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Abstract
Study design A pre-post observational study.
Objectives To evaluate the safety and feasibility of a new rehabilitation robotic device for assisting individuals with lower
extremity motor complete lesions following spinal cord injury (SCI).
Setting Three hospitals in Sichuan Province, China.
Methods Individuals aged 15–75 years with an SCI between vertebrae six (T6) and lumbar 1 (L1) and complete motor
paralysis participated in an exoskeletal-assisted walking (EAW) programme (2 weeks, 5 days/week, 30 min/day). Data were
collected pre-, mid- (week 1) and post-intervention (week 2).
Results Twenty-eight individuals (mean age= 41.3, 71% males) participated in the EAW programme. The distance walked
during the 6-min walking test (6MWT) increased relative to that at baseline, during week 1 (13.0 ± 5.3 m) and week 2 (16.2
± 5.3 m) when wearing the exoskeleton. The walking speed during the 10-m walking test (10MWT) increased from 0.039 ±
0.016 to 0.045 ± 0.016 m/s. The Hoffer walking ability grade, the Spinal Cord Independence Measure (SCIM), and the
Walking Index for SCI II (WISCI II) changed after 2 weeks of EAW. No improvement in lower extremity motor score
(LEMS) was observed. The rates of adverse events and serious adverse events were 21% and 4%, respectively.
Conclusions The EAW programme with the new robotic exoskeleton provided potential meaningful improvements in
mobility for individuals with SCI and had few adverse events.

Introduction

The incidence of acute traumatic SCI has increased from
1993 to 2012 in the US, especially for elderly persons [1].
In China, the incidence of SCI ranged from 23.7 per million
to 60 per million between 2004 and 2008 [2]. Individuals
with incomplete SCI spend €1.47 million on the condition
throughout their lives, while spending for individuals with
complete SCI is two times higher than it is for individuals
with incomplete SCI [3]. Robotic exoskeletons may provide
an alternative way to improve mobility, help associated
caregivers, and reduce economic burden [4].

Previously, the main options for assisting walking were
orthoses and electrical stimulation [5, 6], but neither has
proven to be widely utilised. In addition, individuals with
SCI have an increased risk of medical complications, such
as pressure ulcers, pulmonary infections and urinary tract
infections [7]. In recent years, robotic exoskeletons have
become available and improved the quality of life of people
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with complete lower extremity paralysis after SCI by
enabling them to walk [8]. Since 2014, powered exoskele-
tons, such as the ReWalk (ReWalk Robotics Ltd, Israel),
Indego (Parker, USA), Ekso (EksoLabs, USA), REX (Rex
Bionics, Australia) and Hybrid Assistive Limb (Cyberdyne,
Japan), have been used to assist with mobility in individuals
with SCI [9]. Powered exoskeletons recently emerged as
new tools for robot-assisted gait training [10, 11].

However, powered robotic products are expensive,
which increases the economic burden on society as a
whole. In this situation, it seems difficult to popularise
powered robotic walking training widely. To provide a
more economical alternative to these expensive products,
this study focused on a new and cheaper device for
individuals with SCI. Moreover, few studies have
examined the potential usefulness of exoskeleton robots
in walking training programmes; as a result, the clinical
evidence-based support for rehabilitation robotic exos-
keletons is still not sufficient. No study has presented
this robotic exoskeleton previously. To fill the gap
existing in the literature, we recruited individuals with
SCI and then described the safety indicators and their
walking parameters during an exoskeletal-assisted walk-
ing (EAW) programme with the new robotic exoskeleton.
The purpose of this study was to provide initial evidence
for the effects of using a new robotic exoskeleton as a
training mobility device in people with lower extremity
paralysis and to ensure the safety of the device.

Methods

Participants

A total of 158 individuals who had been treated in three
tertiary referral hospital rehabilitation units in China in
the past 4 years were screened. These units operated
under similar clinical standards and policies. Recruitment
of eligible participants was performed by verbal com-
munication at in- and outpatient facilities. Participants
were included if they were between 15 and 75 years old,
had a traumatic or non-traumatic SCI, had a T6-L1 level
of injury, and met international standards for the neuro-
logical classification of an SCI [12]—A or B. Other
inclusion criteria included understanding the purpose of
the study, sufficiently adhering to the study protocol, and
giving informed consent according to the 1964 Declara-
tion of Helsinki. Exclusion criteria included muscle tone
of any lower limb muscle greater than a 1+ grade
according to the modified Ashworth scale, uncontrollable
orthostatic hypotension, untreated or active extremity
fractures, active deep venous thrombosis of an extremity,

and medical instability. Data collection was completed
from April 2018 to July 2018.

Protocol and process

The training protocol consisted of gait training for 30 min/
session, one session/day, 5 days/week for 2 weeks, and the
training protocol was considered completed if more than
half of the sessions were attended. Each session consisted of
sitting, standing, transitioning between the two, and walking
with a brief rest period. The apparatus was a new powered
lower limb robotic exoskeleton (AIDER, Buffalo Robot
Technology Co. Ltd, China), which consisted of the device
body, a crutch, matched power adaptors and a binding
device. The crutches were used as assistive devices. The
main body was composed of a battery and the main con-
troller component, a hip-joint component, a thigh compo-
nent, a lower-leg component and a sole component (as
shown in Fig. 1). The length of the exoskeletal thigh and
calf were adjusted according to the individual. Control in
the walking mode was set at maximum assistance. Partici-
pants performed the walking programme with the robotic
exoskeleton along with the usual basic rehabilitation
therapies. The assessors did not participate in the daily
training and did not know the treatment protocol for
anyone.

Outcome measures

Safety indicators referred to the incidences of adverse
events (AEs), serious adverse events (SAEs) and device
defects. These were recorded as they related to pain, falling,
dizziness and skin bruising.

Walking parameters were assessed three times: first,
pre-intervention with the usual orthosis if they had one
(recorded as baseline), at the mid-term of the training
with the robotic exoskeleton and crutches (week 1), and at
the end of the training with those (week 2). The para-
meters assessed included the 6-min walk test (6MWT)
[13], the 10-m walk test (10MWT) [14], the Hoffer
walking ability grade, the ASIA lower extremity motor
score (LEMS) [15], the Spinal Cord Independence Mea-
sure (SCIM) [16] and the Walking Index for Spinal Cord
Injury II (WISCI II) [17]. The 6MWT is a widely used
research and clinical tool for assessing changes in
endurance and walking ability [18]. If the participant
could not walk without any help, the 6MWT was recorded
as 0, and the 10MWT was need assessed. The LEMS can
demonstrate the motor function of the lower extremity,
while other tests can be used to assess the motor ability of
the lower extremity. Muscle tone of the lower extremity
muscle was assessed with the modified Ashworth scale
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[19] at the pre-intervention and at the end of the training
process.

Statistical analyses

Descriptive statistics were used. Data are presented as the
mean ± standard deviation (SD) or median ± interquartile
range (IQR) unless otherwise stated. Furthermore, we
mentioned the 95% confidence interval (CI) in brackets.
The last observation completed was used. The safety indi-
cators were described by words and rates.

Results

Completion and feasibility

A total of 28 participants were included in this study: 8
women and 20 men (41.3 ± 11.8 years); 22 had an AIS-A
lesion, and 6 had an AIS-B lesion; the LEMS was at or
lower than 10. Overall 68% (9/28) of the participants had
complete lower extremity motor paralysis. In addition, the
duration of injury was between 3 months and 19 years
(median time was 4 years). The height of the participants
was 165.3 ± 7.6 cm, and their weight was 60.7 ± 9.7 kg.
Further characteristics are shown in Table 1. Of the parti-
cipants, 61% (17/28) had an SCI above T11, and 38% (11/
28) had an SCI at T11 or lower. More details regarding
individual characteristics are provided in Supplementary
Appendix 1 for individual characteristics. Ninety three
percent (26/28) of the participants completed all ten

sessions, and 7% (2/28) of the participants completed six or
seven sessions and then dropped out between the week 1
and week 2 assessments. Data from the week 1 assessment
were imputed for any missing data at week 2. The reasons
for dropping out were a fall during a transfer in the ward
and poor health (flow diagram in Fig. 2).

Walking parameters

The results of the 6MWT, 10MWT, walking speed,
LEMS and SCIM at baseline, week 1 and week 2 are
described in Table 2. During the 6MWT (Fig. 3a), par-
ticipants covered more distance consistently in week 2
compared (16.2 ± 5.3 m) with baseline (0 m) with a mean
(95% CI) change of 16.2 (14.5–17.9). During the
10MWT, the walking speeds at week 1 and week 2 were
0.039 ± 0.016 m/s and 0.045 ± 0.016 m/s in the exoskele-
ton, respectively (Fig. 3b) with a mean (95% CI) change
of 0.006 (0.003–0.009). Individuals with higher injuries
(T6–T11) demonstrated greater improvements in gait
speed than those with lower injuries (0.048 ± 0.016 versus
0.040 ± 0.016 m/s) as well as an improved distance cov-
ered during the 6MWT (16.7 ± 6.0 versus 14.6 ± 5.1 m).
Individuals with complete injuries (AIS-A) demonstrated
greater improvements in gait speed than those with AIS-B
injuries (0.049 ± 0.018 versus 0.040 ± 0.011 m/s) as well
as an improved distance covered during the 6MWT (16.3
± 6.1 versus 14.2 ± 3.1 m). The outcomes for the SCIM
when in the exoskeleton at baseline, week 1, and week 2
were 61.1 ± 11.1, 62.5 ± 10.5 and 63.4 ± 10.2, respec-
tively with a mean (95% CI) change from baseline to

Fig. 1 The AIDER.
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week 2 of 3.0 (2.0–4.1). Moreover, there was no change
in the LEMS after the programme.

The distribution of the WISCI II scores and the Hoffer
walking ability grades are reflected in Fig. 3c, d. For the
WISCI II, 93% (26/28) of the participants were Grade 0,
and the remaining 2 were Grade 3. At the mid-term, 0.04%
(1/28) were Grade 3, 42% (11/28) were Grade 8, and 57%
(16/28) were Grade 9 in the exoskeleton. Then, the dis-
tribution changed as follows: 0.04% (1/28) was Grade 6,
36% (10/28) were Grade 8, 32% (9/28) were Grade 9, 25%
(7/28) were Grade 12, and 0.04% (1/28) was Grade 13 in
the exoskeleton. The distribution of Hoffer walking ability
grades changed. Only one participant was Grade II (walk
with the assistance of the exoskeleton in the therapy room,
needing the body to be touched or not), and the others were
Grade I (cannot walk) in the beginning. After this pro-
gramme, 7 participants walked with the assistance of the
exoskeleton at home (Grade III), and 21 participants were
Grade II. More details are provided in Supplementary
Appendix 2 for outcomes.

Safety indicators

In total, 21% of participants experienced an AE (6/28)
and 4% experienced an SAE (1/28). A total of 7% (2/28)
had a urinary tract infection, 7% had a upper respiratory
tract infection (2/28), 4% had conjunctivitis (1/28), 4%
fell (1/28), 4% had a femoral fracture (1/28), 4% had an
event related to skin integrity (1/28), 4% had a foot
fracture (1/28) and 4% had diabetes (1/28). The details
are as follows:

Infection

Two participants experienced upper respiratory tract infections
and continued with the study. One participant had a urinary
tract infection, and the other experienced an exacerbation.

Falls and fractures

One participant fell during a transfer in the ward and suf-
fered a femoral fracture and foot fracture; the participant
was then transferred to orthopaedics for an operation.

Fig. 2 Between 2015 and July 2018, a total of 158 individuals with
SCI (AIS-A/B) were screened, of which 28 were eligible for the
study. Two dropped out during the follow-up of the study: one indi-
vidual quit the study voluntarily because of fall during transfer in
ward, another due to poor health. A total of 26 individuals completed
all sessions.

Table 1 General characteristics.

Value

Age (years)

N 28

Mean ± SD 41.3 ± 11.8

Sex

Male (%) 20 (71)

Female (%) 8 (29)

Height (cm)

N (Missing) 19 (9)

Mean ± SD 165.3 ± 7.6

Weight (kg)

N (Missing) 19(9)

Mean ± SD 60.7 ± 9.7

Duration of injury (DOI, years)

N 28

Median ± IQR 4.0 ± 10.4

International Standards for Neurological Classification of SCI

n of AIS-A (%) 22 (79)

n of AIS-B (%) 6 (21)

Level of injury

n of beyond T11 (%) 17/28 (61)

n of at T11 or lower (%) 11/28 (39)

Muscle tone (assessed by the Modified Ashworth Scale)

0 (%) 22 (79)

1 (%) 5 (18)

1+ (%) 1 (4)

IQR interquartile range, SD standard deviations.
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Skin integrity

There was one event related to skin integrity in 273 walking
sessions. Skin integrity problems that were definitely related
to the robotic exoskeleton, according to the WHO Colla-
boration Centre for International Drug Monitoring [20],
were located on the lower leg and lasted <24 h. Pads were
added between the lower leg and the exoskeleton in later
sessions.

Diabetes

One participant was found to have increased fasting blood
sugar at the end of the programme.

Except for the fracture, others participants experienced
no effects on function and activity. The modified Ashworth
scores did not change during the training; five participants
had a score of 1 and one had a score of 1+. No device errors
occurred.

Fig. 3 Walking parameters with exoskeleton at baseline, week 1
and week 2. a Distance of 6MWT of each participant; b walk speed in
the exoskeleton of each one; c distribution of WISCI II with the

exoskeleton; d distribution of Hoffer walking ability grading in the
exoskeleton. 6MWT 6-min walk test, WISCI II walking Index for
Spinal Cord Injury II.

Table 2 Walking parameters,
LEMS and SCIM at baseline,
with exoskeleton at week 1 and
week 2.

Assessment 6MWT (m) 10MWT (min) Speed (m/s) LEMS (M ± IQR) SCIM

Baseline 0 /a 0 0 ± 2.0 61.1 ± 11.1

Week 1 13.0 ± 5.3 4.5 ± 1.6 0.039 ± 0.016 0 ± 2.0 62.5 ± 10.5

Week 2 16.2 ± 5.3 4.1 ± 1.8 0.045 ± 0.016 0±2.0 63.4 ± 10.2

M ± IQR, median ± interquartile range.

6MWT 6-min walking test, 10MWT 10-m walk test, LEMS the ASIA lower extremity motor score, SCIM the
spinal cord independence measure.
aIndividual cannot complete this assessment.
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Discussion

This is the first clinical study to test the safety and feasibility
of the AIDER, and the results of this study suggest that the
walking ability of individuals with lower thoracic and
lumbar SCI improved after a 2-week EAW programme. The
improvements were related to the use of the exoskeleton
over time.

The EAW programme was able to improve the results of
the 6MWT, the 10WMT, the SCIM, the WISCI II, and the
Hoffer walking ability grade with robotic assistance, indi-
cating the potential of the programme to improve indivi-
duals’ walking ability. Similar findings were obtained in
other studies with various exoskeletons, such as ReWalk
[11], Ekso and Indego [21]. All of these improved the
walking ability of individuals with SCI via hip and knee
drive motors and sensors. In addition, our device is used
with crutches to obtain dynamic balance [22]. We found
that individuals with T6–T11 and complete injuries had
better improvements than others in speed and distance,
which was in contrast with the results of McIntosh et al.
[23]. The fastest walking speed was 0.083 m/s for the
longest distance (28.9 m) in the 6MWT, which was much
less than the minimally clinically important difference
(0.13 m/s) [24] but still acceptable. In addition, Esquenazi
et al. [25] measured walking speeds that ranged from 0.03
to 0.45 m/s in T2–T4 participants. Hartigan et al. [26]
noticed a range from 0.22 m/s for persons with C5–6
complete motor tetraplegia to 0.45 m/s for persons with T9-
L1 paraplegia. Notably, different exoskeletons had different
effects on EAW.

There was no improvement in LEMS, and participants
still could not walk outside the exoskeleton, which may be
due to irreversible damage, a short follow-up time and a
long duration of injury. Piira et al. [27] showed in a ran-
domised controlled trial that robotic-assisted locomotor
training cannot improve the walking function of individuals
with an incomplete SCI. The result was the same as ours.
Nevertheless, Donati et al. confirmed that 12-month-long
brain-machine interface training with a lower limb exos-
keleton upgraded the neurological level of four SCI-A
participants [28].

The improvement of independence was still limited.
Participants found difficulty performing activities such as
bathing, dressing and applying make-up with the new
robotic exoskeleton partially because they could not release
the hands. Individuals also complained about the unsightly
appearance of the robotic exoskeleton, which was in
agreement with the results of the investigation by Lajeu-
nesse et al. [29]. Furthermore, there was no effect on muscle
tone. Juszczak et al. indicated that 31% of individuals with
SCI increased muscle tone with powered exoskeleton
training [30], which might be because the speed of their

robotic exoskeleton was faster than ours and had incorrect
alignment. In summary, EAW showed a promising effect on
improving walking ability, but not on all kinds of activities
of daily life and independence. In addition, there was no
neurological improvement in any participant.

In terms of safety, 1 SAE and a relatively small number
of minor or moderate AEs were observed within the indi-
viduals. A total of 7% of individuals suffered UTIs, which
occurred in 20% [31] to 36% [32] of the SCI population.
The relationship between EAW and UTI needs further
research and may be verified by obtaining quantitative data
with urodynamic examinations. One individual suffered
from a collision after training with a standing frame and
transferring to the wheelchair, and it resulted in a fracture.
This was possibly related to EAW. The training sessions
increased the force in both the joint and the bone, which
may exceed the compressive strength of bone, especially for
long bones, such as the femur. This situation occurs easily
when the individual has osteoporosis. Unfortunately, we did
not perform a bone mineral density test. In terms of the
integrity of skin tissue, only one participant bruised slightly
during the programme, which was comparable or milder to
what Yang et al. [33] found, with 13 episodes among 12
participants in the ReWalk walking trainings.

Limitations

This study had several limitations. First, this is a pre-post
observational study that cannot provide sufficient and
strong evidence to indicate the effectiveness of EAW.
Second, this study recruited individuals who were willing to
attend, which leads to selection bias. Third, the time of
training was limited to 2 weeks without follow-up. Fourth,
we asked the participants to attend trainings as before and to
try not to change medicines, but these directions could not
be enforced. Last but not least, the WISCI II was perhaps
not accurate for the robotic exoskeleton since the exoske-
leton was not clearly included in the definition.

In addition, the gait parameters without the exoskeleton
and the systematic measurements of satisfaction, which are
essential for SCI individuals, were not recorded. Analysing
the factors that affect the use of exoskeleton robots makes
this trial more meaningful. Height, weight, neurological
injury level, age and sex could be analysed in future studies
based on Guanziroli et al. [34] and Louie et al. [35].

Conclusion

EAW with the new cheap robotic exoskeleton appears
feasible and safe and may provide potential benefits to
individuals with SCI by improving their walking ability.
Individuals with SCI were able to walk in the exoskeleton.
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There were positive trends in walking speeds and distances
with increasing time in the EAW programme. Although few
improvements in walking function and acceptable AEs were
observed in the training, our study supports future efficacy
trials of EAW in individuals with SCI. Moreover, urody-
namic examination and satisfaction should be further
investigated.

Data availability

All data generated or analysed during this study are inclu-
ded in this published article (and its supplementary infor-
mation files).

Acknowledgements We would like to thank the team of HC.

Funding This research study was partially supported by the National
Key R&D Program of China (2017YFB1302305).

Author contributions CQH: planning the study. HCH: planning the
study. XXN: conducting the study, collecting data and drafting of
the paper. LY: collecting data. DMF: data analysis and drafting of the
paper. CH: conducting the study. All authors read and approved
the final paper.

Compliance with ethical standards

Conflict of interest The authors declare that they have no conflict of
interest.

Ethical approval This study received approval from the Ethics Com-
mittee of West China Hospital of Sichuan University and was regis-
tered at the Chinese Clinical Trial Registry with the following
identifier: ChiCTR1900021037. All the necessary approvals were
obtained at the three centres.

Publisher’s note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

References

1. Jain NB, Ayers GD, Peterson EN, Harris MB, Morse L, O'Connor
KC, et al. Traumatic spinal cord injury in the United States, 1993-
2012. JAMA. 2015;313:2236–43.

2. Reinhardt JD, Zheng Y, Xu G, Lu X, Yin Y, Liu S, et al. People
with spinal cord injury in China. Am J Phys Med Rehabil.
2017;96:S61–5.

3. Singh A, Tetreault L, Kalsi-Ryan S, Nouri A, Fehlings MG.
Global prevalence and incidence of traumatic spinal cord injury.
Clin Epidemiol. 2014;6:309–31.

4. Gagnon DH, Vermette M, Duclos C, Aubertin-Leheudre M,
Ahmed S, Kairy D. Satisfaction and perceptions of long-term
manual wheelchair users with a spinal cord injury upon comple-
tion of a locomotor training program with an overground robotic
exoskeleton. Disabil Rehabil Assist Technol. 2019;14:138–45.

5. Scholten EWM, Kieftenbelt A, Hillebregt CF, de Groot S, Kete-
laar M, Visser-Meily JMA, et al. Provided support, caregiver
burden and well-being in partners of persons with spinal cord
injury 5 years after discharge from first inpatient rehabilitation.
Spinal Cord. 2018;56:436–46.

6. Arazpour M, Gholami M, Bahramizadeh M, Sharifi G, Bani MA.
Influence of reciprocating link when using an Isocentric Reci-
procating Gait Orthosis (IRGO) on walking in patients with spinal
cord injury: a pilot study. Top Spinal Cord Inj Rehabil.
2017;23:256–62.

7. Stricsek G, Ghobrial G, Wilson J, Theofanis T, Harrop JS.
Complications in the management of patients with spine trauma.
Neurosurg Clin N Am. 2017;28:147–55.

8. He Y, Eguren D, Luu TP, Contreras-Vidal JL. Risk management
and regulations for lower limb medical exoskeletons: a review.
Med Devices. 2017;10:89–107.

9. Ahmadi Bani M, Arazpour M, Farahmand F, Mousavi ME,
Hutchins SW. The efficiency of mechanical orthoses in affecting
parameters associated with daily living in spinal cord injury
patients: a literature review. Disabil Rehabil Assist Technol.
2015;10:183–90.

10. Ikumi A, Kubota S, Shimizu Y, Kadone H, Marushima A, Ueno
T, et al. Decrease of spasticity after hybrid assistive limb® training
for a patient with C4 quadriplegia due to chronic SCI. J Spinal
Cord Med. 2016;40:573–8.

11. Carpino G, Pezzola A, Urbano M, Guglielmelli E. Assessing
effectiveness and costs in robot-mediated lower limbs rehabilita-
tion: a meta-analysis and state of the art. J Health Eng.
2018;2018:7492024.

12. Schuld C, Franz S, Brüggemann K, Heutehaus L, Weidner N,
Kirshblum SC, et al. International standards for neurological
classification of spinal cord injury: impact of the revised work-
sheet on classification performance. J Spinal Cord Med.
2016;39:504–12.

13. Scherr J, Wolfarth B, Christle JW, Pressler A, Wagenpfeil S, Halle
M. Associations between Borg’s rating of perceived exertion and
physiological measures of exercise intensity. Eur J Appl Physiol.
2013;113:147–55.

14. Evensen NM, Kvåle A, Brækken IH. Convergent validity of the
Timed Up and Go Test and Ten-metre Timed Walk Test in pregnant
women with pelvic girdle pain. Man Ther. 2016;21:94–99.

15. DiPiro ND, Holthaus KD, Morgan PJ, Embry AE, Perry LA,
Bowden MG, et al. Lower extremity strength Is correlated with
walking function after incomplete SCI. Top Spinal Cord Inj
Rehabil. 2015;21:133–9.

16. Itzkovich M, Gelernter I, Biering-Sorensen F, Weeks C, Laramee
MT, Craven BC, et al. The Spinal Cord Independence Measure
(SCIM) version III: reliability and validity in a multi-center
international study. Disabil Rehabil. 2007;29:1926–33.

17. Calhoun Thielen C, Sadowsky C, Vogel LC, Taylor H, Davidson
L, Bultman J, et al. Evaluation of the Walking Index for Spinal
Cord Injury II (WISCI-II) in children with Spinal Cord Injury
(SCI). Spinal Cord. 2017;55:478–82.

18. Bohannon RW, Crouch R. Minimal clinically important difference
for change in 6-minute walk test distance of adults with pathol-
ogy: a systematic review. J Eval Clin Pr. 2017;23:377–81.

19. Craven BC, Morris AR. Modified Ashworth scale reliability for
measurement of lower extremity spasticity among patients with
SCI. Spinal Cord. 2009;48:207.

20. G. Niklas Norén, Roland Orre, Andrew Bate. A hit-miss model for
duplicate detection in the WHO drug safety Database. Proceed-
ings of the Eleventh ACM SIGKDD International Conference on
Knowledge Discovery in Data Mining. 2005:459–468. https://doi.
org/10.1145/1081870.1081923.

21. Tefertiller C, Hays K, Jones J, Jayaraman A, Hartigan C, Bushnik
T, et al. Initial outcomes from a multicenter study utilizing the
indego powered exoskeleton in spinal cord injury. Top Spinal
Cord Inj Rehabil. 2018;24:78–85.

22. Yue C, Lin X, Zhang X, Qiu J, Cheng H. Design and performance
evaluation of a wearable sensing system for lower-limb exoske-
leton. Appl Bionics Biomech. 2018;2018:8610458.

The safety and feasibility of a new rehabilitation robotic exoskeleton for assisting individuals with. . . 793

https://doi.org/10.1145/1081870.1081923
https://doi.org/10.1145/1081870.1081923


23. McIntosh K, Charbonneau R, Bensaada Y, Bhatiya U, Ho C. The
safety and feasibility of exoskeletal-assisted walking in acute
rehabilitation after spinal cord injury. Arch Phys Med Rehabil.
2020;101:113–20.

24. Bach Baunsgaard C, Vig Nissen U, Katrin Brust A, Frotzler A,
Ribeill C, Kalke YB, et al. Gait training after spinal cord injury:
safety, feasibility and gait function following 8 weeks of training
with the exoskeletons from Ekso Bionics. Spinal Cord.
2018;56:106–16.

25. Esquenazi A, Talaty M, Packel A, Saulino M. The ReWalk
powered exoskeleton to restore ambulatory function to individuals
with thoracic-level motor-complete spinal cord injury. Am J Phys
Med Rehabil. 2010;91:911–21.

26. Hartigan C, Kandilakis C, Dalley S, Clausen M, Wilson E,
Morrison S, et al. Mobility outcomes following five training
sessions with a powered exoskeleton. Top Spinal Cord Inj
Rehabil. 2015;21:93–99.

27. Piira A, Lannem AM, Sorensen M, Glott T, Knutsen R, Jørgensen
L, et al. Robot-assisted locomotor training did not improve
walking function in patients with chronic incomplete spinal cord
injury: a randomized clinical trial. J Rehabil Med. 2019;51:
385–89.

28. Donati AR, Shokur S, Morya E, Campos DS, Moioli
RC, Gitti CM, et al. Long-term training with a brain-
machine interface-based gait protocol induces partial
neurological recovery in paraplegic patients. Sci Rep. 2016;6:
30383.

29. Lajeunesse V, Routhier F, Vincent C, Careau E, Michaud F.
Perspectives of individuals with incomplete spinal cord injury
concerning the usability of lower limb exoskeletons: an explora-
tory study. Technol Disabil. 2018;30:63–76.

30. Juszczak M, Gallo E, Bushnik T. Examining the effects of a
powered exoskeleton on quality of life and secondary impairments
in people living with spinal cord injury. Top Spinal Cord Inj
Rehabil. 2018;24:336–42.

31. Balsara ZR, Ross SS, Dolber PC, Wiener JS, Tang Y, Seed PC.
Enhanced susceptibility to urinary tract infection in the spinal
cord-injured host with neurogenic bladder. Infect Immun.
2013;81:3018–26.

32. Vigil HR, Hickling DR. Urinary tract infection in the neurogenic
bladder. Transl Androl Urol. 2016;5:72–87.

33. Yang A, Asselin P, Knezevic S, Kornfeld S, Spungen AM.
Assessment of in-hospital walking velocity and level of assistance
in a powered exoskeleton in persons with spinal cord injury. Top
Spinal Cord Inj Rehabil. 2015;21:100–9.

34. Guanziroli E, Cazzaniga M, Colombo L, Basilico S, Legnani G,
Molteni F. Assistive powered exoskeleton for complete spinal
cord injury: correlations between walking ability and exoskeleton
control. Eur J Phys Rehabil Med. 2018. https://doi.org/10.23736/
S1973-9087.18.05308-X.

35. Louie DR, Eng JJ, Lam T, Spinal Cord Injury Research Evidence
(SCIRE) Research Team. Gait speed using powered robotic
exoskeletons after spinal cord injury: a systematic review and
correlational study. J Neuroeng Rehabil. 2015;12:82.

794 X.-N. Xiang et al.

https://doi.org/10.23736/S1973-9087.18.05308-X
https://doi.org/10.23736/S1973-9087.18.05308-X

	The safety and feasibility of a new rehabilitation robotic exoskeleton for assisting individuals with lower extremity motor complete lesions following spinal cord injury (SCI): an observational study
	Abstract
	Introduction
	Methods
	Participants
	Protocol and process
	Outcome measures
	Statistical analyses

	Results
	Completion and feasibility
	Walking parameters
	Safety indicators
	Infection
	Falls and fractures
	Skin integrity
	Diabetes

	Discussion
	Limitations

	Conclusion
	Supplementary information
	Compliance with ethical standards

	ACKNOWLEDGMENTS
	References




