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Many studies have examined aspects of balance in progressive supranuclear palsy
(PSP), but guidance on the feasibility of standardized objective balance assessments
and balance scales in PSP is lacking. Balance tests commonly used in Parkinson’s
disease often cannot be easily administered or translated to PSP. Here we briefly review
methodology in prior studies of balance in PSP; then we focus on feasibility by presenting
our experience with objective balance assessment in PSP-Richardson syndrome and
PSP-parkinsonism during a crossover rTMS intervention trial. We highlight lessons
learned, safety considerations, and future approaches for objective balance assessment
in PSP.
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INTRODUCTION

Many studies have examined aspects of balance in progressive supranuclear palsy (PSP) (1-12),
but guidance on the feasibility of standardized objective balance assessments in PSP is lacking.
Balance tasks commonly used in Parkinson’s disease (PD) often cannot be administered in or
directly translated to PSP, and the nine subtypes of probable and possible PSP (13) show various
degrees of balance deficits. Here we briefly review methodology in prior studies of balance in
PSP; then we focus on feasibility by presenting our experience with objective balance assessment
in PSP-Richardson syndrome (PSP-RS) and PSP-parkinsonism (PSP-P) during a crossover rTMS
intervention trial.

Clinical Scales for Balance in PSP

Clinical scales are the most common method of balance assessment in PSP. The PSP Rating
Scale (PSPRS) (14) is a general scale addressing PSP symptoms, activities of daily living,
mentation, speech and swallow, eye movements, dexterity, and gait and balance. Out of a
total of 100 scale points, 16 are devoted to gait and balance tasks on exam (arising from
a chair, gait, postural stability, and sitting down). An additional history item asks about
estimated fall frequency if the subject attempts to walk unaided, i.e., with no access to a
walking aid, such as a walker. Because many subjects already require regular walking aid
use at the time of testing, we find that this answer skews to the maximum item score
and is thus less useful for tracking in longitudinal or intervention studies. The PSPRS
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exceeds at capturing the full spectrum of PSP symptoms, but
lacks granularity to objectively investigate changes in balance. For
example, the PSPRS-gait subscore does not correlate with total
sway path on objective posturography (3). The motor section
of the Movement Disorders Society Unified Parkinson’s Disease
Rating Scale (MDS-UPDRS) (15) is often used in studies that
contrast PSP and PD but the MDS-UPDRS is weighted more
heavily for tremor than is needed in PSP, lacks relevant postural
control tasks of standing without using arms and controlled
standing to sitting, and provides a less granular assessment of
postural stability compared to the equivalent pull test task on the
PSPRS. The Balance Evaluation System Test (BESTest) (16) and
its shorter version (Mini-BESTest) (17) target different balance
control systems so that specific rehabilitation approaches can be
applied for different balance deficits. The BESTest was shortened
based on a factor analysis to improve clinical utilization (17). The
Mini-BESTest is a 14-item test scored on a 3-level ordinal scale
assessing 4 aspects of balance: sensory integration, anticipatory
postural adjustments, automatic postural responses, and dynamic
balance during gait. Although both the BESTest and Mini-
BESTest are highly sensitive tests of balance, certain items may be
too difficult to perform in PSP (i.e., the lateral push and release,
standing on foam with eyes closed, etc). For this reason, the
Mini-BESTest has not been consistently applied or validated in
PSP. The Berg balance scale (18), commonly used in stroke and
geriatric balance studies, addresses fourteen easily-implemented
balance tasks, but lacks reactive postural control tasks and uneven
support surface items. It has a ceiling effect (19), and it is not
validated in PSP.

Review of Laboratory Measurement of
Balance in PSP

Various technologies have been used to assess aspects of balance
in PSP. Early studies (2) used the Sensory Organization Test
(SOT) on the Neurocom Balance Manager System (Clackamas,
OR) to assess sensory integration of postural control (20) by
combining a moveable force plate platform with moveable
surrounding walls (for platform and visual sway, respectively).
Static force plate posturography tests sagittal and medio-lateral
sway in PSP (3, 4, 6, 7, 9), and can examine limits of stability
the maximum excursion or lean without taking a step or losing
balance (5, 8). Dynamic force plate posturography records center
of pressure (CoP) shifts after platform perturbations, such as
forward translations and toes-up (backward) tilts, to assess motor
control in PSP (5). Wearable sensors can examine a variety
of movements on normal ground in PSP and overcome the
restrictions of force plates. For example, triaxial accelerometers
have measured gait acceleration and vertical displacement in
PSP (10). Motion analysis systems combine force plates with
patient markers and video tracking to capture a breadth of gait
and balance tasks in PSP (11), including joint kinematics (12),
and have demonstrated high inter-lab reliability (21), but come
with significant drawbacks including high cost, time-consuming
marker placement, lengthy pre-processing to assign each marker
to its corresponding biomechanical model, followed by lengthy
data processing and analysis (22).

OUR EXPERIENCE WITH OBJECTIVE
BALANCE TESTING IN PSP

During our ongoing repetitive cerebellar controlled TMS
crossover trial in PSP (NCT04468932), in which subjects receive
multiple sessions of multi-modal balance testing, we have
learned important lessons about feasibility in PSP. We focus
on probable PSP-RS and PSP-P subtypes (13). We do not yet
have experience with objective balance testing in other variants
of PSP, such as PSP-speech and language. We are sharing our
experience in order to encourage safe practices and facilitate
more objective balance testing in PSP; this is not meant to
be an exhaustive recommendation of procedures. To capture
the known backward postural instability in PSP-RS, we focus
on postural sway in the sagittal plane (see sections Dynamic
Posturography on the Neurocom System and Selected Mini-
BESTest Items, Two-Minute Walk Test, and a 360-Degrees
Turning in Place With Opal Sensors below). We also collect sway
in the medio-lateral plane as it is important for fall prevention,
and we include perturbation tasks to challenge stability (see
sections Dynamic Posturography on the Neurocom System and
Selected Mini-BESTest Items, Two-Minute Walk Test, and a 360-
Degrees Turning in Place With Opal Sensors below). Finally, our
assessment captures straight walking and turning (see section
Selected Mini-BESTest Items, Two-Minute Walk Test, and a 360-
Degrees Turning in Place With Opal Sensors below) for overall
clinical relevance, and because a subset of patients with PSP have
freezing of gait.

Figure 1 shows our comprehensive balance assessment
protocol for PSP: the Sensory Organization Test (SOT) and
Motor Control Test (MCT) with forward platform translation
and toes-up perturbations on a Neurocom Balance Manager
system, anticipatory postural adjustments, reactive postural
control and sensory orientation aspects of the mini-BESTest (17),
a two-minute walk test (23, 24), and a 360-degree turning in
place task (25). The mini-BESTest, two-minute walk, and 360-
degree turning task are all performed while wearing six Opal
inertial measurement sensors (APDM Wearable Technologies,
Portland, OR) (26). We administer two balance quality of life
questionnaires: the Activities-Specific Balance Confidence (ABC)
Scale (27, 28) and Falls Efficacy Scale (FES-I) (29).

Dynamic Posturography on the Neurocom
System

We perform dynamic posturography on the Neurocom system
to quantify sagittal and medio-lateral sway under various sensory
conditions and with platform perturbations. The standard
provided Neurocom output is an equilibrium score during each
test, a sensory analysis score, and a strategy analysis (20). It is
important to note that these outcomes purely rely on the sagittal
sway during the tests, ignoring the medio-lateral sway. However,
it is possible to download the force plate recording during the
SOT tests and calculate both sagittal and medio-lateral COP
excursion in all conditions. We also perform the large forward
translations of the Motor Control Test (MCT). We include a
customized toes-up platform tilting task because we previously
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FIGURE 1 | Our balance assessment in PSP protocol. SOT, Sensory Organization Test; C1, condition one (quiet stance without movement of the force plate or
surround with eyes open); C2, condition two (quiet stance without movement of the force plate or surround with eyes closed); MCT, Motor Control Test; ABC,
Activities-Specific Balance Confidence (ABC) Scale; FES-I, Falls Efficacy Scale-International.

found it differentiated subjects with PSP from PIGD-matched PD
(5). Safety is ensured by a lightweight harness and an assistant for
spotting. Trials are invalidated if subjects shift their feet on the
surface of the force plate.

Feasibility

We learned that the conditions most consistently completed
without foot shifting during the SOT in PSP are conditions
one through three (quiet stance without movement of the force
plate or visual surround with eyes open, quiet stance without
movement of the force plate or visual surround with eyes closed,
and stance with movement of the visual surround with eyes
open). See Figure 2 with representative center of pressure sway
excursions in condition one before and after cerebellar repetitive
TMS compared to sham TMS. The other elements of the SOT
that involve force plate movement with or without eyes closed are
generally challenging in our PSP subjects, though some subjects
have shown individual improvements after our intervention. For
example, 50% of our subjects were able to complete a condition
of the SOT after rTMS that they could not complete without
falls before rTMS, regardless of order of intervention. These
individual improvements were not seen after sham TMS. For this
reason, we suggest at least attempting to complete all aspects
of the SOT, particularly in less impaired individuals. Our PSP

subjects have generally tolerated perturbations with forward
platform translations of the MCT and with toes-up platform
tilts. While they may shift their feet during these perturbations
and invalidate certain trials, a majority of trials are successfully
completed and yield analyzable data. We find that the duration
of posturography testing on the Neurocom system for more
impaired subjects with PSP is 30 min, but the time becomes
considerably shorter for less impaired subjects who are able to
transfer in and out of the machine more efficiently.

Lessons Learned

1. Eye mask. It is necessary to use a comfortable eye mask to
blindfold subjects for the eyes-closed portions of assessment,
since abnormal eyelid function (caused by conditions such as
apraxia of eyelid closing) can impair consistent eye closure in
PSP. Subjects may not be able to close their eyes on command.

2. Standardized foot placement is essential. We recommend
marking optimized foot placement on the force plate with
tape. Geriatric neurological subjects may have concomitant
chronic orthopedic issues (such as foot eversion) that prevent
perfect alignment, so consistency during and between testing
sessions is the goal.

3. Ensure subjects are consistently tested without footwear
or socks, and either exclude or account for significant
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Before Before

FIGURE 2 | Representative center of pressure sway excursions in quiet stance
without movement of the force plate or surround (condition one of the Sensory
Organization Test) before and after cerebellar repetitive TMS compared to
sham TMS. rTMS, repetitive transcranial magnetic stimulation; CoP, center of
pressure; AP, anterior-posterior; ML, medio-lateral; C1, condition one.

lower extremity proprioceptive deficits, such as loss of
toe proprioception on neurological examination, in the
study design.

4. Ensure that safety harness straps have some slack. Subjects
with PSP often lean forward during testing to compensate
for their backward postural instability. When leaning they
may place sufficient tension on the harness straps to
provide sensory input and mechanical support that invalidates
posturography results.

5. Spotting during balance testing and assistance entering and
exiting the Neurocom are essential for safety; the safety
harness is necessary, but not sufficient. While the harness
prevents full falls, subjects with PSP risk injuring themselves
on the walls of the Neurocom during perturbations. Subjects
often need assistance stepping into and out of the machine.

6. Clearly marking “falls” or foot shifting that invalidate trials in
the study case report form assists in data analysis.

Selected Mini-Bestest Items, Two-Minute
Walk Test, and a 360-Degrees Turning in
Place With Opal Sensors

Compared to posturography confined to the Neurocom machine,
these tests are more representative of real-life challenges to
static and dynamic balance. For this mobile testing we equip
patients with six lightweight Opal sensors (APDM Wearable
Technologies, Portland, OR) (26) (one on each wrist, one on
each ankle, one on the chest and one over the lumbar area
with Velcro straps). The inertial sensors combine accelerometer,
gyroscope, and magnetometer technology along three axes. We
then “instrument” the mini-BESTest by performing it while
subjects wear the mobile sensors. The full mini-BESTest is a
fourteen-task scale addressing anticipatory postural adjustments,
reactive postural control, sensory orientation, and dynamic gait.
We perform portions of the mini-BESTest with Opal sensors in
PSP as noted in the Feasibility section below. Then, in the 2-
min unassisted walk, subjects walk uninterrupted with mobile
sensors back and forth down a hallway. Spatio-temporal gait

characteristics, such as stride length, gait speed, angle of the
foot at heel-strike, and upper body arm swing and trunk angle
while walking are calculated from the 2-minute walk test (26,
30). Both average and variability are reported. For the separate
instrumented 360 degrees turning in place task, subjects are
instructed to turn in place for a total of 1 min, 360 degrees to the
right, then 360 degrees to the left (and so on) at a comfortable
speed (25). This turning protocol elicits potential freezing of gait
in a controlled manner.

Feasibility

Thus, far in six subjects with PSP (each with multiple testing
sessions), we find that subjects diagnosed with probable PSP-RS
or PSP-P are unable to complete all portions of the mini-BESTest
without adjustments that invalidate results. We suggest limiting
mini-BESTest tasks to the following: sit-to-stand, rise to toes,
stand on one leg, compensatory stepping correction backward,
stance with eyes open on a firm surface, and stance with eyes
closed on a firm surface. All six tasks will not be feasible in all
patients, but all are worth attempting. In our experience, even
with two highly trained assistants per subject for safety spotting,
the following mini-BESTest tasks are generally not feasible and
may be eliminated: compensatory stepping correction forward,
compensatory stepping correction lateral, stance with eyes closed
on a foam surface, and stance with eyes closed on an incline.
We have been surprised that compensatory stepping correction
backward is more feasible than compensatory stepping forward
in PSP, but this mainly relates to reluctance of subjects to
sufficiently transfer their weight to the examiner at the beginning
of the forward compensatory stepping task, invalidating any
results. We find the dynamic gait portion of the mini-BESTest,
which includes items such as straight walking with head version,
too difficult in PSP; instead, we recommend incorporating
mobile sensor testing into separate 2-min unassisted walking
and 360 degree turn tasks to obtain quantitative spatio-temporal
parameters of gait and turning. The average duration to complete
the instrumented mini-BESTest items, the 360 degrees turning in
place task, and the 2-min walk test is 45 min.

Lessons Learned

1. We modified instructions for selected tests of the mini-
BESTest to account for the wider base of balance often
necessary in PSP, even in less advanced subjects. For example,
during the eyes open standing on a firm surface test we use
a template to maintain a consistent distance between the
feet at different sessions, as opposed to a variable patient-
selected stance width. The original mini-BESTest instructions
of standing with feet nearly touching is often not feasible in
this population. We first try standing with eyes open using a
template between the feet. If subjects are able to complete this
task, we then add the more challenging task of standing on a
firm surface with eyes closed and feet together.

2. Consistency in subject testing with shoes and socks off is
important for validity.

3. Two spotters are often required for all mobile sensor testing in
order to safely push most subjects to the limits of their balance
capabilities. A gait belt is required.
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4. Monitor for impulsivity during the unassisted gait test. Certain
patients with PSP may walk quickly and precariously with a
high initial acceleration (10). We caution subjects to “walk
at your normal pace; you do not have to rush,” rather than
instructing them to walk as quickly as they can. We are more
interested in quality metrics such as gait variability than total
distance covered.

5. During unassisted gait, some subjects with PSP may move
their head more than a healthy age matched control in an
to attempt to overcome their oculomotor deficits and visually
scan their surroundings. This can distract subjects from the
task. If this behavior occurs, we gently correct and remind
subjects to keep looking straight ahead during the gait testing.

Patient-Rated Balance Questionnaires

We collect the Activities-Specific Balance Confidence (ABC)
Scale (27, 28) and Falls Efficacy Scale-International (FES-I) (29)
questionnaires from both the subject and caregiver. We have not
seen improvement in either the ABC or FES-I that corresponds
to static posturography improvements. This could either mean
that static postural tasks do not capture clinically relevant
and dynamic balance skills, or that questionnaires are not
sensitive enough to detect objective instrumented improvements
that would continue to improve with a longer intervention or
training. Future longitudinal studies are needed.

Lessons Learned

1. We find that subjects may overestimate their balance abilities,
particularly in intervention trials, so it is important to
separately collect the caregiver perspective.

2. ABC and FES-I scales are scored in opposite directions, such
that a 100% on the ABC represents total confidence in one’s
balance abilities, while a high score on the FES-I represents
low confidence that one could do various activities without
falling. Due to executive dysfunction and perseveration in PSP
(31), certain subjects become confused and report answers
that are the opposite of their intended answers. It is important
to remind subjects of the instructions, to consider using only
one scale, or to separate administration of the scales with other
study tasks.

3. The average time for caregivers to complete the ABC and
FES-I scale is 10 min. The subjects themselves may take up
to 20 min to complete the scales with examiner assistance
due to (1) bradyphrenia and (2) speech impairments that
require them to repeat themselves or to point to answers
for interpretability.

General Safety Considerations and Patient
Comfort

Consideration of fall prevention at every point of contact in
studies of PSP is paramount. The study team must consider fall
prevention during patient transport to and from their vehicle,
while navigating large research facilities, during bathroom
breaks, in the MRI suite, etc. As caregivers know, this is not a
trivial task. We recommend transporting patients in a wheelchair
to and from their vehicle as well as while navigating the research
facility. Normalizing wheelchair transport as a standard study

procedure improves safety and prevents excessive subject fatigue,
an important benefit because fatigue may confound balance
testing results. It is important to be mindful to test subjects
at consistent times of the day to minimize confounding affects
related to alertness level. Because a subset of subjects with PSP
may be on levodopa, ensuring consistent assessment times related
to medication administration times is essential, especially since
levodopa can increase postural sway (32). During testing and
transport we recommend constant use of a lightweight gait belt
without metal parts. In the case of a study with a MR imaging
component, gait belts without metal fasteners can safely enter
the MR suite without last minute awkward reconfigurations. It
is imperative that MR technicians be trained in fall risk in PSP,
and it is additionally recommended that research assistants are
present in the MR suite and available to assist the MR tech with
patient transfer in and out of the scanner. Regarding patient
comfort during testing, we find that most patients prefer on-
ground testing with mobile sensors and two spotters to being in
the Neurocom with a harness and one spotter.

FUTURE DIRECTIONS

Alternative methodologies may better target balance deficits
in PSP in the future. Dynamic posturography will benefit
from force plates with seated testing capabilities, such as the
Hunova system (Movendo Technologies, https://www.movendo.
technology/en/) (33, 34). Seated assessment will be especially
beneficial for more advanced subjects and for sit-to-stand
training. The ZeroG Gait and Balance system (Aretech llc,
https://www.aretechllc.com/) is a dynamic body-weight support
system that has the potential to increase the safety of targeted
rehabilitation programs for postural instability in PSP. Video
motion analysis systems capture a breadth of movement
tasks with high reliability (21), but we believe that inertial
sensors and marker-less technologies reduce data processing
time systems with similar accuracy and without the need for
trained personnel for pre-processing (22). Turning is especially
difficult to measure in video motion analysis systems because
markers can become obstructed during transitions unless special
measures are implemented (22). Intricate lab-based video
motion analysis systems will not transition as easily as mobile
sensors to home based or telehealth assessments in future
clinical trials.

CONCLUSION

Balance testing in PSP is quickly moving beyond scale-based
ratings to more objective assessments. Objective assessments
in PSP should ideally capture multiple aspects of balance,
including static balance, gait, turning, joint kinematics, and
cognitive aspects of mobility. Safety can be ensured by consistent
implementation of careful protocols by trained teams of
neurologists, PTs, and study personnel familiar with PSP. Data
integrity in future multi-center trials of balance in PSP will
depend on consistent methodologies and patient instructions.
Future studies are needed to examine balance deficits in the

Frontiers in Neurology | www.frontiersin.org

January 2022 | Volume 13 | Article 801291


https://www.movendo.technology/en/
https://www.movendo.technology/en/
https://www.aretechllc.com/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

Dale et al.

Balance Assessment in PSP

less common subtypes of PSP, and recruitment in early PSP
is essential.

DATA AVAILABILITY STATEMENT

The raw data supporting the conclusions of this article will be
made available by the authors, without undue reservation.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Oregon Health and Science University. The
patients/participants provided their written informed consent to
participate in this study.

AUTHOR CONTRIBUTIONS

MD: conception, data gathering, and writing. AP, GH, and GM:
data gathering and reviewing. MM: organization, writing, and
reviewing. All authors contributed to the article and approved the
submitted version.

REFERENCES

1. Liao K, Wagner J, Joshi A, Estrovich I, Walker ME, Strupp M, et al. Why do
patients with PSP fall? Evi- dence for abnormal otolith responses. Neurology.
(2008) 70:802-9. doi: 10.1212/01.wnl.0000304134.33380.1e

2. Ondo W, Warrior D, Overby A, Calmes J, Hendersen N, Olson S, et al.
Computerized posturography analysis of progressive supranuclear palsy: a
case-control comparison with Parkinson’s disease and healthy controls. Arch
Neurol. (2000) 57:1464-9. doi: 10.1001/archneur.57.10.1464

3. Zwergal A. la Fougere C, Lorenzl S, Rominger A, Xiong G, Deutschenbaur L.
Postural imbalance and falls in PSP correlate with functional pathology of the
thalamus. Neurology. (2011) 77:101-9. doi: 10.1212/WNL.0b013e318223c79d

4. Panyakaew P, Anan C, Bhidayasiri R. Posturographic abnormalities
in ambulatory  atypical  parkinsonian differentiating
characteristics. ~ Parkinsonism  Relat (2019) 66:94—
9. doi: 10.1016/j.parkreldis.2019.07.016

5. Dale ML, Horak FB, Wright WG, Schoneburg BM, Nutt JG, Mancini M.
Impaired perception of surface tilt in progressive supranuclear palsy. PLoS
ONE. (2017) 12:e0173351. doi: 10.1371/journal.pone.0173351

6. Dale ML, DeVries WH, Mancini M, George MS. Cerebellar rTMS for motor
control in progressive supranuclear palsy. Brain Stimul. (2019) 12:1588-
91. doi: 10.1016/j.brs.2019.07.017

7. Pilotto A, Rizzetti MC, Lombardi A, Hansen C, Biggi M,
Verzeroli G, et al. Cerebellar rTMS in PSP: a double-blind sham-
controlled study using mobile health technology. Cerebellum. (2021)
20:662-6. doi: 10.1101/2020.11.09.20226068

8. Ganesan M, Pasha SA, Pal PK, Yadav R, Gupta A. Direction
specific preserved limits of stability in early progressive supranuclear
palsy: a dynamic posturographic study. Gait Posture. (2012)
35:625-9. doi: 10.1016/j.gaitpost.2011.12.012

9. Kammermeier S, Maierbeck K, Dietrich L, Plate A, Lorenzl S, Singh A,
et al. Qualitative postural control differences in Idiopathic Parkinson’s Disease
vs. progressive supranuclear palsy with dynamic-on-static platform tilt. Clin
Neurophysiol. (2018) 129:1137-47. doi: 10.1016/j.clinph.2018.03.002

10. Hatanaka N, Sato K, Hishikawa N, Takemoto M, Ohta Y, Yamashita T, et al.
Comparative gait analysis in progressive supranuclear palsy and Parkinson’s
disease. Eur Neurol. (2016) 75:282-9. doi: 10.1159/000445111

11. Amano S, Skinner JW, Lee HK, Stegemoller EL, Hack N,
Akbar U, et al. Discriminating features of gait performance in

disorders:
Disord.

FUNDING

The project described was supported by the National Center
for Advancing Translational Sciences, National Institutes of
Health, through Grant (No. KL2TR002370 to MD). The authors
would also like to acknowledge the support of the NIH NC-
NM4R Pilot Project Grant (No. P2CHDO086844 to MD), the
Collins Medical Trust to MD, and the NIH (No. R01-HD100383
to MM).

ACKNOWLEDGMENTS

The authors acknowledged the support of Dr. Fay B. Horak, a
co-PI on NIH R01-HD100383.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fneur.
2022.801291/full#supplementary-material

progressive supranuclear palsy. Parkinsonism Relat Disord. (2015)
21:888-93. doi: 10.1016/j.parkreldis.2015.05.017

12. Ali F Loushin SR, Botha H, Josephs KA, Whitwell JL, Kaufman
K. Laboratory based assessment of gait and balance impairment in
patients with progressive supranuclear palsy. ] Neurol Sci. (2021)
429:118054. doi: 10.1016/.jns.2021.118054

13. Hoglinger GU, Respondek G, Stamelou M, Kassubek J, del Ser T, Boxer AL,
et al. Movement disorder society-endorsed psp study group. clinical diagnosis
of progressive supranuclear palsy: the movement disorder society criteria.
Mov Disord. (2017) 32:853-64. doi: 10.1002/mds.26973

14. Golbe LI, Ohman-Strickland PA. A clinical
progressive  supranuclear  palsy. (2007)
65. doi: 10.1093/brain/awm032

15. Goetz CG, Tilley BC, Shaftman SR, Stebbins GT, Fahn S, Martinez-Martin P,
et al. Movement disorder society-sponsored revision of the unified Parkinson’s
disease rating scale (MDS-UPDRS): scale presentation and clinimetric testing
results. Mov Disord. (2008) 23:212902170. doi: 10.1002/mds.22340

16. Horak FB, Wrisley DM, Frank J. The Balance Evaluation Systems Test
(BESTest) to differentiate balance deficits. Phys Ther. (2009) 89:484-
98. doi: 10.2522/ptj.20080071

17. Franchignoni F, Horak F Godi M, Nardone A, Giordano A. Using
psychometric techniques to improve the Balance Evaluation Systems Test: the
mini-BESTest. ] Rehabil Med. (2010) 42:323-31. doi: 10.2340/16501977-0537

18. Berg K., Wood-Dauphine S., Williams J., Gayton D. Measuring balance in the
elderly: preliminary development of an instrument. Physiother Can. (1989)
41:304-11. doi: 10.3138/ptc.41.6.304

19. King LA, Priest KC, Salarian A, Pierce D, Horak FB. Comparing
the mini-BESTest with the Berg balance scale to
balance disorders in Parkinsons disease. Parkinsons Dis.
2012:375419. doi: 10.1155/2012/375419

20. Chaudhry H, Findley T, Quigley KS, Bukiet B, Ji Z, Sims T, Maney
M. Measures of postural stability. J Rehabil Res Dev. (2004) 41:713-
20. doi: 10.1682/JRRD.2003.09.0140

21. Kaufman K, Miller E, Kingsbury T, Russell Esposito E, Wolf E, Wilken J, et al.
Reliability of 3D gait data across multiple laboratories. Gait Posture. (2016)
49:375-81. doi: 10.1016/j.gaitpost.2016.07.075

22. Della Croce U., Cereatti A., Mancini M. Gait parameters estimated using
inertial measurement units. In: Miiller B, Wolf S, editors. Handbook of Human
Motion. Cham: Springer (2018). pp. 245-65.

rating scale for

Brain. 130(Pt  6):1552—

evaluate
(2012)

Frontiers in Neurology | www.frontiersin.org

January 2022 | Volume 13 | Article 801291


https://www.frontiersin.org/articles/10.3389/fneur.2022.801291/full#supplementary-material
https://doi.org/10.1212/01.wnl.0000304134.33380.1e
https://doi.org/10.1001/archneur.57.10.1464
https://doi.org/10.1212/WNL.0b013e318223c79d
https://doi.org/10.1016/j.parkreldis.2019.07.016
https://doi.org/10.1371/journal.pone.0173351
https://doi.org/10.1016/j.brs.2019.07.017
https://doi.org/10.1101/2020.11.09.20226068
https://doi.org/10.1016/j.gaitpost.2011.12.012
https://doi.org/10.1016/j.clinph.2018.03.002
https://doi.org/10.1159/000445111
https://doi.org/10.1016/j.parkreldis.2015.05.017
https://doi.org/10.1016/j.jns.2021.118054
https://doi.org/10.1002/mds.26973
https://doi.org/10.1093/brain/awm032
https://doi.org/10.1002/mds.22340
https://doi.org/10.2522/ptj.20080071
https://doi.org/10.2340/16501977-0537
https://doi.org/10.3138/ptc.41.6.304
https://doi.org/10.1155/2012/375419
https://doi.org/10.1682/JRRD.2003.09.0140
https://doi.org/10.1016/j.gaitpost.2016.07.075
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

Dale et al.

Balance Assessment in PSP

23.

24.

25.

26.

27.

28.

29.

30.

31.

Bohannon RW, Wang YC, Gershon RC. Two-Minute Walk Test
(2MWT) performance by adults 18-85 years: normative values,
reliability and responsiveness. Arch Phys Med Rehabil. (2014) 96:
472-7. doi: 10.1016/j.apmr.2014.10.006

Bloem BR, Marinus J, Almeida Q, Dibble L, Nieuwboer A, Post
B, et al. Movement disorders society rating scales committee.
measurement instruments to assess posture, gait, and balance in

parkinson’s disease: critique and recommendations. Mov Disord. (2016)
31:1342-55. doi: 10.1002/mds.26572

Mancini M, Smulders K, Cohen RG, Horak FB, Giladi N, Nutt JG. The clinical
significance of freezing while turning in Parkinson’s disease. Neuroscience.
(2017) 343:222-8. doi: 10.1016/j.neuroscience.2016.11.045

Hasegawa N, Shah VV, Carlson-Kuhta P, Nutt JG, Horak FB, Mancini M. How
to select balance measures sensitive to parkinson’s disease from body-worn
inertial sensors-separating the trees from the forest. Sensors (Basel). (2019)
19:3320. doi: 10.3390/5s19153320
Powell LE, Myers AM. The
(ABC) scale. J Gerontol A Biol Sci
34. doi: 10.1093/gerona/50A.1.M28

Myers AM, Fletcher PC, Myers AH, Sherk W. Discriminative and evaluative
properties of the activities-specific balance confidence (ABC) scale. ] Gerontol
A Biol Sci Med Sci. (1998) 53:M287-94. doi: 10.1093/gerona/53A.4.M287
Yardley L, Beyer N, Hauer K, Kempen G, Piot-Ziegler C, Todd C.
Development and initial validation of the Falls Efficacy Scale-International
(FES-I). Age Ageing. (2005) 34:614-9. doi: 10.1093/ageing/afi196

Morris R, Stuart S, McBarron G, Fino PC, Mancini M, Curtze C.
Validity of Mobility Lab (version 2) for gait assessment in young
adults, older adults and Parkinson’s disease. Physiol Meas. (2019)
40:095003. doi: 10.1088/1361-6579/ab4023

Gerstenecker A, Mast B, Duff K, Ferman TJ, Litvan I. ENGENE-PSP
Study Group. Executive dysfunction is the primary cognitive impairment
in progressive supranuclear palsy. Arch Clin Neuropsychol. (2013) 28:104-
13. doi: 10.1093/arclin/acs098

balance confidence
(1995) 50A:M28—

Activities-specific
Med  Sci.

32. Curtze C, Nutt JG, Carlson-Kuhta P, Mancini M, Horak FB. Levodopa is a
double-edged sword for balance and gait in people with Parkinson’s disease.
Mov Disord. (2015) 30:1361-70. doi: 10.1002/mds.26269

33. Cella A, De Luca A, Squeri V, Parodi S, Puntoni M, Vallone F, et al. Robotic
balance assessment in community-dwelling older people with different grades
of impairment of physical performance. Aging Clin Exp Res. (2020) 32:491-
503. doi: 10.1007/s40520-019-01395-0

34. Cella A, De Luca A, Squeri V, Parodi S, Vallone F Giorgeschi A, et al.
Development and validation of a robotic multifactorial fall-risk predictive
model: a one-year prospective study in community-dwelling older adults.
PL0oS ONE. (2020) 15:€0234904. doi: 10.1371/journal.pone.0234904

Author Disclaimer: The content is solely the responsibility of the authors and does
not necessarily represent the official views of the NIH.

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: 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.

Copyright © 2022 Dale, Prewitt, Harker, McBarron and Mancini. This is an open-
access article distributed under the terms of the Creative Commons Attribution
License (CC BY). The use, distribution or reproduction in other forums is permitted,
provided the original author(s) and the copyright owner(s) are credited and that the
original publication in this journal is cited, in accordance with accepted academic
practice. No use, distribution or reproduction is permitted which does not comply
with these terms.

Frontiers in Neurology | www.frontiersin.org

January 2022 | Volume 13 | Article 801291


https://doi.org/10.1016/j.apmr.2014.10.006
https://doi.org/10.1002/mds.26572
https://doi.org/10.1016/j.neuroscience.2016.11.045
https://doi.org/10.3390/s19153320
https://doi.org/10.1093/gerona/50A.1.M28
https://doi.org/10.1093/gerona/53A.4.M287
https://doi.org/10.1093/ageing/afi196
https://doi.org/10.1088/1361-6579/ab4023
https://doi.org/10.1093/arclin/acs098
https://doi.org/10.1002/mds.26269
https://doi.org/10.1007/s40520-019-01395-0
https://doi.org/10.1371/journal.pone.0234904
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/neurology
https://www.frontiersin.org
https://www.frontiersin.org/journals/neurology#articles

	Perspective: Balance Assessments in Progressive Supranuclear Palsy: Lessons Learned
	Introduction
	Clinical Scales for Balance in PSP
	Review of Laboratory Measurement of Balance in PSP

	Our Experience With Objective Balance Testing in PSP
	Dynamic Posturography on the Neurocom System
	Feasibility
	Lessons Learned

	Selected Mini-Bestest Items, Two-Minute Walk Test, and a 360-Degrees Turning in Place With Opal Sensors
	Feasibility
	Lessons Learned

	Patient-Rated Balance Questionnaires
	Lessons Learned

	General Safety Considerations and Patient Comfort

	Future Directions
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References


