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Abstract
The research here proposed starts from the belief that, in order
to allow the verification of the corrective action of the brace
used to correct the scoliotic curve and the monitoring of the
evolution over time of its therapeutic efficacy, it would be
necessary to use routine systems that measure the pressures
exerted by the braces themselves. In fact currently this
verification is done by means of X-ray images and visual
examination of the brace worn. In literature there are some
studies on this topic, which show more or less expensive
systems, more or less simple to use that have evolved with the
evolution of technology while trying to meet the same
requirement of quantification.
A reduction in the amount of pressure should correspond to a
positive response of the spine to the action exerted by the brace.
The routine use of systems of this type, absolutely non-invasive,
would allow more frequent checks and any brace design errors
could be promptly identified and corrected. The paper shows
the results obtained with the use of an economic system that is
not particularly smart, but which despite its simplicity has
confirmed the usefulness of the evaluation of pressures
between brace and patient’s trunk.
Keywords: Scoliotic curve, Brace, Pressure.

I. INTRODUCTION
Scoliosis is a deformity of the spine consisting of a lateral
deviation and, due to its articulated structure, of a rotation of
the vertebral bodies. Spine deviations are not pathologies of
this century: from paintings found on the walls of caves that
date back to the Stone Age, it is deduced that the deformations
of the spine existed since the earliest times. The first one who
used the term "scoliosis" was Hippocrates, although incorrectly,
since with this term he indicated all deformations of the spine.
Galen (129-201) coined the words "kyphosis, lordosis and
scoliosis"; his treatment of the deformities of the spine
followed that of Hippocrates and consisted in a forced tension
of the patient. Paré (1510-1590) wrote a treatise on congenital
scoliosis in which he claimed that incorrect posture was the
cause of scoliosis and indicated as a therapy the use of a metal
brace obtained from an armor. The evolution of the study of
scoliosis was swinging over time: after a period of stagnation
at the end of the 19th century, detailed descriptions of the
anatomy of the spine deformations were made for the definition
of its clinical features and its pathogenesis. In 1914 Hibbs
performed the first vertebra arthrodesis of a scoliosis; this
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constituted a remarkable progress in the therapy of this
pathology: in fact, in that period, there was no orthopedic
treatment that gave satisfactory results. The first really effective
brace, the Milwaukee brace, was designed, in 1946, by Blount
and Smith [1].
Scoliosis typically affects female adolescents, while male ones
are more affected by another deformation of the spine called
kyphosis.
Scoliosis can be classified according to different criteria: based
on the number of curves (single-curve scoliosis and doublecurve scoliosis) or according to the type of deformation and
pathogenesis (unstructured scoliosis, structured scoliosis,
transient structured scoliosis).
When there are two structured curves, the terms "greater curve"
denotes that one of greater amplitude and "smaller curve"
denotes that one of smaller amplitude. The "apical vertebra" is
defined as the vertebra that moves further away from the
vertical axis of the patient. The apical vertebra (a.v.) is
important because it is the reference vertebra in the localization
of scoliotic curves (cervical, a.v. C1-C6; cervico-dorsal, a.v.
C7-T1; dorsal, a.v. T1-T11; dorso-lumbar, a.v. T12-L1; lumbar,
a.v. L2-L4; lumbar-sacral, a.v. L5-S1).
Among all the type of scoliosis the idiopathic one is certainly
the most frequent: it is a structured type scoliosis and is of
unknown origin.
In order to quantify the extent of the angular deviation of
scoliotic curves an angle, called Cobb angle[2], is measured
identifying the most caudal vertebra, whose lower edge looks
towards the concavity of the curve, and drawing a line parallel
to it, thus identifying the most cranial vertebra, whose upper
edge looks towards the concavity of the curve, and tracing a
line parallel to it; the Cobb angle is the angle formed by the
intersection of the two lines perpendicular to those previously
drawn (Fig. 1)

Fig. 1. Example of evaluation of the degree of angular
deviation of the scoliotic curve according to the Cobb method
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Scoliosis is currently treated with different techniques
depending on the severity of the spine deviation: there are noninvasive techniques for less severe cases (orthosis and
physiotherapy), and invasive techniques for more severe cases
(tension bars, spinal fixators). Generally the use of orthoses,
commonly called braces, occurs when the angular deviation is
between a minimum of 25-30 Cobb degrees and a maximum of
45-50 Cobb degrees.
For most scoliosis an orthosis is adopted; there are different
models (Milwaukee, Michel Allegre, Lionese, Charlestone,
Chêneau, Riviera, Olympe, Boston etc.). The type of orthosis
is chosen according to the aetiology of scoliosis, the age of the
patient and the location of scoliosis. Orthoses, active or passive,
exert pressure on the patient's trunk with the aim of preventing
further aggravation of the deformation and in some cases
reducing it. Passive orthoses are those in total contact with the
trunk, so the spine is kept in the correct or hypercorrected
position without any muscular effort. Active orthoses have a
limited number of areas in contact with the patient's trunk; the
pressures exerted at these areas cause in the patient the effect
to straighten himself and translate the trunk towards free areas
or expansion chambers, so that the spine remains in the correct
position thanks to active muscular contraction.
After the medical examination and after observing the X-ray
images, the doctor verifies the presence of one or more scoliotic
curves and decides the use of the most suitable brace. The brace
must exert adequate pressure to be effective, otherwise it can
also be harmful in the sense that in addition to not making any
reduction in the scoliotic curve it does not prevent its natural
degeneration.
Currently the control of the corrective action of the brace is
done by means of X-ray images and by visual examination of
the brace worn, while its therapeutic efficacy is controlled
clinically and radiographically with different frequencies in the
various countries: frequent radiographic checks are not
recommended both for the difficulty of appreciating on the
radiographic image minimal variations of the scoliotic angle of
the spine, and for the invasiveness of the examination.
The problem is that it is not easy to assess the effectiveness of
a brace in controlling the evolution of a scoliotic curve without
knowing which is the distribution of the pressures exerted by
the brace itself on the patient's trunk and also without knowing
how long it is worn daily [3].
The usefulness of using a non-invasive and more precise
method than the traditional one therefore appears evident.
The solution of these problems is a typical subject of
Bioengineering. In particular Biomechanics performs structural
analysis of skeletal body elements and of biomechanical
systems consisting of a bone element coupled to a prosthesis,
an implant or a fracture synthesis device, or to an orthesis by
means of both numerical and experimental methods [4]. There
are many examples of clinical problems which have moved
from a qualitative assessment to a quantitative evaluation
thanks to the respective modeling [5-12] or to the application
of classical experimental methods of structural analysis to the
evaluation of the efficacy of procedures or surgical techniques
[13-21] or to the evaluation of the mechanical characteristics of
the materials used at different scales of investigation [22-29].
The non-invasive control of the corrective action of a brace
could be obtained through the use of pressure sensors placed in

some points between the brace and the patient's trunk in the
testing phase. The use of multiple sensors applied in the areas
where the brace exerts its correction makes it possible to
identify a pressure map exerted by the brace on the trunk, then
check whether it is effective at the required points and quantify
its effectiveness.
In order that the measured pressure is realistic, it is necessary
that the sensor is very thin and small enough not to distort the
measurement due to its stiffness. The application of the
pressure sensor during each check-up can allow to quantify the
variation over time of the pressure exerted by the brace on the
patient's trunk. A reduction in the amount of pressure should
correspond to a positive response of the spine to the action
exerted by the brace.
With a measurement system of this type, the checks could be
more frequent and any errors in the realization of the brace
could be promptly identified and corrected.
At the beginning a similar problem was studied as regards the
prostheses for amputees above and below the knee joint for the
evaluation of the loads exerted on the patients' stump by the
socket [30-40]. From the analysis of this literature it was
deduced that the majority of the proposed techniques requires
the realization of special instrumented sockets that permanently
alter the prosthesis, the measurement points are fixed and in
limited numbers and, due to the size of the transducers and their
stiffness, their positioning at the stump-socket interface creates
abnormal stress concentrations. Some of these problems were
overcome with the application of systems such as that of
TekScan Inc. (Boston, MA) [39] which do not damage the
sockets and can be applied at different points of the interface;
however, the accuracy and repeatability of the measurements
made with these transducers at those time and in this ambit
were not high [41].
As regards brace, temperature sensors [42-44], pressure
switches [45], force sensors [45-47] more recent TekScan
device (Boston, MA) [49], associated experimental and
numerical methods [49] have been used to monitor brace
pressure and/or wear time [3].
The evaluation of the effectiveness of braces used for the
treatment of scoliosis is a topical subject. In 2019, two reviews
were published on the subject [51, 52], but in most cases at
present the routine evaluation methods are still the historical
ones such as they do not include objective quantifications.
This paper shows the personal experience acquired by
designing a pressure measurement device whose application
has demonstrated the validity and necessity of objective
assessments of this type.
II. MATERIALS AND METHODS
Measuring the pressure between two surfaces, brace and skin,
always moving the sensor, without distorting the measurement,
in a reliable, repeatable way and with contained costs to allow
a widespread adoption in the surgeries is not a simple solution.
There are many types of braces and they differ in terms of shape,
correction modality of scoliotic curves and stiffness. The
surface that interfaces with the brace is constituted by the
patient's trunk, therefore its stiffness varies according to the
subject. Many types of pressure sensors are available on the
market, usually of such dimensions that they cannot be put
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between the brace and the patient’s trunk, sometimes fragile,
and so not suitable to repeated measurements, and with a full
scale greater than the necessary one.
A measurement system with which the sensor fragility problem
was overcome and therefore the problem of repeated
measurements, was built according to our specifications by
Paromed Medizintechnik Gmbh (Neubeuern, Germany). The
system consists of a matrix 80 x 85 mm of eight resistive type
pressure sensors associated to eight temperature sensors
connected to an eight channels amplification device with
temperature compensation. Sensors are arranged in two rows
and each pair of sensors (pressure, temperature) is drowned in
a silicon gel cell which has the function of distributing the
pressure uniformly on the pressure sensor and protecting it
from mechanical damage (Fig. 2).

By patient examination we mean a clinical classification of the
patient which includes, after an in-depth case history, the
evaluation on the frontal plane of the balance of the shoulders
and pelvis and on the sagittal plane of the lateral profile of the
column.

Fig. 3. Application of a matrix sensors on a patient
With the patient flexed anteriorly, the orthopedist examines and
quantifies the costal and paravertebral humps with a special
device. Hips asymmetries are also taken into account and
measured. The examination is deepened from the radiological
point of view by measuring the angular entity of the curve
according to Cobb and its structure according to Nash and Moe
[53]. The skeletal maturity of the patient according to Risser
[54] is also deduced from the radiograph. To evaluate skeletal
maturity, the iliac epiphyseal ossification centers are identified;
ossification of the iliac crests begins from the anterior-superior
iliac spine and moves progressively backwards; when the
ossification of the iliac crests reaches the postero-superior iliac
spine the ileum is fused. This moment coincides with the arrest
of skeletal development. To measure the posterior
displacement of the iliac apophysis the iliac crest is divided into
four parts (Fig. 4): value of Risser 1 refers to 25% of
ossification of the iliac crest, Risser 2 refers to 50% of
ossification, Risser 3 refers to 75% of ossification, Risser 4
refers to 100% of ossification such as when ossification has
reached the postero-superior iliac spine. The fusion of the
nuclei with the rest of the ileum corresponds to a Risser value
of 5.

Fig. 2. Sensors matrix. Dimensions [mm]
The sensors support is made of flexible material and the device
is 2.3 mm thick. Each pressure sensor makes a maximum error
of 5% on the full-scale value p = 200 kPa. The amplification
device is powered at 9 V in alternating current, it allows the
adjustment of the gain and of the zero both of the pressure and
the temperature and the regulation of the temperature-pressure
compensation; the reading of the pressure and the temperature
measured by each individual sensor takes place thanks to a
special manual channel selector.
The signals output are recorded and displayed over time by
means of a computer through an analog/digital converter. The
converter used is the AD612 (Artek Elettronic Solution, Italy)
that connects directly to the parallel port of the computer.
The software that manages the signals coming from the
converter allows to calibrate the zero and the gain, set the range
of measurable values, the sampling frequency, the data
transmission frequency during recording, the unit of
measurement, the number of decimal places of the measured
value, recording the signal in memory and to display the signal
continuously on the monitor in a system of Cartesian axes
having time on the abscissa and the pressure on the ordinate.
The sampling frequency used is 15 Hz. The analysed
phenomenon is almost static. What makes the pressure exerted
by the brace on the patient's trunk vary is the dilation of the rib
cage following breathing. Bearing in mind that the time period
between two successive inspirations is about 4 s the frequency
of the phenomenon to be measured is about 0.25 Hz.
The applied protocol was the following: patient examination,
application of the sensors matrix, acquisition and recording of
pressure signals, compilation of a card in which data relating to
the patient appear (Fig. 3).

Fig. 4: Evaluation of the degree of skeletal maturity: Risser
value
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The pressure sensor matrix was placed on the patient's skin,
orthostatic position, at the areas where the brace applies the
corrective forces. The brace was put on and the pressure exerted,
with an acquisition time of approximately 30 s, was measured,
displayed and recorded. At the end of the protocol a summary
sheet was compiled in which were indicated, in addition to the
personal data, the diagnosis, the angular extent of the curves,
the bone maturity, the physiokinesiterapic or orthopedic
treatment previously performed, the type of orthosis in use, the
orthopedic workshop that made it and the material of which it
is made. For the different measurement points and possibly for
the different positions assumed by the patient, the average
pressure values recorded and the trend over time of the
pressures measured by the eight sensors were also shown.
Finally on the sheet the radiological data of the correction
obtained from the treatment on the frontal, sagittal and
transverse planes respectively could be read (Fig. 5).

Fig. 5. Example of measurement of pressures measured by the
eight sensors. Time expressed in 10 s is shown on the abscissa.
Pressure expressed in 102 Pa is shown on the ordinate
III. RESULTS
Over a year and a half, 75 patients were evaluated and only on
some of them the same type of measurement was conducted
with the same brace at different times.

In order to compare values measured on the same patient at
different times and on different patients under different
conditions (such as type of brace worn, type of curve, degree of
spine deviation, skeletal maturity) and possibly find
correlations between measured pressures and these parameters,
for each acquisition only the maximum average values of the
acquisitions recorded with the 8 sensors were considered. The
acquisitions were divided among pressures measured
respectively at a thoracic curve and at a lumbar curve and,
within this subdivision, were further subdivided by type of
orthosis, by Risser values and by degree of spine deviation.
Risser value referred to corresponds to the relative value at the
time of acquisition.
From the subdivision into thoracic and lumbar acquisitions
respectively, it can be deduced that on average the thoracic
pressure is greater than the lumbar one and this result has a
clinical confirmation as the correction at the lumbar level is
exerted on a large muscular area while the correction at the
thoracic level is exerted directly on the ribs. The analysis of the
data collection divided by the type of orthosis used indicates
how the passive braces exert more pressure than the active ones;
this finds a clinical confirmation since these two types of braces
are based on a different principle of action on the patient's trunk,
in fact passive braces have the task of blocking the spine
deviation without the participation of the patient, therefore they
must exert such pressure as to counteract the natural
progression of scoliosis. The active braces have the task of
urging the patient to assume a different posture, therefore the
correction of the spine curve occurs with the participation of
the patient, the areas in which the pressure is exerted are more
localized and restricted and the extent of the pressure is lower
(Fig.6).
The analysis of data divided according to the value of Risser
provided no indication as there is no correlation between the
average value of pressure and skeletal age of the subject
undergoing therapy.

Fig. 6. Amount of pressures [102 Pa] measured on patients treated respectively with an active type brace (Milwaukee) and with a
passive type brace (Lionese). Each histogram corresponds to a patient. The red histograms correspond to measurements carried out
in correspondence of thoracic curves while the blue histograms correspond to measurements carried out in correspondence of lumbar
curves
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The analysis of data divided by the degree of spine deviation
did not suggest the existence of a correlation between the
degree of spine deviation and pressure exerted by the brace.
The type of orthosis is related to the degree of spine deviation;
in fact, we pass from active corsets to passive corsets as the
degree of deviation of the spine increases.
As regards measurements conducted on the same patients with
the same brace at different times some results are shown in Fig.
7. In almost all patients measured after just three months from
the start of the therapy, that is from the beginning of the use of
the brace, an appreciable reduction in the pressure exerted by
the brace itself was recorded. This result shows that in a short
time a brace may no longer be effective.

The number of acquisitions made so far is not sufficient to draw
definitive conclusions. A systematic study of numerous clinical
cases that differ in type and evolution is planned, so as to try to
identify a link between pressure exerted and correction
obtained.
REFERENCES

Fig. 7. Each curve corresponds to a patient and shows the
amount of pressure [102 Pa] measured at three different time
respectively after one, two and three months from the
beginning of the therapy. All these patients worn a Chêneau
brace and the measurement was done at a thoracic curve

[1]

Viladot R, Cohi O, Clavell S. Ortesi e protesi
dell’apparato locomotore - Colonna vertebrale, 1988,
Verduci Editore, Roma.

[2]

Cobb JR. Outline for the study of scoliosis. The
American Academy of Orthopedic Surgeons
Instructional Course Lectures. Vol. 5. Ann Arbor, MI:
Edwards; 1948.

[3]

Chalmers E, Lou E, Hill D, Zhao VH, Wong MS.
Development of a pressure control system for brace
treatment of scoliosis. IEEE Transactions on Neural
Systems and Rehabilitation Engineering. 2012:20(4):
557-63.

[4]

Zanetti EM, Bignardi C. Structural analysis of skeletal
body elements: numerical and experimental methods. In
Biomechanical systems technology (edited by Cornelius
T Leondes (University of California, Los Angeles,
USA), World Scientific Publishing. 2009:3:185-225.

[5]

Vitale MC, Chiesa M, Coltellaro F, Bignardi C, Celozzi
M, Poggio C. FEM analysis of different dental root
canal-post systems in young permanent teeth. European
Journal of Paediatric Dentistry. 2008:9(3):111-7.

[6]

Zanetti EM, Bignardi C. Mock-up in hip arthroplasty
pre-operative planning. Acta of Bioengineering and
Biomechanics. 2013:15(3):123-8.

[7]

Zanetti EM, Terzini M, Mossa L, Bignardi C, Costa P,
Audenino AL, Vezzoni A. A structural numerical model
for the optimization of double pelvic osteotomy in the
early. Vet Comp Orthop Traumatol. 2017:3(4):256-64.

[8]

Calì M, Zanetti EM, Oliveri SM, Asero R, Ciaramella S,
Martorelli M, Bignardi C. Influence of thread shape and
inclination on the biomechanical behaviour of plateau
implant systems. Dental Materials. 2018:34(3):460-9.

[9]

Zanetti EM, Bignardi C, Terzini M, Putame G,
Audenino AL. A multibody model for the optimization
of hip arthroplasty in relation to range of movement.
AMJ. 2018:11(10).486-91.

[10]

Putzer D, Nogler M, Terzini M, Mannara R, Bignardi C.
A finite element analysis for a new short stem concept
design with spherical bone interface for hip resurfacing.
International Journal of Mechanical Engineering and
Technology. 2018:9(3):923-35.

[11]

Aldieri A, Terzini M, Osella G, Priola AM, Angeli A,
Veltri A, Audenino AL, Bignardi C. Osteoporotic hip
fracture prediction: is T-score based criterion enough? A
Hip Structural Analysis based model. Journal of
Biomechanical
Engineering.
2018:140(11):art.n.
111004.

IV. CONCLUSION
The aim of the research was the development of a measurement
system which, associated with a measurement protocol,
allowed on one hand to establish the pressure range that a brace
must exert to get through the test and on the other one to carry
out monitoring of the evolution over time of its therapeutic
efficacy.
With a matrix of resistive-type pressure sensors made
according to our specifications as regards size and full scale,
the pressure exerted by different types of orthopedic braces on
the trunk of 75 patients suffering from scoliosis was measured.
Data collected allowed to identify the orders of magnitude of
the pressures exerted in different areas of the trunk of the
patients by different types of braces. The acquisitions were
subdivided among those recorded in correspondence
respectively of lumbar curves and thoracic curves and again by
type of orthosis, by Risser values and by degree of spine
deviation. This subdivision of data showed how the amount of
the lumbar and thoracic pressures are different from each other
and how braces with different correction modes exert different
entities of pressures. These considerations have a clinical
response. A measurement conducted on few patients, in
correspondence with the same area of the trunk in three
different times showed, according to what expected, that the
pressure exerted by the brace reduced over time as a
consequence of obtaining a correct correction.

2907

International Journal of Engineering Research and Technology. ISSN 0974-3154, Volume 12, Number 12 (2019), pp. 2903-2909
© International Research Publication House. http://www.irphouse.com
[12]

Terzini M, Zanetti EM, Audenino AL, Putame G,
Gastaldi L, Pastorelli S, Panero E, Sard A, Bignardi C.
Multibody modelling of ligamentous and bony
stabilizers in the human elbow. Muscles, Ligaments and
Tendons Journal. 2018:7(4):493-502.

[13]

Terzini M, Aldieri A, Rinaudo L, Osella G, Audenino
AL, Bignardi C. Improving the Hip Fracture Risk
Prediction Through 2D Finite Element Models From
DXA Images: Validation Against 3D Models. Front.
Bioeng. Biotechnol. 2019:7:Article 220.

[14]

Panero E, Gastaldi L, Terzini M, Bignardi C, Sard A,
Pastorelli S. Biomechanical Role and Motion
Contribution of Ligaments and Bony Constraints in the
Elbow Stability: A Preliminary Study. Bioengineering.
2019:6(3):68-79.

[15]

[16]

[17]

[18]

[19]

[20]

[24]

Peluccio MS, Bignardi C, Lombardo S, Montevecchi
FM, Carossa S. Comparative study of nanomechanical
properties of cements used in teeth restoration. Journal
of Physics: Condensed Matter. 2007:19:395003.

[25]

Bignardi C, Petraroli M, Pugno NM. Nanoindentation
on Conch Shells of Gastropoda and Bivalvia Molluscs
reveal Anisotropic Evolution Against External Attacks.
J.
of
Nanoscience
and
Nanotechnology.
2010:10(10):6453-60.

[26]

Zanetti EM, Perrini M, Bignardi C, Audenino AL.
Bladder tissue passive response to monotonic and cyclic
loading. Biorheology. 2012:49(1):49–63.

[27]

Terzini M, Bignardi C, Castagnoli C, Cambieri I, Zanetti
EM, Audenino AL. Ex Vivo Dermis Mechanical
Behavior in Relation to Decellularization Treatment
Length. The Open Biomedical Engineering Journal.
2016:10:34-42.

[28]

Menicucci G, Ceruti P, Barabino E, Screti A, Bignardi
C, Preti G. A preliminary in vivo trial of load transfer in
mandibular implant-retained overdentures anchored in 2
different ways: allowing and counteracting free rotation.
International
Journal
of
Prosthodontics.
2006:19(6):574-6.

Terzini M, Bignardi C, Castagnoli C, Cambieri I, Zanetti
EM, Audenino AL. Dermis mechanical behaviour after
different cell removal treatments. Medical Engineering
& Physics. 2016:38(9):862-9.

[29]

Zanetti EM, Audenino AL. Differential thermography
for experimental, full-field stress analysis of hip
arthroplasty. Journal of Mechanics in Medicine and
Biology. 2010:10(3):515-29.

Aldieri A, Terzini M, Bignardi C, Zanetti EM, Audenino
AL. Implementation and validation of constitutive
relations for human dermis mechanical response.
Medical & Biological Engineering & Computing.
2018:56(11):2083-93.

[30]

Silver-Thorn MB, Steege J., Childress DS. A review of
prosthetic interface stress investigations. Journal of
Rehabilitation
Research
and
Development.
1996:33(3):253-66.

[31]

Boero Baroncelli A, Reif U, Bignardi C, Peirone B.
Effect of screw insertion torque on push-out and
cantilever bending properties of five different anglestable systems. Veterinary Surgery. 2013:42(3):308-15.

Meier RH, Meeks ED, Herman RM. Stump-socket fit of
below-knee protheses: comparison of three methods of
measurement. Arch Phys Med Rehabil. 1973:54:553-8.

[32]

Manzella C, Burello V, Bignardi C, Carossa S,
Schierano G. A method to improve passive fit of
frameworks on implant-supported prostheses: an in vivo
study. Int J Prosthodont. 2013:26(6):577-9.

VanPijkeren T, Naeff M, Kwee HH. A new method for
the measurement of normal pressure between
amputation residual limb and socket. Bull Prosthet Res.
1980:10(33):31-4.

[33]

Sonck WA, Cockrell JL, Koepke GH. Effect of liner
materials on interface pressure in below-knee amputees.
Arch Phys Med Rehabil. 1970:51.666-9.

[34]

Appoldt FA, Bennett L. A preliminary report on
dynamic socket pressures. Bull Prost Prosthet Res.
1967:10(8):20-55.

[35]

Steege JW, Schnur DS, Childress DS. Prediction of
pressure at the below-knee socket interface by finite
element analysis. ASME Symposium on the
Biomechanics of Normal and Pathological Gait.
1987:39-44.

[36]

Brennan JM, Childress DS. Finite element and
experimental investigation of above-knee amputee
limb/prosthesis systems: a comparative study.
Proceedings of the ASME. Advances in Bioengineering.
1991:547-50.

Bresciano M, Schierano G, Manzella C, Screti A,
Bignardi C, Preti G. Retention of luting agents on
implant abutments of different height and taper. Clinical
Oral Implant Research. 2005:16:594-8.

Zanetti EM, Bignardi C, Audenino AL. Human pelvis
loading rig for static and dynamic stress analysis. Acta
of Bioengineering and Biomechanics. 2012:14(2):61-6.

[21]

Manzella C, Bignardi C, Burello V, Carossa S,
Schierano G. Method to improve passive fit of
frameworks on implant-supported prostheses: An in
vitro study. J Prosthet Dent. 2016:116(1):52-8.

[22]

Zanetti EM, Pascoletti G, Calì M, Bignardi C,
Franceschini G. Clinical Assessment of Dental Implant
Stability During Follow-Up: What Is Actually
Measured, and Perspectives. Biosensors (Basel).
2018:8(3):pii:E68.

[23]

Bignardi C, Zanetti EM, Terzini M, Ciccola AR,
Schierano G, Audenino AL. Reliability, Learnability
and Efficiency of Two Tools for Cement Crowns
Retrieval in Dentistry. The Open Biomedical
Engineering Journal. 2018:12(1):27-35.

2908

International Journal of Engineering Research and Technology. ISSN 0974-3154, Volume 12, Number 12 (2019), pp. 2903-2909
© International Research Publication House. http://www.irphouse.com
[37]

Sanders JE, Daly CH. Normal and shear stresses on a
residual limb in a prosthetic socket during ambulation:
comparison of finite element results with experimental
measurements. J. Rehabil Res Dev. 1993:30(2):191204.

[38]

Engsberg JR, Springer JN, Harder JA. Quantifying
interface pressures in below-knee amputee sockets. J
Assoc Child Prosthet-Orthot Clin. 1992:37(3):81-8.

[39]

Houston VL, Mason CP, LaBlanc KP, Beattie AC,
Garbarini MA, Lorenze EJ. Preliminary results with the
DVA-Tekscan below-knee prosthetics socket residual
limb stress measurement system. Proceedings of the
20th Annual Meeting & Scientific Symposium of the
Americal Academy of Orthotists and Prosthetists.
1994:8-9.

[40]

Sanders JE, Lam D, Dralle AJ, Okumura R. Interface
pressures and shear stresses at thirteen socket sites on
two persons with transtibial amputation. J. of
Rehabilitation
Research
and
Development.
1997:34(1):19-43.

[41]

Buis AWP, Convery P. Calibration problems
encountered while monitoring stump/socket interface
pressures with force sensing resistors: techniques
adopted to minimise inaccuracies. Prosthetics and
Orthotics International. 1997:21:179-82.

[42]

Katz D, Herring A, Browne R, Kelly D, Birch J. Brace
wear control of curve progression in adolescent
idiopathic scoliosis. J. Bone Joint Surg. 2010: 92A(6):1343-52.

[43]

Nicholson G, Ferguson-Pell M, Smith K, Mchir M,
Morley t. The objective measurement of spinal orthosis
use for the treatment of adolescent idiopathic scoliosis.
Spine. 2003:28(19):2243-51.

[44]

Takemitsu M, Bowen J, Rahman T, Glutting J, Scott C.
Compliance monitoring of brace treatment for patients
with idiopathic scoliosis. Spine. 2004:29(18):2070-4.

[45]

Havey R, Gavin T, Patwardhan A, Pawelczak S, Ibrahim
K, Andersson GB, Lavender S. A reliable and accurate
method for measuring orthosis wearing time. Spine.
2002:27(2):211-4.

[46]

Mac-Thiong J, Petit Y, Aubin C, Delorme S, Dansereau
J, Labelle H. Biomechanical evaluation of the Boston
brace system for the treatment of adolescent idiopathic
scoliosis:Relationship between strap tension and brace
interface forces. Spine. 2004:29(1):26-32.

[47]

Lou E, Hill D, Raso J. A wireless sensor network system
to determine biomechanics of spinal braces during daily
living. Med Biol. Eng. Comput. 2010:48(3):235-43.

[48]

van den Hout JA, van Rhijn LW, van den Munckhof RJ,
van Ooy A. Interface corrective force measurements in
Boston brace treatment. Eur Spine J.2002:11(4):332-5.

[49]

Pham M, Houilliez A, Schill A, Carpentier A, Herbaux
B, Thevenon A. Study of the pressures applied by a
Chêneau brace for correction of adolescent idiopathic

scoliosis. Prosthetics and Orthotics International.
2008:32(3):345–55.

2909

[50]

Nie WZ,Ye M,Wang ZY. Infinite models in scoliosis: a
review of the literature and analysis of personal
experience. Biomed Tech (Berl). 2008:53(4):174-80.

[51]

Karimi MT, Rabczuk T. Evaluation of the efficiency of
Boston brace on scoliotic curve control: A review of
literature. J Spinal Cord Med. 2019 Feb 27:1-8.

[52]

Rahimi S, Kiaghadi A, Fallahian N. Effective factors on
brace compliance in idiopathic scoliosis: a literature
review. Disabil Rehabil Assist Technol. 2019 Jun 28:17.

[53]

Nash CL, Moe JH: A study of vertebral rotation. J Bone
Point Surg Am. 1969:51(2):223-9.

[54]

Risser JC. The Iliac apophysis; an invaluable sign in the
management of scoliosis. Clinical Orthopaedics.
1958:11:111–9.

