent SDR 
was not significantly different from the change in energy consumption that the 
matched controls with CP experienced. This indicates that spasticity is not a 
primary factor contributing to the increased walking energy in children with CP 
when compared to TD peers. These findings are consistent with the idea that 
energy consumption decreases with age among children with CP, independent of 
treatment (Kamp et al., 2014).  
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Prior research on the impact of SDR on energy consumption has also reported 
reductions in energy, but compared to a control group of TD peers or no control 
group (Carraro et al., 2014; Nicolini-Panisson et al., 2018; Wang et al., 2018). For 
example, Trost and colleagues (2008) reported a 22% reduction in energetic cost 
after SDR (Trost et al., 2008). However, the average age before and after SDR was 
7.25 (SD 2.1) years and 8.8 (SD 0.4) years, during which we would expect energy 
to decrease among children with CP. To our knowledge, no studies have included 
a control group of peers with CP when looking at the impact of SDR on energy 
consumption. These results demonstrate the critical importance of identifying and 
comparing to a cohort of peers with CP when evaluating treatments, to 
differentiate whether changes in function are due to the treatment or natural 
development. Performing an analysis similar to previous studies with no control 
group, on the SDR group did show a significant reduction (P<0.001) in energy 
consumption. 

There are a few possibilities of why spasticity does not affect energy consumption: 
a) the additional muscle activity from spasticity isn’t increasing energy 
consumption, b) the additional muscle activity from spasticity is not large enough 
to make a large effect, or c) other factors beyond spasticity are the main 
contributors to the elevated energy consumption in CP. Other possible 
contributors to elevated energy consumption in children with CP are poor selective 
motor control, excessive co-contraction, altered muscle properties, or 
cardiovascular factors. While SDR provided a platform to evaluate the impacts of 
spasticity, other strategies will be necessary to evaluate the relative importance of 
other factors and identify optimal strategies for reducing energy consumption for 
children with CP. This is especially critical, as physical fatigue is very prevalent 
among individuals with CP throughout their lifespan, and hinders participation 
and quality of life (Gross et al., 2018; Jahnsen et al., 2003). 

This study used retrospective data from clinical gait analysis. Energy consumption 
is measured in these analyses from a six-minute-walk test that does not control 
walking speed, mood, or other confounding factors. We matched our groups by 
baseline spasticity, age, and energy consumption to minimize these effects. 
Walking speed was not matched for, but there was no significant difference 
between groups at baseline and follow-up. Further, children walked barefoot 
which may not represent energy consumption during activities of daily living with 
braces. However, previous research has shown no significant difference in oxygen 
consumption between barefoot and shoe (Divert et al., 2008). 
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5 Conclusions 

Spasticity was significantly reduced for individuals with CP who underwent an 
SDR compared to matched peers with CP, but energy consumption was not 
different between groups. These results demonstrate that spasticity has minimal 
impact on the high energy consumption observed among children with CP.  Both 
groups demonstrated a reduction in spasticity and energy consumption between 
visits.  Selecting appropriate control groups is critical for research involving 
children with CP to account for changes in function due to age, development, and 
other factors. While SDR which is often suggested to reduce spasticity and improve 
energy, clinicians and families should understand that this procedure does not 
improve energy consumption during walking.  

6 Acknowledgments 

We thank the staff and clinicians at the James R. Gage Center for Gait and Motion 
Analysis at Gillette Children’s Specialty Healthcare for their assistance and 
feedback in preparing this research. 

7 Funding 

This work was supported by the National Institute of Neurological Disorders and 
Stroke of the National Institutes of Health [grant number R01 NS091056]; and the 
National Science Foundation Graduate Research Fellowship [grant number DGE-
1762114].   

All rights reserved. No reuse allowed without permission. 
The copyright holder for this preprint (which was not peer-reviewed) is the author/funder.. https://doi.org/10.1101/653071doi: bioRxiv preprint 

https://doi.org/10.1101/653071


10 

 

8 References 

[1] Bolster, E.A.M., Balemans, A.C.J., Brehm, M.-A., Buizer, A.I., Dallmeijer, 
A.J., 2017. Energy cost during walking in association with age and body 
height in children and young adults with cerebral palsy. Gait Posture 54, 
119–126. https://doi.org/10.1016/j.gaitpost.2017.02.026 

[2] Brockway, J.M., 1987. Derivation of formulae used to calculate energy 
expenditure in man. Hum. Nutr. Clin. Nutr. 41, 463–471. 

[3] Carraro, E., Zeme, S., Ticcinelli, V., Massaroni, C., Santin, M., Peretta, P., 
Martinuzzi, A., Trevisi, E., 2014. Multidimensional outcome measure of 
selective dorsal rhizotomy in spastic cerebral palsy. Eur. J. Paediatr. 
Neurol. 18, 704–713. https://doi.org/10.1016/j.ejpn.2014.06.003 

[4] Colver, A., Fairhurst, C., Pharoah, P.O.D., 2014. Cerebral palsy. The Lancet 
383, 1240–1249. https://doi.org/10.1016/S0140-6736(13)61835-8 

[5] Divert, C., Mornieux, G., Freychat, P., Baly, L., Mayer, F., Belli, A., 2008. 
Barefoot-Shod Running Differences: Shoe or Mass Effect? Int. J. Sports 
Med. 29, 512–518. https://doi.org/10.1055/s-2007-989233 

[6] Duffy, C.M., Hill, A.E., Cosgrove, A.P., Carry, I.S., Graham, H.K., 1996. 
Energy Consumption in Children with Spina Bifida and Cerebral Palsy: A 
Comparative Study. Dev. Med. Child Neurol. 38, 238–243. 
https://doi.org/10.1111/j.1469-8749.1996.tb15085.x 

[7] Gross, P.H., Bailes, A.F., Horn, S.D., Hurvitz, E.A., Kean, J., Shusterman, 
M., 2018. Setting a patient-centered research agenda for cerebral palsy: a 
participatory action research initiative. Dev. Med. Child Neurol. 60, 1278–
1284. https://doi.org/10.1111/dmcn.13984 

[8] Hof, A.L., 1996. Scaling gait data to body size. Gait Posture 3, 222–223. 

[9] Jahnsen, R., Villien, L., Stanghelle, J.K., Holm, I., 2003. Fatigue in adults 
with cerebral palsy in Norway compared with the general population. Dev. 
Med. Child Neurol. 45. https://doi.org/10.1017/S0012162203000562 

[10] James W. Lance, 1980. Pathophysiology of Spasticity and Clinical 
Experience with Baclofen, in: Spasticity: Disordered Motor Control. pp. 
185–203. 

[11] Kamp, F.A., Lennon, N., Holmes, L., Dallmeijer, A.J., Henley, J., Miller, F., 
2014. Energy cost of walking in children with spastic cerebral palsy: 
Relationship with age, body composition and mobility capacity. Gait 
Posture 40, 209–214. https://doi.org/10.1016/j.gaitpost.2014.03.187 

[12] Møller, M.F., 1993. A scaled conjugate gradient algorithm for fast 
supervised learning. Neural Netw. 6, 525–533. 
https://doi.org/10.1016/S0893-6080(05)80056-5 

[13] Nicolini-Panisson, R.D., Tedesco, A.P., Folle, M.R., Donadio, M.V.F., 2018. 
Selective dorsal rhizotomy in cerebral palsy: selection criteria and 

All rights reserved. No reuse allowed without permission. 
The copyright holder for this preprint (which was not peer-reviewed) is the author/funder.. https://doi.org/10.1101/653071doi: bioRxiv preprint 

https://doi.org/10.1101/653071


11 

 

postoperative physical therapy protocols. Rev. Paul. Pediatr. 36, 100–108. 
https://doi.org/10.1590/1984-0462/;2018;36;1;00005 

[14] Norman, J.F., Bossman, S., Gardner, P., Moen, C., 2004. Comparison of 
the energy expenditure index and oxygen consumption index during self-
paced walking in children with spastic diplegia cerebral palsy and children 
without physical disabilities. Pediatr. Phys. Ther. Off. Publ. Sect. Pediatr. 
Am. Phys. Ther. Assoc. 16, 206–211. 
https://doi.org/10.1097/01.PEP.0000145930.84009.23 

[15] Odding, E., Roebroeck, M.E., Stam, H.J., 2006. The epidemiology of 
cerebral palsy: Incidence, impairments and risk factors. Disabil. Rehabil. 
28, 183–191. https://doi.org/10.1080/09638280500158422 

[16] Oeffinger, D., Bagley, A., Rogers, S., Gorton, G., Kryscio, R., Abel, M., 
Damiano, D., Barnes, D., Tylkowski, C., 2008. Outcome tools used for 
ambulatory children with cerebral palsy: responsiveness and minimum 
clinically important differences. Dev. Med. Child Neurol. 50, 918–925. 
https://doi.org/10.1111/j.1469-8749.2008.03150.x 

[17] Olgiati, R., Burgunder, J.M., Mumenthaler, M., 1988. Increased Energy 
Cost of Walking in Multiple Sclerosis: Effect of Spasticity, Ataxia, and 
Weakness. Arch Phys Med Rehabil 89, 846–849. 

[18] Pandyan, A.D., Johnson, G.R., Price, C.I., Curless, R.H., Barnes, M.P., 
Rodgers, H., 1999. A review of the properties and limitations of the 
Ashworth and modified Ashworth Scales as measures of spasticity. Clin. 
Rehabil. 13, 373–383. https://doi.org/10.1191/026921599677595404 

[19] Rose, J., Gamble, J.G., Burgos, A., Medeiros, J., Haskell, W.L., 1990. 
Energy Expenditure Index of Walking for Normal Children and for 
Children with Cerebral Palsy. Dev. Med. Child Neurol. 32, 333–340. 
https://doi.org/10.1111/j.1469-8749.1990.tb16945.x 

[20] Rozumalski, A., Schwartz, M.H., 2009. Crouch gait patterns defined using 
k-means cluster analysis are related to underlying clinical pathology. Gait 
Posture 30, 155–160. https://doi.org/10.1016/j.gaitpost.2009.05.010 

[21] Schwartz, M.H., Koop, S.E., Bourke, J.L., Baker, R., 2006. A 
nondimensional normalization scheme for oxygen utilization data. Gait 
Posture 24, 14–22. https://doi.org/10.1016/j.gaitpost.2005.06.014 

[22] Tedroff, K., Löwing, K., Jacobson, D.N.O., Åström, E., 2011. Does loss of 
spasticity matter? A 10-year follow-up after selective dorsal rhizotomy in 
cerebral palsy. Dev. Med. Child Neurol. 53, 724–729. 
https://doi.org/10.1111/j.1469-8749.2011.03969.x 

[23] Trost, J.P., Schwartz, M.H., Krach, L.E., Dunn, M.E., Novacheck, T.F., 
2008. Comprehensive short-term outcome assessment of selective dorsal 
rhizotomy. Dev. Med. Child Neurol. 50, 765–771. 
https://doi.org/10.1111/j.1469-8749.2008.03031.x 

All rights reserved. No reuse allowed without permission. 
The copyright holder for this preprint (which was not peer-reviewed) is the author/funder.. https://doi.org/10.1101/653071doi: bioRxiv preprint 

https://doi.org/10.1101/653071


12 

 

[24] Wang, K.K., Munger, M.E., Chen, B.P.-J., Novacheck, T.F., 2018. Selective 
dorsal rhizotomy in ambulant children with cerebral palsy. J. Child. 
Orthop. 12, 413–427. https://doi.org/10.1302/1863-2548.12.180123 

[25] Waters, R.L., Mulroy, S., 1999. The energy expenditure of normal and 
pathologic gait. Gait Posture 9, 207–231. https://doi.org/10.1016/S0966-
6362(99)00009-0 

 

 

All rights reserved. No reuse allowed without permission. 
The copyright holder for this preprint (which was not peer-reviewed) is the author/funder.. https://doi.org/10.1101/653071doi: bioRxiv preprint 

https://doi.org/10.1101/653071

