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Abstract 

The aim of this study is to develop a digital monitoring system to track weight and evaluate its 
impact on postoperative outcomes after lower extremity surgeries (LES). This parallel 
randomized controlled trial enrolled 266 patients who underwent LES (fracture or joint 
replacement) at our medical center between March 11, 2022, and January 10, 2023. Patients were 
randomly assigned to the intervention and control groups in a 1:1 ratio. The intervention group 
(n=116) used a cane and shoes equipped with a weight-bearing system after lower limb surgery, 
while the control group (n=116) used a simple cane and shoes without a weight-bearing system. 
The primary outcomes included callus formation, duration of union, and success rate of union in 
the two groups. The intervention group had a significantly higher rate of complete surgical 
success than the control group (93.9% vs. 79.3%, p=0.001). The intervention group also had a 
significantly lower risk of non-union than the control group (OR: 2.33, 95% CI: 1.14, 3.48, 
p=0.001). The mean duration of surgery until the time of union and the meantime of callus 
formation was significantly lower in the intervention group (p=0.01). The use of a digital 
monitoring system for weighing in LES significantly increased the success rate and reduced post-
operative complications. Therefore, incorporating this system can enhance the rehabilitation 
process and prevent revision surgeries in patients with LES. 
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 Fractures, especially those affecting the lower limbs, 
are a common injury worldwide, with an estimated 50% 
of individuals experiencing some form of fracture by the 
age of 65.1,2 As the global population ages, the incidence 
of lower limb fractures is expected to increase, 
particularly in developing countries.3 These fractures can 
result in significant disability, leading to a substantial 
financial burden on healthcare systems.4,5 For instance, 
hip fractures alone account for 1.4% of disability-
adjusted life years (DALYs), which places a significant 
strain on healthcare systems and has been increasing in 
recent years.6 One of the most important complications 
following fractures is non-union or malunion. Studies 
suggest that over 100,000 fractures fail to heal each year, 
leading to increased treatment costs, lost productivity, 

and decreased quality of life.7,8 The failure of a fracture 
to heal can result in significant economic costs, making 
it an important public health concern.9,10 Weight-bearing 
is a critical factor influencing the occurrence of non-
union after surgery. In patients undergoing orthopedic 
surgery, including those with lower extremity fractures 
or osteotomies, weight-bearing is often restricted to avoid 
fixation device failure, delayed fracture healing, or 
nonunion of bone fragments.11,12 However, weight-
bearing regimens after lower limb fractures remain a 
significant challenge for orthopedic surgeons, as current 
protocols are primarily based on expert opinion rather 
than empirical evidence, and contradictory results have 
been reported.13-15 Although physicians and physical 
therapists typically provide weight-bearing 
recommendations to patients, these protocols may not 
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accurately reflect dynamic activities, such as walking, 
leading to patient confusion and noncompliance with 
partial weight-bearing regimens. This problem may be 
attributed to the lack of a quantitative method for 
estimating load on the lower limb and the absence of a 
biofeedback system to alert patients when pre-set weight 
limits are exceeded, further underscoring the need for a 
comprehensive digital monitoring system to aid patient 
recovery.13,14 
Accordingly, this study aimed to develop a novel digital 
monitoring system to track weight-bearing in patients 
following lower extremity surgeries and to evaluate the 
efficacy of weight-bearing restrictions in these patients. 
The system developed in this study provides a 
quantitative method for estimating load on the lower limb 
during dynamic activities, which may facilitate patient 
compliance with prescribed weight-bearing regimens. 

Furthermore, this system incorporates a biofeedback 
mechanism to alert patients when pre-set weight limits 
are exceeded, potentially improving outcomes following 
lower extremity surgeries. 

Materials and Methods 
Patients and Design  
All procedures performed in this study involving human 
participants were in accordance with the ethical standards 
and approved by the Ethics Committee of the Iran 
University of Medical Sciences (Ethical number: 
IR.IUMS.REC.1400.1117) and the 1964 Helsinki 
Declaration and its later amendments or comparable 
ethical standards. 
The study aimed to investigate the effect of a specific 
intervention on a cohort of 267 patients with LES who 
were referred to medical centers between March 11, 

 
 
Fig 1. Flow chart of patients entering the study 
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2022, and January 10, 2023. Out of these patients, 232 
were included in the study.  
All participants underwent lower extremity surgery, such 
as a fracture or joint replacement, performed by three 
highly experienced surgeons. Informed consent was 
obtained from all participants prior to the surgery. The 
surgeon and data analyst were blinded to the study group 
allocation. Patient sampling was conducted using an 
access method, and then patients were randomly assigned 
to either the intervention or control group using the Excel 
statistical software with a ratio of 1:1. 
Inclusion and Exclusion criteria 
The present study included patients who underwent 
lower limb surgery, including fractures of the foot, ankle, 
tibia, knee, femur, and hip, as well as hip and knee joint 
replacement. Patients over 5 years of age who provided 
informed consent were included in the study. Exclusion 
criteria were infection, death during the study period, 
lack of information, associated fractures in the upper 
limbs, and secondary surgeries or revisions in the lower 

limbs. A total of 217 patients, 108 in the intervention 
group and 109 in the control group, were included in the 
final analysis (Figure 1). 
Study groups and randomization 
The intervention group consisted of 116 patients who 
underwent lower limb surgery and utilized a specialized 
cane and shoes equipped with a weight-bearing limitation 
system post-surgery.  
Meanwhile, the control group comprised 116 patients 
who used crutches and normal shoes without a weight-
bearing system after surgery. To ensure equal sample 
ratio and balance between the two groups, a random 
block method with block sizes of 6 was employed. The 
Rand-between function was utilized to generate a random 
chain from Excel software. The randomization and 
allocation of patients into the intervention and control 
groups were conducted by an epidemiologist. In this 
study, both groups were provided with the cane and 
shoes, and no financial burden was imposed on the 
patients. 

Table 1. Comparison of demographic characteristics in two groups based on ITT 

Variable  Group  p value  

Intervention  Control  

Age (year) 44.75±12.18 48.15±12.85 0.21 

Gender 
● Male 
● Female 

 
33 (28.4%) 
83 (71.6%) 

 
41(35.3%) 
75(64.7%) 

0.19 

PMH 
● Yes 
● NO 

 
23(19.8%) 
93(80.2%) 

 
26(22.4%) 
90(77.6%) 

0.49 

BMI (kg/m2) 24.91 ± 2.19 25.36 ± 2.21 0.67 

Follow-up (Week) 14.65 ± 4.21   16.86 ± 4.33 0.11 

Cause of surgery 
● Fractures 
● Knee joint replacement 
● Hip joint replacement 
● Ankle joint replacement 

 
59(50.9%) 
28(24.1%) 
25(21.6%) 

4(3.4%) 

 
64(55.2%) 
24(20.7%) 
26(22.4%) 

2(1.7%) 
 

0.17 

Trauma Type 
● High energy 
● Low energy 

 
63(78.6%) 
17(21.4%) 

  

Smoker  
● NO 
● Yes 

 
85 (73.3%) 
31 (26.7%) 
 

 
88(75.7%) 
28(24.3%) 

0.55 
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Weighing system  
In this study, a digital weight control device bio cane 
made by Ortho Biomed company of Canada was used to 
limit weight bearing after surgery. The device contains 
three or four sensors that calculate the weight required for 
the lower limb and send the received signals to the 
patient's smartphone. The patient is informed via a 
warning system in case of applying more weight than the 
set weight. The information is uploaded to a reliable 
global server located in Canada, which is accessible to 
both the patient and their specialist doctor via an installed 
smart application. The device consists of two parts: a 
hardware section and a software section. The hardware 
section includes sensors detecting the pressure caused by 
weight, a Bluetooth transmitter, and storage memory 
used in the tip of the cane and the sole of the shoe. The 
software section includes an app that can be installed on 
all mobile phones, tablets, and notebooks. The software 
takes the raw information received from canes and shoes 
and displays it in the application menu in simple and 
understandable charts. Real-time information is 
automatically recorded in the system memory every time 
the patient walks, and the patient's performance is 
recorded and can be seen through the software. The 
equipment of this machine includes two parts: a cane load 
cell and shoe load cell, with the cane being the master and 
the shoe the slave in the communication system. Two 
load cells, one in the heel and one in the toe, are 
connected in parallel to accurately read information 
while walking. The information in this section is 
processed by an Arduino board with an ATmega328 
processor. The power supply of this board is an easy-to-
replace book battery. The device uses a rechargeable 
lithium polymer battery, which uses a TP4056 charger IC 
for its charging circuit. 
Intervention 
After the surgery for lower limb fractures, all patients 
were provided with special shoes or a cane, and the 
intervention group was given a weight sensor in their 
shoes and cane. The treatment team provided training to 
all patients on how to use the equipment and instructed 

the control group on how to move and act after surgery. 
The intervention group used the device until they had 
fully healed, with the attending physician determining the 
length of usage. The device collected signals that were 
sent to the patient's smartphone, and if the weight 
exceeded or fell below the set limit, an alarm would 
inform the patient about the weight imposed. In this 
group, the treating physician monitored their patients 
remotely on a daily basis, checked their treatment 
process, and sent necessary recommendations to the 
patient through the software messenger, if required. The 
kit on the stick and the application would warn the patient 
if they exceeded or fell short of the prescribed weight. By 
knowing about these issues and providing appropriate 
orders on time, the doctor prevented the failure of the 
treatment, such as broken implanted platinum, a broken 
bone, nun-union or malunion. The device determined the 
amount of weight be used as a number for each patient 
according to their condition and surgery type, and any 
cases where the weight exceeded the set limit during the 
day were recorded as a warning. 
Follow up 
In both the intervention and control groups, patients were 
followed for a period of 4 to 24 weeks depending on the 
type of surgery and the attending physician's diagnosis. 
During this follow-up period, patients in both groups 
were visited by an orthopedic surgeon every 4 weeks, and 
the frequency of visits was increased to once every two 
weeks if deemed necessary by the attending physician. 
Radiography (X-rays) was used as a standard method for 
monitoring and evaluating the progress of treatment in all 
patients who underwent surgery, and the same dose of 
radiation was used for both the intervention and control 
groups. The follow-up of patients was conducted by a 
team of two orthopedic surgeons and a radiologist. 
Data collection 
The study collected data in two parts: demographic 
information of the patients at the time of admission 
(including age, sex, body mass index (BMI), underlying 
diseases, and smoking status), surgical outcomes, and 
radiographic findings after the operation. The surgical 

Table 2. Comparison of the overall WOMC score and ROM in the two groups. 

Variable  Group  p value  

Intervention  Control  

Total WOMAC Score (Mean±SD) 75.25±12.18 66.22±13.25 0.096 

ROM (Mean±SD) 109.21±18.54 76.1±23.22 0.024 
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outcomes and radiographic findings that were 
investigated included the rate of swelling, callus 
formation, duration of follow-up, the time required for 
fusion, range of motion (ROM), western ontario and 
mcmaster universities (WOMAC) score, and 
postoperative complications for both the intervention and 
control groups. 
The WOMAC scoring system, which includes three 
components (pain, motion limitation or joint stiffness, 
and physical performance), was completed blindly 
during a face-to-face interview with the patient by an 
orthopedic resident (other than the first year). The 
WOMAC scoring system is a widely accepted criterion 
for assessing the reliability and validity of the Iranian 
population.14,15 

Primary and secondary outcomes 
The primary outcome of this study was to evaluate the 
formation of callus and the rate of union success in the 
intervention and control groups. The secondary outcomes 
included a comparison of the time required for sutures, 
the need for revision, the incidence of infection, and other 
complications related to the procedure in both groups. 
Statistical analyses 
The data were analyzed using the SPSS version 22 
statistical software (IBM Corp., Armonk, N.Y., USA). 
Descriptive statistics and central indices were used to 
estimate the mean and median in the two groups. The 
normality of the distribution of variables within the two 
groups was assessed using the Kolmogorov-Smirnov 
test. The Intention-to-treat (ITT) analysis approach was 
used for data analysis. If the distribution of variables was 

normal, the t-test was used to compare the quantitative 
variables in the two groups.  
However, if it was not normal, the Mann-Whitney non-
parametric test was used. The Chi-Square statistical test 
was used to analyze qualitative variables in the two 
groups.  
The odds ratio (OR) in the 95% confidence interval (95% 
CI) was used to report the effect size in the two groups. 
To control confounding variables, multivariate logistic 
regression analyses were used in addition to 
randomization in the design stage. Statistical significance 
was set at a p-value of less than 0.05. 

Results 
Demographic finding 
In this study, a total of 232 patients were included, with 
116 patients in both the intervention and control groups. 
The majority of the patients were male (68.1%) and the 
overall mean age was 46.81 ± 13.18 years, ranging from 
20 to 75 years. The mean follow-up duration was 15.77 
± 4.25 weeks. The mean total BMI was 25.13 ± 2.23 
kg/m2. About 27.8% of cases had a history of smoking. 
Among the surgeries performed, 123 (53.02%) were for 
lower limb fractures and 109 (46.98%) were for joint 
replacements (6 ankle joint replacements, 52 knee joint 
replacements, and 51 hip joint replacements). In terms of 
trauma classification, 99 (80.5%) of fractures were of 
high energy type and 24 (19.5%) were of low energy 
type. Anticoagulant drugs were used in all patients.  
Table 1 shows that there were no significant differences 
in demographic characteristics between the two groups 
(p>0.05). 

Table 3. Comparison of postoperative outcomes in the two groups. 

Variable  Group  p - value  

Intervention  Control  

Non- union 
● Yes 
● NO 

 

 
7(6.1%) 
109(93.9%) 

 
24(20.7%) 
92(79.3%) 
 

0.001 

Malunion 
● Yes 
● No 

 
2 (1.7%) 
114 (98.3%) 

 
6(5.2%) 
110(94.8%) 

0.001 

Infection 
● Yes 
● NO 

 
23(19.8%) 
93(80.2%) 

 
26(22.4%) 
90(77.6%) 

0.49 

Duration of Union 3.06 ± 1.21 6.22 ± 2.13 0.001 

Mean time of callus formation 
(Week) 

6.09 ± 1.7  10.14 ± 2.54 0.001 
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Comparison of WOMAC and ROM scores 
The data analysis revealed that the overall mean 
WOMAC score for the intervention group was 75.25 and 
for the control group was 66.22, but the difference 
between the two groups was not statistically significant 
(p=0.096). On the other hand, the mean range of motion 
(ROM) in the intervention group was significantly higher 
than the control group (p=0.024). (Table 2)  
Comparison of postoperative outcomes 
The rate of complete surgical success in the intervention 
group was significantly higher than in the control group 
93.9% vs. 79.3% (p 0.001) The chance of non-union in 
the control group was significantly higher than in the 
intervention group. (OR: 2.33, 95%CI: 1.14, 3.48, p: 
0.001) The mean duration of surgery until union in the 
intervention group was significantly less than the control 
group. Also, the mean duration of callus formation in the 
intervention group was significantly less than in the 
control group. (p: 0.01) No significant difference was 
observed in the rate of infection and other complications 
in the two groups (p>0.05) (Table 3). 

Discussion 
Weight bearing on damaged orthopedic organs, 
particularly lower limbs, is a significant challenge for 
orthopedic surgeons as it can have a significant impact 
on the success rate of surgery and its complications.13 
Current recommendations for weight bearing after 
orthopedic surgeries are based on surgeon's experience, 
and there are no standard guidelines for contact weight 
bearing. Patients often find it difficult to adhere to the 
recommended weight training guidelines.16-18 Results 
indicated that the success rate and range of motion in the 
intervention group were significantly higher than the 
control group.  
The intervention group also had significantly lower rates 
of non-union and malunion. The mean time of union and 
the time of callus formation in the group that used the 
weight-bearing monitoring system were significantly 
lower than the control group. There was no significant 
difference in the total mean WOMAC score between the 
two groups, although this may be due to short-term 
patient follow-up. In the intervention group, seven 
patients had problems during the study, including non-
use of insoles due to foot swelling, plate fracture due to 
excessive weight bearing, and joint ROM limitation. In 
contrast, the control group had more problems during 
follow-up, including early weight bearing, excessive 
weight bearing, Achilles tendon shortening, and limited 
joint range of motion. Previous studies have shown that 
the use of weighting systems in orthopedic surgery has 
been associated with reducing complications and 
accelerating the rehabilitation and functional 
process.16,19,20 
Stoller et al., evaluated the role of using feedback and 
analysis systems to partially improve weight bearing and 
improve postoperative outcomes in lower extremity 
fractures in a 2021 study.20 The system was based on 

sensor pads to measure pressure distribution and display 
it on a smartphone app to provide real-time visual and 
acoustic feedback during post-surgery. The results 
showed that this system reduces the rate of complications 
and enables a faster rehabilitation process, which was 
consistent with the results of our study. In a parallel 
randomized controlled trial, Raaben et al., showed that 
the use of biofeedback systems during rehabilitation after 
proximal femur fractures in the elderly was promising 
and effective to accelerate the improvement of the 
rehabilitation process and improve the success rate in 
surgery.19 Hustedt et al., demonstrated that biofeedback 
devices have been introduced for patients with 
orthopedic surgeries that are able to monitor the amount 
of weight bearing and provide feedback in patients after 
surgery.21  
They showed that the use of biofeedback devices can 
improve the rehabilitation process. In a 2018 study, 
Raaben et al., investigated the effect of using a real-time 
visual biofeedback system on weight bearing in people 
with lower limb fracture in two conditions of full weight 
bearing and weight bearing with lower touch after limb 
fracture.22 The results showed that the use of real-time 
visual biofeedback system led to improved treatment 
compliance after lower limb fracture and improved 
treatment results. 
One of the study's main weaknesses was the short-term 
follow-up of patients, which may affect the more 
accurate estimation of performance indicators such as 
WOMAC. Prospective studies with long-term follow-up 
are necessary to provide more accurate performance 
indicators. The study's strengths included the 
development of an intelligent weighing system for the 
first time and the estimation of the outcomes and 
complications of the use of this system in a randomized 
controlled trial study with a large sample size. 
In conclusion, the findings of our study demonstrate that 
implementing a digital monitoring system for weight 
bearing in lower extremity surgeries resulted in a 
significant increase in surgical success rates and a 
reduction in postoperative complications. Consequently, 
integrating this system into the rehabilitation process can 
enhance outcomes and decrease the need for repeat 
surgeries in patients undergoing lower limb procedures. 

List of acronyms 
BMI - body mass index   
DALYs - disability-adjusted life years  
LES - lower extremity surgeries  
ROM - range of motion  
WOMAC - western ontario and mcmaster universities 

Contributions of Authors 
All authors were involved in the conceptualization, as 
well as the design of the research strategy, performed 
analyzed the data. All authors were involved in the 
writing and final editing of the manuscript. All authors 
approved the final edited Early Release.  



Weight-bearing in lower extremity surgeries 
Eur J Transl Myol 33 (4) 11974, 2023 doi: 10.4081/ejtm.2023.11974 

- 7 - 

 

Acknowledgments  

The authors are grateful to the partecipants for their 
kind cooperation. 

Funding 
The authors received no financial support for the 
research, authorship, and/or publication of this article. 

Conflict of Interest 
The authors declare no competing interests. 

Ethical Publication Statement 
We confirm that we have read the Journal’s position on 
issues involved in ethical publication and affirm that this 
report is consistent with those guidelines. 

Corresponding Author 
Bahareh Heshmat Ghahderijani, Department of 
Radiology, School of Medicine, Zahedan University of 
Medical Sciences, Zahedan, Iran.  
ORCID iD: 0000-0002-4213-781X 
E-mail: bahar.heshmatmd@gmail.com  

E-mails and ORCID iD of co-authors 
Babak Otoukesh: babak.otoukesh@iums.ac.ir  
ORCID iD: 0009-0009-9049-369X 
Seyedeh Fariba Moshiri: faribamoshiri88@gmail.com  
ORCID iD: 0009-0003-6562-1019 
Behrad Jahangiri: bjahangiri@essenmed.com  
ORCID iD: 0009-0008-5723-3696 
Kamal Mehraban Jafarlou: 
 Kamal.mehraban1356@gmail.com  
ORCID iD: 0009-0001-8226-7352 
Shayan Amiri: .amiri.shayan23@gmail.com  
ORCID iD: 0000-0003-0433-0798 
Nadieh Baniasadi: baniasadi.m@gmail.com  
ORCID iD: 0009-0006-3939-3560 

References 
1. Christiano AV, Pean CA, Konda SR, Egol KA. 

Predictors of Patient Reported Pain After Lower 
Extremity Nonunion Surgery: The Nicotine Effect. 
Iowa Orthop J. 2016;36:53-58. PMID: 27528836 
PMCID: PMC4910799  

2. Yeganeh A, Moghtadaei M, Sobhani A, Abbasi M, 
Gorgani H, Otoukesh B, Amiri Sh. Four-Year 
Prospective Evaluation of Femoral Neck Fractures: 
Types and Complications. J. Res. Orthop. Sci. 
2020; 7 (3) :129-134. URL: 
http://jros.iums.ac.ir/article-1-2124-en.html 

3. Hemmann P, Friederich M, Körner D, Klopfer T, 
Bahrs C. Changing epidemiology of lower 
extremity fractures in adults over a 15-year period 
– a National Hospital Discharge Registry study. 
BMC Musculoskeletal Disorders 2021;22(1):456. 
doi: 10.1186/s12891-021-04291-9. 

4. Court-Brown CM, Clement ND, Duckworth AD, 
Aitken S, Biant LC, McQueen MM. The spectrum 

of fractures in the elderly. Bone Joint J 2014;96-
b(3):366-72. doi: 10.1302/0301-620x.96b3.33316. 

5. Rouleau DM, Place A, Bérubé M, Laflamme YG, 
Feldman D. Rehabilitation after lower limb injury: 
development of a predictive score (RALLI score). 
Can J Surg 2015;58(4):278-83. doi: 
10.1503/cjs.015014. 

6. Johnell O, Kanis JA. An estimate of the worldwide 
prevalence, mortality and disability associated with 
hip fracture. Osteoporos Int 2004;15(11):897-902. 
doi: 10.1007/s00198-004-1627-0. 

7. Yeganeh A, Amiri S, Otoukesh B, Moghtadaei M, 
Sarreshtedari S, Daneshmand S, Mohseni P. 
Characteristic Features and Outcomes of Open 
Gunshot Fractures of Long-bones with Gustilo 
Grade 3: A Retrospective Study. Arch Bone Jt Surg. 
2022 May;10(5):453-458. doi: 
10.22038/ABJS.2021.52886.2624. PMID: 
35755797; PMCID: PMC9194713. 

8. Miranda MA, Moon MS. Treatment strategy for 
nonunions and malunions. Surgical treatment of 
orthopaedic trauma 2007;1:77-100. 
37975f95db3ee42462e307571f98a6340ffe1818 

9. Antonova E, Le TK, Burge R, Mershon J. Tibia 
shaft fractures: costly burden of nonunions. BMC 
Musculoskelet Disord 2013;14:42. doi: 
10.1186/1471-2474-14-42. 

10. Tay WH, de Steiger R, Richardson M, Gruen R, 
Balogh ZJ. Health outcomes of delayed union and 
nonunion of femoral and tibial shaft fractures. 
Injury 2014;45(10):1653-8. doi: 
10.1016/j.injury.2014.06.025. 

11. Seo H, Lee GJ, Shon HC, Kong HH, Oh M, Cho H, 
Lee CJ. Factors Affecting Compliance With 
Weight-Bearing Restriction and the Amount of 
Weight-Bearing in the Elderly With Femur or 
Pelvic Fractures. Ann Rehabil Med. 2020 
Apr;44(2):109-116. doi: 
10.5535/arm.2020.44.2.109. Epub 2020 Apr 29. 
PMID: 32392649; PMCID: PMC7214136. 

12. Kammerlander C, Pfeufer D, Lisitano LA, 
Mehaffey S, Böcker W, Neuerburg C. Inability of 
Older Adult Patients with Hip Fracture to Maintain 
Postoperative Weight-Bearing Restrictions. J Bone 
Joint Surg Am 2018;100(11):936-941. doi: 
10.2106/jbjs.17.01222. 

13. Kubiak EN, Beebe MJ, North K, Hitchcock R, 
Potter MQ. Early weight bearing after lower 
extremity fractures in adults. J Am Acad Orthop 
Surg. 2013;21(12):727-738. doi:10.5435/JAAOS-
21-12-727 

14. Nadrian H, Moghimi N, Nadrian E, Moradzadeh R, 
Bahmanpour K, Iranpour A, Bellamy N. Validity 
and reliability of the Persian versions of WOMAC 
Osteoarthritis Index and Lequesne Algofunctional 
Index. Clin Rheumatol. 2012 Jul;31(7):1097-102. 
doi: 10.1007/s10067-012-1983-7. Epub 2012 Apr 
14. PMID: 22526476. 

mailto:bahar.heshmatmd@gmail.com
mailto:babak.otoukesh@iums.ac.ir
mailto:faribamoshiri88@gmail.com
mailto:bjahangiri@essenmed.com
mailto:Kamal.mehraban1356@gmail.com
mailto:.amiri.shayan23@gmail.com
mailto:baniasadi.m@gmail.com


Weight-bearing in lower extremity surgeries 
Eur J Transl Myol 33 (4) 11974, 2023 doi: 10.4081/ejtm.2023.11974 

- 8 - 

 

15. Ebrahimzadeh MH, Makhmalbaf H, Birjandinejad 
A, Keshtan FG, Hoseini HA, Mazloumi SM. The 
Western Ontario and McMaster Universities 
Osteoarthritis Index (WOMAC) in Persian 
Speaking Patients with Knee Osteoarthritis. Arch 
Bone Jt Surg. 2014 Mar;2(1):57-62. Epub 2014 Mar 
15. PMID: 25207315; PMCID: PMC4151432. 

16. Ottesen TD, McLynn RP, Galivanche AR, Bagi PS, 
Zogg CK, Rubin LE, Grauer JN. Increased 
complications in geriatric patients with a fracture of 
the hip whose postoperative weight-bearing is 
restricted: an analysis of 4918 patients. Bone Joint 
J. 2018 Oct;100-B(10):1377-1384. doi: 
10.1302/0301-620X.100B10.BJJ-2018-0489.R1. 
PMID: 30295535. 

17. Rath E, Sharfman ZT, Paret M, Amar E, Drexler M, 
Bonin N. Hip arthroscopy protocol: expert opinions 
on post-operative weight bearing and return to 
sports guidelines. J Hip Preserv Surg. 2017 Feb 
23;4(1):60-66. doi: 10.1093/jhps/hnw045. PMID: 
28630722; PMCID: PMC5467404. 

18. Roberts KC, Brox WT. AAOS Clinical Practice 
Guideline: Management of Hip Fractures in the 
Elderly. J Am Acad Orthop Surg. 2015 
Feb;23(2):138-40. doi: 10.5435/JAAOS-D-14-
00433. Erratum in: J Am Acad Orthop Surg. 2015 
Apr;23(4):266. PMID: 25624366. 

19. Raaben M, Redzwan S, Augustine R, Blokhuis TJ. 
COMplex Fracture Orthopedic Rehabilitation 
(COMFORT) - Real-time visual biofeedback on 
weight bearing versus standard training methods in 
the treatment of proximal femur fractures in the 
elderly: study protocol for a multicenter 
randomized controlled trial. Trials. 2018 Apr 

12;19(1):220. doi: 10.1186/s13063-018-2612-9. 
PMID: 29650034; PMCID: PMC5898035. 

20. Stoller I, Babanin A, Baumgartner H, Schröter S, 
Ihle C, Döbele S. Feedback and Analysis System to 
Improve Partial Weight Bearing and Bone Healing 
Following Fractures and Osteotomies of the Lower 
Limb: Technical Note. Acta Chir Orthop Traumatol 
Cech. 2021;88(3):217-221. English. PMID: 
34228618. 

21. Hustedt JW, Blizzard DJ, Baumgaertner MR, Leslie 
MP, Grauer JN. Current advances in training 
orthopaedic patients to comply with partial weight-
bearing instructions. Yale J Biol Med. 2012 
Mar;85(1):119-25. Epub 2012 Mar 29. PMID: 
22461750; PMCID: PMC3313526. 

22. Raaben M, Holtslag HR, Leenen LPH, Augustine 
R, Blokhuis TJ. Real-time visual biofeedback 
during weight bearing improves therapy 
compliance in patients following lower extremity 
fractures. Gait Posture. 2018 Jan;59:206-210. doi: 
10.1016/j.gaitpost.2017.10.022. Epub 2017 Oct 20. 
PMID: 29078134. 

Disclaimer 
All claims expressed in this article are solely those of the 
authors and do not necessarily represent those of their 
affiliated organizations, or those of the publisher, the 
editors and the reviewers. Any product that may be 
evaluated in this article or claim that may be made by its 
manufacturer is not guaranteed or endorsed by the 
publisher. 
 

Submission: October 13, 2023 
Revision received: October 25, 2023 

Accepted for publication: October 25, 2023 

 


	Results

