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Abstract
To decrease the influence of postural sway during spinal measurements, an instrumented fixation posture (called G) was proposed and tested in comparison with the free standing posture (A) using the DTP-3 system in a group of 70 healthy volunteers. The measurement was performed 5 times on each subject and each position was tested by a newly developed device for non-invasive spinal measurements called DTP-3 system. Changes in postural stability of the spinous processes for each subject/the whole group were evaluated by employing standard statistical tools. Posture G, when compared to posture A, reduced postural sway significantly in all spinous processes from C3 to L5 in both the mediolateral and anterioposterior directions. Posture G also significantly reduced postural sway in the vertical direction in 18 out of 22 spinous processes. Importantly, posture G did not significantly influence the spinal curvature.
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Abbreviations
3DThree dimensional


CTCervicothoracic junction


DTP-3Brand name of Czech origin, it can be translated as spinal shape diagnostics


IVIdeal vertical


MMMillimetres


MSDMean SD


SDStandard deviations


PSISPosterior superior iliac spine


TLThoracolumbar junction.




Background
Assessment of spinal deformity, especially adolescent idiopathic scoliosis, is generally performed radiologically along with evaluation of the spinal curvature using the Cobb method. Although radiography is the golden standard in orthopaedic practice, it carries health risk from exposure to ionizing radiation [1]. To this end, radiography seems to be unsuitable for screening spinal deformity in its early stages and moreover, it is risky when used for repeated monitoring after conservative or surgical therapy [2]. Therefore, various examination methods enabling non-invasive spinal curvature assessment have been developed [3–7]. However, these methods have not gained widespread use in clinical practice as yet. The main problem may be in the relatively low correlation between radiographic and non-invasive spinal curvature measurements [8].
It is well-known that maintaining a standing posture can be compromised by postural sway, which manifests as random deflections of each body segment, especially in children and adolescents [9, 10]. From the perspective of reliability of spinal shape examination, postural sway is an undesirable phenomenon since the spinal shape is not depicted in time by a constant curve, but rather by a curve that is to a certain extent continuously changing. It is then impossible to achieve reliable consistency in the results at repeated spinal shape examinations using either radiographic or non-invasive methods. Therefore, postural sway can be one of the explanations for random errors, reducing the reliability of the spinal shape examination [9, 11, 12]. From the perspective of random errors at examination, it is desirable to reduce postural sway by as much as possible. The size of postural sway depends on the individual control processes of movement, as well as on the particular posture that the subject undergoing examination is adopting (free standing, standing with additional mechanical fixation, sitting, lying, etc.), [13, 14]. However, any fixation procedure that reduces the size of postural sway may change the body position and the spinal shape simultaneously. It is obvious that in different examination postures the spinal shape may vary [15, 16]. From the perspective of systematic errors at examination, it is important to deal with the question of the extent to which the spinal shape in examination postures with mechanical fixation resembles the spinal shape in free standing posture. Therefore, it is important to determine the characteristics of selected examination posture in terms of both the postural sway and the influence on spinal shape. Theoretically, precise spinal shape examination requires an examination posture that minimizes postural sway (random errors) and the changes in spinal shape (systematic errors). In our previous studies, we revealed that none of the tested postures complies entirely with the above-mentioned prerequisites [15, 17]. Appropriate examination posture and standardization of positioning the subject in the course of examination enable mutual comparison of the results of examinations when performed using different methods, e.g. radiographic and non-invasive examinations.
In this study, a new measurement standing posture with an additional fixation frame is described and compared to the free standing posture. The aim is to evaluate the stability of spinous processes during measurement by the DTP-3 system [18] and to determine the influence of the new examination posture on the spinal shape.

Methods
Description of fixation frame and fixation posture
Fixation posture G is derived from free standing posture, which is supplemented with further fixation in order to reduce postural sway and thus increase reliability of the spinal shape examination. A prototype of the fixation frame was designed and constructed for fixing the subject in the course of the spinal shape examination. The fixation frame (Figure 1) consists of a stepping platform, a support construction and five adjustable rests. Two rests support the front parts of the shoulders and are adjustable in all three directions (vertical, mediolateral and anterioposterior). One of the rests supports the root of the nose and is also adjustable in all three directions. The remaining two rests support the pelvis, fixing the front and rear parts respectively, and are adjustable in the vertical and anterioposterior directions. In order to construct a prototype of the fixation frame, we applied the MayTec modular elements (MayTec, Dachau, Germany). Construction works, based on our requirements, were carried out by the company Amtek (Brno, Czech Republic). The fixation frame can be dismantled by means of couplings and in its longest part it is 1.1 m in length, which enables easy transport in the boot of a car in the event of field examination.[image: A13013_2011_Article_544_Fig1_HTML.jpg]
Figure 1
Fixation frame and fixation posture G. 1 – stepping platform 2 – ruler for determining the beginning of the ideal vertical 3 – origin of the ideal vertical 4 – shoulder rests 5 – head rest 6 – front pelvis rest 7 – rear pelvis rest.





Positioning the subject in the fixation frame is carried out as follows: the subject steps into the fixation frame and assumes the free standing posture. A ruler for determining the beginning of the ideal vertical is placed so that it touches the calcanei and the zero mark of the ruler is placed in the centre of a connecting line between the calcanei. The height and width of the shoulder rests are then adjusted by sliding out the rests so that there is 30 mm between the rests and the front part of the shoulders in the anterioposterior direction. The subject is asked to bend forward and lean his/her shoulders against the rests and not to change the posture any more. The head rest is brought into play so that it gently touches the root of the nose without changing the head position. The front rest of the pelvis gets pushed towards the front part of the pelvis in the area of the anterior superior iliac spines and, finally, the rear pelvis rest is pushed towards the rear part of the pelvis just below the posterior superior iliac spines.

The instrument
The DTP-3 system (Palacky University, Olomouc, Czech Republic) (Figure 2) was developed primarily for non-invasive contact-type assessment of spinal deformity in the sagittal and frontal planes. The measurement is based on determining the three-dimensional (3D) coordinates of points on the skin surface by means of an electromechanical position sensor. Data is transmitted to a computer for subsequent processing. The position sensor consists of a mechanical pantograph with three incremental encoders. The measuring stylus of the position sensor ends in a hemisphere of radius of 1 mm. The position sensor allows measurement of the points with standard error of 0.5 mm in the sphere of 2,200 mm diameter [18].[image: A13013_2011_Article_544_Fig2_HTML.jpg]
Figure 2
Examination of spinal shape in the free standing posture using the DTP-3 system. PS – DTP-3 position sensor V – centre of the intercalcaneal line – origin of the ideal vertical IV – ideal vertical x, y, z – coordinate axes.





The so-called ideal vertical (IV), i.e. mathematical simulation of a plumb line erected from the centre of the connecting line between the calcanei, is used to evaluate the spinal balance. The orientation of the 3D Cartesian coordinate system is as follows: axis z is on the ideal vertical and oriented in the caudal–cranial direction, axis x is parallel to the inter-calcaneal line and in the left-right direction, and axis y is in the posterior–anterior direction. As a result, the frontal plane is defined by axes xz and the sagittal plane by axes yz.
Before using the DTP-3 system for examining spinal shape, the skin projections of the following anatomic points are palpated and marked: the lateral parts of the acromions, the posterior superior iliac spines (PSIS), and the spinous processes of the vertebrae C3–C7, T1–T12, and L1–L5. After positioning the subject, the marked points are scanned by touching them with the position sensor stylus.

The software for spinal shape evaluation
Direct assessment of 3D coordinates x

                    i
                  
y

                    i
                  
z

                    i
                   of all spinous processes, i = 1, 2, …, 22, for each subject is time-consuming. Therefore, special DTP-3 software was used to evaluate the spinal shape. The heart of the algorithm is fitting the six degrees polynomial to the measured points. A new normalized coordinate Z which is the coordinate z scaled to the interval [−1, 1] is introduced. The lowest spinous process L5 has the height of −1 and the highest spinous process C3 has the height of 1. The formula of the six-degree polynomial in the sagittal plane is[image: A13013_2011_Article_544_Equ1_HTML.gif]

 (1)



where [image: A13013_2011_Article_544_IEq1_HTML.gif]
[image: A13013_2011_Article_544_IEq2_HTML.gif]
[image: A13013_2011_Article_544_IEq3_HTML.gif]
[image: A13013_2011_Article_544_IEq4_HTML.gif] and [image: A13013_2011_Article_544_IEq5_HTML.gif] are the Legendre polynomials [19]. This scaling and orthogonal procedure increases the numerical stability and reduces the influence of the rounding-off error. The clinical interpretation of polynomial coefficients in the sagittal plane is as follows: 	
b
0 – anterioposterior shift of the spine from IV

	
b
1 – anterioposterior tilt of the spine to IV

	
b
2 – overall spinal curvature (i.e. primarily the curvature of thoracic kyphosis)

	
b
3 and b
4 – curvature of the upper and lower parts of the spine (i.e. the curvature of cervical and lumbar lordosis)

	
b
5 and b
6 – residual spinal curvature of just units of millimetres





A six-degree polynomial was chosen to describe spinal shape in the sagittal plane since it represented the best approximation to the physiological curvature of the spine with two inflexion points [18]. The positions of the two inflexion points might be interpreted as a cervicothoracic junction (CT) and a thoracolumbar junction (TL). These junctions split the spine into three sections: the cervical, the thoracic and the lumbar spines. The curvature of the respective spinal section could be described with angle parameter (Figure 3) defined as follows: 	aC – the cervical lordosis curvature is the angle between the normal lines (perpendicular line to the tangent of the polynomial curve) projected from the spinous processes at C3 and the CT junction.

	aT – the thoracic kyphosis curvature is the angle between the normal lines projected from the CT junction and the TL junction.

	aL - the lumbar lordosis curvature is the angle between the normal lines projected from the TL junction and the spinous processes L5.






                  [image: A13013_2011_Article_544_Fig3_HTML.jpg]
Figure 3
Mean spinal shapes and means of angle parameters for postures A and G. Posture A – free standing position Posture G – standing position supported by a fixation frame CT – cervicothoracic junction TL – thoracolumbar junction α
                            C
                           – angle of cervical lordosis α
                            T
                           – angle of thoracic kyphosis α
                            L
                           – angle of lumbar lordosis IV– ideal vertical.




                
Calculation of the sagittal shift and sagittal tilt is also available and the procedure is as follows: The centre point between the left and right PSIS is calculated. The sagittal shift is the anteroposterior displacement of the centre point from IV. The sagittal tilt is the angle between IV and the connecting line between the centre point and spinous processes C7 [20]. Such calculation produces more straightforward output than the polynomial coefficients b
0 and b
1.
The DTP-3 software that utilizes the abovementioned algorithm was validated by means of x-ray examination. When using a rigid model of the human spine, good concordance between non-invasive DTP-3 and traditional x-ray Cobb angles was demonstrated [21].

Study group
The experimental part of the study included 70 subjects, 33 men and 37 women, aged 23.4 ± 3.0 years (mean ± SD), weight 70.5 ± 10.4 kg, height 174.2 ± 8.6 cm. The height of the spine given by the vertical distance between the spinous processes of C3 and L5 was 49.4 ± 3.1 cm. The group included healthy students from the Faculty of Physical Culture of Palacky University without any spinal disorders. The study was approved by the Ethical Committee of the Faculty of Physical Culture of Palacky University. All of the subjects participating in this study were volunteers and had given their informed consent.

Measurement protocol and statistics
Measurement of the marked points was repeated five times for each of the two postures (A – free standing posture, G – standing posture in fixation frame) and individual measurements followed immediately in succession. The duration of one measurement was less than 30 s.
The postural sway of each spinous process was evaluated for each examined subject by way of standard deviations SD

                    x
                  
SD

                    y
                  
SD

                    z
                   according to the formulas[image: A13013_2011_Article_544_Equ2_HTML.gif]
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in which x
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y

                    i
                  
z

                    i
                   are the coordinates of the spinous process in i-th repetition of the measurement (measurement was repeated five times in the selected posture), [image: A13013_2011_Article_544_IEq6_HTML.gif] are the mean coordinates of the spinous process. For evaluating postural sway of each spinous process within the group of 70 subjects, examined in a selected posture, means of standard deviations MSD
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MSD
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MSD

                    z
                   were calculated as average values of standard deviations SD

                    x
                  
SD

                    y
                  
SD

                    z
                   in the entire group [15, 17].
Calculations for evaluating postural sway and spinal shape were performed using MATLAB 7.6 (MathWorks, Natick, MA) and STATISTICA Cz 8.0 (StatSoft, Prague, Czech Republic).


Results
The results of the analysis of postural sway are shown in the Table 1 and Figure 4. Posture G, compared to posture A, reduces (in statistical significance) postural sway in all spinous processes from C3 to L5 in the mediolateral and anterioposterior directions. Reduction in postural sway in the vertical direction is statistically significant for 18 out of 22 spinous processes. The average value of postural sway in posture A is 3.4, 4.6 and 1.1 mm (mediolateral, anterioposterior and vertical direction) respectively. Posture G reduces postural sway to values of 0.8, 1.1 and 0.8 mm respectively.Table 1Assessment of postural sway of processus spinosus by way of standard deviations calculated from group of 70 subjects


	 	 	
x coordinate
	
y coordinate
	
z coordinate

	Processus spinosus
	Posture
	Comp.
	Posture
	Comp.
	Posture
	Comp.

	 	 	A
	G
	G – A
	A
	G
	G – A
	A
	G
	G – A

	 	 	MSD
	MSD
	Δ
	MSD
	MSD
	Δ
	MSD
	MSD
	Δ

	C3
	[mm]
	3.5
	1.1
	−2.4*
	5.7
	1.1
	−4.6*
	1.1
	0.8
	−0.3*

	C4
	[mm]
	3.5
	0.9
	−2.5*
	5.3
	1.1
	−4.2*
	1.1
	0.8
	−0.3*

	C5
	[mm]
	3.5
	0.8
	−2.7*
	5.1
	1.0
	−4.1*
	0.9
	0.6
	−0.3*

	C6
	[mm]
	3.6
	0.8
	−2.8*
	4.8
	0.9
	−3.9*
	0.9
	0.6
	−0.3*

	C7
	[mm]
	3.7
	0.7
	−3.0*
	5.0
	0.9
	−4.1*
	0.8
	0.6
	−0.2*

	T1
	[mm]
	3.8
	0.8
	−3.0*
	4.9
	0.9
	−4.0*
	0.9
	0.6
	−0.3*

	T2
	[mm]
	3.6
	0.7
	−2.9*
	4.8
	0.8
	−4.0*
	1.0
	0.6
	−0.4*

	T3
	[mm]
	3.6
	0.8
	−2.8*
	4.7
	1.0
	−3.7*
	1.1
	0.7
	−0.4*

	T4
	[mm]
	3.7
	0.7
	−3.0*
	4.7
	1.0
	−3.7*
	1.1
	0.7
	−0.4*

	T5
	[mm]
	3.7
	0.7
	−3.0*
	4.5
	1.0
	−3.5*
	1.2
	0.8
	−0.4*

	T6
	[mm]
	3.6
	0.8
	−2.8*
	4.5
	1.2
	−3.3*
	1.2
	0.8
	−0.4*

	T7
	[mm]
	3.6
	0.7
	−2.9*
	4.6
	1.2
	−3.4*
	1.3
	0.8
	−0.5*

	T8
	[mm]
	3.3
	0.7
	−2.6*
	4.4
	1.3
	−3.1*
	1.3
	0.9
	−0.4*

	T9
	[mm]
	3.3
	0.7
	−2.6*
	4.4
	1.3
	−3.0*
	1.2
	0.9
	−0.3*

	T10
	[mm]
	3.3
	0.7
	−2.6*
	4.6
	1.3
	−3.3*
	1.3
	1.0
	−0.3*

	T11
	[mm]
	3.2
	0.8
	−2.4*
	4.6
	1.3
	−3.3*
	1.3
	0.9
	−0.4*

	T12
	[mm]
	3.1
	0.8
	−2.3*
	4.4
	1.3
	−3.1*
	1.2
	1.0
	−0.2*

	L1
	[mm]
	3.1
	0.7
	−2.4*
	4.3
	1.3
	−3.0*
	1.1
	1.0
	−0.1

	L2
	[mm]
	2.8
	0.7
	−2.1*
	4.4
	1.3
	−3.1*
	1.2
	1.0
	−0.2

	L3
	[mm]
	2.8
	0.7
	−2.1*
	4.2
	1.3
	−2.9*
	1.2
	1.0
	−0.2

	L4
	[mm]
	2.8
	0.7
	−2.1*
	4.0
	1.3
	−2.7*
	1.1
	1.0
	−0.1

	L5
	[mm]
	2.7
	0.7
	−2.0*
	4.0
	1.2
	−2.8*
	1.1
	0.9
	−0.2*

	Average
	3.4
	0.8
	−2.6
	4.6
	1.1
	−3.5
	1.1
	0.8
	−0.3



x – mediolateral direction.

y – posterioanterior direction.

z – vertical.
Posture A – free standing position.
Posture G – standing position supported by a fixation frame.
MSD – mean of standard deviations.
Δ – difference of parameters.
* – statistically significant (p < 0.05, paired t-test).



[image: A13013_2011_Article_544_Fig4_HTML.jpg]
Figure 4
Mean positions and mean standard deviations of the spinous processes calculated from group of 70 subjects. Posture A – free standing position Posture G – standing position supported by a fixation frame IV – ideal vertical · – mean position of spinous processes ○ – mean of standard deviations (enlarged five times).





The results of the analysis of influence of postural sway on spinal measurements are shown in Table 2. In this analysis, each individual measurement of the marked points was fed to the polynomial algorithm and spinal measurements were duly obtained. SDs calculated from five times repeated measurements were used for assessing the influence of postural sway. In this case, SDs represent random error caused by postural sway. Due to the fact that the size of postural sway is subject dependent, MSDs were used for assessing the entire group of 70 subjects. Based on Table 2, posture G compared to posture A reduces MSDs in all of the applied spinal measurements. The values of MSDs of all spinal curvatures were below 1° in posture G.Table 2Influence of postural sway on spinal measurements


	Parameter
	Posture
	Comp.

	 	 	A
	G
	G – A

	 	 	MSD
	MSD
	Δ

	shift
	[mm]
	2.6
	0.8
	−1.8*

	tilt
	[°]
	0.3
	0.1
	−0.2*

	α
                              C
                            

	[°]
	1.8
	0.8
	−1.0*

	α
                              T
                            

	[°]
	1.5
	0.5
	−0.9*

	α
                              L
                            

	[°]
	1.4
	0.4
	−0.9*


Posture A – free standing position.
Posture G – standing position supported by a fixation frame.
MSD – mean of standard deviations.
Δ – difference of parameters.
shift – sagittal shift.
tilt – sagittal tilt.
α
                        C
                       – angle of cervical lordosis.
α
                        T
                       – angle of thoracic kyphosis.
α
                        L
                       – angle of lumbar lordosis.
* – statistically significant (p < 0.05, paired t-test).




The results of bias analysis of the spinal measurements are shown in Table 3 and Figure 3. In this analysis, the mean coordinates of the marked points were calculated from five times repeated measurements and then the mean coordinates were fed to the polynomial algorithm. The averaging procedure reduces the influence of postural sway on spinal measurements. In this case, SD represents the range of spinal measurement within the group of subjects. Differences in angles αC, αT and αL between postures A and G are not statistically significant and the maximum absolute value of the difference is 1.2°. These angle parameters describe, respectively, the curvatures of the cervical, thoracic and lumbar spines. Differences in the sagittal shift and the sagittal tilt between postures A and G are statistically significant. In posture G, the spine (trunk) moved forward in the anteroposterior direction by 15.3 mm and increased flexion by 3.2°. The same results can be obtained after polynomial coefficients analysis. Coefficients b
0 and b
1 that represent the shift and tilt of the spine are statistically different between postures A and G. Coefficients b
2, b
3, b
5 and b
6 that deal with the curvature of the spine are not statistically different. The change of coefficient b
4 is statistically significant but the difference has clinically insignificant value.Table 3Spinal measurements and polynomial coefficients calculated from group of 70 subjects


	Parameter
	Posture A
	Posture G
	Comparison G − A

	 	 	M
	SD
	M
	SD
	Δ
	
                            P
                          

	shift
	[mm]
	16.8
	21.7
	32.1
	18.2
	15.3
	<0.001*

	tilt
	[°]
	2.4
	1.9
	5.7
	2.1
	3.2
	<0.001*

	α
                              C
                            

	[°]
	7.8
	8.8
	7.1
	9.0
	−0.7
	0.261

	α
                              T
                            

	[°]
	44.2
	8.7
	45.4
	9.2
	1.2
	0.070

	α
                              L
                            

	[°]
	39.3
	12.2
	38.6
	10.3
	−0.7
	0.305

	
                            b
                            0
                          
	[mm]
	16.8
	19.2
	47.6
	18.2
	30.8
	<0.001*

	
                            b
                            1
                          
	[mm]
	1.9
	8.2
	15.0
	8.3
	13.1
	<0.001*

	
                            b
                            2
                          
	[mm]
	36.2
	9.7
	35.9
	9.7
	−0.3
	0.496

	
                            b
                            3
                          
	[mm]
	16.8
	6.4
	17.3
	6.6
	0.5
	0.085

	
                            b
                            4
                          
	[mm]
	−8.9
	3.5
	−8.0
	3.7
	0.9
	<0.001*

	
                            b
                            5
                          
	[mm]
	0.4
	3.1
	0.6
	2.9
	0.2
	0.197

	
                            b
                            6
                          
	[mm]
	−1.2
	2.2
	−1.2
	2.3
	0.0
	0.877


Posture A – free standing position.
Posture G – standing position supported by a fixation frame.
M – arithmetic mean.
SD – standard deviation.
Δ – difference of parameters.

P – significance of paired t-test.
shift – sagittal shift.
tilt – sagittal tilt.
α
                        C
                       – angle of cervical lordosis.
α
                        T
                       – angle of thoracic kyphosis.
α
                        L
                       – angle of lumbar lordosis.

b
0, b
1,…, b
6 – polynomial coefficients in the sagittal plane.
* – statistically significant (p < 0.05).




Taken together, our results can be interpreted as posture G reducing postural sway and subsequently reducing random error in all spinal measurements. Compared to posture A, posture G does not significantly bias the curvatures of the spine but it biases the sagittal shift and the sagittal tilt.

Discussion
Surprisingly, when looking at the literature there is only little attention devoted to the evaluation of an examination posture with regard to a particular spinal shape measurement method [11, 22]. Selecting the most appropriate examination posture does not depend on the examination method, and hence this is applicable to both non-invasive examinations and radiographic examinations. The influence of various modifications to the examination postures applicable in x-ray examination has been described [23]. Unfortunately, that study did not consider postural sway.
Some of the proposed non-invasive methods examine the subject in free standing posture [4, 5] while others make use of the original fixation procedures [3, 24]. Unfortunately, we were unable to acquire details regarding the influence of measurement positions on both the reduction in postural sway and the changes in spinal curvature. On the other hand, we consider this issue as a very important source of inconsistency between the radiographic and non-invasive measurements of spinal curvature. In addition, we believe this could, at the least, partially prevent widening of the non-invasive method into clinical practice. Knott et al. found reduced variability in measurement using Ortelius 800 (mean difference against x-ray was only 1.5°) when patients were examined using a wide-based stance with hands forward on the wall to fix themselves in more stable position [12].
The need for designing and standardising the posture for spinal shape examination resulted from our experience with the DTP-3 system. At first, we carried out examinations in free standing posture but we found that postural sways are so momentous that they can considerably skew the diagnostic output of the examination. That is why we have begun to search for such measurement posture that could significantly reduce postural sway by means of mechanical fixation of the examined subject. In the previous study, we proposed and assessed the fixation procedures supporting the upper limbs against a wall (posture B) or supporting the chest against a wall (posture C) [15]. We discovered, however, that this type of fixation either does not bring about significant reduction in postural sway (posture B) or significantly influences the curvature of the spine (posture C). In the following study, we proposed the first variant of a fixation frame that supports the front part of the shoulders and we labelled the posture as posture D [17]. For evaluating the maximum reduction in postural sway, we also evaluated posture F – prone lying position. We discovered that posture D offers significant reduction in postural sway in the mediolateral direction, whereas, there was considerable room for improvement in the anterioposterior direction. In the end, the fixation frame was innovated as described in this study and the corresponding posture was labelled as posture G.
The average value of postural sway when lying prone (posture F) is 0.9, 1.3, and 1.0 mm [17]. In fact, posture G is characteristic of similar values. Further on, we should notice that SD values are more or less the same in all directions. That is why we assume that further significant reduction in SD sizes below 1 mm is not possible anymore pursuant to limitations by the respiratory movements of the trunk and by the accuracy of manual setting of the measuring stylus on the designated points of the spinous processes. Random error, expressed as SD 1 mm, is already acceptable for spinal shape examination since the error in the case of palpation of the spinous processes does not have smaller value. Finally, change in the spinal curvature in posture G, compared to free standing posture, is smaller than 5°, which is, in orthopaedic practice, regarded as a tolerable difference between two examinations [25].

Conclusions
The study shows that the newly developed fixation frame offers significant reduction in postural sway while maintaining the basic spinal curvature values. The residual sway is so minor that a single examination is sufficient for the entire spinal shape examination, representing significant savings on time. In the free standing posture, it was necessary to apply an average of several (e.g. 5) repeated examinations in order to improve the reliability of the examination. On this basis, we believe that the frame can be used in clinical practice to reduce the influence of postural sway on the precision and reproducibility of the examination.

Authors’ information
All authors are with the Palacky University Olomouc, Czech Republic.
Jakub Krejci, PhD is a researcher at the Department of Natural Sciences in Kinanthropology, Faculty of Physical Culture; Associated Professor Jiri Gallo, MD, PhD is the chief of Department of Orthopaedics, Faculty of Medicine and Dentistry and in parallel with the Teaching Hospital Olomouc, Czech Republic; Petr Stepanik is a technician at the Department of Natural Sciences in Kinanthropology, Faculty of Physical Culture; Associated Professor Jiri Salinger, PhD is a senior researcher at the Department of Natural Sciences in Kinanthropology, Faculty of Physical Culture.

Acknowledgments
This research study was supported by a grant from the Czech Science Foundation – GACR, No 202/09/P029, entitled “Creation of model and population norms of spine shape diagnosis using DTP-3 system in selected peer group”.

References
1.
Doody MM, Lonstein JE, Stovall M, Hacker DG, Luckyanov N, Land CE: Breast cancer mortality after diagnostic radiography: findings from the U.S. Scoliosis Cohort Study. Spine (Phila Pa 1976). 2000, 25 (16): 2052-2063. 10.1097/00007632-200008150-00009.CrossRef

2.
Ronckers CM, Land CE, Miller JS, Stovall M, Lonstein JE, Doody MM: Cancer mortality among women frequently exposed to radiographic examinations for spinal disorders. Radiat Res. 2010, 174 (1): 83-90. 10.1667/RR2022.1.CrossRefPubMedPubMedCentral

3.
D’Osualdo F, Schierano S, Soldano FM, Isola M: New tridimensional approach to the evaluation of the spine through surface measurement: the BACES system. J Med Eng Technol. 2002, 26 (3): 95-105.PubMed

4.
Mannion AF, Knecht K, Balaban G, Dvorak J, Grob D: A new skin-surface device for measuring the curvature and global and segmental ranges of motion of the spine: reliability of measurements and comparison with data reviewed from the literature. Eur Spine J. 2004, 13 (2): 122-136. 10.1007/s00586-003-0618-8.CrossRefPubMed

5.
Ovadia D, Bar-On E, Fragniere B, Rigo M, Dickman D, Leitner J, Wientroub S, Dubousset J: Radiation-free quantitative assessment of scoliosis: a multi center prospective study. Eur Spine J. 2007, 16 (1): 97-105. 10.1007/s00586-006-0118-8.CrossRefPubMed

6.
Shannon TM: Development of an apparatus to evaluate Adolescent Idiopathic Scoliosis by dynamic surface topography. Stud Health Technol Inform. 2008, 140: 121-127.PubMed

7.
Weiss HR, Elobeidi N: Comparison of the kyphosis angle evaluated by video rasterstereography (VRS) with x-ray measurements. Stud Health Technol Inform. 2008, 140: 137-139.PubMed

8.
Patias P, Grivas TB, Kaspiris A, Aggouris C, Drakoutos E: A review of the trunk surface metrics used as Scoliosis and other deformities evaluation indices. Scoliosis. 2010, 5: 12-10.1186/1748-7161-5-12.CrossRefPubMedPubMedCentral

9.
Nault ML, Allard P, Hinse S, Le Blanc R, Caron O, Labelle H, Sadeghi H: Relations between standing stability and body posture parameters in adolescent idiopathic scoliosis. Spine (Phila Pa 1976). 2002, 27 (17): 1911-1917. 10.1097/00007632-200209010-00018.CrossRef

10.
Beaulieu M, Toulotte C, Gatto L, Rivard CH, Teasdale N, Simoneau M, Allard P: Postural imbalance in non-treated adolescent idiopathic scoliosis at different periods of progression. Eur Spine J. 2009, 18 (1): 38-44. 10.1007/s00586-008-0831-6.CrossRefPubMed

11.
Schumann K, Puschel I, Maier-Hennes A, Weiss HR: Postural changes in patients with scoliosis in different postural positions revealed by surface topography. Stud Health Technol Inform. 2008, 140: 140-143.PubMed

12.
Knott P, Mardjetko S, Dunn M, Johnson D, Cruze S, Moore J: Evaluating the influence of patient positioning on the accuracy of Ortelius 800 measurements for scoliosis. Scoliosis. 2009, 4 (Suppl 1): O18-10.1186/1748-7161-4-S1-O18.CrossRef

13.
Kuo FC, Hong CZ, Lai CL, Tan SH: Postural control strategies related to anticipatory perturbation and quick perturbation in adolescent idiopathic scoliosis. Spine (Phila Pa 1976). 2011, 36 (10): 810-816. 10.1097/BRS.0b013e3181d0f80c.CrossRef

14.
Gram MC, Hasan Z: The spinal curve in standing and sitting postures in children with idiopathic scoliosis. Spine (Phila Pa 1976). 1999, 24 (2): 169-177. 10.1097/00007632-199901150-00019.CrossRef

15.
Krejci J, Salinger J, Gallo J, Kolisko P, Stepanik P: Influence of selected examination postures on shape of the spine and postural stability in humans. Biomed Pap Med Fac Univ Palacky Olomouc Czech Repub. 2008, 152 (2): 275-281. 10.5507/bp.2008.043.CrossRefPubMed

16.
Torell G, Nachemson A, Haderspeck-Grib K, Schultz A: Standing and supine Cobb measures in girls with idiopathic scoliosis. Spine (Phila Pa 1976). 1985, 10 (5): 425-427. 10.1097/00007632-198506000-00004.CrossRef

17.
Phiri PDC, Krejčí J, Salinger J: Assessment of the influence of examination postures on postural stability by means of the DTP-3 diagnostic system. Acta Univ Palacki Olomuc Gymn. 2009, 39 (2): 43-52.

18.
Krejci J: System for diagnosing spinal shape in humans. Olomouc: Palacky University. 2007

19.
Rektorys K: Survey of applicable mathematics. 1969, MIT Press, Cambridge

20.
Berryman F, Pynsent P, Fairbank J, Disney S: A new system for measuring three-dimensional back shape in scoliosis. Eur Spine J. 2008, 17 (5): 663-672. 10.1007/s00586-007-0581-x.CrossRefPubMedPubMedCentral

21.
Krejci J, Gallo J, Salinger P, Stepanik P: Validation of the DTP-3 system designed for noninvasive spinal shape examination by means of X-ray examination. Acta Chir Orthop Traumatol Cech. 2012, 19 (3): 255-262.

22.
Scutt ND, Dangerfield PH, Dorgan JC: The relationship between surface and radiological deformity in adolescent idiopathic scoliosis: effect of change in body position. Eur Spine J. 1996, 5 (2): 85-90. 10.1007/BF00298386.CrossRefPubMed

23.
Marks MC, Stanford CF, Mahar AT, Newton PO: Standing lateral radiographic positioning does not represent customary standing balance. Spine (Phila Pa 1976). 2003, 28 (11): 1176-1182.

24.
Norton BJ, Sahrmann SA, Van Dillen FL: Differences in measurements of lumbar curvature related to gender and low back pain. J Orthop Sports Phys Ther. 2004, 34 (9): 524-534.CrossRefPubMed

25.
Kotwicki T: Evaluation of scoliosis today: examination, X-rays and beyond. Disabil Rehabil. 2008, 30 (10): 742-751. 10.1080/09638280801889519.CrossRefPubMed



Competing interests
We are not aware of any potential conflict of interests.

Authors’ contributions
JK and JG contributed equally to this manuscript; they proposed conception and design of the study and were involved in drafting the manuscript; JK made measurements of spinal shape and statistical analysis; JK, JS and PS contributed significantly to the development of DTP-3 measurement method; PS and JS contributed significantly to development of a new fixation frame. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A13013_2011_Article_544_IEq2_HTML.gif





OEBPS/A13013_2011_Article_544_IEq5_HTML.gif





OEBPS/A13013_2011_Article_544_Fig3_HTML.jpg
~

600
wure A Posture G
. o
500 - < c
= cT
400
T 300t
g T
N
200
100 - 3 i
h
ol
1 ‘ ‘ I
400 0 100  -100 1
1






OEBPS/contact.gif





OEBPS/A13013_2011_Article_544_IEq1_HTML.gif





OEBPS/A13013_2011_Article_544_IEq4_HTML.gif





OEBPS/A13013_2011_Article_544_Fig2_HTML.jpg





OEBPS/A13013_2011_Article_544_Fig1_HTML.jpg





OEBPS/A13013_2011_Article_544_IEq3_HTML.gif





OEBPS/A13013_2011_Article_544_Equ1_HTML.gif
y =00 + b1Z + b2P2(Z) + b3PIZ) + o4PHZ)
+b5P5(Z) + b6P6(Z).





OEBPS/A13013_2011_Article_544_IEq6_HTML.gif





OEBPS/A13013_2011_Article_544_Fig4_HTML.jpg
o,
.
.

¢ K
< *tesp6008° * 0
El
5
o
o
< oy
< f_,.>-.moo®®®®®
2
o
S =) =) S =) =) =)
(=3 o (=] (=3 o o
© '} < o« oN -
[ww] z
o
o >’
S — e s s e ey
2
o
x
<<
m AfANNANNN NA
AL ARV A A
o
n.v o o o (=] m o
(=] o o o o o
© e} < (2] N -~

[ww] z

-100 [¢] 100
y[mm]

100

100 -100

-100
x [mm]

100

-100

sagittal plane

frontal plane





OEBPS/A13013_2011_Article_544_Equ2_HTML.gif





