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Abstract: E-rehabilitation is the term used to define medical rehabilitation programs that are
implemented at home with the use of information and communication technologies. The aim was to
test whether sensor position and the sitting position of the patient influence the accuracy of knee range
of movement (ROM) data displayed by the BPMpathway e-rehabilitation system. A preliminary
study was conducted in a laboratory setting with healthy adults. Knee ROM data was measured
with the BPMpathway e-rehabilitation system and simultaneously with a BIOPAC twin-axis digital
goniometer. The main outcome was the root mean squared error (RMSE). A 20% increase or reduction
in sitting height led to a RMSE increase. A ventral shift of the BPMpathway sensor by 45° and
90° caused significant measurement errors. A vertical shift was associated with a diminution of
the measurement errors. The lowest RMSE (2.4°) was achieved when the sensor was placed below
the knee. The knee ROM data measured by the BPMpathway system is comparable to the data of
the concurrent system, provided the instructions of the manufacturer are respected concerning the
sitting position of the subject for knee exercises, and disregarding the same instructions for sensor
positioning, by placing the sensor directly below the knee.

Keywords: telerehabilitation; e-Health; physiotherapy; range of movement; knee; validity; total
knee arthroplasty

1. Introduction

Total knee (TKA) and hip arthroplasty (THA) are considered the treatments of choice for
osteoarthritis patients with pain and substantial functional impairments who have not achieved
acceptable pain relief and functional improvement after conservative treatment modalities [1,2]. As the
population in different countries ages, there is an expected increase in the demand for THA and TKA
procedures in the coming decades [3,4]. This increasing demand will present the healthcare systems
and health care providers with new challenges.

After TKA and THA, physiotherapy and exercise lead to improvements in physical function [5-8].
Physiotherapy exercise provided at home is an appealing approach with the possibility of wider
acceptability and uptake in the near future [9]. Studies have shown that standardized home programs
were not inferior to inpatient or outpatient physiotherapy in regard to their effects on functional status,
health related quality of life (HRQOL) and range of movement (ROM) of the operated joint [10-13].

E-rehabilitation or telerehabilitation are the terms used to define medical rehabilitation programs
that are implemented at home with the use of information and communication technologies (ICT) [14].
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Home exercise programs with the use of telerehabilitation before and after TKA and THA seem not to be
inferior to standard physiotherapy in terms of improvements in range of movement and muscle strength,
decrease in pain, patient satisfaction, and patient reported outcome measures (PROMs) [15-20].

The BPMpathway (270 Vision Ltd., Andover, UK) is an online, home-based biofeedback and
remote patient monitoring system. The system comprises a single high-performance wearable wireless
sensor, a patient application that can be downloaded for free, and a software application for the
clinic. The sensor streams data to the patient application, displaying the real-time results on an
animated avatar enabling the patient to visualize his/her ROM during the exercise (biofeedback) and
to compare the achievements between the training sessions. The system can be used for knee, hip, and
shoulder exercises.

The ROM data displayed by the BPMpathway system is calculated based on the signals of a single
sensor that, according to the instructions of the manufacturer, should be placed above the malleolus
lateralis, when the patient intends to perform knee exercises.

The aim of the present preliminary study was to test whether patients sitting position and the
position of the sensor on the leg influence the accuracy of ROM data displayed by the BPMpathway
system for knee exercises.

2. Materials and Methods

2.1. Study Design and Sample

This is a preliminary study carried out in a laboratory setting. The study was planned and
developed in accordance with the “Guidelines for Reporting Reliability and Agreement Studies”
(GARRAS) [21]. The reporting follows the STROBE Statement guidelines for reporting observational
studies [22].

The ROM data obtained with the BPMpathway system were compared with the ROM data
acquired simultaneously with the use of a twin-axis digital goniometer (BIOPAC Systems, Inc., Goleta,
CA, USA).

The effects of sensor-related (position of the sensor on the limb) and ergonomic factors (chair
height) on ROM data obtained with the BPMpathway were investigated.

The sample consisted of three healthy male subjects. The subjects were informed about the study
and asked to participate. Before participating, the subjects were required to read and sign an informed
consent form. The ethics commission of the Health Competence Center at the Hamburg University of
Applied Sciences, Hamburg, Germany, approved the research project.

2.2. The BPMpathway System

The BPMpathway system comprises a single wearable wireless sensor (Figure 1A), a software
application for the patients (Figure 1C) and a software program for the clinic. During the hospital
stay the physiotherapist selects specific exercises/tests for an individual patient and teaches the patient
how to use the system. During the test at home, the sensor streams data to the software application
displaying live results on an animated avatar (biofeedback). The data is also recorded for immediate
graphical comparison to previous sessions. Once connected with the internet, the data are transmitted
through a cloud-based service to the physiotherapist or clinician. This ensures the progress and
recovery of the patient is monitored. The patient and physiotherapist can communicate through
the system and the rehabilitation program can be modified or complemented at any time by the
physiotherapist at the clinic with no need of a patient visit.
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Figure 1. BPMPpathway sensor (A) that should be positioned above the malleolus lateralis (B) when
the patient performs knee exercises. During the exercise the patients gets a live feedback on the actual
performance over the patient application (C).

2.3. The BIOPAC Goniometer

A twin-axis goniometer (Twin-axis Goniometer 150, TSD130B, BIOPAC Systems, Inc., Goleta, CA,
CA, USA) was connected wirelessly to a BIOPAC MP160 unit (BIOPAC Systems, Inc., Goleta, CA, USA)
and used to measure ROM simultaneously during the tests.

2.4. Procedures

The goniometer was calibrated according to the instructions of the manufacturer and attached to
the lateral side of the knee. To place the digital goniometer, bony landmarks were used as described in
the literature [23]. To avoid dislocation of the goniometer during testing, it was attached to the leg
with tape and Velcro stripes. The BPMpathway sensor was attached to the leg with a single Velcro
strap according to the instructions of the manufacturer.

The three participants were tested consecutively. The following factors were manipulated during
testing. (1) Seat height of the subject: the normal individual seat height for knee exercises was
defined as the position where the thigh is parallel to the floor and the lower leg in a 90° angle to the
thigh. A 20% increase and decrease of subjects individual seating positions was used during testing.
(2) Position of the BPMpathway sensor on the leg (transversal plane): according to the prescriptions of
the manufacturer the correct position of the sensor for knee exercises in the sitting position is directly
above the malleolus lateralis, perpendicular to the frontal plane of the shank. A 45° and a 90° ventral
shift of the sensor were provoked additionally for testing. (3) Distance of the BPMpathway sensor to
the joint: as mentioned above, the correct position of the sensor for knee exercises is directly above the
malleolus lateralis. For test purposes the sensor was additionally placed in the mid of the shank and
directly under the knee.

Each subject performed five movement repetitions in each task. The subjects were instructed to
execute the movements at a self-selected constant speed.

2.5. Data Processing and Analysis

The data acquisition was carried out in both systems at a sample rate of 100Hz. The data of the
BIOPAC MP160 was recorded with the software program AcqgKnowledge® 4.4 (BIOPAC Systems, Inc.,
Goleta, CA, USA).

The manufacturer of the BPMpathway provided a special code, which allowed the logging of
all the data recorded by the sensor. The angular values that were displayed on the screen during
the test mode were stored as CSV files along with x/y/z Euler angles and max acceleration traces for
synchronization with the data from the digital goniometer.

Both files were imported to MATLAB (MathWorks Inc., Natick, MA, USA). The synchronization
of both files was made manually by detecting the change in baseline value where the subjects started
to execute the test movements. A starting index in the datasets of both captures was identified and
fixed. Each file contained the data of five full movement cycles (extension-flexion) (Figure 2).

Data analysis and visualization were carried out semi-automatically with the use of a MATLAB
script developed for the current purpose.
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Figure 2. Raw data of five movement cycles in one of the tasks: BPMpathway (full blue line) and the
BIOPAC goniometer (dotted red line).

Before the subjects started to perform the movement, the knee angle of the indexed leg was
measured with an analog goniometer in the starting position. This angle was used in the script to
define the offset of the BIOPAC dataset. Therefore, the first value of the BIOPAC dataset is exactly the
value measured via the analog method.

Although the subjects were instructed to perform the movements at the same speed, the durations
of the single movement cycles differ. For this reason, movement cycles were normalized in time (all
cycles were interpolated with 100 samples over a period of one second). Afterwards, the five movement
cycles were averaged in amplitude. The mean + SD values for each system were plotted and the
absolute difference of the mean curves was plotted as measurement error. A ROM mean difference of
5° between both systems was considered as clinically irrelevant. Since BIOPAC certifies an accuracy of
+ 2° for the digital goniometer, a difference greater than 7° between both systems was considered as
significant. When the ROM mean difference between both systems is zero, the error line touches the
zero on the x-axis. Significant differences between the systems were defined as the time periods in
which the error line goes above the 7° threshold (marked as a dashed line).

In addition to the graphical comparison of the data, the Root Mean Squared Error (RMSE) was
used to calculate the difference between the values measured by the two devices. RMSE is always
non-negative, and a value of 0 (almost never achieved in practice) would indicate a perfect fit to
the data.

3. Results

The demographic data of the three subjects in the sample is presented in Table 1. Subjects B and
C had normal BMIs but different statures. Subject A had a high BMI (overweight). To illustrate the
results section, the data plots of subject C were used. The data plots of all three subjects in all tasks are
presented in Appendix A.

Table 1. Demographic data of the participants.

Subject Age  Body Height (cm) Body Weight (kg) BMI (kg/m?)

A 28 185 124 36.2
B 24 172 724 24.5
C 26 187 76.2 21.8
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3.1. Sitting Position

The seat height influenced the ROM data of the BPMpathway. When the subject sat in the
prescribed position (normal seating position) and the sensor was placed according to the instructions
of the manufacturer (above the malleolus lateralis) both systems showed similar knee angles during
extension and flexion. However, the error line (difference between the means) sometimes crossed the

7° threshold (Figure 3a).
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Figure 3. Mean + SD of the five normalized movement cycles for the BPMpathway (full blue line) and
the BIOPAC goniometer (dotted red line) with the difference between the means (dashed turquoise
line) and the 7° tolerance threshold line (dashed red line) for normal sitting position (a), 20% lower

sitting position (b), and 20% higher sitting position (c).
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The RMSE for all three subjects in this position ranged from 5.9° to 15.5°, with subjects B and
C showing similar results. A reduction of the prescribed sitting position by 20% led to significant
ROM errors over the whole range of movement. While BIOPAC showed the correct knee angles, the
BPMpathway displayed lower flexion angles and higher extension angles (Figure 3b). The RMSE
increased to values up to 18.8°. A sitting height increase by 20% above the normal position also led to
significant errors over the whole range of movement. Here, the BPMpathway displayed higher knee
flexion and lower knee extension angles in comparison to the BIOPAC data (Figure 3c). The RMSE
measured in this situation ranged from 8.8° to 13.4° (Table 2).

Table 2. Root Mean Squared Errors (RMSE) for all subjects in each test situation.

Subject A Subject B Subject C

Normal 15.5 5.9 8.3

Sitting position 20% lower 18.8 17.8 17.9
20% higher 13.4 8.8 9.3

Sensor position Rotate 45° 8.3 7.1 11.8
Rotate 90° 17.0 9.4 13.1

Mid shank 95 6.4 4.2

Below knee 9.0 3.2 2.4

RMSE values are in degrees.

3.2. Position of the BPMpathway Sensor on the Transversal Plain (Ventral Shift)

The manipulation of the BPMpathway sensor position on the transversal plane influenced the
ROM data displayed by the BPMpathway (Figure 4a,b). A 45° ventral shift of the BPMpathway sensor
caused significant measurement errors during the extension movement (Figure 4a). The RMSE in this
task ranged from 8.3° to 13.5°.

When the sensor was positioned in the frontal plane (90° shift to the prescribed position) significant
errors were observed during the movement of extension, in extension and during the movement of
flexion (Figure 4b). The RMSE ranged from 9.4° to 17°.

3.3. Position of the BPMpathway Sensor on the Sagittal Plain (Vertical Shift)

A vertical shift of the BPMpathway sensor was associated with a decrease of the measurement
errors (Figure 5a,b). The absolute error between the mean curves of both instruments was marginal
when the sensor was placed directly under the knee (Figure 5b). The RMSE was 3.2° and 2.4° for
subject B and C respectively, with subject A showing a greater RMSE value (9°).
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Figure 4. Cont.
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Figure 4. Mean + SD of the five normalized movement cycles for the BPMpathway (full blue line) and
the BIOPAC goniometer (dotted red line) with the difference between the means (dashed turquoise
line) and the 7° tolerance threshold line (dashed red line) for sensor positioning 45° ventrally (a), and

90° ventrally from the prescribed position (b).
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Figure 5. Mean + SD of the five normalized movement cycles for the BPMpathway (full blue line) and
the BIOPAC goniometer (dotted red line) with the difference between the means (dashed turquoise
line) and the 7° tolerance threshold line (dashed red line) for normal sitting position with sensor at the
mid of the shank (a) and sensor directly under the knee (b).
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3.4. Body Composition of the Subjects

Despite inter-subject differences, the above-described effects of the manipulations (sitting height
and sensor position) were consistent regardless of the body composition of the subjects, as shown
in Table 2. While the RMSE values of subjects B and C were similar in the different tasks, the RMSE
values of subject A (higher BMI) were lager, demonstrating greater differences between both systems.

4. Discussion

Knee ROM is an important clinical outcome that is related to patients’ physical function [24].

There are patient-related and intra-operatively modifiable factors that significantly predict the
maximal knee flexion after TKA [25].

In the present study the effects of sitting position and sensor position on the accuracy of ROM
data of an e-rehabilitation system were tested for knee exercises.

When the subjects sat in their normal position with sensor placement according to the instructions,
the RMSE between the systems remained above the 5° threshold for all three subjects. The manipulation
of the sitting position led to a decrease in accuracy with a correspondent increase in RMSE for all
subjects. A transversal shift in the BPMpathway sensor position caused measurement errors too.
According to the prescriptions of the manufacturer the sensor should be placed above the malleolus
lateralis of the indexed leg for knee exercises. Our data showed that, against the prescription of the
manufacturer, the accuracy of the knee angles measured by the e-rehabilitation system increased with
a shift of the sensor to a position directly below the knee (Figure 4a—c). The lowest RMSE value of 2.4°
was achieved in this position. These are the main findings of the present study.

ROM assessments after surgical knee interventions are mostly carried out with the use of an
analogue goniometer by the clinician or physiotherapist at the clinic, during routine inspections
or during outpatient physiotherapy. With the use of new technologies, it is possible to monitor
knee ROM outside the clinical setting. In the past, different alternatives have been recommended to
assess ROM with the use of smartphones [26-28] and sensors like gyroscopes, accelerometers, and
magnetometers [29]. Some of the systems use two or three sensor units located above and below the
indexed joint and sometimes in the trunk [30-33]. In the present study, we tested an e-rehabilitation
system that determines the knee ROM based on the signals of a single sensor. The question whether the
ROM data displayed by the BPMpathway system are comparable to the data obtained with a digital
goniometer was investigated.

The data collected in the present study showed that the ROM data displayed by the BPMpathway
system are sensible to factors like the sitting position of the subject while performing the exercise
and the sensor position on the leg. The ROM data displayed by the system are calculated based on
an algorithm. The system calculates the angles for knee exercises in sitting position based on the
assumption that the subject is sitting with the thigh parallel to the floor. An increase or decrease in
sitting height with the correspondent change of the relative position of the thigh in relation to the
horizontal plane caused significant measurement errors.

Furthermore, the recommended sensor position for knee exercises should be reconsidered by
the manufacturer. The lowest RMSE between the BPMpathway system and the concurrent system
used (BIOPAC) was achieved, when the sensor was placed directly below the knee. This finding is
probably related to the fact that one of the instruments inside the BPMpathway sensor is a three-axis
accelerometer. Small movements of the shank during the flexion and extension movements are greater
distally from the knee than directly below the knee, thus causing greater interferences.

The present preliminary study has limitations. One of the limitations is the small number of
subjects in the sample. Another limitation relates to the fact that all tested subjects were healthy.
The findings of the present investigation should be used to plan and carry out a concurrent validity
study with a bigger sample size, in which the sensor should be placed directly under the knee for all
knee exercises.
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A feasibility study in a clinical setting with a small sample comprising patients of different BMIs
should be carried out also, to assess the extent to which the system can be used in very early stages
after TKA.

Although the e-rehabilitation system can also be used for hip and shoulder exercises, the results
of the present study are only valid for knee exercises. The accuracy of the system for hip and shoulder
exercises should be tested in a further study, since the recommendations for sensor positioning and the
position of the subject during the exercises are joint specific.

5. Conclusions

The knee ROM data displayed by the BPMpathway system are comparable to the data of the
concurrent system used in this investigation, provided the instructions of the manufacturer are
respected concerning the sitting position of the subject for knee exercises, and disregarding the same
instructions for sensor positioning on the leg by placing the sensor directly under the knee. RMSE
values under 5° were achieved for two of the three subjects in the sample. Changes in seating position
and rotation shifts of the sensor induced measurement errors.
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Figure A1. Data plots of the three test subjects in the different test situations showing the mean + SD of the 5 normalized movement cycles for the BPMpathway (full
blue line) and the BIOPAC goniometer (dotted red line) with the difference between the means (dashed turquoise line) and the 7° tolerance threshold line (dashed

red line).



Sensors 2020, 20, 2237 12 of 13

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Learmonth, .D.; Young, C.; Rorabeck, C. The operation of the century: Total hip replacement. Lancet 2007,
370, 1508-1519. [CrossRef]

Price, A.J.; Alvand, A.; Troelsen, A.; Katz, ].N.; Hooper, G.; Gray, A,; Carr, A.; Beard, D. Knee replacement.
Lancet 2018, 392, 1672-1682. [CrossRef]

Culliford, D.; Maskell, J.; Judge, A.; Cooper, C.; Prieto-Alhambra, D.; Arden, N.K.; Group, C.O.S. Future
projections of total hip and knee arthroplasty in the UK: Results from the UK Clinical Practice Research
Datalink. Osteoarthr. Cartil. 2015, 23, 594-600. [CrossRef] [PubMed]

Kurtz, S.M.; Ong, K.L.; Lau, E.; Widmer, M.; Maravic, M.; Gomez-Barrena, E.; de Pina Mde, F; Manno, V,;
Torre, M.; Walter, W.L.; et al. International survey of primary and revision total knee replacement. Int.
Orthop. 2011, 35, 1783-1789. [CrossRef] [PubMed]

Artz, N.; Elvers, K.T.; Lowe, C.M.; Sackley, C.; Jepson, P.; Beswick, A.D. Effectiveness of physiotherapy
exercise following total knee replacement: Systematic review and meta-analysis. BMC Musculoskelet Disord
2015, 16, 15. [CrossRef]

Bandholm, T.; Kehlet, H. Physiotherapy exercise after fast-track total hip and knee arthroplasty: Time for
reconsideration? Arch. Phys. Med. Rehabil. 2012, 93, 1292-1294. [CrossRef]

Di Monaco, M.; Vallero, E; Tappero, R.; Cavanna, A. Rehabilitation after total hip arthroplasty: A systematic
review of controlled trials on physical exercise programs. Eur. ]. Phys. Rehabil. Med. 2009, 45, 303-317.
Henderson, K.G.; Wallis, J.A.; Snowdon, D.A. Active physiotherapy interventions following total knee
arthroplasty in the hospital and inpatient rehabilitation settings: A systematic review and meta-analysis.
Physiotherapy 2018, 104, 25-35. [CrossRef]

van Egmond, M.A ; van der Schaaf, M.; Vredeveld, T.; Vollenbroek-Hutten, M.M.R.; van Berge Henegouwen,
M.L; Klinkenbijl, . H.G.; Engelbert, R. H.H. Effectiveness of physiotherapy with telerehabilitation in surgical
patients: A systematic review and meta-analysis. Physiotherapy 2018, 104, 277-298. [CrossRef]

Buker, N.; Akkaya, S.; Akkaya, N.; Gokalp, O.; Kavlak, E.; Ok, N.; Kiter, A.E.; Kitis, A. Comparison of effects
of supervised physiotherapy and a standardized home program on functional status in patients with total
knee arthroplasty: A prospective study. J. Phys. Ther. Sci. 2014, 26, 1531-1536. [CrossRef]

Florez-Garcia, M.; Garcia-Perez, F.; Curbelo, R.; Perez-Porta, I.; Nishishinya, B.; Rosario Lozano, M.P;
Carmona, L. Efficacy and safety of home-based exercises versus individualized supervised outpatient
physical therapy programs after total knee arthroplasty: A systematic review and meta-analysis. Knee Surg.
Sports Traumatol. Arthrosc 2016, 25, 3340-3353. [CrossRef] [PubMed]

Shukla, H.; Nair, S.R.; Thakker, D. Role of telerehabilitation in patients following total knee arthroplasty:
Evidence from a systematic literature review and meta-analysis. ]. Telemed Telecare 2016, 23, 339-346.
[CrossRef] [PubMed]

Fleischman, A.N.; Crizer, M.P.; Tarabichi, M.; Smith, S.; Rothman, R.H.; Lonner, ].H.; Chen, A.F.; John, N.
Insall Award: Recovery of Knee Flexion With Unsupervised Home Exercise Is Not Inferior to Outpatient
Physical Therapy After TKA: A Randomized Trial. Clin. Orthopaedics Relat. Res. 2019, 477, 60—-69. [CrossRef]
[PubMed]

Richmond, T.; Peterson, C.; Cason, J.; Billings, M.; Terrell, E.A.; Lee, A.C.W.; Towey, M.; Parmanto, B.;
Saptono, A.; Cohn, ER,; et al. American Telemedicine Association’s Principles for Delivering
Telerehabilitation Services. Int. |. Telerehabil. 2017, 9, 63—68. [CrossRef]

Russell, T.G.; Buttrum, P.; Wootton, R.; Jull, G.A. Internet-based outpatient telerehabilitation for patients
following total knee arthroplasty: A randomized controlled trial. J. Bone Joint Surg. Am. 2011, 93, 113-120.
[CrossRef]

Tousignant, M.; Boissy, P.; Corriveau, H.; Moffet, H.; Cabana, F. In-home telerehabilitation for post-knee
arthroplasty: A pilot study. Int. J. Telerehabil. 2009, 1, 9-16. [CrossRef]

Moffet, H.; Tousignant, M.; Nadeau, S.; Merette, C.; Boissy, P.; Corriveau, H.; Marquis, F.; Cabana, F;
Ranger, P; Belzile, E.L.; et al. In-Home Telerehabilitation Compared with Face-to-Face Rehabilitation After
Total Knee Arthroplasty: A Noninferiority Randomized Controlled Trial. J. Bone Joint Surg. Am. 2015, 97,
1129-1141. [CrossRef]

Holland, A.E. Telephysiotherapy: Time to get online. . Physiother. 2017, 63, 193-195. [CrossRef]


http://dx.doi.org/10.1016/S0140-6736(07)60457-7
http://dx.doi.org/10.1016/S0140-6736(18)32344-4
http://dx.doi.org/10.1016/j.joca.2014.12.022
http://www.ncbi.nlm.nih.gov/pubmed/25579802
http://dx.doi.org/10.1007/s00264-011-1235-5
http://www.ncbi.nlm.nih.gov/pubmed/21404023
http://dx.doi.org/10.1186/s12891-015-0469-6
http://dx.doi.org/10.1016/j.apmr.2012.02.014
http://dx.doi.org/10.1016/j.physio.2017.01.002
http://dx.doi.org/10.1016/j.physio.2018.04.004
http://dx.doi.org/10.1589/jpts.26.1531
http://dx.doi.org/10.1007/s00167-016-4231-x
http://www.ncbi.nlm.nih.gov/pubmed/27401004
http://dx.doi.org/10.1177/1357633X16628996
http://www.ncbi.nlm.nih.gov/pubmed/26843466
http://dx.doi.org/10.1097/CORR.0000000000000561
http://www.ncbi.nlm.nih.gov/pubmed/30794229
http://dx.doi.org/10.5195/IJT.2017.6232
http://dx.doi.org/10.2106/JBJS.I.01375
http://dx.doi.org/10.5195/IJT.2009.5997
http://dx.doi.org/10.2106/JBJS.N.01066
http://dx.doi.org/10.1016/j.jphys.2017.08.001

Sensors 2020, 20, 2237 13 of 13

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Doiron-Cadrin, P; Kairy, D.; Vendittoli, P.A.; Lowry, V.; Poitras, S.; Desmeules, E. Feasibility and preliminary
effects of a tele-prehabilitation program and an in-person prehablitation program compared to usual care for
total hip or knee arthroplasty candidates: A pilot randomized controlled trial. Disabil. Rehabilitation 2019, 42,
989-998. [CrossRef]

Correia, FED.; Nogueira, A.; Magalhaes, I.; Guimaraes, J.; Moreira, M.; Barradas, I.; Teixeira, L.; Tulha, J.;
Seabra, R.; Lains, J.; et al. Home-based Rehabilitation With A Novel Digital Biofeedback System versus
Conventional In-person Rehabilitation after Total Knee Replacement: A feasibility study. Sci. Rep. 2018, 8,
11299. [CrossRef]

Kottner, ].; Audige, L.; Brorson, S.; Donner, A.; Gajewski, B.J.; Hrobjartsson, A.; Roberts, C.; Shoukri, M.;
Streiner, D.L. Guidelines for Reporting Reliability and Agreement Studies (GRRAS) were proposed. Int. |.
Nurs Stud. 2011, 48, 661-671. [CrossRef] [PubMed]

von Elm, E.; Altman, D.G.; Egger, M.; Pocock, S.J.; Gotzsche, P.C.; Vandenbroucke, J.P.; Initiative, S. The
Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) statement: Guidelines for
reporting observational studies. Lancet 2007, 370, 1453-1457. [CrossRef]

Norkin, C.C.; White, D.J. Measurement of Joint Motion: A Guide to Goniometry; F.A. Davis: Philadelphia, PA,
USA, 2009.

Kornuijt, A.; de Kort, G.J.L.; Das, D.; Lenssen, A.F,; van der Weegen, W. Recovery of knee range of motion after
total knee arthroplasty in the first postoperative weeks: Poor recovery can be detected early. Musculoskelet.
Surg. 2019, 103, 289-297. [CrossRef] [PubMed]

Lampe, F; Marques, C.J.; Fiedler, E; Sufi-Siavach, A.; Carita, A.I; Matziolis, G. Patient-specific and
intra-operatively modifiable factors assessed by computer navigation predict maximal knee flexion one year
after TKA. Knee Surg Sports Traumatol. Arthrosc. 2016, 24, 3457-3465. [CrossRef] [PubMed]

Castle, H.; Kozak, K.; Sidhu, A.; Khan, R J.K.; Haebich, S.; Bowden, V.; Fick, D.P.; Goonatillake, H. Smartphone
technology: A reliable and valid measure of knee movement in knee replacement. Int. J. Rehabil. Res. 2018,
41, 152-158. [CrossRef] [PubMed]

Ferriero, G.; Vercelli, S.; Sartorio, F; Munoz Lasa, S.; llieva, E.; Brigatti, E.; Ruella, C.; Foti, C. Reliability of a
smartphone-based goniometer for knee joint goniometry. Int. . Rehabil. Res. 2013, 36, 146-151. [CrossRef]
[PubMed]

Mehta, S.P,; Barker, K.; Bowman, B.; Galloway, H.; Oliashirazi, N.; Oliashirazi, A. Reliability, Concurrent
Validity, and Minimal Detectable Change for iPhone Goniometer App in Assessing Knee Range of Motion.
J. Knee Surg. 2017, 30, 577-584.

Chiang, C.Y.; Chen, K.H.; Liu, K.C.; Hsu, S.J.; Chan, C.T. Data Collection and Analysis Using Wearable
Sensors for Monitoring Knee Range of Motion after Total Knee Arthroplasty. Sensors 2017, 17, 418. [CrossRef]
Calliess, T.; Bocklage, R.; Karkosch, R.; Marschollek, M.; Windhagen, H.; Schulze, M. Clinical evaluation of a
mobile sensor-based gait analysis method for outcome measurement after knee arthroplasty. Sensors 2014,
14, 15953-15964. [CrossRef]

Chen, K.H.; Chen, P.C.; Liu, K.C.; Chan, C.T. Wearable sensor-based rehabilitation exercise assessment for
knee osteoarthritis. Sensors 2015, 15, 4193-4211. [CrossRef]

Feldhege, F.; Mau-Moeller, A.; Lindner, T.; Hein, A.; Markschies, A.; Zettl, U.K.; Bader, R. Accuracy of
a custom physical activity and knee angle measurement sensor system for patients with neuromuscular
disorders and gait abnormalities. Sensors 2015, 15, 10734-10752. [CrossRef] [PubMed]

Favre, J.; Jolles, B.M.; Aissaoui, R.; Aminian, K. Ambulatory measurement of 3D knee joint angle. ]. Biomech.
2008, 41, 1029-1035. [CrossRef] [PubMed]

@ © 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http://creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.1080/09638288.2018.1515992
http://dx.doi.org/10.1038/s41598-018-29668-0
http://dx.doi.org/10.1016/j.ijnurstu.2011.01.016
http://www.ncbi.nlm.nih.gov/pubmed/21514934
http://dx.doi.org/10.1016/S0140-6736(07)61602-X
http://dx.doi.org/10.1007/s12306-019-00588-0
http://www.ncbi.nlm.nih.gov/pubmed/30628029
http://dx.doi.org/10.1007/s00167-016-4134-x
http://www.ncbi.nlm.nih.gov/pubmed/27129369
http://dx.doi.org/10.1097/MRR.0000000000000276
http://www.ncbi.nlm.nih.gov/pubmed/29465474
http://dx.doi.org/10.1097/MRR.0b013e32835b8269
http://www.ncbi.nlm.nih.gov/pubmed/23196790
http://dx.doi.org/10.3390/s17020418
http://dx.doi.org/10.3390/s140915953
http://dx.doi.org/10.3390/s150204193
http://dx.doi.org/10.3390/s150510734
http://www.ncbi.nlm.nih.gov/pubmed/25954954
http://dx.doi.org/10.1016/j.jbiomech.2007.12.003
http://www.ncbi.nlm.nih.gov/pubmed/18222459
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Design and Sample 
	The BPMpathway System 
	The BIOPAC Goniometer 
	Procedures 
	Data Processing and Analysis 

	Results 
	Sitting Position 
	Position of the BPMpathway Sensor on the Transversal Plain (Ventral Shift) 
	Position of the BPMpathway Sensor on the Sagittal Plain (Vertical Shift) 
	Body Composition of the Subjects 

	Discussion 
	Conclusions 
	
	References

