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| Abstract |

PURPOSE: The present research examined the effects of
progressive robot-assisted step training on the strength of the
lower extremity and gait speed of an individual with stroke
through changes between the baseline and the intervention
stage (1, 3, 6, 9, and 12 months).

METHODS: A single-subject (A-B) design was
performed for a chronic stroke patient aged 70 years old. The
robot-assisted step training was conducted three times a
week during 12 months (40 minutes/session), and the

assessment was conducted a total of seven times between the
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baseline and the intervention (No. 1, 3, 6, 9, and 12 months)
to determine the effect of the intervention.

RESULTS: As a result of the intervention, the muscle
strength at the lower extremity of the paralysis side increased
by the greatest extent 12 months after the intervention
compared to the baseline, and the gait speed via the 10-meter
walk test was increased as well.

CONCLUSION: Long-term robot-assisted step training
might be an effective intervention for improving the strength
of the paretic lower extremity muscles and gait speed in
stroke patients with difficulty walking independently.
Further studies with sufficient sample sizes and a
randomized control group will be needed to evaluate the

long-term effects of robotic stepping rehabilitation.
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Table 1. General characteristics of a subject

Participant
Age (years) 70
Gender Male
Height (cm) / Weight (kg) 165 / 70
Onset (months ago) 15
Hemiparetic side Right
MMSE-K (scores) 24
K-MBI (scores) 49

MMSE-K: Mini-Mental State Examination-Korean version
K-MBI: Korean version of the modified Barthel index.
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Fig. 2. Progressive setting according to time (months) of robot-assisted step training.
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Fig. 4. 10 MWT change at baseline [A] (1,2) and
intervention [B] (3-7 refer to 1/3/6/9/12 months).
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