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Abstract: The squat, a fundamental functional movement, is prone to biomechanical inefficiencies.
Several screening batteries utilize the Overhead Deep Squat (OHDS) to assess individuals for stability
and mobility deficits. The purpose of this study was to create a comprehensive description of the three-
dimensional (3D) kinematics and kinetics for normal, healthy participants during an overhead deep
squat. This descriptive study containing 70 healthy young adults (31 male, 39 female; aged 18-35)
utilized a video motion tracking system interfaced with force plates to obtain full-body 3D kinematics
and kinetics. Seventy-three retro-reflective markers from the combined Plug-in Gait, Vicon upper
limb, and Oxford Multi-segment foot models were used. Visual 3D software was used to determine
joint kinematics and kinetics. Means and standard deviations of lower limb and trunk segment joint
angles in the sagittal, transverse, and horizontal planes, as well as the ground reaction forces and
net internal joint moments, were computed. The largest movements and joint moments occurred
in the sagittal plane; however, the frontal and transverse plane appear crucial to providing stability
and mobility. These results can be used as pilot normative data for both future studies and during
assessments of biomechanical abnormalities in training and rehabilitation settings.

Keywords: functional movement; kinematics; kinetics; overhead deep squat

1. Introduction

The squat is a fundamental human movement incorporated into many daily activities
and is used by all ages and functional levels. The Overhead Deep Squat (OHDS), a variation
of the deep squat with placement of the upper extremities at an end-range ulno-humeral
extension and glenohumeral elevation, is a multi-segment movement that requires trunk
control, the sequencing of muscular actions, and an available range of motion (ROM)
at multiple joints to perform efficiently [1]. Clinical assessment of the OHDS takes place
frequently as a part of the Functional Movement Screen™ (FMS™), a test battery performed
to assess the mobility and stability of individuals in populations, such as, but not limited
to, active adults and youth, collegiate athletes, and military service members [2-5].

The OHDS is one of seven fundamental movements in the FMS™ that has been used to
screen motor performance and predict performance on the FMS™ [6]. Conflicting evidence
exists on the predictive validity of the FMS™ regarding injuries [2,3,7,8]. Despite this, mul-
tiple authors have found good-to-excellent intra-rater reliabilities for rating performance of
the components of the FMS™ (ICC = 0.87-0.90) among both novice and expert testers with
pooled interrater reliability among both novice and experts of 0.81 [8,9].

Since the OHDS is considered a closed kinetic chain activity, the subtalar and talocrural
joints are critical to the proper movement and positioning of proximal segments [10]. It has
been shown that the degree of talocrural dorsiflexion during squatting movements alters
knee frontal and sagittal plane kinetics and kinematics, as well as lumbar and thoracic
spine kinematics [10-13]. Unfortunately, the models used by these studies failed to capture
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the relationship between the segments of the foot, which may omit information critical to
the proper understanding of the OHDS throughout the kinetic chain.

Three-dimensional (3D) motion capture allows for the accurate assessment of complex
dynamic human movement patterns and has been used to accurately measure kinetics
and kinematics in various types of squat forms [10,11,14-17]. The authors were unable to
find research using 3D motion capture technology detailing forefoot positioning during
squatting. However, in a 3D motion capture study of the knee and hip, individuals with
forefoot varus demonstrated increased hip internal rotation during a single leg squat
(SLS) [18]. Another study by Butler et al., in which only sagittal plane data were analyzed,
found that those who scored better on the OHDS component tended to utilize greater ankle
dorsiflexion excursion, peak knee flexion, knee flexion excursion, knee extension moment,
peak hip flexion, hip flexion excursion, and hip extension moment when compared to
lesser scoring groups [10]. Researchers have also examined gender differences in squat
kinematics and kinetics, finding that males display greater peak knee valgus and hip flexion
angles, as well as vertical ground reaction forces and peak hip extension moments, while
also demonstrating reduced ankle dorsiflexion and hip rotation excursion [19,20]. Finally,
Heredia et al. found that those who better performed the OHDS, as scored by the FMS™,
demonstrated statistically greater hip flexion, knee flexion, knee internal rotation, and ankle
dorsiflexion angles compared to those who scored less well [15].

A descriptive dataset including the foot and ankle, which would provide raters with
more detailed information in their assessment of the movement pattern, does not exist
in the literature [11,12,16,21,22]. Due to the lack of a normalized comparative dataset
that includes more detailed kinematic data on foot movement, evaluation of patients’
OHDS compensations is often difficult for clinicians, beyond the dichotomous score. Three-
dimensional motion capture and analysis allow for a detailed description and evaluation of
the motion, internal joint moments, and ground reaction forces acting on the human body;,
enabling the creation of such a dataset.

Kinematic variables can be observed during the OHDS at the shoulder, trunk, pelvis,
hip, knee, ankle, foot, and hallux joint/segment angles in the frontal, sagittal, and transverse
planes, yet detailed movements in the foot are subtle in the frontal and transverse planes
and not detectable observationally. The kinetic variables during the OHDS include ground
reaction forces (GRF), as well as net internal joint moments and powers at the hip, knee, and
ankle. The existing literature does not include a detailed 3D analysis of the foot throughout
the OHDS. Therefore, the purpose of this study was to create a comprehensive description
of the 3D kinematics and kinetics for normal, healthy participants during an OHDS.

2. Materials and Methods
2.1. Study Design

The data for this descriptive study were captured in single sessions in a biomechanics
laboratory over the span of three years.

2.2. Informed Consent

This research was approved by the Grand Valley State University Institutional Review
Board (14-026-H). All participants completed informed consent documentation on the day
of testing.

2.3. Participants

A sample of convenience of self-reported healthy, active participants between the
ages of 18 and 35 years was recruited. Exclusion criteria included the following: any past
history of orthopedic surgical intervention to the extremities and/or vertebral column,
musculoskeletal orthopedic injury within the prior six months, somatosensory disorders
that affected balance, or a score of zero (indicating pain during movement) on any subtest
based on the Functional Movement Scale (FMS™). Injury histories were recorded and
evaluated as part of inclusion/exclusion screening, and all included subjects were deemed
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appropriate to participate based on prior injury history. All subjects were assessed using
the FMS™ (conducted and scored using previously published methods [23]) to assure
pain-free performance of fundamental movements, including the OHDS. Participants were
screened for foot type and rear-, mid-, and forefoot position, which was used during marker
placement in the Oxford foot model (OFM).

2.4. Instrumentation

The Vicon Motion Lab Systems 600 series and 8 MX-T40 cameras (Oxford Metrics,
Oxford, UK) and Nexus motion capture software (Vicon Motion Systems Ltd., Oxford, UK)
were used to record (120 Hz) marker trajectories. Two floor-embedded force plates (Ad-
vanced Mechanical Technology Inc., Watertown, MA, USA) were utilized to record GRFs,
moments, and centers of pressure. Force data were collected at 1200 Hz with one plate
located beneath each foot for the collection of GRFs. Trajectory data were filtered using
Woltring (MSE 15), and raw force data were filtered using a zero-lag 4th order Butterworth
(cut-off 6 Hz) [24,25].

Procedures

Anthropometric measures included the following: height and body mass, as well as
measures needed for the Plug-in-Gait (PIG) model (leg length, pelvic width, ankle and
knee width, shoulder offset, elbow width, wrist width, and hand thickness). Retroreflective
markers were placed directly on the skin using hypoallergenic double-sided tape according
to the PIG model, OFM, and Vicon upper limb models [10,17,26-31]. The PIG model was
modified by the placement of medial knee and ankle markers. Nine-millimeter (mm)-
diameter markers were placed on the feet. Foot markers were placed with the participants
in a standing position in their preferred foot position, i.e., neutral, planus, or cavus. Medial
and lateral hindfoot and midfoot markers were placed to best represent that position.
Fourteen-millimeter markers were used at the other anatomical locations. To control for
inter-rater variability within a study and between studies over three years, one trained
researcher placed all markers. To ensure the fidelity of consistent and accurate marker
placement three procedures were followed: (1) only one researcher for any given study year
placed all markers; (2) marker placement was immediately checked by the senior researcher;
(3) prior to experimental data collection, pilot gait data were collected and kinematic data
were reduced and graphed relative to the laboratory control data set. Novice researchers
were required to demonstrate lower extremity joint angle graphics to be within one standard
deviation of the laboratory control data set (created by the lab director).

Prior to squat data collection, a static subject calibration trial was performed and
processed to create a unique subject skeletal model. The subjects were instructed to stand
in the middle of the calibrated volume in an anatomical position with feet shoulder-width
apart, knees slightly bent, and arms slightly abducted for four seconds. In addition, one
walking trial was collected and processed, and kinematic data were graphed to assess
the accuracy of marker placement on lateral and medial femoral condyles and thigh and
tibial segments [32]. If hip internal/external rotation or knee varus/valgus joint angles
exceeded the pre-determined normal band of one standard deviation outside the control
mean, lateral thigh, medial femoral condyle, and lateral tibial marker placements were
corrected, and the static subject calibration was repeated. A second gait trial would be
checked for corrected hip and knee joint angles.

After the accuracy of markers and related hip and knee kinematics were verified,
OHDS data were captured. Participants were instructed by an examiner to complete the
OHDS according to standard FMS™ instructions. These instructions were standardized
to the FMS™ protocol for generalizability and applicability to assessment tools used in
clinical settings. The motion capture procedure occurred as follows.

Motion capture was initiated when the subjects were standing behind the force plates
with hands down holding a dowel. Participants stepped forward onto the force plates
with one foot placed in the center of each force plate, feet shoulder-width apart, toes
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pointing generally forward (a standard foot position for all participants was not dictated)
as comfortable for the subject without allowing greater than 15° talocrural rotation. The
squat was performed to the subject’s self-selected maximum depth with the dowel above
their heads before returning to the starting position and stepping back off the force plates
(Figure 1). Participants repeated the OHDS three times stepping off the force plate and
stopping motion capture between each trial. If directions were not followed correctly, an
additional trial was performed.

Figure 1. Example data collection set up for 3-D motion capture of the OHDS. (A) Beginning
position, sagittal view; (B) beginning position frontal view; (C) 50% (full squat position) sagittal view;
(D) 50% (full squat position) frontal view. The two blue arrows projecting upward represent the
vertical ground reaction forces. The three arrows on the corner of the force plates represent the plate
coordinate system: x (red), y (green), and z (blue).

2.5. Data Reduction and Analysis

Raw data were processed using Nexus software. After reconstruction and label-
ing/relabeling, gaps in the trajectories were filled using a combination of the following
Nexus editing routines: spline, pattern fill, and rigid-body fill. Trajectory and raw ground
reaction force data were filtered using Nexus pipelines. Additional Nexus pipelines were
also implemented to create events to define the squat cycle. Based on an observation, the
initiation of the squat was marked when the posterior superior iliac spine (PSIS) marker
on the pelvis began to move, the endpoint of the squat was marked at the most inferior
position of the PSIS marker, and return-to-neutral was marked when the PSIS marker
reached its most superior position. Thus, the initiation to the endpoint defined the descent
phase (0-50%), and the endpoint to return defined the ascent phase of the squat (51-100%).

Three representative squat trials from each participant were exported to Visual3D
(C-Motion, Germantown, MD, USA) for further dynamic processing and statistical descrip-
tive analysis, i.e., determination of mean and standard deviation kinematic and kinetic
curves. Joint angles were calculated using a Cardan rotation sequence, i.e., x-y-z. The
biomechanical model created in Visual3D used the Harrington method for estimating
hip joint center location [28,30,33]. Pelvic and trunk segmental motion was determined
using the Euler sequence z-y-x [34]. Oxford foot model multi-segment foot angles were
determined using the following rotation sequences: tibia/forefoot x-y-z; tibia/hindfoot and
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hindfoot/forefoot x-z-y; and forefoot/hallux x-y-z [27]. Visual 3D was also used to deter-
mine GRFs, and net internal hip, knee, and ankle joint moments (Nm.kg), and sagittal plane
powers (W/kg), normalized to body mass. Normal mean (+ standard deviation) kinematic
and kinetic data figures were created in the most current Visual 3D (Vx64) software and
graphed as the percent squat from 0 to 100%. This is consistent with time-normalized
reporting of the OHDS used by Heredia et al. where graphic presentation is reported in a
percentage from 0 to 100% [15].

3. Results
3.1. Sample Demographics

Seventy-two healthy subjects aged 20-33 years (32 male and 40 female) participated
(Table 1). For the analysis of data for this project, we did not separate results by gender.
Data from two subjects were unable to be processed and were not included in analyses
(one male, one female).

Table 1. Participant characteristics.

Characteristic
Sex Male (N = 32) Female (N = 40) All (N =72)
Age (y) 2493 +27 2355 +2.7 2416 + 2.8
Height (cm) 180.1 £ 7.3 165.5 + 6.3 171.3 £10.3
Weight (kg) 80.9 +10.3 589 +7.8 68.5 £ 14.1
BMI (kg/m?) 250+ 4.1 21.8+24 232+ 3.6

Descriptive Kinematic and Kinetic Results

Table 2 provides the results of the kinematic and kinetic analyses for each phase of the
OHDS. These data were used to prepare graphic representations of each segment of the
body during the motion.

Table 2. Overhead deep squat kinematic and kinetic data reported by percentage of squat completion
(1, 25, 50, 76, and 100%) for all subjects, for the left lower extremity, presented as mean (SD).

1% 25% 50% 76% 100%
Kinematics
(All Reported in Degrees)
L HE/FF Dorsi/Plantarflexion —1.59 (4.17) 7.70 (5.18) 10.82 (5.41) 7.86 (5.37) —2.38(3.92)
L HF/FF Add/Abduction 6.35 (4.89) 7.32 (4.86) 6.99 (4.94) 6.79 (4.67) 6.16 (4.87)
L HF/FF Sup/Pronatio —5.34 (6.23) —6.07 (6.48) —6.86 (6.65) —5.98 (6.58) —5.13 (6.31)
Tibia/FF Dorsi/Plantarflexion 0.89 (4.09) 22.78 (6.65) 30.31 (5.83) 22.40 (8.02) —1.29 (3.62)
L Tibia/FF Add/Abduction 8.06 (4.35) 8.64 (6.45) 3.30 (7.06) 6.90 (6.19) 7.25 (4.30)
L Tibia/FF Sup/Pronation 4.17 (8.88) 1.54 (9.33) —2.57 (9.65) 0.51 (9.48) 3.71 (8.83)
L Tibia/HF Dorsi/Plantarflexio 3.44 (3.48) 15.76 (5.99) 19.28 (5.90) 14.92 (6.41) 1.82 (3.59)
L Tibia/HF Add/Abduction 1.96 (3.71) 0.32 (4.78) —4.42 (5.06) —0.56 (4.73) 1.44 (3.98)
L Tibia/HF Sup/Pronation 9.38 (6.11) 7.59 (6.20) 3.47 (6.38) 6.65 (6.07) 8.69 (5.83)
L TFJ Flexion/Extension 0.22 (6.43) 68.29 (14.91) 122.88 (17.47) 78.20 (21.29) —1.14 (5.85)
L TFJ Varus/Valgus 0.04 (2.55) 0.72 (7.18) 0.28 (9.66) —1.25(8.52) 0.10 (2.68)
L TFJ Rotation —17.66 (8.90) —6.01 (8.61) 3.45 (11.67) —5.50 (8.83) —15.75 (9.16)
L Hip Flexion/Extension 10.50 (6.03) 75.24 (13.92) 118.74 (13.22) 84.47 (16.71) 12.77 (7.36)
L Hip Add/Abduction —0.81 (2.83) —16.00 (5.17) —19.33 (5.55) —15.15 (5.57) —7.95 (2.75)
L Hip Rotation —4.33 (8.40) —4.24 (9.22) 10.65 (14.09) —2.97 (11.72) —7.08 (7.98)
L Pelvic Anterior Tilt 15.27 (4.61) 32.86 (6.86) 26.90 (11.55) 31.00 (6.92) 16.47 (5.55)
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Table 2. Cont.

1% 25% 50% 76% 100%
Kinematics
(All Reported in Degrees)
L Pelvic Obliquity 0.56 (1.39) 1.16 (1.96) 1.14 (2.82) 0.87 (2.12) 0.50 (1.47)
L Pelvic Rotation —0.87 (2.35) —0.74 (2.02) —0.14 (217) 0.16 (2.45) —0.63 (2.09)
L Trunk Rel fo Pelvis Forw/ 24.16 (5.88) 21.04 (6.65) _506(1391)  9.56 (10.35) 21.47 (6.07)
L Trunk Rel to Pelvis Lateral Lean 0.58 (1.69) 0.87 (1.91) 0.93 (2.70) 0.77 (2.23) 0.54 (1.95)
L Trunk Rel to Pelvis Rotation —0.10 (3.59) 0.12 (3.21) 0.17 (3.17) 0.10 (3.11) —0.08 (3.35)
L Trunk Forw/Backw Lean 8.90 (3.06) 1180 (598)  —31.91(10.13)  —21.41 (8.72) 499 (3.88)
L Trunk Lateral Lean 0.05 (1.10) ~0.33 (1.46) ~0.25(2.13) ~0.12 (1.98) 0.08 (1.23)
Left Trunk Rotation ~0.88 (2.93) —0.84(2.77) ~0.48 (2.52) ~0.10 (2.80) —0.64 (2.81)
L Shoulder Abduction 12661 (8.18) 12629 (899) 12549 (947)  12500(9.35)  121.81 (1031)
L Shoulder External Rotation 8092 (1631)  8214(1701) 8393 (17.83)  81.45(1742)  77.50 (16.31)
Kinetics
L Anlle Pla(?\%f; ng)fSi Moment 0.28 (0.01) 0.16 (0.11) 0.23(0.16) 0.11(0.08) 0.25(0.10)
L Ankle Ev/Inv Moment (Nm/kg) 0.03 (0.05) —0.03 (0.05) —0.09 (0.06) —0.03 (0.05) 0.03 (0.04)
L Ankle Ext/Int Moment (Nm/kg) 0.03 (0.03) 0.05 (0.04) 0.05 (0.05) 0.04 (0.04) 0.03 (0.03)
L Ankle Power (Watts/kg) ~0.01 (0.02) ~0.06 (0.06) 0.00 (0.02) 0.05 (0.05) 0.00 (0.07)
L TH Flex/Ext Moment (Nm/kg) —0.14 (0.13) 0.62 (0.21) 0.80 (0.25) 0.68 (0.22) ~0.18 (0.12)
LTE] Valt%ifr; ‘;‘f{(;s Moment —0.03 (0.06) 0.05 (0.11) 0.27 (0.21) 0.04 (0.15) —0.03 (0.07)
L TH Ext/Int Moment (Nm/kg) 0.03 (0.03) 0.08 (0.08) 0.30 (0.12) 0.08 (0.06) 0.02 (0.03)
L TH] Power (Watts/kg) 0.02 (0.04) ~1.09 (0.50) ~0.27 (0.35) 1.37 (0.51) 0.00 (0.03)
L Hip Flex/Ext Moment (Nm/kg) 0.00 (0.13) 0.43 (0.19) 0.77 (0.20) 0.57 (0.22) 0.05 (0.14)
L Hip Add/(ﬁfnd/‘ifgﬁ)o“ Moment 0.01 (0.07) —0.18 (0.13) —0.54 (0.16) —0.21 (0.20) 0.00 (0.08)
L Hip Ext/Int Moment (Nm/kg) 0.03 (0.03) 0.07 (0.09) ~0.14 (0.15) 0.05 (0.11) 0.03 (0.05)
L Hip Power (Watts/kg) 0.00 (0.02) 040 (0.19) ~0.13 (0.17) 0.52 (0.20) 0.01 (0.03)
Left Vertical GRF (% body weight) 0.51 (0.04) 0.48 (0.05) 0.55 (0.07) 0.50 (0.05) 0.51 (0.05)
Left Posterior/ Anterior GRF 0.07 (0.01) 0.05 (0.02) —0.01 (0.04) 0.05 (0.26) 0.07 (0.02)

(% body weight)

L: left, HF: hindfoot, FF: forefoot, TFJ: tibiofemoral Joint, Rel: relative, forw/backw: forward/backward,
GREF: ground reaction forces, Plantar/Dorsi: plantar/dorsiflexion, Ev/Inv: eversion/inversion, Ext/Int: ex-
ternal/internal rotation, Flex/Ext: flexion/extension.

3.2. Forefoot, Hindfoot, and Tibia Kinematics
3.2.1. Forefoot Relative to Hindfoot (HF/FF)

The mean range of motion during the squat ran from approximately 2° plantar flexion
to 10° dorsiflexion, with a mean peak HF/FF dorsiflexion of 10.82° £ 5.41 at 50% of
the squat. The HF/FF maintained approximately 5-7° abduction and 6-7° supination
throughout the squat (Figure 2).

3.2.2. Forefoot (FF) Relative to Tibia

The mean range of motion spanned from approximately 0° to 30° of dorsiflexion, with
a mean peak tibia/FF dorsiflexion of 30.31° & 5.83° at 50% of the squat. The mean motion
of the tibia/FF ran from approximately 4° of adduction to 2° of abduction before returning
to an adducted position, while the mean tibia/FF supination ranged from approximately
3° to 8° (Figure 3).
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HF/FF Dorsi/Plantar

HF/FF Add/Abd

HF/FF Sup/Pronation

20.07 20.01 22.07
2 100 B 3 100 S 1201
] < ]
o
g) 00 E’ 0.0 I I 8 207
5 100 g 1007 § 8.0
200 200 80
e 250 500 750 j e 250 500 730 j e 250 500 750 i
0.0 Percent Squat 100.0 0.0 Percent Squat 100.0 00 Percent Squat 100.0
Figure 2. Mean (£SD) forefoot (FF) relative to hindfoot (HF) joint angles. The dark line represents the
sample mean and the gray band surrounding the mean value represents +/— one standard deviation.
Tibia/Foot Dorsi/Plantar Tibia/FF Add/Abd Tibia/F oot Sup/Pronation
40.07 20.0 20.07
g 2504 3 100 3 100?_,\
o < 3 |
o
gw 10,0 § 0.0 g oo
5 0] § 1007 &g -10.0-
?-20'0 20 500 750 ' 200 250 500 750 I -200 250 500 750 )

0.0 Percent Squat 100.0 0.0 Percent Squat 100.0 0.0 Percent Squat 100.0
Figure 3. Mean (£+SD) tibia relative to forefoot joint angles. The dark line represents the sample mean
and the gray band surrounding the mean value represents +/— one standard deviation.

3.2.3. Hindfoot (HF) Relative to Tibia
The mean tibia/HF dorsiflexion approximated 0° to 20°, with a mean peak dorsiflexion
of 19.28° £ 5.90° at 50% of the squat. With squat initiation, the hindfoot was inverted
approximately 2°, everted to about 4°, and then returned to an inverted position during
ascent. The hindfoot was internally rotated throughout the squat, cycling from 9° to 3° at
mid-squat then back to 9° at the completion of the squat (Figure 4).
Tibia/HF Dorsi/Plantar Tibia/HF Inv/Eversion Tibia/HF Int/Ext Rot
40.07 20.07 20.0
g 250 é 10.0 ‘E 100—F—\\H
[a) = o -
o
@ 1001 \ 2 o0 D oo
a (a]
2 50 > -10.0 r_/ < 100
o w w
o
-20.0 ! ' ' ! ~200 250 50.0 750 ' -20.0 ‘ ' ' !
250 50.0 75.0 250 50.0 75.0

0.0 Percent Squat 100.0 0.0 Percent Squat 100.0 0.0 Percent Squat 100.0
Figure 4. Mean (+SD) tibia relative to hindfoot joint angles (degrees). The dark line represents the
sample mean and the gray band surrounding the mean value represents +/— one standard deviation.
3.3. Kinetics—Ankle Joint Moments and Power

The mean net ankle plantarflexor moments ranged from approximately 0.3 Nm/k at
0% to 0.1 Nm/kg at 75% of the squat. Frontal and transverse plane ankle internal moments
were very small (Figure 5).
Ankle Plan/Dorsi Moment Ankle EV/Inversion Moment Ankle Ext/Int Moment
0.57 0.257 0.157
. 0.104
5 " o 0137 %
o 02_’\_/,\\/ w g 005 _—
—
Q
< 00 g 0.00 X 000
: 2 z
-0.24 zZ -0.054
@ > 0.134 k=
‘g 0.3 c — 0104
0.5 T T T 1 -0.25 T T T 1 -0.15 T T T |
250 75.0 250 50.0 750 250 50.0 75.0
0.0 100.0 0.0 100.0 0.0 Percent Squat 100.0

50.0
Percent Squat

Percent Squat

Figure 5. Mean (+5D) joint moments of the ankle (Nm/kg). The dark line represents the sample
mean and the gray band surrounding the mean value represents +/— one standard deviation.
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The mean ankle power ranged from approximately 0.10 W /kg absorption on squat
descent to 0.10 W/kg generation on the ascent (Figure 6).

Ankle Power

0.257

o
@
1

=V

Abs W/KG Gen
o

o
)
a3

25‘ ] 50‘,0 75’,0 J
0.0 Percent Squat 100.0

Figure 6. Mean (+SD) ankle power (watts/kg). The dark line represents the sample mean and the
gray band surrounding the mean value represents +/— one standard deviation.

3.4. Tibiofemoral Joint (TF]) Kinematics

The mean range of motion spanned from approximately 0° to 123° of the TFJ flexion
during the squat. The mean TF] varus/valgus mobility was negligible throughout the
squat; however, variability was large. Knee axial rotation cycled from approximately 16° of
external rotation to 3° internal rotation and back to external rotation (Figure 7).
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Figure 7. Mean (+SD) femur on tibia joint angles (Degrees). The dark line represents the sample
mean and the gray band surrounding the mean value represents +/— one standard deviation.

3.5. Kinetics—TF] Moments and Power

The TF] begins and ends with a net mean flexor moment of approximately 0.16 Nm/Kg
and had a mean peak extensor moment of approximately 0.85 Nm/kg. In the frontal plane,
despite negligible movement, the mean range of TF] moments ran from a net varus moment
of 0.03 Nm/kg to a net valgus moment of 0.27 Nm/kg. The mean knee external rotator
moments ranged from approximately 0.03 Nm/kg to 0.30 Nm/kg (Figure 8).
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Figure 8. Mean (+SD) femur on tibia joint moments (Nm/kg). The dark line represents the sample
mean and the gray band surrounding the mean value represents +/— one standard deviation.

The mean tibiofemoral joint power ranged from approximately 1.1 W/kg absorption
on squat descent to 1.1 W/kg generation on the ascent (Figure 9).
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Figure 9. Mean (£SD) knee power (watts/kg). The dark line represents the sample mean and the
gray band surrounding the mean value represents +/— one standard deviation.

3.6. Hip Joint Kinematics

The mean range of motion of the hip flexion during the squat spanned from approxi-
mately 11° to 119° before returning to 13°. Mean hip adduction ranged from approximately
8° to 19° throughout the squat. Initially, the hip started in approximately 4° of external
rotation and then achieved 11° of internal rotation before returning to 8° of external rotation
(Figure 10).
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Figure 10. Mean (£SD) hip joint angles (degrees). The dark line represents the sample mean and the
gray band surrounding the mean value represents +/— one standard deviation.

3.7. Kinetics—Hip Joint Moments and Power
The mean range of net hip joint extensor moments ran from approximately 0 Nm/kg
to 0.8 Nm/kg with a mean peak moment of 0.77 £ 0.20 at 50% of the squat. Hip abductor
moments approximated 0 Nm/kg at the beginning and end of the squat, with a peak mean
hip adductor moment of approximately 0.5 Nm/kg. The mean range of hip joint moments
ran from a hip external rotator moment of approximately 0.09 Nm/kg to an internal rotator
moment of 0.14 Nm/kg (Figure 11).
Hip Ext/Flex Moment Hip ABd/ADd Moment Hip Ext/Int Moment
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5107 3 % 0.05
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Figure 11. Mean (£SD) hip joint moments (Nm/kg). The dark line represents the sample mean and
the gray band surrounding the mean value represents +/— one standard deviation.

The mean range of hip power spanned from approximately 0.4 W /kg power absorp-
tion to approximately 0.5 W/kg power generation (Figure 12).
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Figure 12. Mean (£SD) hip joint power (Watts/kg). The dark line represents the sample mean and
the gray band surrounding the mean value represents +/— one standard deviation.

3.8. Pelvic Kinematics
The mean range of motion oscillated between approximately 15° and 33° of the anterior
pelvic tilt throughout the squat. The mean pelvic obliquity and rotation were negligible

throughout the squat (Figure 13).
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Figure 13. Mean (£SD) pelvic tilt (degrees). The dark line represents the sample mean and the gray

band surrounding the mean value represents +/— one standard deviation.

3.8.1. Trunk Motion Relative to the Pelvis

The mean range of motion of the trunk relative to the pelvis spanned from approxi-
mately 24° of forward lean to 5° of backward lean before returning to 21° of forward lean
at the end of the squat. The mean trunk lateral lean and rotation relative to the pelvis were

negligible throughout the squat (Figure 14).
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Figure 14. Mean (+SD) trunk relative to pelvis lean (degrees). The dark line represents the sample
mean and the gray band surrounding the mean value represents +/— one standard deviation.

3.8.2. Trunk Motion Relative to Laboratory Coordinate System

The mean range of motion during the squat spanned from approximately 9° of the
forward trunk lean to 32° of the backward lean before returning to 5° of the forward lean.
The mean trunk lateral lean and rotation were negligible throughout the squat (Figure 15).
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Figure 15. Mean (£SD) trunk lean (degrees). The dark line represents the sample mean and the gray
band surrounding the mean value represents +/— one standard deviation.

3.9. Upper Extremity Kinematics (Humerus Relative to the Trunk Segment)

The mean range of shoulder abduction was between 120° and 130° throughout the
squat. The mean range of shoulder external rotation was between 75° and 85° throughout
the squat. Both shoulder abduction and external rotation had considerable variation

(Figure 16).
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Figure 16. Mean (+SD) left shoulder joint angle (degrees). The dark line represents the sample mean
and the gray band surrounding the mean value represents +/— one standard deviation.

3.10. Ground Reaction Forces (GRFs)

The mean vertical GRF ranged from 45% and 60% BW (Figure 17) per leg throughout
the squat. The mean GRF in the anterior—posterior component was less than 10% BW per
leg throughout the squat (Figure 18).

Vertical Force

T T T 1
25.0 50.0 75.0
Percent Squat 100.0

Figure 17. Mean (+SD) vertical ground reaction forces (percentage of body weight). The dark line
represents the sample mean and the gray band surrounding the mean value represents +/— one

standard deviation.
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Figure 18. Mean (£SD) posterior/anterior ground reaction forces (percentage of body weight). The
dark line represents the sample mean and the gray band surrounding the mean value represents +/—
one standard deviation.

The mean GRF in the medial-lateral component was negligible.

4. Discussion

There are a number of tests used to identify abnormal movement patterns that may
contribute to injury risk in athletes. The FMS™, an aggregate of seven tests, was developed
to identify movement asymmetry and/or dysfunctional movement patterns of the trunk,
pelvis, and upper and lower extremities [10,23]. As a component of the FMS™, the OHDS
is a performance-oriented test of mobility and stability of multiple joints and appears to
contribute the largest proportion of variance to the composite FMS™ score [10,15]. Despite
the obvious need for multiplanar controlled mobility for the completion of a full, pain-
free deep squat, there exists no comprehensive control dataset of the 3D joint movement
elements of the OHDS. Furthermore, previous biomechanical models used to examine the
OHDS have not included the means to assess the 3D movements of the foot. Therefore,
the purpose of this study was to assess the 3D kinematics and kinetics of the entire lower
extremity and shoulder associated with the OHDS.

Although participants for this project were screened using the entire FMS™, they
were not distinguished by score. However, those who scored a zero were excluded from
participation. In general, our results demonstrated that sagittal plane movements at the
hip, knee, and ankle were comparable to what had previously been reported. Internal
net plantar flexor and extensor moments were dominant at the ankle, knee, and hip,
respectively, at a full squat. Sagittal plane movements dominated the mobility of the trunk
and pelvic segments, with a pattern of backward trunk lean and anterior pelvic tilt at a
full squat. Healthy, young individuals were able to maintain shoulder abduction/external
rotation during the entire squat. Similar to what has been reported for the stance phases of
walking and running, in order to keep the foot flat during a full squat there was coupled
motion at the hip, knee, and ankle/foot [35-37]. As participants descended, the hip and
knee joints internally rotated as the ankle reached the maximum dorsiflexion, and the
hindfoot (i.e., tibia/HF) everted and the forefoot (HF/FF and tibia/foot) supinated.

4.1. Ankle/Foot Kinematics

Since we incorporated the multi-segment OFM, we expected to see some differences in
the magnitude of sagittal plane mobility at the ankle. For example, although the maximum
dorsiflexion approximated 30 degrees, which was similar to Butler et al., Heredia et al.
reported approximately 42 degrees [10,15]. The differences reported by Heredia et al. are
likely related to the marker clusters and the simplified foot model used by that group.
When the total sagittal plane motion of the forefoot, hindfoot, and talocrural joints is
added together, Heredia et al.’s. findings were approximated [15]. This indicates that
often overlooked intrinsic foot mobility is key to achieving full squat depth and should be
considered clinically. Thus, it also becomes evident that using a multi-segment foot model
was an advantage of our work and should be utilized in future studies [17]. Additionally,
the use of the OFM allowed us to visualize previously unreported small, but important
frontal plane abduction of the forefoot and transverse plane supination of the forefoot.
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These motions are likely pivotal for optimal biomechanical proximal joint positioning.
Being able to quantify the inter-foot mobility as part of the OHDS may be critical in the
diagnosis, prognosis, and treatment planning for individuals who demonstrate functional
impairments or low scores on the FMS™.

4.2. Knee Joint Kinematics

Sagittal and transverse plane motion during the squat followed a highly predictable
pattern and demonstrated the least variability. The mean peak knee flexion of approx-
imately 123 degrees was comparable to that reported by others [10,15]. However, our
data did not distinguish subjects by FMS™ score, whereas Butler and Heredia found
that participants with FMS™ scores of 1 and 2 demonstrated less peak flexion than those
with an FMS™ score of 3 [10,15]. These differences suggest that the FMS™ score may
be sensitive to inherent differences in how the squat is performed, as well as movement
pathology. The mean tibiofemoral internal rotation, i.e., approximately 3.45°, peaked at
50% of the OHDS, a coupling pattern that has also been reported for walking and running
activities [35-37]. This pattern is related to the “unlocking” of the knee during the initiation
of the knee flexion and to the triplanar motion, dorsiflexion, eversion, and abduction of
the foot [37]. Coupled tibiofemoral internal rotation and foot pronation is likely critical to
the maintenance of the foot-flat position participants were instructed to hold. The large
inter-individual variation, i.e., ranging from 9-12°, in knee axial rotation is likely related to
the hierarchical nature of the calculation of Cardan angles [38]. Sex may also play a key role
in this variability, and differences in the Q-angle should be considered when assessing in
clinical settings [16]. The knee valgus peaked at larger knee flexion angles but was minimal
and, like transverse plane angles, showed large inter-individual variation. The presence
of high degrees of inter-individual variation casts doubt on the importance of frontal and
transverse plane deviations when assessing clinically significant treatment strategies, as
all research subjects were pain-free and without an injury history. However, the fidelity of
transverse and frontal plane knee joint angles during the OHDS continues to be a goal of
future research, as large movements in these planes have traditionally been associated with
knee instability.

4.3. Hip Joint Kinematics

Participants initiated the squat slightly flexed (~11°) and reached a mean peak angle
of approximately 120°. A mild hip flexion prior to beginning the squat is common and
is likely related to prepositioning the trunk and pelvis, e.g., anterior pelvic tilt [39]. Our
results were very similar to those reported by others, although, as noted for the knee, these
previous studies reported changes in the peak hip flexion with differences in the FMS
score [10,15]. As the hip flexed during the descent phase it abducted to a peak value of
19° abduction and 10° of internal rotation. As noted by others, coupled hip flexion and
internal rotation are movement patterns found in both walking and running [35,36] and
are likely related to joint and bony geometry, including acetabular position and femoral
anteversion [23,37,40].

4.4. Trunk and Pelvic Segment Kinematics

With our biomechanical model, we determined trunk and pelvic segment movements
relative to the laboratory coordinate system and the movement of the trunk relative to the
pelvis. At squat initiation, the pelvis was preset at approximately 20° of anterior tilt, which
is likely related to the forward lean of the trunk relative to the pelvis in order to control
the body’s center of mass (COM). During descent, the anterior pelvic tilt increased, likely
related to increasing hip flexion, to approximately 33°. At the endpoint of the squat, there
was a mild posterior pelvic tilt and backward trunk lean. This coupled movement likely
occurred secondary to joint and soft tissue constraints in the lumbopelvic complex and
served to maintain control of the COM. Squat ascent reversed this movement pattern with
a return to a more anteriorly tilted pelvis and forward lean of the trunk. The relatively large
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inter-individual variation in the trunk and pelvic segment kinematics was notable. This may
be explained by the findings of List et al. that those with restricted tibial anterior translation
altered the position of their trunk to maintain the center of mass and achieve maximal squat
depth when compared to those who were able to advance the tibia more freely over the
talocrural joint [13]. In healthy young participants, transverse and frontal plane movements
of the trunk and pelvis were minimal, but the ability to measure these movements with
some degree of fidelity may be critical for the documentation of pathomechanical movement
patterns common to those with lumbago or unilateral pain or dysfunction.

4.5. Lower Extremity Kinetics

A net internal plantar flexor moment was present during both squat descent and
ascent. It ranged from 0.20 Nm/Kg to its peak of approximately 0.28 Nm/kg during the
descent phase. Peak plantarflexor moments in the current study were comparable to those
reported by Butler et al. [10]. Since ankle power was absorbed (i.e., a mean of —0.10 W /kg)
during squat descent, we conclude that the posterior tibial muscles were acting eccentrically
to control tibial advancement. Conversely, power generation (i.e., a mean of approximately
0.10 W/kg) during the return phase suggests that the plantarflexors likely contributed
to ankle stability and perhaps to knee extension. Frontal and transverse plane moments
were small but present yet are relevant to provide stability as individuals were required to
maintain their foot progression angle and a foot flat position.

Small net internal tibiofemoral flexor moments were noted at 0% (i.e., 0.14 Nm/kg)
and 100% (i.e., 0.18 Nm/kg) of the OHDS, presumably to control knee extension prior
to and following the squat. Knee flexion (during descent) and extension (during ascent)
resulted in a peak net extensor moment of 0.85 Nm/kg. Butler et al. reported a range of
mean peak knee extensor moments (from 0.45 Nm/kg to 0.63 Nm/kg) distinguished by
the FMS score [10]. Since we did not distinguish joint motion or joint moments according
to the FMS score, our data are not easily comparable to Butler et al. [10]. The knee moment
differences may be related to differences in the sample demographics, biomechanical
models, and segmental inertial properties used. During the descent phase, power was
absorbed (i.e., mean peak of —1.3 W/kg) as the knee extensors were acting eccentrically,
whereas during ascent, the knee extensors were acting concentrically and generating power
(i.e., mean peak of 1.3 W/kg). Mean peak valgus (0.28 Nm/kg) and external rotator
(0.30 Nm/kg) tibiofemoral moments, although small, may reflect the importance of both
dynamic (muscular) and static (fascial and ligamentous) constraints during the OHDS.
These data are unique to our report since previous research only documented sagittal plane
knee moments.

As the hip flexed during squat descent, a mean peak net extensor moment of 0.76 Nm/kg
was generated. This was associated with power absorption (—0.36 W/kg), confirming the
eccentric action of the hip extensor muscles. Butler et al. reported a peak net hip extensor
moment of 0.55 Nm/kg [10]. The substantial difference in hip extensor moments between
Butler et al. and this report may also be related to differences in sample demographics, the
biomechanical models, and the segmental inertial properties used [10,41]. After reaching the
end range of the squat, the hip extensors acted concentrically, generating power (i.e., mean
peak 0.50 W/kg). Small net hip adductor moments during squat descent (0.5 Nm/kg) were
likely associated with eccentric action of the hip adductors that were used to control hip
abduction and perhaps excessive frontal plane motion at the knee [42]. Similarly, small net
hip external rotator muscle moments (i.e., mean peak of 0.15 Nm/kg) were generated to
control hip internal rotation.

4.6. Limitations

One limitation of this study is that there were three separate sets of researchers who
collected data, which could provide a source of error. However, all were trained by the
PI, and good interrater reliability has been demonstrated for the PIG model [43]. Another
limitation of this study is increased susceptibility to a transverse plane error caused by
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the presence of only a single lateral thigh marker, as dictated by the PIG model, when
a marker cluster on the thigh may have been superior when determining Cardan angle
calculations for the frontal plane of the knee and transverse plane of both the knee and hip.
This was in part controlled by the addition of medial femoral condyle and medial malleoli
markers. Researchers posit that standard deviations for transverse plane data at the hip
and tibiofemoral were often greater than those of other planes due to the biomechanical
model that was used. Additionally, skin artifacts caused by the normal displacement of
skin from the bony landmark during movement and occlusion of the ASIS marker at the
deepest point of the squat are significant limitations when using adhesive markers for
3D motion analysis requiring mathematical algorithms and the use of Nexus Software to
control. Moreover, these data were derived from a convenience sample of a young, healthy,
population and may not be representative of a patient population or the population at
large. Lower extremity skeletal abnormalities of the hip and knee were not screened for
and may have contributed to the results. In future research, it may be important to screen
for femoral version and varus/valgus alignment at the tibiofemoral joint.

Future research would benefit from more diverse sample populations with respect
to age and injury history. It would also be beneficial for future research to address the
correlation between OHDS performance differences and injury occurrence and explore
gender differences and the differences in foot and ankle bony anatomy. Lastly, although
Butler et al. and others address the correlation between FMS™ OHDS scores and kinematic,
as well as kinetic, data, it would be beneficial for more specific data to be available on the
foot and ankle [10].

5. Conclusions

Dynamic functional activities, such as the OHDS, are valuable for the assessment
of functional movement and stability across multiple body segments and have become
increasingly popular as methods of clinical assessment. 3D OHDS assessment likely
provides a more comprehensive analysis than typically utilized 2-D assessments and allows
for the consideration of multi-planar movements and interactions. These descriptive
kinematic and kinetic data illustrate the involvement and interaction of sagittal, frontal,
and transverse plane kinematics and kinetics during the OHDS. Although sagittal plane
mobility is most visually apparent to clinicians due to the magnitude of movements
occurring in this plane, the results of the current study yield valuable frontal and transverse
plane data that could inform assessment and interventions related to the foot, knee, and
hip. Due to this investigation’s sample size and demographics, the collected data can serve
as a pilot normative representation of OHDS performance for young and healthy adults.
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