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Abstract: In the real condition, the small sensor found it difficult to detect the position of the pressure
sore because of casting displacement clinically. The large sensor will detect the incorrect pressure
value due to wrinkles without close to arm. Hence, we developed a simulated arm with physiological
sensors combined with an APP and a cloud storage system to detect skin pressure in real time when
applying a short arm cast or splint. The participants can apply a short arm cast or splint on the
simulative arm and the pressure in the cast or splint could be immediately displaced on the mobile
application. The difference of pressure values from six pressure detection points of the simulated
arm between the intern and the attending physician with 20-year working experience were 22.8%,
−7.3%, 25.0%, 8.6%, 38.2%, 49.6%, respectively. It showed that the difference of pressure values in
two farthest points, such as radius stab and ulnar styloid, was maximal. The pressures on the skin
surface of the short arm cast were within acceptable range. Doctors would obtain reliable reference
data and instantly understand the tightness of the swathed cast which would enable them to adjust it
at any time to avoid complications.

Keywords: physiological sensors; cast fixation; fractures; simulated arm; real-time; casting and
splinting; skin surface; radial styloid; ulnar styloid; swathed cast

1. Introduction

Combining medical things with the IoT is a trend recently and also the object of
this paper. Hence, an application of simulated arms with real-time pressure monitor in
casting and splinting by physiological sensors was proposed in this paper. This system
was included medical, physiological sensors, cloud database, network, and mobile device.

Fractures are common injuries, and cast or splint immobilization remains the primary
treatment. Casting is not without risks and complications. The risk of morbidity is higher
when casts are applied by less experienced practitioners [1]. The poor blood circulation,
compartment syndrome, and pain will occur when the cast is too tight. Moreover, the
patients may need amputation in serial condition [2]. However, the fixed therapeutic effect
could not be achieved due to a loose cast. Hence, the efficient immobilization is important
for the fractures in patients.

The behavior of medical health care was radically changed by combining the sensors
with everyday general purpose items, such as shoes and clothes. In [3], the reel-to-reel
fabrication of the strain sensor was integrated with smart insole for gait monitoring. In [4],
the wearable device with silver-nanowire-coated wool fibers was designed to detect the
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breathing and finger movement. In [5], the forward-sensing fiber-optic pressure sensor was
used for examining the intramuscular pressure. In [6], the TekScan FlexiForce A201 sensor
was used to measure the load force in different points of plantar surface for assessing
the load force distribution of feet and ankles with different kinds of plaster. Due to the
potential applications in both medical health care and human-computer interaction, the
flexible pressure sensor was taken attention recently. However, it still could be used widely
since the manufacturing process was complex and the hardware cost was high [7,8]. Hence,
the resistive pressure sensor called RP-L TDS was used in the experiment first.

The thickness of RP-L TDS was 0.4 mm. The detection sensitivity of RP-L TDS was
higher and the detection range of RP-L TDS was wider. The value of pressure detected
by RP-L TDS was from 10 to 20 g. In RP-L TDS, the rectangular area all could be used for
pressure sensing. However, it only could detect the sum of all sensing points. It cannot
detect the individual value of each sensing point. Hence, RP-L TDS was waived to be
used. Then, we used the thin film pressure sensor called Flexiforce A301 in the experiment.
The length of Flexiforce A301 was 25.4 mm prone to be wired. The detection sensitivity
of Flexiforce A301 was higher. The value of pressure detected by Flexiforce A301 was
from 0 to 454 g. However, the sensing area of Flexiforce A301 was too small to not be
triggered, such as 0.7 cm2. Hence, Flexiforce A301 was waived to be used. Since the
detection sensitivity of Flexiforce A401 was also higher and the sensing area was larger
than the sensing area of Flexiforce A301 to be triggered, around 5 cm2, Flexiforce A401 was
used in our paper finally.

When teaching cast skills, the young physicians are generally guided by the subjective
experience without the scientific data to calculate the tightness of cast. Young physicians
usually find it difficult to know how tight is optimal when applying a cotton and plaster
cast. Young physician competence to perform a cast or splint is often presumed and not
confirmed by objective measures [9].

The purpose of this study was to develop a simulated arm with pressure sensors
which can detect real-time skin pressure when applying a short arm cast or splint. In
addition, we also bring the simulated arm to casting and splint workshops to see how
it works. Fractures are common injuries, and cast or splint immobilization remains the
primary treatment. Casting is not without risks and complications. The risk of morbidity is
higher when casts are applied by less experienced practitioners [1].

In this paper, we aimed to develop a simulated arm with pressure sensors which can
real-time detect skin pressure when applying a short arm cast or splint. In addition, we
also bring the simulated arm to casting and splint workshops to see how it works.

In the real condition, it is difficult to detect the position of pressure sore clinically due
to the casting displacement, since the size of the sensor is too small. However, it is hard
to get close to the arm when the size of the sensor is large. A wrinkle is often created by
the large sensor which detects the incorrect pressure value. Hence, this paper aimed to
address the above issues to improve the existing system to help the interns overcome the
casting training problems caused by sensing from sensors. In addition, the function and UI
of APP were improved, and a cloud storage system was added in this paper. Hence, the
interns could obtain the pressure value by sensors on casting in real time and could query
the record of casting pressure value to improve the casting next time.

2. Materials and Methods

In this paper, a system for measuring the humidity, temperature, and pressure caused
by the cast on the skin was proposed to provide an objective factor of casting on a practice
simulated arm for young physicians in real-time. The data detected by the system will be
uploaded to the database to observe the process difference between the clinical practice
and teaching. In this system, the physiological sensors’ deployment, sensing module, and
embedded broad for controlling and communication were required firstly. Secondly, the
readable pressure data were obtained by embedded broad with the processing module.
Then, these data were transmitted to the smart mobile device through Bluetooth. Finally,
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the data, such as humidity, pressure, and temperature, were uploaded to the database via
the Internet in real time. To be observed easily, the different kinds of data are displayed
by different colors. The humidity and temperature sensors were deployed close to the
affected area. The pressure sensor was deployed in an area where pressure is suspected.
The system architecture we proposed in this paper was shown in Figure 1.
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Figure 1. System architecture.

The differences of signals of the humidity, pressure, and temperature by the external
environment were converted by the sensing module. Then, these converted signals are
transmitted to the mobile device via Bluetooth. The sensing module was shown in Figure 2.
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Figure 2. Sensing module.

Total eight detection points were deployed on the radial and ulnar side of the simu-
lated arm (Sawbones, Vashon Island, WA, USA). Six of them were the pressure sensors, as
listed at Table 1. Two of them were the temperature and humidity sensors, respectively, as
shown in Figure 3. The points of pressure sensors were indicated as P1–P6.



Sensors 2021, 21, 5681 4 of 11

Table 1. Locations of 6 pressure sensors.

Sensor Code Location

P1 Radial styloid
P2 Ulnar styloid
P3 Radial shaft
P4 Ulnar shaft
P5 Proximal radius
P6 Proximal ulna
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The 6 pressure sensors are placed on the most prominent bone points of the simulated
arm. The most distal 2 pressure sensors are placed over the radial styloid and ulnar styloid.
These 2 points are the most bone prominence and are the most common sites of pressure
sores clinically. The other 4 pressure sensors are placed along the radius and ulna. The skin
under these 4 points is thin and easily injured in the cast. Therefore, these 6 locations are
the most dangerous points for developing pressure sores clinically. We use the pressures of
these 6 points to represent the general condition in the cast.

When a pressure sore occurs, the skin is injured or infected. Signs and symptoms
of pressure sores include fever, pain, redness, swelling, warmth of the area, and serosan-
guineous/purulent discharge. Hence, we add the temperature/humidity to be able to
detect serious skin damage in the cast early. In [9], the feasibility verification and perfor-
mance evaluation of temperature/humidity sensing were examined in the experiment. The
points of temperature and humidity sensors were deployed at the halfway point of the
mid-line of the simulated arm. Since the experiment was processed in a simulated arm,
no volunteer was needed. The time of measuring was varied based on the individual cast
swath time and the 10 Hz sampling frequency. We have completed pressure, temperature,
and humidity verification in the previous study.

However, the experimental results showed that the temperature/humidity sensing
addressed nothing for the pressure to the skin. Moreover, this paper focused on the training
of interns, APP improvement, and cloud database design. The temperature/humidity
sensing was thus not considered in this paper. Therefore, we only measured the pressures
when participants were applying a cast. The participants cannot see the pressure measured
by the sensors when they are applying a cast. The APP designed in this paper could show
the pressure of six points in the simulated arm. The sensing data were transmitted to the
cloud database via the Internet. Hence, the interns could carry out the plaster coating
without any tool. The interns also could obtain the status of force from the scientific data
by APP in real time.

In this paper, we proposed an application of simulated arms with a real-time pressure
monitor in casting and splinting by physiological sensors based on [10]. In [10], the humid-
ity, pressure, and temperature could be detected in the simulated arm. However, the better
or optimal locations for the physiological sensors to detect the humidity, pressure, and
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temperature on the simulated arm were not simulated in [10]. In this paper, we found that
the locations of the physiological sensors will affect the accuracy rate of the experimental
results. Hence, we brought the simulated arms to the casting and splinting workshops
in our hospital to collect more data to determine the best locations for the physiological
sensors. Moreover, the UI of APP was also improved to be observed by the patients and
medical staff in APP in real-time through the Internet in this paper.

In [10], the value of pressure was from 0 to 35 g in general condition. The value of
pressure was more than 35 g and may be up to 350 in abnormal stress. To ensure the
reliability of our pressure system, the verified experimental range was up to 500 g with one
weight with 10 g, two weights with 20 g, one weight with 50 g, two weights with 100 g,
and one weight with 200 g, respectively. Firstly, the first segment transferred function
where the pressure value measured from 0 to 50 g was derived. The second segment
transfer function with a pressure value measured from 50 to 150 g was derived. The third
segment transfer function with a pressure value measured from 150 to 300 g was derived.
Finally, the fourth segment transferred function with the value of pressure measured from
300 to 500 g was derived. Each segment transferred function was measured at a 10 Hz
sampling frequency for 10 s. Hence, one segment transfer function had 100 records in a
round. Since each segment transfer function was calibrated with six rounds, one segment
transfer function had a total of 600 records. By calculating the deviation between the value
of each segment transfer function and the value of the weight, the minimal deviation
was 1.31% and the maximal deviation was 1.82%. The deviation of each segment transfer
function was within 2%. Hence, the pressure sensors used in this paper could be calibrated
and verified. The pressure was detected by strain effect in our pressure sensing module.
In the strain effect, the voltage was varied by the deformation of strain gauges due to
the impact of the component. The stable DC voltage of the sensor was supplied by a
rechargeable battery. The output voltage signal was varied by the varied impedance of the
pressure sensing circuit. The voltage signal was then transferred into the pressure signal.
The specifications of the pressure sensor showed that the curve transferred from voltage
into pressure was non-linear. It will have the deviation while transferring voltage into
pressure by transferred function with a single conversion coefficient. Hence, the transferred
function with four segments conversion coefficient was proposed to transfer voltage into
pressure. To avoid selecting an unsuitable segment transferred function to generate the
deviation, it will select the suitable segment transferred function to transfer voltage into
pressure by analog-to-digital converter in our pressure sensing module automatically.

We asked the hospital whether this experiment required the Institutional Review
Board (IRB) or not before the experiment was executed. The answer from the hospital was
that the IRB was not required, since we brought the simulated arms to the casting and
splinting workshops in our hospital. The simulated arm was fixed to a clamp which was
mounted to a bench top, as shown in Figure 4. The participants can apply a short arm cast
or splint on the simulated arm and the pressure in the cast or splint can immediately be
displayed on the mobile application.

While the FlexiForce A401 (Tekscan Inc., South Boston, MA, USA) sensor was used in
the simulated arm, it was fixed by using 3M breathable tape. Hence, the redundant value
was generated by bending or stress as mentioned in the reviewer’s comment. Hence, this
redundant value will be neglected and the initial value of the sensor will be returned to
zero by the APP to solve the above problem.

We set the optimal pressure under the cast to 8–25 mmHg, according to previous
studies [11–13]. When the pressure is within 8–25 mmHg, the color of the pressure number
on the mobile application is black. When the pressure is less than 8 mmHg, the cast is
classified as too loose. The color of the pressure number on the mobile application will
become blue. When the pressure is greater than 25 mmHg, the cast is classified too tight.
The color of the pressure number on the mobile application will become red on the mobile
application, as shown in Figure 5.
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The participants of the casting and splinting workshop are sixth-year medical students.
Before applying a cast or splint, they received oral instruction and demonstration of the
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cast and splint application by senior orthopedic physicians. Then, they were asked to apply
a short arm plaster cast on the simulated arm, as shown in Figure 6. The pressures of the 6
detection points were recorded continuously. After applying the short arm plaster cast, the
participants were asked to fill the questionnaire about their satisfaction with this system.
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3. Results

The casting and splinting application workshop was held in June 2019. The instructors
were one orthopedic attending physician and one third-year orthopedic resident. Twenty-
three 6th-year medical residents attended the workshop and 13 of them used the simulated
arm to evaluate the pressures while performing a short arm cast. The pressures on the skin
surface when attending physician and resident performing a short arm cast were recorded
as baseline, as shown in Figure 7. All pressures detected during performing a short arm
cast were within acceptable range.
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The difference of the pressure values measured from P1 to P6 of the simulated arm
between the intent and the attending physician with 20-year working experience were
22.8%, −7.3%, 25.0%, 8.6%, 38.2%, 49.6%, respectively, in the experiment. It showed that
the difference of the pressure values in two farthest points, such as radius stab and ulnar
styloid, was maximal. These two points were the most protruded bones. It was also the
location of a pressure sore clinically.
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The participants in Figure 7 are attending physicians and residents. They are all
experienced orthopedic doctors. However, the participants in Figure 8 are sixth-year
medical students. They are not orthopedic doctors and not familiar with how to apply a
cast. Therefore, they applied too much pressure when performing a short arm cast.

Sensors 2021, 21, x FOR PEER REVIEW 8 of 11 
 

 

On the P1 and P2 positions, the mean pressures were 76.2 mmHg and 93.6 mmHg 
when the sixth-year medical students applied the short arm plaster cast. The pressures 
detected were higher than safe range. The highest pressure detected was from P2 sensor 
which is located over the ulnar styloid, as shown in Figure 8a. On the P3 and P4 positions, 
the mean pressures were 59.9 mmHg and 34.6 mmHg when the sixth-year medical stu-
dents applied the short arm plaster cast. The pressures were lower than P1 and P2, but 
still higher than the safe range, as shown in Figure 8b. On the P5 and P6 positions, the 
mean pressures were 34.2 mmHg and 34.4 mmHg when the 6th-medical students applied 
the short arm plaster cast. The pressures were lower than P3 and P4, but still higher than 
safe range, as shown in Figure 8c. 

(a) 

 
(b) 

Sensors 2021, 21, x FOR PEER REVIEW 9 of 11 
 

 

 
(c) 

Figure 8. (a) Pressures detection over the P1 and P2 sensors. (b). Pressures detection over the P3 and P4 sensors. (c). Pres-
sures detection over the P5 and P6 sensors. 

4. Discussion 
Current training programs for cast or splint application largely depend on senior or-

thopedic doctors’ enthusiasm. Younger doctors learn and practice cast or splint applica-
tion on real patients under the supervision of senior doctors. However, due to reduced 
work hours and the concern for patient safety, this training method becomes more chal-
lenging. Therefore, simulation for learning technical skills has occurred [14]. 

Distal radial fracture is a common fracture pattern, which accounts for 20% to 36% of 
all fractures. The distal radial fractures are usually treated by closed reduction and cast or 
splint immobilization [15]. Approximately one-third of all distal radial fractures re-dis-
place [16]. Risk factors for re-displacement include inadequate reduction, poor cast mold-
ing, and the inexperience of junior trainees [11,12]. Therefore, cast application skills are 
fundamental to orthopedic practice. 

When teaching cast skills, one of the most challenging issues is the pressure which 
physicians apply the cotton and plaster cast. Senior doctors usually demonstrate cast tech-
niques by their experience. They usually warn young doctors not to tighten when rolling 
the cotton and plaster cast. However, this method is subjective and lacks a precise pressure 
number. Young doctors usually find it difficult to know how tight is optimal when applying 
a cotton and plaster cast. Therefore, we developed a simulated arm with 6 pressure sensors 
which can detect real-time pressure when applying a short arm cast or splint [10]. We uti-
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The teachers of the workshops were an attending orthopedic physician and an ortho-
pedic resident. They were asked to apply a short arm cast before the workshops. All pres-
sures detected during application of the short arm cast were within an acceptable range. 
This means that the senior physicians have qualified cast skills, and the pressure detection 
function of the simulated arm is adequate. 

The mean pressures when the 6th-year medical students applied the short arm cast 
were higher than senior physicians. Even though the senior physicians demonstrated how 
to adequately roll the cotton and the plaster cast, the students still apply too much pres-
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soft tissue in the cast. This simulated arm can help senior physicians teach adequate pres-
sures when applying a cast. The simulators can offer effective training by affording limit-
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Figure 8. (a) Pressures detection over the P1 and P2 sensors. (b). Pressures detection over the P3 and
P4 sensors. (c). Pressures detection over the P5 and P6 sensors.
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On the P1 and P2 positions, the mean pressures were 76.2 mmHg and 93.6 mmHg
when the sixth-year medical students applied the short arm plaster cast. The pressures
detected were higher than safe range. The highest pressure detected was from P2 sensor
which is located over the ulnar styloid, as shown in Figure 8a. On the P3 and P4 positions,
the mean pressures were 59.9 mmHg and 34.6 mmHg when the sixth-year medical students
applied the short arm plaster cast. The pressures were lower than P1 and P2, but still higher
than the safe range, as shown in Figure 8b. On the P5 and P6 positions, the mean pressures
were 34.2 mmHg and 34.4 mmHg when the 6th-medical students applied the short arm
plaster cast. The pressures were lower than P3 and P4, but still higher than safe range, as
shown in Figure 8c.

4. Discussion

Current training programs for cast or splint application largely depend on senior or-
thopedic doctors’ enthusiasm. Younger doctors learn and practice cast or splint application
on real patients under the supervision of senior doctors. However, due to reduced work
hours and the concern for patient safety, this training method becomes more challenging.
Therefore, simulation for learning technical skills has occurred [14].

Distal radial fracture is a common fracture pattern, which accounts for 20% to 36%
of all fractures. The distal radial fractures are usually treated by closed reduction and
cast or splint immobilization [15]. Approximately one-third of all distal radial fractures
re-displace [16]. Risk factors for re-displacement include inadequate reduction, poor cast
molding, and the inexperience of junior trainees [11,12]. Therefore, cast application skills
are fundamental to orthopedic practice.

When teaching cast skills, one of the most challenging issues is the pressure which
physicians apply the cotton and plaster cast. Senior doctors usually demonstrate cast
techniques by their experience. They usually warn young doctors not to tighten when
rolling the cotton and plaster cast. However, this method is subjective and lacks a precise
pressure number. Young doctors usually find it difficult to know how tight is optimal
when applying a cotton and plaster cast. Therefore, we developed a simulated arm with
6 pressure sensors which can detect real-time pressure when applying a short arm cast
or splint [10]. We utilized this simulated arm in cast and splint workshops for 6th-year
medical students.

The teachers of the workshops were an attending orthopedic physician and an or-
thopedic resident. They were asked to apply a short arm cast before the workshops. All
pressures detected during application of the short arm cast were within an acceptable
range. This means that the senior physicians have qualified cast skills, and the pressure
detection function of the simulated arm is adequate.

The mean pressures when the 6th-year medical students applied the short arm cast
were higher than senior physicians. Even though the senior physicians demonstrated how
to adequately roll the cotton and the plaster cast, the students still apply too much pressure
when performing a short arm cast. The higher pressure under the cast can injure the soft
tissue in the cast. This simulated arm can help senior physicians teach adequate pressures
when applying a cast. The simulators can offer effective training by affording limitless
practice opportunities in a low-risk environment [17–19].

The two highest pressures detected were located on the radial styloid and ulnar styloid.
In these two areas, the radius and ulna are prominent and soft tissues are vulnerable. Young
doctors must be warned that these two areas are most susceptible to physical pressure.
They must apply enough cotton over these areas and not to apply too much pressure
on them.

The incidence of cast-related complications was 5.6 to 13.6 per 1000 casts applied [19,20].
The most common location of the skin complication was on the heel [20]. Julie Balch Samora
et al. developed a quality improvement model to reduce cast complications. This quality
improvement model includes Plan-Do-Study-Act cycles. With the quality improvement
intervention, the cast complication rate was reduced from 5.6 to 1.61 complications per
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1000 applications [20]. Our training program with the simulated arm is also a quality
improvement method. With the real-time pressure detection sensors, the learners can
understand how much pressure is adequate when applying a short arm cast. Therefore,
the pressure on the skin is reduced and the complication rate can also be reduced.

5. Conclusions

Combining IoT and intelligent medical is the main object in this paper. Cast fixation
is a specialized clinical skill commonly used for the treatment of fractures. However, it
could cause many complications due to careless handling. At present, when doctors help
patients to swathe a cast, they could only decide how tight the cast should be based on
their own experiences without any objective and reliable equipment to inform them of
the pressure within it, which often results in patient injuries from a too tight or too loose
cast. Moreover, the existing studies addressed nothing concerning the pressure sensing of
casting and the interns’ training on casting, jointly. The final object of this paper aimed to
reduce the pressure sore in fracture patients. However, the flexible pressure sensor still
could not be used due to the immature manufacturing technology and high hardware cost.

Therefore, we have developed a novel simulated arm with physiological sensors, such
as six pressure sensors, an APP, and a cloud storage system in this paper. The simulated
arm can help senior physicians teaching cast skills, especially with the pressure when
applying the cast. In addition, the radial styloid and ulnar styloid are two vulnerable
areas which have higher pressure when applying a short arm cast. Orthopedic physicians
must be aware of the problem and be cautious when applying the cast. The interns could
improve their casting ability by querying the record in APP with cloud storage system next
round after the experiment result of this round was completed.

A simulated arm with physiological sensors, such as pressure sensors, was proposed
to detect skin pressure in this paper. It was also applied for the simulated arm in casting
and splinting workshops to know if this device could help senior physicians teaching cast
skills. We applied the simulated arm to the splinting and casting workshops. We fixed
the sensors to the simulated arm. The purposes of the sensors are real-time monitoring
pressure in the cast. Therefore, the sensors will be kept in the cast. However, the materials
of the sensors are not biocompatible. It cannot be put on the skin too long. If we use the
sensors in real patients, we will put the sensors on the cotton roll which is used to cover
and protect the skin. Moreover, it could train the interns to examine the status of force
while these interns carried out the plaster coating of the simulated arm by APP in each
round.

In the experiment, the instructors of the casting and splinting workshops are one
orthopedic attending physician and one third-year orthopedic resident. The participants of
the casting and splinting workshop are sixth-year medical students. Since the experiments
were processed on the simulated arm, no biocompatible problem existed in this paper.
Hence, the IRB was not required.

In the future, capturing the pressure value of casting on the real arm by applying to
IRB will be the first object. Secondly, we will detect the pressure value of casting on the
simulated arm in more positions. Finally, we will use other types of sensors to capture
more accurate pressure values of casting.

Author Contributions: C.-C.T. and H.-K.K. made equal contributions to the manuscript. C.-C.T.,
Z.H. and C.-H.L. developed the research contents based on the analysis and simulations, and drafted
the manuscript. Y.-C.W. and M.-C.C. provided academic feedback on the study and revised the
manuscript. H.-K.K. directed the research process and supervised the overall work. All authors have
read and agreed to the published version of the manuscript.

Funding: The authors acknowledge that this research was sponsored by the National Taipei Univer-
sity of Technology and Chang Gung Memorial Hospital Joint Research Program funding (NTUT-
CGMH-108-04, CGMH-CORPG3I0121).

Institutional Review Board Statement: Not applicable.



Sensors 2021, 21, 5681 11 of 11

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Halanski, M.; Noonan, K.J. Cast and splint immobilization: Complications. J. Am. Acad. Orthop. Surg. 2008, 16, 30–40. [CrossRef]

[PubMed]
2. Blom, J.W.; Doggen, C.J.; Osanto, S.; Rosendaal, F.R. Old and new risk factors for upper extremity deep venous thrombosis. J.

Thromb. Haemost. JTH 2005, 3, 2471–2478. [CrossRef] [PubMed]
3. Francesco, A.; Aydin, S.; Hojatollah, R.N.; Yiwen, J.; Wei, W.; Danilo, D.; Sameer, S. Reel-to-reel fabrication of strain sensing

threads and realization of smart insole. Sens. Actuators A Phys. 2020, 301, 11174.
4. Gurarslan, A.; Özdemir, B.; Bayat, I.H. Silver nanowire coated knitted wool fabrics for wearable electronic applications. J. Eng.

Fibers Fabr. 2019, 14, 1–8. [CrossRef]
5. Nilsson, A.; Zhang, Q.; Styf, J. Evaluation of a fiber-optic technique for recording intramuscular pressure in the human leg. J. Clin.

Monit. Comput. 2016, 30, 699–705. [CrossRef] [PubMed]
6. Berwin, J.T.; Burton, T.M.W.; Taylor, J.; McGregor, A.H.; Roche, A. Plantar loading forces while walking in a below-knee cast with

an attached loadbearing frame. Foot Ankle Int. 2015, 36, 722–729. [CrossRef] [PubMed]
7. Han, Z.; Li, H.; Xiao, J.; Song, H.; Li, B.; Cai, S.; Chen, Y.; Ma, Y.; Feng, X. Ultralow-cost, highly sensitive, and flexible pressure

sensors based on carbon black and airlaid paper for wearable electronics. ACS Appl. Mater. Interfaces 2019, 11, 33370–33379.
[CrossRef] [PubMed]

8. Zhang, W.; Yin, B.; Wang, J.; Mohamed, A.; Jia, H. Ultrasensitive and wearable strain sensors based on natural rubber/graphene
foam. J. Alloys Compd. 2019, 785, 1001–1008. [CrossRef]

9. Tuan, C.C.; Lu, C.H.; Wu, Y.C.; Yeh, W.L.; Chen, M.C.; Lee, T.F.; Chen, Y.J. Development of a System for Real-Time Monitoring of
Pressure, Temperature, and Humidity in Casts. Sensors 2019, 19, 2417. [CrossRef] [PubMed]

10. Davids, J.R.; Frick, S.L.; Skewes, E.; Blackhurst, D.W. Skin surface pressure beneath an above-the-knee cast: Plaster casts compared
with fiberglass casts. J. Bone Jt. Surg. Am. Vol. 1997, 79, 565–569. [CrossRef] [PubMed]

11. Whitesides, T.E.; Haney, T.C.; Morimoto, K.; Harada, H. Tissue pressure measurements as a determinant for the need of fasciotomy.
Clin. Orthop. Relat. Res. 1975, 113, 43–51. [CrossRef] [PubMed]

12. Zaino, C.J.; Patel, M.R.; Arief, M.S.; Pivec, R. The effectiveness of bivalving, cast spreading, and webril cutting to reduce cast
pressure in a fiberglass short arm cast. J. Bone Jt. Surg. Am. Vol. 2015, 97, 374–380. [CrossRef] [PubMed]

13. Stefanidis, D. Optimal acquisition and assessment of proficiency on simulators in surgery. Surg. Clin. N. Am. 2010, 90, 475–489.
[CrossRef] [PubMed]

14. Prommersberger, K.J.; Pillukat, T.; Mühldorfer, M.; van Schoonhoven, J. Malunion of the distal radius. Arch. Orthop. Trauma Surg.
2012, 132, 693–702. [CrossRef] [PubMed]

15. Bae, D.S. Pediatric distal radius and forearm fractures. J. Hand Surg. 2008, 33, 1911–1923. [CrossRef] [PubMed]
16. Haddad, F.S.; Williams, R.L. Forearm fractures in children: Avoiding redisplacement. Injury 1995, 26, 691–692. [CrossRef]
17. Pretell Mazzini, J.; Rodriguez Martin, J. Paediatric forearm and distal radius fractures: Risk factors and re-displacement—Role of

casting indices. Int. Orthop. 2010, 34, 407–412. [CrossRef]
18. Issenberg, S.B.; McGaghie, W.C.; Petrusa, E.R.; Lee Gordon, D.; Scalese, R.J. Features and uses of high-fidelity medical simulations

that lead to effective learning: A BEME systematic review. Med. Teach. 2005, 27, 10–28. [CrossRef] [PubMed]
19. Difazio, R.L.; Harris, M.; Feldman, L.; Mahan, S.T. Reducing the Incidence of Cast-related Skin Complications in Children Treated

With Cast Immobilization. J. Pediatr. Orthop. 2017, 37, 526–531. [CrossRef]
20. Balch Samora, J.; Samora, W.P.; Dolan, K.; Klingele, K.E. A Quality Improvement Initiative Reduces Cast Complications in a

Pediatric Hospital. J. Pediatr. Orthop. 2018, 38, e43–e49. [CrossRef]

http://doi.org/10.5435/00124635-200801000-00005
http://www.ncbi.nlm.nih.gov/pubmed/18180390
http://doi.org/10.1111/j.1538-7836.2005.01625.x
http://www.ncbi.nlm.nih.gov/pubmed/16241945
http://doi.org/10.1177/1558925019856222
http://doi.org/10.1007/s10877-015-9750-3
http://www.ncbi.nlm.nih.gov/pubmed/26271511
http://doi.org/10.1177/1071100715572258
http://www.ncbi.nlm.nih.gov/pubmed/25712122
http://doi.org/10.1021/acsami.9b12929
http://www.ncbi.nlm.nih.gov/pubmed/31408310
http://doi.org/10.1016/j.jallcom.2019.01.294
http://doi.org/10.3390/s19102417
http://www.ncbi.nlm.nih.gov/pubmed/31137853
http://doi.org/10.2106/00004623-199704000-00013
http://www.ncbi.nlm.nih.gov/pubmed/9111402
http://doi.org/10.1097/00003086-197511000-00007
http://www.ncbi.nlm.nih.gov/pubmed/1192674
http://doi.org/10.2106/JBJS.N.00579
http://www.ncbi.nlm.nih.gov/pubmed/25740027
http://doi.org/10.1016/j.suc.2010.02.010
http://www.ncbi.nlm.nih.gov/pubmed/20497821
http://doi.org/10.1007/s00402-012-1466-y
http://www.ncbi.nlm.nih.gov/pubmed/22294090
http://doi.org/10.1016/j.jhsa.2008.10.013
http://www.ncbi.nlm.nih.gov/pubmed/19084202
http://doi.org/10.1016/0020-1383(95)00136-0
http://doi.org/10.1007/s00264-009-0904-0
http://doi.org/10.1080/01421590500046924
http://www.ncbi.nlm.nih.gov/pubmed/16147767
http://doi.org/10.1097/BPO.0000000000000713
http://doi.org/10.1097/BPO.0000000000001117

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

