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Abstract

Background: People with Parkinson’s disease (PD) commonly experience postural instability, resulting in poor
balance and an increased risk of falls. Exercise-based video gaming (exergaming) is a form of physical training that
is delivered through virtual reality technology to facilitate motor learning and is efficacious in improving balance in
aged populations. In addition, studies have shown that anodal transcranial direct current stimulation (a-tDCS), when
applied to the primary motor cortex, can augment motor learning when combined with physical training. However,
no studies have investigated the combined effects of exergaming and tDCS on balance in people with PD.

Methods/design: Twenty-four people with mild to moderate PD (Hoehn and Yahr scale score 2–4) will be randomly
allocated to receive one of three interventions: (1) exergaming + a-tDCS, (2) exergaming + sham a-tDCS or (3) usual
care. Participants in each exergaming group will perform two training sessions per week for 12 weeks. Each
exergaming session will consist of a series of static and dynamic balance exercises using a rehabilitation-specific
software programme (Jintronix) and 20 minutes of either sham or real a-tDCS (2 mA) delivered concurrently.
Participants allocated to usual care will be asked to maintain their normal daily physical activities. All outcome
measures will be assessed at baseline and at 6 weeks (mid-intervention), 12 weeks (post-intervention) and 24
weeks (3-month follow-up) after baseline. The primary outcome measure will be the Limits of Stability Test.
Secondary outcomes will include measures of static balance, leg strength, functional capacity, cognitive task-
related cortical activation, corticospinal excitability and inhibition, and cognitive inhibition.

Discussion: This will be the first trial to target balance in people with PD with combined exergaming and a-tDCS. We
hypothesise that improvements in balance, functional and neurophysiological outcome measures, and neurocognitive
outcome measures will be greater and longer-lasting following concurrent exergaming and a-tDCS than in those
receiving sham tDCS or usual care.

Trial registration: Australian New Zealand Clinical Trials Registry, ACTRN12616000594426). Registered on 9 May 2016.
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Background
Parkinson’s disease (PD) is a chronic neurodegenerative
disorder that affects approximately 1% of adults aged
60 years and older worldwide [1–3]. A prominent motor
symptom of PD is postural instability, which typically
worsens as the disease progresses, leading to impaired
balance and increased risk of falls [4, 5]. The percentage of
people with PD who experience a fall ranges from 46% to
55% [6–8], with falls contributing to injury, loss of inde-
pendence and reduced quality of life (QoL) [5, 8–11]. Ex-
ercise is an effective treatment for improving balance in
people with PD [4–7], and ongoing exercise training can
be achieved through home-based training [8].
Exercise-based video gaming (exergaming) and immer-

sive virtual reality modes have been used as part of
home-based rehabilitation programmes to improve bal-
ance [9], and they may be as effective as conventional
balance training in people with PD [10]. Exergaming
combines physical movement with motion capture tech-
nology (e.g., Kinect®, Microsoft, Redmond, WA, USA;
Wii®, Nintendo, Kyoto, Japan) to generate an on-screen
avatar, which mimics the participant’s movements in real
time. This is known as gesture-based interaction training
[11], which combines automated game instructions as
well as auditory and haptic inputs to correct perform-
ance and sustain motivation levels during and following
game play [12–14]. For example, exergames for rehabili-
tation can provide auditory instructions to improve
patient performance, such as ‘stand tall’ or ‘place your
feet wider’, allowing patients to recognise deficits in
movement and self-correct in real time [10, 15]. In
addition, given that people with PD are dependent on
sensory cues to overcome postural instability [16, 17],
exergames employ visual and auditory feedback (termed
biofeedback) techniques to create a quasi-immersive en-
vironment which can facilitate motor and cognitive
learning [12, 18–22].
People with PD have difficulties with the long-term

consolidation of new motor skills [23], but adjunctive
neuromodulatory techniques, such as non-invasive brain
stimulation, may help to upregulate neuroplasticity and
facilitate motor skill acquisition and retention [24].
Transcranial direct current stimulation (tDCS) is a
therapeutic tool that has been used to attenuate motor
symptoms of PD [24, 25] with few side effects (e.g., occa-
sional headache/nausea and scalp itchiness) [24]. When
applied to the primary motor cortex (M1), anodal tDCS
(a-tDCS) can induce a lasting increase in M1 excitability
and reduce cortical inhibition, resulting in improved
functional performance [26]. When combined with other
training modalities such as exercise or physical therapy,
greater and longer-lasting improvements in motor func-
tion have been observed in healthy and clinical popula-
tions than with either treatment modality alone [27–29].

However, no studies have investigated the concurrent
use of a-tDCS and exergaming in people with PD.
The aims of this study are to determine the effects of a

12-week concurrent exergaming and a-tDCS intervention
on measures of static and dynamic balance and to evaluate
any long-term residual effects. Additionally, we will em-
ploy transcranial magnetic stimulation (TMS) techniques
in the M1 and functional near-infrared spectroscopy
(fNIRS) in the left and right dorsolateral pre-frontal
cortices (DLPFC) to determine neurophysiological mecha-
nisms that may underpin changes in balance. We hy-
pothesise that the combination of exergaming and a-tDCS
will lead to greater and longer-lasting improvements in
balance and neurophysiological measures than exergam-
ing or usual care alone.

Methods/design
We will conduct a 24-week, exploratory, double-blind,
randomised controlled trial to investigate the effects of a
concurrent exergaming and a-tDCS intervention that
includes a 12-week post-intervention follow-up period.
Participants will be randomly allocated to one of three
groups: (1) exergaming + a-tDCS, (2) exergaming +
sham a-tDCS or (3) usual care (control). The trial will
be conducted at the Institute for Physical Activity and
Nutrition at Deakin University, Burwood, Melbourne,
Australia. Ethical approval was granted by the Deakin
University Human Research Ethics Committee (project
number 2016-053), and the trial is registered with the
Australian New Zealand Clinical Trials Registry
(ACTRN12616000594426).

Participants
A total of 24 men and women aged 55 years and older
who have been diagnosed with mild to moderate PD
(Hoehn and Yahr scale scores 2–4) will be invited to par-
ticipate in this study.

Recruitment
A list of people with PD will be compiled from an exist-
ing research study database at Deakin University and in-
vited by telephone to participate in this trial. PD support
groups within inner and outer suburban Melbourne will
also be approached via mail or telephone to attend a
study information seminar, which will be delivered by a
member of the research team. All interested support
group members will receive additional information pam-
phlets. Study advertisements will also be placed in the
Australian Parkinson’s Disease Registry, in local newspa-
pers and on noticeboards at community libraries. All
participants who express an interest in the study will
first be screened over the telephone, and eligible partici-
pants will then be required to come to Deakin University
for additional screening as outlined below.
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Screening and eligibility
Telephone screening
All potential participants will be screened first over the
telephone and will be eligible for this trial if they meet
the following criteria: (1) have been diagnosed with PD
by a neurologist, (2) have experienced one or more falls
in the last 12 months, and (3) are not performing any
regular physical therapy or structured exercise training.
Participants will be ineligible based on the following
criteria: (1) severe lower limb motor impairments and/or
requirement of a walking aid or wheelchair, (2) previ-
ously diagnosed with stroke or dementia, (3) having
metal implants in the head (i.e., deep brain stimulator or
aneurysm clips), or (4) any other known medical, mental
health or physical condition which may interfere with
balance. Last, all participants need to be on a stable
medication regimen for more than 6 weeks before pro-
ceeding to the on-site screening session.

On-site screening
The on-site screening session will be held at Deakin Uni-
versity, Burwood campus. During this session, participants
will be required to complete the Montreal Cognitive As-
sessment, which is a 30-point screening instrument that

assesses mild cognitive impairment (MCI). A cut-off score
< 26 of 30 indicates the presence of MCI and will exclude
participants from this trial [16, 30]. Participants will also
be assessed using the motor section of the Unified Parkin-
son’s Disease Rating Scale (UPDRS), and individuals will
be deemed eligible for the study only if they have mild to
moderate PD (Hoehn and Yahr scale scores 2–4). All
eligible participants will then be given a plain-language
statement and consent form to sign and return prior to
commencing the programme.

Randomisation
Randomisation will be performed by a researcher inde-
pendent from the study using computer-generated ran-
dom numbers (Excel software; Microsoft). A flow diagram
of the study protocol is provided in Fig. 1.

Familiarisation
Following enrolment in the study and randomisation,
participants will be asked to attend a familiarisation
session at Deakin University. During this session partici-
pants allocated to the intervention groups will briefly
practise all testing and intervention procedures. Partici-
pants allocated to the control group will only briefly

Fig. 1 Consolidated Standards of Reporting Trials (CONSORT) flow diagram of eligibility screening to the final follow-up assessment. tDCS Transcranial
direct current stimulation
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undertake the testing procedures. As part of the inter-
vention familiarisation procedure, all participants will
perform a single set of each exergame while the objec-
tives of each exergame are explained to them.

Allocation and blinding
Following their enrolment in the study and after baseline
testing, participants will be randomly allocated to one of
three groups: (1) exergaming + a-tDCS, (2) exergaming
+ sham tDCS group or (3) a usual care control group.
All groups will be stratified by sex to ensure equal distri-
bution of male and female participants between groups.
A researcher independent from the research team will
pre-allocate a code for either real or sham a-tDCS, and
the code will be given to the attending researcher to be
input into the tDCS device during each training session.
The identity of each code will be known only by the in-
dependent researcher to ensure double-blinding of both
the attending researcher conducting the training session
and the participant.

Intervention
The training intervention will be conducted over a
12-week period and will consist of exergames using an
augmentative virtual reality software (Jintronix, Montreal,
QC, Canada) with concurrent a-tDCS. Participants will be
required to attend training sessions at Deakin University,
Burwood campus, twice per week on non-consecutive
days (24 training sessions in total). The exergaming train-
ing sessions will be supervised by the attending researcher
and will last approximately 30 minutes. Jintronix rehabili-
tation software, which contains over 100 rehabilitation
exergames, along with a three-dimensional motion cap-
ture sensor (Kinect®), will be used in this study. The exer-
games performed by the participants will be pre-selected
by the attending researcher and tailored to each partici-
pant’s physical needs. The participant’s programmes will
include exercises that focus on multiple domains of bal-
ance, including bilateral weight transfer, unilateral balance
ability, trunk mobility and transitional activities (e.g.,
standing from a chair). An example balance training
programme is illustrated in Fig. 2.
The exergames will be projected on a wall-mounted flat

screen television via a laptop (Fig. 3). The attending re-
searcher will provide standardised verbal feedback to en-
courage performance throughout each exergaming session.
As an embedded feature of each exergame, a completion
score will be provided to the participant on-screen, which
will represent their performance; for example, a score of
five of ten gates achieved in the downhill ski exergame indi-
cates a 50% success rate. The training sessions will be pro-
gressed manually by the attending researcher by increasing
the difficulty of each exergame. Gaming progression will be

based on the participant’s capacity to consistently achieve a
score of 80% over two consecutive sessions.
A tDCS Stimulator Model 101 (TCT Research Ltd.,

Kowloon, Hong Kong, China) will be used to deliver real
and sham a-tDCS concurrently during exergaming using
rubber electrodes (50 mm× 70 mm) placed on the scalp
over the M1 to the area which best represents the lower
limb (Fig. 3). The optimal lower limb motor representa-
tion will be pre-determined by TMS during baseline test-
ing. A midline monopolar anode-electrode montage will
be adopted [31], with the cathode placed on the trapezius
muscle at the midpoint between the occipital protuber-
ance and acromion process/lateral portion of the scapula
spine. For a-tDCS, the intensity will be incrementally in-
creased over the initial 30 seconds to 2 mA and then
maintained at that intensity for the duration of the train-
ing. Sham a-tDCS will include a 30-second ramp phase to
2 mA to provide sensory stimulation similar to that of real
anodal tDCS before returning to baseline. This method of
sham stimulation has been used successfully in a-tDCS to
blind the participant and attending researcher to the
stimulation condition [25, 32]. To ensure double-blinding
of the participant and experimenter administering tDCS,
blinding codes will be provided to the experimenter prior
to the start of the session that activates either the sham or
active a-tDCS option.

Usual care
Participants assigned to the control group will be
instructed to continue to receive their usual care from
their medical practitioner and community services. In
addition, usual care participants will be asked to refrain
from partaking in any physical exercise training for the
duration of the intervention (i.e., 24 weeks from baseline
testing) other than their usual activities of daily living.
Upon completion of the follow-up assessment, usual
care participants will be offered advice about exercises
from the attending researcher.

Outcome measures
A summary of all outcome measures collected at each
time point is shown in Fig. 4 (also see Additional file 1:
SPIRIT checklist). All outcome measures will be taken at
four time points: baseline (week 0), mid-intervention (6
weeks), post-intervention (12 weeks) and follow-up (24
weeks). The mid- and post-intervention testing sessions
will occur within 72 hours, but no less than 24 hours,
following the preceding training session.

Primary outcome measure
Dynamic posturography
The primary outcome will be dynamic balance, which will
be measured using the Limits of Stability Test (LOS) de-
livered through a dynamic computerised posturographic
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device (NeuroCom SMART Balance Master; Natus Med-
ical, Inc., Pleasanton, CA, USA). The NeuroCom SMART
Balance Master consists of two movable force platforms
mounted with five strain gauges (100-Hz sampling rate)
sensitive to vertical and horizontal shear forces and a vis-
ual surround designed to prevent peripheral visual fixation
[33]. The force plate and visual surroundings are designed
to tilt in an anterior-posterior plane during various testing

conditions. A telemonitor mounted on the visual sur-
round provides instructions for each test in addition to
visual feedback of the participant’s foot position and
movement during the test [33]. The participants will be
asked to stand barefoot on the centre of the force plat-
form. Participants will be fitted into a support harness
throughout the test to prevent a fall occurring. The two
posturographic tests to be performed on the NeuroCom

Fig. 2 Example exergaming programme to improve balance
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SMART Balance Master are the LOS and the Sensory
Organization Test (SOT), which is a secondary outcome
measure. The LOS requires each participant to purpose-
fully move their centre of pressure (COP) towards an
intended target in the following order: forward, forward
right, right, backward right, backward, backward left,
left and forward left [27]. Movement velocity (degrees
per second), maximal excursion (greatest distance
[cm] achieved towards the intended target/maximal
distance of target [cm]) and directional control ([the
amount of intended movement − amount of extrane-
ous movement)/amount of intended movement] × 100)
will be measured. The LOS has shown excellent
test-retest reliability for movement velocity (intraclass
correlation coefficient [ICC] = 0.825) and sway path
length (0.846) [34].

Secondary outcome measures
Static posturography
The SOT comprises six different sensory conditions in
quiet stance and measures the COP path in centimetres.
The test begins with condition 1 (eyes open in a quiet
stance) and sequentially moves through each condition,
which progressively becomes more challenging by either
distracting or removing visual and/or proprioceptive
feedback. The visual surround and force platform are
sway-referenced, which refers to the tilting of the sup-
port surface and/or visual surround in response to
movement of the participant’s COP. During the
sway-referenced conditions, erroneous sensory informa-
tion is presented to discombobulate the participant while
the force platform measures the participant’s ability to
compensate by using other senses to maintain balance
equilibrium. The following are the six sensory
conditions:

1. Condition 1: Eyes open and fixed support
2. Condition 2: Eyes closed and fixed support

3. Condition 3: Eyes open sway-referenced and
support sway-referenced

4. Condition 4: Eyes open and support sway
referenced

5. Condition 5: Eyes closed and support sway-
referenced

6. Condition 6: Eyes open and sway-referenced with
support sway-referenced

The composite equilibrium score, presented as a
weighted average percentage of the six conditions, will be
used to determine overall static balance performance and
has shown good reliability (ICC = 0.67) [35]. Additionally,
the sensory analysis ratios obtained from specific sensory
test condition pairs will be used to determine the level of
reliance on different senses to maintain balance equilib-
rium [36]. The following ratios will be used:

� Somatosensory ratio ([SOT2/SOT1] × 100) will
measure the participant’s reliance on the
somatosensory system to maintain balance
equilibrium.

� Visual ratio ([SOT4/SOT1] × 100) will measure the
participant’s reliance on the visual system to
maintain balance equilibrium.

� Vestibular ratio ([SOT5/SOT1] × 100) will measure
the participant’s reliance on the vestibular system to
maintain balance equilibrium.

� Visual preference ratio ([SOT 3 + 6/SOT 2 + 5] ×
100) will measure the participant’s reliance on visual
information, even when the information is incorrect,
to maintain balance equilibrium.

Participants will have only a single practise trial for
each sensory condition to minimise any practise effect
between testing protocols. If the participant requires as-
sistance or takes a considerable step away from the force
plate, it will be registered as a loss of balance, and an
equilibrium score of zero will be indicated.

Fig. 3 Example of anodal transcranial direct current stimulation montage (a) and exergaming set-up using Jintronix software (b)
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Transcranial magnetic stimulation and electromyography
Single- and paired-pulse TMS of the M1 will be conducted
using a BiStim2 2002 magnetic stimulator (Magstim Co.,

Whitland, UK) to measure changes in corticospinal excit-
ability and intracortical inhibition of the tibialis anterior
(TA) muscle. The TA was selected as the target muscle

Fig. 4 Standard Protocol Items: Recommendations for Interventional Trials (SPIRIT 2013) diagram illustrating the schedule of enrolment, post-
allocation and close-out for all assessments. TMS Transcranial magnetic stimulation, fNIRS Functional near-infrared spectroscopy, UPDRS Unified
Parkinson’s Disease Rating Scale, mBEST Mini Balance Evaluation Systems Test, 4SST Four Square Step Test, 5TSTST Five Times Sit to Stand Test,
10MWT 10-Metre Walk Test, PDQ-39 39-Item Parkinson’s Disease Questionnaire
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because it is primarily involved with postural balance [37].
Prior to TMS, all participants will wear a custom-made
nylon cap marked with a 1-cm concentric grid that extends
outward from the vertex. A double-cone TMS coil with a
wingspan of 110 mm will be positioned directly over the
vertex of the head, and the optimal site of stimulation will
be determined by initial exploration around the vertex that
produces the largest and most consistent motor-evoked po-
tential (MEP) recordings from the TA. Once the optimal
site of stimulation has been identified, the resting motor
threshold (RMT) will be determined. The RMT is defined
as the lowest TMS intensity that produces an average MEP
amplitude between 50 and 100 μV in response to five of
ten stimuli [38]. Ten single-pulse TMS stimuli will then be
delivered at 80%, 100%, 120%, 140% and 160% of RMT
each to establish a stimulus-response curve that will be
used to measure changes in corticospinal excitability with
excellent reliability (ICC = 0.986) [38].
Corticocortical inhibitory circuits are suppressed in

people with PD [39], and therefore paired-pulse TMS will
be used to determine changes in short-interval/long-inter-
val intracortical inhibition (SICI/LICI). Paired-pulse TMS
will be delivered using a conditioning stimulus-test stimu-
lus paradigm separated by a set interstimulus interval
(ISI), which has shown excellent reliability (ICC = 0.934)
[38]. To measure SICI, the CS will be set at 0.8 RMT,
whereas the TS will be set at 1.2 RMT, separated by an ISI
of 3 milliseconds [40]. For LICI, both the CS and TS will
be set at 1.2 RMT, separated by an ISI of 100 milliseconds
[41]. To calculate SICI and LICI, ten conditioned and un-
conditioned TS at the respective ISIs will be delivered and
expressed as a percentage change of the average condi-
tioned to unconditioned TS response. Surface electro-
myography (sEMG) can detect the level of muscle activity
induced from transcranial stimulation and will be re-
corded using two bipolar Ag-AgCl electrodes 2 cm apart
over the muscle belly of the TA and a ground electrode
placed over the patella [42]. Prior to applying the elec-
trodes, the participant’s skin will be shaved and swabbed
with alcohol. All sEMG signals will be amplified (× 1000)
with band-pass filtering between 5 Hz and 500 Hz, sampled
at 4000 Hz and collected via a laboratory analog-digital
interface (PowerLab 8/30; ADinstruments, Bella Vista,
Australia) for later offline analysis.

Cognitive function
E-Prime software (Psychology Software Tools, Sharps-
burg, PA, USA) [43] will be used to design two fNIRS-
compatible computer-based cognitive assessments using
a three-block design with a 30-second task period offset
with a 30-second rest period. The Stroop colour-word
test and the Go/No-Go test will be used to assess execu-
tive function, in particular response inhibition, interfer-
ence control, attention and choice reaction time. In the

Stroop colour-word test, participants will be presented
with two conditions: incongruent and congruent. The in-
congruent condition will randomly present two colour
words (red and green) written in opposing ink colours (e.g.,
the word ‘red’ will be written in green ink). For the congru-
ent condition, the word and ink colour are the same (e.g.,
the word ‘red’ will be written in red ink). Upon presentation
of the word, the participant must strike the key indicating
the colour of the word presented, and the response time
will be recorded in seconds. Cognitive central processing
ability will be determined by measuring the difference in re-
sponse times between the two conditions [29].
The Go/No-Go task is a choice reaction time test that

requires participants to either strike or delay striking the
left mouse button during two separate conditions (go and
no-go). In the ‘go’ condition, the participants will be pre-
sented with a random series of letters and will be asked to
strike the left mouse button as fast as they can as each let-
ter appears. In the ‘no-go’ condition, a further random
series of letters will appear; however, the participant will
be asked to delay striking the mouse only when the letter
‘X’ appears. The reaction time for each response during
each condition will be recorded in seconds.

Functional near-infrared spectroscopy
fNIRS is a non-invasive and portable neuroimaging tech-
nique that uses near-infrared light which penetrates the
skull to detect changes in oxygenated haemoglobin
(O2Hb) and deoxygenated haemoglobin (HHb) concen-
trations within the cortical microcirculation, such as the
capillary, arteriolar and venular beds. fNIRS will be used
in conjunction with the Stroop and Go/No-Go tasks to
measure task-related changes in DLPFC activation.
Task-related changes in fNIRS haemodynamic response
activation show adequate to high reliability (ICC = 0.42–
0.87) [44] and have been validated against the gold
standard functional magnetic resonance imaging (fMRI)
blood oxygen level-dependent response [45, 46].
A multi-channel continuous-wave fNIRS system (OxyMon

Mk III; Artinis Medical Systems, Elst, The Netherlands) will
be used to measure task-related changes in O2Hb and HHb
concentrations in the left and right DLPFC during the
Stroop and Go/No-Go tasks [47, 48]. An eight-channel
fNIRS optode montage will be used (four channels on each
hemisphere), and each transmitter and receiver optode pair
will be placed between 30 mm and 40 mm apart for optimal
near-infrared light penetration into the cortical layer.
Oxysoft data acquisition software (Artinis Medical Sys-

tems) will be used for fNIRS data collection and analysis.
The modified Lambert-Beer law, assuming constant scat-
tering [49], will be adopted to detect concentration
changes of O2Hb and HHb in the left and right DLPFC,
dependent on the changes in detected light intensity. For
analysis, O2Hb and HHb signals of the four channels of
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each hemisphere will be averaged. The moving SD based
artefact removal method will be used within each trial to
remove movement artefacts and other noise from the
fNIRS signals [50]. The thresholds for artefact detection
will be set to 0.45 for O2Hb and 0.18 for HHb [51], with a
window length for moving SD calculation at 0.5 seconds,
and a window length for artefact correction (LOESS
smoothing window) at 1 second. The fNIRS signals will
then be linearly de-trended per trial and low-pass-filtered
at 0.1 Hz to remove heart rate and other high-frequency
physiological signals. To enable direct comparison of the
different trials within each task, the filtered signals will be
biased using the average concentration of the 5 seconds
before the “start” instruction as a reference (zero). Then,
individual trials will be averaged per task to create three
mean time-course signals per person, which will then be
averaged over all participants. Last, the peak and mean
concentrations of O2Hb and HHb will be calculated over
all trials for all participants and then averaged for each of
the tasks.

Quality of life
The 39-item Parkinson’s Disease Questionnaire (PDQ-
39) is a valid and reproducible PD-specific measure of
QoL [52, 53]. Each question is based on a 5-point or-
dinal scoring system ranging from 0 = never to 4 =
always. There are eight dimensions, with each dimension
score being the sum score of each item in the dimension
divided by the maximum possible score of all the items
in the dimension, multiplied by 100. The overall score is
known as the Parkinson’s disease summary index and is
the sum of all dimension total scores divided by 8.

Functional assessments
The UPDRS, Mini Balance Evaluation Systems Test
(mBEST), Five Times Sit to Stand Test (5TSTST),
10-Metre Walk Test (10MWT), Four Square Step Test
(4SST) and maximal lower limb strength (one-repetition
maximum [1RM] leg press) will be used to assess
disease-related motor function and lower extremity
physical function. Each of these tests will be performed
in the same order each time with the participants wear-
ing their own footwear and will be conducted by the at-
tending researcher.
Section III of the UPDRS will be used to measure

disease-related motor function and has shown excellent
reliability (ICC = 0.90) [54]. The UPDRS comprises 33
scores based on 18 questions with several right, left or
other body distribution scores.
The mBEST is a reliable tool (ICC = 0.92) [55] that

assesses four domains of dynamic balance, including
anticipatory postural adjustments, reactive postural con-
trol, sensory orientation and dynamic gait. The testing
series consists of 14 tests, with each of the 14 items rated

on a 3-level ordinal scale (ranging from 0 = cannot per-
form/severe, to 2 = normal) for a total score of 28 points.
For the two items that are assessed bilaterally, the lower
score will be used for the composite score. A cut-off score
of 20 of 28 will be used to distinguish participants as ‘at
risk’ for falls [55].
The 5TSTST will be used to determine functional

lower limb power and has excellent test-retest reliability
for people with PD (ICC = 0.91) [56]. Participants begin
the 5TSTST test sitting in an armless chair with a height
of 45 cm [34]. The participants will be instructed to
cross their arms over their chest and sit with their back
against the upright back-rest of the chair, with their feet
placed flat on the floor and their knees at 90 degrees.
They will then be instructed to quickly and repeatedly
rise to a full standing position and then sit back down
on the chair for five repetitions. A single repetition will
be defined as a vertical standing position with an upright
trunk and with the hips and knees extended. The test
will begin once the participant moves off the chair for
the first stand and will finish once the participant sits
following the fifth sit-to-stand repetition, with the total
time to completion recorded in seconds.
The 10MWT will be used to determine gait speed and

has shown excellent test-retest reliability for comfortable
gait speed (ICC = 0.96) and maximum gait speed (ICC =
0.97) for people with PD [57]. The test is set up with
two cones positioned 10 m apart, with two more cones
positioned at the 2-m and 8-m marks. The participant is
instructed to walk the entire 10 m, but only the time
from the moment the participant reaches the 2-m cone
to the moment they reach the 8-m cone (distance of
6 m) is recorded to accommodate for acceleration and
deceleration periods. Each participant will perform three
trials at two different walking speeds: comfortable speed
and fast speed. Each trial will be separated by a
1-minute rest period, and each trial will be recorded in
seconds. The average speed in metres per second will be
calculated and used for analysis [57].
The 4SST will be used to determine dynamic balance

and stepping speed in four directions [58]. The 4SST has
shown excellent test-retest reliability (ICC = 0.98) for
people with PD [59]. Participants will be asked to step
forwards, sideways and backwards over two metal rods
positioned flat on the floor in a cross formation. The test
begins with the participant moving first in a clockwise
direction and returning in a counter-clockwise position
to the start square. Participants will be asked to step
with two feet into each square without touching or step-
ping on the rods as quickly as possible. A practise trial
will be performed first, followed by two true attempts,
which will be recorded with a stopwatch. The fastest
time of completing the sequence in seconds will be used
for analysis.
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Functional strength of the lower limb
Lower extremity strength will be assessed using a 1RM leg
press, which has previously shown excellent test-retest re-
liability for people with PD (ICC = 0.87–0.98) [60] and will
be conducted using fixed pneumatic leg press (Air300;
KEISER, Fresno, CA, USA). Ten warm-up repetitions will
be performed prior to any near-maximal effort. The par-
ticipant will then perform a near-maximal repetition (esti-
mated at 80% of their 1RM) while maintaining correct
technique, following which the resistance will be incre-
mentally increased by 5–10% as appropriate, until the par-
ticipant can no longer perform a full repetition [61]. Three
minutes’ rest will separate each maximal attempt, and ver-
bal encouragement will be provided. The highest resist-
ance used to perform a successful repetition will be
recorded as the 1RM in kilogrammes.

Additional measures
Height will be measured to the nearest 0.1 cm using a
standardised portable stadiometer. Weight will be mea-
sured to the nearest 0.1 kg using a standardised set of
scales. Both height and weight will then be used to cal-
culate body mass index in kilogrammes per metre
squared. To ensure consistency of the data collection,
participants will be instructed to wear light-fitting
clothes and remove loose items before standing barefoot
while having their height and weight recorded. Finally,
interviews will be conducted with participants to moni-
tor habitual physical activity and to establish any medi-
cation (in addition to PD-related medication) that they
may be taking throughout the length of the intervention.

Exercise compliance
Participants will be required to complete a minimum of
20 of the 24 scheduled training sessions (representing >
85% attendance) within the entirety of the 12-week inter-
vention period. If sessions are missed, participants will be
given an opportunity to complete additional sessions to
make up for the missed sessions. This completion per-
centage is typical of large community-based exercise inter-
vention studies and meets standard expectations of
per-protocol analysis [62]. Compliance will be recorded
using attendance sheets, which will be filled out by the at-
tending researcher after each training session.

Adverse events
The attending researcher will discuss what an adverse
event (AE) is with each participant before the intervention
begins. For this trial, an AE will be defined as any un-
favourable and unintended sign, symptom or disease
temporarily associated with the intervention (either exer-
gaming or a-tDCS), without any understanding about
causality or relationship to the therapy. The attending
researcher will ask each participant before training begins

about any AEs experienced and will document all AEs
associated with the intervention. Usual care participants
will be phoned and asked fortnightly about any experi-
enced AEs. All AEs will be reported following the guide-
lines recommended by the National Health and Medical
Research Council position statement (https://www.nhmr
c.gov.au/guidelines-publications/e112). All participants will
be asked to contact the attending researcher immediately
after experiencing an AE, which will be recorded and
promptly reported to the chief investigator, who will then
determine its seriousness and causality in conjunction with
any medical staff attending the event. Any AEs that are
related to any part of the intervention will be reported to
the Deakin University Human Research Ethics Committee.

Sample size calculation
On the basis of data provided by Shih et al. [31], whose
primary outcome was the LOS to assess reaction time
and excursion endpoints in people with PD (Cohen’s d
= 0.74, 77% improvement in reaction time, 89% improve-
ment in endpoint excursion), a sample size calculation
using G*Power statistical software estimated a sample
size of five participants per group would be sufficient for
85% power (α = 0.05) while using a conservative esti-
mated SD change of ± 5. It is difficult to determine if
this is a large-enough sample size to detect change
between the real and sham a-tDCS conditions, given the
paucity of literature using a testing paradigm of exercise
+ real a-tDCS vs exercise + sham a-tDCS vs control.
However, using the percentage changes between real and
sham conditions reported by Kaski et al. [28], we postu-
late that a sample size of 18 participants will be enough
to detect a medium effect size between the real and
sham a-tDCS groups (Cohen’s d = 0.5) with an estimated
SD change of ± 25 for the retropulsion pull test. The
LOS and SOT measures were not used by Kaski et al.
[28]; therefore, the retropulsion pull test was selected
because it contains a balance perturbation similar to that
of the SOT. Therefore, to accommodate for a 20%
dropout rate, we aim to recruit 8 participants per group
(24 participants in total).

Statistical analysis
Statistical analyses will be conducted using Stata version
11 statistical software (StataCorp, College Station, TX,
USA). A generalised linear mixed model with factors for
time (0, 6, 12 and 24 weeks), group (exergaming + sham
a-tDCS vs exergaming + real a-tDCS vs control) and
group-by-time interaction will be used to determine the
effect that different direct current stimulation interven-
tions have on brain excitability and balance. Potential
factors such as the participant’s age and time since
diagnosis will be used as covariates for analyses within
our models. Per-protocol analysis will also be performed
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by including all participants who are at least 85% com-
pliant with the exercise (as measured by the number of
exercise sessions attended). Post hoc analyses using the
Bonferroni correction will be applied as appropriate.
Pearson’s product-moment correlation coefficient will be
used to measure the level of correlation between change
scores of the functional tests and brain excitability and
activation. Significance will be set at P < 0.05.
When possible, we will try to obtain all endpoint mea-

sures from any dropouts in the final analysis. For partici-
pants who are lost to follow-up, missing data will be
handled using the multiple imputation method [63]. Be-
cause the multiple imputation method assumes only that
data are missing at random [64], we will additionally per-
form sensitivity analyses to evaluate the potential effect of
non-random attrition [65]. Sensitivity analyses will involve
testing a range of plausible scenarios in outcomes for par-
ticipants who were lost during follow-up [66].

Discussion
Falls among people with PD incurs a considerable cost as-
sociated with hospitalisation and injury management or
treatment. An economic report published in 2014 estab-
lished that health system costs due to accidental falls rep-
resent an additional 22% of the total health cost of PD
[67]. This translates to an additional estimated annual cost
of $1487AUD per person with PD [67]. Exergaming is a
mode of exercise that is engaging, adds diversity to a re-
habilitation programme, can be performed at home and
may be effective at improving functional capacity and re-
ducing risk of falls in people with PD. However, by com-
bining exergaming with a-tDCS (a primer for adaptive
neuroplasticity), greater and longer-term improvements in
motor function may be achieved. To date, there is limited
evidence for the effectiveness of combined exergaming
and a-tDCS to improve balance and lower limb function
in people with PD. As such, we aim to use a double-blind,
randomised controlled study protocol to explore the effi-
cacy of concurrent a-tDCS and exergaming for improving
static and dynamic balance over a period of 12 weeks. In
addition, our secondary objectives of using TMS and
fNIRS to measure neurophysiological changes in the M1
and DLPFC will potentially provide a mechanistic under-
standing of any functional changes observed. Last, few
studies have addressed the consolidation of long-term
motor skill retention following exercise and a-tDCS in
people with PD, and therefore we aim to explore any re-
sidual improvements in balance, lower limb and/or neuro-
physiological function after a 12-week follow-up period.
In our study, exergames are used to deliver cognitive and

static and dynamic balance exercises for people with PD.
The Jintronix software used in our study is capable of using
an inexpensive, commercially available motion capture
camera to deliver a vast selection of rehabilitation games

from a personal computer or laptop. Additionally, the use
of a-tDCS to augment adaptive neuroplasticity may lead to
greater and longer-lasting improvements in balance and
lower limb function in people with PD. Thus, we hypothe-
sise that (1) balance will improve for the exergaming groups
compared with controls and (2) the addition of real a-tDCS
will provide additive improvements. Novel home care ther-
apies that are easily administered are likely to maintain ex-
ercise enjoyment and facilitate long-term exercise
adherence. Therefore, if this trial is successful, this interven-
tion will potentially allow for a high degree of scalability
into a community- or home-based setting, where
exergames can be implemented either as part of a re-
habilitation programme in health-care facilities (i.e., re-
habilitation hospitals, age care facilities and nursing
homes) or as an adjunctive therapy that can be per-
formed at home in conjunction with standard therapy.
Our study also has the potential to have wider implica-
tions for reducing total health-care costs (i.e., hospital-
isation, injury management and assistive care costs)
associated with falls for people with PD.

Trial status
Eighteen participants have completed 24 weeks of training
and are waiting to be tested at 3-month follow-up. No
dropouts or adverse events have been reported.

Additional file

Additional file 1: Standard Protocol Items: Recommendations for
Interventional Trials (SPIRIT) 2013 checklist: recommended items to
address in a clinical trial protocol and related documents. (DOC 122 kb)

Abbreviations
1RM: One-repetition maximum; 10MWT: 10-Metre Walk Test; 4SST: Four
Square Step Test; 5TSTST: Five Times Sit to Stand Test; AE: Adverse event;
a-tDCS: Anodal transcranial direct current stimulation; COP: Centre of
pressure; CS: Conditioning stimulus; DLPFC: Dorsolateral pre-frontal cortex;
fMRI: Functional magnetic resonance imaging; fNIRS: Functional near-infrared
spectroscopy; HHb: Deoxygenated haemoglobin; ICC: Intraclass correlation
coefficient; ISI: Interstimulus interval; LICI: Long-interval intracortical inhibition;
LOS: Limits of Stability Test; M1: Primary motor cortex; mBest: Mini Balance
Evaluation Systems Test; MCI: Mild cognitive impairment; MEP: Motor-evoked
potential; O2Hb: Oxygenated haemoglobin; PD: Parkinson’s disease;
QoL: Quality of life; RMT: Resting motor threshold; sEMG: Surface
electromyography; SICI: Short-interval intracortical inhibition; SOT: Sensory
Organization Test; SPIRIT: Standard Protocol Items: Recommendations for
Interventional Trials; TA: Tibialis anterior; tDCS: Transcranial direct current
stimulation; TMS: Transcranial magnetic stimulation; TS: Test stimulus;
UPDRS: Unified Parkinson’s Disease Rating Scale

Acknowledgements
DMH is supported by the Deakin University Post Graduate Research
Scholarship (DUPGR). WPT was supported by an Alfred Deakin Postdoctoral
Research Fellowship during the conduct of this study.

Availability of data and materials
All supporting data will be published as supplements together with the
main papers in their respective journals.

Harris et al. Trials  (2018) 19:387 Page 11 of 13

https://doi.org/10.1186/s13063-018-2773-6


Authors’ contributions
WPT and DMH conceptualised the project. DMH wrote the original draft of
the manuscript. MM offered set-up and analytical advice on performing fNIRS
and the cognitive tests. LJ, RLD and TR were involved in reviewing the
manuscript as well as offering advice on project design and implementation.
STS originally introduced WPT and DMH to the Jintronix system and has
provided ongoing instruction on how to operationalise the programme.
RMD has provided mentorship for both WPT and DMH and has assisted in
the power calculations for this project. All authors read and approved the
final manuscript.

Ethics approval and consent to participate
Ethical approval for this study was granted by the Deakin University Human
Research Ethics Committee (project number 2015-014).

Consent for publication
Written informed consent was obtained from the patients for publication of
this manuscript and any accompanying images. All participants’ details will
be de-identified and coded to ensure that participants’ confidentiality is
upheld throughout the trial. A copy of the written consent is available for
review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

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

Author details
1Institute for Physical Activity and Nutrition (IPAN), School of Exercise and
Nutrition Sciences, Deakin University, Geelong, VIC, Australia. 2SilverLine
Research Services, Brisbane, QLD, Australia. 3Clinical Exercise Science Research
Program, Institute of Sport Exercise and Active Living (ISEAL), Victoria
University, Melbourne, VIC, Australia. 4The Florey Institute of Neuroscience
and Mental Health, University of Melbourne, Melbourne, VIC, Australia.
5Australian Institute for Musculoskeletal Sciences (AIMSS), St. Albans, VIC,
Australia. 6Southern Cross University, Coffs Harbour, NSW, Australia.

Received: 4 September 2017 Accepted: 29 June 2018

References
1. Lees AJ, Hardy J, Revesz T. Parkinson’s disease. Lancet. 2009;373:2055–66.
2. Hindle JV. Ageing, neurodegeneration and Parkinson’s disease. Age Ageing.

2010;39:156–61.
3. de Lau LML, Breteler MMB. Epidemiology of Parkinson’s disease. Lancet

Neurol. 2006;5:525–35.
4. Dibble LE, Addison O, Papa E. The effects of exercise on balance in persons

with Parkinson’s disease: a systematic review across the disability spectrum.
J Neurol Phys Ther. 2009;33:14–26.

5. Lima LO, Scianni A, Rodrigues-de-Paula F. Progressive resistance exercise
improves strength and physical performance in people with mild to moderate
Parkinson’s disease: a systematic review. J Physiother. 2013;59:7–13.

6. Morris ME, Menz HB, McGinley JL, et al. A randomized controlled trial to
reduce falls in people with Parkinson’s disease. Neurorehabil Neural Repair.
2015;29:777–85.

7. Allen NE, Sherrington C, Paul SS, Canning CG. Balance and falls in
Parkinson’s disease: a meta-analysis of the effect of exercise and motor
training. Mov Disord. 2011;26:1605–15.

8. Allen NE, Sherrington C, Suriyarachchi GD, Paul SS, Song J, Canning CG. Exercise
and motor training in people with Parkinson’s disease: a systematic review of
participant characteristics, intervention delivery, retention rates, adherence, and
adverse events in clinical trials. Parkinsons Dis. 2012;2012:854328.

9. Harris DM, Rantalainen T, Muthalib M, Johnson L, Teo WP. Exergaming as a
viable therapeutic tool to improve static and dynamic balance among older
adults and people with idiopathic Parkinson’s disease: a systematic review
and meta-analysis. Front Aging Neurosci. 2015;7:167.

10. Yang WC, Wang HK, Wu RM, Lo CS, Lin KH. Home-based virtual reality
balance training and conventional balance training in Parkinson’s disease: a
randomized controlled trial. J Formos Med Assoc. 2016;115:734–43.

11. Gatica-Rojas V, Mendez-Rebolledo G. Virtual reality interface devices in the
reorganization of neural networks in the brain of patients with neurological
diseases. Neural Regen Res. 2014;9:888–96.

12. Barry G, Galna B, Rochester L. The role of exergaming in Parkinson’s disease
rehabilitation: a systematic review of the evidence. J Neuroeng Rehabil. 2014;11:33.

13. Teo WP, Muthalib M, Yamin S, et al. Does a combination of virtual reality,
neuromodulation and neuroimaging provide a comprehensive platform for
neurorehabilitation? A narrative review of the literature. Front Hum
Neurosci. 2016;10:284.

14. Esculier JF, Vaudrin J, Beriault P, Gagnon K, Tremblay LE. Home-based
balance training programme using Wii Fit with balance board for
Parkinson’s disease: a pilot study. J Rehabil Med. 2012;44:144–50.

15. Yen CY, Lin KH, Hu MH, Wu RM, Lu TW, Lin CH. Effects of virtual reality-
augmented balance training on sensory organization and attentional
demand for postural control in people with Parkinson disease: a
randomized controlled trial. Phys Ther. 2011;91:862–74.

16. Rinalduzzi S, Trompetto C, Marinelli L, et al. Balance dysfunction in
Parkinson’s disease. Biomed Res Int. 2015;2015:434683.

17. Schoneburg B, Mancini M, Horak F, Nutt JG. Framework for understanding
balance dysfunction in Parkinson’s disease. Mov Disord. 2013;28:1474–82.

18. Pompeu JE, dos Santos Mendes FA, da Silva KG, et al. Effect of Nintendo
Wii™-based motor and cognitive training on activities of daily living in
patients with Parkinson’s disease: a randomised clinical trial. Physiotherapy.
2012;98:196–204.

19. dos Santos Mendes FA, Pompeu JE, Lobo AM, et al. Motor learning,
retention and transfer after virtual-reality-based training in Parkinson’s
disease – effect of motor and cognitive demands of games: a longitudinal,
controlled clinical study. Physiotherapy. 2012;98:217–23.

20. Mirelman A, Maidan I, Herman T, Deutsch JE, Giladi N, Hausdorff JM. Virtual
reality for gait training: can it induce motor learning to enhance complex
walking and reduce fall risk in patients with Parkinson’s disease? J Gerontol
A Biol Sci Med Sci. 2011;66:234–40.

21. Mirelman A, Rochester L, Reelick M, et al. V-TIME: a treadmill training
program augmented by virtual reality to decrease fall risk in older adults:
study design of a randomized controlled trial. BMC Neurol. 2013;13:15.

22. Mirelman A, Maidan I, Deutsch JE. Virtual reality and motor imagery:
promising tools for assessment and therapy in Parkinson’s disease. Mov
Disord. 2013;28:1597–608.

23. Nieuwboer A, Rochester L, Müncks L, Swinnen SP. Motor learning in
Parkinson’s disease: limitations and potential for rehabilitation. Parkinsonism
Relat Disord. 2009;15(Suppl 3):S53–8.

24. Broeder S, Nackaerts E, Heremans E, et al. Transcranial direct current
stimulation in Parkinson’s disease: neurophysiological mechanisms and
behavioral effects. Neurosci Biobehav Rev. 2015;57:105–17.

25. Benninger DH, Lomarev M, Lopez G, et al. Transcranial direct current
stimulation for the treatment of Parkinson’s disease. J Neurol Neurosurg
Psychiatry. 2010;81:1105–11.

26. Nitsche MA, Paulus W. Excitability changes induced in the human motor cortex
by weak transcranial direct current stimulation. J Physiol. 2000;527:633–9.

27. Hendy AM, Kidgell DJ. Anodal-tDCS applied during unilateral strength
training increases strength and corticospinal excitability in the untrained
homologous muscle. Exp Brain Res. 2014;232:3243–52.

28. Kaski D, Dominguez RO, Allum JH, Islam AF, Bronstein AM. Combining
physical training with transcranial direct current stimulation to improve gait
in Parkinson’s disease: a pilot randomized controlled study. Clin Rehabil.
2014;28:1115–24.

29. Hsieh YH, Chen KJ, Wang CC, Lai CL. Cognitive and motor components of
response speed in the Stroop test in Parkinson’s disease patients. Kaohsiung
Med Sci. 2008;24:197–203.

30. Nasreddine ZS, Phillips NA, Bédirian V, et al. The Montreal Cognitive
Assessment, MoCA: a brief screening tool for mild cognitive impairment. J
Am Geriatr Soc. 2005;53:695–9.

31. Shih MC, Wang RY, Cheng SJ, Yang YR. Effects of a balance-based
exergaming intervention using the Kinect sensor on posture stability in
individuals with Parkinson’s disease: a single-blinded randomized controlled
trial. J Neuroeng Rehabil. 2016;13:78.

32. Fregni F, Boggio PS, Santos MC, et al. Noninvasive cortical stimulation with
transcranial direct current stimulation in Parkinson’s disease. Mov Disord.
2006;21:1693–702.

33. Flores AM. Objective measurement of standing balance. J Neurol Phys Ther.
1992;16:17–22.

Harris et al. Trials  (2018) 19:387 Page 12 of 13



34. Newstead AH, Hinman MR, Tomberlin JA. Reliability of the berg balance
scale and balance master limits of stability tests for individuals with brain
injury. J Neurol Phys Ther. 2005;29:18–23.

35. Wrisley DM, Stephens MJ, Mosley S, Wojnowski A, Duffy J, Burkard R.
Learning effects of repetitive administrations of the sensory organization
test in healthy young adults. Arch Phys Med Rehabil. 2007;88:1049–54.

36. Gutiérrez RO, Galán del Río F, Cano de la Cuerda R, et al. A telerehabilitation
program by virtual reality-video games improves balance and postural
control in multiple sclerosis patients. NeuroRehabilitation. 2013;33:545–54.

37. Christensen LO, Andersen JB, Sinkjær T, Nielsen J. Transcranial magnetic
stimulation and stretch reflexes in the tibialis anterior muscle during human
walking. J Physiol. 2001;531:545–57.

38. Chung L, Mak M. Reliability of transcranial magnetic stimulation related
measurements of tibialis anterior muscle in healthy subjects and subjects
with Parkinson’s disease. Brain Stimul. 2015;8:418.

39. Ridding M, Rothwell J, Inzelberg R. Changes in excitability of motor cortical
circuitry in patients with Parkinson’s disease. Ann Neurol. 1995;37:181–8.

40. Rubinstein TC, Giladi N, Hausdorff JM. The power of cueing to circumvent
dopamine deficits: a review of physical therapy treatment of gait
disturbances in Parkinson’s disease. Mov Disord. 2002;17:1148–60.

41. Nieuwboer A, Kwakkel G, Rochester L, et al. Cueing training in the home
improves gait-related mobility in Parkinson’s disease: the RESCUE trial. J
Neurol Neurochir Psychiatr. 2007;78:134–40.

42. Hermens HJ, Freriks B, Disselhorst-Klug C, Rau G. Development of
recommendations for SEMG sensors and sensor placement procedures. J
Electromyogr Kinesiol. 2000;10:361–74.

43. Schneider W, Eschman A, Zuccolotto A. E-prime user’s guide. Pittsburgh:
Psychology Software Tools, Inc.; 2002.

44. Plichta M, Herrmann M, Baehne C, et al. Event-related functional near-infrared
spectroscopy (fNIRS): are the measurements reliable? Neuroimage. 2006;31:116–24.

45. Steinbrink J, Villringer A, Kempf F, Haux D, Boden S, Obrig H.
Illuminating the BOLD signal: combined fMRI-fNIRS studies. Magn Reson
Imaging. 2006;24:495–505.

46. Cui X, Bray S, Bryant DM, Glover GH, Reiss AL. A quantitative comparison of
NIRS and fMRI across multiple cognitive tasks. Neuroimage. 2011;54:2808–21.

47. Okamoto M, Dan H, Sakamoto K, et al. Three-dimensional probabilistic
anatomical cranio-cerebral correlation via the international 10-20 system oriented
for transcranial functional brain mapping. Neuroimage. 2004;21:99–111.

48. Maidan I, Bernad-Elazari H, Gazit E, et al. Increased activation of the frontal
lobe is associated with freezing of gait in patients with Parkinson’s disease:
an fNIRS study [abstract P6.074]. Mov Disord. 2015;28(14 Suppl):S324.

49. Sakatani K, Yamashita D, Yamanaka T, et al. Changes of cerebral blood
oxygenation and optical pathlength during activation and deactivation in
the prefrontal cortex measured by time-resolved near infrared spectroscopy.
Life Sci. 2006;78:2734–41.

50. Scholkmann F, Spichtig S, Muehlemann T, Wolf M. How to detect and
reduce movement artifacts in near-infrared imaging using moving standard
deviation and spline interpolation. Physiol Meas. 2010;31:649–62.

51. Nieuwhof F, Reelick MF, Maidan I, et al. Prefrontal cortical activity during
dual task walking in Parkinson’s disease: a feasibility study using a wireless
fNIRS device. Pilot Feasibility Stud. 2016;2:59.

52. Jenkinson C, Fitzpatrick R, Peto V, Greenhall R, Hyman N. The Parkinson’s
Disease Questionnaire (PDQ-39): development and validation of a
Parkinson’s disease summary index score. Age Ageing. 1997;26:353–7.

53. Peto V, Jenkinson C, Fitzpatrick R. PDQ-39: a review of the development,
validation and application of a Parkinson’s disease quality of life questionnaire
and its associated measures. J Neurol. 1998;245(Suppl 1):S10–4.

54. Siderowf A, McDermott M, Kieburtz K, Blindauer K, Plumb S, Shoulson I.
Test–retest reliability of the Unified Parkinson’s Disease Rating Scale in
patients with early Parkinson’s disease: results from a multicenter clinical
trial. Mov Disord. 2002;17:758–63.

55. Leddy AL, Crowner BE, Earhart GM. Utility of the mini-BESTest, BESTest, and
BESTest sections for balance assessments in individuals with Parkinson
disease. J Neurol Phys Ther. 2011;35:90.

56. Paul SS, Canning CG, Sherrington C, Fung VS. Reproducibility of measures of
leg muscle power, leg muscle strength, postural sway and mobility in
people with Parkinson’s disease. Gait Posture. 2012;36:639–42.

57. Steffen T, Seney M. Test-retest reliability and minimal detectable change on
balance and ambulation tests, the 36-item short-form health survey, and
the Unified Parkinson Disease Rating Scale in people with parkinsonism.
Phys Ther. 2008;88:733.

58. Dite W, Temple VA. A clinical test of stepping and change of direction to
identify multiple falling older adults. Arch Phys Med Rehabil. 2002;83:1566–71.

59. Adkin AL, Frank JS, Jog MS. Fear of falling and postural control in
Parkinson’s disease. Mov Disord. 2003;18:496–502.

60. Seo DI, Kim E, Fahs CA, et al. Reliability of the one-repetition maximum test
based on muscle group and gender. J Sports Sci Med. 2012;11:221–5.

61. Brown LE, Weir JP. ASEP Procedures Recommendation I: accurate
assessment of muscular strength and power. J Exer Phys. 2001;4:1–21.

62. Daly RM, Duckham RL, Tait JL, et al. Effectiveness of dual-task functional
power training for preventing falls in older people: study protocol for a
cluster randomised controlled trial. Trials. 2015;16:120.

63. Almeida QJ, Frank JS, Roy EA, Patla AE, Jog MS. Dopaminergic modulation
of timing control and variability in the gait of Parkinson’s disease. Mov
Disord. 2007;22:1735–42.

64. Schafer JL. Analysis of incomplete multivariate data. New York: Chapman &
Hall; 1997.

65. White IR, Horton NJ, Carpenter J, Pocock SJ. Strategy for intention to treat
analysis in randomised trials with missing outcome data. BMJ. 2011;342:d40.

66. White IR, Carpenter J, Evans S, Schroter S. Eliciting and using expert
opinions about dropout bias in randomized controlled trials. Clin Trials.
2007;4:125–39.

67. Deloitte Access Economics. Living with Parkinson’s disease: an updated
economic analysis 2014. Canberra: Parkinson’s Australia Inc.; 2015.

Harris et al. Trials  (2018) 19:387 Page 13 of 13


	Abstract
	Background
	Methods/design
	Discussion
	Trial registration

	Background
	Methods/design
	Participants
	Recruitment
	Screening and eligibility
	Telephone screening
	On-site screening

	Randomisation
	Familiarisation
	Allocation and blinding
	Intervention
	Usual care
	Outcome measures
	Primary outcome measure
	Dynamic posturography

	Secondary outcome measures
	Static posturography
	Transcranial magnetic stimulation and electromyography
	Cognitive function
	Functional near-infrared spectroscopy
	Quality of life
	Functional assessments
	Functional strength of the lower limb

	Additional measures
	Exercise compliance
	Adverse events
	Sample size calculation
	Statistical analysis

	Discussion
	Trial status

	Additional file
	Abbreviations
	Acknowledgements
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

