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Abstract
Background: Older individuals frequently experience reversible “frailty syndrome,”, increasing incidence of disability. Although
physical exercise interventions may delay functional decline, there are difficulties in implementing them and performing seamless
follow-up at home. Very few technological solutions attempt to address this challenge and improve individual participation.
Objective: Our objectives are to (1) develop a technological solution designed to support active aging of frail older persons,
(2) conduct a first laboratory evaluation of the device, and (3) design a multidimensional clinical trial to validate our solution.
Methods: We conducted a first phase of multidisciplinary meetings to identify real end users and health professional’s unmet
needs, and to produce specifications for the architecture of the solution. In a second phase, we performed laboratory tests of the
first proposed prototype (a smart insole) with 3 healthy volunteers. We then designed an ongoing clinical trial to finalize the
multidimensional evaluation and improvement of the solution.
Results: To respond to the needs expressed by the stakeholders (frailty monitoring and adherence improvement), we developed
a prototype of smart shoe insole to monitor key parameters of frailty during daily life and promote walking. It is a noninvasive
wireless insole, which automatically measures gait parameters and transmits information to a remote terminal via a secure Internet
connection. To ensure the solution’s autonomy and transparency, we developed an original energy harvesting system, which
transforms mechanical energy produced by the user’s walking movement into electrical energy. The first laboratory tests of this
technological solution showed good reliability measures and also a good acceptability for the users. We have planned an original
iterative medical research protocol to validate our solution in real life.
Conclusions: Our smart insole could support preventive strategies against disability in primary care by empowering the older
patients without increasing the busy health professional’s workload.
Trial Registration: Clinicaltrials.gov NCT02316600; https://clinicaltrials.gov/ct2/results?term=NCT02316600&Search=Search.
Accessed: 2015-05-13 . (Archived by WebCite at http://www.webcitation.org/6YUTkObrQ).
(JMIR Rehabil Assist Technol 2015;2(1):e5) doi: 10.2196/rehab.4084
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Introduction

Methods

Many older individuals experience progressive functional
decline despite the absence of a clear causal disease. This
process has been labeled clinically as the “frailty syndrome”
[1], which is characterized by a decrease in the capacities needed
by an individual to adequately face stressors. To translate the
theoretical concept of frailty into practice, Fried et al [1]
proposed a model combining the evaluation of five criteria,
namely, muscle weakness, self-reported exhaustion,
unintentional weight loss, low physical activity, and slow gait
speed. Although frailty is a multimodal syndrome, gait speed
is recognized as a global indicator of health in older persons
[2]. Several authors have evaluated gait speed as a predictor of
future disability, mortality, institutionalization [3-5], and
health-related events, even those apparently disconnected to
physical function, such as cognitive impairment [6,7].

We conducted a first phase of medical and technical
specifications to develop a device that will address unmet needs
of frailty. This first phase involved medical practitioners
(gerontologists) from the Toulouse University Hospital (France),
who identified unmet medical needs in clinical frailty
management. A systematic literature review of technologies for
frailty and disability was performed [20], and a focus group was
conducted to come to a consensus. The main unmet needs
reported from the clinical ward were as follows: the difficulty
to follow-up on patients’ frailty indicators in the community
setting and to obtain adherence through feedback and
motivational coaching. This phase also involved researchers
from the Laboratory for Analysis and Architecture of
Systems-Centre National de la Recherche Scientifique
(LAAS-CNRS) who explored technical opportunities and locks.
We then built a consortium to address the device development
challenge.

Frailty is potentially reversible [1], and a number of healthy
lifestyle interventions can now be proposed [8-10]. Nevertheless,
there are difficulties in implementing long-term preventive
interventions, obtaining satisfactory patient adherence, and
carrying out seamless follow-up of frail older persons at home.
The use of technology could be relevant for frailty assessment
[11], as well as for promoting and monitoring exercise at home
[12-14] and predicting health-related events [15].
Computer-based exercise interventions administered via a
telecommunications system at home seem to be efficient [16,17],
and remote feedback in home-based physical activity
interventions seems to be as effective as supervised exercise
interventions [18]. Monitoring could potentially, in itself,
improve adherence and performances [13]. “Quantified self”
devices are already proposed to young robust people to
encourage their adherence and motivation (eg, Fitbit, Nike+).
By contrast, in current clinical practice, no devices are used to
measure activity and gait speed and give feedback to the patient.
In fact, follow-up of frail elderly patients is almost nonexistent.
However, to reach our goal we need to make more accurate
measurements, especially concerning gait speed, and to make
it less obtrusive for the end users. Given the importance of the
relationship between gait speed at usual pace and risk of adverse
events, and because of the amount of change for a 0.1-m/s
variation [19], we are seeking 0.1-m/s accuracy, which is not
provided by commercial devices and mobile phones. In addition,
to ensure long-term acceptability it is important to develop a
discreet, transparent, and self-reliable device. Practically, this
means that there should be no need for direct human intervention
in data transmission and battery charging. That is far from being
the case with commercial devices and mobile phones delivered
today.
We believe that there is a specific need for the development of
a patient-centered device that provides accurate and unobtrusive
assessment of physical activity and gait speed, as well as
intervention adherence through feedback and self-motivation.
Our overall objective is to develop and validate a smart device
to support healthy aging of frail older persons (ClinicalTrials.gov
identifier NCT02316600).
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In a second phase, we developed the first prototype of the device
(a smart insole) with several partners, including new
technologies companies (metrological tools and remote
monitoring), podiatrist experts, LAAS-CNRS, and clinical
experts on frailty. We were rapidly able to perform laboratory
tests of the first prototype with 3 healthy volunteers. This took
place in the LAAS-CNRS living laboratory and was part of a
multiphased multidimensional trial. The first complete technical
laboratory phase, which is not described here, did not include
clinical tests and was centered on technical performances of the
prototype. The acceptability, security, and performances of the
solution are evaluated at each phase of the iterative clinical
evaluation, which is fully accepted by the regional medical ethic
committee.

Results
Smart Insole Specifications
According to the unmet needs reported from the clinical ward,
we were able to resume the medical specifications for the device
as follows:
•
•

•
•
•
•

•

The device should target the community setting and more
specifically the follow-up of the patients;
The device should measure major physical frailty criteria,
such as muscle weakness, unintentional weight loss, low
physical activity, and slow gait speed;
The device should not only perform a seamless follow-up
but should also support adherence to recommendations;
The device should be unobtrusive and need no maintenance;
The overall solution has to be patient centered, avoiding
work overload for the medical practitioner;
The device should provide patient feedback regarding
performances, evolution of health status, and alerts in case
of abnormal trends in indicators through existing terminals,
such as touchpads or via mobile phones;
The device should provide a feedback to the medical
practitioner through the Internet, including history of health
status indicators alerts according to prespecified thresholds
and adherence to recommendations.
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These medical specifications may express wishes that could not
be fulfilled from a technical point of view. This phase also
involved researchers from the LAAS-CNRS who explored the
technical possibilities and locks. With regard to medical
specifications, technical possibilities, and on the basis of
previous works [21], we chose to develop a wireless smart shoe
insole, which would meet technological specifications, while
providing good acceptability and unobtrusiveness for the end
users. This device should be able to measure the following:
•
•
•

Activity periods and their durations over time;
For each activity period, the number of steps, average speed,
and distance covered were calculated;
Energy expenditure (indirect data);

Unintentional weight loss and muscle weakness will not be
directly measured with this first insole prototype. We will have
to use other means such as direct questioning via the Web-based
interface.
We conducted two sessions with end-user focus group (12 robust
old adults) to validate this choice. Given the technical
specifications, the consortium—new technologies firms
(metrological tools and remote monitoring), podiatrist experts,
LAAS-CNRS, and clinical experts on frailty—was able to
address the device development challenge.

Prototype Design
In the second phase, we developed the first prototype of the
smart insole (Figure 1) including our sensors tag (Figure 2). It
was designed by the consortium at the LAAS-CNRS laboratory.
Developing an efficient means of powering the device was an
important consideration during the design process, thus enabling
full autonomy and transparency. Accelerometers and gyroscopes
are the most frequently used types of sensors to measure the
gait characteristics [22,23]. In our device, we used an
accelerometer because it is more compact and consumes less
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power than a gyroscope. The printed circuit board embedded
in the insole includes the following elements: a low-power
3-axis acceleration sensor, a global system comprising a
low-power microprocessor unit and a transceiver, a flash
memory for local data logging, and a nano-powered time keeper
to activate scheduled data-logging modes. This system measures
gait parameters when the accelerometer detects an activity. The
dimensions of the system are 3.2 cm × 2.2 cm × 2.0 mm and
total weight is 5 g, including the battery. The smart insole will
be part of an operational setup illustrated in Figure 3. The
following components are included in our system:
•
•
•
•

A radio beacon for automatic data collection (when the
wireless insole detects the beacon);
A collection terminal with an Internet connection (touchpad,
mobile phone);
A remote server for database management; and
A Web application used by the person and his/her physician
via a remote access.

In its current version, a lithium battery CR2016 supplies the
smart insole with a capacity of 90 mAh. An energy harvesting
system is also proposed aiming to produce an unobtrusive
self-powered insole. Piezoelectric generators transform
mechanical energy produced by the user’s walking movement
into electrical energy.
This solution monitors several frailty indicators and feedback
is given to the user during his/her daily life at home. A screen
capture of the end-user Web application is shown in Figures 4
and 5. This will enable the user to be informed about
self-adherence with respect to individual physical exercise
objectives, personal health status evolution, and a possible alert
in case an abnormal trend in indicators occurs. The physician
interface is presented in Figure 6. This first prototype does not
include weight sensors, which is currently under development
but not yet consolidated.
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Figure 1. Smart insole.

Figure 2. Sensors tag.
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Figure 3. Operational setup.

Figure 4. End user interface: active minutes.
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Figure 5. End user interface: distance.

Figure 6. Physician interface.
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Preliminary Living Laboratory Findings
Overview
We performed preliminary laboratory tests in 3 healthy
volunteers in the LAAS-CNRS living laboratory, to validate
the stride detection algorithm for gait speed monitoring before
larger clinical trials, as well as to test the energy harvesting
system. The volunteers conducted tests on a treadmill by
following three-step instructions (slow, medium, and fast).

Gait Speed Monitoring
Accelerometers and gyroscopes are mainly used in the literature
[22,24,25] to measure the dynamic characteristics of walking
from the foot position. In our device, we used an accelerometer
because it is more compact and has more low power
consumption than a gyroscope. For stride detection with
low-cost accelerometer, Jimenez et al [26] proposed a reliable
algorithm with an error of 0.1% for a normal gait speed. We
added a method to measure cadence. The accelerometer was
set to capture sensor samples at 100 Hz. The algorithm
implemented for stride detection and cadence measurement
includes the following five steps:
•
•
•
•

Compute the magnitude of the acceleration;
Compute the local mean acceleration value;
Compute the local acceleration variance, to highlight foot
activity and to remove gravity;
Stride detection with two thresholds on the local
acceleration variance: the first threshold detects the rising
edge, and the second threshold detects the falling edge
(Figure 7); and
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•

After stride detection, we use it to compute the local
cadence expressed in steps/second (1 stride is equivalent
to 2 steps) with a sliding windows on the last 3 strides (6
steps).

This stride detection algorithm was implemented in the smart
insole. Measurements were performed on a treadmill to
determine the robustness of this method. A total of 3 volunteers
(men aged 25, 29, and 30 years) were requested to walk at 5
gait speeds on the treadmill, which were fixed (0.5, 0.75, 1.0,
1.25, and 1.5 m/s). For each gait speed, 100 strides were
performed. The results for each volunteer are presented in Table
1.
Errors were observed on less than 1% of the number of strides.
Less than 1% of error on the number of strides was observed
over the entire speed range studied (0.5-1.5 m/s for each step
of 0.25 m/s). It was also reported that the measured cadence
was relatively stable for a constant gait speed, as cadence
variations were approximately 1% for a stable gait speed, over
the gait speed range studied. These preliminary tests showed a
strong correlation between gait speed and cadence. It seems
possible to assess walking speed in an ambulatory setting by
measuring cadence, when an individual’s specific relationship
between cadence and gait speed is established. For this purpose,
training would need to be implemented to calculate this
relationship. A specific tool was designed to automatically
calibrate the measurements of the insole during the training
period. This system is based on the use of two light barriers
(infrared transceiver combined with an optical reflector and a
transmitter) that measure true mean gait speed over a distance
of 4 m.

Figure 7. Stride detection process.
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Table 1. Test of the stride detection algorithm.
Gait speed (m/s)

Real number of strides

Number of strides counted by the smart insole

Percentage of errors

0.5

100

102

2

0.75

100

101

1

1

100

100

0

1.25

100

100

0

1.5

100

99

1

Total

500

502

0.4

0.5

100

99

1

0.75

100

99

1

1

100

100

0

1.25

100

99

1

1.5

100

99

1

Total

500

496

0.8

0.5

100

98

2

0.75

100

100

1

1

100

100

0

1.25

100

100

1

1.5

100

99

1

Total

500

497

0.6

Volunteer 1

Volunteer 2

Volunteer 3

Energy Harvesting System
Previous studies have shown that for a 68-kg person walking
at a speed of 2 steps/second with a heel movement of 5 cm, the
maximum power that can be generated is 67 W [27]. Only
thin-film piezoelectric generators can be integrated in the
thickness of an insole, such as lead zirconate titanate and
polyvinylidene fluoride piezoelectric materials [28]. We tested
the feasibility of an energy-autonomous smart insole based on
the solution proposed by Smart Material Corporation. For a
rapid walking speed (1.5 and 1.75 m/s), energy needs are
covered. For a slow walking speed (0.5 m/s), one third of the
energy needs are covered. The feasibility stage is conclusive
and enables us to launch the design stage of a miniaturized
energy harvesting system.

Discussion
Principal Findings
The population is aging rapidly. Yet, added life years are not
always lived in healthy conditions and independency. A major
goal of aging interventions is not only to extend life, but also
to preserve the capacity for independent living. Frailty is
considered as a predisability state which, unlike disability, is
still amenable for interventions. This new concept of frailty
modifies the common geriatric approach by leading it toward
the importance of prevention. Nevertheless, we still have
difficulties to implement long-term preventive interventions
http://rehab.jmir.org/2015/1/e5/
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against disability, to obtain the adequate patient’s adherence
and participation, and to perform a seamless and efficient
follow-up of older persons at home.
Although information and communication technologies (ICTs)
have proven their efficiency for monitoring various chronic
diseases such as heart failure or diabetes, very limited evidence
is available about the application of technologies in early
prevention of physical disability [29,30]. According to a review
by Marziali et al [31], only 1% of the home health care programs
studied focused on this situation. Nevertheless, using technology
in this direction does make sense. A review of 2246 publications
[32] has demonstrated that quantified self-tools can motivate
sedentary individuals to change their habits. ICT, as visiophonic
communication, could also be helpful for intervention
implementation [33]. Technologies may support intervention
at home and prevent negative health-related outcomes by
detecting early signs of deteriorating health.
We designed a technological tool to support continuous
monitoring of key parameters of frailty. The first version of our
unobtrusive insole allowed us to implement the algorithms of
the dynamic gait parameters assessment.
In our study, the stride detection method was robust and accurate
over the entire speed range studied with healthy young
volunteers. A strong correlation was reported between walking
speed and cadence and the feasibility of the energy harvesting
system. These tests must be carried out in natural walking
JMIR Rehabil Assist Technol 2015 | vol. 2 | iss. 1 | e5 | p. 8
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conditions with senior end users, which will present walking
patterns potentially impeding these results. Even if each
individual’s specific relationship between cadence and gait
speed is established, the relationship could change over time.
The uncertainty about the evolution of the relationship between
gait speed and cadence in a prefrail and frail elderly population
is one of the most important limitations of our project. Scientific
data are scarce, but according to a recent review [34], the
prominent parameter related to prefrailty is reduced cadence,
whereas frailty (vs prefrail status) is characterized by reduced
step length in everyday walking. This could potentially drive
the necessity to repeat personal calibration process over time.
These initial results show the feasibility of an instrumented
insole, which is an energy autonomous device (energy harvest
and energy generation). Indeed, for a rapid walking speed (1.5
and 1.75 m/s), the energetic needs are covered. In case of slow
walking speed (0.5 m/s), one third of the energetic needs are
covered. A simple solution to design a more efficient energy
harvesting system is to use a piezoelectric generator with a
larger active area or to use multiple stacked piezoelectric
generators. To cover all the ranges of walking speed, we are
also reducing the power consumption of the insole.
Lastly, based on the Toulouse University Hospital method for
medical device evaluation, we designed a two-phase original
clinical trial to finalize the multidimensional evaluation of the
smart insole. Although there is no consensus for health
technologies evaluation, several methods have been proposed
[35,36]. They all emphasize the multidimensional aspect and
the iterative character of the evaluation. The first phase of our
testing was centered on gait speed measurement and energy
harvesting. We are currently performing two additional phases
of multidimensional evaluation thanks to a national grant from
the French National Research Agency (Project Number
ANR-13-TECS-0007). The first clinical and technical feasibility
trial will include 15 healthy old people to evaluate the
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acceptability and the technical performances of the first
prototype (from October 2014 to December 2015). In parallel
with this first clinical phase, we are planning to make technical
improvements to the insole by adding an additional frailty
parameter measurement: weight monitoring, and by developing
a touchpad motivational coaching software through the Internet.
Then, the final solution (shoe insole and coaching software)
will be evaluated in a larger clinical comparative study to assess
its acceptability during field tests in real-life conditions. This
phase will include 60 frail individuals living at home (from
January 2015 to June 2016). We included a new partner for the
acceptability evaluation: Age-Imaging-Modelization Laboratory
of the Joseph Fourier University (Grenoble, France), a new
research laboratory devoted to the science and technology of
aging. We believe that our solution has to be patient centered.
Our aim is not to propose telehealth, which would lead to
additional costs because of the need for a dedicated helpline.
Nevertheless, the solution provides the physician with additional
useful information (health status and adherence to
recommendations) without interfering with the organization of
health care. Access to seamless follow-up could lead to earlier
diagnosis and prevention of the high burden of disability. This
project also addresses global issues relating to our centralized
health system. There is a potential benefit for the frail older
persons in adopting this kind of ICT solution, because of their
active involvement in a healthy lifestyle project.

Conclusion
Our purpose is to design a technological tool to support
continuous monitoring with minimal invasiveness both at home
and in the outside environment. This could be potentially helpful
to promote healthy lifestyle recommendations in the frail older
population. A first prototype has been developed in the living
laboratory and has passed through a test phase involving
volunteers. We are planning additional phases of
multidimensional evaluation in real-life conditions.

Acknowledgments
This work has been supported by the Midi-Pyrénées region through the DIRECCTE program and ANR and CNSA through the
TECSAN program (Project Number ANR-13-TECS-0007-2013-RESPECT). We would like to acknowledge the consortium
partners involved in this first prototype and software development: ACTIA, Intesens, and Medicapteurs.

Conflicts of Interest
None declared.

References
1.

2.
3.

4.

Fried LP, Tangen CM, Walston J, Newman AB, Hirsch C, Gottdiener J, Cardiovascular Health Study Collaborative Research
Group. Frailty in older adults: Evidence for a phenotype. J Gerontol A Biol Sci Med Sci 2001 Mar;56(3):M146-M156.
[Medline: 11253156]
Cesari M. Role of gait speed in the assessment of older patients. JAMA 2011 Jan 5;305(1):93-94. [doi:
10.1001/jama.2010.1970] [Medline: 21205972]
Onder G, Penninx Brenda WJH, Ferrucci L, Fried LP, Guralnik JM, Pahor M. Measures of physical performance and risk
for progressive and catastrophic disability: Results from the Women's Health and Aging Study. J Gerontol A Biol Sci Med
Sci 2005 Jan;60(1):74-79. [Medline: 15741286]
Simonsick EM, Newman AB, Visser M, Goodpaster B, Kritchevsky SB, Rubin S, Health‚ Aging and Body Composition
Study. Mobility limitation in self-described well-functioning older adults: Importance of endurance walk testing. J Gerontol
A Biol Sci Med Sci 2008 Aug;63(8):841-847. [Medline: 18772472]

http://rehab.jmir.org/2015/1/e5/

XSL• FO
RenderX

JMIR Rehabil Assist Technol 2015 | vol. 2 | iss. 1 | e5 | p. 9
(page number not for citation purposes)

JMIR REHABILITATION AND ASSISTIVE TECHNOLOGIES
5.
6.

7.
8.

9.
10.

11.
12.

13.
14.

15.

16.

17.

18.

19.

20.
21.
22.
23.

24.
25.

26.

27.

Ho SC, Woo J, Yuen YK, Sham A, Chan SG. Predictors of mobility decline: The Hong Kong old-old study. J Gerontol A
Biol Sci Med Sci 1997 Nov;52(6):M356-M362. [Medline: 9402942]
Montero-Odasso M, Schapira M, Soriano ER, Varela M, Kaplan R, Camera LA, et al. Gait velocity as a single predictor
of adverse events in healthy seniors aged 75 years and older. J Gerontol A Biol Sci Med Sci 2005 Oct;60(10):1304-1309.
[Medline: 16282564]
Studenski S, Perera S, Patel K, Rosano C, Faulkner K, Inzitari M, et al. Gait speed and survival in older adults. JAMA 2011
Jan 5;305(1):50-58 [FREE Full text] [doi: 10.1001/jama.2010.1923] [Medline: 21205966]
Nelson ME, Layne JE, Bernstein MJ, Nuernberger A, Castaneda C, Kaliton D, et al. The effects of multidimensional
home-based exercise on functional performance in elderly people. J Gerontol A Biol Sci Med Sci 2004 Feb;59(2):154-160.
[Medline: 14999030]
Brown M, Sinacore DR, Ehsani AA, Binder EF, Holloszy JO, Kohrt WM. Low-intensity exercise as a modifier of physical
frailty in older adults. Arch Phys Med Rehabil 2000 Jul;81(7):960-965. [doi: 10.1053/apmr.2000.4425] [Medline: 10896013]
Pahor M, Blair SN, Espeland M, Fielding R, Gill TM, Guralnik JM, et al. Effects of a physical activity intervention on
measures of physical performance: Results of the lifestyle interventions and independence for Elders Pilot (LIFE-P) study.
J Gerontol A Biol Sci Med Sci 2006 Nov;61(11):1157-1165. [Medline: 17167156]
Fontecha J, Hervás R, Bravo J, Navarro FJ. A mobile and ubiquitous approach for supporting frailty assessment in elderly
people. J Med Internet Res 2013;15(9):e197 [FREE Full text] [doi: 10.2196/jmir.2529] [Medline: 24004497]
Makai P, Perry M, Robben SH, Schers HJ, Heinen MM, Olde Rikkert MG, et al. Evaluation of an eHealth intervention in
chronic care for frail older people: Why adherence is the first target. J Med Internet Res 2014;16(6):e156 [FREE Full text]
[doi: 10.2196/jmir.3057] [Medline: 24966146]
Yamada M, Mori S, Nishiguchi S. Pedometer-based behavioral change program can improve dependency in sedentary
older adults: A randomized controlled trial. J Frailty Aging 2012;1:39-44.
Mackey DC, Manini TM, Schoeller DA, Koster A, Glynn NW, Goodpaster BH, Health‚ Aging‚ and Body Composition
Study. Validation of an armband to measure daily energy expenditure in older adults. J Gerontol A Biol Sci Med Sci 2011
Oct;66(10):1108-1113 [FREE Full text] [doi: 10.1093/gerona/glr101] [Medline: 21734231]
Pajala S, Era P, Koskenvuo M, Kaprio J, Törmäkangas T, Rantanen T. Force platform balance measures as predictors of
indoor and outdoor falls in community-dwelling women aged 63-76 years. J Gerontol A Biol Sci Med Sci 2008
Feb;63(2):171-178. [Medline: 18314453]
van Het Reve E, Silveira P, Daniel F, Casati F, de Bruin ED. Tablet-based strength-balance training to motivate and improve
adherence to exercise in independently living older people: Part 2 of a phase II preclinical exploratory trial. J Med Internet
Res 2014 Jun;16(6):e159 [FREE Full text] [doi: 10.2196/jmir.3055] [Medline: 24966165]
Sparrow D, Gottlieb DJ, Demolles D, Fielding RA. Increases in muscle strength and balance using a resistance training
program administered via a telecommunications system in older adults. J Gerontol A Biol Sci Med Sci 2011
Nov;66(11):1251-1257 [FREE Full text] [doi: 10.1093/gerona/glr138] [Medline: 21852283]
Geraedts H, Zijlstra A, Bulstra SK, Stevens M, Zijlstra W. Effects of remote feedback in home-based physical activity
interventions for older adults: A systematic review. Patient Educ Couns 2013 Apr;91(1):14-24. [doi:
10.1016/j.pec.2012.10.018] [Medline: 23194823]
Abellan van Kan G, Rolland Y, Andrieu S, Bauer J, Beauchet O, Bonnefoy M, et al. Gait speed at usual pace as a predictor
of adverse outcomes in community-dwelling older people an International Academy on Nutrition and Aging (IANA) Task
Force. J Nutr Health Aging 2009 Dec;13(10):881-889. [Medline: 19924348]
Piau A, Campo E, Rumeau P, Vellas B, Nourhashémi F. Aging society and gerontechnology: A solution for an independent
living? J Nutr Health Aging 2014 Jan;18(1):97-112. [doi: 10.1007/s12603-013-0356-5] [Medline: 24402399]
Chan M, Estève D, Fourniols JY, Escriba C, Campo E. Smart wearable systems: Current status and future challenges. Artif
Intell Med 2012 Nov;56(3):137-156. [doi: 10.1016/j.artmed.2012.09.003] [Medline: 23122689]
Martin Schepers H, van Asseldonk EH, Baten CT, Veltink PH. Ambulatory estimation of foot placement during walking
using inertial sensors. J Biomech 2010 Dec 1;43(16):3138-3143. [doi: 10.1016/j.jbiomech.2010.07.039] [Medline: 20723901]
Tien I, Glaser SD, Bajcsy R, Goodin DS, Aminoff MJ. Results of using a wireless inertial measuring system to quantify
gait motions in control subjects. IEEE Trans Inf Technol Biomed 2010 Jul;14(4):904-915. [doi: 10.1109/TITB.2009.2021650]
[Medline: 19423449]
Sabatini AM, Martelloni C, Scapellato S, Cavallo F. Assessment of walking features from foot inertial sensing. IEEE Trans
Biomed Eng 2005 Mar;52(3):486-494. [doi: 10.1109/TBME.2004.840727] [Medline: 15759579]
Tien I, Glaser SD, Bajcsy R, Goodin DS, Aminoff MJ. Results of using a wireless inertial measuring system to quantify
gait motions in control subjects. IEEE Trans Inf Technol Biomed 2010 Jul;14(4):904-915. [doi: 10.1109/TITB.2009.2021650]
[Medline: 19423449]
Jimenez AR, Seco F, Prieto C, Guevara J. A comparison of pedestrian dead-reckoning algorithms using a low-cost MEMS
IMU. New York: IEEE; 2009 Presented at: Proceedings of the IEEE International Symposium on Intelligent Signal
Processing; Aug. 26-28, 2009; Budapest, Hungary p. 37-42. [doi: 10.1109/WISP.2009.5286542]
Starner T. Human-powered wearable computing. IBM Syst J 1996;35(3.4):618-629. [doi: 10.1147/sj.353.0618]

http://rehab.jmir.org/2015/1/e5/

XSL• FO
RenderX

Piau et al

JMIR Rehabil Assist Technol 2015 | vol. 2 | iss. 1 | e5 | p. 10
(page number not for citation purposes)

JMIR REHABILITATION AND ASSISTIVE TECHNOLOGIES
28.

29.
30.

31.

32.

33.
34.

35.

36.

Piau et al

Han D, Kaajakari V. Microstructured polymer for shoe power generation. New York: IEEE; 2009 Presented at: International
Solid-State Sensors, Actuators and Microsystems Conference, 2009. TRANSDUCERS 2009; Jun. 21-25, 2009; Denver,
CO p. 1393-1396. [doi: 10.1109/SENSOR.2009.5285832]
Savolainen L, Hanson E, Magnusson L, Gustavsson T. An Internet-based videoconferencing system for supporting frail
elderly people and their carers. J Telemed Telecare 2008;14(2):79-82. [doi: 10.1258/jtt.2007.070601] [Medline: 18348753]
Barlow J, Singh D, Bayer S, Curry R. A systematic review of the benefits of home telecare for frail elderly people and
those with long-term conditions. J Telemed Telecare 2007;13(4):172-179. [doi: 10.1258/135763307780908058] [Medline:
17565772]
Marziali E, Serafini JM, McCleary L. A systematic review of practice standards and research ethics in technology-based
home health care intervention programs for older adults. J Aging Health 2005 Dec;17(6):679-696. [doi:
10.1177/0898264305281100] [Medline: 16377767]
Bravata DM, Smith-Spangler C, Sundaram V, Gienger AL, Lin N, Lewis R, et al. Using pedometers to increase physical
activity and improve health: A systematic review. JAMA 2007 Nov 21;298(19):2296-2304. [doi: 10.1001/jama.298.19.2296]
[Medline: 18029834]
Wu G, Keyes LM. Group tele-exercise for improving balance in elders. Telemed J E Health 2006 Oct;12(5):561-570. [doi:
10.1089/tmj.2006.12.561] [Medline: 17042710]
Schwenk M, Howe C, Saleh A, Mohler J, Grewal G, Armstrong D, et al. Frailty and technology: A systematic review of
gait analysis in those with frailty. Gerontology 2014;60(1):79-89 [FREE Full text] [doi: 10.1159/000354211] [Medline:
23949441]
Sorenson C, Drummond M, Borlum KF, Busse R. How can the impact of health technology assessments be enhanced?
Policy Brief. 2008 Jun 27 Presented at: WHO European Ministerial Conference on Health Systems; Jun. 25–27, 2008;
Tallinn, Estonia.
Velasco-Garrido M, Busse R. Health Technology Assessment: An Introduction to Objectives, Role of Evidence, and
Structure in Europe. Geneva, Switzerland: World Health Organization; 2005. URL: http://www.euro.who.int/__data/assets/
pdf_file/0018/90432/E87866.pdf [accessed 2015-05-20] [WebCite Cache ID 6YgFx6dmY]

Abbreviations
ICT: information and communication technology
LAAS-CNRS: Laboratory for Analysis and Architecture of Systems-Centre National de la Recherche Scientifique

Edited by G Eysenbach; submitted 26.12.14; peer-reviewed by P Makai, E de Bruin; comments to author 12.03.15; revised version
received 23.04.15; accepted 26.04.15; published 25.05.15
Please cite as:
Piau A, Charlon Y, Campo E, Vellas B, Nourhashemi F
A Smart Insole to Promote Healthy Aging for Frail Elderly Individuals: Specifications, Design, and Preliminary Results
JMIR Rehabil Assist Technol 2015;2(1):e5
URL: http://rehab.jmir.org/2015/1/e5/
doi: 10.2196/rehab.4084
PMID: 28582238

©Antoine Piau, Yoann Charlon, Eric Campo, Bruno Vellas, Fati Nourhashemi. Originally published in JMIR Rehabilitation and
Assistive Technology (http://rehab.jmir.org), 25.05.2015. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (http://creativecommons.org/licenses/by/2.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Rehabilitation and Assistive Technology, is
properly cited. The complete bibliographic information, a link to the original publication on http://rehab.jmir.org/, as well as this
copyright and license information must be included.

http://rehab.jmir.org/2015/1/e5/

XSL• FO
RenderX

JMIR Rehabil Assist Technol 2015 | vol. 2 | iss. 1 | e5 | p. 11
(page number not for citation purposes)

