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ABSTRACT

Clinical assessment of spinal impairment in Axial Spondyloarthritis is currently
performed using the Bath Ankylosing Spondylitis Metrological Index (BASMI).
Despite being appreciated for its simplicity, the BASMI index lacks sensitivity and
specificity of spinal changes, demonstrating poor association with radiographical
range of motion (ROM). Inertial measurement units (IMUs) have shown promising
results as a cost-effective method to quantitatively examine movement of the human
body, however errors due to sensor angular drift have limited their application to a
clinical space. Therefore, this article presents a wearable sensor protocol that
facilitates unrestrained orientation measurements in space while limiting sensor
angular drift through a novel constraint-based approach. Eleven healthy male
participants performed five BASMI-inspired functional movements where spinal
ROM and continuous kinematics were calculated for five spine segments and four
spinal joint levels (lumbar, lower thoracic, upper thoracic and cervical). A
Bland-Altman analysis was used to assess the level of agreement on range of motion
measurements, whilst intraclass correlation coefficient (ICC), standardised error
measurement, and minimum detectable change (MDC) to assess relative and
absolute reliability. Continuous kinematics error was investigated through root mean
square error (RMSE), maximum absolute error (MAE) and Spearman correlation
coefficient (p). The overall error in the measurement of continuous kinematic
measures was low in both the sagittal (RMSE = 2.1°), and frontal plane

(RMSE = 2.3°). ROM limits of agreement (LoA) and minimum detectable change
were excellent for the sagittal plane (maximum value LoA 1.9° and MDC 2.4°)
and fair for lateral flexion (overall value LoA 4.8° and MDC 5.7°). The reliability
analysis showed excellent level of agreement (ICC > 0.9) for both segment and joint
ROM across all movements. The results from this study demonstrated better or
equivalent accuracy than previous studies and were considered acceptable for
application in a clinical setting. The protocol has shown to be a valuable tool for the
assessment of spinal ROM and kinematics, but a clinical validation study on Axial
Spondyloarthritis patients is required for the development and testing of a novel
mobility index.
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INTRODUCTION

Axial Spondyloarthritis (axSpA), which encompasses Ankylosing Spondylitis (AS) and its
non-radiographic form (nr-axSpA) (Baraliakos ¢ Braun, 2015), is an auto-immune
disease that presents with chronic inflammation of the spine. Ultimately this results in
joint stiffness, entheseal inflammation, and in more severe cases, excessive bone growth
and fusion (Akkoc, 2018; McGonagle ¢ Benjamin, 2009). These structural changes, in
combination with pain, can severely restrict movement and result in functional
impairment that often leads to loss of productivity, absence from work (Haglund et al.,
2013), job loss (Rafia et al., 2012), difficulty performing everyday tasks (Dagfinrud et al.,
2005) and decreased quality of life (Kawalec ¢ Malinowski, 2015). Healthcare and private
costs related to AS are substantial worldwide (Akkoc et al., 2015; Kruger et al., 2018;
Walsh et al., 2018), with estimated individual patient costs in the UK (including NHS costs,
patient costs, and societal costs) of £19,016 per year (Cooksey et al., 2015). Therefore,
methods to assess and treat this disease must be cost effective and accurate to reduce the
detriment to both patients and the healthcare system.

Currently, patients with axSpA are clinically assessed through subjective and qualitative
patient reported outcomes, such as the Bath Ankylosing Spondylitis Functional Index
(BASFI) (Calin et al., 1994). Other more objective measures, such as the Bath Ankylosing
Spondylitis Metrological Index (BASMI) (Jenkinson et al., 1994), are performed by a
clinician and provide an overall measure of a patients’ spinal impairment. While the
BASMI is widely and reliably used in clinical settings (Calvo-Gutierrez et al., 2016), it lacks
specificity in detecting meaningful changes (Martindale, Sutton ¢ Goodacre, 2012) and
correlates poorly with spinal range of motion (ROM) during radiographic analysis
(Rezvani et al., 2012). These biases are likely due to limited information about movements
from individual spinal segments and changes in spinal ROM. While these limitations
could be overcome by motion capture (Cappello et al., 2005; Mousavi et al., 2018), or
imaging techniques like fluoroscopy (Cox et al., 2001) and dynamic MRI (Kulig, Landel ¢
Powers, 2004), these systems are generally operationally complex and expensive. On the
other hand, inertial measurement units (IMUs) offer a low cost, user-friendly alternative
that is already widely used in sport (Ahmadi, Rowlands & James, 2010; Nuesch et al., 2017)
and clinical applications (Beange et al., 2019).

The primary barrier to clinical applications of IMU movement tracking are
magnetic field distortions and angular velocity integration, which results in angular drift
(De Vries et al., 2009; Takeda et al., 2009). This is especially prevalent on the vertical axis,
although it can be mitigated with the adoption of a tailored Kalman filter or kinematic
constraints (Laidig, Schauer ¢ Seel, 2017; Slajpah, Kamnik ¢ Munih, 2014). To limit
such errors when measuring knee angle during walking, Favre et al. (2008) used a fusion
algorithm to calculate angular velocity from quaternion-based time integration of gyroscope
data, which was then corrected by the accelerometer inclination data. The results were
good for flexion/extension and adduction/abduction (offset error less than 3°), but
internal/external rotation showed offset errors up to 9°. Alternatively, kinematic constraints
restrict movement of erroneous axes and were used by Laidig, Miiller ¢ Seel (2017) to

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 2/29


http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

measure elbow joint angles while compensating for magnetic disturbances (flexion/extension
average offset 4.1°). Sensor fusion combined with kinematic constraints were also adopted
for flexion/extension angles and showed low root mean square errors (3°) during gait
(Seel, Raisch ¢ Schauer, 2014) and low average measurement error (3.4°) during running
(Cooper et al., 2009).

A number of studies have examined spinal specific movements using IMUs, however
use of multiple sensors was limited (Chhikara et al., 2010; Lee et al., 2011a). Such an
approach would provide only a partial picture for a complex disease like axSpA, where
inflammation and functional impairment can have various impacts across the entire spine
(Raine & Keat, 2018; Taurog, Chhabra & Colbert, 2016). Garrido-Castro et al. (2018)
presented a study adopting IMUs for posture assessment in axSpA, however they only
focussed on static measurements of the lumbar and cervical segments using four sensors
with some ROM measurements but no kinematics. Aranda-Valera et al. (2018) used the
ViMove IMU system for dynamic spinal assessment and found good correlation with
the BASMI (0.60-0.92) but high root mean square error for half of the measurements
carried out: cervical rotation (9.4°) and lateral flexion (7.4°), and lumbar lateral flexion
(8.3°). Mjosund et al. (2017) also examined the ViMove system and recorded much lower
errors for the lumbar spine (flexion RMSE 1.82 + 1.00°, and right and left lateral flexion
RMSE respectively 0.77 + 0.24° and 0.98 * 0.69°). The substantial discrepancy in
RMSE between Aranda-Valera et al. (2018) and Mjosund et al. (2017) studies is grounded
on the difference in the way the angles are calculated and the type of gold standard
measure used. Aranda adopts the projection of one-dimensional spinal segments—
delimited by pairs of reflective markers placed on the body—on anatomical planes
(Garrido-Castro et al., 2012), whereas the kinematics analysis Mjosund et al. (2017)
replicates ViMove’s angles with marker clusters rigidly attached to them, however they
were limited to only examining the lumbar spine.

To improve IMU spinal analysis beyond previous studies, sensor number optimisation,
effective kinematic constraints strategies, and a well-designed protocol are likely to be the
most reliable methods to accurately measure spinal movement. Therefore this study
applied a novel movement-specific kinematic constraints based on the a priori knowledge
of the anatomical characteristics of the joints, like degrees of freedom and ROM, and
takes advantage of the simplicity of the functional movements, which are substantially
planar, by constraining specific sensor axes on global reference planes. This study aims to
(i) devise a novel IMU-based protocol for spinal assessment with potential application in
axSpA, and (ii) validate the IMU-based protocol against simultaneous measurements
taken via an optical motion capture system.

MATERIALS AND METHODS

Experimental data collection

Eleven participants (age 27.3 + 5.5 years, mass 76.1 + 7.7 kg, height 1.81 + 0.06 m, one of
which female) gave written informed consent to take part in this study and ethics were
approved by the Research Ethics Approval Committee for Health (EP 17/18 128) at the
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Figure 1 Sensors and cluster placement and reference system description. (A) Sensor and cluster with
their reference system. (B) Example of all sensors and clusters mounted. The spinal segments (lumbar,
low thoracic, upper thoracic and cervical) are defined by sensors pairs (S1-L1, L1-T6, T6-T1, and T1-
SK). Full-size 4] DOT: 10.7717/peerj.10623/fig-1

University of Bath. Participants were required to be between 18 and 40 years old and have
no history of bone, joint, or neuromuscular problems, or a current musculoskeletal injury.
Inertial measurement units (Avanti; Delsys inc., Natick, MA, USA) used in this
study were equipped with a triaxial accelerometer (+2 g range), a triaxial gyroscope
(£2000° s~' range), and a triaxial magnetometer. Wireless IMU data was recorded using
Delys software (EMGworks Acquisition 4.5.4; Delsys inc., Natick, MA, USA) which
included the application of a Delsys proprietary Kalman filter to convert the multi-axial
sensor data into a quaternion-based orientation. The sensor data was sampled at 74 Hz
and then downsampled to 50 Hz. IMU position and orientation in 3D space was compared
to gold standard motion capture using 12 infrared cameras (Oqus; Qualisys, Goteborg,
Sweden) and tracked via custom 3D printed clusters attached to each IMU device
(Fig. 1A). Motion capture data was collected using Qualisys Track Manager (Qualisys
QTM 2019.2; Qualisys AB, Goteborg, Sweden) at a sampling frequency of 100 Hz and
then downsampled to 50 Hz. Both IMU and motion capture data were filtered using a
zero-phase low pass 2nd order Butterworth filter with a cut-off frequency of 5 Hz
(Charry, Umer & Taylor, 2011). The two systems were triggered simultaneously via a
custom triggering system sending a TTL signal from the EMG station to the motion
capture system.
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Figure 2 Description of the functional movements included in the protocol. Movement included in
the protocol: flexion (A), extension (B), lateral flexion (C), cervical rotation (D) and cervical flexion/
extension (E). Full-size E&) DOI: 10.7717/peerj.10623/fig-2

Sensor locations were based on Lee et al. (2011b) with minor modifications. Each
participant was equipped with 5 IMUs: one sensor was attached using double-sided tape
directly on the skin (Fig. 1B) at the height of the spinous processes of sacrum one (S1).
Three sensors were attached to foam supports (Fig. 1B) that acted to reduce soft tissue
artefact by increasing the attachment surface with the skin. These sensors were placed over
first lumbar vertebra (L1), first and sixth thoracic vertebra (T1 and T6). Finally, the
last sensor was fixed on the head occiput with a head band. The spinous processes were
located by palpation and measuring the distance between the spinous processes C7 and S1
with a flexible ruler (Ernst et al., 2013).

The protocol included five functional movements inspired by the BASMI protocol:
trunk flexion, trunk extension, trunk lateral flexion, cervical rotation and cervical
flexion/extension (Fig. 2). Due to technical contingencies, cervical flexion/extension was
collected on five out of eleven participants. Only lumbar, lower thoracic and upper thoracic
motions (sensors S1, L1, T6, T1) were recorded for trunk movements (Figs. 2A-2C).
Cervical motions were excluded from the analysis as not part of the BASMI protocol, and
due to the uncontrolled compensatory head movements performed by the participants
whilst performing trunk lateral bending. During the cervical movements (Figs. 2D and 2E),
only the cervical spine sensors (T1 and SK) were used for the analysis (Fig. 1B).

Every movement was repeated 3 times and performed at a slow constant speed, with the
goal to reach the maximum ROM. Details of the instructions given to the participants are
reported in Table 1. During each trial, the first 8 s were dedicated to IMU calibration
to allow the Delsys Kalman filter to stabilise the orientation from the initial state.
Participants stood in an upright position with their feet shoulder-width apart and looked
straight ahead during this period.
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Table 1 Verbal instructions given to the participant before performing each movement.

Flexion

Extension

Lateral Flexion

Cervical Rotation

Cervical Flexion/
Extension

Stand upright with your feet shoulder-width apart, arms down on the sides and keep your legs straight, then bend forward to
touch your toes. When you feel you can’t reach any further down, come back to the upright position. Perform this three
times

Stand upright with your feet shoulder-width apart and arms across your chest. Keeping your legs straight, lean backwards until
you can’t go any further while still maintaining your balance. Then come back to the upright position. Perform this three
times

Stand upright with your feet shoulder-width apart, arms down on the sides and keep your legs straight. Slide your left arm
down along the side of your left leg until you cannot go any further, then come back upright. Don’t bend forward or
backwards, like are stuck between two walls. Perform this three times on the left side and three times on the right side

Stand upright with your feet shoulder-width apart, arms down on the sides. Look left until you’ve reached the maximum range
of motion, then return to the starting position. Remember to keep the shoulders and the rest of the body still (facing
forward). Perform this three times on the left side and three times on the right side

Stand upright with your feet shoulder-width apart, arms down on the sides. Tilt only your head forward until you can’t go any
further, then tilt your head all the way back until can’t go any further. Now return to the starting position. Remember to keep
the shoulders and the rest of the body still. Perform this three times

Spinal angles calculation

The following analysis includes the calculation of the trunk segment angles, which are
representative of the segment orientation with respect to the global reference system, and
joint angles, which express the relative orientation between two consecutive sensors (sensor
orientation with respect to the next, located more caudally onto the spine). The angle
representations chosen are clinical angles from Crawford, Yamaguchi ¢ Dickman (1999),
where flexion/extension angles F were used for movements in the sagittal plane, lateral
flexion angles L were used for the lateral flexion, and axial rotation T for the cervical rotation.

IMU segment angles calculation

The segment angles were defined as the orientation 24 of a spinal body segment (B) with
respect to the global reference system G (Fig. 3B). To do this, three transformations
were applied (Eq. (1)): (i) the rotation of the fixed (F) reference system with respect to the
global (G) reference system (gq), (ii) the sensor (S) rotation with respect to the fixed (F)
reference system (3¢), and (iii) the spinal segment (B) rotation with respect to the
sensor (S) reference system (Eq).

0d =414 59 (1)

The transformation g is representative of the soft tissue artefact’s contribution to
the measure, which was not experimentally measured in this study. For this reason, the sensor
(S) and body (B) were hypothesised being a rigid body with a constant relative orientation
22), and aligned reference systems (Fig. 3B). The term £q is therefore a quaternion with no
rotation (Eq. (2)), and the final 24 calculation can be simplified as follows (Eq. (3)):

8q=11,0,0,0] @)

0d="04=06414 (3)
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Figure 3 Explanation of the kinematic constraints and rotations between different reference systems.
(A) Representation of sensor axes and kinematic constraints axes. The sensor local reference system is
shown in green, the kinematic constraints axes are shown in red, and the global reference system planes
are shown in black. (B) Segment angle (chl) and a joint angle (Ssqz,l) orientation. The sensor angle
orientation (‘?:ql) with respect to the fixed reference system (blue), the fixed reference system (orange)
orientation (%;q;) with respect to the global reference system, and body reference system orientation with
respect to the sensor reference system (%q,) are shown.  Full-size Kl DOI: 10.7717/peerj.10623/fig-3

The sensor orientation with respect to its fixed reference system (3g), was calculated
internally by the IMU software. The magnetometer provided the local north direction for
the heading calculation (yaw), the accelerometer gravity vector contributed to the tilt
estimation (roll and pitch) and the gyroscope angular velocity completed the data for the
orientation calculation through sensor fusion. The sensor reference system was set up with
the Z axis parallel and opposite to the gravity vector, and the X axis aligned with the
local magnetic north (Fig. 3B).

IMU kinematic constraints and alignments
In the proposed method, different kinematic constraints were applied to correct for the
vertical axis angular drift and improve the estimation of trunk segment angles.
The kinematic constraints were applied from the end of the eight second calibration phase
(tsero) throughout the whole recording for the sagittal and frontal plane functional
movements. More specifically, the £g rotation constrained the movement to lie on the
global sagittal or frontal plane according to the nature of the movement (see “Appendix”).
This constraint assumes that the sensors reflect the actual tilt of the spine in the sagittal and
frontal planes, and that the sensor heading is always aligned with the global reference
system X axis. For the movement in the transversal plane, an offset calculation was
performed at t,,,, and this constant offset was subtracted throughout the whole recording
(see “Appendix”). This alignment assumes that the sensors reflect the actual tilt of the
spine in the sagittal and frontal planes, and that the spine axial rotation is zero at t,er.
An optimisation analysis was also conducted to further improve the estimation of the
spinal segment and joint angles during lateral flexion. For each sensor, four different
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auxiliary axes (Fig. 3A), in addition to the z axis, were created on the sensor sagittal
plane (xz plane). The optimisation identified the axis that generated the constraint
producing the smallest measurement error, and the same axis was used for all participants
(see “Appendix”).

Motion capture segment angles calibration

A set of marker clusters were attached to the IMUs to compare the alignment between their
local reference system with the IMU sensors local reference system (Fig. 1A). A virtual
rigid body was created for each cluster in the Qualisys Track Manager (QTM), and its
orientation was exported in rotation matrix format to be subsequently converted into
quaternions.

To compare the clusters and the IMUs segment angles, any misalignments of the
participant’s sagittal plane with respect to the XZ plane of the motion capture global
reference system (Fig. 3A) was compensated. A vertical rotation was imposed at the instant

t,ero ON the motion capture orientation to align the sensor on the global sagittal (XZ)
plane. Optical motion capture systems cannot drift and therefore kinematic constraints
were not necessary. The same process was used for all the functional movements, including
the calculation of the spine segment angle.

Motion capture and IMU joint angles
The joint angles of the spinal segments were obtained through a quaternion multiplication
(Eq. 4).

S S-S

s92-1 = g1 G492 (4)
where .g; indicates the conjugate of the unit quaternion expressing the rotation of sensor 1
with respect to the global reference system, $.q, indicates the unit quaternion expressing
the rotation of sensor 2 with respect to the global reference system, and 3> is the
quaternion expressing the relative orientation of sensor 2 with respect to sensor 1 (Fig. 3B).

Flexion/extension, lateral flexion and axial rotation for segment and
joint angles

Finally, by using the convention from Crawford, Yamaguchi ¢ Dickman (1999), the
segment and joint angles were expressed in quaternions and transformed into clinical

angles.
0 = tan~! <{C—y> ¢ = tan~! (5@ sin 0 —J_ ¥ cos 6) (5)
Xy Xz
F=d¢cosH L=—¢sinb (6)
T — —tan-! —2,sin® — y,cos 0 %
B Z;c0s0 —y,_sin0

where F is flexion/extension angle (Eq. (6), left), L is lateral flexion angle (Eq. (6), right),
and T is axial rotation angle (Eq. (7)). An example of such angle traces is shown in Fig. 4A.
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Figure 4 Clinical angles description and example of the segmentation process. (A) Clinical angles:
flexion/extension angle in red, lateral flexion angle in green, axial rotation angle in blue. (B) Example of
joint angle segmentation for lumbar segment during flexion, (C) lower thoracic segment during lateral
flexion, (D) cervical segment during cervical flexion/extension.

Full-size Kl DOTI: 10.7717/peerj.10623/fig-4

It should be noted that z, has an opposite sign with respect to the original formulation
because that axis in the reference system of this study is directed backwords.

Range of motion and continuous spinal kinematics data segmentation
Using a custom Matlab function (MATLAB R2017b; MathWorks inc., Natick, MA, USA),
segment and joint angles were processed, and spinal ROM and kinematics were calculated.
The ROM data segmentation consisted of finding the angles between the anatomical
reference position and the maximum ROM, for both sensors (segment angles), and spinal
segments (joint angles). The only exception was cervical flexion/extension where ROM was
calculated as the angle between maximum cervical flexion and maximum cervical
extension. Since each movement was repeated three times and each repetition consisted of
two phases (performing the movement and then returning to the reference position),
flexion and extension produced 6 segments (Fig. 4B), lateral flexion and cervical rotation
produced 12 segments (6 left and 6 right, Fig. 4C), and cervical flexion/extension only 3
segments (Fig. 4D). The segmentation points were calculated on IMU data, and the same
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points were adopted for motion capture data segmentation. Joint and segment angle ROM
for both IMU and motion capture were obtained by subtracting the angular value at

the beginning from the angular value at the end of every segment. This produced a ROM
value for every segment. Finally, the absolute value was calculated for each of these ROMs.
For the kinematic data analysis, the angular traces were segmented between the onset
of the first movement and the end of the last movement (see the red lines in Figs. 4B-4D)
to evaluate the sensors performance across a complete functional movement.

Sample size calculation

The Bland-Altman sample size calculation was performed on data collected on six
participants. The statistical power analysis for Bland-Altman (SciStat.com, MedCalc
Software Ltd, Ostend, Belgium); was set considering a type I error (alpha) of 0.05 and a
type II error (beta) of 0.20. The maximum difference between IMU and motion capture
measurement was set to 2° for the sagittal plane, 8° for the frontal plane and 4° for the
transverse plane, considering previous studies carried out with similar technology on
axSpA patients (Aranda-Valera et al., 2020). The sample size calculation yielded three
different sample sizes for the three anatomical planes: 195 samples for the sagittal plane,
114 sample for the frontal plane and 73 sample for the transverse plane. Each range of
motion measurement was considered as an individual sample due to the intra- and
inter-variability of the measure. For the same reason a Bland-Altman repeated measure
correction was not applied.

Statistical analysis

The validity of spine ROM values was assessed using correlation and Bland-Altman
analyses. These tests were performed to examine the correlation, median bias and limits of
agreement (95% confidence interval, 1,45 IQR (interquartile range)) between the ROM
calculated via the IMU and motion capture system.

The relative reliability of the spine ROM values was assessed using the intraclass
correlation coefficient ICC,; (Two-way random effects, absolute agreement, and single
rater). ICC values between 0.6 and 0.8 represented a good level of agreement, and >0.8
represented excellent agreement.

The Kolmogorov-Smirnov normality test was conducted to assess the distribution of
the segment and joint range of motion values. After the normality test, it was chosen to
perform a nonparametric analysis as the data were not normally distributed.

The absolute reliability of the spine ROM values was assessed using standardised error
measurement (SEM), calculated as

SEM = S-d-pooled -v/1—=1CC

and minimum detectable change (MDC), calculated as

MDC = SEM - 1.96 - v/2

ROM mean absolute percentage error (MAPE) was also presented in the results. For the
continuous spinal kinematic analysis, the root mean square error (RMSE), maximum

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 10/29


http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

Table 2 Segment angle ROM mean and standard deviation. ROM data (mean + SD) for motion
capture (mocap) and inertial sensors (IMU) for 11 participants (five for cervical flexion/extension).
Segment angles are reported for all spinal segments (S1, L1, T6, T1 and SK). The movements from left to
right were flexion, extension, lateral flexion, cervical rotation, and cervical flexion/extension.

Flex Ext Lat Flex Cer Rot Cer F/E
S1 mocap 62.3 £ 13.9° 9.6 £ 6.0° 7.6 £2.2° - -
IMU 60.5 + 13.7° 94 + 58° 7.6 +2.3° - -
L1 mocap 110.8 + 13.3° 24.7 £ 11.1° 31.2 £5.2° - -
IMU 111.0 + 13.2° 24.8 £ 11.3° 309 £ 4.9° - -
T6 mocap 1254 + 11.2° 32.5 +£10.4° 459 + 7.6° - -
IMU 125.5 £ 11.0° 324 +10.5° 473 £79° - -
T1 mocap 1074 + 11.2° 434 +9.7° 52.1 £9.9° - -
IMU 107.9 + 11.3° 43.7 £9.8° 53.8 £ 10.1° - -
SK mocap - - - 73.5 £10.2° 123.7 + 14.9°
IMU - - - 734 +10.1° 124.1 + 14.2°

Table 3 Joint angle ROM mean and standard deviation. ROM data (mean + SD) for motion capture
(mocap) and inertial sensors (IMU) for 11 participants (5 for cervical flexion/extension). Joint angles are
reported for lumbar, lower thoracic, upper thoracic, cervical, and an overall mean. The movements from
left to right were flexion, extension, lateral flexion, cervical rotation, and cervical flexion/extension.

Flex Ext Lat Flex Cer Rot Cer F/E

§ mocap 50.5 + 10.3° 18.8 + 6.8° 26.1 + 4.2° - -
E% IMU 51.7 + 10.0° 19.1 + 7.1° 25.8 + 4.4° - -
§ mocap 15.6 £ 6.9° 9.0 + 4.8° 14.1 £ 5.6° - -
% IMU 16.1 £ 6.9° 9.0 £4.7° 14.4 + 5.3° - -
g mocap 20.6 + 8.7° 119 + 6.0° 53 +44° - -
% IMU 20.6 + 8.6° 12.4 + 5.8° 6.0 + 4.0° - -

) mocap - - - 67.8 £9.3° 93.5 £ 11.3°

IMU - - - 68.1 + 9.0° 93.7 + 10.7°

absolute error (MAE), and Spearman correlation coefficient (p) were calculated for both
segment and joint angles. Finally, the distribution of absolute and percent error frequency

for segment and joint angles were calculated and plotted for visual analysis.

RESULTS

Analysis of spinal range of motion
The spinal ROM mean and SD for all participants are reported in Tables 2 and 3 for all the
trials and all the sensors. Every table contains data of both motion capture and IMU.
The overall mean ROM measurement of segment and joint angles across all movements
had a small and comparable bias (<0.5°), whilst the overall mean limits of agreement
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Table 4 Segment angle analysis for ROM and kinematics. ROM data: nonparametric Bland-Altman
median bias and limits of agreement (1.45 IQR). Kinematics data: mean and standard deviation of root
mean square error (RMSE), maximum absolute error (MAE) and Spearman correlation coefficient (p).
Segment angles are reported for all spinal segments (S1, L1, T6, T1 and SK) and an overall mean.
Reliability Analysis (RA): intraclass correlation coefficient (ICC) with lower and upper bounds (LB and
UB), standardised error measurement (SEM), and minimum detectable change (MDC). The movements
from left to right were flexion, extension, lateral flexion, cervical rotation, and cervical flexion/extension.

Flex Ext Lat Flex Cer Rot Cer F/E
S1 bias + LOA -0.9 £ 1.2° -0.1 £0.7° 0.0 £ 0.6° - -
RMSE 1.0 £ 0.4° 0.9 +0.7° 0.3 £0.2° - -
MAE 23+0.7° 2.0 £ 1.0° 1.1 £0.9° - -
p 0.99 + 0.01 0.98 + 0.02 0.99 £ 0.01 - -
L1 bias + LOA 02+ 1.7° 0.0 £ 1.5° -0.2 +1.3° - -
RMSE 2.0 £ 0.4° 1.6 + 0.6° 1.0 £ 0.3° - -
MAE 4.7 £0.7° 2.8 £09° 2.5+£0.9° - -
p 0.99 £ 0.01 0.99 = 0.01 0.99 = 0.01 - -
Té6 bias + LOA 0.1 £1.4° 0.0 + 1.0° 1.1 £2.3° - -
RMSE 2.5+ 0.6° 2.5+0.8° 1.7 £ 0.5° - -
MAE 54 +1.0° 3.6 +1.0° 43 £ 1.3° - -
p 0.99 + 0.01 0.99 £ 0.01 0.99 £ 0.01 - -
T1 bias + LOA 04 +1.2° 0.3 +1.0° 1.7 £ 2.0° - -
RMSE 2.1 £0.4° 1.3 £0.3° 1.8 £ 0.4° - -
MAE 53 +1.2° 3.0+0.7° 44 +£0.8° - -
p 0.99 + 0.01 0.99 £ 0.01 0.99 £ 0.01 - -
SK bias + LOA - - - -0.5 +2.3° 0.5 £ 2.5°
RMSE - - - 1.2 £0.3° 1.7 £ 0.3°
MAE - - - 3.0 £ 0.5° 50+ 1.1°
p - - - 0.92 £+ 0.09 0.99 + 0.01
Mean  bias + LOA 0.1 £1.8° 0.0 +1.1° 0.5 +2.4° -0.5 +2.3° 0.5 £ 2.5°
RMSE 1.9 £0.7° 1.6 £ 0.8° 1.2 +£0.7° 1.2 £0.3° 1.7 £ 0.3°
MAE 44 £ 1.6° 28 £1.1° 3.0+ 1.7° 3.0 £ 0.5° 50+ 1.1°
p 0.99 £+ 0.01 0.99 + 0.01 0.99 = 0.01 0.92 = 0.09 0.99 £ 0.01
RA ICC 0.999 0.999 0.996 0.990 0.997
ICC(LB UB)  (0.999 0.999)  (0.998 0.999)  (0.996 0.997)  (0.986 0.992)  (0.992 0.999)
SEM 0.6° 0.5° 1.1° 1.0° 0.75°
MDC 1.6° 1.3° 2.9° 2.7° 2.1°

proved to be on average 20% higher for the joint compared to segment angle ROM
(Tables 4 and 5). The lumbar and thoracic ROM measured in the sagittal plane had the
smallest bias (<0.6°) and limits of agreement (<1.9°), whilst the measurements during

lateral flexion showed smaller bias (<1.0°) and much larger limits of agreement (<6.4°)

(Table 5). The cervical rotation joint angle (transversal plane) had bias close to zero 0.0°
but the limits of agreement were much larger (<2.3°), resulting in greater variability of the
data (Table 5).
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Table 5 Joint angle analysis for ROM and kinematics. ROM data: nonparametric Bland-Altman
median bias and limits of agreement (1.45 IQR). Kinematics data: mean and standard deviation of root
mean square error (RMSE), maximum absolute error (MAE) and Spearman correlation coefficient (p).
Joint angles are reported for lumbar, lower thoracic, upper thoracic, cervical, and an overall mean.
Reliability Analysis: intraclass correlation coefficient (ICC), standardised error measurement (SEM), and
minimum detectable change (MDC). The movements from left to right were flexion, extension, lateral
flexion, cervical rotation, and cervical flexion/extension.

Flex Ext Lat Flex Cer Rot Cer F/E

| bias + LOA 1.0+ 1.7° 0.3 +1.6° -1.0 + 6.4° - -

3 RMSE 1.9 + 0.4° 14 +0.7° 2.4+ 1.0° - -

*’ MAE 44+1.0° 29+ 1.6° 54+18° - -
P 0.99 + 0.01 0.99 + 0.01 0.99 + 0.01 - -

Fi bias + LOA 0.3 #1.5° 0.1+1.2° 0.3 + 3.6° - -

% RMSE 1.3 +0.6° 14 +05° 1.5 +0.5° - -

MAE 2.6 + 0.8° 28+ 1.1° 38+12° - -
P 0.98 + 0.03 0.97 + 0.04 0.98 + 0.03 - -

i bias + LOA 0.0 +1.9° 0.6 +1.3° 0.8 + 5.6° - -

E RMSE 27+12° 2.8 +1.3° 29+13° - -

& MAE 46 +1.3° 42 +1.6° 6.5+ 2.2° - -
P 0.98 + 0.01 0.98 + 0.03 0.48 + 0.53 - -

,  bias£LOA - - - 0.0 +2.3° 0.4+ 1.9°

g’!ﬁ RMSE - - - 17 + 0.8° 2.6 +0.9°
MAE - - - 3.7 +£12° 6.1 +1.0°
P - - - 0.92 + 0.09 0.99 + 0.01

Mean Dbias + LOA 0.5+ 1.7° 0.3 +1.5° 0.2 + 4.8° 0.0 +2.3° 0.4+ 1.9°
RMSE 2.0 + 1.0° 1.8 +1.1° 23+ 1.1° 1.7 £0.8° 2.6 +0.9°
MAE 3.9 +1.3° 33+ 1.6° 52+20° 37 +12° 6.1 +1.0°
P 0.99 + 0.02 0.98 + 0.03 0.82 + 0.38 0.92 + 0.09 0.99 + 0.01

RA ICC 0.998 0.989 0.952 0.986 0.993
ICC(LB UB)  (0.997 0.998)  (0.9850.992)  (0.942 0.961)  (0.981 0.990)  (0.981 0.998)
SEM 0.8° 0.7° 2.1° L1° 0.9°
MDC 2.1° 2.0° 5.7° 2.9° 2.4°

The calculation of spinal ROM in the sagittal plane showed the lowest measurement
error, followed by the cervical rotation and lateral flexion ROMs (Tables 4 and 5).
The highest overall measurement error was observed in the frontal plane (lateral flexion)
for both segment (0.5 + 2.4°) and joint (0.2 + 4.8°) angles, and in cervical flexion/extension
segment angles (0.5 + 2.5°) (Tables 4 and 5). This trend was confirmed in the
Bland-Altman analysis, where 100% of the segment flexion (0.8% MAPE), 97% of segment
extension (2.6% MAPE), and 96% of segment lateral flexion (3.5% MAPE) fell within the
10% threshold. Comparable data distribution (within 10% threshold) and MAPE values
were found for the joint angles, but with higher percent errors, especially for the lateral
flexion, which led to fewer data (40%) lying within the 10% percent error threshold
(Fig. 5C). In fact, during the lateral flexion, the limits of agreement were relatively high
across all spinal joint angles, reaching a maximum of 6.4° for the lumbar segment
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Figure 5 Bland-Altman plots. Comparison of IMU to motion capture joint angles ROM for flexion (A),
extension (B), lateral flexion (C), cervical rotation (D), cervical flexion/extension (E). Cervical rotation
segment angles (F) were also added. A-C represent the lumbar segment (cyan), lower thoracic segment
(black), and upper thoracic segment (green). (D) and (E) represent the cervical segment (blue). F
represents the head sensor SK (blue). All the plots show: median bias (black line), limits of agreement

(1.45 IQR, black dotted lines), and 10% error threshold (red dotted lines).
Full-size K&] DOT: 10.7717/peerj.10623/fig-5

Table 6 Kolmogorov-Smirnov normality test.

Sagittal Frontal Transversal
Segment 0.75 <0.01 <0.01
Joint 0.19 0.20 <0.01

Note:
o values for sagittal, frontal and transversal planes, for both segment and joint angles. Values who passed the test in bold

(@ > 0.05).

(Table 5), whereas the lateral flexion segment angles showed a maximum limit of
agreement of 2.3° (Table 4).

The relative reliability analysis (ICC, ;) showed excellent agreement for both segmental
(Table 4) and joint angles (Table 5). The absolute reliability analysis resulted in MDC
values ranging between 1.3° and 2.9° for the segmental angles, and 2.1° and 5.7° for joint
angles. In both cases, spinal flexion and extension movement showed the lowest MDC
values whilst lateral flexion had the highest MDC values.

Finally, the correlation analysis on the ROM data showed that the IMUs measurements
were highly and significantly correlated with motion capture measurements (on average r
> 0.97 for both segment and joint angles), with the lowest being the lateral flexion joint

angle (r = 0.95, p < 0.001).
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Figure 6 Percentage of frames error analysis. Errors are divided into four error classes (err < 2°,
2° < err < 4°, 4° < err < 6°, err > 6°) for absolute errors (A and C), and four error classes (err < 10%,
10% < err < 20%, 20% < err < 40%, err > 40%) for percent errors (B and D). The amount of frames
recorded in a specific class, for a specific movement, are reported on the y axis as frequency observed
expressed in percentage. All functional movements are represented. Segment angles errors are shown in
A and B while joint angle errors are shown in C and D.  Full-size K&l DOI: 10.7717/peerj.10623/fig-6

A Kolmogorov-Smirnov normality test was conducted on both segment and joint
angles for all sagittal, frontal and transversal planes (Table 6). The transversal plane did not
pass the normality test.

Kinematics analysis

Segment angle absolute error was less than 4° for more than 90% of the traces across all the
movements, with the exception of cervical rotation, for which was about 85%. More
specifically, the sagittal plane angle measures were the most accurate, showing an absolute
error smaller than 2° and percent error smaller than 10% for more than 66% of the data
(Figs. 6A and 6B). Similarly, all measurements of joint angle traces, excluding cervical
rotation, had an absolute error lower than 4° for 87% of the data (Fig. 6C). The lateral
flexion analysis presented two different pictures for absolute errors and percent errors.
Absolute error frequency showed a constant decrease in classes containing greater errors
for both segments and joint angles (Figs. 6A and 6C), whereas the percent error frequency
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was more evenly distributed, with lateral flexion and cervical rotation even showing an
increase for the class err > 40% (Figs. 6B and 4D). On average, with cervical rotation
excluded, the correlation coefficient between IMUs and motion capture segment angle
traces (Table 4) was very high (p = 0.99). The RMSE was low for all the sensors, for all the
movements (~1.5°), with 2.5° being the highest value recorded for segment T6 during
flexion and extension (Table 4). There was high variability between sensors and
movements, with an MAE ranging from 1.1° to 5.4°, also MAE values were higher for
movements with greater ROM (Table 4).

The joint angles traces (Table 5) measured via IMUs had very high correlation
coefficients compared with the motion capture analogous, the only exception being upper
thoracic for lateral flexion (p = 0.48). The RMSE was consistently low across all spinal
segments with the highest value recorded on upper thoracic during lateral flexion (2.9 +
1.3°). Similarly, the MAE for all joint angles traces was low, except for the cervical flexion/
extension angle (6.1 + 1.0°) and the lateral flexion angle which was consistently high across
all spinal segments (5.2 + 2.0°).

DISCUSSION

The purpose of this validation study was to determine whether IMUs are suitable to
provide an accurate measure of the spinal ROM and joint kinematics for clinical
assessments. A novel experimental protocol was proposed and evaluated during spinal
functional movements informed by a metrology index (BASMI) widely adopted in
rheumatology. The protocol allows for the measurement of both segment and joint angles
of the spine, with the latter being the most relevant for clinical assessment. In the sagittal
plane, joint angles were measured with high accuracy (mean bias and limits of agreement
(1.96 SD) 0.4 £ 1.6°), whilst the frontal plane proved to be more challenging due to
experimental limitations, but overall yielded acceptable results (mean bias and limits of
agreement (1.96 SD) 0.2 + 4.8°). The Bland-Altman analysis showed that the mean ROM
bias for all segment and joint angles (mean absolute value 0.3° for both) was strong, and
the reliability analysis showed excellent agreement across the board. The IMU protocol
provided an excellent measure of segment angle traces across the whole functional
movements trials in terms of measurement error. RMSE was small for both sagittal plane
(1.7 + 0.8°) and frontal plane (1.2 £ 0.7°).

While the authors believe the results in this study demonstrated low errors compared to
the gold standard, five factors that influenced measurement error were identified: (1)
segment or joint angle type, (2) plane of movement, (3) sensor location on the spine, (4)
type of constraint adopted and (5) soft tissue artefacts.

Measurement error of segment angles was lower compared to joint angles due to joint
angles being calculated as the angular difference between two neighbouring sensors,
and therefore the measurement error of each sensor was combined. The kinematic
constraints adopted proved to be excellent for the movements in the sagittal plane, but less
effective for the movements in the frontal plane. To address such challenges, future work
should focus on a more sophisticated constraint that accounts for the complex spinal

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 16/29


http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

movements (e.g. coupled motions), or alternatively, a tailored Kalman filter could mitigate
magnetic distortions and gyroscope drift.

The movements performed in the sagittal plane had a higher accuracy than the
movements in the frontal and transverse planes (Tables 4 and 5; Fig. 6). This is due to the
stabilising role of the accelerometers on horizontal tilt, and the assumption that such
movements are performed with a negligible axial rotation of the spine. This facilitated the
constraint of the medial-lateral axis onto the frontal plane, which provided an excellent
solution against vertical axis drift rotations provoked by magnetic distortions.

Segment and joint cervical rotation angles had higher measurement errors than all other
spinal angles. This was due to methodological and experimental challenges which exposed
cervical rotation measurements to a greater drift. Firstly, axial rotation measurements
on the vertical axis rely on gyroscopes and magnetometers, and therefore no accelerometer
stabilisation could be used to improve the measurement. Also, kinematic constraints were
unsuitable for this movement, and sensor alignment was only possible in the sagittal
plane during calibration. Finally, the cervical rotation joint angle measurements (Fig. 5D)
suffered from soft tissue artefact on sensor T1, where the skin stretch produced rotations
not representative of the cervical spine movement. For this reason, it is advised to use
the head segment angle (Fig. 5F) to measure the cervical rotation, assuming that the trunk
is still. Also, during cervical rotation, it is crucial to monitor potential trunk compensatory
movements especially at extreme cervical range of motions. Other transverse plane
movements, such as the thoracic axial rotation, were excluded from the analysis as they
were not part of the BASMI, and their measurement was affected by high drift on the
vertical axis, which could be corrected using the constrained method proposed.

Lastly, the higher limits of agreement registered for lateral flexion can be also attributed
to two independent factors: soft tissue artefact (skin stretch and muscle contraction
generate rotations out of the frontal plane) and axial rotation components contextual to
the lateral flexion. These two phenomena indicate that while the constraint adopted
prevents angular drift around the vertical axis, it is too simplistic to account for spine axial
rotations.

The results of this study compare well or outperform those from previous literature.
Aranda-Valera et al. (2018) developed an IMU-based (ViMove; dorsaVi, Melbourne, VIC,
Australia) posture assessment that showed similar strengths and weaknesses to the current
protocol, but with errors (RMSE) being 2.5 times higher for lumbar lateral flexion (8.3°),
and almost 4 times higher for cervical rotation (9.4°) with respect to our study.
Additionally, Aranda-Valera et al. (2018) study only examined lumbar and cervical
segments while the current protocol assesses the entire spine. However, Aranda-Valera
et al. (2018) presented errors with respect to full-arc movements rather than half-arc,
which is the case for the lateral bending errors in this article. Despite such difference, the
present paper collected normal data instead of involving patients, and analogous
movements’ amplitudes might be much greater. A more recent study by Aranda-Valera
et al. (2020) proposed a concurrent criterion validity between IMUs (ViMove) and optical
motion capture system (UCOTrack) on a cohort of 70 axSpA patients. The ROM bias
and limits of agreement values were significantly higher than those found in this study.
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The lumbar flexion/extension showed a bias five times higher (5.5°) and a LOA fifteen
times higher (£25.2°) than the lumbar flexion and extension bias and LOA shown in
this study (Table 5). Similarly, the cervical rotation measure had a higher bias (1.2°,
more than twice higher) and LOA (32.6°, 14 times higher). It needs to be noted that
Aranda-Valera et al. (2020) conducted a parametric analysis, whereas in this article a
nonparametric analysis is performed. Also, Aranda-Valera et al. (2020) used the spinal
assessment measures from Garrido-Castro et al. (2012) as a gold standard, which have
some differences when compared to the ViMove protocol, and soft tissue artefacts might
have had an impact on the measure. From a joint kinematics perspective, Mjosund et al.
(2017) showed results that are comparable or better than this study, but the authors
calculated the segment angles as ‘relative to the line of gravity’. The two studies also
have different approaches for what concerns vertical axis rotations, where Mjosund et al.
(2017) calculate the angles as inclinometer measurements on single planes, which mask
rotations around the vertical axis, this study adopts kinematic constraints to prevent
rotations around the vertical axis. Despite this difference in the methodology, the results of
this study are comparable to Mjosund et al. (2017), showing a slightly higher RMSE (0.9°)
and standard deviation (0.5°). This is likely due the fact that the gold standard measure
in Mjosund et al. (2017) was affected by the same bias, and therefore the movement on
other planes are combined within the measure. The results from this study compare well
with literature that adopted tailored Kalman filter or kinematic constraints. The largest
error in this study (cervical flexion/extension) had a RMSE 0.7° smaller than that produced
by Seel, Raisch & Schauer (2014), and 0.8° smaller than Cooper et al. (2009), demonstrating
an improvement of ~20%. It should be noted that the slow spine movements in this
study will rely more on the stabilisation of the accelerometers, whereas the high pace but
less broad movements of walking and running rely more on the quick response of the
gyroscopes. A recent study by Lee ¢ Jeon (2019) obtained very promising results by
excluding the magnetometer data and applying kinematic constraints, reaching a RMSE of
1.58°. These results are not fully comparable with the present study, as the Kalman
filter used in the presented was not customisable and raw data were inaccessible to the
authors.

While this IMU protocol could be used for most patients, severe AS cases suffer from
restricted ROM and hence the measurement error found in this study could be close to the
limited spinal ROM of these patients. Therefore, future clinical applications of IMU
systems must consider the restricted movement of the targeted population and evaluate if
the system is still viable by running a clinical validation on patients. While data collection
using the method presented here may take 10 min longer to perform than the BASMI,
this protocol has several advantages such as reduced human error and more detailed
measures within and between spinal segments. This is highly valuable and accurate
information to be used in clinical settings, as it would enable an immediate and automated
comparison against historical and benchmark values. In fact, the BASMI loses focus
on the spine compared to the proposed sensor protocol which accurately measures
segment-specific biomechanical changes that could highlight potential intervertebral
fusion levels. Additionally, cervical rotation and intermalleolar distance in the BASMI are
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measured while lying in a supine position, which can be painful for patients with severe
AS and does not mimic cervical rotation as it would normally be performed (during
standing). On the other hand, the proposed protocol lacks a full clinical validation and
reliability analysis, and there are measures performed by the BASMI that are not
measurable with this IMU protocol, such as postural data (tragus to wall) and ROM data
form hips (intermalleolar distance).

CONCLUSIONS

In summary, this new IMU-based protocol is capable of accurately measuring spinal ROM
and kinematics. This study also demonstrates that IMU technologies are a promising
alternative to assess the axial status and its changes. The kinematic constraints adopted
seem to have a key role in containing the measurement error, when compared to state of
the art motion capture. This validation sets the ground to construct a mobility index for
axSpA based on automated measures with better metric properties. Furthermore, the
protocol’s simplicity has potential to make its implementation in clinical setting possible
and a potentially viable solution to integrate or substitute current clinical methods in the
future. However, a clinical validation of the presented protocol on axSpA patients is
needed to ensure the clinical usability of such means.

APPENDIX

This appendix contains the initial sensor alignment on the sagittal plane, and the
constraints applied for every specific movement.

Flexion-extension constraint (trunk flexion, trunk extension and
cervical flexion/extension)

The 7 axis unit vector projection on the XY plane was found, and its orientation o with
respect to the X axis was calculated through the four-quadrant inverse tangent (Eq. (A1)).
This was done for all the orientations at all the time points t. Successively, the angles 3,
between the projection and the Y axis were calculated by subtracting /2 from o,

(Eq. (A2)).
o = tan” (7,(8)/7,(8)) (A1)
B, =y — /2 (A2)

Then, the quaternion angle by which the sensor orientation needs to be rotated around
the fixed axis Z was:

Fa=qpz. = [cos(— %), 0, 0, sin(— %)] (A3)

Finally, the reorientation was performed by multiplying every quaternion £g by the
corresponding sensor orientation quaternion $q (Eq. (A4)).

od = 64 19 (A4)
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Lateral flexion constraints (trunk lateral flexion)

The angle vy between the local % axis vector and its projection on the XY plane was
calculated at t,¢r, (Eq. (A5)), then a unit vector izo = [0 0 1] was rotated around its y axis by
an angle of —y (Eq. (A6)).

Y= tanil <iz(tzero)/\/2x(tzero)2 + Ey(tzero)2> (AS)

X cos(—y) 0 sin(—y)
ho’ -y = 0 1

0 |-k (A6)
—sin(—y) 0 cos(—v)

The quaternion rotation 3g, representing the sensor orientation in space with
respect to its fixed reference system, was then applied to hy, _y. The resulting unit
triad has at t,.,, = 8 s its z axis aligned with the XY plane, that is now called A,

(Eq. (A7)).
h(t) = $q ho, - 32 (A7)
The orientation o, of the projection of vector il(t) on the XY plane was then calculated

(Eq. (A8)). This was done for all orientations at all time points t. Successively, the angles 3,
between the projection and the negative X axis were calculated by subtracting  to o,

(Eq. (A9)).
= tan”! (fz),(t) /fzx(t)> (A8)
B,=a,— (A9)

Then, the quaternion angle by which the sensor orientation needs to be rotated around
the fixed axis Z was (Eq. (A10)):

Fq=qpz:= [cos(— %), 0, 0, sin(—%)] (A10)

Finally, the reorientation was performed by multiplying every quaternion £g by the
corresponding sensor orientation quaternion 3q (Eq. (A16)).

od = 64 24 (A11)

The procedure above describes the case in which the horizontal axis (fz axis) is adopted
as a constraint. To adopt any of the other 4 axes (23, z, Z_1, Z_,) as a constraint, Eqs. (A6)
and (A7) become respectively: Eq. (A12) left and right (case 2z, axis), Eq. (A13) left
and right (case z axis), Eq. (A14) left and right (case z_; axis), Eq. (A15) left and right
(case z_, axis).

R cos(+y) 0 sin(+y) R
ho, 4y = 0 10 | he &) =3qhe 57 (A12)
—sin(+y) 0 cos(+y)
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R cos(—2y) 0 sin(—2y)] )

h()’ -2y — 0 1 0 cot I’lo 2_1(1') = iq ho, —2y }S:q (A14)
—sin(—2y) 0 cos(—2y) |

R cos(—=3y) 0 sin(=3y) ] R R

I’l()7 —3y = 0 1 0 cot ho 2,2(1') = ;q I’l()y —3y IS:q (A15)
—sin(—3y) 0 cos(—3y) |

Constraint optimisation (trunk lateral flexion)
For the kinematic constraints application in the lateral flexion movement, the five axes /,
Z2,2,2-1,Z2—3 (Eqgs. (A7), (A12)-(A15) right) were adopted as constraints (Fig. 3A), and an
optimisation that minimised the ROM measurement error absolute value was performed
to find the best axes for the segment angles and the best axes pairs for the joint angles.
All five axes were tested for each segment angle, and considering that the joint angles
represent the relative angle between two neighbouring sensors, all twenty-five (5*5 axes)
combinations were tested for the joint angles. Each of these axes was tested as a kinematic
constraint, for every sensor and every participant.

Mean and standard deviation were calculated for the ROM measurement error absolute
values of all sensors and participants, subsequently they were plotted against the five axes
(segment angles, Fig. A1A) and the 25 axes combinations (joint angles, Fig. A1B).
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Table A1 Constraints number.

Constraint n° 1 2 3 4 5 6 7 ] 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25

Upp Sens Z, Z., h z Z, Z, Z, h z Z, 2, Z, h 2z 2z, 7z, z, h 2z 2z, z, z,;, h z 1z,
Lw Sens Z5 Z., I, I Z, Z., Z, Z, Z, Z; h h h h h z Z 7 1 Iy, Iy Iy 1o Ip
Note:

Constraint number associated to constraint axes combinations for joint angles.

Table A2 Constraint axes optima for segment and joint angles.

Segment angles Joint angles
S1 L1 Té6 T1 Lumbar Lw thoracic Upp thoracic
Constraint n° 1 4 4 3 19 17 3
Constraint axis Z, z z h z-z z-z_4 % -k
Mean 0.3° 0.7° 1.6° 1.7° 2.9° 1.6° 2.2°
SD 0.3° 0.7° 1.4° 0.9° 2.3° 1.5° 1.6°

Note:
Constraint number and associated axis are shown with mean and standard deviation of ROM measurement error
absolute values.

The segment angles constraints were numbered as follows: axis z_, was constraint 1, z_,
was constraint 2, h was constraint 3, Z was constraint 4, zZ, was constraint 5. The 25-
constraint combination numbering is shown in Table Al. The first 5 combined the lower
sensor axis z_, with the upper sensor axes going from z_, to z,, the combinations from 6 to
10 combined the lower sensor axis z_; with the upper sensor axes going from z_, to z,, the
same scheme repeats for all 25 constraints.

Figures A1A and A1B show mean and standard deviation distribution for ROM
measurement error absolute values across respectively all axes (for segment angles) and all
axes combinations (for joint angles).

Table A2 summarises the mean and standard deviation optima of the ROM
measurement error absolute values. The optimum points are shown with a red diamond in
Figs. A1A and A1B.

Cervical rotation alignment

The Zz axis unit vector projection on the XY plane was found at ¢, and its orientation
(t,ero) With respect to the X axis was calculated through the four-quadrant inverse
tangent (Eq. (A16)). Successively, the angle B(#,0) between the projection and the
negative X axis was calculated by subtracting T to ot(tero) (Eq. (A17)).

0L(tzero> — tanil (Ey(tzero)/éx(tzero)) (A16)

B(tzero) = o‘(tzero) - m (A17)

Then, the quaternion angle by which the sensor orientation needs to be rotated around
the fixed axis Z was (Eq. (A18)):
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éq(tzero) = qpz(tzero) = [cos <— B(t;ero)), 0, 0, sin<— B(t;em)>] (A18)

Finally, the reorientation was performed by multiplying £q(tero) by every sensor
orientation quaternion Is,q (Eq. (A19)).

6 = 64(tzero) 34 (A19)

Formulae statistical analysis

In the following formulae the subscript A indicates the IMU data (Avanti), Q the motion
capture system data (Qualisys), r the movement repeat, p the participant, s the sensor,

n the total number of movement repeats, m the total number of participants, o the total
number of sensors, ¢ the sample at a specific time, w the total number of samples per
recording.

Range of motion data
Measurement error for every participant (Eq. (A20) left), and every sensor of every
participant (Eq. (A20) right):

Aaqr,p = ROM, rp — ROMg ApqQsr,p = ROMy s, — ROMqy,p (A20)

where ROM indicates the angular range of motion.

Nonparametric Bland-Altman analysis. Median bias and limits of agreement for all
participants (Eqs. (A21) and (A23)) and overall median bias and limits of agreement for all
sensors of all participants (Eqs. (A22) and (A24)):

1
BIAS, , = 3 (Baqr, p (n+1)/2 T Aaqr, p (n+1)/2) (A21)
1
BlASrp =3 (AaQ s, p (nr1)/2 T DaQsr, p (n+1)/2) (A22)
LOA,p = 145 (Qs ., — Q1 rasy) (A23)
LOAS,'ZP =1.45- (Q3 Axqsrp — Q Axq s.r‘p) (A24)

where 1.45 computes the 95% nonparametric limits of agreement.
Mean absolute percentage error for all sensors of all participants (Eq. (A25)):

m

A
MAPE, j = —— Z Z > ROAI\(}I;ZTP

1 r=1 p=1

(A25)

Kinematics data
Measurement error for every angular sample of a recording (Eq. (A26) left) and root mean
square error for all the samples of a recording (Eq. (A26) right):
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>y (Eaqe)’®

Exqir=yar —yq¢ RMSE; = ”

(A26)
where y4 ; and yq; are the angle samples in time for respectively the IMU and motion
capture data.

Mean and standard deviation for all the root mean square errors for all the participants
(Eq. (A27) left and (A28)) and mean and standard deviation for all the root mean square
errors for all the sensors of all participants (Eq. (A27) right and (A29)):

> RMSE,
MEANRMSE p = T
o ™ RMSE
MEANRMSE sp = 2 Zp_l i (A27)

RMSE — mean
SDrymsg p = \/Zp : : RMSEP) (A28)

m—1

o ™ (RMSE ; — meangpysg 2
— \/251 S, (RMSE, ) )

o-m—1

Maximum absolute error for every angular sample of a recording (Eq. (A30)). Mean and
standard deviation for all the maximum absolute errors for all the participants (Eq. (A31)
left and (A32)) and mean and standard deviation for all the maximum absolute errors
for all the sensors of all participants (Eq. (A31) right and (A33)):

MAEAQ t = max(|EAQ t|) (A30)
" MAE,4 ° S MAE,
meanyg ) = M meanyAg sp = L ZP ! Qr (A31)
m 0-m

Z;nzl (MAEAQt — IMEANpMAE p)z
—1

SDMmaAEp = (A32)

(A33)

> 12;: 1 (MAE, o, — meanMAEap)z
SDMaAEsp = pa—

Spearman correlation coefficient for all the angular samples of a recording is p,q ;-
Mean and standard deviation for all the Spearman correlation coefficients for all the
participants (Eq. (A34) left and (A35)) and mean and standard deviation for all the Spearman

correlation coefficients for all the sensors of all participants (Eq. (A34) right and (A36)):

Zgll Paqt Dot Z;L Paq:

meany, ., sp =

mean,, p = (A34)

m o-m
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Zp 1 pAQ t meanPAQ [ P)2
SDPAQ P —1 (A35)

> 12 1 PAQt mean, ts,p)z
Do, sp = \/ = 22 (A36)

o-m—1

ACKNOWLEDGEMENTS

I want to thank Dr. Steffi Colyer, Dr. Valentina Camomilla, James Cowburn and Nicos
Haralabidis for their valuable suggestions on the paper.

ADDITIONAL INFORMATION AND DECLARATIONS

Funding

This study was funded by BIRD (Bath Institute of Rheumatic Diseases), The Alumni
Fund of the University of Bath, and the RCUK Centre for the Analysis of Motion,
Entertainment Research and Application (CAMERA—Grant number: EP/M023281/1).
There was no additional external funding received for this study. The funders had no role
in study design, data collection and analysis, decision to publish, or preparation of the
manuscript.

Grant Disclosures

The following grant information was disclosed by the authors:

BIRD (Bath Institute of Rheumatic Diseases).

The Alumni Fund of the University of Bath.

RCUK Centre for the Analysis of Motion, Entertainment Research and Application
(CAMERA): EP/M023281/1.

Competing Interests
The authors declare that they have no competing interests.

Author Contributions

e Luca Franco conceived and designed the experiments, performed the experiments,
analysed the data, prepared figures and/or tables, authored or reviewed drafts of the
paper, and approved the final draft.

e Raj Sengupta conceived and designed the experiments, authored or reviewed drafts of
the paper, and approved the final draft.

e Logan Wade analysed the data, prepared figures and/or tables, authored or reviewed
drafts of the paper, and approved the final draft.

e Dario Cazzola conceived and designed the experiments, analysed the data, prepared
figures and/or tables, authored or reviewed drafts of the paper, and approved the
final draft.

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 25/29


http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

Human Ethics
The following information was supplied relating to ethical approvals (i.e., approving body
and any reference numbers):

The Research Ethics Approval Committee for Health of the University of Bath provided
ethical approval for this study (Ethical Application Ref: EP 17/18 128).

Data Availability
The following information was supplied regarding data availability:
Data is available at Figshare:
Cazzola, Dario (2020): IMU and Mocap data. figshare. Dataset.
DOI 10.6084/m9.figshare.13096703.v1.

Supplemental Information
Supplemental information for this article can be found online at http://dx.doi.org/10.7717/
peerj.10623#supplemental-information.

REFERENCES

Ahmadi A, Rowlands DD, James DA. 2010. Development of inertial and novel marker-based
techniques and analysis for upper arm rotational velocity measurements in tennis. Sports
Engineering 12(4):179-188 DOI 10.1007/s12283-010-0044-1.

Akkoc N. 2018. Personalized axial spondyloarthritis care. Current Treatment Options in
Rheumatology 4(2):158-173 DOI 10.1007/s40674-018-0094-2.

Akkoc N, Direskeneli H, Erdem H, Gul A, Kabasakal Y, Kiraz S, Balkan Tezer D, Hacibedel B,
Hamuryudan V. 2015. Direct and indirect costs associated with ankylosing spondylitis and
related disease activity scores in Turkey. Rheumatology International 35(9):1473-1478
DOI 10.1007/s00296-015-3236-y.

Aranda-Valera IC, Cuesta-Vargas A, Garrido-Castro JL, Gardiner PV, Lopez-Medina C,
Machado PM, Condell J, Connolly J, Williams JM, Muioz-Esquivel K, O’Dwyer T,
Castro-Villegas MC, Gonzalez-Navas C, Collantes-Estévez E, on behalf of iMaxSpA Study
Group on behalf of iMaxSpA Study Group. 2020. Measuring spinal mobility using an inertial
measurement unit system: a validation study in axial spondyloarthritis. Diagnostics 10(6):426
DOI 10.3390/diagnostics10060426.

Aranda-Valera IC, Garrido-Castro JL, Sanchez I, Gt J, Gardiner P, Machado PM,
Collantes-Estevez E. 2018. FRI0202 Inertial motion sensors using the vimove®© system is a valid
method to assess spinal mobility in patients with axial spondyloarthritis. In: Dis AR, ed.
Annals of the Rheumatic Diseases. 642.642-642.643.

Baraliakos X, Braun J. 2015. Non-radiographic axial spondyloarthritis and ankylosing spondylitis:
what are the similarities and differences? RMD Open 1(Suppl. 1):e000053
DOI 10.1136/rmdopen-2015-000053.

Beange KHE, Chan ADC, Beaudette SM, Graham RB. 2019. Concurrent validity of a wearable
IMU for objective assessments of functional movement quality and control of the lumbar spine.
Journal of Biomechanics 97:109356 DOI 10.1016/j.jbiomech.2019.109356.

Calin A, Garrett S, Whitelock H, Kennedy LG, O’Hea J, Mallorie P, Jenkinson T. 1994. A new
approach to defining functional ability in ankylosing spondylitis: the development of the Bath
Ankylosing Spondylitis Functional Index. Journal Of Rheumatology 21:2281-2285.

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 26/29


https://dx.doi.org/10.6084/m9.figshare.13096703.v1
http://dx.doi.org/10.7717/peerj.10623#supplemental-information
http://dx.doi.org/10.7717/peerj.10623#supplemental-information
http://dx.doi.org/10.1007/s12283-010-0044-1
http://dx.doi.org/10.1007/s40674-018-0094-2
http://dx.doi.org/10.1007/s00296-015-3236-y
http://dx.doi.org/10.3390/diagnostics10060426
http://dx.doi.org/10.1136/rmdopen-2015-000053
http://dx.doi.org/10.1016/j.jbiomech.2019.109356
http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

Calvo-Gutierrez J, Garrido-Castro JL, Gonzalez-Navas C, Castro-Villegas MC, Ortega-
Castro R, Lopez-Medina C, Font-Ugalde P, Escudero-Contreras A, Collantes-Estevez E.
2016. Inter-rater reliability of clinical mobility measures in ankylosing spondylitis. BMC
Musculoskeletal Disorders 17(1):382 DOI 10.1186/s12891-016-1242-1.

Cappello A, Stagni R, Fantozzi S, Leardini A. 2005. Soft tissue artifact compensation in knee
kinematics by double anatomical landmark calibration: performance of a novel method during
selected motor tasks. IEEE Transactions on Biomedical Engineering 52(6):992-998
DOI 10.1109/TBME.2005.846728.

Charry E, Umer M, Taylor S. 2011. Design and validation of an ambulatory inertial system for 3-D
measurements of low back movements. In: Intelligent Sensors, Sensor Networks and Information
Processing (ISSNIP).

Chhikara A, McGregor AH, Hadjilucas L, Bello F, Rice AS. 2010. Quantitative assessment of the
motion of the lumbar spine and pelvis with wearable inertial sensors. In: 2010 International
Conference on Body Sensor Networks. 9-15.

Cooksey R, Husain MJ, Brophy S, Davies H, Rahman MA, Atkinson MD, Phillips C]J, Siebert S.
2015. The cost of ankylosing spondylitis in the UK using linked routine and patient-reported
survey data. PLOS ONE 10(7):20126105 DOI 10.1371/journal.pone.0126105.

Cooper G, Sheret I, McMillan L, Siliverdis K, Sha N, Hodgins D, Kenney L, Howard D. 2009.
Inertial sensor-based knee flexion/extension angle estimation. Journal of Biomechanics
42(16):2678-2685 DOI 10.1016/j.jbiomech.2009.08.004.

Cox MW, McCarthy M, Lemmon G, Wenker J. 2001. Cervical spine instability: clearance using
dynamic fluoroscopy. Current Surgery 58(1):96-100 DOI 10.1016/S0149-7944(00)00441-4.

Crawford NR, Yamaguchi GT, Dickman CA. 1999. A new technique for determining 3-D joint
angles: the tilt/twist method. Clinical Biomechanics 14(3):153-165
DOI 10.1016/S0268-0033(98)00080-1.

Dagfinrud H, Kjeken I, Mowinckel P, Hagen KB, Kvien TK. 2005. Impact of functional
impairment in ankylosing spondylitis: impairment, activity limitation, and participation
restrictions. Journal of Rheumatology 32:516-523.

De Vries WH, Veeger HE, Baten CT, Van der Helm FC. 2009. Magnetic distortion in motion
labs, implications for validating inertial magnetic sensors. Gait ¢~ Posture 29(4):535-541
DOI 10.1016/j.gaitpost.2008.12.004.

Ernst MJ, Rast FM, Bauer CM, Marcar VL, Kool J. 2013. Determination of thoracic and lumbar
spinal processes by their percentage position between C7 and the PSIS level. BMC Research
Notes 6(1):58 DOI 10.1186/1756-0500-6-58.

Favre J, Jolles BM, Aissaoui R, Aminian K. 2008. Ambulatory measurement of 3D knee joint
angle. Journal of Biomechanics 41(5):1029-1035 DOI 10.1016/j.jbiomech.2007.12.003.

Garrido-Castro J, Concha-Aranda I, Gardiner P, Machado P, Williams J, Collantes-Estevez E.
2018. AB0867 Axial spondyloarthritis posture assessment using inertial sensors. Annals of the
Rheumatic Diseases 77:1561 DOI 10.1136/annrheumdis-2018-eular.3903.

Garrido-Castro JL, Medina-Carnicer R, Schiottis R, Galisteo AM, Collantes-Estevez E,
Gonzalez-Navas C. 2012. Assessment of spinal mobility in ankylosing spondylitis using a
video-based motion capture system. Manual Therapy 17(5):422-426
DOI 10.1016/j.math.2012.03.011.

Haglund E, Bremander A, Bergman S, Jacobsson LT, Petersson IF. 2013. Work productivity in a

population-based cohort of patients with spondyloarthritis. Rheumatology 52(9):1708-1714
DOI 10.1093/rheumatology/ket217.

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 27/29


http://dx.doi.org/10.1186/s12891-016-1242-1
http://dx.doi.org/10.1109/TBME.2005.846728
http://dx.doi.org/10.1371/journal.pone.0126105
http://dx.doi.org/10.1016/j.jbiomech.2009.08.004
http://dx.doi.org/10.1016/S0149-7944(00)00441-4
http://dx.doi.org/10.1016/S0268-0033(98)00080-1
http://dx.doi.org/10.1016/j.gaitpost.2008.12.004
http://dx.doi.org/10.1186/1756-0500-6-58
http://dx.doi.org/10.1016/j.jbiomech.2007.12.003
http://dx.doi.org/10.1136/annrheumdis-2018-eular.3903
http://dx.doi.org/10.1016/j.math.2012.03.011
http://dx.doi.org/10.1093/rheumatology/ket217
http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

Jenkinson TR, Mallorie PA, Whitelock HC, Kennedy LG, Garrett SL, Calin A. 1994. Defining
spinal mobility in ankylosing spondylitis (AS). The Bath AS Metrology Index. Journal of
Rheumatology 21:1694-1698.

Kawalec P, Malinowski K. 2015. Disease activity, quality of life and indirect costs of reduced
productivity at work, generated by Polish patients with ankylosing spondylitis. Reumatologia/
Rheumatology 53:301-308 DOI 10.5114/reum.2015.57634.

Kruger K, Von Hinuber U, Meier F, Tian H, Bohm K, Jugl SM, Borchert K, Meise D, Konig C,
Braun S. 2018. Ankylosing spondylitis causes high burden to patients and the healthcare
system: results from a German claims database analysis. Rheumatology International
38(11):2121-2131 DOI 10.1007/s00296-018-4124-7.

Kulig K, Landel RF, Powers CM. 2004. Assessment of lumbar spine kinematics using dynamic
mri: a proposed mechanism of sagittal plane motion induced by manual posterior-to-anterior
mobilization. Journal of Orthopaedic & Sports Physical Therapy 34(2):57-64
DOI 10.2519/jospt.2004.34.2.57.

Laidig D, Miiller P, Seel T. 2017. Automatic anatomical calibration for IMU-based elbow angle
measurement in disturbed magnetic fields. Current Directions in Biomedical Engineering
3(2):167-170 DOI 10.1515/cdbme-2017-0035.

Laidig D, Schauer T, Seel T. 2017. Exploiting kinematic constraints to compensate magnetic
disturbances when calculating joint angles of approximate hinge joints from orientation
estimates of inertial sensors. In: International Conference on Rehabilitation Robotics, London.
971-976.

Lee JK, Desmoulin GT, Khan AH, Park EJ. 2011a. Comparison of 3D spinal motions during
stair-climbing between individuals with and without low back pain. Gait & Posture
34(2):222-226 DOI 10.1016/j.gaitpost.2011.05.002.

Lee JK, Desmoulin GT, Khan AH, Park EJ. 2011b. A portable inertial sensing-based spinal
motion measurement system for low back pain assessment. In: Annual International Conference
of the IEEE EMBS, Boston: IEEE, 4737-4740.

Lee JK, Jeon TH. 2019. Magnetic condition-independent 3D joint angle estimation using inertial
sensors and kinematic constraints. Sensors 19(24):5522 DOI 10.3390/s19245522.

Martindale JH, Sutton CJ, Goodacre L. 2012. An exploration of the inter- and intra-rater
reliability of the Bath Ankylosing Spondylitis Metrology Index. Clinical Rheumatology
31(11):1627-1631 DOI 10.1007/s10067-012-2057-6.

McGonagle D, Benjamin M. 2009. Entheses, enthesitis and enthesopathy. Arthritis Research
Campaign 4:1-6.

Mjesund HL, Boyle E, Kjaer P, Mieritz RM, Skallgard T, Kent P. 2017. Clinically acceptable
agreement between the ViMove wireless motion sensor system and the Vicon motion capture
system when measuring lumbar region inclination motion in the sagittal and coronal planes.
BMC Musculoskeletal Disorders 18(1):124 DOI 10.1186/s12891-017-1489-1.

Mousavi SJ, Tromp R, Swann MC, White AP, Anderson DE. 2018. Between-session reliability of
opto-electronic motion capture in measuring sagittal posture and 3-D ranges of motion of the
thoracolumbar spine. Journal of Biomechanics 8:248-252 DOI 10.1016/j.jbiomech.2018.08.033.

Nuesch C, Roos E, Pagenstert G, Mundermann A. 2017. Measuring joint kinematics of treadmill
walking and running: comparison between an inertial sensor based system and a camera-based
system. Journal of Biomechanics 57:32-38 DOI 10.1016/j.jbiomech.2017.03.015.

Rafia R, Ara R, Packham ], Haywood KL, Healey EL. 2012. Healthcare costs and productivity
losses directly attributable to ankylosing spondylitis. Clinical and Experimental Rheumatology
30:246-253.

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 28/29


http://dx.doi.org/10.5114/reum.2015.57634
http://dx.doi.org/10.1007/s00296-018-4124-z
http://dx.doi.org/10.2519/jospt.2004.34.2.57
http://dx.doi.org/10.1515/cdbme�2017-0035
http://dx.doi.org/10.1016/j.gaitpost.2011.05.002
http://dx.doi.org/10.3390/s19245522
http://dx.doi.org/10.1007/s10067-012-2057-6
http://dx.doi.org/10.1186/s12891-017-1489-1
http://dx.doi.org/10.1016/j.jbiomech.2018.08.033
http://dx.doi.org/10.1016/j.jbiomech.2017.03.015
http://dx.doi.org/10.7717/peerj.10623
https://peerj.com/

Peer/

Raine C, Keat A. 2018. Axial spondyloarthritis. Medicine 46(4):231-236
DOI 10.1016/j.mpmed.2018.01.005.

Rezvani A, Ergin O, Karacan I, Oncu M. 2012. Validity and reliability of the metric measurements
in the assessment of lumbar spine motion in patients with ankylosing spondylitis. Spine
37(19):E1189-E1196 DOI 10.1097/BRS.0b013e31825ef954.

Seel T, Raisch J, Schauer T. 2014. IMU-based joint angle measurement for gait analysis. Sensors
14(4):6891-6909 DOI 10.3390/s140406891.

Slajpah S, Kamnik R, Munih M. 2014. Kinematics based sensory fusion for wearable motion
assessment in human walking. Computer Methods and Programs in Biomedicine 116(2):131-144
DOI 10.1016/j.cmpb.2013.11.012.

Takeda R, Tadano S, Natorigawa A, Todoh M, Yoshinari S. 2009. Gait posture estimation using
wearable acceleration and gyro sensors. Journal of Biomechanics 42(15):2486-2494
DOI 10.1016/j.jbiomech.2009.07.016.

Taurog JD, Chhabra A, Colbert RA. 2016. Ankylosing Spondylitis and Axial Spondyloarthritis.
New England Journal of Medicine 374(26):2563-2574 DOI 10.1056/NEJMral1406182.

Walsh JA, Song X, Kim G, Park Y. 2018. Healthcare utilization and direct costs in patients with
ankylosing spondylitis using a large US administrative claims database. Rheumatology and
Therapy 5(2):463-474 DOI 10.1007/s40744-018-0124-4.

Franco et al. (2021), PeerdJ, DOI 10.7717/peerj.10623 29/29


http://dx.doi.org/10.1016/j.mpmed.2018.01.005
http://dx.doi.org/10.1097/BRS.0b013e31825ef954
http://dx.doi.org/10.3390/s140406891
http://dx.doi.org/10.1016/j.cmpb.2013.11.012
http://dx.doi.org/10.1016/j.jbiomech.2009.07.016
http://dx.doi.org/10.1056/NEJMra1406182
http://dx.doi.org/10.1007/s40744-018-0124-4
https://peerj.com/
http://dx.doi.org/10.7717/peerj.10623

	A novel IMU-based clinical assessment protocol for Axial Spondyloarthritis: a protocol validation study
	Introduction
	Materials and Methods
	Results
	Discussion
	Conclusions
	Appendix
	flink7
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


