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ABSTRACT VR-based serious games are obtained without details about real-time guide and feedback
in the rehabilitation after stroke, leading to undesirable recovery outcomes. This study investigated the
feasibility of real-time visualization in muscle state feedback by sEMG. Then we explored the application
in movement guide and diagnosis. We provided a force-sEMG mapping approach based on body weight
to visualize the implicit bioinformation. And 10 healthy subjects participated in an experiment that the K-
means cluster algorithm and the support vector regression are employed to filter the unexpected data and
adjust the visualization parameter for each subject dynamically. The verification experiment demonstrates
that force and sEMG can be mapped as a data pair by support vector regression and normalized by the
low-cost calibration in 6-8 times reparative actions. We define the predictive accuracy as the ratio of the
predicted to the practical tasks. And mean absolute value is the most suitable index to compete for most
data scales which can provide a predictive accuracy of 89.84% ± 5.28% in biceps and 84.26% ± 6.44% in
triceps. We present the motivation improvement for patients and supervision in online and offline application
scenarios for therapists. This system can be applied in precision and telemedicine to improve the efficacy of
rehabilitation by objective data and intuitive expression through visualization.

INDEX TERMS K-means cluster, rehabilitation, surface electromyography, stroke, SVR, visualization.

I. INTRODUCTION
VR-based serious games are extensively implemented in
the rehabilitation of stroke. The virtual environments (VEs)
and attractive tasks are significant causes for improving
activities of daily living after stroke. The alternative for
traditional tedious tasks is apparent, as VEs make survivors
finish intensive task-oriented training with negative emotion
decreasing [1].

However, current researches focus on the macroscopic
bioinformation like the transform of the affected limb.
Though complementary motion tasks in VEs improve the
motivation of long-term training [2], [3], only a few VEs pay
attention to the bioinformation under the skin, such as the
sEMG and biomechanics. In developing countries like China,
VR-based remote diagnosis is becoming a solution to make
up for the shortage of rehabilitation resources in villages
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[4]. Therapists supervise the rehabilitation process behind the
screen with the score gained by patients during the serious
game [5], [6]. Instead of comprehensive analysis and presen-
tation, it is only the result of periodic rehabilitation training.
Based on this indicator, both patients and therapists are blind
to the cause behind rehabilitation performance without the
acceptable details about bioinformation [7], [8]. Similarly,
the scale and the derivedmethod of motor performance evalu-
ation only reflect the rehabilitation results. A large number of
clinical trials have been conducted to determine the standard
of assessing the recovery status of patients. Nonetheless, peo-
ple always ignore the inaccurate patients’ feedback on their
conditions caused by factors including decreased language
expression ability and depression in the assessment process.
At all events, bioinformation is inadequate for therapists
when the subjective perception of the patient is the only
feedback to adjust the plan of rehabilitation.

Therefore, two approaches for stroke rehabilitation
diagnosis have been employed to stay objective: the
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assessment scales and the automatic assessment algorithm.
Jennifer KHarrison and Iacono, Laura A. reviewedmore than
eight kinds of neurological assessment scales. Iacono, Laura
A pointed out that different patients need the assessment
scales fitted them. However, the experience of the therapist
affects choose of scales seriously [9], [10]. Taylor-Rowan
even focused on the exemplars of assessments that describe
impairment, activity, participation, and quality of life [11].
Their study expanded the scope of assessment scales. In 2019,
Krumlinde paid close attention to the bimanual performance
for adults after stroke and designed the observation-based
valid functional measure of bimanual performance [12].
In the latest research, Ho, Lily set up the Chinese version
of the Fatigue Assessment Scale to assessing fatigue [13].
Furthermore, they also determined the relationship between
fatigue and the psychological state. In 2015, Li, Hsin-Ta
found the problem of carelessness in the traditional assess-
ment, and develop a stroke rehabilitation assessment system
by using inertial measurement units [14]. The system had
the potential to overcome some shortcomings of traditional
assessment methods and indicates rehab performance cor-
rectly. In the latest study, Oubre and his colleagues tried to
draw an unsupervised clustering algorithm and a supervised
regression model into Fugl-Meyer Assessment scores based
on movement features [15]. This work improved the speed
of detection. Rahman and his team designed the robot-based
assessment modules for breaking through the limit of the
traditional assessment scales. Moreover, they found that the
kinematic variables extracted from assessment modules can
be used as a standard for assessing stroke patients [16].
In 2018, Chang Hong, and his team design mobile phone
application-based scales to make the self-assessment of acute
stroke patients accurate, economic, and convenient [17].

Although the accuracy and efficiency have been empha-
sized with attention given to the assessment in most studies
of assessment scales, the approach of bioinformation show is
unsatisfactory. The visualization of bioinformation will make
up for the shortage ofmedical resourceswith the development
of wearable devices and communication technology. Bioin-
formation visualization technology, as a fusion of computer
graphics and bioinformatics, establish the mapping relation-
ship between the data from sensors andVEs. It makes patients
understand their status and help therapists diagnose accu-
rately [18]. Motion information assists patients participate
the human-computer interaction tasks and can be stored as
analytical data due to motion capture technology [19], [20].
Both patients and therapists get more direct-viewing effects
compared with traditional methods seemingly. Nevertheless,
the therapists have difficulty in evaluating the quality of
movement comprehensively because the motion bioinforma-
tion which may come from movement related to compen-
satory behaviors.

To integrate the assessment method, surface electromyo-
graphy (sEMG) is skillfully implemented in rehabilitation
after stroke and control of artificial limb owing to its non-
invasively and harmless feature [21]. Hence, it is necessary

to integrate the time or frequency domain sEMG graph into
the accessible style. In previous work, people realize the
activation patterns of muscles are under a similar mapping
relationship by processed through different algorithms [22].
The similarity means that the degree of muscle activation
(DMA) can be measured and shown. What we require it’s
not only to show the objects’ past sEMG through 3D-models
in VEs [18], but we also need a real-time display and mean-
ingful interactions. Such a data-driven-based real-time DMA
visualization architecture is an effective supplement for tra-
ditional rehabilitation and remote diagnosis. People quantize
the degree as a ratio of signal at a particular time to peek
at the stage. After processing the sEMG signal, the DMA
is displayed on the screen for both patients and therapists.
So that therapists can evaluation the rehabilitation conditions
quantitatively instead of empirically. The traditional rehabil-
itation diagnosis is based on the movement information of
patients, which is superficial for therapists. To study the root
cause of the abnormal muscle activities, therapists need to
observe the coordination and activation state ofmuscles under
the skin intuitively, instead of the hysteresis which leads to
communication barriers during the consultation [23]. To our
investigation, no studies have set up a real-time visualization
model for the DMA based on sEMG.

The purpose of this study is to verify the mapping relation-
ship between muscle force and sEMG features and explore
an approach to visualize the DMA. Our contributions are as
follows:

1) Real-time sEMG signal normalization method: we
explored the relationship between weight andMVC, the com-
pensation coefficient in the process of prediction, and the
predictive effect of various sEMG indicators.

2) Based on the idea of the K-means cluster algorithm,
we designed a real-time sEMG signal normalization method
that provides the interface of concretizing abstract sEMG.

3) Visualization and bioinformation database: we devel-
oped a prototype of the supervision system for stroke reha-
bilitation. This system is multi-platform and low-cost, which
can casualize the visualization of muscle condition to both
therapists and patients. Bioinformation is stored into a certain
database on the cloud server as an e-medical record which
can be extracted by multiple terminals with live or playback
models all the time.

II. MATERIALS AND METHODS
A. SYSTEM IMPLEMENTATION
As shown in Figure 1(A), the main component of the mea-
surement hardware is the USB5936 (Zijin Electronic Studio,
China), a wired sEMG collector. The sEMG data measured
in advance are processed and stored in a database on PC.
At the same time, the measurement platform helps calibration
with digital display dynamometer and hand shank. In the end,
the screen shows all the essential details for both therapists
and patients. In Figure 1(B), the musculoskeletal models in
colorful represent the DMAmapping to the chromatographic
column sidebar.
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FIGURE 1. Implementation of DMA visualization system. (A) The
necessary components. (B) The UI of DMA visualization, slider color bar
helps to check the DMA.

FIGURE 2. Data flow can be divided into three parts: (A) Collection;
(B) Processing; (C) Application.

Figure 2 shows the data flow chart. sEMG data will flow
in multiple directions throughout the system and eventually
merge into a loop, forming effective bioinformatic feedback
that helps therapists and patients make necessary adjustments
to the rehabilitation process.

B. PARTICIPANTS
We recruit 10 subjects (N = 10, age 23.8 ± 1.5 years,
body mass 63.4 ± 8.4 kg, all-male and all right-handed) to
participate in the verification test. All the subjects are male,
without any tissue damage or over fatigue. Table 1 presents
an overview of the data used in this paper. MVC is assessed
by the subjects’ body weight. There is a significant regression
relationship between the strength of elbow muscles and body
weight [26].

Elbow torque and body weight was shown to be corre-
lated in a logarithmic manner when the upper limb mus-
cles contracted isometrically in a given position. Therefore,
we deduced (11) according to this conclusion, and introduced
the parameter Ccom to correct for differences between differ-
ent races in the verification experiment. In our study, the aim
is not to see the actual influence of the subject’s weight on
the experimental results. The experiment of the prediction
is to find the correction of the coefficients in the previous

TABLE 1. Information on male subjects with right hand.

FIGURE 3. Measurement platform (A) and experiment in elbow (B) flexor
and (C) extensor show.

study. And participants were recruited to test the feasibility
of visualizing EMG signals through a practical test.

C. EXPERIMENTAL PROCEDURE
The experiment is conducted on a force measuring platform
as shown in Figure 3(A). Aluminum profiles as the base
for extendable installation provide a low-cost option for the
selection of accessories. The rope runs through a pulley block,
with one end connected to a digital display dynamometer that
can accurately indicate the number, and the other end to a
handle for the subject to hold. In the pulley block, two fixed
pulleys are set on the bottom of the base and girder respec-
tively to ensure both result accuracy and direction freedom in
the measurement process.

Participants firstly stood on the electronic scale to measure
body weight. Then, the body weight was input to the UI
system (see Figure 1(A)) to assess theMVC of subjects by (1)
and (2). Then, the skin over target muscles was cleaned with
70% alcohol and attached to 1cm diameter electrodes without
hydrophilic electrolyte.We followed the localization, orienta-
tion for setting the electrodes suggested by recommendations
of sEMG [24], [25]. The reference electrode was placed on
the elbows of participants.
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Every participant performed two experiments including
biceps and triceps so that we can collect how such a visual
system works in both flexor and extensor muscles. Each
experiment consisted of two sessions, including the control
group which is performed by the actual MVC, and the exper-
imental group which is performed by the predicted MVC.
In the experimental group, participants were asked to make
the force between 0 and the actual MVC with isometric
contraction in 9 times. Every participant hereto gets a group
of sample points including 1 for the quiescent condition, 9 for
random force, and 1 for the actual MVC. In the subsequent
processing, the groups of random sample points are training
sets, and the actual MVC sample points are the test sets.

In the biceps verification test of mapping relationship,
we firstly arranged subjects to sit on the adjustable armchair,
modifying the appropriate height to relax as shown in Fig-
ure 3(B). Then, they flexed the elbow as hard as possible to
record the actual MVC and the original sEMG signal. In the
next step, subjects made them elbow of dominant hand on the
armrest, and hold the handle of the measurement platform to
get a group of force-sEMG key-value pairs which begins with
the quiescent condition randomly. All the duration of the test
is 3 seconds to control the variable and ensure the reliability
of the result. We took the advantage of such key-value pairs to
get a regression curve in which the predictedMVC can cut off
an sEMG value for the normalization of DMA visualization.

In terms of the triceps, similar steps are set and subjects
just need to change their performance style by drooping
their arm naturally and pressing the wristband with a wrist
arch. In Figure 3(C), experimental actions are demonstrated.

1) DYNAMOMETRY
MVC is a difficult measure task due to the limitation in
patients’ exercise performance although it’s the common
standard to measure the maximum force of muscles. In clini-
cal trials, tissue damage is general in the MVC task process.
Instead of measure directly, our study aims to estimate MVC
through the bodyweight and rehabilitation phase. Based on
the mapping regression between muscle force and sEMG
characteristics, we can cut off the certain characteristic to
quantize DMA by the predicted MVC from body weight.

MVC is assessed by the subjects’ body weight. There
is a significant regression relationship between the strength
of elbow muscles and body weight [26], and the following
equation can be derived.

F = C ×W k (1)

F : Muscle force
C : Regression coefficient (flexors = 4.256,

extensors = 22.85)
W : Body Weight
k : Slope of regression (flexors = 0.97,

extensors = 0.53)

The difference of human species must be considered
because the system is applied in China. So that we set up a
series of experiments to amend the coefficient in (1).

Furthermore, there are statistical differences and regularity
of limb muscle strength between the affected side and the
healthy side after acute stroke [27]. Hence, we can assess the
MVC of patients after stroke by movement type based on (2).

Fmvc = C × C
′

×W k (2)

Fmvc : Predicted muscle force
C , W , k : Like (1)
C
′

: Object type coefficient

2) FEATURE EXTRACTION
In this study, the sEMG features preparing for visualization
need to be insignificant in computational cost, so that the
scene on the screen can provide prompt guidance and tips.
Subsequently, it’s important to select the most appropriate
sEMG characteristic to demonstrate the mapping relationship
between force and DMA. Firstly, we employed the thresh-
old process to remove the voltage amplitude determined by
individual quiescent conditions [23]. Then, we chose a series
of time-dependent sEMG features in low-cost operation to
compare the performance of prediction accuracy.

We introduce the Time-Dependent Power Spectrum
Descriptors (TD-PSD) [28] and the common sEMG char-
acteristics like mean of absolute value (MAV), root mean
square (RMS), and integrated EMG (iEMG) to compare these
features from the time domain. On account of the original
sEMG signal which needs derivation is readily affected by
noise, it is important to normalize the extracted feature values
to reduce the impact of noise. At the same time, we use log-
scaled-amplitudes to an appropriate power [29]. Given an
sEMG sequence x [j], with j = 1, 2, . . .N , we can get the
following features related to the DMA:

Root squared zero-order moment (m̄0): The features to
describe the strength of muscle contraction, like (3)

m̄0 =

√∑N

j=1
x [j]2 (3)

Root squared second and fourth-order moment: like (4)
m̄2 =

√
1
N

∑N

j=1
(1x [j])2

m̄4 =

√
1
N

∑N

j=1

(
12x [j]

)2 (4)

We empirically introduce λ= 0.1 to normalize m̄0, m̄2 and
m̄4 with a power transformation [29] in (5):

m0 =
m̄λ0
λ

m2 =
m̄λ2
λ

m4 =
m̄λ4
λ

(5)
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FIGURE 4. Flowchart of the method. Firstly, the force and sEMG data are extracted to feature key-value pairs respectively. Then, force-sEMG pairs are
regressed by SVR. The predicted sEMG feature enters into a K-means filter to wipe out the abnormal data. At last, the sEMG after normalization is a value
between 0 and 1, which can be mapped to the color bar.

and the final features are shown in (6):
f1 = log (m0)

f2 = log (m0 − m2)

f4 = log (m0 − m4)

(6)

MAV is the absolute value of the sEMG signals, it is proved
to follow a linear relationship with force [30]. The similar
indicators are RMS and iEMG in (7)

MAV =
1
N

∑N

j=1
|x [j]|

RMS =

√
1
N

∑N

j=1
x [j]2

iEMG =
∑N

j=1
|x [j]|

(7)

Participants were required to output the target force. For
controlling the variable, we set the sample time 3 seconds
both in the control and experimental groups. And under the
same mode of exertion, the N in Eq. 7 is a constant parameter
depending on sample frequency 1000Hz. The size of window
width affects the delay of sEMG processing [31]. We need to
choose the appropriate size by taking the error rate and the
real-time requirement into account. According to the statis-
tical result in the influence of window length on recognition
rate [32], the parameter N is less than 150 and more than 90.
And we selected 128 as the window width N.

In the confirmatory experiment, we collected the original
sEMG signal and processed it into the aforesaid 6 features,
and compare the difference of performance in MVC pre-
diction [33]. For building a mapping relationship between
sEMG and the colour of module materials, further processes
need to be added [30], [31]. In this paper, we calculate the
max of the sEMG feature as the standard of normalization
processing, so that the muscle condition can be quantized
as a value between 0 and 1. Additionally, MVC is the other

FIGURE 5. The predictive sEMG feature value based on SVR.

efficient standard to normalize the DMA. In the above meth-
ods, the main idea is to measure the maximum value of par-
ticipants firstly [34]. However, getting the MVC is difficult
for patients because people must finish many specific move-
ments more than once [35], [36]. Most of the survivors after
stroke have postoperative fatigue and limit limbmovement so
that they cannot finish all the necessary MVC tasks. Further-
more, instead of testing MVC, we can utilize calibration for
a particular repetitive motion to determine the normalization
factor.

3) REGRESSION ANALYSIS
Support vector regression (SVR) is a regression method to
make the total error as small as possible so that we can obtain
a fitted curve. In our study, sEMG feature values and the
corresponding force values constituted sample points vector
yf (see in Figure 5) in a two-dimensional coordinate. Through
the employment of the linear kernel SVR model, the system
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can generate a curve Y f for yf to cut out the predicted sEMG
feature value by the actual MVC. This approach establishes a
relationship between easily obtainable weight and the bench-
mark of DMA normalization.

4) K-MEANS FILTER
In the actual work of visualization of the system, each channel
of muscle should process its real-time data separately during
DMAvisualization for keeping the immersion of participants.

Algorithm 1 Initialization of the Three Clusters
Input: The number of sEMG channel, n ; The data during the
calibration in each channel: dataset;
Output: Three clusters:HighMax,MeanMax, and LowMax;

1. /∗ Traversal of every sEMG channel∗/
2. for i = 0; i < n; i++ do
3. /∗ Initialization of three clusters in each channel∗/
4. for j = 0; j < dataset.size; j++ do
5. HighMax = max (dataset) ;
6. MeanMax = mean (dataset) ;
7. LowMax = 0;
8. end for
9. end for

10. return HighMax, MeanMax, LowMax;

Algorithm 2 Update the Three Clusters
Input: The number of sEMG channel, n; The real-time data
in each channel: dataset;
Output: Three clusters:HighMax,MeanMax, and LowMax;
11. /∗ Traversal of every sEMG channel∗/
12. for i = 0; i < n; i++ do
13. /∗ Update three clusters in each channel∗/
14. for j = 0; j < dataset.size; j++ do
15. if (dataset − HighMax) is the minimum then
16. HighMax = mean

{dataset, (dataset − HighMax)} ;
17. end if
18. if (dataset −MeanMax) is the minimum then
19. MeanMax = mean

{dataset, (dataset −MeanMax)} ;
20. end if
21. if (dataset − LowMax) is the minimum then
22. LowMax = mean

{dataset, (dataset − LowMax)} ;
23. end if
24. end for
25. end for
26. return HighMax, MeanMax, LowMax;

In our study, the K-means clustering method is referred
to achieve the function of dynamic normalization in real-
time [37]. A calibration through finishing the movement for
limited times, aiming to eliminate the individual difference is
arranged at the beginning of each treat movement. Then three

primary clusters as the standard of dynamic normalization
are generated as expected. In the typical K-means algorithm,
clusters will be produced when all the data got ready, and the
dataset is necessary at the beginning accordingly. We define
the clusters differently from the traditional K-means algo-
rithm, based on the small amount of data during calibration
assisted by the big data during the whole training time.
In other words, three clusters named HighMax, MeanMax,
and LowMax are generated by the maximum, mean, and zero
processing, and updated according to the minimum among
the distances between the new data and three clusters over
time as shown in Algorithm 1. We call the cluster updating
procedure sampling due to the feature that update interval
can be specified as need of users. Benefit from the dynamic
clusters, abnormal signal (such as beyond the standard range)
will be classified intoHighMax and LowMax to filtered noise,
and MeanMax is left to be the normalization standard as
shown in Algorithm 2. At the end of each task, all channels
of muscle store the MeanMax into a database to confirm the
standard for the next calibration and more diagnosis steps.

5) MAPPING & VISUALIZATION
Clinical therapists cannot understand sEMGeasily because of
the abstract form in the time and frequency domain. There-
fore, the visualization process is indispensable [38]. It is
an essential medical function to show the synergistic and
antagonistic relationship between different muscle groups
and specific DMA. Furthermore, it is crucial and necessary to
set up a security alert plugin that can warn of possible harm.

In our project, musculoskeletal models including muscles
and bones were all created in Maya 2019 (Autodesk Inc., San
Rafael, USA) and imported into Unity as a prefab which can
be rendered with different texture maps. The prefab consists
of muscles and bones two major parts. On one hand, the mus-
cles part is loaded DMA information over the actual arm
tracked by the mark image through the smartphone camera.
On the other hand, the bone part leads the body in VEs to
move in real-time. As the child component, the muscle part
can transform (position and rotation) with the bones part
and show the muscle condition (DMA and abnormal activity
modes) at the same time. After receiving the sEMG data,
the visualization system will drive the material of muscles
to change color in a predetermined direction smoothly. Fig-
ure 4 shows the color response of thematerial of muscles after
triggered, and finally, achieves the purpose of visualization.

In some cases (compensatory or force overload, etc.),
patients will move their arms in an unexpected way which
seriously affects the rehabilitation effect of patients and even
endangers the health of muscle tissue during the rehabilita-
tion process. The expression ability and emotional control
of patients after stroke are reduced to a certain extent. The
emotional disclosure of compensation and overload is often
complicated and delayed, so the stroke rehabilitation supervi-
sion system must be able to detect and display early warning
information promptly.
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TABLE 2. Particulars of object type coefficient.

D. PERFORMANCE EVALUATION

ȳ =
1
n

∑n

i=1
yi

SS tot =
∑
i

(yi − ȳ)2

SSreg =
∑
i

(fi − ȳ)2

R2 =
SSreg
SS tot

(8)

In our work, the regression performance in the MVC predic-
tion was evaluated by the R2, which reflects the relationship
between mass and the actual MVC. To study how the sEMG
features perform, we introduced the predictive accuracy that
representing the ratio of the predicted value to the measured
value after normalization.

apre =
vmea
vpre

(9)

Considering the sEMG feature type and the force-sEMG
pairs data scale can influence the result, we employ apre to
evaluate the prediction performance. Where the apre is the
predictive accuracy in [0,1], vpre is the feature value corre-
sponding to the predictive MVC, and the v is the measured
feature value. A significance level of P < 0.05 was used for
all the analyses.

k =
ymax − ymin
xmax − xmin

(10)

After regression by SVR, a linear curve is generated.
We use the slope k to measure the sensitivity of different
features. Where the ymax is the maximum feature value, xmax
is the MVC value, and the minimum value is the antithetical.

III. RESULTS
A. COEFFICIENT OF MVC PREDICTION
The linear regression in Fig. 6(A) shown that the linear
models can predict MVC by body weight in a significant
correlation (R2= 0.834 in biceps and R2= 0.795 in triceps).
As shown in Figure 6(B), the correction coefficients of

elbow flexor and extensor muscles were 0.593 ± 0.006 and
0.434 ± 0.027 respectively. There were significance differ-
ences (P = 0.01 < 0.05). And the prediction model converts
to:

MVC = C × Ccom ×W k (11)

MVC : Maximum autonomic contraction peak
C : Regression coefficient (flexors = 4.256,

extensors = 22.85)
Ccom : The compensation factor (flexors = 0.598,

extensors = 0.434)
W : Body weight
k : Slope of regression (flexors = 0.97,

extensors = 0.53)

B. DATA SCALE IMPORTANCE
We chose the small to large data scale from 3 because of
the excessively low accuracy and abnormal fluctuation in the
result. As shown in Figure 7, the log (m0) reached the highest
apre in biceps (0.955) and triceps (0.958) when the data scale
is 10. On the medium scale (5 - 8), almost all features had
the apre beyond 0.8. Furtherly, the power spectrum features
have rapidly risen in this data scale from 0.8 to 0.95. More
specifically, in the data scale 6, the MAV apre is the highest
in both muscles.

C. COMPARISON OF FEATURES
In the feature extraction stage, six features of sEMG are
considered to represent the DMAmapping to the force bioin-
formation. The results for analyzing the apre of 6 different
sEMG features with SVR in two muscles (biceps and tri-
ceps) and different data scales (10 pairs and 6 pairs) for
10 subjects are shown in Figure 8. It can be noticed that the
apre of log (m0) the feature is the highest (99.3% ± 0.54%
in biceps and 98.35% ± 2.37% in triceps) with 10 pairs
key-value, but the error rates in power spectrum features
(log (m0), log (m0− m2), and log (m0− m4)) significantly
enhance while cutting down the force-sEMG key-value pairs
from 10 to 6. The error bar of log(m0) in Figure 8(B) also
exhibits the influence of the data scale. Inversely, the MAV
has good toughness to adapt to different data scales with a
high predictive level. In the small data scale situation of 6
pairs, MAV still has the highest apre of 89.84% ± 5.28% in
biceps and 84.26% ± 6.44% in triceps. There were signifi-
cance differences (P = 0.01 < 0.05).
As a representative, 6 different features of Subject 5 are

normalized (the order of magnitude and units of different
indexes were significantly different), and the force-sEMG
scatter points are plotted in a 2-dimensional coordinate sys-
tem to perform regression analysis with SVR. The highest k
in both biceps and triceps were all the MVC (0.00256 and
0.00188). During the biceps, the k of six features were 0,
0.00064, 0, 0.00256, 0.00056, and 0 respectively. During the
triceps, the k of six features were 0, 0, 0, 0.00188, 0, and
0 respectively. In Figure 9, the apre of the power spectrum
features were around 1, while the k was less than the other
three features.

IV. DISCUSSION
In this paper, we introduce an approach to visualize the degree
of muscle activities by sEMG. Our work can map the muscle
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FIGURE 6. (A) Linear regression of elbow muscle MVC with body weight. (B) The compensation factor for MVC predictions. Standard deviation is
shown with error bars. (C) (D) The Bland-Altman plots of the consistency check in biceps and triceps respectively. All sample points are within
the CI 95% (−35.5% to 29.0% in biceps and −40.3% to 36.4% in triceps). In addition, compared with the actual measurement, the mean error of
the prediction method was 0.545% and 0.758% in biceps and triceps respectively.

force and the sEMG features, and predict the normalization
standard by body weight with the process of filtering the
abnormal signal.

The normalization standard which brings the possibility of
future clinical trials is deduced through our verify experiment
and the previous work [26], [27]. Further, previous studies
only provided a method and methodology for MVC predic-
tion, and necessary modifications should be made in com-
bination with regional differences. Through MVC tests on
healthy adult men, we deduced and statistically calculated the
MVC prediction correction coefficient suitable for Chinese
people.

To confirm the appropriate sEMG feature and data scale,
we had set up a series of experiments. The experiment for
choosing the appropriate sEMG feature and data scales shows
that in both biceps and triceps, the major feature accuracy
reached 85% when the data scale more than 6. The rela-
tionship between the data scale and the predictive accuracy

presents a tendency to increase from 5 to 8. Although the
highest predictive appears in 10 pairs, we can also focus
on the first rising trend that the prediction model crosses
the sparse key-value pairs in the initial. The result reminds
us to design the calibration economically in the respective
action to confirm the standard normalization. Although the
accuracy can achieve higher while the data scale growing,
the extra workload is difficult and tough for the patients.
Besides, considering the results in Figure 6 shows the trend
changing by the force data expanding from small to big,
the little data scale means the light train tasks. However,
the MAV performed in a better adaptation and linear in
the force-sEMG regression so that we can normalize the
color mapping efficiently. It is evident that in both flexor
and extensor muscles, although the three features related to
power spectrum have a high accuracy in predicting DMA
corresponding to MVC, the distribution cannot reflect the
characteristics that grow with the increase of muscle force,
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FIGURE 7. The mean accuracy of prediction in 6 sEMG features in different data scales. (A) Biceps. (B) Triceps. There is a significant improvement of
accuracy in the data scale between 5 and 8.

FIGURE 8. The mean accuracy of prediction in 6 sEMG features in different data scales. (A) 10 pairs (B) 6 pairs. Standard deviation is shown with error
bars.

which runs counter to the demand to calculate DMA bench-
mark by few slight force tasks. Concretely, the power spec-
trum features exceed the predicted value easily (see Figure
9(A)). On the contrary, although the prediction accuracy of
MAV, RMS, and iEMG is not as high as features in the
power spectrum, the trend of change with force is obvious
and on-demand, especially MAV. A linear relationship has a
larger slope, which is more suitable for the sEMG feature.
Through the experiments of the force-sEMG mapping rela-
tionship, we found that MAV is the most appropriate sEMG
feature to normalize the DMA of muscles by prediction
of MVC.

We also study the efficient approach to resolve the complex
condition of visualization. Applying the K-means filter to
study the sEMG process, we found that the mapping rela-
tionship between muscle force and the degree of muscle
activation can be updated in real-time. Our system shows a
better real-time capability by using the more efficient algo-
rithm comparing the offline visualization framework [18].
In comparison to previous studies of the scales [9]–[12], the
utilization of the sEMG signal can provide the root informa-
tion with a more implicit meaning of rehabilitation guidance.
For visualizing the normalized sEMG signal, a musculoskele-
tal model built in the virtual environment is superimposed
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FIGURE 9. Regression curves of 6 sEMG features in Subject 5’s (A) biceps and (B) triceps. The points show the normalized predictive feature value.

on arms so that the biological information can be more con-
cretely displayed. Besides, a safety guarantee was in con-
sideration for patients, and we packaged it as a plugin that
provides a striking visual effect. We have shown that the
supervision system can provide underlying bioinformation of
muscle status with portability and low barriers. We noticed
that the DMA visualization system conforms to the economic
foundation of developing countries, providing a viable option
for multi-terminal consultation, training and electronic med-
ical record display under the situation of the cost of EMG
equipment is challenging to reduce. As shown in the above
parts, the supervision system provides the therapist with a
more intuitive approach to observe the rehabilitation condi-
tion so that they can consider deeply and arrange a more
appropriate rehabilitation process. Some necessary interfaces
and components can provide a more complex function, more
efficient application scene, and broader research prospect.

Recent research on the visualization of bioinformatics
reveals possible compensatory phenomena during stroke
rehabilitation training through the movement of the trunk,
transforming the therapists’ observations into quantified
angle information [39], [40]. Similarly, our study considered
and quantified the intention of patients to exercise at a deeper
level by processing EMG signals. Even if the patient’s motor
ability is poor, the degree of muscle activation also can be
conveyed clearly to the therapist through the display devices.
In a recent muscle visualization study [32], the authors focus
on how to display DMA of the forearm under different
gestures and set a display interface for the supervision and
diagnosis of therapists. This approach visualized the DMA
by introducing the HSV, but the three-dimensional interaction
and biofeedback were neglected because of the planar inter-
face. In our work, the display of DMA is carried by a three-
dimensional musculoskeletal model of the human body, so
that patients can get biofeedback beneficial to body posture
adjustment during the interaction process while the therapists
are monitoring the recovery and safety status. In summary,
our work focuses on iterating the long-term training results

of patients to achieve the self-adapting DMA visualization.
Unlike the previous studies, our study aimed to use bioinfor-
mation feedback to adequately urge patients to make active
exercise status adjustments.

However, in consideration of this research is a pilot study,
there is a lot of work that will be carried out: Although low-
cost demand comes out in the terminal, the sEMGapparatus is
expensive and relies on desktop computers. At the same time,
we need more portable wearable sEMG collection devices to
reduce the burden of rehabilitation for patients. Furthermore,
in the next step, we will evaluate our system through clinical
experiments to ensure the effectiveness of our system.

V. CONCLUSION
In this paper, an sEMG visualization system for reducing
the difficulty of understanding the condition of muscles has
been presented. The system normalizes the DMA through
the MAV feature and the K-means cluster algorithm, steering
clear of the difficult measurement of MVC for patients after
stroke by a calibration step. Then, we design experiments
to demonstrate the effect of different sEMG features. The
results show that MAV has the best robustness to verified data
scale and a relatively higher predictive accuracy. Besides,
the alarm module makes full use of the sEMG data to pre-
vent the harmful behaviors of patients. This system is a new
supervision method and the future development direction of
the rehabilitation medical field.
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