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In this study, we developed a novel robotic system with a muscle-to-muscle interface to enhance rehabilitation of post-stroke patients. The developed robotic rehabilitation system was designed to provide patients with stage appropriate physical rehabilitation exercise and muscular stimulation. Unlike the position-based control of conventional bimanual robotic therapies, the developed system stimulates the activities of the target muscles, as well as the joint movements of the paretic limb. The robot-assisted motion and the electrical stimulation on the muscles of the paretic side are controlled by on-line comparison of the motion and the muscle activities between the paretic and unaffected sides. With the developed system, the rehabilitation exercise can be customized and modulated depending on the patient’s stage of motor recovery after stroke. The system can be operated in three different modes allowing both passive and active exercises. The effectiveness of the developed system was verified with healthy human subjects, where the subjects were paired to serve as the unaffected side and the paretic side of a hemiplegic patient.
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INTRODUCTION

A large number of patients suffer from lower limb hemiplegia after experiencing a stroke. Post-stroke hemiplegic patients have impaired gait pattern and must undergo rehabilitation exercises to restore their normal gait pattern. Intensive rehabilitation exercises must be conducted within a golden period, between 3 and 6 months following the stroke within which most functional restoration takes place. However, rehabilitation processes often do not begin in a timely manner due to the limited number of therapists available to conduct the exercises. The process of rehabilitation requires significant time and effort for the therapists and therefore the number and duration of rehabilitation sessions hardly meet the demand. It is crucial that this problem be addressed as studies have indicated that increasing the amount of physiotherapy has a positive effect on functional recovery (Kwakkel et al., 2008; Huang and Krakauer, 2009; Kollen et al., 2009; Kwakkel, 2009; Marchal-Crespo and Reinkensmeyer, 2009).

In order to reduce the therapists’ workload and thus increase the patients’ accessibility of rehabilitation sessions, multiple kinds of robotic rehabilitation systems have been developed. However, some studies have raised concerns regarding robot-assisted rehabilitation systems due to the patient’s passivity in conducting the exercise (Israel et al., 2006; Hornby et al., 2008; Hidler et al., 2009). The degree of functional recovery during rehabilitation depends on the level of task difficulty and the amount of exercise actively conducted by the patient. In order to maximize the efficacy of rehabilitation exercises and thus functional recovery, patients must actively contract their appropriate muscles rather than passively depend on the robot to conduct the pre-programed motions (Hornby et al., 2008; Hidler et al., 2009). Studies have shown that low patient involvement and ease of exercise compromise the speed and outcome of functional recovery (Israel et al., 2006). Leaving the patient idle during the rehabilitation exercise risks wasting the golden period. In order to effectively make use of the golden period, patient involvement in the rehabilitation exercise must be maximized in a timely manner. Passive and active rehabilitation methods should be selected depending on the patient’s recovery phases. In the early stage of rehabilitation, the passive exercise is essential to provide the reference trajectories of the motion to patients in order to improve the movability and to reduce muscle atrophy (Jamwal et al., 2014). After recovering a certain degree of muscle strength, the active exercise is necessary to encourage voluntary muscle activation by the patient.

There are three types of control modes that are commonly used for robot-assisted rehabilitation: passive mode, active assist mode, and active resist mode (Marchal-Crespo and Reinkensmeyer, 2009; Pittaccio and Viscuso, 2011). In the passive mode, the patient solely depends on the robot movements that follow the reference trajectories generated by using a position-based trajectory tracking control method (Emken et al., 2008; Beyl et al., 2009; Vallery et al., 2009; Duschau-Wicke et al., 2010; Saglia et al., 2012; Hussain et al., 2013b; Jamwal et al., 2014). The reference trajectories are generated from the movements of the unaffected limb as in bimanual rehabilitation (Lum et al., 2004). Bimanual rehabilitation is a treatment method, in which the patient moves both paretic and unaffected limbs simultaneously. It has been reported that training both limbs in identical motion aids recovery by coupling symmetric proprioceptive feedback in both sides of the ipsilateral corticospinal pathway (Wolf et al., 1989; Burgar et al., 2000). In the active assist mode, the robot provides partial assistance to the patients who recovered muscle strength to produce a voluntary motion. The active resist mode is used to help strengthen the muscle forces of the patients by performing the exercise against a resistive force exerted by the robot (Poli et al., 2013). A number of rehabilitation robots employ the well-known impedance control strategy for the active assist mode and the active resist mode to encourage active participation of the patient and to adjust the dynamic relationship between robot position and contact force (Emken and Reinkensmeyer, 2005; Agrawal et al., 2007; Veneman et al., 2007; Wolbrecht et al., 2008; Roy et al., 2009; Duschau-Wicke et al., 2010; Hussain et al., 2013a; Koopman et al., 2013). In active operation modes with impedance control, it is difficult to stimulate and control the contraction of the specific target muscles that are necessary to generate the movement. In their meta-analyses for the effects of robot-assisted rehabilitation, Veerbeek et al. (2017) reported that robot-assisted rehabilitation can improve motor control ability and muscle strength in the paretic side, while the improvement does not appear significant. This issue may be alleviated with the aid of functional electrical stimulation (FES) that delivers low intensity electrical stimulation to a specific nerve or muscle to induce muscle contraction artificially. FES is known to be beneficial for improving motor ability and inducing changes in motor cortex excitability and functional cortical reorganization (Maffiuletti et al., 2011; Popović, 2014).

In this study, we aim to develop a robot-assisted rehabilitation system combined with the application of FES on the muscles in the lower limb to enhance the recovery process for hemiplegic stroke patients. Several studies have attempted to provide robotic rehabilitation therapies by using hybrid robotic rehabilitation systems (HRRS), where FES is applied in addition to volitional muscle contraction in order to induce further muscle contraction and thus muscle forces (Langzam et al., 2006a, b; Bulea et al., 2013; Chen et al., 2013). In those studies, the intensity of FES is controlled either by predefined stimulation pattern (Bulea et al., 2013) or by feedback control (Chen et al., 2013), which takes into account of the states of the paretic side only. The robotic system developed in this study employs electromyography (EMG) biofeedback signals from both unaffected and paretic sides to control the motion and muscle activities of the paretic limb. Unlike the position-based control of conventional bimanual robotic therapies, this feature aims to exploit the functional bimanual synergies at the level of muscle activities, as well as at the level of joint movements.

The HRRS developed in this study provides the patient with the passive and active exercises. During the passive exercise, a one-DOF rehabilitation orthosis for knee movement is controlled by a proportional-derivative (PD) controller to provide isokinetic exercise for the paretic leg. The desired position of the paretic leg is set to be the position of the unaffected leg, while the desired velocity is set constant. During the active exercise, both the orthosis motion and the FES intensity on the paretic side are controlled. The orthosis is controlled by admittance controller to generate a target interaction force between the orthosis and the paretic leg. FES applied to the paretic leg is modulated to generate appropriate muscle contraction to follow the knee joint motion of the unaffected leg. FES intensity is controlled by comparing the muscle activities of the paretic and unaffected legs. EMG is measured from Rectus Femoris (RF) – one of the knee extensor muscles. The measured EMG signals from both paretic and unaffected sides are processed and compared to modulate the FES intensity to induce the muscle activity for the RF on the paretic side close to that on the unaffected side. The passive and active operation modes can be selected depending on the patient’s stage of motor recovery after stroke. It was reported that the functional restoration of knee extensor muscles, such as RF, plays an important role in regulating comfort and gait speed of hemiplegic patients (Hsu et al., 2003).

This paper is organized as follows: section “Materials and Methods” describes the developed rehabilitation system. Section “Experiments and Results” explains the experimental setup and shows performance evaluation of the developed rehabilitation system. Section “Conclusion” summarizes the major points of the system performance and concludes the study.



MATERIALS AND METHODS


System Overview

The HRRS developed in this study consists of four major components: an exoskeleton robot (ATO, KIST, Seoul, South Korea), sEMG sensors with wireless transmission devices (Trigno Lab, Delsys Inc., United States), a FES device (Rehastim, Hasomed GmbH, Germany), and a self-designed knee angle measurement device.

ATO system developed in the previous study (Lee et al., 2013) is an exoskeleton-type robotic orthosis for one-DOF sagittal knee motion (extension-flexion). The patient’s leg is attached to ATO system by a brace at the calf. As shown in Figure 1, the joint angle θ is defined 0° when the patient’s knee is fully extended along with ATO (Figure 1A). While ATO moves in the direction of knee flexion, the joint angle θ is increased as depicted from Figures 1A–D. For actuation of the joint angle θ ranging from 0° (Figure 1A) to 90° (Figure 1D), a linear actuator equipped with a ball screw and a BLDC motor (Maxon EC-4pole 200W) is implemented (see Figure 2A). The linear actuator changes the length x in Figure 2A, which results in joint angle (θ) regulation. The load cell equipped at the brace measures the interaction force between the patient’s leg and ATO (see Figure 2B). The patient’s leg is strapped tightly to the brace so that the load cell can measure both tensile and compressive interaction forces. The muscle force including volitional portion and FES induced portion is observed by the measured interaction force. For instance, observation of large tensile interaction force means the patient generates the large muscle force in the direction of knee extension. As another example, observation of compressive interaction force same as leg weight means the patient fully relies on ATO and does not generate any muscle force. The measured interaction force is also used to control the sagittal knee motion of ATO through admittance control (see section “Active Assist Mode” and section “Active Resist Mode”).
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FIGURE 1. The joint angle (θ) configuration of ATO: (A) θ = 0° when ATO is in the position of full knee extension, (B–D) increasing of θ to the 90° while ATO operating in clockwise by changing the linear length of x.
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FIGURE 2. Actuator and sensor in ATO system: (A) Linear actuator with a ball screw and a BLDC motor, (B) load cell to measure interaction force between the paretic leg and ATO.


As illustrated in Figure 3, the developed system employs two types of interfaces between the unaffected and paretic sides of the patient: muscle-to-muscle Interface and motion-to-motion Interface. The muscle-to-muscle Interface, described in Figure 3A, modulates the amplitude of FES on the paretic leg based on the difference in the readings from sEMG sensors on the unaffected and paretic legs. The motion-to-motion Interface, described in Figure 3B, controls the sagittal knee motion of ATO and thus guides the knee joint motion of the paretic side based on the knee joint motion of the unaffected side and the interaction force between ATO and the paretic leg. The knee joint motion of the unaffected side was measured by the self-designed knee angle measurement device consisting of a hard-type commercial knee brace and a goniometer. The goniometer was attached on the side of hard-type commercial knee brace to measure the knee motion.
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FIGURE 3. Interfaces between unaffected and paretic legs: (A) Muscle-to-Muscle Interface and (B) Motion-to-Motion Interface.



Muscle-to-Muscle Interface

The muscle-to-muscle interface compares the EMG data from the RF on the paretic and unaffected legs to adjust the amplitude of FES applied on the paretic leg. The EMG records electrical activity in a muscle, which reflects degree of muscle activation. The EMG data from the RF on the paretic and unaffected legs are measured and processed. Based on the difference between the two processed EMG readings, the intensity of FES is modulated and applied to the RF on the paretic leg. Through FES, the patients can train to learn their appropriate amount and timing of muscle activation of the RF on the paretic leg.

Since the raw EMG readings from different muscles show different characteristics in amplitude and frequency, it is difficult to compare the raw EMG signals without preprocessing (De Luca, 1997). Moreover, the EMG data from the paretic side contains stimulus artifacts induced by FES. In this study, the EMG signals are processed using filtering, feature extraction, and normalization techniques. The filter was designed using a combination of a blanking window and a comb filter. The blanking window is used for the EMG signal from the paretic side to nullify stimulation artifacts from the first 25 ms of the FES pulse (Frigo et al., 2000). After applying the blanking window, the comb filter removes harmonic artifacts and thus isolates the volitional component of the EMG signal (Frigo et al., 2000). The comb filter is a finite impulse response (FIR) filter and can be expressed as follows:
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In equation (1), x(t) and y(t) are the raw EMG and the filtered EMG at time t. T denotes a time period of FES.

Feature extraction technique is applied on the filtered EMG using waveform length, which is effective for extracting time-domain features including waveform amplitude, frequency, and duration (Phinyomark et al., 2010; Negi et al., 2016; Veer and Sharma, 2016). The waveform length can be expressed as follow:
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In equation (2), x and y are the filtered EMG and the waveform length, respectively. N is a constant related to the number of samples to be used for calculating waveform length. In this paper, N was used for 160.

As a common normalization method, EMG signals are divided by a reference value. The reference value was taken by the maximum EMG value (Halaki and Ginn, 2012). Maximum activation for each subject was obtained beforehand while performing the task under maximum effort.

After the signal is processed according to procedures mentioned above, the difference between the processed EMG signals from RF on the paretic and unaffected legs is calculated. Based on the EMG difference, the amplitude of FES applied on the paretic leg is determined. If the EMG difference is less than 0.01, the FES amplitude is maintained. If the EMG difference is greater than 0.01 and the EMG signal from the RF on the unaffected leg is larger than that from the RF on the paretic leg, the FES amplitude is increased by 2 mA. If the EMG difference is greater than 0.01 and the EMG signal from the RF on the unaffected leg is smaller than that from the RF on the paretic leg, the FES amplitude is decreased by 2mA. Altogether, the FES amplitude is determined as follows:
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In equation (3), EMGunaffected and EMGparetic indicate the processed EMG signals from RF on the unaffected and paretic legs, respectively. In equation (4), FESi is the amplitude of ith FES applied to the RF on the paretic leg.



Motion-to-Motion Interface

The motion-to-motion interface maps the knee joint motion of the unaffected leg to the motion of joint movement of ATO worn on the paretic leg. The motion-to-motion interface can provide the patient with three types of control modes: passive mode, active assist mode, and active resist mode. In the passive mode, the interface conducts robotic motion assistance for the patient incapable of generating volitional muscle contractions. While the joint angle (θ) of ATO is controlled by the knee angle of the unaffected leg, the joint velocity of ATO is kept constant during extension and flexion. This type of isokinetic exercise has been reported to be appropriate in the early phase of rehabilitation (Cabri and Clarys, 1991). Two different active modes, the active assist mode and the active resist mode, are combined with the muscle-to-muscle interface described in section “Muscle-to-Muscle Interface.” The interface provides assistive or resistive forces to the paretic leg using admittance control based on the knee joint motion of the unaffected leg and the interaction force between the paretic leg and ATO.

Figure 4 shows the block diagram of the admittance controller used for the two active modes. First, the target interaction force between the paretic leg and the exoskeleton is calculated based on the difference between the knee joint angles of the unaffected leg and the joint angle of ATO worn on the paretic leg (Figure 4A). The target interaction forces are set differently for the active assist mode and the active resist mode. Detail of setting for the target interaction force in each active mode is described in section “Active Assist Mode” and section “Active Resist Mode.” The difference between the target interaction force and the actual interaction force is calculated. Then, the target joint velocity for PD controller is calculated to reduce the difference between the target and actual interaction force (Figure 4B). The calculation of the target joint velocity has following expressions:
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FIGURE 4. Block diagram of admittance control. (A) Calculation of the desired interaction force and (B) calculation of the desired angular velocity of ATO.


In equation (5), b is a constant coefficient between the force difference (△F) and the target joint velocity ([image: image]). In this paper, b was used for 30. In equation (6), the force difference (△F) is calculated by difference of the target interaction force (IFT) and the actual interaction force (IFC). As the force difference increases, the joint velocity increases in the direction of force difference, which in turn will decrease the interaction force and thus the joint velocity.



Operation Modes

The developed HRRS can operate in three different levels of difficulty by combining the motion-to-motion interface and the muscle-to-muscle interface. Three operation modes in the developed HRRS is named after the three different control modes in the motion-to-motion interface. Depending on the patient’s stage of motor recovery after stroke (Gowland et al., 1993), the operation mode can be adjusted to provide appropriate amount of support and also encourage maximum involvement by the patient.


Passive Mode

In the passive mode, only the motion-to-motion interface is used to provide isokinetic exercise for the paretic leg. Flexion and extension of the paretic leg are commanded by the motion of the unaffected leg through position-based control. The muscle-to-muscle interface is not used in this mode, since the exoskeleton robot produces the movements even without volitional muscle contractions in the paretic leg.



Active Assist Mode

In the active assist mode, both the muscle-to-muscle interface and the motion-to-motion interface are used to assist active exercise for the paretic leg through hybrid muscle activation and robotic assistive force.

With the muscle-to-muscle interface, the FES on the paretic leg is modulated by feedback of the EMG signals from both unaffected and paretic legs. The motion-to-motion interface controls the joint displacement and the joint velocity of ATO based on the knee motion of the unaffected leg and the interaction force between the paretic leg and ATO using admittance control.

In this mode, the patient needs to activate one’s RF for knee extension, while muscle activation of the RF is not necessary during knee flexion. The muscle-to-muscle interface compensates for the deficiency in muscle activation of RF on the paretic leg. The motion-to-motion interface assists the motion of the paretic leg based on admittance control as described in section “Motion-to-Motion Interface.”

Figure 5 plots the target interaction force for admittance control (solid line). The target interaction force is determined based on the gravity compensation force to counterbalance the weight of the paretic leg and ATO worn on the leg (dashed line). In this figure, the compressive force measured by the load cell is positive, while the tensile force is negative. In this mode, the target interaction force during whole knee movement is set to be compressive to assist the paretic leg in the direction of knee extension. The gravity compensation force, G (θ), related to the joint angle, θ (see Figure 1), has following expression:
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FIGURE 5. Target interaction force for the robotic force assistance in the active assist mode.


In equation (5), WLeg and WATO are weights of the paretic leg and the ATO. As shown in the Figure 5, the gravity compensation force, G (θ), increases as the joint angle (θ) changes from 90° (Figure 1D) to 0° (Figure 1A), and it decreases as the joint angle changes from 0° (Figure 1A) to 90° (Figure 1D). From 90° (Figure 1D) to 60° (Figure 1C) during knee extension motion, an assistive force larger than the gravity compensation force is applied so that the paretic leg can start the extension motion without any muscle force. From 60° (Figure 1C) to 0° (Figure 1A) during the rest of knee extension motion, an assistive force equal to the gravity compensation force is applied, and FES is applied to the RF on the paretic leg through the muscle-to-muscle interface in case of muscle activation deficiency in the paretic leg. From 0° (Figure 1A) to 90° (Figure 1D) during knee flexion, half of the gravity compensation force is applied to prevent excessive joint velocity during knee flexion, which may cause knee injury.



Active Resist Mode

In the active resist mode, both the muscle-to-muscle interface and the motion-to-motion interface are used. With the muscle-to-muscle interface, the FES on the paretic leg is controlled by the difference between the EMG signals from the unaffected leg and the paretic leg.

This mode differs from the active assist mode in that the motion-to-motion interface applies resistive force against the direction of hybrid muscle activation.

In this mode, the patient needs to activate the RF on the paretic leg to overcome the robotic resistive force during both knee extension and knee flexion. This kind of resistance exercise is highly effective for hemiplegia patients in re-gaining muscle strength in their lower limbs (Wist et al., 2016).

The muscle-to-muscle interface compensates for the deficiency in muscle activation of the RF on the paretic leg to overcome the resistive force generated by ATO. During knee extension, the hybrid muscle activation serves for concentric contraction of the RF to overcome the load in the direction of knee flexion. During knee flexion, the hybrid muscle activation serves for eccentric contraction of the RF, while ATO constrains the paretic leg to make knee flexion movement.

In this mode, the target interaction force for the motion-to-motion interface is set to be tensile and constant against the contraction of RF on the paretic leg during knee extension and flexion.



EXPERIMENTS AND RESULTS


Experimental Setup

A total of six healthy subjects aged 25 – 32 participated in this study. The developed system was tested five times, each with two subjects. Each time, one subject (Subject A, B, C, D, or E) served as the paretic side of a hemiplegic patient, while the other subject (Subject G) served as the unaffected side (Figure 6). Each pair of subjects performed the exercise with the three operation modes in same order of (1) Passive Mode, (2) Active Assist Mode, and (3) Active Resist Mode. Each pair of subjects performed each operation mode in different 3 days to minimize learning or fatigue effect. Thus, each operation mode was tested five times by five different pairs of subjects in different days.
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FIGURE 6. Experimental setup with two healthy subjects. A written informed consent for the publication was obtained from the individuals in this image. (A) The exoskeleton robot, ATO, (B) the electrodes for the FES, (C) sEMG sensors, and (D) the self-designed knee angle measurement device.


The knee angle measurement device and the sEMG sensor were attached to the subject on the unaffected side. The exoskeleton robot, sEMG sensor and FES electrodes were attached to the subject on the paretic side. The subject on the paretic side was blindfolded to prevent any inadvertent muscle activation caused by observing the movement of the subject on the unaffected side. The maximum amplitude of FES applied on the paretic side was limited to 2mA lower than the pain threshold of each human subject. The range of knee movement for the unaffected side which has the same configuration as the joint angle (θ) of ATO (shown in Figure 1) was limited to 5° to 85° for safety.

In the experiment using the Passive Mode, the subject on the paretic side was instructed to neither generate volitional muscle force nor resist the motion of the exoskeleton robot. This is to imitate the state of post-stroke patients in early stages of motor recovery. The subject on the unaffected side was instructed to firstly carry out the knee extension and then to confirm visually that the subject on the paretic side finished the knee extension prior to conducting knee flexion.

In the experiment using the Active Assist Mode, the subject on the paretic side was instructed to generate volitional muscle force only when FES was applied to the RF. The instruction for the subject on the unaffected side was the same as described in the first experiment using the section “Passive Mode.”

In case of the Active Resist Mode, for knee extension, the subject on the paretic side was instructed to generate volitional muscle force only when FES was applied to the RF. For knee flexion, the subject was instructed to volitionally contract the muscle with or without FES application. For the subject on the unaffected side, additional weight was attached to the leg, so that the subject can generate a muscle force larger than that in other operation modes. During knee extension, the subject was required to produce a larger muscle force (concentric contraction) to overcome the extra weight. Also, the subject on the unaffected side was instructed to perform the knee flexion slowly. Due to the extra weight, the subject was required to maintain the muscle activation of the RF during knee flexion (eccentric contraction).

The experiments involving human subjects were approved by the Institutional Review Board at Korea University in Seoul, South Korea (KUIRB-2019-0061-01).



Comparison of Experimental Results Among the Operation Modes

Figure 7 shows the results from one experimental session in three different operation modes described in section “Operation Modes”: the passive mode (shown in the first column), the active assist mode (shown in the second column), and the active resist mode (shown in the third column).
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FIGURE 7. Experimental results from three operation modes: the passive mode in the first column, the active assist mode in the second column, and the active resist mode in the third column. (A) Knee joint angle, (B) knee joint velocity, (C) normalized EMG, (D) FES amplitude, and (E) interaction force (positive for compression, negative for tension). Shading boxes (1) and (2) indicate the knee extension (from 90° to 0°) and flexion (from 0° to 90°), respectively.



Experiments Using Passive Mode

The first column in Figure 7 shows the results from a pair of subjects in the passive mode. Graphs (A) and (B) plot the knee joint angles and velocities on the paretic side (solid line) and on the unaffected side (dashed line), respectively. Graph (C) plots the normalized EMG measurements from the recti femoris on the paretic side (solid line) and the unaffected side (dotted line). The bold line in Graph (C) indicates the EMG difference, which is calculated by subtracting the normalized EMG of the RF on the paretic side from that on the unaffected side. Graph (E) plots the interaction force measured by the load cell. In Graph (A), the knee joint angle of the paretic side follows that of the unaffected side with a small delay. Graph (B) shows that the joint velocity of the paretic side is kept constant owing to the isokinetic control described in section “Passive Mode,” while the joint velocity of the unaffected side is controlled arbitrarily by the subject on the unaffected side.

As can be seen in Graph (C), the normalized EMG of the RF on the paretic side is nearly zero, which indicates that the RF on the paretic side is not volitionally activated unlike the unaffected side.

In Graph (E), the interaction force is kept compressive (positive sign), since the exoskeleton robot counterbalances the weight of the leg while assisting the motion.

The results show that the passive mode of developed HRRS assisted passive exercises at constant joint velocity without any volitional muscle activation from the subject on the paretic side.



Experiments Using Active Assist Mode

The second column of Figure 7 shows the results from a pair of subjects in the active assist mode. Graph (A) plots the knee joint angles on the paretic side (solid line) and on the unaffected side (dashed line). Graph (C) plots the normalized EMG measurements from the recti femoris on the paretic side (solid line) and the unaffected side (dotted line). The bold line in graph (C) indicates the EMG difference. Graph (D) plots the amplitude of FES applied to the RF on the paretic side, which is modulated based on the EMG difference, as described in section “Muscle-to-Muscle Interface.” Graph (E) plots the interaction force measured by the load cell. Graph (A) shows that the knee joint angle of the paretic side follows that of the unaffected side with a considerable time delay. The time delay mainly results from the mechanism of the admittance controller, which tracks the target interaction force rather than the target joint angle. During knee extension [shaded box (1)] from 60° (see Figure 1C) to 0° (see Figure 1A), additional muscle force is required to reach full extension (joint angle 0° depicted in Figure 1A), since only the gravitational force is compensated by the exoskeleton robot. As can be seen in the Figure 7 [marked by the arrow in graph (A)], the leg motion stops and waits until additional muscle force is provided by FES.

During knee extension [shaded box (1)], the RF on the unaffected side is activated, and thus the EMG difference increases over the threshold of 0.01, which in turn raises the FES amplitude as shown in graphs (C) and (D). The RF on the paretic side is activated by hybrid muscle activation from both volitional muscle contraction and FES. As the knee flexion [shaded box (2)] starts, the RF on the unaffected side is deactivated, and the EMG difference decreases under the threshold of −0.01, which in turn lowers the FES amplitude. The EMG difference drops to the value between −0.01 and 0.01 since the RF on both sides become deactivated. During knee flexion, the FES amplitude applied to the RF on the paretic side remains nearly zero with no hybrid muscle activation on the paretic side.

During knee extension [shaded box (1)] from 90° (see Figure 1D) to 60° (see Figure 1C), the interaction force is compressive (positive sign) because the leg motion of the paretic side is supported by ATO as shown in graph (E). The EMG [solid line in graph (C)] and the FES amplitude [graph (D)] on the paretic side are nearly zero, which indicates that the hybrid muscle activation is not applied in this range. When the FES is applied at around joint angle 60° (see Figure 1C), the RF on the paretic side becomes activated. This muscle activation accelerates the knee extension motion causing the leg motion to overshoot the motion of ATO. In Graph (E), the tensile interaction force (negative sign) is caused by this overshoot [shaded box (1)]. During knee flexion [shaded box (2)], the interaction force is compressive (positive sign), and the normalized EMG of the RF on the paretic side is close to zero, because the weight of the leg is supported by the exoskeleton robot and muscle activation to counterbalance the weight is unnecessary during flexion.



Experiments Using Active Resist Mode

The graphs in the third column of Figure 7 show the results from a pair of subjects in the active resist mode. Graph (A) plots the knee joint angles on the paretic side (solid line) and on the unaffected side (dashed line). Graph (C) plots the normalized EMG measurements from the RF on the paretic side (solid line) and the unaffected side (dotted line). The bold line in graph (C) indicates the EMG difference. Graph (D) plots the amplitude of FES applied to the RF on the paretic side. Graph (E) plots the interaction force measured by the load cell. Graph (A) shows that the knee joint angle of the paretic side follows that of the unaffected side with a considerable time delay, as does in the active assist mode (section “Experiments Using Active Assist Mode”). As can be seen in the Figure 7, the leg on the paretic side did not reach full extension (joint angle 0° depicted in Figure 1A) because even the maximum amount of hybrid muscle activation was not able to overcome the robotic force resistance applied by ATO. As the knee extension starts [shaded box (1)], the RF on the unaffected side produces a large force owing to the extra weight imposed on the unaffected leg. This additional load on the unaffected leg, in turn, increases the FES amplitude on the paretic leg to its maximum value. The hybrid muscle activation from volitional muscle contraction and FES activates the RF on the paretic side during knee extension. Unlike in other operation modes, the muscle on the paretic side is highly activated without FES application during knee flexion [shaded box (2)]. As can be seen in Graphs (C) and (D), the EMG difference shows negative values during knee flexion with nearly zero FES amplitude, which suggests that the RF on the paretic side is more activated than that on the unaffected side to resist the robotic force applied in the direction of knee flexion.

As can be seen in graph (E), the interaction force shows large negative values (tensile force) for both knee extension and knee flexion. The large tensile force is caused by the hybrid muscle activation during the knee extension and the volitional muscle activation during the knee flexion.



Comparison of Experimental Results Among the Subjects

Figure 8 shows the means and standard deviations of the knee joint velocities from the five pairs of six subjects during knee extension (Figure 8A) and knee flexion (Figure 8B) in the passive mode. While the mean velocities from the paretic and unaffected sides are nearly the same, the standard deviations of the joint velocities from the paretic side are much lower than those from the unaffected side for all the pairs of subjects for both knee extension and flexion.


[image: image]

FIGURE 8. Means and standard deviations of knee joint velocities from five pairs of six subjects in the passive mode. (A) Knee extension and (B) knee flexion. Six subjects are denoted by A–E,G.


These results indicate that joint motion on the paretic side is kept isokinetic even if the joint motion on the unaffected side, which commands the motion on the paretic side, shows varying joint velocity. Also, the joint velocities of the subjects on the paretic side show no statistically significant differences across the subjects for both extension and flexion (one-way ANOVA with Turkey-Kramer post hoc analysis, p = 0.71 >0.05 for knee extension and p = 0.74 > 0.05 for knee flexion).

Figure 9 shows the min-mean-max values of the interaction force for five subjects on the paretic side during knee extension (Figure 9A) and knee flexion (Figure 9B) in the passive mode (triangle), the active assist mode (square), and the active resist mode (circle).


[image: image]

FIGURE 9. Min-Mean-Max values of interaction force from five subjects on the paretic side in three operation modes. (A) Knee extension and (B) knee flexion. Five subjects are denoted by A–E.


In the passive mode, the interaction forces are compressive (positive sign) for both knee extension and flexion. This indicates that in this operation mode the subjects on the paretic side were passively engaged in knee movement and were relying on robotic motion assistance for conducting the movements.

In the active assist mode, the interaction forces range from compressive (positive sign) to tensile (negative sign) values during knee extension, while the mean interaction forces are slightly compressive. The tensile interaction force can be interpreted as the leg motion outpacing the motion of ATO. This indicates that hybrid muscle contraction plays a considerable role during knee movement with the aid of ATO in the direction of knee extension. During knee flexion, however, the interaction forces are compressive (positive sign), and the mean interaction forces are lower than those in the passive assist mode. This shows that the subjects on the paretic side did not solely rely on ATO during knee flexion, while using the hybrid muscle activation to partially counterbalance the weights of their legs.

In the active resist mode, the interaction forces were mostly in the negative (tensile) range with large negative means for both knee extension and flexion. It appears that in this operation mode the hybrid muscle contraction plays a much larger role in knee movement compared to the other two operation modes. This indicates that the subjects on the paretic side were more actively engaged in the knee movements to overcome the resistive robotic force.

Figure 10 shows the means and standard deviations of integrated EMG (iEMG) for five subjects on the paretic side during knee extension (Figure 10A) and knee flexion (Figure 10B) in the passive mode (triangle), the active assist mode (square), and the active resist mode (circle). The iEMG is the time integral of the EMG signal, and it is reported to represent the volitional component of muscle force (Metral and Cassar, 1981). For both knee extension and flexion, iEMG has the maximum mean values in the active resist mode with robotic force resistance (circle) and the minimum mean values in the passive mode with robotic motion assistance (triangle).
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FIGURE 10. iEMG from five subjects on the paretic side in three operation modes. (A) Knee extension and (B) knee flexion. Five subjects are denoted by A–E.


Table 1 lists the p-values from t-tests among different operation modes for each subject on the paretic side. As shown in the table, for all the subjects, statically significant differences were observed in iEMG between the passive mode and the two active modes for both knee extension and flexion. Between the two active modes, the iEMG values from all the subjects except for subjects A and D show statistically significant differences for knee extension. For knee flexion, the differences in the iEMG values were statically significant between the two active modes for all the subjects except for subject B.


TABLE 1. T-test results among different operation modes.

[image: Table 1]These results show that volitional muscle activity or active engagement of the subjects on the paretic side can be effectively controlled by the operation modes of the developed HRRS.



CONCLUSION

In this study, we developed an exoskeleton-type robotic rehabilitation system for post-stroke patients. For proprioceptive feedback from the unaffected side to the paretic side, the developed robotic system is equipped with two types of interfaces: muscle-to-muscle interface, and motion-to-motion interface.

Unlike the position-based control of conventional bimanual robotic therapies, the developed system is capable of simultaneously stimulating the muscle activities and the joint movements of the paretic limb. Using biofeedback of EMG and functional electric stimulation (FES), the developed rehabilitation system was designed to provide patients with appropriate muscular stimulation considering their stage of motor recovery after stroke. Based on the patient’s condition, the system can be operated in three modes with varying levels of difficulty: the passive mode, the active assist mode and the active resist mode.

The effectiveness of the developed HRRS was tested with five different pairs of healthy human subjects, where one of the two subjects participated as the unaffected side and the other as the paretic side of a hemiplegic patient.

Through repetition of rehabilitation exercises with the developed system, patients can naturally learn the timings at which different muscle groups should be activated to make a joint movement. The methodology developed in this study can be extended to multi-joint rehabilitation systems, such as gait rehabilitation and upper limb rehabilitation.

Further studies are required for clinical application of the developed system. The real-time FES artifact removal technique used in this study needs to be refined to accurately extract volitional components of muscle activity. The efficacy of the developed rehabilitation system should be evaluated with a larger number of post-stroke patients in a clinical setup under supervision of rehabilitation medicine physicians.



DATA AVAILABILITY STATEMENT

All datasets generated for this study are included in the article/supplementary material.



ETHICS STATEMENT

The studies involving human participants were reviewed and approved by the Institutional Review Board at Korea University in Seoul, South Korea (KUIRB-2019-0061-01). The patients/participants provided their written informed consent to participate in this study. Written informed consent was obtained from the individual(s) for the publication of any potentially identifiable images or data included in this article.



AUTHOR CONTRIBUTIONS

JB and SP conceived and designed the interfaces, the muscle-to-muscle interface, the motion-to-motion interface, and merged the interfaces and made three operation modes concerning the rehabilitation stages. S-JK designed and realized the rehabilitation orthosis, ATO, and used for a test bed of the interfaces. JB, SJ, and NP performed the experiments and analyzed the experimental data. Finally, JB wrote the manuscript with the help of SP.



FUNDING

This work was supported by the National Research Foundation of Korea (NRF) Grant funded by the Korean Government (MSIT) (NRF 2016R1A2B4011133) and the National Research Foundation of Korea (NRF) Grant funded by the Korean Government (MSIT) (NRF 2016R1A5A1938472). The work of SP was partially supported by the Sports Promotion Fund of Seoul Olympic Sports Promotion Foundation from Ministry of Culture, Sports and Tourism (1375027015).



REFERENCES

Agrawal, S. K., Banala, S. K., Fattah, A., Sangwan, V., Krishnamoorthy, V., Scholz, J. P., et al. (2007). Assessment of motion of a swing leg and gait rehabilitation with a gravity balancing exoskeleton. IEEE Trans. Neural. Syst. Rehabil. Eng. 15, 410–420. doi: 10.1109/tnsre.2007.903930

Beyl, P., van Damme, M., van Ham, R., Vanderborght, B., and Lefeber, D. (2009). Design and control of a lower limb exoskeleton for robot-assisted gait training. Appl. Bionics Biomech. 6, 229–243. doi: 10.1080/11762320902784393

Bulea, T. C., Kobetic, R., Audu, M. L., and Triolo, R. J. (2013). Stance controlled knee flexion improves stimulation driven walking after spinal cord injury. J. Neuroeng. Rehabil. 10:68. doi: 10.1186/1743-0003-10-68

Burgar, C. G., Lum, P. S., Shor, P. C., and Van der Loos, H. F. M. (2000). Development of robots for rehabilitation therapy: the palo alto VA/Stanford experience. J. Rehabil. Res. Dev. 37, 663–673.

Cabri, J. M. H., and Clarys, J. P. (1991). Isokinetic exercise in rehabilitation. Appl. Ergon. 22, 295–298. doi: 10.1016/0003-6870(91)90383-s

Chen, Y., Hu, J., Wang, W., Peng, L., and Hou, Z. G. (2013). “An FES-assisted training strategy combined with impedance control for a lower limb rehabilitation robot,” in Proceedings of the IEEE International Conference on Robotics and Biomimetics (ROBIO), Shenzhen.

De Luca, C. J. (1997). The use of surface electromyography in biomechanics. J. Appl. Biomech. 13, 135–163. doi: 10.1123/jab.13.2.135

Duschau-Wicke, A., von Zitzewitz, J. J., Caprez, A., Luenenburger, L., and Riener, R. (2010). Path control: a method for patient-cooperative robot-aided gait rehabilitation. IEEE Trans. Neural. Syst. Rehabil. Eng. 18, 38–48. doi: 10.1109/TNSRE.2009.2033061

Emken, J. L., Harkema, S. J., Beres-Jones, J. A., Ferreira, C. K., and Reinkensmeyer, D. J. (2008). Feasibility of manual teach-and-replay and continuous impedance shaping for robotic locomotor training following spinal cord injury. IEEE Trans. Biomed. Eng. 55, 322–334. doi: 10.1109/TBME.2007.910683

Emken, J. L., and Reinkensmeyer, D. J. (2005). Robot-enhanced motor learning: accelerating internal model formation during locomotion by transient dynamic amplification. IEEE Trans. Neural. Syst. Rehabil. Eng. 13, 33–39. doi: 10.1109/tnsre.2004.843173

Frigo, C., Ferrarin, M., Frasson, W., Paven, E., and Thorsen, R. (2000). EMG signals detection and processing for on-line control of functional electrical stimulation. J. Electromyogr. Kinesiol. 10, 351–360. doi: 10.1016/s1050-6411(00)00026-2

Gowland, C., Stratford, P., Ward, M., Moreland, J., Torresin, W., van Hullenaar, S., et al. (1993). Measuring physical impairment and disability with the Chedoke-McMaster stroke assessment. Stroke 24, 58–63. doi: 10.1161/01.str.24.1.58

Halaki, M., and Ginn, K. (2012). Normalization of EMG Signals: To Normalize or Not to Normalize and What to Normalize to? in Computational Intelligence in Electromyography Analysis. London: INTECH Open Access Publisher.

Hidler, J., Nichols, D., Pelliccio, M., Brady, K., Campbell, D. D., Kahn, J. H., et al. (2009). Multicenter randomized clinical trial evaluating the effectiveness of the lokomat in subacute stroke. Neurorehabil. Neural Repair 23, 5–13. doi: 10.1177/1545968308326632

Hornby, T. G., Campbell, D. D., Kahn, J. H., Demott, T., Moore, J. L., and Roth, H. R. (2008). Enhanced gait-related improvements after therapist- versus robotic-assisted locomotor training in subjects with chronic stroke - A randomized controlled study. Stroke 39, 1786–1792. doi: 10.1161/STROKEAHA.107.504779

Hsu, A. L., Tang, P. F., and Jan, M. H. (2003). Analysis of impairments influencing gait velocity and asymmetry of hemiplegic patients after mild to moderate stroke. Arch. Phys. Med. Rehabil. 84, 1185–1193. doi: 10.1016/s0003-9993(03)00030-3

Huang, V., and Krakauer, J. (2009). Robotic neurorehabilitation: a computational motor learning perspective. J. Neuroeng. Rehabil. 6:5. doi: 10.1186/1743-0003-6-5

Hussain, S., Xie, S. Q., and Jamwal, P. K. (2013a). Adaptive impedance control of a robotic orthosis for gait rehabilitation. IEEE Trans. Syst. Man Cybernet. Part B 43, 1025–1034. doi: 10.1109/tsmcb.2012.2222374

Hussain, S., Xie, S. Q., and Jamwal, P. K. (2013b). Robust nonlinear control of an intrinsically compliant robotic gait training orthosis. IEEE Trans. Syst. Man Cybernet. 43, 655–665. doi: 10.1109/tsmca.2012.2207111

Israel, J. F., Campbell, D. D., Kahn, J. H., and Hornby, T. G. (2006). Metabolic costs and muscle activity patterns during robotic- and therapist-assisted treadmill walking in individuals with incomplete spinal cord injury. Phys. Ther. 86, 1466–1478. doi: 10.2522/ptj.20050266

Jamwal, P. K., Xie, S. Q., Hussain, S., and Parsons, J. G. (2014). An adaptive wearable parallel robot for the treatment of ankle injuries. IEEE/ASME Trans. Mechatr. 19, 64–75. doi: 10.1109/tmech.2012.2219065

Kollen, B. J., Lennon, S., Lyons, B., Wheatley-Smith, L., Scheper, M., Buurke, J. H., et al. (2009). The effectiveness of the bobath concept in stroke rehabilitation what is the evidence? Stroke 40, E89–E97. doi: 10.1161/STROKEAHA.108.533828

Koopman, B., van Asseldonk, E. H. F., and van der Kooij, H. (2013). Selective control of gait subtasks in robotic gait training: foot clearance support in stroke survivors with a powered exoskeleton. J. Neuroeng. Rehabil. 10:3. doi: 10.1186/1743-0003-10-3

Kwakkel, G. (2009). Intensity of practice after stroke: more is better. Schweizer Arch. Neurol. Psychiatr. 160, 295–298.

Kwakkel, G., Kollen, B. J., and Krebs, H. I. (2008). Effects of robot-assisted therapy on upper limb recovery after stroke: a systematic review. Neurorehabil. Neural Repair 22, 111–121. doi: 10.1177/1545968307305457

Langzam, E., Isakov, E., and Mizrahi, J. (2006a). Evaluation of methods for extraction of the volitional EMG in dynamic hybrid muscle activation. J. Neuroeng. Rehabil. 3:27.

Langzam, E., Nemirovsky, Y., Isakov, E., and Mizrahi, J. (2006b). Muscle enhancement using closed-loop electrical stimulation: volitional versus induced torque. J. Electromyogr. Kinesiol. 17, 275–284. doi: 10.1016/j.jelekin.2006.03.001

Lee, S., Shin, S. Y., Lee, J. W., and Kim, C. (2013). Design of an 1 DOF assistive knee joint for a gait rehabilitation robot. J. Korea Robot. Soc. 8, 8–19. doi: 10.7746/jkros.2013.8.1.008

Lum, P. S., Burgar, C. G., and Shor, P. C. (2004). Evidence for improved muscle activation patterns after retraining of reaching movements with the MIME robotic system in subjects with post-stroke hemiparesis. IEEE Trans. Neural. Syst. Rehabil. Eng. 12, 186–194. doi: 10.1109/tnsre.2004.827225

Marchal-Crespo, L., and Reinkensmeyer, D. (2009). Review of control strategies for robotic movement training after neurologic injury. J. Neuroeng. Rehabil. 6:20. doi: 10.1186/1743-0003-6-20

Maffiuletti, N., Minetto, M., Farina, D., and Bottinelli, R. (2011). Electrical stimu-lation for neuromuscular testing and training: state-of-the art and unresolved issues. Eur. J. Appl. Physiol. 111, 2391–2397. doi: 10.1007/s00421-011-2133-7

Metral, S., and Cassar, G. (1981). Relationship between force and integrated EMG activity during voluntary isometric anisotonic contraction. Eur. J. Appl. Physiol. Occup. Physiol. 46, 185–198. doi: 10.1007/bf00428870

Negi, S., Kumar, Y., and Mishra, V. M. (2016). “Feature extraction and classification for EMG signals using linear discriminant analysis,” in Proceedings of the International Conference on Advances in Computing, Communication, & Automation (ICACCA), Bareilly.

Phinyomark, A., Hirunviriya, S., Limsakul, C., and Phukpattaranont, P. (2010). “Evaluation of EMG feature extraction for hand movement recognition based on euclidean distance and standard deviation,” in Proceedings of the International Conference on Electrical Engineering/Electronics Computer Telecommunications and Information Technology (ECTI-CON), Chiang Mai.

Pittaccio, S., and Viscuso, S. (2011). An EMG-controlled SMA device for the rehabilitation of the ankle joint in post-acute stroke. J. Mater. Eng. Perform. 20, 666–670. doi: 10.1007/s11665-010-9826-7

Poli, P., Morone, G., Rosati, G., and Masiero, S. (2013). Robotic technologies and rehabilitation: new tools for stroke patients’ therapy. Biomed Res. Int. 2013:153872.

Popović, D. (2014). Advances in functional electrical stimulation (FES). J. Electromyogr. Kinesiol. 24, 795–802. doi: 10.1016/j.jelekin.2014.09.008

Roy, A., Krebs, H. I., Williams, D. J., Bever, C. T., Forrester, L. W., Macko, R. M., et al. (2009). Robotaided neurorehabilitation: a novel robot for ankle rehabilitation. IEEE Trans. Robot. 25, 569–582. doi: 10.1109/tro.2009.2019783

Saglia, J. A., Tsagarakis, N. G., Dai, J. S., and Caldwell, D. G. (2012). Control strategies for patientassisted training using the ankle rehabilitation robot (ARBOT). IEEE/ASME Trans. Mechatr. 99, 1–10.

Vallery, H., van Asseldonk, E. H. F., Buss, M., and van der Kooij, H. (2009). Reference trajectory generation for rehabilitation robots: complementary limb motion estimation. IEEE Trans. Neural. Syst. Rehabil. Eng. 17, 23–30. doi: 10.1109/TNSRE.2008.2008278

Veer, K., and Sharma, T. (2016). A novel feature extraction for robust EMG pattern recognition. J. Med. Eng. Technol. 40, 149–154. doi: 10.3109/03091902.2016.1153739

Veerbeek, J. M., Langbroek-Amersfoor, A. C., van Wegen, E. E., Meskers, C. G., and Kwakkel, G. (2017). Effects of robot-assisted therapy for the upper limb after stroke: a systematic review and meta-analysis. Neurorehabil. Neural Repair 31, 107–121. doi: 10.1177/1545968316666957

Veneman, J. F., Kruidhof, R., Hekman, E. E. G., Ekkelenkamp, R., Van Asseldonk, E. H. F., and van der Kooij, H. (2007). Design and evaluation of the LOPES exoskeleton robot for interactive gait rehabilitation. IEEE Trans. Neural. Syst. Rehabil. Eng. 15, 379–386. doi: 10.1109/tnsre.2007.903919

Wist, S., Clivaz, J., and Sattelmayer, M. (2016). Muscle strengthening for hemiparesis after stroke: a meta-analysis. Ann. Phys. Rehabil. Med. 59, 114–112. doi: 10.1016/j.rehab.2016.02.001

Wolbrecht, E. T., Chan, V., Reinkensmeyer, D. J., and Bobrow, J. E. (2008). Optimizing compliant, model-based robotic assistance to promote neurorehabilitation. IEEE Trans. Neural. Syst. Rehabil. Eng. 16, 286–297. doi: 10.1109/TNSRE.2008.918389

Wolf, S. L., Lecraw, D. E., and Barton, L. A. (1989). Comparison of motor copy and targeted biofeedback training techniques for restitution of upper extremity function among patients with neurologic disorders. Phys. Ther. 69, 719–735. doi: 10.1093/ptj/69.9.719


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.

Copyright © 2020 Bong, Jung, Park, Kim and Park. 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.


OPS/xhtml/Nav.xhtml




Contents





		Cover



		Development of a Novel Robotic Rehabilitation System With Muscle-to-Muscle Interface



		INTRODUCTION



		MATERIALS AND METHODS



		System Overview



		Muscle-to-Muscle Interface



		Motion-to-Motion Interface







		Operation Modes



		Passive Mode



		Active Assist Mode



		Active Resist Mode











		EXPERIMENTS AND RESULTS



		Experimental Setup



		Comparison of Experimental Results Among the Operation Modes



		Experiments Using Passive Mode



		Experiments Using Active Assist Mode



		Experiments Using Active Resist Mode







		Comparison of Experimental Results Among the Subjects







		CONCLUSION



		DATA AVAILABILITY STATEMENT



		ETHICS STATEMENT



		AUTHOR CONTRIBUTIONS



		FUNDING



		REFERENCES

















OPS/images/fnbot-14-00003-i000.jpg
o





OPS/images/cover.jpg
’ frontiers
In Neuroscience

Development of a Novel Robotic
Rehabilitation System With
Muscle-to-Muscle Interface









OPS/images/logo.jpg
’ frontiers
in Neurorobotics





OPS/images/fnbot-14-00003-t001.jpg
Comparing group pairs Subject Knee movement

Knee extension  Knee flexion

Passive mode A 89E-05" 0.00027*
Vs,
Active assist mode
B 0.0045* 0.0073"
c 0.0039" 6.5E-05"
o 0.0064* 0.0013*
E 0.0039* 0.0014*
Passive mode A 25605 0.00014*
Vs,
Active resist mode
B 0.0043* 0.0087"
c 0.00016* 0.00066*
D 43605 4.56-05"
E 1.96-06" 0.0014
Active assist mode A 029 0.00036*
Vs,
Active resist mode
B 0.0076* 027
c 5.2E:08" 0.049"
o 051 0.042"
E 0.0063* 0.04

“Statistically significant difference with p < 0.05.





OPS/images/fnbot-14-00003-g009.jpg
Interaction Force [N]

8

t8 o888

s 8

A Passive Mode
m Active Assist Mode

L ® Active Resist Mode

A Passive Mode
m Active Assist Mode

e

8 C ]
Time [Sec]

B C
Time [Sec]





OPS/images/fnbot-14-00003-g005.jpg
= : Compressive force on the load cell

Wieg + Waro

Force [N]

1 !
0 90° 90°
Joint Angle of ATO (6) [degree]

== : Tensile force on the load cell

Target Interaction force for Robotic Force Assistance

— = Gravitational Compensation Force for Paretic Leg According to ©





OPS/images/fnbot-14-00003-e002.jpg
EMG = EMGnagiected — EMGparetic

3)





OPS/images/cross.jpg
3,

i





OPS/images/fnbot-14-00003-g006.jpg
Unaffected Side

)
2
72}
=
o
©
o





OPS/images/fnbot-14-00003-e001.jpg
N-1

y= 2 i —x
=0

@





OPS/images/fnbot-14-00003-g007.jpg





OPS/images/fnbot-14-00003-e000.jpg
y (0

_ x(t)—x(t-T)

V2

@





OPS/images/fnbot-14-00003-g008.jpg
»
&

B 180

¥ Paretic Side ¥ Paretic Side
20 ¢ Unaffected Side | & Unaffected Side
160
0 -
140 ]
— 20 .
[ [
Q (7]
2 .40 2120
o o
> -60 =3
g £ 100
z -80 I P I 0 3 z 4 IS P S 9
80
§ 100 3
> >
£ -120 £ 60
K 3
7140 -
40
-160
-180 0
200 SO T | N P 1 0

AG BG OG DG EG AG BG OG DG EG





OPS/images/fnbot-14-00003-g001.jpg





OPS/images/fnbot-14-00003-e006.jpg
G () = (Wieg + Wago) cos (6) @)





OPS/images/fnbot-14-00003-g002.jpg





OPS/images/fnbot-14-00003-e005.jpg
AF = IFp —IF¢

(6)





OPS/images/fnbot-14-00003-g003.jpg
[ unaffected Side
[ Paretic Side

FESAmplitude
Adjustment _| Muscle-to-Muscle

Exoskeleton-type!
Robotic Orthosis

Knee Angle
leasurement Device

Motion-to-Motion
Interface





OPS/images/fnbot-14-00003-e004.jpg
br=jan="5"

5)





OPS/images/fnbot-14-00003-g004.jpg
87 =f(AF)

Exoskeleton
Robot

e IF,=g(8,0x)

6y : Current Angle of the Exoskeleton Robot

6p : Current Knee Angle of the Unaffected Leg

IF, : Interaction Force between the Exoskeleton Robot and the Paretic Leg
IFy: Target Interaction Force

GT : Target Angular Velocity of the Exoskeleton Robot

i : Current for Target Robot Torque

Knee Angle
Measurement
Device






OPS/images/fnbot-14-00003-e003.jpg
FES; 1 +2 (EMG > 0.01)
FES; = { FES;_, (IEMG| < 0.01) )
FES; .y —2  (EMG < —0.01)






OPS/images/fnbot-14-00003-g010.jpg
0.8

0.6

0.4

0.2






