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Introduction
Complications seen in patients with diabetes such as peripheral 

neuropathy and peripheral arterial disease can lead to ulceration, 

infection and loss of limb.  While neuropathy has been 

recognised as the main aetiology for foot ulceration because of 

the loss of pain protective sensation, foot ulceration usually 

occurs in the area of the foot subjected to high mechanical 

pressure 1, 2.  The body responds to the high pressure by 

developing thicker skin, called a callus, to protect the area of 

high pressure.  

In patients without loss of sensation, the normal response to 

repetitive stress caused by high pressure area is inflammation.  

This sends pain signals to the brain to tell the body to modify 

the gait pattern to avoid pain.  In response, the stress is relieved, 

allowing tissue damage to be repaired.  

For patients with loss of sensation, the brain does not receive 

any danger signals, therefore the repetitive stress continues 

without any tissue repair in progress.  The callus continues to 

build up, causing further elevation of plantar pressure in that 

skin region, increasing the risk of ulceration 3.  

A 30 month prospective study at a diabetes centre showed that 

35 per cent of patients with high plantar foot pressure  

developed ulceration 4.  There are many factors that can 

contribute to the recurrence of foot ulceration 5 but it has been 

shown that patients who were compliant to wearing protective 

footwear designed to reduce peak plantar pressure reduced the 

recurrence of foot ulceration by greater than 50 per cent 6. 

Knowledge of which area under the foot produces higher 

pressure when walking can only help the clinician in providing 

proper shoes or shoe inserts for the patient so that they can help 

prevent development or recurrence of foot ulceration.

Foot anatomy
The human foot is a highly dynamic structure composed of 26 

bones held together by many ligaments and stabilised by many 

intrinsic muscles with their tendons.  The skin provides a barrier 

to the environment, including bacteria.  However, dry skin is a 

frequent problem in diabetic patients as a result of autonomic 

neuropathy.   The dry skin can become hardened and cause 

increased pressure at heel contact, leading to ulceration.  

Furthermore, the cracks and fissures can harbour bacteria and 

lead to ulceration and severe infection.  

The intrinsic muscles stabilise the foot while the extrinsic 

muscles produce motion for ambulating.  For patients with 

neuropathy, the intrinsic muscles can become atrophied with 

resulting foot imbalance.  Subsequently, the digits must work 

harder to grip the ground in gait to maintain balance, resulting 

in claw toe and hammer toe deformities.  The stronger extrinsic 

muscles pull on these hammer toes unopposed; this retrograde 

force makes the metatarsal heads more prominent, leading to 

higher metatarsal head pressure.  Additionally, patients with 

diabetes with charcot neuropathy frequently develop a rocker-

bottom foot deformity that is prone to increased pressures in 

the midfoot region.

The gait cycle
The normal gait cycle consists of the swing phase and the stance 

phase.  The stance phase begins with heel strike and ends with 

toe lift following propulsion and covers 60 per cent of the gait 

cycle.  The body receives double support from both limbs 
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during this phase.  At heel strike, the high ground reactive force 

is absorbed by the subtalar joint and fat pad.  This force moves 

forward along the lateral column and is then shifted medially to 

the first metatarsal head where the push-off is high.  If the foot 

is unable to distribute the weight during the stance phase due to 

any bony prominence, abnormally high plantar pressure can 

develop.  Charcot neuroarthropathy has been implicated as a 

cause of bony changes and therefore results in abnormally 

increased plantar pressure at points not along the normal 

ground reactive force.

Plantar foot pressure measurement
Foot pressure measurement has been a topic of interest for 

decades.  In 1882, Beely described one of the earliest studies 

used to evaluate foot pressure; he had subjects walk over a sack 

filled with plaster of Paris to produce footprints.

Another earlier method involved having subjects walk or stand 

on carbon paper overlaying unsoiled paper.  Areas of high 

direct pressure will leave an imprint on the clean paper 

underneath.

Advancements led to the development of Prescale pressure 

sensitive films consisting of two films.  One layer is coated with 

a microcapsule containing colour producing agent which ruptures 

when pressure is applied.  The second layer is coated with a 

colour developing agent that will display colour of various 

densities depending on the amount of pressure applied 7.

Morton described the use of the kinetograph, a deformable 

rubber pad that made contact with inked paper underneath as 

the subject walked over the pad 8.  Elftman later developed a 

barograph 9, which is a rubber pad with a pyramidal projection 

on the bottom.  As subjects walked over the pad on a heavy glass 

plate, a movie camera recorded the deformation pattern of the 

pad from below.  Acran and Bull 10 described the use of optical 

filters on a rigid transparent platform and used a video camera 

to record changes in motion.  Hutton and Drabble 11 were 

probably the first to describe a quantitative method by using a 

force plate that subjects could step on.

With the rapid advancement in computer technology, many 

types of transducers have been developed with the ability to 

convert the pressure data to graphic display and analysis that can 

pinpoint areas of high pressure under the foot.  A number of  

effective systems have been developed using these transducers to 

measure plantar foot pressure.  The development of 

microprocessors started the technology for in-shoe foot pressure 

measurements.

F-Scan is a system that was developed using a resistive type 

transducer.  The system employs the use of a mat or an insole to 

measure static and dynamic plantar foot pressures.  For the 

purpose of this paper, the insole system is referred to as F-Scan 

and the method that uses the mat is referred to as F-Mat. 

The F-Scan system
The F-Scan is a complete pressure sensing system consisting of 

both hardware and software components.  The hardware 

collects data while the software allows visualisation of the data 

in real time or saved for later analysis.  

The hardware component used for collection of the plantar 

pressures data can be either the F-Mat or in-shoe F-Scan.  Both 

modalities are composed of resistive t sensors that continuously 

sample the data up to 165 times per second as the patient walks, 

runs or jumps.  The F-Mat allows the patient to walk freely but 

has less resolution power compared to the in-shoe system.  On 

the other hand, the in-shoe system requires the patient to be 

hooked up to a cable, thus limiting walking distance. 

The F-Scan software is compatible with Microsoft Windows 

95TM/98TM.  In addition, a colour monitor and graphics card 

compatible with Microsoft Windows 95TM/98TM are also 

required to view the data presented.  The menu is user friendly 

and the system is easy to use and master.  Detailed instructions 

can be found in the users’ manual 12.

Application
The F-Scan system has been widely used to measure plantar foot 

pressures in many studies involving diabetic feet.  In a study 

measuring in-shoe pressures in 51 patients with diabetes, the  

F-Scan system was found to be generally reliable for measurements 

of high pressure and peak pressure 13.  The F-Scan has proven to 

be an indispensable tool in evaluating ulceration risk in the 

neuropathic foot, determining the efficacy of the methods used 

to offload high-pressure areas, as well as delineating the changes 

in peak pressures and gait pattern following partial foot 

amputations.

A multi-centre prospective study involving 248 patients with 

diabetes examined the sensitivity, specificity and positive 

predictive value of basic screening techniques to predict foot 

ulceration.  Risk factors evaluated included neuropathy disability 

score, vibration perception threshold, Semmes-Weinstein 
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monofilaments, joint mobility, peak plantar foot pressures 

measured using the F-Mat and vascular status.  While neuropathy 

disability score was shown to have the best sensitivity in 

predicting foot ulceration, plantar foot pressures was shown to 

have the best specificity 14.

Using the F-Mat system, investigators were able to establish a 

threshold peak plantar foot pressure at which ulceration risk 

doubled.  A study of 251 patients with diabetes determined that 

patients with foot pressures less than or equal to to 6kg/cm 

were twice as likely to ulcerate compared to patients lacking 

high foot pressures 15.

High plantar foot pressures were also confirmed as an important 

risk factor for ulceration, especially when coupled with 

neuropathy.

Plantar foot pressures have also been measured to determine if 

variations in distribution patterns of foot ulceration between 

neuroischemic and neuropathic diabetic feet are related to 

differences in pressure loading.  Peak plantar pressures were 

measured under four areas of the foot using the F-Scan system; 

medial and lateral forefoot, hallux and heel.  Interestingly 

enough, plantar pressures were shown to be generally higher in 

the neuroischemic group than in both neuropathic and control 

groups 16.  This finding may indicate that the process of ulcer 

formation in neuroischemic and neuropathic patients differs and 

warrants further investigation.

Since high plantar pressures have been implicated as risk factors 

for foot ulceration in people with diabetes, offloading of high 

pressure areas is critical to prevent ulceration.  The differences 

in plantar pressures in patients with diabetes and people without 

diabetes walking in shoes and walking barefoot were studied 

using the F-Scan system 17.  Use of the F-Scan system allowed 

in-shoe measurement of plantar pressures as well as barefoot 

plantar pressure measurements during gait.  The study revealed 

that in-shoe pressures from the diabetic group were significantly 

lower than barefoot plantar pressures in both the diabetic and 

non-diabetic groups.  Furthermore, it was found that diabetic 

shoes provided higher pressure reduction compared to shoes of 

the control group.

Orthotics may be useful in offloading high pressure areas of the 

foot.  The F-Scan system was used to study the effectiveness of 

custom orthotics in distribution of plantar pressures in patients 

with a pronated foot type 18.  The F-Scan system was used to 

compare the total contact area under the foot between each 

patient with and without the orthotic device.  It was concluded 

that the custom orthotics increased total contact area and thereby 

effectively reduced plantar pressures.  The F-Scan has also proven 

useful in analysing the efficacy of various orthotic materials in 

pressure redistribution.  Plastizote, cork and plastic orthoses all 

have the potential of relieving foot pressures; however, in doing 

so, may increase pressure in other areas of the foot 19.

Amputations are common following diabetic foot infections and 

ulceration.  The F-Scan has been useful in determining peak 

pressures following amputation as well as delineating gait 

changes.  Following big toe amputations in 11 diabetic patients, 

changes in peak plantar pressures were evaluated with the use of 

the F-scan 20.  There was found to be a significant increase in 

pressure under the first metatarsal head, lesser metatarsal heads, 

and lesser toes following a big toe amputation.  

The F-Scan was also employed to compare the pattern of gait 

following midfoot amputations as well as ankle disarticulation 

amputations 21.  The F-Scan results revealed decreased propulsion 

magnitude in the midfoot amputees that may explain the 

increased metabolic costs associated with midfoot amputations as 

compared to ankle disarticulation amputations.

Conclusion
The F-Scan system with its in-shoe insole and F-Mat measuring 

devices has been used in a variety of studies involving patients 

with diabetes.  It has been shown to be effective in identifying 

patients with high plantar foot pressure who are at risk of foot 

ulceration.  It is also reliable in designing shoes and orthotics for 

diabetic patients to offload high pressure areas and is vital in 

assessing pressure redistribution and gait changes following 

amputation.  The system is easy to use and also provides reliable 

quantitative and qualitative measurements.

References
1.	 Smith L, Plehwe W, McGill M, Genev, N, Yue DK & Turtle JR.  Foot bearing 

pressure in patients with unilateral diabetic foot ulcers.  Diabet Med 1989 
Sept-Oct; 6(7):573-5.

2.	 Lang-Stevenson AI, Sharrad WJ, Betts RP & Duckworth T.  Neuropathic 
ulcers of the foot.  J Bone Joint Surg (Br) 1985 May; 67(3):438-42.

3.	 Murray HJ, Young MJ, Hollis S & Boulton AJ.  The association between 
callus formation, high pressures and neuropathy in diabetic foot ulceration.  
Diabet Med 1996 Nov; 13(11):979-82.

4.	 Veves A, Murray HJ, Young MJ & Boulton AJ.  The risk of foot ulceration in 
diabetic patients with high foot pressure: a prospective study.  Diabetologia 
1992 Jul; 35(7):660-3.

5.	 Mantey I, Foster AV, Spencer S & Edmonds ME.  Why do foot ulcers recur 
in diabetic patients?  Diabet Med 1999 Mar; 16(3):245-9.

6.	 Chantelau E & Haage P.  An audit of cushioned diabetic footwear: relation 
to patient compliance.  Diabet Med 1994 Jan-Feb; 11(1):114-6.



30
Primary Intention

February 2001

7.	 Aritomi H, Yonemoto K & Morita M. Measurement of footsole pressure 
distribution of normal subjects by pressure sensitive films.  Nippon Seikeigeka 
Gakkai Zasshi 1983 Mar; 57(3):341-9.

8.	 Morton DJ.  Structural factors in static disorder of the foot.  Am J Surg 1930; 
19:315.

9.	 Elftman H.  A cinematic study of the distribution of pressure in the human 
foot.  Anat Rec 1934; 59:481.

10.	 Acran M & Brull MA.  Fundamental characteristic of the human body and 
foot: the foot-ground pressure pattern.  J Biomech 1976; 9:453.

11.	 Hutton WC & Drabble GE.  An apparatus to give the distribution of vertical 
load under the foot.  Rheu Phys Med 1972; 11:313.

12.	 F-SCAN pressure assessment system.  Users’ Manual.

13.	 Ahroni JH, Boyko EJ & Forsberg R.  Reliability of F-scan in-shoe measurements 
of plantar pressure.  Foot Ankle Int 1998 Oct; 19(10):668-73.

14.	 Pham TH, Armstrong DG, Harvey C, Harkless LB, Giurini JM & Veves A.  
Screening techniques to identify the at-risk patients for developing diabetic foot 
ulcers in a prospective multi-centre trial. Diabet Care 2000; 23(5):606-11.

15.	 Frykberg RG, Lavery LA, Pham H, Harvey C, Harkless L & Veves A.  Role 
of neuropathy and high foot pressure in diabetic foot ulceration.  Diabet Care 
1998 Oct; 21(10):1714-9.

16.	 Pitei DL, Lord M, Foster A, Wilson S, Watkins PJ & Edmonds ME.  Plantar 
pressures are elevated in the neuroischemic and the neuropathic diabetic foot. 
Diabet Care 1999; 22(12):1966-70.

17.	 Sarnow MR, Veves A, Giurini JM, Rosenblum BI, Chrzan JS & Habershaw 
GM.  In-shoe foot pressure measurements in diabetic patients with at-risk feet 
and healthy subjects.  Diabet Care 1994 Sept; 17(9):1002-6.

Editors’ footnote
This paper describes only one type of system available to measure 
plantar foot pressures.  Two other systems to note are Novel (Pedar 
and EMED) and the RS scan.   Further information on these 
devices and plantar pressures can be found on the following 
websites:

•	 F-Scan		 <www.tekscan.com>
•	 Novel	 	 <www.novel.de>
•	 RS scan	 <www.rsscan.com>
•	 Foot pressure special interest group	<www.figroup.com>.

18.	 Albert S & Rinoise C.  Effects of custom orthotics on plantar pressure 
distribution in the pronated diabetic foot.  J Foot Ankle Surg 1994; 
33(6):598-604.

19.	 Brown M, Rudicel S & Esquenazi A.  Measurements of dynamic pressures at 
the shoe-foot interface during normal walking with various foot orthoses 
using the F-Scan system.  Foot Ankle Int 1996; 17(3):152-6.

20.	 Lavery LA, Lavery DC & Quebedeaux-Farnham TL.  Increased foot 
pressures after great toe amputation in diabetes.  Diabet Care 1995; 
18(11):1460-2.

21.	 Pinzur MS, Wol B & Havey RM.  Walking pattern of midfoot and ankle 
disarticulation amputees.  Foot Ankle Int 1997; Oct 18(10):635-8.

Australian Wound Management Association

Australian Wound Management Association Inc

D I R E C T O R Y

Medical Representative
	 Denise Findlay
	 Tel:	 (03) 9214 1562
	 Fax:	 (03) 5258 1050
	 E-mail:	 denise.findlay@racgp.com.au

Nursing Representative
	 Sandy Dean
	 Tel:	 (03) 9748 9391
	 Fax:	 (03) 9748 9390
	 Mob:	 0407 530 590
	 E-mail:	 WOUNDSCOPE@Access.net.au

New South Wales Representative
	 Jenny Cavanagh
	 Tel:	 (02) 9845 2160
	 Fax:	 (02) 9845 2111
	 Wound Care Association of NSW Inc.
	 PO Box 402
	 Connells Point, South Hurstville
	 NSW 2221

Queensland Representative
	 Frances Weston
	 Tel:	 (07) 4632 7588
	 E-mail:	 Faweston@widebay.net.au
	 Queensland Wound Care Association
	 PO Box 1036, Stafford City
	 Qld 4053

South Australian Representative
	 Jenny Bradley
	 Tel:	 (08) 8375 5942
	 Fax:	 (08) 8375 5942
	 E-mail:	 markjohn@senet.com.au
	 Website:	www.wound.sa.edu.au
	 South Australian Wound
	 Management Association
	 PO Box 71, Rundle Mall
	 Adelaide  SA 5000

Tasmanian Representative
	 Juliet Scott
	 Tel:	 (03) 6344 0503
	 Fax:	 (03) 6343 3555
	 Tasmanian Wound Care Association
	 PO Box 425, Kings Meadows
	 Launceston, Tas 7250

Victorian Representative	
	 Greg Duncan
	 Tel:	 (03) 9903 9687
	 Fax: 	 (03) 9903 9124
	 E-mail:	 greg.duncan@vcp.monash.edu.au

	 Wound Management Association of Victoria Inc.
	 Nursing Representative
	 22 Wellington Street, St. Kilda, VIC 3182
	 Tel:	 (03) 9526 6912
	 Fax: 	 (03) 9529 2663
	 E-mail:	 bizaid@bigpond.com.au

Australian Capital Territory Representative
	 Jill Parke
	 Fax:	 (02) 6244 4020
	 E-mail:	 Jill.Parke@act.gov.au
	 ACT Wound Management Association
	 PO Box 621, Woden ACT 2606

Western Australian Representative
	 Keryln Carville
	 Tel:	 (08) 9242 0242
	 Fax:	 (08) 9445 2339
	 E-mail:	 kcarville@silverchain.org.au
	 West Australian Wound Care Association
	 PO Box 1011, Nedlands, WA 6909

Journal Co-editor
	 Jenny Prentice
	 Tel:	 (08) 9431 2690
	 Fax:	 (08) 9431 2623
	 E-mail: prentice@cyllene.uwa.edu.au

President	
	 Nancy Magazinovic
	 Tel:	 (07) 3212 5843
	 Fax:	 (07) 3256 3819
	 E-mail:	 Nancy_Magazinovic@health.qld.gov.au

Vice-president
	 Terry Swanson
	 Tel:	 (03) 5563 1443
	 Fax:	 (03) 5563 1627
	 E-mail:	 tswanson@swh.net.au

Immediate past president
	 Geoff Sussman
	 Tel:	 (03) 9903 9619
	 Fax:	 (03) 9903 9124
	 E-mail:	 geoff.sussman@vcp.monash.edu.au

Secretary
	 Rhonda Walsh
	 Tel:	 (08) 8922 7326
	 Fax	 c/-Nancy Magazinovic: 
		  (07) 3256 3819
	 E-mail:	 rhondawalsh@bigpond.com

Membership Secretary
	 Michael Arthur
	 Tel:	 (08) 8222 1620
	 Fax:	 (08) 8222 1644
	 E-mail:	 marthur@hampstead.rah.sa.gov.au

Treasurer
	 Clarissa Young
	 Tel:	 (03) 6348 7320
	 Fax:	 (03) 6334 7577
	 E-mail:	 clarissa.young@dchs.tas.gov.au

Allied Health Representative
	 Laurence Foley
	 Tel:	 (08) 9317 4777
	 Fax:	 (08) 9317 4707
	 E-mail:	 laurence.foley@health.wa.gov.au




