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Abstract

Context: Rigidity is a cardinal motor symptom in Parkinson's disease (PD), and evaluating these symptoms remains a

significant challenge for researchers and neurologists. This scoping review utilizes a methodology to extract, categorize, and

compare biomechanical parameters (MPs) for rigidity assessment from studies spanning the years 1980 to 2023.

Evidence Acquisition: Electronic databases, including Google Scholar, ScienceDirect, PubMed, Springer, and Civilica, were

systematically searched to identify research on rigidity assessment in PD utilizing various biomechanical parameters.

Additionally, reference lists of identified papers were reviewed to identify additional relevant studies. A total of 53 articles met

the inclusion criteria and were evaluated.

Findings: Based on the results of 53 studies, viscoelastic parameters, electromyogram (EMG) signal measurements, impedance,

work, and torque-angle slopes (stiffness) were identified as essential and commonly recommended parameters for rigidity

evaluation in Parkinsonian patients. Furthermore, correlations between these parameters and clinical scores have been

reported. Introducing biomechanical parameters capable of identifying rigidity and its severity, along with their classification,

could contribute to a better understanding, modeling, and evaluation of rigidity.

Conclusions: This review could be of interest to both biomechanists and neurologists, facilitating a common language for

discussing aspects of rigidity in diseases such as Parkinson's.
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1. Context

Rigidity is a prominent motor symptom in

Parkinson's disease (PD), characterized by increased

resistance to passive movements. When a muscle is
pulled, the affected limb not only resists the motion but

also remains stationary, lacking a tendency to return to
its original position. This phenomenon, often referred

to as plastic rigidity, can manifest in continuous (lead

pipe) or intermittent (cogwheel) forms (1, 2). Parkinson's
disease affects approximately 0.3% of the population in

developed countries and about 1% of individuals aged 60
and older (3, 4). It typically begins after the age of 60,

with the highest occurrence observed between ages 75

and 84 (5). The motor symptoms of PD usually progress
slowly, at a rate of about 1.5 - 3% per year. After around six

years, these symptoms tend to increase by about 22 - 40%

(6).

Over the years, various objective methods and

theoretical approaches have been developed to assess
rigidity in Parkinson's patients. These approaches

involve measuring biomechanical parameters to (MPs)

gauge the degree of rigidity. The most common method

in these studies is to record the resistance force during

passive joint movements (2, 7, 8). This force is typically
measured while applying flexion and extension motions

to the target joint using a servomotor or clinician (7), (9-

11), (12-14), (15-17), (18-20), (21-24) .To objectively evaluate

rigidity, biomechanical parameters such as torque,

angle, and electromyogram (EMG) of the relevant

muscles are measured during passive joint movement

(2), (8-10), (11-13), (15-17), (19-21), (22, 23), (25-27), (28-30), (31-

33), (34-36), (37-39), (40-42), (7, 43, 44), (45-47), (48-51).
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The Unified Parkinson Disease Rating Scale (UPDRS) is

a widely used clinical assessment tool for subjectively

evaluating PD symptoms. Within the UPDRS motor
section (items 8 to 12), there is a rigidity score that

assigns a value from 0 to 4 for the neck and each limb. A
score of 0 indicates the absence of rigidity, 1 denotes

slight rigidity detectable only with mirror-like or similar

movements, 2 represents mild to moderate rigidity, 3
suggests marked rigidity but with an easily achievable

full range of motion, and 4 indicates severe rigidity with
significant difficulty in achieving a full range of motion

(52).

There is some confusion regarding the

recommended methods for objectively assessing

rigidity in Parkinson's patients.

2. Objectives

The purpose of this scoping review is to identify,

classify, and compare biomechanical objective outcome
measures (BOM) proposed between 1980 and the end of

2023.

3. Evidence Acquisition

3.2. Protocol and Registration

A scoping review was conducted on studies

evaluating rigidity, following the methodological

recommendations of the Joanna Briggs Institute for

systematic scoping reviews (53). The questions

addressed in this paper were:

1. What biomechanical parameters have been

proposed for assessing rigidity in PD between 1980 and

2023?

2. What are the electrophysiological, kinematic, and

kinetic parameters used in the assessment of rigidity,
and how are they categorized?

3. Which clinical scales or assessments are commonly

associated with the biomechanical parameters for

rigidity evaluation?

Studies were included in the review if they met the

following criteria:

1. Research focusing on the assessment of rigidity in
individuals diagnosed with PD.

2. Participants diagnosed with PD of any gender and

age.

3. Randomized clinical trials, randomized controlled

trials, clinical trials, case reports, or cohort studies.

4. Complete text presented in the English language.

The exclusion criteria consisted of the following:

1. Studies lacking completeness or results
presentation.

2. Studies that included non-human subjects.

3. Studies focusing on the medical and neurological
aspects of rigidity.

4. Studies discussing rigidity assessment in
individuals with PD but deviating from the primary

focus.

The search methodology followed the preferred

reporting items for systematic review and meta-analysis

(PRISMA) guidelines (54). This included various

scientific databases such as Google Scholar, PubMed,
Science Direct, Springer, and Civilica. Specific keywords

and queries ("Parkinson AND Rigidity" AND "Parkinson

disease OR Rigidity") were used across paper titles,
abstracts, and keywords, spanning from 1980 to the end

of 2023. Notably, Science Direct was searched from 1995
to 2023 due to time limitations.

After removing duplicate articles, we identified 553

unique articles based on their titles and abstracts. We

then excluded articles that were not published in

English or lacked full-text availability, resulting in 375

articles for further assessment. These articles were

further filtered to exclude studies not related to

biomechanics or those not involving human subjects,

leaving us with 65 relevant articles.

A thorough review of these 65 articles by authors S.

Asghari and M. R. Azghani resulted in the exclusion of 12

papers based on the established criteria, leaving 53

studies for classification (Figure 1).

Our primary objective was to compile suggested

rigidity assessment measures (Biomechanical Objective
Measures-BOMs), categorized into three types:

Electrophysiological (MP1), kinematic (MP2), and kinetic
(MP3) parameters. These measures were evaluated

against the UPDRS rigidity score as the primary

benchmark.

The selection and analysis of the 53 studies were

carried out in two phases by the authors (S. Asghari and

M. R. Azghani). In cases where consensus could not be

reached, a third reviewer (F. Rahimi) provided the final

decision. In the initial phase, these studies were

analyzed for demographic information, including

author (year), subject demographics, medication status,

joint condition, and clinical tests (Table 1). In the second

phase, the studies were categorized based on laboratory

conditions, data type (velocity, amplitude), device type,

joint, and muscle (Table 2). Finally, the extraction and

evaluation of BOMs, experimental conditions, and

clinical scales used in these studies were conducted by
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Figure 1. Flowchart of paper selection

the first and second authors to derive overall results

(Table 3).

This structured approach allowed us to categorize

the literature on biomechanical objective BOM for

rigidity assessment in PD, providing valuable insights

into the current state of research in this area.

4. Results

All 53 examined studies are presented in Table 1.

These studies assessed either both Parkinson’s patients

and HC (35 studies) (7, 9, 13, 14), (19, 20, 22, 24) , (27-29),

(30, 31, 33), (34, 36, 37), (38, 41-43), (45, 47, 49), (12, 50, 56),

(59, 61, 62), (63-65). or only PD patients (17 studies) (2, 8,

10), (11, 15, 17, 18), (21, 23, 32), (35, 39, 40), (46, 51, 55), (58,

60). The medication state during rigidity assessment

(on/off) is shown in the table, although it was not

reported in 5 studies (16, 25, 44), (56, 61).

For rigidity assessment, 35 studies used the passive

movement of the joint of interest (2, 7, 8), (10, 11, 16), (17-

19), (21, 22, 27), (28, 29, 31), (35-37), (38, 39, 42), (44-46), (47,

49, 51), (12, 56, 59), (61-64, 66); 7 studies asked

participants to move their joint actively (9, 14, 33), (40,

43, 60); and 11 studies examined participants under both

types of movement (active and passive) (13, 20, 25), (30,

32, 34), (41, 45, 50), (55, 65).

The studies were categorized based on their

mechanical parameters (MP1-MP3). To differentiate the

approaches for objective assessment of rigidity, we

identified three distinct categories:

- CAT-1 studies use only MP1 parameters (25, 27, 28),

(34, 40, 58).

- CAT-2 studies use both MP2 and MP3 parameters (2,

7, 10), (11, 13, 14), (16, 18, 20),(21, 22, 29), (32, 36, 40), (42, 43,

46), (49, 56, 61), (58, 60, 62, 63).
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- CAT-3 studies use all MPs for rigidity evaluation

(Table 2) (8,15,17,19,30,31,35,37,38,41,46,48,51,52,57,58,62–

64,67).

Table 2 also indicates the joint for which rigidity was

examined. Twenty-three studies assessed rigidity at the

wrist joint (2, 7, 8), (13, 15, 16), (17, 20, 22), (23, 24, 28), (30,

32, 34), (36, 44, 45), (55, 59, 61), (58, 60), 17 at the elbow

joint (9, 11, 14), (18, 19, 21), (36, 37, 41), (12, 47, 49-51, 56), (62,

65), 3 in the trunk (29, 40, 46), 3 in the lower limbs (knee,

hip, and ankle) (25, 31, 64), and one in the neck (63). The

remaining 7 studies examined muscle activities in

addition to the related joint movements (27, 35, 38), (39,

42, 43).

The muscles for which EMG recordings were

performed included the biceps brachii (BB) and triceps

brachii (TB) muscles (9, 19, 35), (35, 38, 41), (47, 50, 51), (12,

55, 65), along with other muscles (ECR, ECU, EDC, FCR,

FCU, FDS, and quadriceps).

Depending on the mechanical/electrophysiological

parameter of interest, the experimental setup

equipment for recording/producing movement is also

presented in Table 2. Since the amplitude and velocity of

joint movement affect rigidity assessment (30), most

studies reported these two values during their

assessments. Two columns have been added to Table 2 to

show the amplitude and velocity of the movement.

However, some researchers failed to mention these

effective values in their papers (11, 14, 19), (21, 27, 28), (32,

35, 37), (38, 40, 51), (58, 60, 65).

Significant findings from each study are presented in

Table 3. These findings compare the BOMs of the study

with clinical measures as the reference. Among the

BOMs, the following were more frequently used for

evaluating rigidity: Torque-angle integral (work) (9, 11,

14), (18-20), (22, 30, 32), (37, 42, 45), (46, 47, 49, 51), torque-

angle slope (2, 18, 22), (23, 25, 30, 32), torque integral with

respect to time (impedance) (12, 21, 25), viscoelastic

parameters (10, 12, 15), (18, 24, 33, 44), and aspects of the

EMG signal (2, 9, 13),(14, 19, 23), (30, 32, 37, 38, 44).

From clinical scales, only the UPDRS was used by 23
studies (7-9), (15, 17-19), (24, 25, 28), (29, 32, 34), (37, 39, 41),

(44, 45, 47), (49, 56, 59), (55, 58), Hohen and Yahr by five

studies (16, 36, 43, 64, 67), while 16 studies used both

Hohen and Yahr and UPDRS (2, 11-13), (21-23), (27, 30, 31),

(42, 50, 62), (60, 63). One study used the Webster
Disability Grading (35, 51), and another used the

Columbia University Rating Scale (40). These

parameters are defined under experimental conditions,

which often include velocity, amplitude, frequency,

regression UPDRS index, medicine use, DBS treatments,
movement direction (wrist flexion and extension), and

joint state (active or inactive) (Table 3).

5. Discussion

Parkinson's disease affects 0 - 3% of individuals in

industrialized nations and 1% of those aged over 60 (3,

4). A comprehensive study is needed to extract and

compare objective rigidity (OR) measures over the past

40 years, categorized as CAT-1, CAT-2, and CAT-3, based on

the MPs used.

5.1. Studies in CAT-1

Six studies exclusively used EMG (MP1) for rigidity

assessment. In 1993, Mary and Cody identified an
enhanced stretch reflex as a possible source of rigidity,

supported by the torque needed for wrist flexion

reaching 20% of its maximum (28). In another 1992
study, they examined rigidity in nine Parkinson's

patients, recording rigidity with normalized EMG and
displacement during flexion and extension (34), again

suggesting the enhanced stretch reflex as the source of

rigidity (28, 34).

Cantello et al. (1995) recorded EMG in resting FDI

muscles and proposed that abnormal motor unit

discharge at rest in rigid muscles is the primary cause of

rigidity, overlooking viscoelastic factors (27). Bergui et

al. (1992) recorded quadriceps muscle EMG and

observed an enhanced delay in the stretch reflex in

Parkinson's patients, contributing to rigidity (25). In

2015, Kwon et al. used EMG parameters to investigate the

contribution of shortening reactions and stretching

reflex in wrist muscle rigidity, concluding that

shortened wrist muscles have higher EMG activity than

stretched muscles, indicating unequal contributions to

rigidity (44).

5.2. Studies in CAT-2

Twenty-four studies employed kinetic and kinematic

parameters (MP2 - MP3) to assess rigidity in PD. These

studies primarily focused on recording torque and

angle in various joints (wrist, elbow, neck, trunk) (2, 7,

10), (11, 13, 14), (16, 18, 20), (21, 22, 24), (29, 32, 36), (40, 42,

43), (46, 49, 56), (61-63), (58, 60). Commonly extracted

BOM parameters from these studies include work,

impedance, angle of the torque diagram, viscoelastic

components, and more (2, 7, 8), (9-11), (13-15), (16, 17, 19),

(20-23), (25, 28, 29), (30-32), (34, 36, 37), (40-42), (43-45),

(46, 47, 49), (50, 51, 56), (12, 59, 61) (62-64), (55, 58, 60, 65)

(Table 3).

Researchers have evaluated these parameters under

various medication conditions, movement speeds,

frequencies, amplitudes, and other factors. For instance,

Xia et al. (2, 22) examined the impact of rigidity on
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extension and flexion, finding a greater impact on

extension and noting the efficacy of medication in

controlling extension rigidity (31, 41, 64). Rigidity and

akinesia progress more rapidly compared to tremors in

Parkinson's patients, a finding confirmed by Robichaud

and Endo et al. in 2004 and 2009 using other BOMs (22,

41, 45, 47, 68). Mak et al. (29) recorded trunk rigidity and

suggested several BOMs, all showing high confidence in

evaluating trunk rigidity while considering viscoelastic

parameters. Teravainen et al. extracted a BOM based on

wrist work, and their suggested range for viscoelastic

parameters became a standard in experimental design

for many researchers, even those using different BOMs

(13, 16, 32), (7, 44, 49).

Park et al. conducted a study on kinetic-kinematic

parameters (CAT_2), finding a higher correlation

between BOMs in the first category and clinical scores
compared to EMG-based measures (CAT_1). This

superiority was supported by Kwon et al., who reported

a strong correlation between viscoelastic parameters

and the UPDRS index (7). Webster, in 1959, suggested

devices for rigidity evaluation using a work-based BOM,
which demonstrated acceptable sensitivity. In 2011, Park

et al. confirmed this approach, showing a significant

correlation between work-based and impulse-based

BOMs and UPDRS scores (7). In 2015, a tool called BiRD

was developed for Metacarpophalangeal rigidity

registration, showing a moderate correlation with the

MDS-UPDRS clinical score (42).

Costa and colleagues in 2015 created a wearable

sensor for wrist rigidity assessment, developing a

polynomial model using extracted BOMs. This model

successfully detected rigidity in Parkinson's subjects

compared to healthy controls, with clinical measures

for rigidity provided by two blinded physicians (60).

Additionally, biomechanical investigations have shown

that OR in PD progressively increases with higher

angular velocities during robot-assisted wrist

extensions (24, 61).

5.3. Studies in CAT_3

Twenty-two studies used a combination of

electrophysiological, kinetic, and kinematic measures

(MP1-MP2-MP3) to evaluate rigidity in PD, introducing

various successful BOMs. For instance, Xia and Powell

introduced measures such as work, impedance, and

EMG under different experimental conditions (8, 14, 15),

(17, 19, 23),(30, 31, 35), (37, 38, 41),(45, 47, 50), (12, 59, 61),

(55, 64-66) (Table 3).

In 2011, the effects of velocity and amplitude changes
on rigidity were assessed using BOMs like work,

impulse, torque angle slopes, and EMG-based measures.

The impact of contralateral activation on rigidity was

also evaluated using these BOMs (13, 15, 45).

Xia et al. in 2016 investigated the neural and

mechanical origins of rigidity in PD, finding that

individuals with Parkinson's have a higher stretch reflex

and biomechanical component compared to control

groups. Dopaminergic medication had a more
significant effect on the neural component of rigidity

(30, 59). Fung et al. in 2000 concluded that angular

impulse correlates better with UPDRS scales compared

to work as a BOM. Sepehri et al. in 2007 compared work-

based BOMs with other biomechanical and
physiological-based BOMs, demonstrating that work-

based measures have a better correlation with clinical

scores, corroborating earlier findings by Webster (19). In

2020, Rosario et al. conducted a meta-analysis assessing

the reliability of 36 papers that evaluated rigidity and
stiffness in Parkinsonian patients' muscles. These

studies reported that all the methodologies presented

in these papers demonstrated excellent validity and

reliability, exhibiting robust correlations with clinical

assessment scales (26).

The aim of this study, distinct from the

aforementioned ones, is to derive and classify

biomechanical BOMs for recording rigidity in

Parkinson's patients, with the hope of establishing a

relationship and equation between objective and

subjective parameters.

5.4. Conclusions

Based on the analysis of 53 studies, critical

biomechanical measures for assessing rigidity in

Parkinson's patients include viscoelastic parameters,

EMG signals, impedance, work, torque-angle slopes

(stiffness), and impulse. These measures show a strong

correlation with UPDRS scores. Classifying and

comparing them may help establish precise predictive

models for rigidity stages under different conditions.

These models could aid in monitoring the progression

of rigidity and akinesia, which is faster than tremors.

They may also enhance the effectiveness of

interventions like deep brain stimulation. Furthermore,

these predictors could promote better communication

between biomechanists and neurologists when

discussing rigidity in PD.

Acknowledgements

This article has been derived from the master's thesis
of the first author, conducted in the Department of

Biomechanics within the Faculty of Mechanical



Asghari S et al.

6 Jundishapur J Health Sci. 2024; 16(3): e145964.

Engineering at Shand University of Technology in Tabriz.

The research received financial backing from the

aforementioned institution.

Footnotes

Authors' Contribution: All authors contributed to the

conceptualization and design of the study.

Conflict of Interests Statement: The authors declare

that they have no known competing financial interests

or personal relationships that could have appeared to

influence the work reported in this paper.

Data Availability: The data can be provided upon

request.

Funding/Support: This work was supported by the Vice

Chancellor for Research and Technology of the Sahand

University of Technology.

References

1. Valls-Sole J, Valldeoriola F. Neurophysiological correlate of clinical

signs in Parkinson's disease. Clin Neurophysiol. 2002;113(6):792-805.

[PubMed ID: 12048039]. https://doi.org/10.1016/s1388-2457(02)00080-

9.

2. Xia R, Rymer WZ. The role of shortening reaction in mediating

rigidity in Parkinson's disease. Exp Brain Res. 2004;156(4):524-8.

[PubMed ID: 15127173]. https://doi.org/10.1007/s00221-004-1919-9.

3. Tan LCS. Epidemiology of parkinson’s disease. Neurol Asia. 2013;18:231-

8.

4. Nussbaum RL, Ellis CE. Alzheimer's disease and Parkinson's disease. N

Engl J Med. 2003;348(14):1356-64. [PubMed ID: 12672864].

https://doi.org/10.1056/NEJM2003ra020003.

5. Smaga S. Tremor. Am Fam Physic. 2003;68(8):1545-52.

6. Alves G, Forsaa EB, Pedersen KF, Dreetz Gjerstad M, Larsen JP.

Epidemiology of Parkinson's disease. J Neurol. 2008;255 Suppl 5:18-32.

[PubMed ID: 18787879]. https://doi.org/10.1007/s00415-008-5004-3.

7. Park BK, Kwon Y, Kim JW, Lee JH, Eom GM, Koh SB, et al. Analysis of

viscoelastic properties of wrist joint for quantification of

parkinsonian rigidity. IEEE Trans Neural Syst Rehabil Eng. 2011;19(2):167-

76. [PubMed ID: 21075739].

https://doi.org/10.1109/TNSRE.2010.2091149.

8. Powell D, Muthumani A, Xia RP. Normalizing EMG to Background

Muscle Activation Masks Medication-Induced Reductions in Reflex

Amplitudes in Parkinsonian Rigidity. J Nat Sci. 2017;3(2). [PubMed ID:

28680966]. [PubMed Central ID: PMC5495020].

9. Levin J, Krafczyk S, Valkovic P, Eggert T, Claassen J, Botzel K. Objective

measurement of muscle rigidity in Parkinsonian patients treated

with subthalamic stimulation. Mov Disord. 2009;24(1):57-63. [PubMed

ID: 18855925]. https://doi.org/10.1002/mds.22291.

10. Patrick SK, Denington AA, Gauthier MJ, Gillard DM, Prochazka A.

Quantification of the UPDRS Rigidity Scale. IEEE Trans Neural Syst

Rehabil Eng. 2001;9(1):31-41. [PubMed ID: 11482361].

https://doi.org/10.1109/7333.918274.

11. Tabbal SD, Ushe M, Mink JW, Revilla FJ, Wernle AR, Hong M, et al.

Unilateral subthalamic nucleus stimulation has a measurable

ipsilateral effect on rigidity and bradykinesia in Parkinson disease.

Exp Neurol. 2008;211(1):234-42. [PubMed ID: 18329019]. [PubMed

Central ID: PMC2413293].

https://doi.org/10.1016/j.expneurol.2008.01.024.

12. Lee HM, Huang YZ, Chen JJ, Hwang IS. Quantitative analysis of the

velocity related pathophysiology of spasticity and rigidity in the

elbow flexors. J Neurol Neurosurg Psychiatry. 2002;72(5):621-9.

[PubMed ID: 11971049]. [PubMed Central ID: PMC1737886].

https://doi.org/10.1136/jnnp.72.5.621.

13. Zetterberg H, Frykberg GE, Gaverth J, Lindberg PG. Neural and

nonneural contributions to wrist rigidity in Parkinson's disease: an

explorative study using the NeuroFlexor. Biomed Res Int.

2015;2015:276182. [PubMed ID: 25685778]. [PubMed Central ID:

PMC4320927]. https://doi.org/10.1155/2015/276182.

14. Kirollos C, Charlett A, O'Neill CJ, Kosik R, Mozol K, Purkiss AG, et al.

Objective measurement of activation of rigidity: diagnostic,

pathogenetic and therapeutic implications in parkinsonism. Br J Clin

Pharmacol. 1996;41(6):557-64. [PubMed ID: 8799522]. [PubMed Central

ID: PMC2042619]. https://doi.org/10.1046/j.1365-2125.1996.38313.x.

15. Powell D, Threlkeld AJ, Fang X, Muthumani A, Xia R. Amplitude- and

velocity-dependency of rigidity measured at the wrist in Parkinson's

disease. Clin Neurophysiol. 2012;123(4):764-73. [PubMed ID: 21890404].

[PubMed Central ID: PMC3260389].

https://doi.org/10.1016/j.clinph.2011.08.004.

16. Teravainen H, Tsui JK, Mak E, Calne DB. Optimal indices for testing

parkinsonian rigidity. Can J Neurol Sci. 1989;16(2):180-3. [PubMed ID:

2731084]. https://doi.org/10.1017/s0317167100028857.

17. Xia R, Sun J, Threlkeld AJ. Analysis of interactive effect of stretch

reflex and shortening reaction on rigidity in Parkinson's disease. Clin

Neurophysiol. 2009;120(7):1400-7. [PubMed ID: 19487158].

https://doi.org/10.1016/j.clinph.2009.05.001.

18. Endo T, Yoshikawa N, Fujimura H, Sakoda S. Parkinsonian Rigidity

Depends on the Velocity of Passive Joint Movement. Parkinsons Dis.

2015;2015:961790. [PubMed ID: 26788403]. [PubMed Central ID:

PMC4695671]. https://doi.org/10.1155/2015/961790.

19. Sepehri B, Esteki A, Ebrahimi-Takamjani E, Shahidi GA, Khamseh F,

Moinodin M. Quantification of rigidity in Parkinson's disease. Ann

Biomed Eng. 2007;35(12):2196-203. [PubMed ID: 17909970].

https://doi.org/10.1007/s10439-007-9379-6.

20. Caligiuri MP. Portable device for quantifying parkinsonian wrist

rigidity. Mov Disord. 1994;9(1):57-63. [PubMed ID: 7908119].

https://doi.org/10.1002/mds.870090109.

21. Prochazka A, Bennett DJ, Stephens MJ, Patrick SK, Sears-Duru R,

Roberts T, et al. Measurement of rigidity in Parkinson's disease. Mov

Disord. 1997;12(1):24-32. [PubMed ID: 8990050].

https://doi.org/10.1002/mds.870120106.

22. Xia R, Markopoulou K, Puumala SE, Rymer WZ. A comparison of the

effects of imposed extension and flexion movements on

Parkinsonian rigidity. Clin Neurophysiol. 2006;117(10):2302-7. [PubMed

ID: 16920016]. https://doi.org/10.1016/j.clinph.2006.06.176.

23. Xia R, Powell D, Rymer WZ, Hanson N, Fang X, Threlkeld AJ.

Differentiation between the contributions of shortening reaction

and stretch-induced inhibition to rigidity in Parkinson's disease. Exp

Brain Res. 2011;209(4):609-18. [PubMed ID: 21347660]. [PubMed

Central ID: PMC3142787]. https://doi.org/10.1007/s00221-011-2594-2.

24. Asci F, Falletti M, Zampogna A, Patera M, Hallett M, Rothwell J, et al.

Rigidity in Parkinson's disease: evidence from biomechanical and

neurophysiological measures. Brain. 2023;146(9):3705-18. [PubMed

ID: 37018058]. [PubMed Central ID: PMC10681667].

https://doi.org/10.1093/brain/awad114.

25. Bergui M, Lopiano L, Paglia G, Quattrocolo G, Scarzella L, Bergamasco

B. Stretch reflex of quadriceps femoris and its relation to rigidity in

Parkinson's disease. Acta Neurol Scand. 1992;86(3):226-9. [PubMed ID:

1414237]. https://doi.org/10.1111/j.1600-0404.1992.tb05075.x.

http://www.ncbi.nlm.nih.gov/pubmed/12048039
https://doi.org/10.1016/s1388-2457(02)00080-9
https://doi.org/10.1016/s1388-2457(02)00080-9
http://www.ncbi.nlm.nih.gov/pubmed/15127173
https://doi.org/10.1007/s00221-004-1919-9
http://www.ncbi.nlm.nih.gov/pubmed/12672864
https://doi.org/10.1056/NEJM2003ra020003
http://www.ncbi.nlm.nih.gov/pubmed/18787879
https://doi.org/10.1007/s00415-008-5004-3
http://www.ncbi.nlm.nih.gov/pubmed/21075739
https://doi.org/10.1109/TNSRE.2010.2091149
http://www.ncbi.nlm.nih.gov/pubmed/28680966
https://www.ncbi.nlm.nih.gov/pmc/PMC5495020
http://www.ncbi.nlm.nih.gov/pubmed/18855925
https://doi.org/10.1002/mds.22291
http://www.ncbi.nlm.nih.gov/pubmed/11482361
https://doi.org/10.1109/7333.918274
http://www.ncbi.nlm.nih.gov/pubmed/18329019
https://www.ncbi.nlm.nih.gov/pmc/PMC2413293
https://doi.org/10.1016/j.expneurol.2008.01.024
http://www.ncbi.nlm.nih.gov/pubmed/18329019
https://www.ncbi.nlm.nih.gov/pmc/PMC2413293
https://doi.org/10.1016/j.expneurol.2008.01.024
http://www.ncbi.nlm.nih.gov/pubmed/11971049
https://www.ncbi.nlm.nih.gov/pmc/PMC1737886
https://doi.org/10.1136/jnnp.72.5.621
http://www.ncbi.nlm.nih.gov/pubmed/25685778
https://www.ncbi.nlm.nih.gov/pmc/PMC4320927
https://doi.org/10.1155/2015/276182
http://www.ncbi.nlm.nih.gov/pubmed/8799522
https://www.ncbi.nlm.nih.gov/pmc/PMC2042619
https://doi.org/10.1046/j.1365-2125.1996.38313.x
http://www.ncbi.nlm.nih.gov/pubmed/21890404
https://www.ncbi.nlm.nih.gov/pmc/PMC3260389
https://doi.org/10.1016/j.clinph.2011.08.004
http://www.ncbi.nlm.nih.gov/pubmed/2731084
https://doi.org/10.1017/s0317167100028857
http://www.ncbi.nlm.nih.gov/pubmed/19487158
https://doi.org/10.1016/j.clinph.2009.05.001
http://www.ncbi.nlm.nih.gov/pubmed/26788403
https://www.ncbi.nlm.nih.gov/pmc/PMC4695671
https://doi.org/10.1155/2015/961790
http://www.ncbi.nlm.nih.gov/pubmed/17909970
https://doi.org/10.1007/s10439-007-9379-6
http://www.ncbi.nlm.nih.gov/pubmed/7908119
https://doi.org/10.1002/mds.870090109
http://www.ncbi.nlm.nih.gov/pubmed/8990050
https://doi.org/10.1002/mds.870120106
http://www.ncbi.nlm.nih.gov/pubmed/16920016
https://doi.org/10.1016/j.clinph.2006.06.176
http://www.ncbi.nlm.nih.gov/pubmed/21347660
https://www.ncbi.nlm.nih.gov/pmc/PMC3142787
https://doi.org/10.1007/s00221-011-2594-2
http://www.ncbi.nlm.nih.gov/pubmed/37018058
https://www.ncbi.nlm.nih.gov/pmc/PMC10681667
https://doi.org/10.1093/brain/awad114
http://www.ncbi.nlm.nih.gov/pubmed/1414237
https://doi.org/10.1111/j.1600-0404.1992.tb05075.x


Asghari S et al.

Jundishapur J Health Sci. 2024; 16(3): e145964. 7

26. Ferreira-Sanchez MDR, Moreno-Verdu M, Cano-de-la-Cuerda R.

Quantitative Measurement of Rigidity in Parkinson s Disease: A

Systematic Review. Sensors (Basel). 2020;20(3). [PubMed ID: 32041374].

[PubMed Central ID: PMC7038663].

https://doi.org/10.3390/s20030880.

27. Cantello R, Gianelli M, Civardi C, Mutani R. Parkinson's disease

rigidity: EMG in a small hand muscle at "rest". Electroencephalogr Clin

Neurophysiol. 1995;97(5):215-22. [PubMed ID: 7489682].

https://doi.org/10.1016/0013-4694(95)93574-q.

28. Meara RJ, Cody FW. Stretch reflexes of individual parkinsonian

patients studied during changes in clinical rigidity following

medication. Electroencephalogr Clin Neurophysiol. 1993;89(4):261-8.

[PubMed ID: 7688690]. https://doi.org/10.1016/0168-5597(93)90105-x.

29. Mak MK, Wong EC, Hui-Chan CW. Quantitative measurement of

trunk rigidity in parkinsonian patients. J Neurol. 2007;254(2):202-9.

[PubMed ID: 17334954]. https://doi.org/10.1007/s00415-006-0327-4.

30. Fung VS, Burne JA, Morris JG. Objective quantification of resting and

activated parkinsonian rigidity: a comparison of angular impulse

and work scores. Mov Disord. 2000;15(1):48-55. [PubMed ID: 10634241].

https://doi.org/10.1002/1531-8257(200001)15:13.0.co;2-e.

31. Nuyens G, De Weerdt W, Dom R, Nieuwboer A, Spaepen A. Torque

variations during repeated passive isokinetic movements of the

knee in subjects with Parkinson's disease and healthy control

subjects. Parkinsonism Relat Disord. 2000;6(2):87-93. [PubMed ID:

10699389]. https://doi.org/10.1016/s1353-8020(99)00055-3.

32. Little S, Joundi RA, Tan H, Pogosyan A, Forrow B, Joint C, et al. A

torque-based method demonstrates increased rigidity in Parkinson's

disease during low-frequency stimulation. Exp Brain Res.

2012;219(4):499-506. [PubMed ID: 22580572]. [PubMed Central ID:

PMC3366185]. https://doi.org/10.1007/s00221-012-3107-7.

33. Kwon Y, Park SH, Kim JW, Ho Y, Jeon HM, Bang MJ, et al. Quantitative

evaluation of parkinsonian rigidity during intra-operative deep

brain stimulation. Biomed Mater Eng. 2014;24(6):2273-81. [PubMed ID:

25226927]. https://doi.org/10.3233/BME-141040.

34. Meara RJ, Cody FW. Relationship between electromyographic activity

and clinically assessed rigidity studied at the wrist joint in

Parkinson's disease. Brain. 1992;115 ( Pt 4):1167-80. [PubMed ID:

1393509]. https://doi.org/10.1093/brain/115.4.1167.

35. Marusiak J, Jaskolska A, Koszewicz M, Budrewicz S, Jaskolski A.

Myometry revealed medication-induced decrease in resting skeletal

muscle stiffness in Parkinson's disease patients. Clin Biomech (Bristol,

Avon). 2012;27(6):632-5. [PubMed ID: 22365901].

https://doi.org/10.1016/j.clinbiomech.2012.02.001.

36. Webster DD. A Method of Measuring the Dynamic Characteristics of

Muscle Rigidity, Strength, and Tremor in the Upper Extremity. IRE

Transactions Med Electron. 1959;ME-6(3):159-64.

https://doi.org/10.1109/iret-me.1959.5007944.

37. Ratsep T, Asser T. Influence of alarming auditory cues on viscoelastic

stiffness of skeletal muscles in patients with Parkinson's disease. Clin

Biomech (Bristol, Avon). 2019;62:93-5. [PubMed ID: 30711736].

https://doi.org/10.1016/j.clinbiomech.2019.01.008.

38. Marusiak J, Kisiel-Sajewicz K, Jaskolska A, Jaskolski A. Higher muscle

passive stiffness in Parkinson's disease patients than in controls

measured by myotonometry. Arch Phys Med Rehabil. 2010;91(5):800-2.

[PubMed ID: 20434620]. https://doi.org/10.1016/j.apmr.2010.01.012.

39. Duval C, Lafontaine D, Hebert J, Leroux A, Panisset M, Boucher JP. The

effect of Trager therapy on the level of evoked stretch responses in

patients with Parkinson's disease and rigidity. J Manipulative Physiol

Ther. 2002;25(7):455-64. [PubMed ID: 12214187].

https://doi.org/10.1067/mmt.2002.126469.

40. Bartolic A, Pirtosek Z, Rozman J, Ribaric S. Postural stability of

Parkinson's disease patients is improved by decreasing rigidity. Eur J

Neurol. 2005;12(2):156-9. [PubMed ID: 15679705].

https://doi.org/10.1111/j.1468-1331.2004.00942.x.

41. Robichaud JA, Pfann KD, Comella CL, Brandabur M, Corcos DM.

Greater impairment of extension movements as compared to flexion

movements in Parkinson's disease. Exp Brain Res. 2004;156(2):240-54.

[PubMed ID: 14747885]. https://doi.org/10.1007/s00221-003-1782-0.

42. Perera T, Lee WL, Jones M, Tan JL, Proud EL, Begg A, et al. A palm-worn

device to quantify rigidity in Parkinson's disease. J Neurosci Methods.

2019;317:113-20. [PubMed ID: 30776378].

https://doi.org/10.1016/j.jneumeth.2019.02.006.

43. Van Emmerik RE, Wagenaar RC, Winogrodzka A, Wolters EC.

Identification of axial rigidity during locomotion in Parkinson

disease. Arch Phys Med Rehabil. 1999;80(2):186-91. [PubMed ID:

10025495]. https://doi.org/10.1016/s0003-9993(99)90119-3.

44. Kwon Y, Kim JW, Kim JS, Koh SB, Eom GM, Lim TH. Comparison of EMG

during passive stretching and shortening phases of each muscle for

the investigation of parkinsonian rigidity. Biomed Mater Eng. 2015;26

Suppl 1:S2155-63. [PubMed ID: 26405995]. https://doi.org/10.3233/BME-

151521.

45. Powell D, Hanson N, Threlkeld AJ, Fang X, Xia R. Enhancement of

parkinsonian rigidity with contralateral hand activation. Clin

Neurophysiol. 2011;122(8):1595-601. [PubMed ID: 21330199]. [PubMed

Central ID: PMC3121893]. https://doi.org/10.1016/j.clinph.2011.01.010.

46. Cano-de-la-Cuerda R, Vela-Desojo L, Miangolarra-Page JC, Macias-

Macias Y, Munoz-Hellin E. Axial rigidity and quality of life in patients

with Parkinson's disease: a preliminary study. Qual Life Res.

2011;20(6):817-23. [PubMed ID: 21170683].

https://doi.org/10.1007/s11136-010-9818-y.

47. Endo T, Okuno R, Yokoe M, Akazawa K, Sakoda S. A novel method for

systematic analysis of rigidity in Parkinson's disease. Mov Disord.

2009;24(15):2218-24. [PubMed ID: 19768729].

https://doi.org/10.1002/mds.22752.

48. Ratsep T, Asser T. The effect of subthalamic stimulation on

viscoelastic stiffness of skeletal muscles in patients with Parkinson's

disease. Clin Biomech (Bristol, Avon). 2017;44:94-8. [PubMed ID:

28376379]. https://doi.org/10.1016/j.clinbiomech.2017.03.012.

49. Hong M, Perlmutter JS, Earhart GM. Enhancement of rigidity in

Parkinson's disease with activation. Mov Disord. 2007;22(8):1164-8.

[PubMed ID: 17443709]. https://doi.org/10.1002/mds.21524.

50. Shapiro MB, Vaillancourt DE, Sturman MM, Metman LV, Bakay RA,

Corcos DM. Effects of STN DBS on rigidity in Parkinson's disease. IEEE

Trans Neural Syst Rehabil Eng. 2007;15(2):173-81. [PubMed ID: 17601186].

[PubMed Central ID: PMC2365513].

https://doi.org/10.1109/TNSRE.2007.896997.

51. Wiegner AW, Watts RL. Elastic properties of muscles measured at the

elbow in man: I. Normal controls. J Neurol Neurosurg Psychiatry.

1986;49(10):1171-6. [PubMed ID: 3783178]. [PubMed Central ID:

PMC1029052]. https://doi.org/10.1136/jnnp.49.10.1171.

52. Fish J. Unified Parkinson’s Disease Rating Scale. In: Kreutzer JS,

DeLuca J, Caplan B, editors. Encyclopedia Clini Neuropsychol. New York,

NY: Springer New York; 2011. p. 2576-7. https://doi.org/10.1007/978-0-

387-79948-3_1836.

53. Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow

CD, et al. The PRISMA 2020 statement: an updated guideline for

reporting systematic reviews. BMJ. 2021;372:n71. [PubMed ID:

33782057]. [PubMed Central ID: PMC8005924].

https://doi.org/10.1136/bmj.n71.

54. Ouzzani M, Hammady H, Fedorowicz Z, Elmagarmid A. Rayyan-a web

and mobile app for systematic reviews. Syst Rev. 2016;5(1):210.

[PubMed ID: 27919275]. [PubMed Central ID: PMC5139140].

https://doi.org/10.1186/s13643-016-0384-4.

55. Endo T, Yokoe M, Fujimura H, Sako S. Novel Methods to Evaluate

Symptoms in Parkinson's Disease – Rigidity and Finger Tappin. In:

http://www.ncbi.nlm.nih.gov/pubmed/32041374
https://www.ncbi.nlm.nih.gov/pmc/PMC7038663
https://doi.org/10.3390/s20030880
http://www.ncbi.nlm.nih.gov/pubmed/7489682
https://doi.org/10.1016/0013-4694(95)93574-q
http://www.ncbi.nlm.nih.gov/pubmed/7688690
https://doi.org/10.1016/0168-5597(93)90105-x
http://www.ncbi.nlm.nih.gov/pubmed/17334954
https://doi.org/10.1007/s00415-006-0327-4
http://www.ncbi.nlm.nih.gov/pubmed/10634241
https://doi.org/10.1002/1531-8257(200001)15:1%3C48::aid-mds1009%3E3.0.co;2-e
http://www.ncbi.nlm.nih.gov/pubmed/10699389
https://doi.org/10.1016/s1353-8020(99)00055-3
http://www.ncbi.nlm.nih.gov/pubmed/22580572
https://www.ncbi.nlm.nih.gov/pmc/PMC3366185
https://doi.org/10.1007/s00221-012-3107-7
http://www.ncbi.nlm.nih.gov/pubmed/25226927
https://doi.org/10.3233/BME-141040
http://www.ncbi.nlm.nih.gov/pubmed/1393509
https://doi.org/10.1093/brain/115.4.1167
http://www.ncbi.nlm.nih.gov/pubmed/22365901
https://doi.org/10.1016/j.clinbiomech.2012.02.001
https://doi.org/10.1109/iret-me.1959.5007944
http://www.ncbi.nlm.nih.gov/pubmed/30711736
https://doi.org/10.1016/j.clinbiomech.2019.01.008
http://www.ncbi.nlm.nih.gov/pubmed/20434620
https://doi.org/10.1016/j.apmr.2010.01.012
http://www.ncbi.nlm.nih.gov/pubmed/12214187
https://doi.org/10.1067/mmt.2002.126469
http://www.ncbi.nlm.nih.gov/pubmed/15679705
https://doi.org/10.1111/j.1468-1331.2004.00942.x
http://www.ncbi.nlm.nih.gov/pubmed/15679705
https://doi.org/10.1111/j.1468-1331.2004.00942.x
http://www.ncbi.nlm.nih.gov/pubmed/14747885
https://doi.org/10.1007/s00221-003-1782-0
http://www.ncbi.nlm.nih.gov/pubmed/30776378
https://doi.org/10.1016/j.jneumeth.2019.02.006
http://www.ncbi.nlm.nih.gov/pubmed/10025495
https://doi.org/10.1016/s0003-9993(99)90119-3
http://www.ncbi.nlm.nih.gov/pubmed/26405995
https://doi.org/10.3233/BME-151521
https://doi.org/10.3233/BME-151521
http://www.ncbi.nlm.nih.gov/pubmed/21330199
https://www.ncbi.nlm.nih.gov/pmc/PMC3121893
https://doi.org/10.1016/j.clinph.2011.01.010
http://www.ncbi.nlm.nih.gov/pubmed/21170683
https://doi.org/10.1007/s11136-010-9818-y
http://www.ncbi.nlm.nih.gov/pubmed/19768729
https://doi.org/10.1002/mds.22752
http://www.ncbi.nlm.nih.gov/pubmed/28376379
https://doi.org/10.1016/j.clinbiomech.2017.03.012
http://www.ncbi.nlm.nih.gov/pubmed/17443709
https://doi.org/10.1002/mds.21524
http://www.ncbi.nlm.nih.gov/pubmed/17601186
https://www.ncbi.nlm.nih.gov/pmc/PMC2365513
https://doi.org/10.1109/TNSRE.2007.896997
http://www.ncbi.nlm.nih.gov/pubmed/3783178
https://www.ncbi.nlm.nih.gov/pmc/PMC1029052
https://doi.org/10.1136/jnnp.49.10.1171
https://doi.org/10.1007/978-0-387-79948-3_1836
https://doi.org/10.1007/978-0-387-79948-3_1836
http://www.ncbi.nlm.nih.gov/pubmed/33782057
https://www.ncbi.nlm.nih.gov/pmc/PMC8005924
https://doi.org/10.1136/bmj.n71
http://www.ncbi.nlm.nih.gov/pubmed/27919275
https://www.ncbi.nlm.nih.gov/pmc/PMC5139140
https://doi.org/10.1186/s13643-016-0384-4


Asghari S et al.

8 Jundishapur J Health Sci. 2024; 16(3): e145964.

Endo T, Yokoe M, Fujimura H, Sako S, editors. Diagnostics and

Rehabilitation of Parkinson's Disease. London, UK: intechopen; 2011.

https://doi.org/10.5772/17967.

56. Oladi M, Sepehri B, Gorbani JM. Measurement of passive stiffness in

the elbow joint to evaluate Parkinson's disease. 7th Mechanical

Engineering Student Conference. Yasuj, Iran. Iranian Association of

Mechanical Engineers; 2017.

57. Watts RL, Wiegner AW, Young RR. Elastic properties of muscles

measured at the elbow in man: II. Patients with parkinsonian

rigidity. J Neurol Neurosurg Psychiatry. 1986;49(10):1177-81. [PubMed ID:

3783179]. [PubMed Central ID: PMC1029053].

https://doi.org/10.1136/jnnp.49.10.1177.

58. Kwon KY, Kim M, Lee SM, Kang SH, Lee HM, Koh SB. Is reduced arm

and leg swing in Parkinson's disease associated with rigidity or

bradykinesia? J Neurol Sci. 2014;341(1-2):32-5. [PubMed ID: 24717971].

https://doi.org/10.1016/j.jns.2014.03.041.

59. Xia R, Muthumani A, Mao ZH, Powell DW. Quantification of neural

reflex and muscular intrinsic contributions to parkinsonian rigidity.

Exp Brain Res. 2016;234(12):3587-95. [PubMed ID: 27534863].

https://doi.org/10.1007/s00221-016-4755-9.

60. Costa P, Rosas MJ, Vaz R, Cunha JP. Wrist rigidity assessment during

Deep Brain Stimulation surgery. Annu Int Conf IEEE Eng Med Biol Soc.

2015;2015:3423-6. [PubMed ID: 26737028].

https://doi.org/10.1109/EMBC.2015.7319128.

61. Zito GA, Gerber SM, Urwyler P, Shamsollahi MJ, Pal N, Benninger D, et

al. Development and Pilot Testing of a Novel Electromechanical

Device to Measure Wrist Rigidity in Parkinson's Disease. Annu Int Conf

IEEE Eng Med Biol Soc. 2018;2018:4885-8. [PubMed ID: 30441438].

https://doi.org/10.1109/EMBC.2018.8513422.

62. Relja MA, Petravic D, Kolaj M. Quantifying rigidity with a new

computerized elbow device. Clin Neuropharmacol. 1996;19(2):148-56.

[PubMed ID: 8777768]. https://doi.org/10.1097/00002826-199619020-

00003.

63. Anastasopoulos D, Maurer C, Nasios G, Mergner T. Neck rigidity in

Parkinson's disease patients is related to incomplete suppression of

reflexive head stabilization. Exp Neurol. 2009;217(2):336-46. [PubMed

ID: 19306871]. https://doi.org/10.1016/j.expneurol.2009.03.010.

64. Solopova IA, Selionov VA, Zhvansky DS, Ivanenko YP, Chernikova LA.

Investigation of muscle tone in patients with Parkinson’s disease in

unloading conditions. Hum Physiol. 2014;40(2):125-31.

https://doi.org/10.1134/s0362119714020157.

65. Marusiak J, Jaskólska A, Budrewicz S, Koszewicz M, Andrzejewska R,

Kisiel-Sajewicz K, et al. Influence of dopaminergic treatment on

resting elbow joint angle control mechanisms in patients with

Parkinson's disease - a preliminary report. Acta Bioeng Biomech.

2018;20(4):75-82. [PubMed ID: 30892280].

66. Xia R. Physiological and Biomechanical Analyses of Rigidity in

Parkinson's Disease. In: Xia R, editor. Etiology and Pathophysiology of

Parkinson's Disease. Vienna, Austria: InTech; 2011.

https://doi.org/10.5772/17849.

67. Rothwell JC. Control of human voluntary movement. New York City:

Springer Science & Business Media; 2012.

68. Xia R, Mao ZH. Progression of motor symptoms in Parkinson's

disease. Neurosci Bull. 2012;28(1):39-48. [PubMed ID: 22233888].

[PubMed Central ID: PMC5560285]. https://doi.org/10.1007/s12264-012-

1050-z.

https://doi.org/10.5772/17967
http://www.ncbi.nlm.nih.gov/pubmed/3783179
https://www.ncbi.nlm.nih.gov/pmc/PMC1029053
https://doi.org/10.1136/jnnp.49.10.1177
http://www.ncbi.nlm.nih.gov/pubmed/24717971
https://doi.org/10.1016/j.jns.2014.03.041
http://www.ncbi.nlm.nih.gov/pubmed/27534863
https://doi.org/10.1007/s00221-016-4755-9
http://www.ncbi.nlm.nih.gov/pubmed/26737028
https://doi.org/10.1109/EMBC.2015.7319128
http://www.ncbi.nlm.nih.gov/pubmed/30441438
https://doi.org/10.1109/EMBC.2018.8513422
http://www.ncbi.nlm.nih.gov/pubmed/8777768
https://doi.org/10.1097/00002826-199619020-00003
https://doi.org/10.1097/00002826-199619020-00003
http://www.ncbi.nlm.nih.gov/pubmed/19306871
https://doi.org/10.1016/j.expneurol.2009.03.010
https://doi.org/10.1134/s0362119714020157
http://www.ncbi.nlm.nih.gov/pubmed/30892280
https://doi.org/10.5772/17849
http://www.ncbi.nlm.nih.gov/pubmed/22233888
https://www.ncbi.nlm.nih.gov/pmc/PMC5560285
https://doi.org/10.1007/s12264-012-1050-z
https://doi.org/10.1007/s12264-012-1050-z


Asghari S et al.

Jundishapur J Health Sci. 2024; 16(3): e145964. 9

Table 1. Demographic Information of the Reviewed Papers

Author and Reference (y)
Subject Medication Statue Joint Statue

Control Parkinson On Off Active Passive

Marusiak et al. (2010) (38) 10 8 * - - *

Xia et al. (2006) (22) 7 12 * * - *

Endo et al. (2009) (47) 24 27 - * - *

Xia et al. (2009) (17) - 12 * * - *

Mak et al. (2007) (29) G1:6; G2:15 G1:6; G2:15 * * - *

Teravainen et al. (1989) (16) 12 29 - - - *

Levin et al. (2009) (9) 8 15 * - * -

Little et al. (2012) (32) - 12 * - * *

Hong et al. (2007) (49) 22 12 * - - *

Xia et al. (2011) (23) - 17 * * - *
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Mera and Cody. (1992) (34) 10 9 * * * *

Marusiak et al. (2012) (35) - 10 * * - *

Zetterberg et al. (2014) (13) 14 25 - * * *

Cano de la cureda et al. (2010) (46) - 36 * - - *

Van Emmerik et al. (1999) (43) 11 27 - * * -

Cantello et al. (1995) (27) 8 8 * - - *

Bartolic et al. (2005) (40) - 8 * * * -

Lee et al. (2002) (12) 12 16 - * - *

Kwon et al. (2014) (58) - 8 - * * -

Duval et al. (2002) (39) - 30 * - - *

Tabbel et al. (2008) (11) - 52 * - - *

Ratsep and Asser (2019) (2017) (37) 15 15 * * - *

Perera et al. (2019) (42) 16 8 * - - *

Xia et al. (2016) (59) 14 14 * * - *

Costa et al.(2015) (60) - 6 - * * -

Zito et al. (2018) (61) 12 4 - - - *

Nuyens et al. (2000) (31) 10 10 - * - *

Relja et al. (1996) (62) 103 24 * - - *

Anastasopoulos et al. (2009) (63) 23 14 * - - *

Solopova et al. (2014) (64) 22 25 * * - *
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Author and Reference (y)
Subject Medication Statue Joint Statue

Control Parkinson On Off Active Passive

Marusiak et al. (2018) (65) 10 8 * - * *

Kirollos et al. (1996) (14) 2 YHC; 2 EHC; 2 EAP 2 * * * -

Endo et al. (2015) (18) - - * - - *

Asci et al. (2023) (24) 25 20 * - * -

Abbreviations: YHC, young, healthy controls; EHC, elderly healthy controls; elderly with activation phenomenon but not hypertonia at rest or other Parkinsonian signs.
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Table 2. Summary Method and Experimental Condition in the Reviewed Papers

Author and
Reference (y) Device Joint and Muscle

Data
Type

Data
Distribution

Velocity,

ᵒ/s Amplitude, ᵒ

Marusiak et al. (2010)
(38) Myoton-3, electromyogram (EMG), mechanomyogram Biceps brachii (BB) muscle CAT_3 Normal - -

Xia et al. (2006) (22)
Emulated encoder, strain gauge torque transducer,
servomotor

Wrist CAT_2 Normal 50 ± 30

Endo et al. (2009) (47) Three-axis force sensors, gyroscope, EMG
Elbow; BB; triceps brachii
(TB)

CAT_3 Normal - 10 - 110

Xia et al. (2009) (17)
Emulated encoder, strain gauge torque, transducer,
servomotor, EMG

wrist flexure and extensor
wrist muscle

CAT_3 Normal 50, 280 ± 30

Mak et al. (2007) (29) Cybex @ norm isokinetic dynamometer Trunk CAT_2 Normal 60 60, 75, 90, and
105

Teravainen et al. (1989)
(16)

Torque motor with position feedback Wrist CAT_2 Normal 12 - 240 ± 15 and ± 30

Levin et al. (2009) (9) Goniometer, EMG Elbow, BB, and TB CAT_3 Normal - 90

Little et al. (2012) (32) Goniometer strain gauge Wrist CAT_2 Normal - -

Hong et al. (2007) (49) Rigidity analyzer Elbow CAT_2 Normal - Full flexion
extension

Xia et al. (2011) (23)
Emulated encoder, strain gauge torque transducer,
servomotor, EMG

Wrist flexure and extensor
muscle of finger CAT_3 Normal 50 60

Robichaud et al.
(2004) (41)

Strain gauge torque, transducer, EMG, capacitive
transducer

Elbow, BB, and TB CAT_3 Normal - 90

Fung et al. (2000) (30) Potentiometer, torque motor, EMG Wrist CAT_3 Not normal - ± 30

Xia and Rymer (2004)
(2)

Emulated encoder, strain gauge torque, transducer,
servomotor, EMG Wrist CAT_2 Normal 50 ± 30

Shapiro et al. (2007)
(50)

Capacitive transducer, servo control, EMG Elbow, TB, BB CAT_3 Normal - ± 30

Park et al. (2011) (7) Potentiometer, bidirectional load cell, accelerometer Wrist CAT_2 Normal - -35 + 55

Michael P. Caligiuri
(1994) (20) Transducer, strain gauges Wrist CAT_2 Not normal - ± 45

Kwon et al. (2015) (44) EMG, encoder, servomotor
Wrist flexor and extensor
wrist muscle

CAT_1 Not normal 30, 50 60

Prochazka et al. (1997)
(21)

Force-gauge, length-gauge Elbow CAT_2 Normal - -

Sepehri et al. (2007)
(19)

Balanced strain gage force transducer, potentiometer,
EMG

Elbow, BB, TB CAT_3 Normal - -

Powell et al. (2011) (45)
Emulated encoder, strain gauge torque, transducer,
servomotor, EMG

Wrist, FCR, FCU, FDS, ECR,
ECU, EDC CAT_3 Normal 50, 280 ± 30 and ± 60

Powell et al. (2012) (15)
Emulated encoder, strain gauge torque, transducer,
servomotor, electromyogram (EMG)

Wrist, FCR, FCU, FDS, ECR,
ECU, EDC

CAT_3 Normal 50 ± 30

Endo et al. (2012) (55) Force sensor, gyroscope, EMG, electromagnetic sensor Wrist BB, TB CAT_3 Normal - 30, 60, 90

Oladi et al. (2017) (56) L6D load cell, strain gauge, Potentiometer Elbow CAT_2 Normal - 120

Powell et al. (2017) (8) Emulated encoder, strain gauge torque, transducer,
servomotorelectromyogram

Wrist, FCR, FCU, FDS, ECR,
ECU, EDC

CAT_3 Normal 50 60

Bergui et al. (1992) (25) Potentiometer, EMG, oscilloscope Knee quadriceps femoris CAT_1 Normal 100, 200 10

Mera and Cody. (1993)
(28) Electromagnetic vibrator, Servo control, EMG

Wrist flexor carpi radialis
(FCR) CAT_1 Normal - -

Watt et al. (1986) (57) Torque motor, EMG, potentiometer Elbow, TB CAT_3 Normal - -

Webster.(1959) (36) Turntable and torque detecting system Wrist CAT_2 Normal 1.25 100

Patrick et al. (2001)
(10)

Force transducer, piezoelectric gyroscope Elbow CAT_2 Non-normal - -

Mera and Cody. (1992)
(28) Accelerometer, amplifier, transducer, camera, EMG Wrist, FCR CAT_2 Normal - 90

Marusiak et al. (2012)
(35)

Myoton-3, EMG TB, BB, BR CAT_3 Normal - -

Zetterberg et al. (2014)
(13) Neuro flexure Wrist CAT_2 Non-normal 5, 236 50

Cano de la Cureda et
al. (2010) (46) Isokinetic dynamometer Trunk CAT_2 Normal 30, 45, 60 50

Emmerik et al. (1999)
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Author and
Reference (y) Device Joint and Muscle

Data
Type

Data
Distribution Velocity, ᵒ/s Amplitude, ᵒ

(43) Optoelectronic tracking device, treadmill,
sell spot camera

Pelvic and thoracic CAT_2 Normal 0.2 - 1.4, 1.4 - 0.2 -

Cantello et al. (1995)
(27)

EMG, accelerometer, oscilloscope FDI muscle CAT_1 Normal - -

Bartolic et al. (2005)
(40)

Force plate Forward-backward and side-to-
side body oscillations

CAT_2 Normal - -

Lee et al. (2002) (12) Encoder, torque sensor, EMG Elbow, BB, TB CAT_3 Normal 40, 80, 120, 160 75

Kwon et al. (2014)
(58)

Bi-directional load cell, potentiometer,
accelerometer

Wrist CAT_2 Normal - -

Duval et al. (2002)
(39)

Goniometer, EMG
Extensor digitorum communis,
flexor carpi radialis

CAT_1 Normal - 60

Tabbel et al. (2008)
(11) Rigidity analyzer Elbow CAT_2 Normal - -

Ratsep and Asser
(2019) (37)

Myoton-3
Elbow musculus extensor
digitorum

CAT_3 Normal - -

Perera et al. (2019)
(42)

BiRD Metacarpophalangeal joint CAT_2 Normal - 45

Xia et al. (2016) (59)
EMG, parallel-cascade system, strain gauge
torque, transducer

Wrist FCR, FCU, FDS, ECR, ECU,
EDC, bellis of wrist CAT_3 Normal - ± 2

Costa et al.(2015) (60)
Microcontroller, gyroscope, kino
accelerometer, magnetometer

wrist CAT_2 Normal - -

Zito et al. (2018) (61)
Torque sensor, optical encoder, gearbox,
servo motor, potentiometer, I/O card (wrist
resistance robot)

wrist CAT_2 Non-normal 10, 50, 100 -60 to +60

Nuyens et al. (2000)
(31)

Electric servomotor, strain gauge bridge
torque meter knee CAT_2 Normal 60,180,300 -

Relja et al. (1996) (62) Tonometer (torque and angle transducer) Elbow CAT_2 Non-normal - 0 to 53

Anastasopoulos et al.
(2009) (63)

Bárány chair, a device for measuring
horizontal head torque

Neck CAT_2 Normal 2.3,4.6,18.4

Solopova et al. (2014)
(64) Potentiometer, strain gauge, EMG Knee, hip, ankle CAT_3 Normal 7

10 for dorsiflexion,
other remains 20

Marusiak et al. (2018)
(65) Myoton-3 device Elbow (BB, TB) CAT_3 Normal - -

Kirollos et al. (1996)
(14)

Servomotor, semiconductor strain gauge,
potentiometer

Elbow CAT_2 Normal - -

Endo et al (2015) (18) 3-axis force sensors, gyro sensor Elbow CAT_2 Normal 60,120 10-110

Asci et al. (2023) (24) Robot-assisted wrist extensions wrist CAT_1 Normal
7 different

angular
velocities

-
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Table 3. Classification of Experimental Conditions and Outcome Measures (BOMs) of the Reviewed Papers

Author and
Reference

(y)
Experimental Condition Outcome Measures (BOM) Clinical

Scale
Result

Marusiak et
al. (2010) (38)

Rigidity Unified Parkinson Disease
Rating Scale (UPDRS)

Electromyography (EMG) and
mechanomyography signals, amplitude,
myotonometry Signals

-
The myotonometer, a remarkably sensitive tool, detects
heightened muscle passive stiffness in Parkinson's
patients compared to those without the condition.

Xia et al.
(2006) (22)

Medication state (on/off),
movement direction (flexion,
extension)

Temporal score (Nm.s), work score (Nm.deg),
torque-angle slope (mNm/°)

H&Y,
rigidity
UPDRS

During the 'off ' state, extension resistance was notably
greater than flexion. Dopaminergic treatment reduced
the time needed for extension and the effort required
for both movements. Patients in the 'on' state scored
higher than the control group.

Endo et al.
(2009) (47) Rigidity UPDRS

Elastic coefficients (in extension and flexion),
the sum of the difference of Bias, and EMG Index
(for BB and TB)

Rigidity
UPDRS

The combined elastic coefficients, represented by the
'Bias Difference' and 'EMG Index' for the biceps brachii,
showed strong correlations with the UPDRS score.

Xia et al.
(2009) (17)

Medication statue (on/off), velocity,
stretch reflex, and shortening
reaction

Objective rigidity (OR) scores, normalized EMG,
normalized EMG activations in the stretched
muscles

Rigidity
UPDRS

Objective rigidity scores showed a stronger correlation
with EMG ratios than isolated EMG measurements of
stretched muscles. A significant correlation was
observed between the OR score and EMG ratio during
rapid extension without medication.

Mak et al.
(2007) (29)

Velocity, Parkinsonian/control,
muscle tone

TourqePF, tourqepe, work was done, functional
reach distance

Rigidity
UPDRS

- Work and peak resistance torque for passive trunk
flexion, and extension were consistently reliable. -
Parkinson's disease (PD) patients showed increased
muscle tone, with higher work and resistance torques
at faster movement speeds. - The rise in trunk muscle
tone with increased movement speed was more
pronounced in PD patients.

Teravainen et
al. (1989) (16)

Velocity, amplitude, frequency,
clinical rigidity score

Objective rigidity score (ORS) H&Y

Angular velocities of 140 - 190 degrees/second and ± 25
± 30 degrees displacements are highly effective in
detecting Parkinsonian rigidity, correlating well with
the CRS.

Levin et al.
(2009) (9)

Rigidity UPDRS, DBS_STN off/on Average EMG activity (biceps, triceps), angular
velocity (extension-flexion)

Rigidity
UPDRS

The EMG patterns in elbow joint extension and flexion
movements show a significant correlation with clinical
assessments.

Little et al.
(2012) (32)

Medication statue (on/off),
frequency

Elastic coefficient
Rigidity
UPDRS

Low-frequency 20 Hz stimulation increased rigidity by
24%, while high-frequency 130 Hz stimulation reduced
it by 18%. Low-frequency stimulation (5, 10, 20 Hz) had
consistent effects in both flexion and extension.

Hong et al.
(2007) (49)

Activation condition (BASELINE, IPSI,
CONTRA, BILAT 2Hz, BILAT 1 Hz)

Displacement, elastic and viscous stiffness,
impedance

Rigidity
UPDRS

Movement of either the opposite or same-side lower
limb can heighten arm rigidity in individuals with PD,
but the effects of left and right movements do not
combine.

Xia et al.
(2011) (23)

Medication state (off vs. on), the
direction of movement (flexion vs.
extension), muscle group
(shortening muscles vs. lengthening
muscles)

The slope of torque-angle plots, EMG recordings
during passive Flexion, Extension

H&Y,
rigidity

UPDRS, III
UPDRS

In flexion, the slopes for shortening reaction (SR) were
notably smaller compared to SII, while in extension, the
slopes for SII were significantly reduced.

Robichaud et
al. (2004)

(41)

Disease (healthy, Parkinson),
medication status (on, off), muscle
group (flexure, extensor), target

distance (36ᵒ,54ᵒ,72ᵒ)

Peak velocity, duration of the first agonist burst,
Qag1/T, the magnitude of the first agonist burst,
number of agonist bursts before peak velocity,
frequency of agonist bursting, cant, the latency
of the main antagonist burst, Co-Contraction
Index

Rigidity
UPDRS

Extension movements are notably more impaired than
flexion movements in PD.

Fung et al.
(2000) (30)

Clinical rigidity scores, joint
condition (rest, active), frequency Angular impulse, work scores

H&Y, III
UPDRS

Angular impulse serves as a reliable, objective indicator
of Parkinsonian rigidity. Activation augments rigidity,
with varying effects among patients.

Xia et al.
(2004) (2)

Medication state (off vs. on), the
direction of movement (flexion vs.
extension)

The slope of torque-angle plots, normalized
EMG

H&Y,
rigidity
UPDRS

There was a robust correlation between SR and the
torque-angle slope in the absence of medication.

Shapiro et al.
(2007) (50)

Medication state (off vs. on),
DBS_STN off/on, joint condition
(passive, active)

Work scores, EMG, rigidity UPDRS
H&Y,

rigidity
UPDRS

Deep brain stimulation (DBS) of the subthalamic
nucleus (STN) may provide superior relief from upper
limb rigidity in PD patients compared to pre-surgery
medication doses.

Park et al.
(2011) (7)

Rigidity UPDRS Damping constant, elastic constant, Offset
torque, normalized work, impulse per cycle

Rigidity
UPDRS

Mean viscosity is a better representation of clinical
rigidity scores in both flexion and extension. Work and
impulse are linked to clinical rigidity scores. Model 1's
viscosity is suitable for clinical rigidity quantification,
while Model 2's viscosity aids in distinguishing PD and
studying phase-related characteristics of rigidity.

Michael P.
Caligiuri

(1994) (20)
Joint condition (passive, active) Stiffness H&Y

The OR score, reflecting how motor activity impacts
wrist muscle stiffness, closely correlates with clinical
Parkinsonian rigidity ratings.

Kwon et al.
(2015) (44)

Clinical rigidity score, patient group
(PD, control), muscle group (FCR,
FCU, ECR, ECU), different phase
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Author and
Reference

(y)
Experimental Condition Outcome Measures (BOM) Clinical

Scale
Result

(stretching phase and shortening
phase) RMS EMG, MS EMG

Rigidity
UPDRS

MSSS EMG ratios were consistently below one in all
muscle groups. Wrist muscles exhibit higher average
EMG activity during shortening compared to
stretching. Parkinsonian rigidity torque resistance is
not merely the sum of independent, opposing torque
pairs.

Prochazka
et al. (1997)

(21)
Rigidity UPDRS Mechanical impedance

H&Y,
rigidity
UPDRS

A newly available device for quantifying clinical rigidity
assessments promises to usher in standardized rating
protocols for rigidity in the near future.

Sepehri et
al. (2007)

(19)

Patient group (PD, control), gender
(male, female), body side (right or
left), UPDRS scales with
reinforcement/without
reinforcement

Total slope (TS), total hysteresis (TH), range of
motion of the joint (ROM), normalized total
Hysteresis (NTH)

Rigidity
UPDRS

Correlation between the viscous component of
stiffness and UPDRS scores compared to the elastic
component.

Powell et al.
(2011) (45)

Velocity, amplitude, medication
state (Off vs. On), UPDRS rigidity,
Wrist condition (rest, active)

Work, angular impulse, torque-angle slope, EMG
variable

Rigidity
UPDRS

Higher displacement amplitude and velocity were
linked to significantly increased rigidity, elevated EMG
ratio, and mean EMG in stretched muscles, as indicated
by work scores and angular impulses. The use of
dopaminergic medication did not lead to a reduction
in rigidity.

Powell et al.
(2012) (15)

Medication state (off vs. on), joint
condition of the contralateral joint
(passive, active), the direction of
movement (flexion, extension)

Work, mean amplitude of EMG
Rigidity
UPDRS

There was a notable increase in torque resistance in the
off-med state compared to healthy individuals and the
on-med state. In the active condition, the differences in
torque resistance became more pronounced.
Medication significantly reduced the gap in torque
resistance between PD patients and healthy controls in
both passive and active conditions.

Endo et al.
(2012) (55)

The direction of movement (flexion,
extension), DBS-on, off

Elastic coefficient (flexion, extension), sum of
the differences in averaged torque values, finger-
tapping interval (FTI), maximum opening
velocity (MoV), maximum closing velocity (McV),
Maximum amplitude (MA), Standard deviation
(SD) FTI, the frequency was the number of
fingers taps in 15 s (NFT).

Rigidity
UPDRS

Among the three parameters, the discrepancy in
average torque values proves to be the most responsive.
Following deep brain stimulation (DBS), there was a
significant enhancement in three parameters: the
mean of MOV, the mean of McV, and the mean of MA.

Oladi et al.
(2017) (56)

Rigidity UPDRS

Normalized flexion Hysteresis (NFH),
normalized extension Hysteresis (NEH),
normalized dead-zone Hysteresis (NDZH),
normalized total Hysteresis (NTH), range of
motion (ROM)

Rigidity
UPDRS,

UPDRS III

The proximity of quantitative and qualitative results
and validation of the device

Powell et al.
(2017) (8)

Three normalization techniques
(RAW, DIV, MINUS), The direction of
movement (flexion, extension),
medication state (off vs. on)

Normalized mean EMG of extensors during the
flexion movement, The average of normalized
mean EMG of flexors during the extension
movement, work, torque–angle slope

Rigidity
UPDRS

Using EMG normalization techniques can complicate
the analysis of changed reflex responses in PD patients
after taking dopaminergic medication.

Bergui et al.
(1992) (25)

Rigidity UPDRS, reflex size (normal,
increased), test condition (rest,
background activity)

EMG value
Rigidity
UPDRS,

UPDRS III

The link between reflex size and rigidity was examined.
Parkinson's disease patients exhibited a reduced
threshold for the reflex during resting trials, and long-
latency reflexes displayed increased size and duration
in trials with background activity.

Mera and
Cody. (1993)

(28)

Medication state (off vs. on), M1 (20 –
40 ms), M2 (50 – 90 ms) Phases EMG value of FCR muscle

Rigidity
UPDRS

The M2 stretch reflexes in the flexor carpi radialis (FCR)
are amplified in PD. The heightened M2 reflex activity,
as assessed by reflex function tests, is not the sole or
direct cause of wrist rigidity in PD.

Watt et al.
(1986) (57)

Clinical tone at the time of testing
Compliance (°/Nm), stiffness (Nm/radian),
muscle volume

Webster
disability
grading

Alterations in the passive mechanical characteristics of
the upper limb in Parkinsonian rigidity may explain
the increased flexion in the neutral elbow angle and
heightened passive stiffness.

Webster.
(1959) (36)

Velocity, Amplitude Work, displacement force H&Y High sensitivity to the Work in compression, the other
parameter

Patrick et al.
(2001) (10)

Velocity, frequency, amplitude,
clinical rigidity score, medication
status (on, off), the direction of
movement (flexion, extension)

Mechanical impedance -
Mechanical impedance was nonlinearly related to
UPDRS ratings of rigidity at the elbow and wrist.

Mera and
Cody. (1992)

(34)

Stretch reflex, the direction of
movement (flexion, extension),
medication statute (on, off), joint
condition (rest, activation)

Displacement, normalized EMG (flexion,
extension)

Rigidity
UPDRS

Enhancement of stretch reflex activity has a significant
role in the genesis of Parkinsonian rigidity

Marusiak et
al. (2012)

(35)
Medication status (on, off), UPDRS RMS_EMG, the amplitude of EMG (BB, TB, BR), S-

MYO (BB, TB, BR)

Webster
clinical

scale

Reduced myometric stiffness and EMG amplitude in all
tested muscles, along with lower clinical rigidity
scores, were observed during the medication on-phase
in comparison to the off-phase.

Zetterberg
et al. (2014)

(13)

Velocity (fast, Slow), group of
subject (PD, healthy), UPDRS, joint
condition (rest, active)

Inertia component (IC), viscous component (VC),
neural component (NC), elastic component (EC)

H&Y,
rigidity
UPDRS

Reflex activity from stretching, not nonneural
resistance, is the primary factor in wrist muscle rigidity
in PD. The Neuroflexor device has the potential to be a
valuable tool for rigidity quantification in clinical and
research settings.

Cano de la
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Author and
Reference (y) Experimental Condition Outcome Measures (BOM) Clinical Scale Result

(2010) (46)

The severity of disease,
disease duration, functional
status scales, velocity
(30,45,60), movement
direction (flexion,
extension), HRQoL

Work was done UPDRS, H&Y
Functional status was linked to trunk extensor rigidity across all angular
velocities. Axial motor impairments affect the quality of life (QoL) and
functional status in PD patients. Trunk rigidity correlated with HRQoL.

Emmerik et al.
(1999) (43)

The direction of increasing
and decreasing velocity,
effect of the seventh stage
velocity, healthy and PD

Stride duration, angular
rotations of pelvic and
thorax, relative phase
analysis

H&Y
The PD group exhibited significantly reduced alterations in the mean
relative phase and less variability in the relative phase in terms of
coordination between transversal pelvic and thoracic rotations.

Cantello et al.
(1995) (27)

Clinical University Colombia
Scales (CURS)

Average value of EMG at rest
FDI H&Y, UPDRS III

At "rest," EMG activity primarily consists of low-threshold motor unit
discharges, following a recruitment pattern akin to that induced by
descending corticospinal signals.

Bartoli et al.
(2005) (40)

Frequency (0.2 - 10),
medication status (on, off),
UPDRS

Amplitude
Columbia
University

Rating Scales
Improvement in Postural stability in PD with descries in rigidity

Lee et al. (2002)
(12)

Velocity position

Averaged speed-dependent
reflex torque (ASRT), Velocity
sensitivity of ASRT (VASRT),
segmented ASRT (SASRT)

H&Y, UPDRS III Velocity dependence analysis indicates that rigidity and spasticity have
approximately equal velocity-dependent properties.

Kwon et al. (2014)
(58) Clinical scales, DBS (on, off)

Elastic coefficient, work,
impulse, mechanical
impedance

Rigidity
UPDRS

Correlation coefficients between mechanical measures and clinical scores
for multiple settings (averaged for 14 limbs) were, and the best correlation
is shown for viscosity.

Duval et al.
(2002) (39)

Side (ips, contra), position
(sitting, supine), test
(pretest, posttest)

Index subtracted from EMG Rigidity
UPDRS

It is possible to modify the level of evoked stretch responses by using
Trager therapy.

Tabbel et al.
(2008) (11)

DBS condition (BOTH on,
BOTH off, left on, right on)
(IPSI on, contra on)

Force displacement, arm
length, Impedance

H&Y, rigidity
UPDRS

Bilateral STN DBS significantly improved rigidity and bradykinesia with
contralateral, ipsilateral, and bilateral stimulation. Bilateral stimulation
was more effective at reducing rigidity than unilateral stimulation, with
no significant difference between ipsilateral and contralateral
stimulation. Contralateral stimulation significantly improved hand
rotation speed over ipsilateral stimulation. All stimulation conditions
improved walking time, with bilateral stimulation providing the most
significant improvement.

Ratsep et al.
(2017) (37)

Before, after PWM, DBS on,
off, High, Low Rigidity Viscoelastic stiffness (N/m) UPDRS III

Wrist rigidity clinical scores improved from 3.0 (on a scale of 1 - 4) to 0.93
(on a scale of 0 - 2). Stimulation-on conditions were only significant when
measurements were taken after passive wrist movements.

Perera et al.
(2019) (42)

Movement direction
(flexion, extension), DBS (on,
off), activation maneuver,
MDS-UPDRS (PD, healthy)

Force rate, peak force, work
estimate, charge H&Y, UPDRS

Our instrument's rigidity measurements exhibited moderate agreement
with the MDS-UPDRS and displayed variations among therapeutic states,
activation conditions, and patient/healthy groups.

Xia et al. (2016)
(59)

Between subject fixed effect
(neural, nonneural),
medication state (on, off),
disease state (healthy,
Parkinson)

Torque, EMG amplitude,
joint position

MDS-UPDRS

Parkinson's disease patients exhibit greater neural reflexes and intrinsic
mechanical factors contributing to rigidity compared to healthy controls.
Dopaminergic medication reduces the influence of the neural reflex
component on rigidity while leaving the inherent muscle mechanical
component unaffected.

Costa et al. (2015)
(60)

DBS state (on, off)
average angular speed,
average peak value, signal

descriptor ϕ
H&Y, rigidity

UPDRS

The descriptor distinguished between non-rigid and rigid states, correctly
identifying 83.9% of signals compared to the agreement of two specialists.
A sensitive methodology for cogwheel rigidity detection from angular
speed signals was developed with a sensitivity of 0.93.

Zito et al. (2018)
(61)

Disease state (healthy,
Parkinson), velocity (10, 50,
100)

Torque, velocity, position -

Whole-body rigidity ratio (WRR) effectively distinguishes PD patients'
rigidity from the normal muscle tone in healthy controls (HC) across
various velocities. The primary factor contributing to rigidity in PD is an
elevation in passive movement resistance caused by stretch reflex activity.

Nuyens et al.
(2000) (31)

Velocity (60, 180, 300),
movement direction
(flexion, extension)

Torque, EMG activity

H&Y, UPDRS,
Schwab &
England

Barthel Index

The velocity and course of motion exerted a more pronounced influence
on stiffness during the extension stage as opposed to flexion.

Relja et al. (1996)
(62)

Movement direction
(flexion, extension),
medication statue, basal and
activated statue

Work UPDRS, H&Y

Measured rigidity is significantly greater in PD compared to the control
group. Rigidity inactivation is notably enhanced exclusively in PD patients.
Activated rigidity is lower in the control group compared to PD. Basal and
activated rigidity decrease in the on state compared to the off state.

Anastasopoulos
et al. (2009) (63)

Rotation phase (head-only,
trunk-only, head trunk
rotation), angular velocity
(2.3,4.6,18.4)

Peak torque
UPDRS,
rigidity

UPDRS, H&Y
Greater peak torque for PD vs. control

Solopova et al.
(2014) (64)

Medication state (on, off),
movement direction

The resistance force,
shortening reaction (mean
value of EMG values
eliminating the basal
activity in each test), the
latency period of the test

H&Y

Hip muscle stiffness is significantly higher in PD patients (1.5 - 1.7 times for
flexors and extensors) than in controls. - Flexors exhibit greater rigidity
than extensors at the hip and knee joints (1.5 - 1.6 times). - People with PD
have 1.3 times more rigidity in ankle dorsiflexion compared to controls.
Plantar flexors are more rigid than dorsal flexors in PD patients. -
Medication improves hip and knee stiffness but doesn't affect ankle
stiffness.

Marusiak et al.
(2018) (65)

Rest and 10% of the subject’s
maximal voluntary
contraction (MVC),
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Author and
Reference (y)

Experimental
Condition Outcome Measures (BOM)

Clinical
Scale Result

myotonometry record
times (3, 5, 10, 15, 20) Muscle stiffness [S-MYO (N/m)] - High reliability in myotonometry record in rest and 10% MVC

Kirollos et al.
(1996) (14)

Test condition (baseline,
activation, or recovery),
medication state

Mean work - Higher work values by a unit of displacement for PD patients

Endo et al.
(2015) (18)

Movement direction
(flexion, extension),
velocity

The sum of the differences in bias, Elastic
coefficient during flexion, and extension

UPDRS III
Velocity dependence was not observed for the elastic coefficient.
Velocity-dependent behavior was evident in the bias difference.

Asci et al.
(2023) (24)

Wrist extensions at
different angular
velocities

Biomechanical measures (elastic, viscous, and
neural components), neurophysiological
measures (short- and long-latency reflex and
shortening reaction)

UPDRS III

In PD, the meas urable stiffness, the velocity-dependent
characteristic of stiffness, heightened long-delay reflexes, and the
association between biomechanical and neurophysiological
irregularities with the clinical assessment of stiffness.


