Effects of active-assisted cycling on upper extremity motor and executive function In

Parkinson’s disease
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Previous studies have shown that single bouts of high-rate active cycling on a stationary tandem bicycle (> 80 revolutions per minute, rpm) result in significant motor improvement in Heart Rate Rating of Perceived Exertion Average Power Figure 4: Subject heart rate (bpm) increased by 27% from resting

Parkinson’s disease (PD). Interestingly, this lower extremity exercise reduced tremor and bradykinesia in the upper extremity. It is unknown if active-assisted leg cycling at fast rates on a to 60 rpm. High-rate active-assisted cycling increased heart rate
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motorized bike will produce similar improvements. Furthermore, the effects of exercise mode and intensity on cognitive function in PD have not been investigated. The goal of this study aa S by 13% above the slower cycling rate (p = 0.059). Rating of
was to examine if acute bouts of leg cycling at 60 and 85 rpm have differential effects on upper extremity motor function and executive function in individuals with mild-moderate PD. oA E o —~ 20- perceived exertion showed an increase of 19% between 60 and
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leg cycling at 85 rpm when compared to 60 rpm. This suggests that high-rate active cycling could affect central motor and cognitive processing. Future studies will examine the effects of 70- £ 8- z R e itk e o e o GYGIBEE Righ Bt ce
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additional modes and intensities of exercise on motor and cognitive function in this population. & oSG 60 rpm 85 rpm 60 orh 85 rom SOTEM g without excessive fatigue.
»To evaluate heart rate, exertion and power during the active-assisted cycling intervention at slow and fast pedaling rates in individuals with Parkinson’s disease
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Figure 3: Motor and cognitive tests (Trail-
making test, TMT) in COMET software.
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