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Trends and Issues in Neuro-Rehabilitation Robotics
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Abstract: The effect of body weight support treadmill training for incomplete spinal cord injured (SCI) patient has been
reported in several previous studies since 1990s. In those training process, however, therapists must manually move both
the patient’s paralyzed legs. For the therapist, this training process is physically hard to continue for a long period.
From the viewpoint of neuro-rehabilitation robotics, Colombo, et al. (2000) developed a driven gait orthosis (DGO) that
can be used on patients with varying degrees of paresis or spasticity for a long time. Dietz, et al. (2002) used this DGO
on patients with incomplete SCI and suggested that the afferent input from lower limb and hip joints movement are

important for the activation of central pattern generator for locomotion training in SCI patients. In recent clinical
assessment, however, there are some papers questioned its effectiveness. On the other hands, there are many papers
suggested the feasibility of robotic rehabilitation for several patients. Thus, I report and introduce the recent trends and
issues in neuro-rehabilitation robotics, especially for gait training.
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