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Abstract 

Video games have recently emerged as a potential motivational tool in rehabilitation. Research 

suggests that video games can enhance motivation to exercise and increase adherence to physical 

practice. Active video games (AVGs), also known as “exergames” require body movement beyond 

the conventional hand controller-based video games. AVGs have been used for rehabilitation 

purposes in population with neuromotor dysfunction such as stroke and Parkinson’s disease.  There 

is emerging interest in using AVGs to augment rehabilitation with children with cerebral palsy. 

However, it is unclear whether AVGs are effective for improving rehabilitation outcomes for this 

group of children. This thesis comprised two parts; Part one is a systematic review and meta-

analysis for the effectiveness of video games in the rehabilitation of children with Cerebral Palsy 

(CP) (Chapter 2). The systematic review is a summary of the evidence of effectiveness for AVGs 

used as a rehabilitation tool for improving outcomes including balance, executive functioning, 

reaction time, upper limb function, visual perceptual skills, and gross motor function. In total, 19 

studies were included based on the eligibility criteria and were divided into three categories based 

on the comparisons in the study: 1) video games compared to no therapy, 2) video games compared 

to regular therapy, 3) video games and regular therapy compared to regular therapy. The evidence 

to support the effectiveness of AVGs for improving rehabilitation outcomes was weak and 

inconclusive due to issues in the quality of the included studies. The second part of this thesis is a 

description of a detailed process involved in the design, development, and preliminary evaluation 

of an AVG for lower limb strength training in children with CP. The reflection includes challenges 

and lessons learned through the process. A preliminary evaluation of the AVG provides an 

understanding of the feasibility and usability of the gaming system with respect to enjoyment, 

motivation, game engagement, and system usability.  
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Chapter 1 

Introduction 

Cerebral Palsy 

Cerebral palsy (CP) is “a group of disorders of the development of movement and posture, 

causing activity limitation, that is attributed to non-progressive disturbances that occurred in the 

developing foetal or infant brain. The motor disorders of cerebral palsy are often accompanied by 

disturbances of sensation, cognition, communication, perception, and/or behaviour, and/or by a 

seizure disorder.” (1) Cerebral palsy is one of the most frequently occurring neurodevelopmental 

disorders of childhood affecting approximately 2.1 of 1000 live births (2). CP is a heterogeneous 

condition; gross motor abilities vary and range from difficulty in coordination during more 

complex movements (such as walking, running, or jumping) to exclusive use of a wheelchair for 

locomotion. Motor difficulties associated with CP can also cause challenges with daily living 

skills, including feeding, and self-care activities related to personal hygiene. Associated sensory 

processing impairments can be caused by a primary disturbance of the brain or secondary 

consequences of activity limitation that restrict learning and perceptual developmental experiences 

(3). 

Gross Motor Function Classification 

Gross motor classification for CP is based on a description of motor performance using the 

Gross Motor Function Classification System (GMFCS) (4). The GMFCS classifies performance 

related to gross motor functioning, including walking, running, jumping, and sitting. Performance 

is classified using a five-level scale with criteria for five age strata: 0-2 years, 2-4 years, 4-6 years, 

6-12 years, and 12-18 years. Children classified as GMFCS Level I walk without restrictions and 

experience limitations in more advanced gross motor skills. Children classified as Level II walk 

without restrictions with limitations walking outdoors. Children classified at Level III walk with 
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assistive mobility devices while children at Level IV experience limited movement and use 

wheelchairs as their primary method of locomotion. Children classified at Level V have limited 

movement, even with the use of assistive (4). The GMFCS promotes a common understanding and 

enhances communication about level of gross motor functioning between various health 

professionals. The GMFCS has been used in both observational and experimental research to 

describe study samples and to explore the role of gross motor function level as a predictor of 

outcomes such as gait characteristics, physical activity, and walking abilities (5). 

In addition to GMFCS levels, CP is described by the presence of at least one muscle tone 

abnormality, including spasticity, ataxia, and dyskinesia (dystonia and athetosis). Spasticity is 

defined as “velocity-dependent resistance of a muscle to stretch” that occurs when resistance to 

externally imposed movement increases with increased stretching velocity. Spasticity varies with 

the direction of joint movement, and resistance to externally imposed movement rises rapidly 

above a threshold speed or joint angle (6). Approximately 75% of children with CP have spasticity. 

Dyskinesia is characterized by involuntary muscle tone fluctuation and is further divided into 1) 

dystonia and 2) choreoathetosis. Dystonia is defined as involuntary sustained or intermittent 

muscle contractions that cause twisting and repetitive movements, abnormal postures, or both (6). 

Choreoathetosis is characterized by hyperkinesia (increased activity) and hypotonia (decreased 

tone) (7,8). Many children with choreoathetosis experience difficulty with holding objects and 

using their hands. Ataxia is characterized by an abnormal pattern of posture or movement and 

challenges with muscle coordination so that movements are performed with abnormal force, 

rhythm, and accuracy (8). Approximately 4% of children with CP present with ataxia (8). 

In addition to the type of muscle tone abnormalities, CP is described as unilateral or 

bilateral. Traditional classification systems remain in use and are based on the topographic 
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distribution of limb involvement: 1) monoplegia - single limb involvement, 2) diplegia - primarily 

involvement of both legs, 3) hemiplegia - one side of the body is affected, and 4) quadriplegia- 

involvement of both arms and legs (9). In northern Alberta, approximately 87% of children with 

CP have spasticity, including 20.9% with diplegia, 6.8% with triplegia, 22.2% with quadriplegia, 

and 50% with hemiplegia/monoplegia (10). 

In addition to the GMFCS, classification systems are used to describe fine motor and 

communication abilities. The Manual Ability Classification System (MACS) classifies how 

children use their hands while handling objects in daily activities and is based on the self-initiated 

manual ability of the child. Similar to the GMFCS, fine motor performance is divided into five 

levels. Classification system rating forms are available at www.macs.nu. The Communication 

Function Classification System (11) is used to classify communication performance. 

Physical Therapy Interventions for Children with CP 

Physical therapy interventions primarily aim to improve the functional motor abilities of 

children with CP and include passive stretching, static weight-bearing exercises, muscle 

strengthening, aerobic and anaerobic exercise, task-specific exercises, treadmill training, and 

electrical stimulation (12). Muscle strengthening is performed by increasing a muscle’s ability to 

generate force, consequently increasing generating power in weak muscles. Strengthening is 

important with children with CP because they often present with muscle weakness, and resulting 

asymmetry can result in difficulty coordinating movement. In addition, muscle weakness can 

affect balance if there are inadequate force and power production of muscles needed to maintain 

balance during movement (13). Walking ability is related to muscle weakness, indicating that 

muscle strength plays a major role in gross motor function (14). Several studies have demonstrated 

http://www.macs.nu/
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an association between muscle weakness and walking efficiency, velocity, gait, spasticity, and 

gross motor function (14,15).  

Resistance Training 

Progressive, resistance training is frequently used as a physical therapy intervention to 

increase the muscle strength of children and youth with CP (16). Resistance training is used to 

enhance motor abilities, including walking speed, balance, and coordination, endurance, and 

functional motor tasks (17). General principles of resistance training encourage consideration of 

the following factors that will influence the design of the training program (17): 

1. Muscle actions: Muscle actions include concentric, eccentric, and isometric. Eccentric 

contractions permit the muscle to elongate in response to the greater opposite force, require 

less energy per level of force yet cause delayed muscle soreness. Concentric contractions 

permit muscles to shorten, thereby generating force. Most programs include repetitions of 

concentric and eccentric contractions. However, some advanced programs may include 

different forms of isometric training (e.g., functional isometrics) to maximize gains in 

strength and hypertrophy. 

2. Targeted muscles/muscle groups: Resistance training can target major muscle groups that 

traverse one joint, known as single joint exercise or muscles that cross more than one joint. 

Single joint exercises are often used in the case of injury to minimize risk to the injured 

structures, while multiple joint training is used to gain muscular strength and power for 

large muscle mass involvement. 

3. Exercise order and work out structure: There are three basic workout structures: 1) total-

body workouts, 2) upper/lower body split workouts, and 3) muscle group split routines. 



5 

Total-body workouts involve all key muscle groups, while split routines target specific 

muscle groups. 

4. Loading: Loading is the amount of weight lifted or the resistance used. Loading depends 

on other considerations such as exercise order, volume, frequency, muscle action, 

repetition speed, and rest interval length. 

5. Volume: Training volume is altered by changing the number of repetitions performed per 

set, or the number of sets performed per session. 

6. Rest interval: Different goals need different rest intervals. For example, goals related to 

hypertrophy and endurance require short rest intervals, while longer intervals are required 

to gain strength. 

7. Velocity: Velocity plays an important role in building muscle strength. It is recommended 

that slow to moderate velocities be used by individuals who are new to strength training. 

Recommendations for advanced training includes the use of slow, moderate, and fast 

repetition velocities depending on the load, repetition number, and goals of the particular 

exercise (17). 

8. Frequency: The number of training sessions performed in a given period of time may differ 

based on goals, medical condition, ability, volume, and type of exercise. 

Progressive Resistance Training 

All eight factors are manipulated to achieve a higher level of muscular fitness, a process 

called progressive resistance training. The basic principles of progressive resistance training 

include progression overload, specificity, and variation. Progression overload is a gradual 

increase in stress placed upon the body during exercise. As muscles are known to be highly 

adaptive, the tolerance level of muscles increases and they adapt as the physiological demand 
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increases. Specificity is an important consideration for transferring strength gains to functional 

skills as it refers to the alignment of the exercise with actions required for particular tasks (17). 

Finally, variation of intensity and volume over a period increases muscle adaptation. Once a 

muscle adapts to increased demands, variation is required to further develop muscle strength. 

Hence, it is important to change one or more variables with time to gain better results (18). 

Strengthening with children who are typically developing  

Research suggests that prepubescent children achieve strength gain in response to 

progressive resistance training without associated muscle hypertrophy (19). In pre-pubescent 

children, the low androgen concentration obstructs the increase in muscle size; however, the 

neurological adaptation during training induces a change in motor unit activation (activation of 

more motor neurons and muscle fibers) resulting in increased muscle strength (19). Training 

induces changes in strength unaffected by male or female sex (20). Traditionally, strengthening 

was avoided due to misconceptions about the risk of growth plate injury, but more contemporary 

perspectives do not rule out resistance training with children. The American Academy of 

Pediatrics’ guidelines for progressive resistance training in children and adolescents suggests that 

the risk of adverse effects related to linear growth or cardiovascular health is very low and 

recommends a well-designed strength training program for children following the recommended 

loads, sets, reps, volume and rest periods (21). 

Progressive resistance training in children and youth with CP  

Many studies have been conducted over the last two decades to evaluate the effectiveness 

of strength training in adults and children with CP (22,23). Dodd et al. (2002) conducted a 

systematic review to summarize the effects of strength training with children with CP and 

suggested that there is evidence to support the effectiveness of strength training on muscle strength 
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and motor functions in people with CP (16). Andersson et al. (2003) observed significant 

improvements in isometric strength (hip extensors and hip abductors) and isokinetic concentric 

muscle action after strength training with adults with CP (24). Similarly, MacPhail and Kramer 

(1995) reported a significant gain in knee extensor and flexor strength in adolescents with CP with 

an increase ranging from 12% to 28% after eight weeks of an isokinetic strength training program 

(25). Damiano et al. (1995) found a consistent increase in muscle strength in children with spastic 

CP (26) with no adverse effects on spasticity. 

While there is a general consensus that resistance training should be considered as an 

intervention strategy for children with CP, Scianni et al. (2009) suggested that existing evidence 

does not support the effectiveness of strengthening; an impetus for increased research in this area 

(27). More recently, investigations of the effectiveness of power training, a form of strength 

training to develop muscle group’s ability to contract at maximum force in minimal time ability 

velocity, have demonstrated promising results (28–30). Functional power training also appears to 

be an effective intervention to improve walking capacity and muscle strength in young children 

with CP (31). Power training is considered to be more effective than traditional strength training 

for improving the velocity of movement, muscle power, and walking performance as it helps to 

increase fascicle length and cross-sectional area while traditional strength training increases 

muscle size only (32). Moreau et al. (2012) suggest that power training should be incorporated into 

everyday clinical practice for children with CP (32). 

Verschuren et al. (2016) (33) provided recommendations for traditional lower limb strength 

training of individuals with CP: 2–3 times per week on nonconsecutive days, and 1–4 sets of 6–15 

repetitions with rest periods of at least 1 minute for a period of 12-16 weeks (33). For power 

training, Moreau et al. (2015) recommended a frequency of 2-3 times per week for at least eight 
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weeks, rest periods of at least 1 minute, a volume of ≥3 sets of ≤6 repetitions ranging in intensity 

from 30% to 80% of 1RM (repetition maximum) with progression toward the higher end of the 

range (34). It is also important to ensure that training is eventually translated into functional 

activities.  

Motor Learning  

The production of movement required for strength can be challenging for children with CP 

since they experience co-contraction of agonists and antagonists and challenges with selective 

motor control required for isolated joint movement. Hence, it is important to consider motor 

learning for the acquisition of capabilities to perform any specific movement. One goal of 

rehabilitation interventions for children with CP is to enhance purposeful motor skills required to 

perform daily life activities (35). The process of attainment of the motor skills through practice 

resulting in permanent changes in the ability to perform a task is called “motor learning.” Motor 

learning integrates the principles of psychology, neurology, rehabilitation, and physical education 

(35). Neuroplasticity, the ability of neurons and neuron circuits to change in form and function in 

response to alterations in their environment, enables humans to exhibit the capacity to learn by 

acquiring useful information about the environment through experience (36). The activity-

dependent plasticity is a type of neuroplasticity that arises from the use of cognitive functions and 

personal experiences (37). Children with CP have greater potential for plasticity, as compared to 

adults, as younger brains are more amenable to neurite outgrowth and more capable of axonal 

projections. The developing brain is more plastic compared to a mature brain, suggesting that 

rehabilitation interventions could take advantage of developmentally regulated mechanisms for 

plasticity before maturation. (38). Several factors are considered in optimizing motor learning 

processes, such as how verbal instructions are provided, characteristics and variability of training 
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sessions, the extent individuals, actively participate and are motivated, learning through trial and 

error, postural control, memory, and feedback (39). Motor learning strategies are observable 

therapeutic actions used to reinforce the principles of motor learning. Levac et al. (2009) 

emphasized the following three motor learning strategies (40): 

• Use of verbal instructions with relevant task information or to direct the learner’s attention 

to specific aspects of the task. 

• Organization of structure, schedule, and amount of physical practice to optimize learning. 

• Provision of frequent or infrequent verbal feedback about task performance or outcome. 

Research has supported the value of motor learning-based interventions for children with 

CP (41,42). Toner et al. (1998) studied ankle strength training using a computer-assisted system 

based on principles of motor learning and found significant improvement in gross motor function 

and mechanical efficiency (43). Levac et al. (2009) also suggested that motor learning strategies 

are very useful for interventions that aim to improve motor abilities for children with neuromotor 

disorders (40). Abswoude et al. (2015) studied the effects of errors during practice on motor skill 

learning in young individuals with CP and suggested that intervention protocols should be 

designed with a reduced amount of errors to enhance the amount of learning and motor 

performance (44). Similarly, too much feedback may interfere with learning tasks with individuals 

with CP (45). Hence, while designing any new intervention to improve the motor skills of children 

with CP, it is important to consider motor learning strategies to maximize therapeutic impact. 

Active Video Gaming and Rehabilitation 

Video games have recently emerged as a potential motivational tool in rehabilitation. 

Research suggests that video games can enhance motivation to exercise and increase adherence to 

physical practice (46,47). Active video games (AVGs), also known as “exergames” require body 
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movement beyond the conventional hand controller-based video games. Commercially available 

exergame systems such as Nintendo Wii, Microsoft Kinect, Sony PlayStation have been used for 

rehabilitation of individuals with neuromotor dysfunction (48–50). While the number of studies is 

limited and outcomes are varied, the literature generally supports the use of AVGs for improving 

motor function (51). Penko et al. (2010) reported that Wii based games lead to significantly higher 

physiologic measures of intensity (heart rate and VO2) in children compared to treadmill walking. 

These findings suggest that active video games can be a viable motivational tool to promote change 

in physical activity behavior (52). In another study, children with CP demonstrated similar energy 

expenditure and responses as typically developing children, suggesting that active video games 

should be considered as a strategy to increase physical activity and motor control of children with 

CP (49). 

The Nintendo Wii may be an effective strategy for improving balance with children with 

CP (53). Since the installation and use of computer gaming devices and software are convenient, 

the interventions can also be used by children with CP at home (53). In addition, there is some 

evidence that video game use is sustainable for individuals with CP. Chung et al. (2015) used a 

low-cost Microsoft KINECT®-based game to study the effects of active video games on adults 

with CP at a community center. The majority of the participants (95%) strongly agreed to continue 

using the video game as a therapeutic intervention (54). 

Use of Video Games to Enhance Rehabilitation 

Exergames focused on balance, muscle strengthening, and motivation have previously 

been designed for rehabilitation (55–57). To ensure the high motivation, the authors designed the 

game  “Life is a Village” by identifying the following six requirements (56): (1) integrating music 

to induce positive mood states and reduce the feeling of discomfort, (2) facilitating leadership to 
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novice players by providing guidance (e.g., directions) to the player within the game, (3) providing 

achievable short and long-term goals, (4) hiding players’ fitness level to avoid perceived 

incompetence while playing with opponents who are more fit, (5) avoiding systemic barriers to 

grouping like peer pressure, and (6) actively assisting players in forming groups. Since these 

requirements may contradict each other or interfere with the design of an enjoyable game, the 

authors emphasized the importance of a balanced approach, which sometimes involves prioritizing 

requirements to achieve a successful game therapy program (56). Hernandez et al. (2013) designed 

various action games to understand challenges, design aspects, and requirements for children with 

CP and other motor disorders (58). They recommended the following measures for designers to 

create the game playable for children with CP (58): 

• reducing the need for carefully timed actions to navigate the game 

• ensuring that errors due to difficulties completing time-sensitive actions do not impair fun,  

• reducing the number of decisions players need to make while using a simple control 

scheme, 

• removing the need for precise positioning and aiming, reducing the demands on manual 

ability and visual-motor integration,  

• making the game state visible by reducing the need for attention to gameplay, and 

• compensating for differences in players’ gross motor skills. 

All these considerations are important for game design with children with CP as they 

accommodate motor challenges that may affect the ability to be successful with mainstream games. 

Statement of the Problem 

Strengthening exercises and motor learning involve intensive, long-term repetitive routines 

(59), which in turn require motivation and dedication (60). Additionally, younger children, in 
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particular, may find it challenging to follow direct instructions required for the therapy. Studies 

suggest motivation as one of the most influential personal characteristics that determine motor and 

functional outcomes in children with CP (61,62). New strategies/tools with therapy are needed to 

create motivating therapy programs, and increase clarity of the exercises would likely facilitate 

increased engagement in therapy and improved rehabilitation outcomes. The use of AVG is one of 

the potential tools that has recently emerged to promote engagement and motivation behaviour 

towards health outcomes such as physical activity (46,63,64). The researchers have been trying to 

use the fun & enjoyment elements of the game for other therapeutic gains as well, such as 

improvement in balance, motor skills, walking abilities in children with CP (65–67). For future 

advances in this area, it would be helpful to examine existing evidence for the effectiveness of 

videogames in the rehabilitation of children with CP. Addressing the gaps in the evidence could 

highlight the areas of improvement for future researchers and help researchers to come up with 

improved interventions in the future. As the commercial gaming systems do not entirely adhere to 

the due to therapy guidelines due to their generic nature, and the gaming systems are not flexible 

to accommodate an individual’s abilities and needs. Hence, new games or gaming systems are 

needed to be designed that could follow the therapy guideline for children with CP. We understand 

that designing a video game for therapy of children with CP can be challenging due to a wide range 

of variations in motor and cognitive abilities and restrictions with therapeutic principles. Studies 

that address the design aspects of the gaming system and possible challenges and their solutions 

may help promote innovation and development in the area of gaming rehabilitation for children 

with CP. 

Research Objectives 

The two specific objectives of this thesis were to: 
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1. Investigate the effectiveness of video-game interventions with children with CP based on 

existing evidence.  

2. Design and develop and pilot test evaluation of a sensor-based video game to augment 

lower limb strength training for children with CP. 

This thesis consists of four parts: 1) background and introduction, 2) a systematic review and meta-

analysis of the effectiveness of video games for improving rehabilitation outcomes, 3) experience 

and learnings from the design, development, and evaluation of a sensor-based video game designed 

for to augment lower limb strength training in children with CP, and 4) summary of the work and 

future implications. 

  



14 

Chapter 2 

Effectiveness of video games for improving rehabilitation outcomes of children with 

cerebral palsy: A Systematic review to be submitted as: 

Bajpai, S. & Pritchard-Wiart, L. Effectiveness of video games for improving rehabilitation 

outcomes of children with cerebral palsy: A systematic review and meta-analysis 

Introduction 

Cerebral palsy (CP) is a heterogenous motor disorder resulting from damage to the infant 

brain that affects function and is often accompanied by other impairments that affect vision, 

hearing, and cognition (1). Physical and occupational therapists provide rehabilitation 

interventions that are focused on motor skills and functional mobility (68) and include stretching, 

goal-oriented therapy, muscle strengthening, aerobic and anaerobic exercise, treadmill training, 

and electrical stimulation (12). The use of video games to augment rehabilitation interventions has 

recently garnered attention in the literature (69). The games, specifically targeting rehabilitation, 

require body-movements to control targets on the screen. These games, known as active video 

games (AVG) or motion-controlled games, (70) help promote physical activity and fitness by 

providing an immersive and engaging environment. Many researchers have shown interest in using 

widely available commercial games such as Sony eye toy for PlayStation® (71), Nintendo Wii® 

(72) (73), and virtual reality (VR) games (74) (48), while some have tried to design new video 

games to augment conventional training by incorporating therapeutic principles and needs (75,76). 

AVGs have created opportunities for the incorporation of video games for individuals with 

neurological disorders, including stroke, Parkinson’s disease, and cerebral palsy (48,77–81). For 

children with disabilities, video games have demonstrated some effectiveness for improving motor 
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performance, motivation, physical activity, and engagement in the therapy (66,81–83). Studies 

have suggested positive effects of video games-based interventions on upper extremity function 

(51,83,84) with individuals with CP. Two systematic reviews (66,82) reported the effectiveness of 

AVG to use various rehabilitation outcomes in non-typically developing children. Page et al. 

(2017) reported strong evidence that AVGs are effective in improving balance (66). The study did 

not investigate the gross motor skills in detail specifically for children with CP; however, indicated 

some evidence in favor of AVG (66). A review Bonnechère et al. (2014) synthesized evidence on 

the methods of incorporating video games with conventional methods for treatment in children 

with CP and suggests that video games use in rehabilitation are helpful in increasing motivation 

among children with CP (85). Lopes et al. (2018) (83) conducted a systematic review and reported 

some evidence for the efficacy of the video game on motor functions and physical activity and 

suggested that games may promote engagement in therapy resulting in therapeutic gains (83). 

Similarly, the other systematic review and meta-analysis (84) reported a significant difference 

between the motion-controlled games and conventional upper limb training. However, both of the 

reviews studied population with CP with no age limitation. The current systematic review and 

meta-analysis are different from the ones mentioned above because this systematic review 

determined the effectiveness of AVGs on a variety of rehabilitation outcomes, specifically in 

children with CP. Additionally, we included only randomized controlled trials for a more robust 

quality of the evidence. 

Objectives 

To determine the effectiveness of video game interventions for improving rehabilitation 

outcomes of children with cerebral palsy. 
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Research Questions 

The three specific research questions for this systematic review are: 

1. How effective are video game interventions for children with CP compared to no therapy? 

2. How effective are video game interventions for children with CP compared to regular 

therapy? 

3. How effective are video game interventions and regular therapy combined compared to 

regular therapy for children with CP?  

Methods 

The Preferred Reporting Items for Systematic reviews and Meta-Analyses (PRISMA) (86) 

was used to guide the reporting of this systematic review. We submitted the protocol for this 

systematic review on PROSPERO, an international database of prospectively registered systematic 

reviews (www.crd.york.ac.uk/prospero/) before initiation of data extraction. 

Inclusion Criteria 

Study design: We included only randomized controlled trials (RCTs). Studies using other research 

designs, reviews, newspaper articles, conference proceedings, were excluded. 

Participants: Studies that included children with a diagnosis of cerebral palsy (any motor type 

and severity) aged 0 years to 20 years were eligible for inclusion. 

Experimental/comparator interventions: We included studies that used video games only or in 

combination with conventional rehabilitation. Video games were defined as any type of 

electronic/computer-based game including but not limited to, Kinect® based games, virtual reality, 

computer games, screen games, internet games, Nintendo Wii®, console games, etc. As a 

comparator, we included studies that had no treatment or conventional rehabilitation (i.e., physical 

therapy, occupational therapy, psychology) in the control group. 
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Outcomes of Interest: We focused on outcomes relevant to pediatric occupational and physical 

therapy such as balance, functional motor abilities, walking ability, and upper limb function. 

Search Strategy  

A bibliographic search of the following six electronic databases was performed. The 

database search included MEDLINE (1841-2019), CINAHL(1937-2019), Scopus (2004-2019), 

EMBASE OVID (1974-2019), PsycINFO (1887-2019), SPORTDiscus (1841-2019) until June 5,  

2019. We identified keywords using PICO (Population, Intervention, Comparator, and outcomes) 

with the assistance of a librarian specialized in health sciences. The main keywords used were 

(“cerebral palsy” OR preschool OR Adolescdolesc* OR pediat* OR paediat*) AND (“video 

games” OR “Virtual reality” OR “augmented reality” OR “computer gaming” OR PlayStation OR 

Xbox OR “Nintendo Wii”  OR “Kinect*” OR “Immersive game.”) No restrictions were made 

regarding the language of the publication. The search strategy for each database is provided in 

Appendix A. 

Data Screening 

Two reviewers (SB and LP) independently conducted the first phase of screening based on 

the article title and, if available, study abstract. Subsequently, independent reviews of full-text 

were performed by the same two reviewers based on pre-defined inclusion-exclusion criteria 

reported above and in Covidence (87). Conflicts were resolved via discussion between the two 

reviewers. 

Data Extraction 

Data extraction was carried out independently by the two reviewers and entered into 

Microsoft Excel sheet and Microsoft Word documents. Extracted data included study 

characteristics, type of intervention and comparator, duration and frequency of treatment, types of 
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outcomes and outcome measures, and findings. For the studies that did not report between-group 

differences, we extracted all pre and post-treatment scores or mean change and standard deviations. 

Risk of Bias Assessment 

We used the Cochrane Risk of Bias, version 2nd (RoB-2) (88), a revised Cochrane risk of 

bias assessment tool for assessing the risk of bias and study quality. The five domains of the ROB-

2 assessment are 1) randomization process, 2) deviation from intended intervention, 3) missing 

outcome data, 4) measurement of the outcome and 5) selection of the reported results. The 

assessment was performed by two independent reviewers (SB and LP), and any discrepancies were 

resolved by discussion. Trials were classified as high, unclear, or low risk of bias using the 

guidelines proposed by the Cochrane collaboration ROB-2 tool (88). 

Data Analysis and Synthesis  

Articles were categorized into three subgroups based on the three research questions: 1) 

Video game intervention compared to no treatment, 2) Video game intervention compared to 

regular therapy, and 3) Video game intervention and regular therapy compared to regular therapy. 

Meta-analyses were conducted on outcomes for which the same outcome measure was used in two 

or more studies using Review Manager (RevMan) software (89). We calculated the effect size and 

significance for each outcome using RevMan software (89) for the studies which did not report 

between-group differences. The results were reported using mean difference (MD) or standardized 

mean difference (SMD) and 95% confidence intervals, overall effect size (Z), and significance (p-

value). If there were an adequate number of studies amenable to meta-analysis, i.e., if two or more 

studies evaluated the outcome using the same outcome measure, then their study designs were 

assessed for homogeneity, and the results were pooled. Ordinal data or measurement scales were 

analyzed as continuous data. Heterogeneity was evaluated statistically using the I2 statistic.  
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Overall quality of the evidence using GRADE 

The Grading of Recommendations Assessment, Development, and Evaluation (GRADE) 

(90) were used to evaluate the quality of the evidence for outcomes (91). Outcomes were classified 

according to the International Classification of Functioning, Disability, and Health (ICF) (92,93). 

The ICF is a widely used classification system aiming to provide a unified and standard language 

for describing health and health-related state to improve communication between different users, 

such as health care workers, researchers, policymakers, and the public (92). The most common 

application of ICF among researchers and clinicians is using the system for rehabilitation and 

measurement of outcomes. The reason for categorizing the rehabilitation outcomes in the 

systematic review is because ICF includes all aspects of health and some health-relevant 

components of well-being. ICF categorizes the health information into functioning and disability 

and contextual factors. Functioning and disability are further classified into a) Body functions and 

structures, b) Activity, and participation (93). As cerebral palsy can affect all domains of the ICF 

(i.e., a) Body Structure and Functions, b) Activity, and c) Participation (93), we used the ICF 

system for reporting the outcomes. 

Once the outcomes were grouped together based on ICF, the quality of the evidence was 

classified as high, moderate, low, and very low using the five GRADE criteria (94). As all of the 

studies in our review were RCTs, any studies without significant limitations were considered as 

high-quality evidence. The overall quality of the evidence could be downgraded due to 1) the study 

design, 2) risk of bias, 3) inconsistency of results, 4) indirectness (not generalizable), 5) 

imprecision (insufficient data), other factors (e.g., reporting bias). The overall quality of the 

evidence could be upgraded for special considerations such as the large magnitude of effect sizes. 

We used the GRADE PRO tool (95) to assess and report the findings. 
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Results 

The initial search of the literature resulted in 616 selected studies that were imported to 

Covidence (87) for the title and abstract screening. Out of 616 studies, 287 duplicate articles were 

identified and removed. An additional 305 studies were excluded in the title and abstract screening 

due to lack of relevance or not meeting inclusion criteria. We excluded an additional five articles 

during full-text screening as they did not meet the study design criteria; they were not RCTs (n=3), 

full study reports (i.e., one was a study protocol), or they were inconsistent with eligibility criteria. 

In total, 19 articles were included for data extraction; 578 participants were involved aged range 5 

to 19 years old. Only seven studies included GMFCS level IV or V, while the rest of the studies 

included GMFCS level I, II and/or III. Nintendo Wii® was the most popular gaming system used 

by nine studies, Kinect by four studies, EyeToy with PlayStation® by two studies, and the other 

studies used specially designed or customized games such as Move-it-to-improve-it (Mitii
TM

) (96), 

TYROMOTION (97) and computer-assisted arm rehabilitation games (98). The gaming systems 

mentioned above are further explained whenever appropriate. A flowchart of article selection is 

presented in Figure 1. Descriptive summaries of included studies are included in Table 1.  
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Figure 1: PRISMA Flow Diagram 
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Table 1: Summary of included articles 
 

Author 

(year)/country/ 

Study 

Design 

Participants  Description of intervention  Outcome (outcome 

measures) 

ICF  Results 

Alsaif et al. 

(2015)/Saudi 

Arabia 

2 group 

RCT 

GMFCS III (n=40), age 

range: 6-10 yr 

E: Nintendo Wii-fit games (NW), 12 

weeks, 20 minutes/day, Home 

C: No treatment 

Motor Performance 

(mABC-2) 

Upper Body Coordination 

(BOTMP) 

Walking speed (One-

minute walk ) 

A 

 

A  

 

A 

Total mABC-2 score# 

BOTMP#  

1-mWT # 

Arnoni et al. 

(2019) /Brazil 

2 group 

RCT 
GMFCS I & II (n=15);  

age (SD): 10.0 (3.0), age 

range- 5-15 yr 

E: Virtual reality (VR-Kinect Xbox 

360) +Neurodevelopmental therapy 

(NT), 8 weeks, 2 sessions/week Clinic  

C: Conventional Neurodevelopmental 

Therapy, 8 weeks, 2 sessions/week; 

Clinic 

Balance (CoP sway area, 

displacement and velocity) 

Gross motor function 

(GMFM-66 – Dimension 

D and E)  

BSF 

 

A 

Sway velocity-# 

GMFM-66# 

Uysal et al. 

(2016)/Turkey  

2 group 

RCT 

GMFCS I & II (n=24); age 

range- 6-14 yr 

 

E-Nintendo Wii (NW)games along 

with physiotherapy program; 12 

weeks, 2 days/week, 30 min/session; 

Clinic 

C- Physiotherapy program;12 weeks, 

2 days/week, 45 mins/session; Clinic 

Balance/Pediatric Balance 

Scale (PBS) 

Performance (COPM) 

Functional Mobility 

(PEDI) 

BSF 

BSF 

A 

A 

PBS – 0.95 ± 1.16; Z= -2.995; p=0.003* 

COPM- MD=0.64± 2.49; Z=-0.931; p= 0.352 

PEDI- MD=4.5± 4.27; Z= -1.26; p= 0.207  

Bedair et al. 

(2016) /Egypt  

2 group 

RCT 

Modified Ashworth Scale 

score of 1+ or 2 (n=40);  

age (SD): 7.25 (0.96), age 

range- 5-10 yr 

E-VR by X-box system along with 

upper extremity therapeutic program; 

24 weeks, 3 sessions/week, 30 

mins/session; Clinic 

C-Upper extremity therapeutic 

program; 24 weeks, 3 sessions/week, 

60 mins/session; Clinic 

Upper limb Function 

(ABILHANDS-kids) 

Upper limb function 

(PDMS-2) 

A 

A 

A 

 

ABILHAND-Kids Test a - MD=0.90 [0.27,1.52]; Z=2.81; p=0.005* 

Visual motor skills a -MD=18.70[8.67, 28.73]; Z=3.66; p=0.0003* 

Object manipulation a - MD= 4.95[0.61,9.29]; Z=2.23; p= 0.03* 

Chiu et al. 

(2014)/ 

Australia  

2 group 

RCT 

GMFCS I, II, III & IV 

(n=62);  age (SD): 9.4 

(1.9), age range- 6-13 yr 

E- Nintendo Wii sports resort along 

with usual therapy; 6 weeks, 3 

sessions/week, 40 mins/session; 

Home 

C- usual upper limb training; Clinic 

Follow up – 12 weeks 

Coordination (Tracking 

task) 

Strength (Power Track II) 

Hand function (JTHFT) 

BSF 

 

BSF 

A 

 

Coordination elbow a  -MD= 0.04 [-0.02, 0.10]; Z=1.21; p= 0.23 

Coordination fingers a - MD= -0.01 [-0.25, 0.23]; Z=0.08; p= 0.95 

Strength(grip) a - MD= 4.00 [-0.58, 8.58]; Z=1.71; p= 0.09 

JTHFT score a - MD= 0.00 [-0.03, 0.03]; Z=0.00; p= 1.00 

Carer’s perception a - MD= 4.50 [-0.51, 9.51]; Z=1.76; p= 0.08 

Gatica-Rojas et 

al.(2017)/Chile  

2 group 

RCT 

GMFCS II (n=32); Age 

range- 7-14 yr 

E- Wii Therapy – Nintendo Wii 

Balance board; 6 weeks, 3 

session/week; Rehabilitation centre 

C-Standard Physiotherapy; 

Rehabilitation centre 

Follow up – 8 and 10 weeks 

Balance (CoP sway 

velocity) 

BSF 

 

Sway velocity (open-eyes) a- MD= -0.08 [-0.38, 0.22]; Z=0.53; P= 

0.60) 

Sway velocity (open-eyes) a - MD= -0.18 [-0.50, 0.14]; Z=1.1; P= 

0.27 

Jannink et al. 

(2008)/ 

Netherlands  

2 group 

RCT 

GMFCS I, II, III & IV 

(n=10); Age range- 7-16 yr 

E-Eye toy system in addition to the 

regular physical therapy, 6 weeks, 2 

session/week, 30 mins/session; Clinic 

C-Regular physiotherapy 

Upper limb function 

(Melbourne Assessment 

Scale) 

 

BSF 

 

Melbourne Assessment Score # 

Piovesana et al. 

(2016)/Australi

a 

 

2 group 

RCT 

GMFCS I, & II (n=102); 

Age range- 8-18 yr 

E-Mitii (Move-it-to-improve-it) – 

Web-based multimodal Therapy 

program; 20 weeks, 6 days/week, 20-

30 mins/session; Home 

Attentional control (DBS);  

Cognitive flexibility (D-

KEFS inhibition and 

number letter sequencing);  

BSF 

 

BSF 

 

Attention control –MD= 0.73[-0.40,1.87]; p=0.20 

Cognitive flexibility - Inhibition; MD= 0.69[-0.73, 2.11]; p=0.34; 

number letter sequencing; MD=1.19[-0.55, 0.24]; p= 0.17 
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C-Regular OT /PT; 20 weeks Problem solving (D-KEFs 

Tower Test);  

Information processing 

(WISC-IV Symbol Search 

and Coding) 

Executive performance
 

(BRIEF) 

BSF 

 

BSF 

 

 

BSF 

A 

Problem solving - MD= 0.73[ -0.61, 2.09]; p=0.28 

Information processing - Symbol; p=0.08; MD= 1.29[-0.16, 2.75]; 

p=0.08; Coding; MD=1.20[-0.12, 2.52]; p=0.07; 

Executive performance - MD= -4.32[-10.04, 1.38] p=0.13
 

Okmen et al. 

(2013)/ Turkey  

2 group 

RCT 

GMFCS I, II, III & IV 

(n=41); Age range- 5-15 

E-EyeToy play system with Sony 

Play Station 2; 4 weeks, 3 sessions per 

week, Clinic 

C-Neurophysiological and 

conventional therapies (PT & OT), 4 

weeks, 5 sessions per week; Clinic 

Psychological adaptation 

(HPAS) 

BSF HPAS total a - MD= 7.07 [3.11, 11.03,]; Z=3.50; p= 0.0005* 

Pin et al. 

(2019)/Iran  

2 group 

RCT 

GMFCS III or IV (n=18); 

Age range- 6-14 yr 

E- Tyromotion; 6 weeks, 4 sessions 

per week, 20 min each session; School 

C-Usual physiotherapy program  

Follow up – 12 weeks 

Gross motor function 

(GMFM-66) 

Balance (PRT) 

Walking endurance  

(2-mWT)) 

BSF 

 

A 

A 

GMFM-66 a  - MD= 0.29 [-6.38, 6.96]; Z=0.09; p= 0.93 

PRT forward a -MD= 0.45 [-5.27, 6.17]; Z=0.15; p=0.88 

PRT right a - MD= -0.33 [-5.04, 4.38]; Z=0.14; p=0.89 

PRT left a - MD= 0.50 [-5.23, 6.23]; Z=0.17; p=0.86 

2-mWT a - MD= -5.92 [-36.86, 25.02]; Z=0.09; p= 0.93 

Pourazar et al. 

(2017)/Iran 

2 group 

RCT 

GMFCS I, II, & III (n=30); 

Age range- 7-12 yr 

E-Xbox 360 Kinect on RT-888; 4 

weeks, 3 sessions per week, 25 mins 

each session; School 

C-Common therapy program  

Reaction time (SRT) 

Reaction time (DRT) 

BSF 

BSF 

SRT a - MD= 0.23 [0.15, 0.31]; Z= 5.59; p<0.00001* 

DRT a - MD= 0.30 [0.15, 0.45]; Z= 3.97; p<0.00001* 

Preston et al. 

(2015)/UK  

2 group 

RCT 

MACS II, III & IV (n=15); 

Age range- 5-12 yr 

E-Computer assisted gaming 

technology in addition to Botulinum 

and usual rehabilitation; 6 weeks, 30 

mins/day, Home 

C- Botulinum and usual rehabilitation 

Follow up – 12 weeks 

Upper limb function 

(ABILHAND-kids)  

Self-perception of 

performance (COPM) 

A 

 

A 

ABILHAND-Kids-MD= -0.51; p=0.919 

COPM-MD= 0.9; p=0.221 

Ramstrand et al. 

(2012)/Sweden  

Cross-Over 

RCT 

GMFCS I, & II (n=18); 

range- 8-17 yr 

E-Nintendo Wii fit games; 6 weeks, 

30 mins/day, Home 

C- no treatment 

Balance (Sway velocity) 

 

BSF Sway velocity - p<0.05  

Sajan et al. 

(2017)/ India  

2 group 

RCT 

GMFCS I, II, III & IV 

(n=20); range- 5-20 yr 

 

E-Wii based interactive video games 

in addition to conventional therapy 

(OT, PT,ST); 18 sessions of 45 mins; 

3 weeks Home 

C-goal directed, comprehensive 

rehabilitation program (PT, OT, ST)), 

36 hours per week, 3 weeks, Home 

Balance (PBS) 

Balance (Sway velocity) 

Upper limb function 

(QUEST) 

Visual perception (TVPS) 

Walking speed (1mWT) 

Walking endurance 

(distance covered) 

BSF 

BSF 

A 

 

BSF 

A 

A 

PBS a - MD= -1.56 [-4.26, 1.14]; Z=1.13; p=0.26 

Sway velocity eyes open a - MD= 44.87 [-55.31, 145.05]; Z= 0.88; 

p=0.38 

Sway velocity eyes closed a -MD=60.96 [8.47, 113.45]; Z=2.28; 

p=0.02) 

QUEST tota a l -MD= 2.36 [-0.29, 5.01]; Z=1.74; p=0.08 

QUEST Dissociated a -MD= 2.11 [-1.85, 6.07] Z=1.04; p=0.30 

QUEST Grasp a -MD=1.62 [-2.61, 5.85] Z=0.75; p=0.45) 

 TVPS a - MD= -1.16 [-5.89, 3.57]; Z=0.48; p=0.63 

1mWT a -MD=1.25 [-7.10, 9.60]; Z=0.29; p=0.77 

Distance covered a –MD= -48.40 [-228.26, 131.46]; Z=0.53; p=0.60 

Sharan et al. 

(2012)/ India 

Cross-over 

RCT 
GMFCS NS (n=16); E  

age (SD): 8.88(3.23), C  

age (SD): 10.38(4.41) 

E-Virtual reality-based training 

(Nintendo Wii sports and Wii Fit) 

along with Conventional 

Rehabilitation; 3 weeks, 3 days/week; 

Clinic 

C- Conventional Rehabilitation,  

Follow up – 12 weeks 

Balance (PBS);   

Manual performance 

(MACS) 

 

BSF 

A 

 

PBS a - MD=-0.24 [-12.80, 12.32]; Z=0.04; p=0.97 

MACS a - MD=0.19 [-0.73, 1.11]; Z=0.40; p=0.69 
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Tarakci et al. 

(2016)/ Turkey  

2 group 

RCT 

GMFCS I, II & III (n=30); 

Age range- 5-18 yr)  

E-Nintendo Wii-Fit games; 12 weeks, 

2 sessions/week; Clinic 

C-Conventional balance training; 12 

weeks 

Balance (FRT) 

Functional independence 

(Wee-FIM) 

Functional motor abilities 

(TUG) 

Functional motor abilities 

(10mWT) 

Functional motor abilities 

(STS) 

Function motor abilities  

(10SCT) 

BSF 

A 

 

A 

 

A 

 

A 

 

A 

FRT Forward a - MD=3.07 [-2.27, 8.41]; Z=0.1.13; p=0.26 

FRT Right a - MD=2.66 [-1.14, 6.46]; Z=1.37; p=0.17 

FRT Left a - MD=2.53 [-1.32, 6.38]; Z=1.29; p=0.20 

Wee-FIM a - MD=0.19 [-0.73, 1.11]; Z=0.40; p=0.69 

TUG a -MD=1.24 [-1.65, 4.13]; Z=0.84; p=0.40 

10mWT a - MD=1.40 [0.32, 2.48]; Z=2.55; p=0.01* 

STS a - MD=2.07 [0.84, 3.30]; Z=3.31; p=0.0009* 

10SCT a -MD=0.99 [-1.99, 3.97]; Z=0.65; p=0.52 

Wee-FIM total a - MD=3.43 [-3.75, 10.61]; Z=0.94; p=0.35 

Wade et al. 

(2012)/Turkey 

Cross-over 

RCT 

GMFCS IV or V (n=13); 

Age range- 5-16 yr 

 

E-Computer games using a sensor 

based sitting platform; 12 weeks, 3-5 

sessions/week; School 

C-No treatment 

 

Sitting ability (SACND) 

Sitting ability- Chailey 

Levels of box sitting 

Ability 

A 

A 

Chailey Levels of box sitting Ability  

1. Shoulder girdle position - p=0.047* 

2. Spinal profile - p=0.031* 

SACND – Overall score for rest and reach - p<0.05* 

 

Zoccolillo et al. 

(2015)/Italy 

Cross-over 

RCT 
GMFCS I, II & III (n=22);  

age (SD): 6.89(1.9), range- 

4-14 yr  

E- Pre-video game (Kinect-box), post 

conventional Therapy); 8 weeks, 2 

days/week, 30 minutes each session; 

Clinic 

C- pre-conventional, post videogame 

therapy 

Upper limb function 

(QUEST) 

Upper limb function 

(ABILHAND-kids Test) 

BSF 

 

A 

QUEST – # 

ABILHAND-kids- # 

 

Acar et al. 

(2016)  

2 group 

RCT 

GMFCS I, & II (n=30); age 

range- 6-14 yr 

E-Nintendo Wii-Fit games in addition 

to NDT; 6 weeks, 2 days/week; 15 

min/day,Clinic 

C- NDT; 6 weeks, 2 days/week; 45 

min/day, Clinic 

Upper limb function 

(QUEST) 

Hand function (JTHFT) 

Upper limb function 

(ABILHAND-kids Test) 

Functional independence 

(Wee-FIM) 

BSF 

 

A 

A 

 

A 

QUEST Dissociated a –MD=0.50 [-2.85, 3.85]; Z=0.29; p=0.77 

QUEST Grasp a –MD=2.20 [-0.77, 5.17]; Z=1.45; p=0.15 

QUEST Weight bearing a –MD=1.70 [-2.96, 6.36]; Z=0.72; p=0.47 

QUEST Protective extension a – MD=1.10 [-3.06, 5.26]; Z=0.52; 

p=0.60 

JTHFT a - MD=-0.33 [-1.79, 1.13]; Z=0.44; p=0.66 

ABILHANDS a - MD= 0.13 [-0.53, 0.79]; Z=0.38; p=0.70 

Wee-FIM a - MD=6.00 [3.37, 8.63];Z=4.48; p<0.00001* 

 

BSF- Body structures and functions; A- Activity; # - Not enough information; *-Significant; a – Calculated on RevMan by reviewers; MD- Mean differenceRCT – Randomized controlled trial; NS- Not 

specified; NW- Nintendo Wii; -Mean; VR – Virtual reality; E – Experimental group; C- Control group; GMFCS- Gross Motor function Classification System; mABC-2 - Movement Assessment 

Battery for Children-2; BOTMP - Bruininks-Oseretsky Test of Motor Proficiency; PBS - Pediatric Berg’s balance scale; GMFM - Gross Motor Function Measure;  COPM -Canadian Occupational 

Performance Measure; PEDI -Pediatric Evaluation of Disability Inventory; PDMS-2 - Peabody Developmental scale-2; JTHFT -Jebsen Taylor Hand Function Test; CoP-Center of Pressure; DSB- Digit 

Span Backwards, WISC-IV- Wechsler Intelligence Scale for Children; BRIEF-The Behavior Rating Inventory of Executive Function; D-KEFS- Delis-Kaplan Executive Function System; HPAS -

Hacettepe Psychological Adaptation Scale; SRT- Simple Reaction Time; DRT- Discriminative Reaction Time; MACS -Manual Ability Classification System; QUEST - Quality of Upper Extremity 

Skills Test; TVPS -Test for Visual-Perceptual Skills; FRT- Functional Reach Test; TUG- Timed Up and Go; STS- Sit-To-Stand; SACND- Sitting assessment for children with neuromotor dysfunction; 

NDT – Neurodevelopmental treatment; min – minute. 
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Methodological Quality Assessment  

In total, 45 outcomes measures were evaluated across 19 studies. Overall judgment about 

each risk of bias item is presented as a percentage across outcome measures from each included 

study, and the risk of bias judgment on outcomes measured in each included study is illustrated in 

Figure 2. There were wide variations in the risk of bias of the studies across six domains. The 

overall risk of bias assessment resulted in only two studies (99,100) with low risk of bias, six 

studies (96,97,101–105) with a moderate risk of bias, and the remaining 11 studies with a high risk 

of bias. The risk of bias assessment for each domain of the ROB-2 is expanded upon below. 

Randomization process: Of all included studies, nine had a low risk of bias, seven studies 

had some concerns, and three studies were assessed as a high risk of bias in the randomization 

process. Seven studies (97,104–109) did not provide any information about their randomization 

processes and concealment of group allocation. Several studies did not explain their sample 

adequately, making it challenging to assess randomization. Three studies (98,108,110) did not 

provide a list of baseline characteristics. 

Deviation from intended intervention: As the intervention included video games, it was 

not possible for researchers to blind participants or carers to group assignment. We observed issues 

in estimating the effects of the intervention on the outcomes; many studies (n=7) only reported 

within-group (pre-post) differences or performed between-group analysis separately for pre-test 

score and post-test scores rather than comparing the difference in mean change in each group. 

Deviations from intended interventions arose for studies that involved home-based interventions 

due to no measure of fidelity (107). With easily accessible commercial games like Nintendo Wii® 

and Kinect®, the control groups of five studies may have had access to Nintendo Wii® games at 

home (101–103,111,112), which may have led to lack of valid controls. 
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Measurement of the outcomes: Only five studies included masked assessors 

(96,100,101,108,111), the knowledge of assigned intervention could have influenced the use of 

outcomes like the Peabody Developmental Motor Scales (103), the Pediatric Balance Scale (100), 

the ABILHANDS-kids Test (103,112). One study (108) used the Manual Ability Classification 

System as an outcome measure for upper body function, the authors of this tool recommend the 

application of the tool in the classification of manual ability rather than using it for an outcome 

evaluation (113).  

Selection of reported results: We observed some concerns in the selection of reported 

results as the majority of the studies did not provide any information about the masking of the 

statistician. Therefore, we could not verify that the analysis was performed in accordance with a 

pre-specified analysis plan that was finalized before unblinded outcome data were available for 

analysis and that the groups remained unknown to the statistician throughout the analysis. Only 

four studies (96,97,99,100) reported masked statisticians. A summary of each risk of bias item for 

each outcome assessed in all included studies is provided in Figure 2. 

 

Figure 2: Risk of bias level of the 19 studies (%). 

0 10 20 30 40 50 60 70 80 90 100

Randomization process

Deviations from intended interventions

Mising outcome data

Measurement of the outcome

Selection of the reported result

Overall Bias

As percentage (intention-to-treat)

Low risk Some concerns High risk



27 

 
Figure 3: Risk of bias summary of each outcome in included studies AVG - *; NW -Nintendo Wii; RT – Regular Therapy; 

NDT- Neurodevelopmental training; RT- regular therapy; PT- Physical therapy; OT- occupational therapy; No Th. – No therapy; ULT - Upper line 

Training; ET - Eye toy; CG- Computer-assisted game; Chailey level of box sitting ability CLBSA; STS- sit to stand; Psyc.- Psychological; VR – 
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Virtual reality; E – Experimental group; C- Control group; GMFCS- Gross Motor function Classification System; mABC-2 - Movement Assessment 

Battery for Children-2; BOTMP - Bruininks-Oseretsky Test of Motor Proficiency; PBS - Pediatric Berg’s balance scale; GMFM - Gross Motor 

Function Measure;  COPM -Canadian Occupational Performance Measure; PEDI -Pediatric Evaluation of Disability Inventory; PDMS-2 - Peabody 

Developmental scale-2; JTHFT-Jebsen Taylor Hand Function Test; CoP-Center of Pressure; HPAS -Hacettepe Psychological Adaptation Scale; 

SRT- Simple Reaction Time; DRT- Discriminative Reaction Time; MACS -Manual Ability Classification System; QUEST - Quality of Upper 

Extremity Skills Test; TVPS -Test for Visual-Perceptual Skills; FRT- Functional Reach Test; TUG- Timed Up and Go; STS- Sit-To-Stand; 

SACND- Sitting assessment for children with neuromotor dysfunction; min – minute. 

Quality of the evidence (GRADE) 

We evaluated three comparisons: 1) video games compared to no therapy, 2) video games 

compared to regular therapy, and 3) video games and regular therapy compared to only regular 

therapy. The summary of findings is presented in Table 2, Table 3, and Table 4, respectively, using 

the GRADE framework. Overall, the evidence is of low-to-moderate quality, and the number of 

studies that assessed each outcome was limited. The most apparent reason for low quality is due 

to the studies with a high risk of bias and heterogeneity. The reasons for high risk of bias are 

described above, and high heterogeneity was assessed through between-group analysis on RevMan 

by including all the studies that evaluated and reported appropriate data for the same outcome. The 

quality of evidence for each outcome is described below. 
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Table 2: Grade Summary (video games compared to no therapy control) 

Certainty assessment № of patients Effect 

Certainty 

№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

video 

game 
no therapy 

Relativ

e 

(95% 

CI) 

Absolute 

(95% CI) 

Balance (assessed with: Body sway) 

1  randomised 

trials 

very serious a not serious  not serious  not serious  none  8  8  -  -  ⨁⨁◯◯ 

LOW 

Gross Motor Function (assessed with: mABC-2) 

1  randomised 

trials  

very serious b serious c not serious  not serious  none  - - -  -  ⨁◯◯◯ 

VERY LOW  

Functional motor abilities (assessed with: Sitting ability) 

1  randomised 

trials  

very serious d not serious  not serious  not serious  none  12  14  -  -  ⨁⨁◯◯ 

LOW  

Maximum walking speed (assessed with: 1-mWT) 

1  randomised 

trials  

very serious b not serious  not serious  not serious  none  - - -  -  ⨁⨁◯◯ 

LOW  

Upper limb function (assessed with: BOTMP) 

1  randomised 

trials  

very serious b not serious  not serious  not serious  none  - - -  -  ⨁⨁◯◯ 

LOW  

CI: Confidence interval; SMD: Standardized mean difference 

a. Some concerns with randomization process  

b. High risk of bias due to deviation from intended intervention and measurement of the outcome. Some concerns in randomization process and selection of the reported outcome. Only post score was 

compared (107)  

c. mABC-2 tool was not developed for children with CP (107) 

d. High risk of bias due to deviation from intended intervention and measurement of the outcome  
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Table 3: GRADE Summary (effects of video games compared to regular therapy control) 

Certainty assessment № of patients Effect 

Certainty 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

video 

game 

regular 

therapy 

Relativ

e 

(95% 

CI) 

Absolute 

(95% CI) 

Balance (assessed with: Body sway/PBS/PRT/Wii balance) 

3  randomised trials  very serious a not serious  not serious  not serious  none  50  50  -  SMD 0.15 SD 

higher 

(0.25 lower to 

0.54 higher)  

⨁⨁◯◯ 

LOW  

Psychological adaptation (assessed with: HPAS) 

1  randomised trials  very serious b not serious  not serious  not serious  none  21  20  -  MD 7.07 higher 

(3.11 higher to 

11.03 higher)  

⨁⨁◯◯ 

LOW 

Executive functioning (assessed with: DBS/D-KEFS/WISC-IV) 

1  randomised trials  very serious c not serious not serious  not serious  none  51  50  -  MD 0.73 higher 

(0.4 lower to 1.87 

higher)  

⨁⨁◯◯ 

LOW  

Reaction time (assessed with: SRT/DRT) 

1  randomised trials  serious d not serious  not serious  not serious  none  15  15  -  MD 0.23 higher 

(0.15 higher to 

0.31 higher)  

⨁⨁⨁◯ 

MODERATE  

Gross motor function (assessed with: GMFM-66) 

1  randomised trials  serious e not serious  not serious  not serious  none  9  9  -  MD 0.29 higher 

(6.38 lower to 

6.96 higher)  

⨁⨁⨁◯ 

MODERATE  

Functional motor abilities (assessed with: TUG/STS/Wee-FIM/10-mWT) 

1  randomised trials  serious f not serious  not serious  not serious  none  15  15  -  MD 3.43 higher 

(3.75 lower to 

3.61 higher)  

⨁⨁⨁◯ 

MODERATE  
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CI: Confidence interval; SMD: Standardized mean difference; MD: Mean difference 

Explanations 

a High risk of bias in 2 studies (111,114), some concerns in one study (97) 

b. High risk of bias due to randomization process, deviation to intended intervention and selection of reported outcomes  

c. Some concerns in selection of reported outcomes  

d. Some concerns in 3 domains of risk of bias, overall high risk of bias  

e. Some concerns in 2 domains of risk of bias.  

f. Some concerns in randomization process and high risk of bias in the measurement of the outcome  
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Table 4: GRADE Summary (effects of video games plus regular therapy compared to regular therapy control)  

Certainty assessment № of patients Effect 

Certainty 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 

video game 

and 

regular 

therapy 

regular 

therapy 

Relative 

(95% 

CI) 

Absolute 

(95% CI) 

Balance (assessed with: Body sway/PBS) 

4 randomised 

trials  

very 

serious a 

not serious  not serious  not serious  none  20  20  -  1.41 higher 

(0.25 higher to 

2.56 higher)  

⨁⨁◯◯ 

LOW  

Gross motor function (assessed with: GMFM-88) 

1  randomised 

trials  

very 

serious b 

not serious  not serious  not serious  none  7  8  -  -  ⨁⨁◯◯ 

LOW  

Functional motor abilities (assessed with: PEDI/COPM) 

2  randomised 

trials  

very 

serious b 

serious c not serious  not serious  none  27  27  -  SMD 3.39 SD 

higher 

(1.57 lower to 

8.34 higher)  

⨁◯◯◯ 

VERY LOW  

Upper limb function (assessed with: MACS/Tracking task/Power track II/ABILHANDS/Nine Hole Peg Test/PDMS/JTHFT/MAS/QUEST/Wee-FIM) 

8  randomised 

trials  

very 

serious d 

serious e not serious  not serious  none  75  74  -  0.35 higher 

(0.25 lower to 

0.95 higher)  

⨁◯◯◯ 

VERY LOW  

Visual perception (assessed with: TVPS) 

1  randomised 

trials  

not serious  not serious  not serious  serious f none  10  10  -  MD 1.6 lower 

(5.89 lower to 

3.57 higher)  

⨁⨁⨁◯ 

MODERATE  

Maximum walking speed/endurance (assessed with: 1-mWT) 

1 randomised 

trials  

not serious  not serious not serious  not serious  none  24  24  -  SMD 0.13 higher 

(-0.17 lower to 1 

higher)  

⨁⨁⨁⨁ 

HIGH  

Upper limb function (assessed with: QUEST) 
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Certainty assessment № of patients Effect 

Certainty 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 

video game 

and 

regular 

therapy 

regular 

therapy 

Relative 

(95% 

CI) 

Absolute 

(95% CI) 

2 randomised 

trials  

serious g serious h  not serious  not serious  none  10  10  -  MD 0.17 higher 

(-1.39 lower to 

3.73 higher) 

⨁⨁◯◯ 

LOW 

CI: Confidence interval; SMD: Standardized mean difference; MD: Mean difference 

Explanations 

a. 2 studies with high risk of bias (101,106)  

b. One study with high risk of bias (104) 

c. 89% heterogeneity due to variability in types of outcome measures  

d. Six studies with high risk of bias Low precision estimate (99) 

e. 87% heterogeneity due to variability in the types of outcome measures 

f. Low precision estimate 

g. One study with low risk of bias (99) and the other study with high risk of bias (99) 

h. 50% heterogeneity in pooled analysis.  
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Effects of Intervention  

In total, 15 studies contributed to the data on the between-group differences. Between-group 

differences were not demonstrated in four studies (101,107,110) (109). One study (107) did not 

report the number of participants assigned in each group. One study (110) did not report pre-post 

scores or mean change and standard deviation in each group; therefore, we could not perform 

between-group analysis. Two studies (101,109) only reported the percentage change in each group; 

we could not calculate the difference between the groups. Two randomized cross-over studies 

(98,105) did not report individual scores for each group; hence, we could not evaluate the mean 

difference between the groups. Between-group mean differences, 95% confidence interval, and 

significance for each outcome in each study are presented in Table 1. Below we have provided 

summaries of evidence outcomes and meta-analysis results organized based on ICF. 

Body Functions and Structures 

Balance 

Eight studies evaluated the effects of the intervention on balance using a variety of outcome 

measures. Four studies (99,101,107,111) assessed balance by sway velocity, three studies 

(99,100,108) used the Pediatric Balance Scale (115), and two studies (97,114) used the Functional 

Reach Test (116) or the Pediatric reach Test (117).  

Video games vs. no therapy: Only one study (107) evaluated the effects of video games 

on balance using a cross-over RCT design. The study used a suite of computer games operated by 

leaning in one of four directions (i.e., left, right, forward and backward) with a platform that 

detected movement of the center of pressure placed on the seat surface. The change in velocity of 

the center of pressure (CoP) was insignificant between the groups (p>0.05). Similarly, the results 

of reactive balance and rhythmic weight shift did not result in a statistically significant difference 
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between the two groups. We determined there was a high risk of bias in deviation from the intended 

intervention and measurement of the outcome, which contributed to the low quality of the evidence 

for balance in comparison to no treatment control (Table 2). We were unable to estimate the effect 

size for this study (107) due to missing information about the number of participants assigned in 

each group. The between-group analysis was also not possible because the mean score and 

standard deviation in the video game group were not reported.  

Video games vs. regular therapy: Three studies compared the effects of video games and 

regular therapy and evaluated the effects on balance. Two studies used Nintendo Wii as video 

game intervention (97,114), and one study (111) used an EyeToy system. EyeToy is a color 

webcam used with the games that use gesture recognition or computer vision to process images 

taken by EyeToy, allowing players to play games using motions. One study (111) evaluated sway 

area and velocities using a force platform, and one study (114) reported Wii balance as an outcome 

measure for balance. Two studies (97,114) used the Functional Reach Test (116) or the Pediatric 

Reach Test (117), a modified version of the Functional Reach Test, both of them measured the 

maximum distance an individual can reach while standing in a fixed position. Two studies 

(111,114) were assessed as a high overall risk of bias, and some concerns were identified with the 

other (97), which contributed to the low certainty of the evidence (Table 3) for balance. 

Pooled analysis was performed for the studies (97,114) that used the Functional Reach Test 

and the Pediatric Reach Test (116,117). The Forest plot of the Functional Reach Test shows no 

significant difference between video game intervention and regular therapy (p>0.05). The mean 

differences are 0.27[-0.30, 0.84]; P=0.35 (forward), 0.28[-0.29,0.85]; P=0.34 (right), and 0.31[-

0.26,0.88]; P= 0.28 (left) (Figures 4, 5, 6). 



 36 

 
Figure 4. Forest plot of comparison: 1 Video games versus regular therapy, outcome:  React Test* (Forward); 

VG- video games; RT – Regular therapy. 

*Includes both Functional React Test and Pediatric React Test 

 
Figure 5. Forest plot of comparison: 1 Video games versus regular therapy, outcome: React Test* (Right); VG- 

video games; RT – Regular therapy. 

*Includes both Functional React Test and Pediatric React Test 

 
Figure 6. Forest plot of comparison: 1 Video games versus regular therapy, outcome: React Test* (Left); VG- 

video games; RT – Regular therapy. 

*Includes both Functional React Test and Pediatric React Test 

Video games and regular therapy vs. regular therapy: Four studies (99–101,108) 

reported the effects of video games plus regular therapy on balance. Two studies assessed sway 

velocity (99,101), but we could not pool the data for meta-analysis as one of the studies did not 

report pre- and post-test scores or mean change in each group. Three studies (99,100,108) used the 

Pediatric Balance Scale to assess balance. The mean difference and effect size is reported in Table 

1. 

The pooled analysis of three studies (99,100,108) (a total of 40 participants, 20 per group) 

revealed no significant difference between the groups on the Pediatric Balance Scale score (MD 

0.26, 95% CI -2.12 to 2.65, with 50% heterogeneity; Figure 7). Although one of the studies had a 

low risk of bias in all the domains, we observed a high risk of bias in two of the studies (101,108) 
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and some concerns in one study (100). We assessed the certainty of the evidence to be moderate 

(Table 4). 

 
Figure 7. Forest plot of comparison: 1 Video games and regular therapy versus regular therapy, outcome: PBS; 

VG- video games; RT- Regular therapy 

Psychological adaptation 

One study (118) evaluated children with CP to assess the improvement in psychological 

adaptation levels using a tool called Hacettepe Psychological Adaptation Scale (118). 

Psychological adaptation is a functional, cognitive, and behavioral trait that helps an individual 

interact with the environment (119). The study compared the effects of a commercial EyeToy 

(webcam used with Playstation® that facilitates gesture or motion-based games) play virtual reality 

system connect with a TV and Sony Playstation-2 on psychological adaptation compared to regular 

therapy. The risk of bias assessment revealed some concerns in the randomization process; there 

was no information about the randomization process and randomization concealment. In addition, 

there were some concerns about the measurement of the outcome reporting of separate scores for 

introversion and extroversion level did not appear consistent with the original description of the 

tool. Consequently, the quality of evidence was assessed as low (Table 3).  

Executive functioning 

One large RCT (n=102) (96) evaluated executive functioning. The study used Move-it-to-

improve-it (Mitii
TM

), a web-based multimodal training intervention. There was no significant 

difference between groups in attention control, cognitive flexibility, number-letter sequencing, 
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problem-solving, information processing, and executive performance. We assessed some concerns 

in the overall risk of bias in this study; hence, the quality of evidence for executive functioning 

remained moderate. The overall risk of bias in the study was assessed as low; therefore, the quality 

of the evidence remained high (Table 3).  

Reaction time 

One study (104) evaluated reaction time assessed by simple reaction time (SRT) and 

discriminative reaction time (DRT) and reported significant improvement in the intervention group 

(eye toy) for both outcomes post-treatment. We calculated between-group differences in RevMan 

and are presented in Table 3. The overall risk of bias has some concerns due to the lack of enough 

information on randomization and allocation concealment; hence, the quality of the evidence for 

reaction time was assessed as moderate (Table 3). 

Visual perception 

One study (99) assessed visual-perceptual skills and reported combined scores of all seven 

domains of the Test of Visual-Perceptual Skills (120,121). No significant improvement was 

reported between the two groups (Nintendo Wii vs. regular therapy). The overall risk of bias was 

low, but we observed a low precision estimate in the results. Therefore, the quality of evidence 

was assessed to be moderate (Table 4). 

Activity  

Functional motor abilities 

Functional motor abilities were evaluated in four studies (98,100,106,114). These studies 

used a variety of tools such as the Chailey Level of Box Sitting Ability (122), the Sitting 

Assessment for Children with Neuromotor Dysfunction (123), the Timed Up and Go test (124), 
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the Sit to Stand test (125), the 10 step climbing test (126), the Wee-FIM (127), the Pediatric 

Evaluation of Disability Inventory (PEDI) (128), and the Canadian Occupational Performance 

Measure (COPM) (129). 

Video games vs. no therapy: One study (98) used a cross-over RCT design to evaluate 

sitting ability with the modified game compared to no therapy group using the Chailey Level of 

the Box Sitting Ability and the Sitting Assessment for Children with Neuromotor Dysfunction. An 

analysis of carry-over effects led to some concerns about the deviation from the intended 

intervention and high risk of bias in the measurement of the outcome domain. The study seemed 

to report multiple eligible outcome measurements within the sitting ability outcome causing a high 

risk of bias in the selection of the reported outcomes domain. Since the study reported a variety of 

subscores on the Chailey Level of Box Sitting Ability and the Sitting Assessment for Children 

with Neuromotor Dysfunction, only significant results are presented in Table 1. The quality of the 

evidence for functional motor ability was low due to a very serious risk of bias (Table 2). 

Video games vs. regular therapy: One of the studies (114) assessed functional motor 

abilities using the Wee-FIM (127), the 10-Steps Climb Test for functional strength, balance, and 

agility (126), the Timed Up and Go test (130) to assess functional strength, balance, fall risk, and 

walking ability and the Sit To Stand test (125) for functional lower extremity strength. The results 

in each test are presented in Table 1. We observed baseline differences between the groups 

(children in the control group were more involved as more used assistive mobility devices as 

compared to the intervention group), which suggested issues with randomization processes. We 

also noted some concerns about the measurement of the outcome and the selection of reported 

outcomes leading to the high overall risk of bias. We assessed the quality of evidence to be 

moderate (Table 3). 
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Video games and regular therapy vs. regular therapy: Three studies (100,106,112) 

compared video games and regular therapy to regular therapy alone. One study (100) used the 

Pediatric Evaluation of Disability Inventory (PEDI)(128,131) to measure functional skills and 

independence and reported the results based on PEDI subscales (Self-care, Mobility, Social) and 

the total score (Table 1). Both of the studies (100,106) evaluated video games with regular therapy 

on self-perception of activity performance using the Canadian Occupational Performance Measure 

(COPM) (129). The studies (100,106) did not find the difference between the groups statistically 

significant. Pooled analysis was not possible due to heterogeneity in outcome measurement. One 

study reported the mean change in scores (100) while the other reported only the median range 

(106). One study assessed functional independence using the Wee-FIM score and reported no 

significant difference between the groups. One of the studies (100) indicated a low risk of bias. 

However, two studies (106,112) showed a high risk of bias due to baseline differences between 

the group (106) and the lack of enough information on the randomization process (112). 

Consequently, the quality of the evidence for functional motor abilities was assessed as low (Table 

4). 

Gross motor function 

Only three studies (97,101,107) evaluated the effects of video games on gross motor 

function. 

Video games vs. no therapy: One study assessed gross motor function using the 

Movement Assessment Battery for Children-2 (mABC-2) to assess motor performance. Due to 

missing information about the number of participants in each group, we were unable to perform 

between-group analysis (107). We assessed the quality of evidence as low due to a high risk of 

bias in the study. 
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Video games vs. regular therapy: One study (97) evaluated the GMFM-66 item set (132). 

The study only reported within-group analysis results; the video game group showed significant 

improvements in the GMFM dimensions D (standing) (p=0.021) and E (walking, running, and 

jumping) (p=0.008) while the regular therapy group did not show any changes. The GMFM-66 

item D and E results are reported in terms of percentage; hence it was not possible to analyse 

between-group differences. We assessed some concerns in deviation from the intended 

intervention domain due to missing information on the comparison of mean change scores. The 

overall risk of bias had some concerns; therefore, the quality of the evidence was assessed as 

moderate. 

Video game and regular therapy vs. regular therapy: The study (101) used GMFM-88 

(lying, sitting, four-point kneeling, high kneeling and standing) as a measurement tool to evaluate 

the effectiveness of video games and regular therapy compared to only regular therapy. The study 

reported no significant improvement in GMFM-66 item set score. The overall risk of bias 

assessment revealed some concerns in randomization process and allocation concealment. 

Therefore, the quality of evidence was assessed to be moderate.  

Upper limb function 

Nine studies focused on the effectiveness of video games on upper limb function. A variety 

of outcome measures were assessed by these studies; the ABILHANDS-kids test, the Quality of 

Upper Extremity Training, and the Jebsen Tylor Hand Function Test were most commonly used. 

Other outcome measures include the Bruininks-Oseretsky Test of Motor Proficiency, the Box and 

Block test, the Nine Hole Peg Test, the Peabody Developmental Motor Scales, the Melbourne 

Assessment of Unilateral Upper Limb Scale, the Wee-FIM, the carer’s perception of hand 

function. The Manual Ability Classification System is a tool developed for the classification of 
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children with CP based on how they use their hands to handle objects in their daily activities. One 

of the studies (108) used the tool as an outcome measure, which is not recommended by the authors 

(113). 

Video game vs. no therapy: One study (107) assessed upper limb coordination using a 1-

item subtest (touching a swinging ball) from the Bruininks-Oseretsky Test of Motor Proficiency. 

The authors report significant improvements in scores within the Nintendo Wii group post-

intervention; however, the p-value was not reported in the article. Furthermore, the study did not 

report the number of participants assigned in each group and did not perform the comparison 

between the groups. Hence, we were unable to assess the difference between the two groups. The 

quality of evidence for the effect of video games on upper limb function was low as a high risk of 

bias was revealed through the assessment (Table 2). 

Video game vs. regular therapy: One study (110) assessed upper limb function to 

evaluate the effect of video games compared to regular therapy using the Quality of Upper 

Extremity Training (133) and the ABILHANDS-Kids test (134). However, the study did not reveal 

a significant difference between the groups. The methodological assessment revealed high risk of 

bias; hence, low quality of evidence. 

Video game and regular therapy vs. regular therapy: The effect of video games with 

regular therapy on the upper limb function was assessed by seven studies 

(99,102,103,106,108,109,112). One study (103) used Kinect® X-box, and the other (112) used 

Nintendo Wii® and regular therapy as an intervention compared to only regular therapy. Two 

studies (103,112) used the ABILHANDS-Kids test (134) to evaluate upper body limb function. 

One study (103) reported a significant difference between the groups (p=0.008), while no 

significant difference (p=0.70) between the groups was revealed in the other study (112). The 
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Pooled analysis of two studies (103,112) for ABILHANDS-Kids outcome measure revealed no 

statistically significant difference between the two groups (SMD 0.62, 95% CI -0.27 to 1.51, with 

high heterogeneity ( 80%); Figure 8). 

In addition to the ABILHANDS-kids test, the study (112) also used the Jebsen Taylor Hand 

Function Test (135), and the study reported significant change between pre-post scores of both the 

groups. There was no statistically significant difference between the groups (p=0.66) as per our 

calculations in RevMan. One other study (102) assessed hand function by the Jebsen Taylor Hand 

Function as an outcome measure to evaluate the effectiveness of video games with regular therapy 

compared to the regular therapy, and the results showed no improvement in any group. The pooled 

analysis of Jebsen Taylor Hand Function outcome measure revealed no statistically significant 

difference between the groups (standard mean difference -0.05; 95% CI -0.46 to 0.36; p=0.81, 0% 

heterogeneity; Figure 9). 

Figure 8: Forest plot of comparison: 1 Video games and regular therapy versus regular therapy, outcome: 

ABILHANDS-Kids test; VG- video games, RT – Regular therapy. 

 

In addition to the ABILHANDS-kids test, the study (112) also used the Jebsen’s Taylor 

Hand Function Test (135), and the study reported significant change between pre-post scores of 

both the groups. There was no statistically significant difference between the groups (p=0.66) as 

per our calculations in RevMan. One other study (102) assessed hand function by the Jebsen Taylor 

Hand Function as an outcome measure to evaluate the effectiveness of video games with regular 

therapy compared to the regular therapy, and the results showed no improvement in any group. 
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The pooled analysis of Jebsen Taylor Hand Function outcome measure revealed no statistically 

significant difference between the groups (standard mean difference -0.05; 95% CI -0.46 to 0.36; 

p=0.81, 0% heterogeneity; Figure 9). 

 
Figure 9: Forest plot of comparison: 1 Video games and regular therapy versus regular therapy, outcome: 

Jebsen Taylor Hand Function; VG- video games, RT – Regular therapy. 

 

We performed a pooled analysis of two studies (99,112) for the Quality of Upper Extremity 

Training (133) in dissociated movement and grasp domains. While both of the studies indicated a 

trend toward the video game and regular therapy group, the meta-analysis results reveal no 

significant difference in dissociated movement domain (MD 1.17, 95% CI -1.39 to 3.73, with no 

heterogeneity; Figure 10) or grasp domain (MD 2.01, 95% CI -0.42 to 4.44, with no heterogeneity; 

Figure 11) 

 
Figure 10: Forest plot of comparison: 1 Video games and regular therapy versus regular therapy, outcome: 

QUEST dissociated movement; VG- video games, RT – Regular therapy. 

 

 
Figure 11: Forest plot of comparison: 1 Video games and regular therapy versus regular therapy, outcome: 

QUEST grasp; VG- video games, RT – Regular therapy. 
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The majority of the studies (106,108,109,112) indicated a high risk of bias except for one 

study (99) had a low risk of bias in all the domains. Very low quality of the evidence (Table 4) 

indicated that the effects of video games and regular therapy were insignificant. 

Maximum walking speed/endurance 

Four studies (99,107,114) evaluated the effects of video games on maximum walking 

speed, and two studies (97,99) assessed the effects on walking endurance. Only one study (107) 

evaluated the video games compared to no therapy using the 1-minute Walk Test. The between-

group analysis was not possible due to missing information about the number of participants 

assigned to each group. In video games vs. regular therapy comparison, one study (114) compared 

maximum walking speed using the 10-meter Walk test. The other study (97) evaluated walking 

endurance (maximum walking distance) using the 2-minute Walk Test. The study revealed a high 

risk of bias, and low quality of evidence indicated an insignificant effect of video games on 

maximum walking speed and endurance (Table 3). Similarly, only one study compared video 

games and regular therapy compared to regular therapy (99) on walking speed and endurance. 

With a low risk of bias in all the domains, high quality of evidence revealed an insignificant effect 

on walking speed and endurance (Table 4). 

Discussion  

This systematic review examined the effectiveness of video games for improving 

rehabilitation outcomes in cerebral palsy. Overall, the body of evidence was weak due to the 

limited number of studies with a high risk of bias, small sample sizes, and variability in assessment 

tools, which made it difficult to compare the studies. Factors influencing the results of this 

systematic review include poor reporting of methodology and results in the majority of the 
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randomized control trials, insufficient duration of the intervention for changes to become apparent, 

and inappropriate outcome measures given the game activity. For example, using a tennis game 

while seated is most likely not an effective way to improve walking ability, one of the outcomes 

measured in the study (99). Furthermore, the majority of the included articles failed to follow the 

recommended guidelines on reporting parallel group randomized trials (136) and randomized 

cross-over trials (137) particularly, the reporting of randomization processes and allocation 

concealment. Some studies only reported within-group differences (97,104,107), or between-

group difference at baseline and post-treatment separately (104,108,114,118). Some studies 

reported results in terms of percentages instead of actual scores (101,109) or did not report baseline 

and post-treatment scores for each group (98,105,107,110). These issues obstructed the estimation 

of the overall effect of video games on an outcome and affected the methodological quality of 

evidence. Overall, the evidence to support the effectiveness of video games for improving body 

structure and function impairments such as balance and activity level outcomes such as functional 

motor abilities, upper limb function, functional independence, and walking is weak and 

inconclusive.  

Only three studies included in the review (96,99,100) demonstrated a low risk of bias. The 

results of two low risk of bias studies showed an insignificant effect of video games on executive 

functions (96), upper limb function (99), activities of daily living (100), activity performance 

(100). Of all studies with low risk of bias, Sajan et al. (2016) (99) reported insignificant effects of 

video games on functional balance, by contrast, Atasavun and Baltaci (2016) (100) indicated a 

significant effect of video games on functional balance. The possible reason for contradicting 

results could be the difference in the duration and intensity of the video game sessions. The 

majority of the studies conducted the trial for a limited duration (2 to 6 weeks), which may be an 
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insufficient duration to achieve change in the outcomes evaluated. Bedair et al. (2016) (103) 

included a 24-week intervention for video games along with upper extremity training and upper 

extremity training groups, indicating a significant between-group difference in upper limb 

function, object manipulation, and visual-motor skills. Similarly, Atasavun and Baltaci (2016) 

(100) provided 12-weeks of video games along with physiotherapy and only physiotherapy groups. 

The study reported a significant difference in functional balance in favor of the use of the Nintendo 

Wii® (100). These results suggest that interventions with longer duration and/or intensity may be 

needed to affect rehabilitation outcomes.  

Longer duration interventions have been reported for other rehabilitation interventions. 

Program duration of 12-16 weeks is recommended for strength training to maximize the likelihood 

of a training effect in people with CP (33). The same study prescribed optimal cardiorespiratory 

endurance training for a minimum of 2-3 times a week, a minimum of 20 minutes per session, for 

at least eight consecutive weeks, when training three times a week, or 16 consecutive weeks when 

training two times a week (33). Uzun (2013) evaluated the effects of a long-term training program 

on balance in children with CP, and the results demonstrate improvements in the handgrip, 

strength, and range of motion after 28 weeks (122). A 16-week physical activity program with 

balance training had facilitated general motor functions; however, functional limitations remained 

the same, following the 12-week training (122). Evaluation of optimal program duration and 

intensity of such programs for children with CP will help make an informed decision on the 

effectiveness of video games on various outcomes such as balance, walking abilities, and gross 

motor functions. 

The included studies used two different approaches to the use of video games in 

rehabilitation for children with cerebral palsy. Some studies evaluated video games as alternatives 
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to traditional rehabilitation (compared video games to no therapy), while others viewed games as 

strategies to augment conventional therapy (compared video games alone of plus therapy to regular 

therapy). Nintendo Wii was the most common gaming system (n=8) 

(99,100,102,105,107,108,111,114). It offers a variety of games such as boxing, tennis, bowling, 

frisbee, and basketball, requiring specific body movements. An advantage of using a commercial 

system is that the games can be used in both the sitting and standing position. Therefore, it can 

potentially be used by children who have minimal ability to walk or stand. However, the studies 

with Nintendo Wii® focused on a variety of outcomes and a variety of outcome measures for the 

same outcome, such as Wii balance, sway velocities, the Pediatric Balance Test, the Functional 

Reach Test for assessing balance. The outcome measures in the included studies make it difficult 

to compare results across the studies.  

For an effective video game as an intervention, it is crucial to select video games that match 

functional movements to the intended outcomes. In a comparison of video games with regular 

therapy, one study (96) used Move-it-to-improve-it (MitiiTM)- a web-based therapy program with 

high quality of evidence indicating no significant improvement with video games. However, there 

is a chance that unfavorable results were due to the design of the web-based therapy program as 

only 3 out of 14 modules focused on the cognitive component. The study suggested that there is a 

possibility that the game might not have been sufficiently challenging to drive change in executive 

functions (96). Similarly, Sajan et al. (2016) (99) reported a variety of outcomes such as upper 

limb function, balance, and walking ability. The nature of the games (boxing and tennis) in the 

study aimed more at upper limb movement than lower limb movements, and some of the 

participants played Wii games in sitting posture (99). This misalignment between game demands 

and outcomes measured may have contributed to the insignificant findings.  Two studies (109,118) 
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evaluated the eye toy system with Sony Play Station, which involves interaction with the virtual 

object by touching the screen. Since the games required hand movement to touch the screen, the 

upper limb function's evaluation seems appropriate (109). However, the lack of sufficient 

information about the nature of the game made it difficult to understand its role in improving 

psychological adaptation (118). Only three studies used customized or specially designed systems 

for therapy in children with CP. Wade and Porter (2012) (98) assessed sitting ability using a 

specially designed sitting platform with a computer game controller that detects movement of the 

center of gravity for improvement. Pin and Butler (2019) used TYROMOTION, a commercial 

force plate gaming system specially designed for postural control rehabilitation (97) and evaluated 

balance, gross motor function, and maximum walking endurance. The third study (106) used a 

customized computer-assisted arm rehabilitation games as an add on to the therapy.  

Poor reporting of methodology and results affected the quality of the studies, decreases 

confidence in the results, and limits the inferences that can be made. Stronger reporting such as 

that outlined in the CONSORT guidelines (136,137) is recommended to strengthen this body of 

evidence. For future studies, thorough descriptions of games and concurrent rehabilitation 

interventions would facilitate comparison across studies. In addition to the specific functions in 

the game, and information about fidelity, it would be helpful if researchers included measures of 

motivation and engagement which can be driving forces behind improved health outcomes (138). 

The use of less enjoyable, engaging, and challenging games may lead to low participation, hence, 

low improvement in the outcomes. Feasibility studies and single case studies that would allow a 

more exploratory approach with children with cerebral palsy might help understand the level of 

engagement, and the outcomes targeted by the specific game.  
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The significant improvements in intervention group post-treatment indicated that engaging 

commercial video games like Nintendo Wii, Microsoft Kinect®, Sony PlayStation® could be 

beneficial in promoting body movements and activities, which could lead to improved outcomes. 

At the same time, we understand that these commercial games are not designed based on 

therapeutic guidelines, which could contribute to the insignificant between-group differences. We 

believe that fun commercial games can be utilized as add on to the regular therapy program for 

increased enjoyment and participation. To replace the therapy with video games, researchers 

should consider customizing existing commercial games or specially designing the game aligned 

with therapeutic principles for children with cerebral palsy.  

Strengths and Limitations  

In this review, we analyzed the effects of video games on a broad range of outcomes for 

children with cerebral palsy, which has not been done in any of the previous systematic reviews. 

In addition, we evaluated two different approaches for implementing video games as an 

intervention and compared their results separately to understand the feasibility of each method. 

This systematic review includes a rigorous process using established methodologies, including 

PRISMA, RoB-2 tool, and GRADE. This review could be one of the first systematic reviews that 

has used RoB-2 Cochrane risk of bias tool for assessing methodological quality. RoB-2 (88) is a 

revised version Cochrane risk of bias tool consisting of a more elaborated and rigorous process of 

assessing the risk of bias; hence, a better understanding of the role of risk of bias in influencing 

study results. We could only perform a meta-analysis on two outcomes: 1) balance (Functional 

Reach Test and Pediatric Balance Scale), and 2) upper limb function (ABILHANDS-Kids Test, 

Quality of Upper Extremity Skills Test, and JebsenTylor Hand Function Test). Additionally, we 

could not report the results of four studies due to the unavailability of enough data. This systematic 
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review included randomized trials only; hence, we might have missed other important studies that 

did not use this study design. 

Conclusion  

There is limited research examining video-based intervention for improving rehabilitation 

outcomes in children with cerebral palsy. The majority of studies showed a high risk of bias, and 

the quality of the evidence for reported results varied from very low to moderate. Significant issues 

in quality of evidence occurred due to observed in methodology and outcomes by the studies and 

heterogeneity due to variability in outcome measures. Weak evidence suggests no effect of video 

games on the majority of the outcomes; however, limited studies, small sample sizes, shorter trials, 

and inappropriate or unmatched games for the specific outcome might have been responsible for 

such results. Post-treatment significant changes were observed for many outcomes such as balance, 

reaction time, and upper limb function, which suggests that video games have some potential to 

improve rehabilitation outcomes. More work is needed in this area to use or create more engaging 

games aligned with therapeutic concepts for children with cerebral palsy. Further, more extensive 

trials with high-quality research are required to determine the effectiveness of video game-based 

interventions. 
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Chapter 3 

Reflections on design, development, and evaluation of a video game to augment 

strength training in children with cerebral palsy 

Introduction 

Cerebral palsy (CP) is one of the most common neurodevelopmental disorders of childhood 

affecting approximately 2.1 of 1000 live births (2). CP is “a group of disorders of the development 

of movement and posture, causing activity limitation, that is attributed to non-progressive 

disturbances that occurred in the developing foetal or infant brain. Motor difficulties associated 

with CP can cause challenges with functional abilities such as mobility and daily living skills, 

including feeding and self-care” (1). CP is a heterogeneous condition; gross motor abilities vary 

and range from difficulty with coordination during more complex movements (such as walking, 

running, or jumping) to exclusive use of a wheelchair for locomotion. 

Muscle weakness and resulting asymmetry can contribute to difficulty with coordinating 

and initiating movement. In addition, muscle weakness can affect balance if there are inadequate 

power production and force needed to maintain balance during movement (13). Muscle 

strengthening, also known as resistance training, is a common intervention used by physical 

therapists (16) and is performed by increasing a muscle’s ability to generate force, consequently 

increasing generating power in weak muscles (17). Several studies have demonstrated an 

association between muscle weakness and decreased walking efficiency, increased spasticity, and 

gross motor function limitations (14,15). General principles of resistance training encourage 

consideration of muscle actions, targeted muscle groups, workout structure, loading( weight lifted 

or resistance used), volume (changing repetitions performed per set or number of sets performed 

per session), rest interval, repetitive velocity, and frequency, which influence the design of the 
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training program (17). These factors are manipulated to gradually increase demands and increase 

muscle strength, a process called progressive resistance training. The basic principle of progressive 

resistance training includes progressive overload, a gradual increase in stress placed upon the body 

during exercise, specificity, alignment of the exercise with actions required for particular tasks 

(17), and variation of intensity and volume over a period of time increases muscle adaptation. Once 

a muscle adapts to increased demands, variation is required to develop muscle strength further. 

Hence, it is essential to change one or more variables with time to optimize strength gains (18). 

While there continues to be some debate about effectiveness (27), many studies have been 

conducted over the last two decades to evaluate the effectiveness of strength training in adults and 

children with CP (22,23). Evidence supports the effectiveness of strength training and resistance 

training in increasing muscle strength and motor function in people with CP (16). Studies have 

demonstrated an increase in walking speed and step rate (24), improvements in isometric strength 

(24), gain in knee extensor, and flexor strength (25) in participants with CP.  

More recently, investigations of the effectiveness of power training, a form of strength 

training to develop muscle group’s ability to contract at maximum force in minimal time, have 

demonstrated promising results (28–30). Functional power training also appears to be an effective 

intervention to improve walking capacity and muscle strength in young children with CP (31). 

Power training is considered to be more effective than traditional strength training for enhancing 

the velocity of movement, muscle power, and walking performance as it helps to increase fascicle 

length and cross-sectional area. In contrast, traditional strength training increases muscle size only 

(32). Moreau et al. (2012) suggest that power training should be incorporated into everyday clinical 

practice for children with CP (32). 
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The production of movement required for strength can be challenging for children with CP 

since they experience co-contraction of agonists and antagonists and challenges with selective 

motor control necessary for isolated joint movement. Hence, it is important to consider motor 

learning for the acquisition of capabilities to perform any specific movement. The process of 

attainment of the motor skills through practice resulting in permanent changes in the ability to 

perform a task is called “motor learning” (40). Several factors are considered in optimizing motor 

learning processes, such as how verbal instructions are provided, characteristics and variability of 

training sessions, the extent to which individuals actively participate and are motivated, learning 

through trial and error, postural control, memory, and feedback (39). Research has supported the 

value of motor learning-based interventions for children with CP (41,42). Levac et al. (2009) 

recommended motor learning strategies beneficial for functionally based interventions for children 

with neuromotor disorders (40). 

Strengthening exercises and motor learning involve intensive, long-term repetitive routines 

(59), which in turn require motivation and dedication (60). Additionally, children find it difficult 

(or may not be willing) to follow direct instructions needed for the therapy. Studies suggest 

motivation as one of the most influential personal characteristics that determine motor and 

functional outcomes in children with CP (61,62). New strategies/tools with therapy to create 

motivating therapy programs for improved health outcomes are needed.  

Video games have recently emerged as a potential motivational tool in rehabilitation. 

Research suggests that video games can enhance motivation to exercise and increase adherence to 

physical practice (46,47). Active video games (AVGs), also known as “exergames” require body 

movement beyond the conventional hand controller-based video games. Commercially available 

exergame systems such as Nintendo Wii®, Microsoft Kinect®, Sony PlayStation® have been used 
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for the rehabilitation of individuals with neuromotor dysfunction (69,139). While the number of 

studies is limited and outcomes are varied, the literature generally supports the use of AVGs for 

improving motor function (51). Findings suggest that active video games can be a viable 

motivational tool to promote change in physical activity behavior (52). Children with CP 

demonstrated similar energy expenditure and responses as typically developing children, 

suggesting that active video games should be considered as an augmentative strategy to increase 

physical activity and motor control of children with CP (49). 

Although various activity-based video games like dancing, boxing, bowling, and tennis 

encourage motor learning to some extent, strategic design and selection of active video games to 

target a specific muscle or muscle group or motor function could help facilitate therapeutic 

interventions (64) and enhance motivation to participate in rehabilitation. Games can also assist in 

progress monitoring, which is often challenging for clinicians (140). The need for specially 

designed and commercially available games for children with CP has been identified (140). 

However, the development of games for children with CP requires consideration of how the 

exercise fits with functional tasks. Specific body movements, speed, frequency, and intensity of 

training, feedback, and amount of time based on the type of therapy to be delivered are all 

important considerations. Ni et al. (2014) successfully designed and evaluated a virtual reality-

based game and reported that the intervention was highly engaging for children (76). In addition, 

the convenience of easily adjusting difficulty levels was appreciated by therapists (76). Additional 

considerations have been recommended for increasing motivation to use AVGs, such as integrating 

music for positive mood and comfort, providing directions to the novice players within the game, 

setting achievable short- and long-term goals, avoiding barriers like peer pressure, and actively 

assisting players in forming groups (56). Since these requirements may contradict each other or 
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interfere with the design of an enjoyable game, the authors emphasized the importance of a 

balanced approach, which sometimes involves prioritizing requirements to achieve a successful 

game therapy program (56). Hernandez et al. (2013) designed and evaluated various action games 

to understand specific requirements for children with CP and other motor disorders, including 

appropriate challenges and design aspects (58). The recommendations include the following 

measures for designers to create a playable game for children with CP (58): 1) reducing the need 

for carefully timed actions to navigate the game, 2) ensuring that difficulties completing time-

sensitive actions do not impair the fun, 3) reducing the number of decisions players need to make 

and enabling a simple control scheme, 4) removing the need for precise positioning and aiming, 

5) reducing the demands on manual ability and visual-motor integration, 6) making the game state 

visible by reducing the need for attention to gameplay, and 7) compensating for differences in 

players’ gross motor skills. All of these considerations are important for game design with children 

with CP as they accommodate motor challenges that may affect the ability to be successful with 

mainstream games.  

The goal of this project was to design and develop an affordable, therapeutic video game 

to supplement conventional lower limb strength training using a shuttle system (see Appendix B) 

and to assess feasibility in training children with cerebral palsy.  

Design and Development 

To optimize the benefits of AVGs, it is crucial that game design is based on the users 

(therapist, children, and parent) preference. We used principles of user-centric design, an approach 

based on the needs, beliefs, values, and preferences of the user (141), in this study users include 

physical therapists, children with CP and their parents. The design process involved consultation 

and numerous trials by the physical therapists at the Glenrose Rehabilitation Hospital (GRH), 
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which helped inform the further iterations to the sensor system and the game to accommodate 

therapists’ preferences and convenience to use the system. This iterative process resulted in 

gaining a better understanding of design considerations and the areas for improvement to make it 

more appropriate and convenient for therapists and children with CP. The steps and rationale of 

this process are outlined below. 

The incorporation of motor learning principles is important for optimizing rehabilitation 

outcomes. We used the principles outlined in Levac’s Motor Learning Strategies rating instrument 

to include the principles of motor learning into game design (142). The principles used were as 

follows: 

1. Practice characteristics and variability: Practice characteristics include amount and 

structure. Amount refers to the amount of time spent practicing the task or the number of 

repetitions of the task. Structure refers to the composition of the practice trial, which 

includes practicing the task in its entirety (whole practice) vs. practicing parts of the task 

(part practice). In addition, the variable practice involves “rehearsal of many variations of 

the same movement class and, by contrast, in constant practice, the task does not vary. The 

schedule refers to the order in which tasks are practiced during a session, for example, in 

blocked practice, the first task is practiced, and then the second, etc. In random practice, 

task order is intermixed (143). These parameters are modified as the training progresses to 

make the task challenging, thus enabling the patient to perform the same task in different 

settings. Training sessions should also include appropriate rest periods to facilitate 

effective learning and less mental and physical exhaustion (39).  

2. Verbal instructions: Extrinsic feedback is information provided to the learner to augment 

the naturally occurring intrinsic feedback (144). Verbal feedback is a form of extrinsic 
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feedback that includes form and frequency. The form includes encouraging instructions 

like “very good,” or “you can do better,” or information related to movements or tasks and 

the frequency refers to the frequency of feedback provided to the learner (40). (19) 

3. Active participation and motivation: Active participation and motivation play an 

important role in completing the task and resolving issues. Allowing individuals to make 

mistakes, encouraging them to propose their solutions to the problem, or providing them 

with options that enhance the learning efficiency (39) encourages active participation. 

4. Feedback: Feedback aims to encourage the individual to achieve objectives, provide 

information about the result of movement/activity, and performance of the action. (39) 

Qualitative feedback refers to positive or negative feedback, e.g., “very good” or “you can 

do better” (positive reinforcement results in better learning experience than negative) to 

encourage the patient during the activity. Quantitative feedback is information about the 

recorded quantities of the performance (information about the movement) or the result (40).  

Considering the principles mentioned above, the AVG was designed to augment knee 

extension exercises to strengthen quadriceps muscles on a shuttle machine under two conditions: 

traditional strength training and power training. The shuttle was selected because it is commonly 

used for intensive strengthening programs, and the equipment provides some consistency in how 

the exercises are completed, an important consideration for game design. The AVG system 

consists of a sensor and an Arduino board connected with a computer which has the 2D runner 

game that was designed on the Unity game development platform. The computer was also 

connected to a TV to display the game on a bigger screen for a good game experience. The sensor 

system includes a distance sensor and an Arduino board, which was programmed to measure and 

calculate movement aspects (distance and velocities) of the exercise and communicate with the 
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computer a specific key on the keyboard (keypress function). The game playing in the computer 

picks up the keypress function and performs an appropriate action/feedback in the game. The 

feedback in the game includes visual cues, auditory cues, and rewards system, which is further 

discussed in detail below. Similarly, the sensor system and the 2D game are described below, with 

details of the design and therapeutic aspects integrated into the AVG system. 

Development of the game controller 

I developed a sensor system (figures 1 and 2) composed of an Adafruit Circuit Playground® 

and Adafruit® VL53L0X Micro-Lidar Distance Sensor. Adafruit Circuit Playground® is an 

electronic circuit board compatible with Arduino IDE software for programming, and the 

VL53L0X Micro-Lidar Distance Sensor detects the distance from a surface using an invisible laser 

source that is reflected off the surface. The Micro-Lidar sensor was placed on the shuttle right 

below the footplate, and a white cardboard surface was placed on the moving slider to reflect the 

laser. The sensor can measure approximately 50mm to 1200 mm, which was appropriate for the 

distance between the mounted sensor and the cardboard surface on the moving slider (moving 

surface), as demonstrated in Figure 3. 
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Figure 1: Adafruit Playground Circuit®                           Figure 2: VL53L0X Micro-Lidar Distance Sensor 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3: The position of the sensor and the white reflecting surface on the moving slider 

 

The sensor system (Circuit Playground® and distance sensor) measures the distance of the 

moving surface from the sensor for concentric and eccentric movements during leg press 

movements. The sensor system detects an eccentric movement when the moving surface reaches 

the minimum distance from the sensor, i.e., 277 mm. The sensor system detects a concentric 

movement when the surface moves away from the sensor and reaches a certain distance, i.e., the 

maximum distance an individual could reach in a concentric leg press movement. Since the 

maximum distance depends on the height of the individual, the threshold for maximum distance 

was set in the presence of the individual and the therapist through a test run program. During the 

test run, the child was asked to perform one concentric movement, and the sensor system measured 

and reported the maximum distance of the moving surface from the sensor. The maximum distance 

was then entered into the main Arduino program before starting the game trial.  
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Sensor 
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The main Arduino program includes measurement of the distance of the moving surface 

from the sensor, calculation of the velocities separately for concentric, and eccentric movement 

and calibration of the velocities. To consider individuals’ limitations and variations in velocity, we 

embedded calibration by requiring the therapist to instruct the participant to move five times with 

the correct concentric and eccentric velocities aligned with tradition or power-based strengthening. 

The calibration part of the program calculates the average of the velocities for concentric and 

eccentric movement using the data (change in distance (mm) per milliseconds) from the first five 

consecutive movements. The program then uses the average velocities (concentric and eccentric) 

obtained from the calibration and sets a velocity range (calibrated average velocity+0.1 

mm/milliseconds to calibrated velocity-0.1 mm/milliseconds) for each type of movement. If the 

movement occurs within the concentric velocity range and the individual reaches the maximum 

possible distance, the main Arduino program presses the space key on the keyboard, which triggers 

a jump in the game, and the player scores one point. Similarly, the up and down arrow keys on the 

keyboard were assigned for the cases of higher and lower velocities, respectively. The keypress 

function gets identified the game (same as a regular computer game that runs through keyboard 

buttons), and appropriate action is performed in the game. For example, the up arrow key makes 

the game character jump over the star while the down arrow key (makes the character jump below 

the star. During an eccentric movement, if the velocity falls above the eccentric velocity range and 

the individual reaches the minimum distance, the left arrow key gets pressed automatically by the 

Arduino program. The game detects Left arrow keypress and provides audio feedback to slow 

down during eccentric movement. Similarly, if the eccentric velocity falls within the eccentric 

velocity range and the individual reaches to the minimum distance, the right arrow key gets pressed 

automatically, and the game identifies the keypress. However, the game was programmed in such 
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a way that it only provides audio feedback such as “good job” or “excellent” when a correct 

concentric movement and a correct eccentric movement have occurred consecutively. The 

schematic diagram provided in Figure 4 describes the program logic and scheme used for the 

sensor system and its communication with the game. 
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Figure 4: Schematic diagram of the sensor program and communication with the game.  

Max Distance: Maximum distance needed for the individual for concentric movements; CC: Concentric movement; 

EC: Eccentric movement 

 

Sensor design considerations 

1. We aimed to develop an affordable, lightweight sensor that can conveniently be placed 

and removed when needed. A portable, lightweight sensor was necessary as the system 

was used by many people unaware of the study; we did not want to leave the sensor 

on the machine to avoid any damage to it. In addition, this feature will help explore 

the future applications of this sensor for other exercise machines. The selected sensor 

system cost $35 CDN and weighed approximately 10 g. 

2.  The sensor was positioned on the machine near the footplate, and the moving slider 

on the shuttle is a thin metal plate placed perpendicular to the sensor; hence it was not 

possible for the sensor to track the movement of the slider. Therefore, I had to attach 

a white cardboard surface to the moving slider of the shuttle to track the movement. 

The distance sensor measures the distance by the reflection of the laser from the 

moving surface; thus, a white surface worked better for this sensor.  

3. During the sensor development process, we conducted numerous trials on the shuttle 

to determine all possible velocity variations, time of response, consistency and, 

distance from the sensor to accommodate individuals of any height (maximum 

distance covered on concentric movement). Children with CP have variations in their 

motor abilities and velocity of movement; hence our aim is to develop a game that 

could accommodate as much variation as possible.  
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Therapeutic considerations  

1. Movement velocity plays a crucial role in strength training. Traditional or power-

based training can be performed in different conditions: a) fast concentric and slow 

eccentric movement (power training), and b) slow concentric and slow eccentric 

movement (traditional strengthening). Therefore, I programmed the sensor to measure 

and respond to eccentric (towards the sensor) and concentric movements (away from 

the sensor) separately.  

2. Movement velocity varies between individuals due to differences in spasticity and 

selective motor control. To consider individuals’ limitations and variations in velocity, 

the calibration feature allows therapists to consider the individual’s ability and decide 

the eccentric and concentric velocities aligned with traditional or power-based 

strengthening. The sensor records the velocities during the initial five sets of 

movements (instructed by the therapist) and calculates the averages of the velocities 

for concentric and eccentric movement separately. The sensor system then uses the 

average to set the velocity thresholds for both concentric and eccentric movements 

(see Appendix C for therapeutic aspects integrated with the sensor).  

Game design and development 

The aim of integrating a video game in therapy was to maximize engagement and 

enjoyment to increase motivation to participate in therapy. Hence, we created an appealing game 

designed for children, leading and directing the player’s experience and considering reducing 

timed-based actions. The game design aspects involved primary focus, anticipation (time to inform 
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the player that something is about to happen), and the announcement of the changes in the game 

using sounds or notifications (145). Specifics about game design are included below. We hired a 

game designer and a game developer for this project. The game developer developed the game on 

Unity, a popular game development engine used for developing 2D or 3D games. The game 

development was conducted in collaboration with the Glenrose Rehabilitation Research, 

Innovation, and Technology group. The final game was installed for use at the Glenrose 

Rehabilitation Hospital (see Appendix C for therapeutic aspects integrated with the game). 

Game mechanics 

Prior to starting the game, therapists program the number of sets and rest time (Figure 5) 

and repetitions (Figure 6) into the gaming system based on the therapeutic plan. The game then 

prompts therapists to establish the desired velocity by instructing the children to perform the initial 

five leg press movements with correct velocity as described above (Figure 7). As described above, 

the sensor system uses these movements to automatically establish a velocity range. 

 
Figure 5: Game screen for the therapist to input the number of sets and rest interval 
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Figure 6: Game screen for the therapist to input the number of repetitions in each set 

 

 
Figure 7: Calibration screen for five consecutive jumps, jumps occur on concentric movement (away from the 

sensor) 

 

The game consists of a game character running from left to right who discovers numerous 

stars (depends on the number of repetitions entered by the therapist) as rewards as the character 

runs through an animated forest (Figure 8). The objective is to achieve the rewards which 

contribute to a total score. To earn rewards, the player has to jump in the game. Jumping can be 

performed by concentric leg press movement, moving one’s feet to apply force on the platform at 

the correct velocity (the one calibrated before), which is detected by the sensor attached to the 

shuttle machine. The jump is triggered as soon as the sensor detects the platform of the shuttle 

moving away at a specific maximum distance that was set for the individual after the test run. The 
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game has two game scenes (Figures 8 and 9), which alternate depending upon the number of sets 

(levels) decided by the therapist. 

 
Figure 8: Level 1 screen; character jumped with correct velocity; gained the star 

Once the game starts, the individual has to continue moving the character forward and 

jumping using consistent velocities for concentric movement to catch the stars and achieve an as 

high score as possible. In concentric movement, when the child produces slower concentric 

movement than required, the character fails to reach the star (either jumping over (Figure 9) or 

moving under the star (Figure 10)). If the child moves with the correct concentric velocity, the 

character catches the star and gains one point for that movement. In keeping with the feedback 

principle of motor learning, we recorded one of the therapists’ voice and used the recordings in 

the game as auditory feedback for the eccentric movement only. When the child produces faster 

eccentric movement than required, the player receives as audio feedback, “Try to lower more 

slowly next time.” Additionally, if the player successfully performs a correct concentric and 

eccentric movement consecutively, positive feedback is provided by the game, such as “Good Job” 

or “Excellent,” and gets one bonus point. Of note, if the player performs correct eccentric 

movement but the concentric movement right before that is incorrect, the player does not receive 

any visual or auditory feedback or a reward. Such a decision was taken in consultation with a 
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therapist who suggested that controlled the concentric movements are comparatively more 

important than eccentric movements. Furthermore, it is suggested that too much feedback may 

interfere with learning tasks with individuals with CP (45); hence we decided to add encouraging 

feedback (“good job”/”excellent”) only for a consecutive correct concentric and eccentric 

movement and corrective feedback (“try to lower more slowly next time”) for the incorrect 

eccentric movement. 

 
 
Figure 9: Level 2 screen, character jumped with higher velocity than required; missed the star 

 

 

 

 

 

 

 

 
 

Figure 10: Level 1 screen; character jumped with slow velocity; missed the star 

The scoring system (top right side of Figure 9, and 10) works as positive reinforcement, 

encouraging self-competition and enhancing performance to obtain a higher score. The scoring 
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feature and visual and auditory cues in the AVG are aimed at improved exercise adherence. The 

level stays the same until the required number of repetitions (jumping in the game) has been 

performed. At the end of each level (set), the player receives encouraging audio feedback “You did 

such a great job” with their score and a timer (displaying rest interval) for their next level if 

applicable. At a final screen, the player will get to see the total score achieved in the game (Figure 

11) (see Appendix C for therapeutic aspects integrated into the game). 

 
Figure 11: Final screen with the game score 

Game design considerations 

1. Aesthetics: We collaborated with the game designer to create the theme of the game, 

overall function, and appearance to create an attractive design appropriate for children 

aged 5-10 years. We aimed to make the experience fun, engaging, and easy to 

understand for children and to guide and encourage correct exercise techniques. 

2. Time of feedback: Setting up the timing of feedback was a challenging task since we 

needed to accommodate all velocity conditions and individuals with different heights. 

Children with shorter heights may take only a few seconds to perform both concentric 

and eccentric movement, which does not leave a lot of time for delivery of two types 

of feedback (concentric and eccentric). Additionally, receiving similar feedback for 
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both movements within seconds could be confusing. Hence, we used a different set of 

cues to manage this. For example, successful jumping indicated that they performed 

concentric movement velocity: catching stars was a visual cue that the velocity was 

within the correct range. Auditory cues include the sound of coins clicking was an 

additional auditory cue that a point had been received. To differentiate between 

concentric and eccentric movement, we used the therapist’s voice for auditory 

feedback. 

3. Ease of use: We aimed to ensure that the system was user-friendly and easy to learn in 

order to decrease the burden on therapists. Therapists were part of the design process 

from the beginning through the feasibility evaluation stage. We developed the system 

to be convenient for therapists to input, and control, exercise parameters, and ensure 

the ability to focus on the children.   

Therapeutic Considerations 

The main principles of motor learning were integrated into the AVG in the following ways:  

1. Practice characteristics and variability 

We integrated “practice characteristics and variability” in the form of the number of levels 

in the game, which represent “number of sets,” and the number of jumps representing the 

“number of repetitions (reps)” in each set. The participant has a break after finishing one 

level, representing the “rest time” required between the sets. The training volume (number 

of sets, reps, rest period) were entered manually by the physical therapist before starting 

the game. The velocity cut-offs in the game were set up based on the average velocity of 

the first five exercise movements instructed by the therapist and was used to provide 
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velocity specific feedback to the participant through the game. The manual entry and 

setting up the velocity range before every session helped to facilitate practice 

characteristics and variability, one of the components of Motor Learning Strategies Rating 

Instrument (142). 

2. Verbal instructions  

To maintain attention and correct movement velocity, as needed, we integrated verbal 

instructions into the system. For example, for concentric movements, slower or faster 

movement than required resulted in missing the stars, thus guiding the player to move faster 

or slower for the next moves. Similarly, game score and creative audio comments in the 

game encouraged them and delivered the information about their performance. 

3. Active participation and motivation  

This game provides instructions or cues only when it is necessary. It allows individuals to 

make mistakes, learn, and figure out on their own how to enhance their performance. To 

integrate this feature, we proposed a points system to reward them for active participation. 

5. Feedback  

To integrate this principle, various creative visual and audio feedback included in the game 

informed the participants about their performance and encouraged them to perform better. 

Evaluation  

 The two aims of this evaluation were to 1) conduct a preliminary evaluation of an outcome 

measurement protocol to determine effectiveness for increasing enjoyment, exercise adherence, 

and motivation, and 2) evaluate user engagement and usability of the AVG.  
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Ethical consideration: This study ( ID: Pro00087186 ) was approved by the University of 

Alberta, Health Research Ethics Board. Information letters and consent forms are provided in 

Appendices F, G, H, J.  

Study Design: We used a single case (ABAB) design for this preliminary evaluation (146). 

The single-subject design is useful for evaluating the effects of a single intervention with a small 

group of participants. The ABAB design provides an opportunity to demonstrate the effects of the 

manipulation of the independent variable (video game), and re-implementation of the intervention 

in a second “B” phase with the benefit of an additional demonstration of experimental control 

(second AB) (146). The child started the therapy with the baseline (A phase; baseline, no video 

game). The conditions were then alternated and repeated with the intervention condition (i.e., with 

the AVG). In addition, at least three sets were performed to obtain three data points in each phase. 

The type of training, i.e., traditional strength training or power training on the shuttle, was selected 

by the therapist irrespective of the phase.  

Participants: The original plan was to recruit five children with CP; however, participant 

recruitment and data collection were stopped due to COVID-19 restrictions. Hence, a preliminary 

evaluation of the game was conducted with only one child with CP. The criteria include children 

(aged 5 to 10 years) with CP with GMFCS Level I - III with the ability to view a computer screen 

from a distance of 6 to 12 feet. We excluded children if they or their parents were unable to speak 

and read English to ensure their ability to complete the questionnaires and understand the feedback 

provided from the game. A planned sample size of five was selected as five is an acceptable 

number for single-case designs (146). 

Participant Recruitment: Children with cerebral palsy who attended the Glenrose 

Rehabilitation Hospital strengthening program were invited by their physical therapists to 
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participate. Interested participants contacted the researchers directly or signed an Alberta Health 

Services release of information form (see Appendix E). They subsequently were contacted by the 

researchers. Prior to data collection, the parent and the therapist received an information letter 

(Appendices F & G) and completed a consent form (Appendices H and I). Child participants 

provided an informed assent (Appendix I).  

Data collection and analysis 

Enjoyment and exercise adherence were evaluated using a single subject (ABAB) design, 

and the motivation was also assessed after each trial. The results of motivation could not be 

assessed using single-subject design as we obtained only one data point in each phase, a minimum 

of three data points are needed to qualify for a single subject research design (146). In addition, 

information about overall user experience (system usability) and engagement with the game 

(conducted at the final session only) was collected during informal interviews at the end of the 

final session. The child participated in two sessions of strength training (i.e., traditional strength 

or power training, the therapist decided the type of training based on the child’s training needs) on 

the shuttle without the game and two sessions of the same exercise with the AVG. Sessions were 

videotaped and subsequently coded for enjoyment and exercise adherence (see below). In addition, 

the child completed the Intrinsic Motivational Inventory (Appendix K) to measure motivation 

(objective 1). Finally, we collected parent and therapist feedback through interviews at the end of 

the final therapy session to learn about their perspectives about engagement, usability, other overall 

impressions of the game, and use of the game to augment strength training (Objective 2). 

Data collection included 1) videos of the child completing exercises with and without the 

AVG (all four sessions) were used for behavioural coding for enjoyment and exercise adherence, 

2) Measurement of motivation using the Intrinsic Motivation Inventory (147) (after all four 
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sessions), 3) The Game Engagement Questionnaire (GEQ) (148) to evaluate the child’s perceived 

engagement offered by the AVG (after final session only). 4) System usability score –therapist’s 

perception of the implementation and usability of the designed game for the therapeutic purpose 

(after final session only). 5) Informal interviews with the parent and the therapist about their 

perspectives. The participant received a $25 gift card as a gesture of appreciation for his 

contributions to the evaluation.  

The time duration of the sessions was consistent with the typical intervention session length 

(approximately half an hour). I set up the sensor and the game before each session and performed 

a test run to calculate the maximum distance the child could reach based on his height. On starting 

the game, the treating therapist programmed the exercise routine by entering the rest time, the 

number of sets, and the number of repetitions required by the participant. 

Behavioral coding 

Enjoyment and exercise adherence were evaluated from video recordings using behavioral 

coding techniques for each outcome. The original plan was to have two independent observers 

code the videos. However, due to lack of sufficient participant recruitment in the evaluation, I 

alone performed the behavioral coding. To avoid behaviour change due to the camera, I started the 

video recording before starting the therapy session (during the previous exercise) to allow 

desensitization to the camera. At least three sets were conducted in each session. The duration for 

each set may have varied due to differences in exercise parameters. The behavioural coding was 

conducted from the beginning to the end of each set, which gave us three data points in each phase 

to establish dependent measure stability. 

 We used the interval recording method to code the target behaviors throughout the session. 

The session was divided into short intervals of 5-seconds each, and the target behavior was scored 
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as having occurred or not occurred at each interval. If the behavior was ongoing with an unclear 

beginning or ending or occurred for an extended period of time, it was scored during each interval 

in which it had occurred. Specific information about operational definitions and coding for each 

outcome (i.e., enjoyment and adherence) to exercise is described below. 

1. Enjoyment: The working definition of enjoyment is “an optimal psychological state (i.e., 

flow) that leads to performing an activity primarily for its own sake and is associated with 

positive feeling states” (149). The more that individuals are in situations in which 

enjoyment may be experienced, the greater the possibility that perceptions of competence 

and feelings of self-determination contributing to increased intrinsic motivation (60). Fun 

and enjoyment are commonly stated reasons for video gaming (150). Items on the observer 

checklists are described below with score sheets for enjoyment behavior:  

• Smile- The Cambridge Dictionary (151) describes a smile as an expression on the face in 

which the ends of the mouth curve up slightly, often with the lips moving apart so that the 

teeth can be seen, expressing happiness, pleasure, amusement, or a friendly feeling. In this 

evaluation, we included any facial expression that includes lips tugged upwards, and the 

curve of the mouth need not be equal on both sides of the face.  

• Laughter- According to the Cambridge Dictionary (152), laughter can be described as an 

act of smiling while making sounds with voice. For this evaluation, a smile with an open 

mouth, creating sounds that indicate pleasure or fun, was included as laughter. 

• Cheering- Cheering is an act of giving loud sound (through voice or hitting something) as 

approval, excitement, encouragement, or achievement. Any positive body language with 

sound or comments like yay, yes, clap, hitting on something that shows their excitement 
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towards the activity. Cheering also included any positive comments by the child about the 

activity. 

A sample for the rating for enjoyment indicators is provided in Appendix D. 

2. Exercise adherence: The main goal of using the AVG was to augment exercise and 

facilitate exercise adherence, and therefore it was important to evaluate if the functions in 

the game fulfill the strength training exercise requirements such as the number of sets, reps, 

rest time, and speed. Adherence is defined by WHO as the ‘extent to which a person’s 

behavior corresponds with agreed recommendations from a healthcare provider. In the 

preliminary evaluation, exercise adherence means the degree to which a person’s behavior 

corresponds with recommendations from guidelines for lower limb strength training/ 

power training. The physical therapist was told that she could provide comments or 

instructions during the sessions whenever needed irrespective of the conditions (with or 

without AVG). As a proxy for adherence, we coded the frequency of corrective comments 

required by the therapist in each session. For example, if the therapist encouraged the child 

to go faster or slower or encouraged the child to continue if he stopped prior to finishing a 

set. We used the interval recording method to measure the target behaviors throughout the 

session. Each session was divided into short intervals of 5 seconds each, and the target 

behavior was scored as having occurred or not occurred at each interval. If the behavior is 

ongoing with an unclear beginning or ending or occur for a long period of time, it was 

scored during each interval in which it had occurred. A sample for the rating for exercise 

adherence is provided in Appendix D. 

Items on the observer checklists are described below with score sheets for exercise 

adherence: 
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• Therapist instructions to move faster or slower- We instructed the physical therapist to 

provide a comment whenever needed. Any comment that included an instruction to 

move faster or slowdown was marked down on the score sheet.  

• To start moving or stop-  In case the child stops in the middle of the set or starts at the 

wrong time, the therapist instructed the child to stop or start the movement. Any 

instructions that indicated child to start movement were included, such as “push up,” 

“push down,” or “move up” were considered as corrective feedback to start.  

 

After behavioural coding, the graphs of individual behavioural data for each 

outcome (enjoyment and exercise adherence) were presented. The data were graphically 

displayed over the course of the baseline and intervention phases. Visual inspection was 

conducted by judging the changes in means, and the percentage of non-overlapping data 

(PND). For enjoyment, the desired behaviour was expected to increase; hence, the PND 

was calculated by dividing the total number of data points in the intervention phase that 

exceeded the highest data point in the baseline by the total number of data points in the 

intervention phases and multiplied by 100. The mean difference in scores was discussed 

descriptively, and the video recordings were observed to identify the possible reasons for 

specific behaviour or change in levels. 

Motivation 

Self-determination theory (SDT) focuses on human’s ability to acquire the motivation for 

initiating a health-related behaviour change and maintaining them over time. Motivation can be 

defined as a current sensational state that modulates the (cognitive or behavioural) effort an 

organism is willing to invest to achieve internal or external goals (63). SDT suggests two types of 
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motivation regulating one’s behaviour – Intrinsic motivation and extrinsic motivation. Intrinsic 

motivation is defined as performing an activity because of its inherited satisfactions, such as 

feelings of enjoyment, personal accomplishment, and excitement. Extrinsic motivation refers to 

doing an activity for instrumental reasons or when behaviour and outcome are separable such as 

to gain tangible outcomes such as social recognition or seeking power or influence (153). Video 

games can be intrinsically motivating because of their inherently enjoyable nature created by 

offering rewards in the form of wins or game scores (63). 

We used the Intrinsic Motivational Inventory (22-item scale in Appendix K) (147) as a tool 

to rate the child’s motivation during the therapy session. The instrument assesses participants' 

interest/enjoyment, perceived competence, felt pressure and tension, and perceived choice while 

performing a given activity within six subscales. The tool is flexible, hence different versions of 

the scale have been used depending upon the study question (154). It has four subscales: 

interest/enjoyment, perceived choice, perceived competence, and pressure/tension. The 

interest/enjoyment subscale is considered the self-report measure of intrinsic motivation; 

perceived choice and perceived competence are theorized to be positive predictors of both self-

report and behavioural measures of intrinsic motivation. Pressure tension is theorized to be a 

negative predictor of intrinsic motivation. The participant completed the questionnaire after each 

session, and the total scores for each subscale were calculated for all four phases. The data were 

presented graphically for each subscale over the course of baseline and intervention phases for the 

participant. 

Post-therapy measures 

The second objective was to assess the usability of the developed game and overall 

impression, for which we used the Game Engagement Questionnaire (GEQ) to assess user 
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engagement with the game system, and the System Usability Scale to evaluate the usability of the 

AVG as a therapeutic tool for lower limb strength training with children with CP. We conducted 

informal interviews with the parent and the therapist to collect their feedback about various aspects 

of the game and its application to therapy. The tools are described in more detail below.  

User engagement: To measure user engagement, it is necessary to understand and identify 

core attributes that develop engaging behaviour. Brockmyer et al. (2009) developed a theory-based 

measure of engagement in playing video games that can be useful in assessing the potential impact 

of playing video games (148). This includes identification and defining core attributes such as 

immersion, presence, flow, psychological absorption, and dissociation. The Game Engagement 

Questionnaire (GEQ) (Appendix - L) is a 19-item scale that assesses several aspects related to 

gameplay engagement. These include presence, flow, immersion, and absorption (148). It includes 

statements such as “I lose track of time,” to which participants responded “no,” “sort of,” or “yes.” 

I selected the GEQ because it specifically measures participant engagement in digital games and 

because the items in this instrument have been tested for validity and reliability. (148). The child 

was asked to fill the GEQ (Appendix L) only after the completion of each session with the AVG. 

To create a composite score, scores of yes were assigned 3, sort of as 2, and no as 1, were tallied 

to create a total score. We used the GEQ scores to compare the level of engagement of the child 

between the two sessions with the AVG. 

Usability of the therapeutic gaming system: Usability of a system is defined as “an extent 

to which a product can be used by specified users to achieve specified goals with effectiveness, 

efficiency, and satisfaction in a specified context of use.” (155). User-focussed designs help in 

making the product as usable as possible. User testing during the product development phase can 

help make improvements that can benefit the end user (156). The “System Usability Scale” (SUS) 
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(157) (Appendix K) is a rating scale that we employed to measure the usability of the therapeutic 

game developed for children with cerebral palsy. The SUS (Appendix-K) contains ten questions 

based on the Likert five-point scale; the scoring rule is as follows: (1) based on the level, each 

problem has a base score that ranges from 1–5, which corresponds to the range from “strongly 

disagree” to “strongly agree”; (2) the scores for questions 1, 3, 5, 7, and 9 are equal to the base 

score minus 1; the scores for questions 2, 4, 6, 8, and 10 are equal to five minus the base score; (3) 

the scores of the ten questions are added to obtain the total score of the questionnaire; and the 

questionnaire SUS score is the total score times 2.5.  

Table 1: Criteria for deciding the system usability. 

SUS Score Grade Adjective Rating 

> 80.3 A Excellent 

68 – 80.3 B Good 

68 C Okay 

51 – 68 D Poor 

< 51 F Awful 

 

This questionnaire was completed at the final therapy session by the parent and therapist. 

The results provided information about the usability of the gaming system for lower limb therapy 

in children with CP.  

Interviewing: After completing all the sessions, we conducted an informal interview with 

the parent and therapist (Appendices L and M). The interviews were recorded, and notes were 

taken regarding their views on the game features, its application as a therapeutic intervention, and 

issues faced by the participant or the therapist, suggestions on desired changes in the system. The 
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therapist had an additional question regarding the alignment of game features with the exercise 

program, and ease of use of the system. The interview questions for the therapist and the parent 

are provided in Appendices N and O. 

Findings 

A nine year old child classified as GMFCS level II participated in this study. The following 

are the results obtained from the single-subject design, questionnaires, and interviews:  

Enjoyment: The graph in Figure 11 demonstrates the enjoyment expressed as the mean 

responses (left side) observed in each set in each session per minute and enjoyment expressed as 

the percentage of the 5-second interval during which the child expressed enjoyment. The visual 

analysis of the graph and percentage of PND suggest that the use of the AVG to augment lower 

limb strength training was effective in increasing the enjoyment level of this child. The percentage 

of interval mean at baseline (session1 without the AVG) was 5.9%, which increased to 10.8% 

when the conditions were altered from the control to intervention. No enjoyment indicators were 

observed when the conditions were reversed. Again, when the conditions were altered from the 

control to the intervention phase, the mean increased to 38.9. The changes in the mean across 

phases suggest that the use of video game raised the enjoyment level experienced by the child 

during the therapy. In addition, the difference in mean response between the two intervention 

phases (session 2 and session 4) indicates that the enjoyment level may also depend on the 

development of improved skills and understanding in the game. The instability and drop-in 

enjoyment responses during set 3 in each intervention phase might be attributed to the scoring 

system of the game. It took some time for the child to adjust to the game and start scoring well, 

which compromised the total score in the game. The child seemed disappointed with the score by 

the end of the session, which is one of the issues that may need to be addressed on further 
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development and research. Five out of six (83.33%) data points in the intervention phase exceeded 

the highest data point in the control condition, which means the AVG was effective in raising the 

enjoyment level in the child. However, it is noted that in addition to the feedback from the game, 

the child received encouragement from the therapist on achieving the target. Video recording 

observations indicated that the 2-3 smiles in the session might have occurred due to external 

encouragement. The video recordings also revealed that the enjoyment indicators in the control 

condition occurred due to lack of focus in the therapy and moving the slider fast back and forth, 

while in the intervention condition, the responses occurred on performing the task correctly. In 

addition, after finishing each session, the child was asked if he wants to continue the exercise. He 

seemed excited during session 2 and completed three more sets in session 2, which indicates that 

the use of the AVG might help increase participation and adherence to the therapy. 

 

Figure 12: Enjoyment ratings 

PND= (5/ 3+3) *100= 83.33% 

Data are expressed as the mean enjoyment responses occurred per minute (left) and the percentage of 5-

second intervals (right) during which the child expressed enjoyment within a set (time varied from 45 to 95 

seconds), each session. The highest point in each A phase was used to calculate PND because an increase in 

enjoyment indicators was desired with the treatment. 

Exercise adherence: Figure 12 demonstrates exercise adherence expressed as the mean of 

the number of therapist’s corrective comments provided to the child per minute. Figure 12 displays 
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exercise adherence expressed as the percentage of the 5-second interval when the child received 

corrective feedback by the therapist. On visual inspection, the desirable change in level was 

indicated by the reduction in the mean the percentage of interval for the therapist’s correct 

feedback. The mean percentage of the interval was 64.9% at the baseline, which dropped to 45.2% 

when the condition was altered from control to intervention for the first time. Although the change 

in corrective feedback occurred in the anticipated direction, the less magnitude of change could 

possibly be attributed to the first-time introduction of the game, which needs some time to 

understand the functions well. The observations from the video recordings showed that during 

session 2, the child had difficulty understanding how far he has to go to get the point, and it took 

him some time to figure out how the game worked. When the conditions were altered from the 

intervention to the control phase, the mean increased to 52%. However, on further alternation of 

the condition from the control to the intervention the change, the mean lowered to 9.2%, which 

means the therapist did not need to provide much feedback on the movement and velocities as 

compared to the control phase. The PND result suggests that only 66.66% of data points in the 

intervention phase were less than the lowest data point in the control group. As the PND results 

are below 70%, the effectiveness of the AVG on exercise adherence is inconclusive. 
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Figure 13: Therapist corrective feedback (frequency per minute) 

 

PND= (4/3+3) *100=66.66% 

Data are expressed as the mean of corrective feedback given by the therapist within a set (time varied from 45 to 95 

seconds), each session. The lowest point in each A phase was used to calculate PND because a decrease in corrective 

feedback was desired with the treatment.  

 

 
Figure 14: Therapist’s corrective feedback (percentage of intervals) 

 

PND= (4/3+3) *100=66.66% 

Data are expressed as the percentage of 5-second intervals during which the child received corrective feedback within 

a set (time varied from 45 to 95 seconds), each session. The lowest point in each A phase was used to calculate PND 

because a decrease in corrective feedback was desired with the treatment.  

 

Motivation: Figure 12 demonstrates the scores for subscales Intrinsic Motivation Scale in 

each session. Although the change is small, the child seemed to enjoy video game therapy sessions 

more than regular therapy. On observation of the video recordings, the child was observed to be 

more focused on the game screen and seemed motivated to control the movements based on the 
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feedback by the game. In sessions without the AVG, the child seemed distracted by the other 

people (therapists and patients) and things in the room; he had difficulty following his therapist’s 

instructions due to the distractions. During sessions with the AVG, he stopped looking around the 

room and focused on his task.  

Based on the total score of perceived competence subscale, a slight increase was observed 

in perceived competence scores in sessions 2 and 4. The child perceived himself as more skilled 

and confident about his performance in the task when exposed to the therapy with the AVG 

compared to regular therapy. The scores of pressure/tension subscale across the phases remained 

constant except during the first session (without the AVG). His pressure/tension level seemed to 

reduce after Session 1 as it was the first time when the child was using the shuttle. Hence, the 

results indicate that exercising with the AVG did not put the child into any pressure on the child 

to perform. The scores in perceived choice remained constant when the phases were altered from 

the control to the intervention phase, when the phases were reversed, the scores increased by 

42.86% and remained constant when the phases were further altered from the control to the 

intervention. 

 
 
Figure 15: Intrinsic motivation subscores in each session 
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Game Engagement- The total GEQ score obtained after session 2 (with the AVG) was 38, 

while the total GEQ score for session 4 (with the AVG) was 48. The observation of the video 

recordings of both of the sessions supports the results obtained by the GEQ. During session 2, the 

child complained about the game and called it “boring” on a further discussion, he said that “the 

game was boring because it was too difficult for him.” However, during session 4, he completed 

the task well and scored more than in session 2, and the video recording did not reveal frustration 

or negative comments about the game. Hence, the difference in the engagement level might be 

attributed to the exposure to a new game rather than the nature of the game. The GEQ subscale 

scores seemed to improve in session 4 compared to session 2 as follows: 1) absorption increased 

by 66.6%, 2) flow increased by 23.1%, 3) Pressure scores remained the same, and 4) immersion 

increased by 50%. The mean score from both sessions was 43. 

System usability: The total score of the system usability scale was 72.5/100 (grade B 

level), which means the therapist considered the system suitable for use. The results suggest that 

the therapist considered the system quick to learn and convenient to use and agreed that the game 

and the exercise were well integrated. The therapist did not find any inconsistencies in the game. 

In addition, the therapist agreed that she did not have to put a lot of effort to learn and understand 

the system before using it. 

Interviews - Interview answers with the therapist favour the use of the video game AVG 

for lower limb training on the shuttle. The therapist considered the game system easy to set up and 

easy for the child to follow. The therapist perceived that the child paid more attention to the AVG 

compared to therapy without the AVG, in which he kept getting distracted by other things 

happening in the room. Although the game helped the child to pay more attention to the exercise, 

the therapist recommended adding visual cues for eccentric movements as well. She noticed that 
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the child switched quickly from eccentric to concentric movement, and sometimes did not even 

complete the eccentric movement due to the excitement of catching the next star. Observing the 

video recording confirmed that the stars as a visual cue for concentric movement guided the child 

on how far he needed to extend his legs and how fast or slow he needed to go. While for eccentric 

movement, the game has only audio instruction, which did not appear to attract enough attention 

for the child to complete the movement. Overall, the therapist feedback suggests that the game was 

useful in maintaining attention, controlling the movements, and positive reinforcement, and 

challenges both motor and cognitive abilities. The therapist suggested the addition of a feature that 

would enable saving an individual’s profile in the game, which will not only help therapist in 

programing the exercise routine (increasing or decreasing the velocity, changing weights, sets or 

repetitions), but the feature might also make individuals compete with their score and improve 

performance. Other suggestions include changing the music as the level gets harder, and 

convenience to change the velocity and/or weight if the child is able to catch all the stars easily.  

Although the child’s grandmother was only present in two of the sessions (session 1 and 

session 4), I interviewed her to gain insight into her opinions about the use of the game. She 

suggested that the child likes the game, and the smiling faces and hearts on catching the stars kept 

him engaged throughout. She also indicated that his performance was better in the session with the 

AVG. She observed changes in his behavior; during session 1(without video game) where he 

moved too quickly and did not take the exercise seriously, while during session 4 (with the AVG), 

she observed him going slow to gain rewards in the game. She added that the child had a long day 

at school and was tired during the session with the AVG as compared to the without the AVG, 

which was conducted in the morning. Overall, the feedback from her confirmed that the game had 

some valuable contribution towards the engagement and attention throughout the therapy session.  
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Challenges  

 Through evaluation, I discovered new issues and aspects of the game, which were not 

realized during the prototyping stage. For example, there was no visual cue for the eccentric 

movement. It was much easier for the child to remember and control the speed for concentric 

movement as compared to the eccentric movement. I noticed that the absence of any visual cues 

or visual targets while moving toward the sensor made it difficult for the child to learn and control 

the speed during the eccentric movement. Although integrated audio instructions recorded by one 

of the therapists at the GRH were helpful to an extent, we think that additional visual cues can 

make the game more effective for the therapy. 

In addition, the child had a negative response towards the scoring system in the game. In 

the game, the child could see the score at the end of each level. Although the child seemed excited 

throughout the session, he showed frustration when the game ended. The score was cumulative, 

and consisted of the scores obtained at each level so, if he performed better at the last level, the 

overall score did not reflect his expectation for points and therefore he was disappointed with his 

score. The game requires trial with other children to determine if there is a personal factor involved 

or an issue with the scoring system. If the scoring system is not optimal, we will need to develop 

a creative way to show progress by the end of the therapy without creating disappointment with 

the game. A possible option could be to replace the numbers with different achievement levels 

depending on their performance, for example, using bronze, silver, and gold tier to provide a sense 

of achievement. 

Participant recruitment was one of the major challenges that we faced during this 

evaluation. It was already challenging to recruit children with cerebral palsy, and the age 

requirement of 5 to 12 years old made it more challenging to recruit participants for this evaluation. 

Additionally, since we needed physical therapist’s feedback who are explicitly using the shuttle 
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for lower limb strengthening, we decided to recruit the participants who are already involved in 

this program. The decision to recruit through the hospital delayed the trial as we had no control 

over the recruitment. 

Discussion 

The current paper described the process of designing and developing an AVG to augment 

lower-limb strength training in children with CP and discussed the challenges throughout the 

process. In addition, the feasibility evaluation of the AVG provided a preliminary understanding 

of the feasibility and usability of the game by assessing the level of enjoyment, motivation, game 

engagement, and system usability. Interviews with the therapist and the parent highlighted the 

aspects of the game that couldn’t be evaluated through the observation and the questionnaires. The 

results indicated that the AVG was successful in increasing the enjoyment during the therapy 

compared to the therapy without the AVG. However, after keen observations through the video 

recordings of the sessions and feedback from the therapist, issues with the scoring system and lack 

of sufficient feedback led to some confusion and frustration while playing. The results from 

behavioral coding of corrective feedback by the therapist support the observation on lack of 

adequate feedback. The feedback from the therapist highlighted the problem with a lack of 

guidance in eccentric movement as compared to concentric. Other positive aspects of the AVG 

observed by the therapist and the parents are controlling the movement and directing the child’s 

attention to the exercise. The therapist’s ideas new features and game modifications, such as saving 

individual profiles and progress and the need for a visual target for eccentric movement, are some 

of the possibilities for future improvement in the game. 

For effective game design, Lyons (2015) (158) described various mechanism of feedback, 

challenges, and rewards could be used in improving the enjoyment of exergames. However, motor 
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and cognitive limitations, and specificity of the therapeutic exercise limit the application of some 

of the mechanisms. We followed Harnandez et al. (2013) (58) recommendations for designing 

exergames for children with cerebral palsy such as avoiding the need of carefully timed actions, 

enabling a simple control (jump and land) and reducing visual-spatial reasoning or precise 

positioning by providing a fixed target that depends on specific leg movement and balancing the 

differences in gross motor abilities. The present study demonstrates that despite challenges and 

restrictions with therapy guidelines, it is possible to create exergames by including therapists and 

children with CP in their design process itself.  

The following are some of the important lessons learned throughout the AVG development 

and feasibility evaluation. 

Balancing physical therapy goals and game design 

We had a wide range of conditions and variations in strength and power training. A 

compromise was needed between fun elements in the game design and restrictions with therapeutic 

needs and concepts. For example, popular 2D runner games like Super Mario® includes the 

occurrence of exciting events and actions, for example, unexpected enemies or rewards on the 

way, gaining and losing power, which was not possible in this game as the therapeutic guidelines 

required the same movement occurring in a specific time. In addition, we had to avoid negative 

reinforcement, which narrowed our options to create a more interactive environment in the game. 

On the other hand, some of the therapy-related issues were also compromised, such as keeping the 

knees together while pushing the weight back and forth due to the inability of the current sensor 

to track knee movement. With the help and suggestions by therapists, the designer, and the game 

developer, I was able to add therapeutic features like feedback for eccentric movement, verbal 

feedback, etc., in later stages of the development. 
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Importance of involving therapists and children in design and development 

The involvement of therapists who have worked with children with CP guided me in the 

overall design and development process. For example, the position of the sensor on the machine 

was decided with a therapist to avoid any interruption or discomfort in using the machine and 

damage to the sensor as well. Similarly, a therapist played the game on different exercise 

conditions to ensure the correct time of response and feedback through the game. Regular meetings 

with the therapist at the Glenrose Rehabilitation Hospital led to the identification of major concerns 

with the game. For example, initially, the game was designed to focus on concentric velocity only. 

Still, on one of the game trials, the therapist suggested including feedback for eccentric movement 

as well as children tend to extend their legs too quickly. The game developer and I modified the 

scoring system to add one more point as a reward for correct concentric and eccentric movement 

consecutively. In addition, therapist commands were recorded and added to provide feedback 

correct eccentric movement. In addition to the therapist’s feedback, I believe trials and feedback 

by children with CP and their parents could help to make significant improvements in the game to 

accommodate variations in the level of sensitivity, height, and all possible velocities.  

Possibility of increasing the level of fun and enjoyment in the therapy  

The game was successful in maintaining a consistent velocity and controlling the 

movements for the participant during the evaluation. However, the events in the game were simple 

and may not be exciting enough for every child; in addition, longer duration therapy will need 

more advanced design and a storyline to maintain the excitement among the children. For longer 

therapy sessions, the introduction of a variety of game choices, levels, and features might help in 

keeping them interested in the activity for a more extended period of time. Designing a common 

theme that is exciting for the age group 5 to 18 years old with adjustable difficulty level based on 



 92 

the individual’s age, motor, and cognitive abilities might be more impactful, and more people 

could benefit from it. 

For future development of AVG games for children with CP, we suggest interdisciplinary 

teams of therapists, engineers, designers, and behavioral researchers as it helps in maintaining a 

balance of game design and therapeutic principles. Although commercial systems are popular in 

gaming rehabilitation, a few researchers have developed innovative sensor-based gaming 

controllers for exergaming (159–161). The sensor-based system facilitates the measurement of a 

variety of exercise-related parameters using a combination of sensors at an affordable cost. More 

development in sensor-based gaming technology is needed to realize its potential in the field of 

rehabilitation.  

Limitations  

 The findings in this evaluation are based on the evaluation by one participant. More work 

is needed on the game design to ensure it is interactive and interesting. Since only one participant 

participated in this evaluation, the rating for enjoyment and exercise adherence was not performed 

by an independent observer. This may have led to some bias in observation from the video 

recordings. Although the items in the GEQ are validated and reliable, the authors did not continue 

further research on this tool, and they do not provide specific instructions on the method of 

calculating the total score. In addition, the use of subscales of the GEQ has not been validated yet. 

Conclusion 

In conclusion, a sensor-based video game was developed in collaboration with therapists, 

engineers, and a game designer for lower limb strength training on the shuttle in children with CP. 

The game integrated principles of strength training (18) and Levac’s Motor Learning Strategies 

(142) for therapeutic gains. The design process involved prototyping and re-iterations based on the 
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feedback and trials by therapists. The game was evaluated by a child in a single-subject research 

design, and the results demonstrate that the video game was feasible, and the tools were useful in 

increasing the level of enjoyment, controlling the movement, and directing the attention to the 

exercise. Although the corrective feedback by the therapist reduced in intervention phases, the 

percentage of non-overlapping data was only 66.66%, which cannot be considered as clinically 

meaningful. Such a result could be the consequence of insufficient feedback for eccentric 

movements. The therapist suggested a few changes for improving the AVG, including the need for 

visual cues for eccentric movements and saving individual profiles and progress.
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Chapter 4 

General discussion and conclusions 

Main Findings 

This thesis included two parts: the first part of the thesis was a systematic review and meta-

analysis aimed to examine the effectiveness of video game interventions on rehabilitation 

outcomes in children with cerebral palsy (CP). The studies included in the systematic review 

(n=19) were parallel randomized controlled trials and randomized cross-over trials, which 

compared video games with no therapy, video games with regular therapy, or video games and 

regular therapy with regular therapy alone. The Cochrane Risk of Bias, version 2nd (RoB-2) (88) 

was used to assess the risk of bias and study quality and the Grading of Recommendations 

Assessment, Development, and Evaluation (GRADE) (90) was used to evaluate the quality of the 

evidence for outcomes (91). The body of evidence in the systematic review was weak due to the 

limited number of studies with a high risk of bias, small sample sizes, and variability in assessment 

tools. Factors influencing the results of this systematic review include poor reporting of 

interventions, poor reporting methods and outcomes in the majority of the randomized control 

trials, insufficient duration of the intervention for changes to become apparent, and the use of 

inappropriate or unmatched games for the specific outcomes they were trying to achieve. Overall, 

we assessed the evidence related to outcomes such as balance, gross motor function, walking 

abilities, and upper limb function is weak and inconclusive.  

The studies included in this systematic used two different approaches to the use of video 

games in rehabilitation for children with cerebral palsy. Some studies evaluated video games as 

alternatives to traditional rehabilitation (compared video games to no therapy), while others 

viewed games as strategies to augment conventional therapy (compared video games alone of plus 
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therapy to regular therapy). The majority of the studies (n=15) used commercial games by 

Nintendo Wii®, Eye toy system, and Microsoft Kinect®, and only four studies used the video games 

that were customized or specially designed for therapy in children with CP. For an effective video 

game intervention, consideration should be made related to the specificity of the therapy and 

variations in the needs and abilities of children with CP. Hence, there is a chance that the children 

with CP could benefit more from customized or specially designed games based on the therapy. 

While some of the commercial games are engaging and popular among children, researchers 

developing specially designed video games for children with CP need to focus on creating highly 

interactive and immersive games that are engaging and in alignment with the therapeutic tasks 

required. That is, games can be specifically designed using therapeutic principles, including 

principles of motor learning, to maximize therapeutic benefit.  

 We addressed this gap by specially designing an immersive video game with a sensor 

controller to augment lower limb strength training in children with CP with the assistance of a 

designer, engineers, and pediatric physical therapists. The second part of the thesis contains a 

description of the design and development and preliminary evaluation of a video game for lower 

limb strength training on the Shuttle for its feasibility and usability and therapeutic intervention. 

The elaborated process of design and development of the game controller and the sensor 

demonstrates the considerations that should be made to design a video game for children with CP. 

The considerations include the specificity, amount and structure of the exercise/therapy, other 

therapeutic strategies involved in the therapy, variations in needs, preferences, and capabilities of 

individuals with CP, and behavioral changes in enjoyment, motivation, and engagement that play 

a crucial role in improved outcomes (63,162). In addition to the therapeutic and behavioral aspects 

of designing, studies recommended some design considerations on game mechanics, story, 
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challenges and feedback mechanics, incentives/rewards (158,163). A lot of general considerations 

of game design may not be applicable for children with CP. Therefore, Harnandez et al. (2013) 

(58) design recommendations such as avoiding the need of carefully timed actions, enabling simple 

a control (jump and land) and reducing visual-spatial reasoning, precise positioning, and balancing 

the differences in gross motor abilities can be helpful for future researchers and designers. In 

addition, the involvement of therapists and children with CP at the initial stages of development is 

useful for better design and improved outcomes (164). 

The results from behavioural evaluation of one participant indicated that the AVG was 

successful in increasing the enjoyment during the therapy compared to the therapy without the 

AVG. After keen observations through the video recordings of the sessions and feedback from the 

therapist, I found some issues with the scoring system and lack of sufficient feedback led to some 

confusion and frustration while playing. The results from behavioral coding of corrective feedback 

by the therapist support the observation on lack of sufficient feedback. The feedback from the 

therapist highlighted the problem with lack of guidance in eccentric movement as compared to 

concentric. Other positive aspects of the AVG observed by the therapist and the parents are 

controlling the movement and directing the child’s attention to the exercise. The therapist’s ideas, 

new features, and game modifications, such as saving individual profiles and progress and the need 

for a visual target for eccentric movement, are some of the possibilities for future improvement in 

the game. Evaluation with more participants will help in developing more understanding of the 

feasibility of the game for lower limb strength training in children with CP. 

Future Research Directions 

Better quality of studies is needed to build a strong quality of evidence for the effectiveness 

of the video game on various rehabilitation outcomes in children with CP. Stronger reporting of 
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randomized trials such as those outlined in the CONSORT guidelines (136,137) is recommended 

to strengthen this body of evidence. Prior to evaluating effectiveness through randomized trials, 

and single-case research design studies with children with cerebral palsy might be helpful in 

understanding the level of engagement, and efficiency of the game on the outcomes targeted by 

the specific game. 

I understand that commercial games are not designed based on therapeutic guidelines, 

which could contribute to the insignificant between-group differences. Although the commercial 

games can be utilized as a tool augment to the regular therapy program for increased enjoyment 

and participation, customizing existing commercial games or specially designing the game for 

children with cerebral palsy should be considered to target specific therapy needs. In addition to 

the game design principles, researchers should consider game development recommendations that 

were especially proposed for game designing for children with CP (58). Also, multidisciplinary 

teams for game design and development and involvement of therapists and children with CP during 

the prototyping and iteration stage is useful in developing an efficient game therapy system.  

 



 98 

References 

1.  Sterne JAC  et al. RoB 2: A revised Cochrane risk-of-bias tool for randomized trials. BMJ 

(in Press [Internet]. 2019;(July):1–24. Available from: https://methods.cochrane.org/ 

2.  Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello P, et al. 

GRADE: An emerging consensus on rating quality of evidence and strength of 

recommendations. Chinese J Evidence-Based Med. 2009;9(1):8–11.  

3.  Ryan R, Hill S. How to GRADE the quality of the evidence. Cochrane Consum Commun 

Gr [Internet]. 2016;Version 3.:1–24. Available from: https://cccrg.cochrane.org/author-

resources 

4.  Ng JYY, Ntoumanis N, Thøgersen-Ntoumani C, Deci EL, Ryan RM, Duda JL, et al. Self-

Determination Theory Applied to Health Contexts. Perspect Psychol Sci [Internet]. 

2012;7(4):325–40. Available from: 

http://journals.sagepub.com/doi/10.1177/1745691612447309 

5.  Ryan RM, Rigby CS, Przybylski A. The motivational pull of video games: A self-

determination theory approach. Motiv Emot. 2006;30(4):347–63.  

6.  Lyons EJ. Cultivating Engagement and Enjoyment in Exergames Using Feedback, 

Challenge, and Rewards. Games Health J. 2015;4(1):12–8.  

7.  Baranowski T, Buday R, Thompson D, Lyons EJ, Lu AS, Baranowski J. Developing 

Games for Health Behavior Change: Getting Started. Games Health J. 2013;2(4):183–90.  

8.  Hernandez HA, Ye Z, Graham TCN, Fehlings D, Switzer L. Designing Action-based 

Exergames for Children with Cerebral Palsy. 2013;1261–70.  

9.  Baranowski T, Blumberg F, Buday R, DeSmet A, Fiellin LE, Green CS, et al. Games for 

Health for Children - Current Status and Needed Research. Games Health J. 2016;5(1):1–

12.  

10.  Schulz KF, Altman DG, Moher D, Group C. CONSORT 2010 Statement: Updated 

Guidelines for Reporting Parallel Group Randomized Trials. 2010;1996(14).  

11.  Dwan K, Li T, Altman DG, Elbourne D. CONSORT 2010 statement: Extension to 

randomised crossover trials. BMJ. 2019;366.  

 

 

 

 



 99 

References  

1.  Morris C, Baxter P, Rosenbaum P, Paneth N, Leviton A, Goldstein M, et al. The definition 

and classification of cerebral palsy contents foreword historical perspective definition and 

classification document. Dev Med Child Neurol. 2007;49(109):1–44.  

2.  Pringsheim T. An update on the prevalence of cerebral palsy : a systematic review and 

meta-analysis. 2008;7.  

3.  Badawi N, Watson L, Petterson B, Blair E, Slee J, Haan E, et al. What constitutes cerebral 

palsy? Dev Med Child Neurol. 1998;40:520–7.  

4.  Palisano R, Rosenbaum P, Walter S, Russell D, Wood E, Galuppi B. Development and 

reliability of a system to classify gross motor function in children with cerebral palsy. Dev 

Med Child Neurol. 1997;39(2):214–23.  

5.  Morris C, Bartlett D. Gross Motor Function Classification System : impact and utility. 

Dev Med Child Neurol [Internet]. 2004;46:60–5. Available from: 

http://onlinelibrary.wiley.com/doi/10.1111/j.1469-8749.2004.tb00436.x/pdf 

6.  Sanger TD, Delgado MR, Gaebler-spira D, Hallett M, Mink JW. Hypertonia in Childhood. 

Pediatrics. 2003;111(1).  

7.  Cans C. Surveillance of cerebral palsy in Europe: A collaboration of cerebral palsy 

surveys and registers. Dev Med Child Neurol. 2000;  

8.  Scpe. Surveillance of cerebral palsy in Europe: a collaboration of cerebral palsy surveys 

and registers. Surveillance of Cerebral Palsy in Europe (SCPE). Dev Med Child Neurol. 

2000;42(12):816–24.  

9.  Murphy N, Such-Neibar T. Cerebral palsy diagnosis and management: The state of the art. 

Curr Probl Pediatr Adolesc Health Care. 2003;33(5):146–69.  

10.  Robertson CMT, Ricci MF, O’Grady K, Oskoui M, Goez H, Yager JY, et al. Prevalence 

Estimate of Cerebral Palsy in Northern Alberta: Births, 2008-2010. Can J Neurol Sci / J 

Can des Sci Neurol. 2017;1–9.  

11.  Hidecker MJC, Paneth N, Rosenbaum PL, Kent RD, Lillie J, Eulenberg JB, et al. 

Developing and validating the Communication Function Classification System for 

individuals with cerebral palsy. Dev Med Child Neurol. 2011;53(8):704–10.  

12.  Kerem Günel M. Rehabilitation of children with cerebral palsy from a physiotherapist’s 

perspective. Acta Orthop Traumatol Turc. 2009;43(2):173–80.  

13.  Nystro M. Gait & Posture Muscle strength and kinetic gait pattern in children with 

bilateral spastic CP. 2011;33:333–7.  



 100 

14.  Nystro M. Walking ability is related to muscle strength in children with cerebral palsy §. 

2008;28:366–71.  

15.  Damiano DL, Quinlivan J, Owen BF, Shaffrey M, Abel MF. Spasticity versus strength in 

cerebral palsy : relationships among involuntary resistance , voluntary torque , and motor 

function. 2001;8:40–9.  

16.  Dodd KJ, Taylor NF, Damiano DL, Kj AD, Nf T, A DDL. A Systematic Review of the 

Effectiveness of Strength-Training Programs for People With Cerebral Palsy. 2002;1157–

64.  

17.  Adams K, Cafarelli E, Gary A, Dooly C, Matthew S, Fleck SJ, et al. Progression Models 

in Resistance Training for Healthy Adults.  

18.  Kraemer WJ, Ratamess NA. Fundamentals of Resistance Training : Progression and 

Exercise Prescription. 2004;(April 2003).  

19.  Blimkie CJR. Resistance Training During Preadolescence: Issues and Controversies. Sport 

Med Eval Res Exerc Sci Sport Med. 1993;15(6):389–407.  

20.  Marta CC, Marinho DA, Izquierdo M, Marques MC. Differentiating maturational 

influence on training-induced strength and endurance adaptations in prepubescent 

children. Am J Hum Biol. 2014;26(4):469–75.  

21.  Committee on Sports Medicine and Fitness. Committee on Sports Medicine and Fitness. 

Pediatrics. 2000;106(6):154–7.  

22.  Scholtes VA, Becher JG, Janssen-potten YJ, Dekkers H, Smallenbroek L, Dallmeijer AJ. 

Research in Developmental Disabilities Effectiveness of functional progressive resistance 

exercise training on walking ability in children with cerebral palsy : A randomized 

controlled trial. Res Dev Disabil [Internet]. 2012;33(1):181–8. Available from: 

http://dx.doi.org/10.1016/j.ridd.2011.08.026 

23.  Gannotti ME, Kimberly R, Roberts DE, Hobbs N, Cannon IM. Case Report Health 

benefits of seated speed , resistance , and power training for an individual with spastic 

quadriplegic cerebral palsy : A case report. 2015;8:251–7.  

24.  Morton JF, Brownlee M, McFadyen AK. The effects of progressive resistance training for 

children with cerebral palsy. Clin Rehabil. 2005;  

25.  MacPhail HEA, Kramer JF. Effect of Isokinetic Strength-Training on Functional Ability 

and Walking Efficiency in Adolescents With Cerebral Palsy. Dev Med Child Neurol. 

1995;  

26.  Damiano DL, Vaughan CL, Abel ME. Muscle response to heavy resistance exercise in 

children with spastic cerebral palsy. Dev Med Child Neurol. 1995;  



 101 

27.  Scianni A, Butler JM, Ada L, Teixeira-Salmela LF. Muscle strengthening is not effective 

in children and adolescents with cerebral palsy: a systematic review. Aust J Physiother 

[Internet]. 2009;55(2):81–7. Available from: http://dx.doi.org/10.1016/S0004-

9514(09)70037-6 

28.  Tan QLL, Chye LMY, Ng DHM, Chong MS, Ng TP, Wee SL. Feasibility of a 

community-based Functional Power Training program for older adults. Clin Interv Aging 

[Internet]. 2018;Volume 13:309–16. Available from: 

https://www.dovepress.com/feasibility-of-a-community-based-functional-power-training-

program-for-peer-reviewed-article-CIA 

29.  Skelton DA, Young A, Greig CA, Malbut KE. Effects of resistance training on strength, 

power, and selected functional abilities of women aged 75 and older. J Am Geriatr Soc 

[Internet]. 1995;43(10):1081–7. Available from: 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Citati

on&list_uids=7560695 

30.  Laurent C, Penzer F, Letroye B, Carpentier A, Baudry S, Duchateau J. Effet d’une 

méthode de musculation caractérisée par une augmentation des répétitions lors des séries 

successives et d’un très court intervalle de repos. Sci Sport [Internet]. 2016;31(5):e115–

21. Available from: http://dx.doi.org/10.1016/j.scispo.2016.04.004 

31.  Van Vulpen LF, De Groot S, Rameckers E, Becher JG, Dallmeijer AJ. Improved Walking 

Capacity and Muscle Strength after Functional Power-Training in Young Children with 

Cerebral Palsy. Neurorehabil Neural Repair. 2017;31(9):827–41.  

32.  Moreau NG, Holthaus K, Marlow N. Differential adaptations of muscle architecture to 

high-velocity versus traditional strength training in cerebral palsy. Neurorehabil Neural 

Repair. 2013;27(4):325–34.  

33.  Verschuren O, Peterson MD, Balemans ACJ, Hurvitz EA. Exercise and physical activity 

recommendations for people with cerebral palsy. Dev Med Child Neurol [Internet]. 

2016;58(8):798–808. Available from: http://doi.wiley.com/10.1111/dmcn.13053 

34.  Moreau NG, Gannotti ME. Addressing muscle performance impairments in cerebral 

palsy: Implications for upper extremity resistance training. J Hand Ther [Internet]. 

2015;28(2):91–100. Available from: http://dx.doi.org/10.1016/j.jht.2014.08.003 

35.  Kitago T, Krakauer JW. Motor learning principles for neurorehabilitation [Internet]. 1st 

ed. Vol. 110, Handbook of Clinical Neurology. Elsevier B.V.; 2013. 93–103 p. Available 

from: http://dx.doi.org/10.1016/B978-0-444-52901-5.00008-3 

36.  Kaas JH. Neural Plasticity [Internet]. Second Edi. Vol. 16, International Encyclopedia of 

the Social & Behavioral Sciences. Elsevier; 2015. 619–622 p. Available from: 



 102 

http://linkinghub.elsevier.com/retrieve/pii/B9780080970868550363 

37.  Ganguly K, Poo M ming. Activity-dependent neural plasticity from bench to bedside. 

Neuron [Internet]. 2013;80(3):729–41. Available from: 

http://dx.doi.org/10.1016/j.neuron.2013.10.028 

38.  Wittenberg GF. Neural plasticity and treatment across the lifespan for motor deficits in 

cerebral palsy. Dev Med Child Neurol. 2009;51(SUPPL. 4):130–3.  

39.  Cano-de-la-Cuerda R, Molero-Sánchez A, Carratalá-Tejada M, Alguacil-Diego IM, 

Molina-Rueda F, Miangolarra-Page JC, et al. Theories and control models and motor 

learning: Clinical applications in neurorehabilitation. Neurol (English Ed [Internet]. 

2015;30(1):32–41. Available from: 

http://linkinghub.elsevier.com/retrieve/pii/S2173580814001424 

40.  Levac D, Wishart L, Missiuna C, Wright V. The Application of Motor Learning Strategies 

Within Functionally Based Interventions for Children with Neuromotor Conditions. 

Pediatr Phys Ther [Internet]. 2009;21(4):345–55. Available from: 

http://content.wkhealth.com/linkback/openurl?sid=WKPTLP:landingpage&an=00001577-

200902140-00008 

41.  Bar-Haim S, Harries N, Nammourah I, Oraibi S, Malhees W, Loeppky J, et al. 

Effectiveness of motor learning coaching in children with cerebral palsy: a randomized 

controlled trial. Clin Rehabil [Internet]. 2010;24(11):1009–20. Available from: 

http://journals.sagepub.com/doi/10.1177/0269215510371428 

42.  Hung YC, Gordon AM. Motor learning of a bimanual task in children with unilateral 

cerebral palsy. Res Dev Disabil [Internet]. 2013;34(6):1891–6. Available from: 

http://dx.doi.org/10.1016/j.ridd.2013.03.008 

43.  Toner L V, Cook K, Elder GC. Improved ankle function in children with cerebral palsy 

after computer-assisted motor learning. Dev Med Child Neurol [Internet]. 

1998;40(12):829–35. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=med4&NEWS=N&AN

=9881679%5Cnhttp://www.ncbi.nlm.nih.gov/pubmed/9881679 

44.  van Abswoude F, Santos-Vieira B, van der Kamp J, Steenbergen B. The influence of 

errors during practice on motor learning in young individuals with cerebral palsy. Res Dev 

Disabil [Internet]. 2015;45–46:353–64. Available from: 

http://dx.doi.org/10.1016/j.ridd.2015.08.008 

45.  Hemayattalab R, Rostami LR. Effects of frequency of feedback on the learning of motor 

skill in individuals with cerebral palsy. Res Dev Disabil. 2010;31(1):212–7.  

46.  Andrade A, Correia CK, Coimbra DR. The Psychological Effects of Exergames for 



 103 

Children and Adolescents with Obesity: A Systematic Review and Meta-Analysis. 

Cyberpsychology, Behav Soc Netw. 2019;22(11):724–35.  

47.  Dos Santos H, Bredehoft MD, Gonzalez FM, Montgomery S. Exercise Video Games and 

Exercise Self-Efficacy in Children. Glob Pediatr Heal. 2016;3:2333794X1664413.  

48.  Cano-Mañas MJ, Collado-Vázquez S, Rodríguez Hernández J, Muñoz Villena AJ, Cano-

De-La-Cuerda R. Effects of Video-Game Based Therapy on Balance, Postural Control, 

Functionality, and Quality of Life of Patients with Subacute Stroke: A Randomized 

Controlled Trial. J Healthc Eng. 2020;2020.  

49.  Ballaz L, Robert M, Lemay M, Prince F. Active video games and children with cerebral 

palsy: the future of rehabilitation? 2011 Int Conf Virtual Rehabil [Internet]. 2011;(2):1–2. 

Available from: http://ieeexplore.ieee.org/lpdocs/epic03/wrapper.htm?arnumber=5971808 

50.  Choi H-S, Shin W-S, Bang D-H, Choi S-J. Effects of Game-Based Constraint-Induced 

Movement Therapy on Balance in Patients with Stroke: A Single-Blind Randomized 

Controlled Trial. Am J Phys Med Rehabil [Internet]. 2017 Mar;96(3):184–90. Available 

from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=cmedm&AN=27386814&site=ehost-live&scope=site 

51.  Hickman R, Popescu L, Manzanares R, Morris B, Lee SP, Dufek JS. Use of active video 

gaming in children with neuromotor dysfunction: a systematic review. Dev Med Child 

Neurol. 2017;59(9):903–11.  

52.  Penko AL, Barkley JE. Motivation and physiologic responses of playing a physically 

interactive video game relative to a sedentary alternative in children. Ann Behav Med. 

2010;39(2):162–9.  

53.  Tarakci D, Ersoz Huseyinsinoglu B, Tarakci E, Razak Ozdincler A. Effects of Nintendo 

Wii-Fit® video games on balance in children with mild cerebral palsy. Pediatr Int. 

2016;58(10):1042–50.  

54.  Chung PJ, Vanderbilt DL, Schrager SM, Nguyen E, Fowler E. Active Videogaming for 

Individuals with Severe Movement Disorders: Results from a Community Study. Games 

Health J [Internet]. 2015;4(3):190–4. Available from: 

http://online.liebertpub.com/doi/10.1089/g4h.2014.0091 

55.  Graham TCN, Fehlings DL. Balancing for Gross Motor Ability in Exergaming Between 

Youth with Cerebral Palsy at Gross Motor. 2017;6(2):1–7.  

56.  Yim J, Graham TCN. Using Games to Increase Exercise Motivation. 2007;166–73.  

57.  Richards C, Graham TCN. Brains & brawn: A strategy card game for muscle-



 104 

strengthening exercises. In: CHI PLAY 2015 - Proceedings of the 2015 Annual 

Symposium on Computer-Human Interaction in Play. 2015.  

58.  Hernandez HA, Ye Z, Graham TCN, Fehlings D, Switzer L. Designing Action-based 

Exergames for Children with Cerebral Palsy. 2013;1261–70.  

59.  Verschuren O. Muscle strengthening in children. Phys Ther. 2011;91(7):1130–9.  

60.  Deci EL, Ryan RM. Self-Determination Theory : A Macrotheory of Human Motivation , 

Development , and Health. 2008;49(3):182–5.  

61.  Physical Therapists’ Perceptions of Factors Influencing the Acquisition of Motor Abilities 

of Children With Cerebral Palsy: Implications for Clinical Reasoning. Phys Ther. 2002;  

62.  Bartlett DJ, Palisano RJ. Physical Therapists’ Perceptions of Factors Influencing the 

Acquisition of Motor Abilities of Children With Cerebral Palsy: Implications for Clinical 

Reasoning. Phys Ther. 2002;82(3):237–48.  

63.  Ryan RM, Rigby CS, Przybylski A. The motivational pull of video games: A self-

determination theory approach. Motiv Emot. 2006;30(4):347–63.  

64.  Howcroft J, Klejman S, Fehlings D, Wright V, Zabjek K, Andrysek J, et al. Active video 

game play in children with cerebral palsy: Potential for physical activity promotion and 

rehabilitation therapies. Arch Phys Med Rehabil [Internet]. 2012;93(8):1448–56. 

Available from: http://dx.doi.org/10.1016/j.apmr.2012.02.033 

65.  Cooper T, Williams JM. Does an exercise programme integrating the Nintendo Wii-Fit 

Balance Board improve balance in ambulatory children with cerebral palsy? Phys Ther 

Rev [Internet]. 2017 Oct;22(5/6):229–37. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=126787582&site=ehost-live&scope=site 

66.  Page ZE, Barrington S, Edwards J, Barnett LM. Do active video games benefit the motor 

skill development of non-typically developing children and adolescents: A systematic 

review. J Sci Med Sport [Internet]. 2017;20(12):1087–100. Available from: 

https://doi.org/10.1016/j.jsams.2017.05.001 

67.  Chang YJ, Han WY, Tsai YC. A Kinect-based upper limb rehabilitation system to assist 

people with cerebral palsy. Res Dev Disabil [Internet]. 2013;34(11):3654–9. Available 

from: http://dx.doi.org/10.1016/j.ridd.2013.08.021 

68.  Papavasiliou AS. Management of motor problems in cerebral palsy: A critical update for 

the clinician. Eur J Paediatr Neurol [Internet]. 2009;13(5):387–96. Available from: 

http://dx.doi.org/10.1016/j.ejpn.2008.07.009 

69.  Staiano AE, Flynn R. Therapeutic Uses of Active Videogames: A Systematic Review. 



 105 

Games Health J [Internet]. 2014;3(6):351–65. Available from: 

http://online.liebertpub.com/doi/abs/10.1089/g4h.2013.0100 

70.  Exergaming, Wikipedia. In: Wikipedia [Internet]. 2020. Available from: 

https://en.wikipedia.org/wiki/Exergaming 

71.  Li W, Lam-Damji S, Chau T, Fehlings D. The development of a home-based virtual 

reality therapy system to promote upper extremity movement for children with hemiplegic 

cerebral palsy. Technol Disabil [Internet]. 2009 Aug;21(3):107–13. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=105249119&site=ehost-live&scope=site 

72.  Kassee C, Hunt C, Holmes MWR, Lloyd M. Home-based Nintendo Wii training to 

improve upper-limb function in children ages 7 to 12 with spastic hemiplegic cerebral 

palsy. J Pediatr Rehabil Med [Internet]. 2017 Apr;10(2):145–54. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=123421986&site=ehost-live&scope=site 

73.  Glegg SMN, Hung C-T, Valdés Benavides BA, Kim BDG, Van der Loos HFM. Kinecting 

the Moves: The kinematic potential of rehabilitation-specific gaming to inform treatment 

for hemiparesis. Int J Child Heal Hum Dev [Internet]. 2016 Jul;9(3):351–60. Available 

from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=118800318&site=ehost-live&scope=site 

74.  Luna-Oliva L, Ortiz- Gutierrez RM, la Cuerda RC, Martinez Piedrola R, Alguacil-Diego 

IM, Sanchez-Camarero C, et al. Kinect Xbox 360 as a therapeutic modality for children 

with cerebral palsy in a school environment: A preliminary study. Adamovich  Bartlett, 

Betker, Bilde, Bryanton, Burke, Deutsch, Deutsch, Fisher, Foreman, Golomb, Gordon, 

Green, Harris, Holden, Howcroft, Huber, Jelsma, Karni, Kim, Kottorp, Liepert, Palisano, 

Russell, Salem, Schmidt, Shumway-Cook, Snider, Thompson, Watson A, editor. 

NeuroRehabilitation [Internet]. 2013;33(4):513–21. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc10&NEWS=N&A

N=2014-01045-002 

75.  Fernández-González P, Carratalá-Tejada M, Monge-Pereira E, Collado-Vázquez S, 

Sánchez-Herrera Baeza P, Cuesta-Gómez A, et al. Leap motion controlled video game-

based therapy for upper limb rehabilitation in patients with Parkinson’s disease: A 

feasibility study. J Neuroeng Rehabil. 2019;16(1):1–10.  

76.  Ni LT, Fehlings D, Biddiss E. Design and Evaluation of Virtual Reality–Based Therapy 

Games with Dual Focus on Therapeutic Relevance and User Experience for Children with 

Cerebral Palsy. Games Health J [Internet]. 2014;3(3):162–71. Available from: 



 106 

http://online.liebertpub.com/doi/abs/10.1089/g4h.2014.0003 

77.  Karamians R, Proffitt R, Kline D, Gauthier L V. Effectiveness of Virtual Reality- and 

Gaming-Based Interventions for Upper Extremity Rehabilitation Poststroke: A Meta-

analysis. Arch Phys Med Rehabil [Internet]. 2020; Available from: 

https://doi.org/10.1016/j.apmr.2019.10.195 

78.  de Melo Cerqueira TM, de Moura JA, de Lira JO, Leal JC, D’Amelio M, do Santos 

Mendes FA. Cognitive and motor effects of Kinect-based games training in people with 

and without Parkinson disease: A preliminary study. Physiother Res Int. 2020;25(1):1–8.  

79.  Ferreira V, Carvas N, Artilheiro MC, Pompeu JE, Hassan SA, Kasawara KT. Interactive 

Video Gaming Improves Functional Balance in Poststroke Individuals: Meta-Analysis of 

Randomized Controlled Trials. Eval Heal Prof. 2020;43(1):23–32.  

80.  Yoo JW, Lee DR, Sim YJ, You JH, Kim CJ. Effects of innovative virtual reality game and 

EMG biofeedback on neuromotor control in cerebral palsy. Biomed Mater Eng [Internet]. 

2014;24(6):3613–8. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=cmedm&AN=25227075&site=ehost-live&scope=site 

81.  Howcroft J, Klejman S, Fehlings D, Wright V, Zabjek K, Andrysek J, et al. Active Video 

Game Play in Children With Cerebral Palsy: Potential for Physical Activity Promotion 

and Rehabilitation Therapies. Arch Phys Med Rehabil [Internet]. 2012 Aug;93(a8):1448–

56. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=104483440&site=ehost-live&scope=site 

82.  Hickman R, Popescu L, Manzanares R, Morris B, Lee S-P, Dufek  Robbin; ORCID: 

http://orcid.org/0000-0001-7007-103X, Morris, Brendan; ORCID: http://orcid.org/0000-

0002-8592-8806 JSAI-O http://orcid. org/Hickma. Use of active video gaming in children 

with neuromotor dysfunction: A systematic review. Abdel Rahman  Bailey, Basaran, 

Berger, Bonnechere, Boyle, Cardoso, Chiu, Christou, Damiano, Darrah, Fehlings, 

Ferguson, Flores-Mateo, Gonsalves, Gordon, Gordon, Guyatt, Hammond, Jannink, 

Jelsma, Jelsma, Khanna, Lobo, Logan, Luna-Oliva, Mombarg, Moreau, Pe A, editor. Dev 

Med Child Neurol [Internet]. 2017;59(9):903–11. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc13b&NEWS=N&A

N=2017-23102-001 

83.  Lopes S, Magalhães P, Pereira A, Martins J, Magalhães C, Chaleta E, et al. Games used 

with serious purposes: A systematic review of interventions in patients with cerebral 

palsy. Front Psychol. 2018;9(SEP).  



 107 

84.  Johansen T, Strøm V, Simic J, Rike PO. Effectiveness of training with motion-controlled 

commercial video games for hand and arm function in people with cerebral palsy: A 

systematic review and meta-analysis. J Rehabil Med. 2020;52(1).  

85.  Bonnechere B, Jansen B, Omelina L, Degelaen M, Wermenbol V, Rooze M, et al. Can 

serious games be incorporated with conventional treatment of children with cerebral 

palsy? A review. Akhutina  Autti-Ramo, Ballaz, Barton, Barton, Bobath, Bonnechere, 

Bryanton, Burdea, Butler, Butler, Chang, Chang, Chen, Chen, Chen, Chia, Chung, Darrah, 

Deutsch, Dodd, Dodd, Downs, Figueiredo, Golomb, Golomb, Gordon, Gracies, Grealy, 

Green, Grunt, Harris, A, editor. Res Dev Disabil [Internet]. 2014;35(8):1899–913. 

Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc11&NEWS=N&A

N=2014-16436-001 

86.  Moher D, Liberati A, Tetzlaff J, Altman DG, Altman D, Antes G, et al. Preferred 

reporting items for systematic reviews and meta-analyses: The PRISMA statement. PLoS 

Med. 2009;6(7).  

87.  Covidence systematic review software [Internet]. Veritas Health Innovation, Melbourne, 

Australia. Veritas Health Innovation, Melbourne, Australia; Available from: 

www.covidence.org 

88.  Sterne JAC  et al. RoB 2: A revised Cochrane risk-of-bias tool for randomized trials. BMJ 

(in Press [Internet]. 2019;(July):1–24. Available from: https://methods.cochrane.org/ 

89.  Review Manager (RevMan). Review Manager (RevMan) [Computer program]. Version 

5.3. Copenhagen: The Nordic Cochrane Centre, The Cochrane Collaboration, 2014. 

Copenhagen: The Nordic Cochrane Centre, The Cochrane Collaboration, 2014.;  

90.  Guyatt GH, Oxman AD, Vist GE, Kunz R, Falck-Ytter Y, Alonso-Coello P, et al. 

GRADE: An emerging consensus on rating quality of evidence and strength of 

recommendations. Chinese J Evidence-Based Med. 2009;9(1):8–11.  

91.  Ryan R, Hill S. How to GRADE the quality of the evidence. Cochrane Consum Commun 

Gr [Internet]. 2016;Version 3.:1–24. Available from: https://cccrg.cochrane.org/author-

resources 

92.  Stucki G. International classification of functioning, disability, and health (ICF): A 

promising framework and classification for rehabilitation medicine. Am J Phys Med 

Rehabil. 2005;84(10):733–40.  

93.  Who. The International Classification of Functioning, Disability and Health. World Heal 

Organ. 2001;18:237.  

94.  GRADE Working Group grades of evidence [Internet]. [updated April 2016]. Available 



 108 

from: www.gradeworkinggroup.org 

95.  GRADEpro GDT: GRADEpro Guideline Development Tool [Software] [Internet]. 

McMaster University, 2015 (developed by Evidence Prime, Inc.); Available from: 

www.gradepro.org 

96.  M. Piovesana A, Ross S, Lloyd O, Whittingham K, Ziviani J, Ware RS, et al. Randomized 

controlled trial of a web-based multi-modal therapy program for executive functioning in 

children and adolescents with unilateral cerebral palsy. Disabil Rehabil. 

2017;39(20):2021–8.  

97.  Pin TW, Butler  Tamis W.; ORCID: http://orcid.org/0000-0002-1572-4111 PBAI-O 

http://orcid. org/Pi. The effect of interactive computer play on balance and functional 

abilities in children with moderate cerebral palsy: A pilot randomized study. Bartlett  

Bonnechere, Bonnechere, Carlberg, Fehlings, Gordon, Jelsma, Laufer, Palisano, Pin, Pin, 

Pin, Romeiser-Logan, Rosenbaum, Russell, Sandlund, Sharan, Snider, Tarakci, Thabane, 

Woollacott B, editor. Clin Rehabil [Internet]. 2019;33(4):704–10. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc14&NEWS=N&A

N=2019-16097-012 

98.  Wade W, Porter D. Sitting playfully: Does the use of a centre of gravity computer game 

controller influence the sitting ability of young people with cerebral palsy? Ahl  Brogren, 

Brogren, Brogren, Butler, Chen, Gentile, Gudjonsdottir, Hadders-Algra, Hadders-Algra, 

Hadders-Algra, Harley, Harris, Henderson, Knox, Kuczynski, Laramara, Larin, 

Lescensky, Ma, MacPhail, Majd, Mayston, Myhr, Palisano, Palisano, Pountney, Pou B, 

editor. Disabil Rehabil Assist Technol [Internet]. 2012;7(2):122–9. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc9&NEWS=N&AN

=2012-03369-004 

99.  Sajan JE, John JA, Grace P, Sabu SS, Tharion G. Wii-based interactive video games as a 

supplement to conventional therapy for rehabilitation of children with cerebral palsy: A 

pilot, randomized controlled trial. T ’yana  Arnould, Bax, Carlberg, Chiu, Crosbie, 

Deutsch, Franjoine, Gordon, Harris, Harris, Howcroft, Jelsma, Kembhavi, Lohse, 

Macaden, Mathiowetz, Menken, Parsons, Ramstrand, Snider, Tarakci, Thorley, Tsai, 

Winkels, Yi A, editor. Dev Neurorehabil [Internet]. 2017;20(6):361–7. Available from: 

http://ovidsp.ovid.com/ovidweb.cgi?T=JS&PAGE=reference&D=psyc13a&NEWS=N&A

N=2017-32870-006 

100.  Atasavun Uysal S, Baltaci G. Effects of Nintendo WiiTM Training on Occupational 

Performance, Balance, and Daily Living Activities in Children with Spastic Hemiplegic 

Cerebral Palsy: A Single-Blind and Randomized Trial. Games Health J [Internet]. 2016 

Oct;5(5):311–7. Available from: 



 109 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=cmedm&AN=27705006&site=ehost-live&scope=site 

101.  Arnoni JLB, Pavão SL, dos Santos Silva FP, Rocha NACF. Effects of virtual reality in 

body oscillation and motor performance of children with cerebral palsy: A preliminary 

randomized controlled clinical trial. Complement Ther Clin Pract [Internet]. 2019 

May;35:189–94. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=135915086&site=ehost-live&scope=site 

102.  Chiu H-C, Ada L, Lee H-M. Upper limb training using Wii Sports Resort TM for children 

with hemiplegic cerebral palsy: a randomized, single-blind trial. Clin Rehabil [Internet]. 

2014;28(10):1015–24. Available from: 

http://journals.sagepub.com/doi/10.1177/0269215514533709 

103.  Bedair R, Al-Talawy H, Shoukry K, Abdul-Raouf E. Impact of virtual reality games as an 

adjunct treatment tool on upper extremity function of spastic hemiplegic children. Int J 

PharmTech Res. 2016;9(6):1–8.  

104.  Pourazar M, Mirakhori F, Hemayattalab R. Use of virtual reality intervention to improve 

reaction time in children with cerebral palsy : A randomized controlled trial. Dev 

Neurorehabil [Internet]. 2017;00(00):1–6. Available from: 

https://doi.org/10.1080/17518423.2017.1368730%0Ahttp://dx.doi.org/10.1080/17518423.

2017.1368730 

105.  Ramstrand N, Lygnegård F. Can balance in children with cerebral palsy improve through 

use of an activity promoting computer game? Technol Heal Care [Internet]. 2012 

Jan;20(1):501–10. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=104389068&site=ehost-live&scope=site 

106.  Preston N, Weightman A, Gallagher J, Levesley M, Mon-Williams M, Clarke M, et al. A 

pilot single-blind multicentre randomized controlled trial to evaluate the potential benefits 

of computer-assisted arm rehabilitation gaming technology on the arm function of 

children with spastic cerebral palsy. Clin Rehabil [Internet]. 2016 Oct;30(10):1004–15. 

Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=cmedm&AN=26370148&site=ehost-live&scope=site 

107.  Alsaif AA, Alsenany S. Effects of interactive games on motor performance in children 

with spastic cerebral palsy. J Phys Ther Sci [Internet]. 2015 Jun;27(6):2001–3. Available 

from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?



 110 

direct=true&db=rzh&AN=108276378&site=ehost-live&scope=site 

108.  Sharan D, Ajeesh PS, Rameshkumar R, Mathankumar M, Paulina RJ, Manjula M. Virtual 

reality based therapy for post operative rehabilitation of children with cerebral palsy. 

Work [Internet]. 2012;41 Suppl 1:3612–5. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=cmedm&AN=22317271&site=ehost-live&scope=site 

109.  Jannink MJA, van der Wilden GJ, Navis DW, Visser G, Gussinklo J, Ijzerman M. A Low-

Cost Video Game Applied for Training of Upper Extremity Function in Children with 

Cerebral Palsy: A Pilot Study. CyberPsychology Behav [Internet]. 2008;11(1):27–32. 

Available from: http://www.liebertonline.com/doi/abs/10.1089/cpb.2007.0014 

110.  Zoccolillo L1, Morelli D, Cincotti F, Muzzioli L, Gobbetti T, Paolucci S IM. Video-Game 

Based Therapy for Children With Cerebral Palsy. Eur J Phys Rehabil Med. 

2015;51(6):669–76.  

111.  Gatica-Rojas V, Méndez-Rebolledo G, Guzman-Muñoz E, Soto-Poblete A, Cartes-

Velásquez R, Elgueta-Cancino E, et al. Does Nintendo Wii Balance Board improve 

standing balance? A randomized controlled trial in children with cerebral palsy. Eur J 

Phys Rehabil Med [Internet]. 2017;53(4):535–44. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/27882910 

112.  Acar G, Altun GP, Yurdalan S, Polat MG. Efficacy of neurodevelopmental treatment 

combined with the Nintendo(®) Wii in patients with cerebral palsy. J Phys Ther Sci 

[Internet]. 2016;28(3):774–80. Available from: 

https://www.jstage.jst.go.jp/article/jpts/28/3/28_jpts-2015-

866/_article%5Cnhttp://www.ncbi.nlm.nih.gov/pubmed/27134357%5Cnhttp://www.pubm

edcentral.nih.gov/articlerender.fcgi?artid=PMC4842438 

113.  Eliasson A-C, Krumlinde-Sundholm L, Rösblad B, Beckung E, Arner M, Ohrvall A-M, et 

al. The Manual Ability Classification System (MACS) for children with cerebral palsy: 

scale development and evidence of validity and reliability. Dev Med Child Neurol 

[Internet]. 2006;48(7):549–54. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/16780622 

114.  Tarakci D, Ersoz Huseyinsinoglu B, Tarakci E, Razak Ozdincler A. Effects of Nintendo 

Wii-Fit® video games on balance in children with mild cerebral palsy. Pediatr Int 

[Internet]. 2016 Oct;58(10):1042–50. Available from: 

http://login.ezproxy.library.ualberta.ca/login?url=https://search.ebscohost.com/login.aspx?

direct=true&db=rzh&AN=119179601&site=ehost-live&scope=site 

115.  Yi S-H, Hwang JH, Kim SJ, Kwon J-Y. Validity of Pediatric Balance Scales in Children 



 111 

with Spastic Cerebral Palsy. Neuropediatrics. 25.09.2012. 2012;43(06):307–13.  

116.  Duncan PW, Weiner DK, Chandler J, Studenski S. Functional reach: A new clinical 

measure of balance. Journals Gerontol. 1990;45(6):1–2.  

117.  Bartlett D, Birmingham T. Validity and reliability of a pediatric reach test. Pediatr Phys 

Ther. 2003;15(2):84–92.  

118.  Ökmen, B.M., Aslan, M.D., Çetin, F.Ç., Yüzer, G.F., Dönmez, B.K., & Özgirgin N. The 

effect of virtual reality therapy on psychological adaptation In children with cerebral 

palsy. Turkiye Fiz Tip ve Rehabil Derg [Internet]. 2011;57(SUPPL. 1):317. Available 

from: http://www.ftrdergisi.com/sayilar/175/buyuk/301-341.pdf 

119.  Wikipedia. Psychological adaptation [Internet]. 2020. Available from: 

www.wikipedia.org/wiki/Psychological_adaptation 

120.  Tsai L, Lin K, Liao H, Hsieh C. Reliability of two visual-perceptual tests for children with 

cerebral palsy. Am J Occup Ther  Off Publ Am  Occup Ther Assoc. 2009;63(4):473–80.  

121.  Brown T, Rodger S. An Evaluation of the Validity of the Test of Visual Perceptual Skills - 

Revised (TVPS-R) Using the Rasch Measurement Model. Br J Occup Ther [Internet]. 

2009 Feb 1;72(2):65–78. Available from: https://doi.org/10.1177/030802260907200204 

122.  Uzun S. The effect of long-term training program on balance in children with cerebral 

palsy: Results of a pilot study for individually based functional exercises. Educ Res Rev. 

2013;8(11):747–57.  

123.  Reid DT. Development and preliminary validation of an instrument to assess quality of 

sitting of children with neuromotor dysfunction. Phys Occup Ther Pediatr. 1995;15(1):53–

82.  

124.  Podsiadlo, D. and Richardson S. The timed “Up & Go”: a test of basic functional mobility 

for frail elderly persons. 1991;J Am Geria(39(2)):142-148.  

125.  Csuka M, Mccarty DJ. Simple Method for Measurement of Lower Extremity Muscle 

Strength. Am J Med. 1985;78:77–81.  

126.  Studenski S, Perera S, Wallace D, Chandler JM, Duncan PW, Rooney E, et al. Physical 

Performance Measures in the Clinical Setting. J Am Geriatr Soc [Internet]. 2003 Mar 

1;51(3):314–22. Available from: https://doi.org/10.1046/j.1532-5415.2003.51104.x 

127.  Msall ME, DiGaudio K, Rogers BT, LaForest S, Catanzaro NL, Campbell J, et al. The 

Functional Independence Measure for Children (WeeFIM). Clin Pediatr (Phila). 

1994;33(7):421–30.  

128.  Feldman AB, Haley SM, Coryell J. Concurrent and Construct Validity of the Pediatric 



 112 

Evaluation of Disability Inventory. Phys Ther [Internet]. 1990 Oct 1;70(10):602–10. 

Available from: https://doi.org/10.1093/ptj/70.10.602 

129.  Law M, Baptiste S, McColl M, Opzoomer A, Polatajko H, Pollock N. The Canadian 

occupational performance measure: an outcome measure for occupational  therapy. Can J 

Occup Ther. 1990 Apr;57(2):82–7.  

130.  Nicolini-Panisson RD, Donadio MVF. Timed “Up & Go” test in children and adolescents. 

Rev Paul Pediatr. 2013 Sep;31(3):377–83.  

131.  Shore BJ, Allar BG, Miller PE, Matheney TH, Snyder BD, Fragala-Pinkham M. 

Measuring the Reliability and Construct Validity of the Pediatric Evaluation of  Disability 

Inventory-Computer Adaptive Test (PEDI-CAT) in Children With Cerebral Palsy. Arch 

Phys Med Rehabil. 2019 Jan;100(1):45–51.  

132.  Brunton LK, Bartlett DJ. Validity and Reliability of Two Abbreviated Versions of the 

Gross Motor Function Measure. Phys Ther [Internet]. 2011 Apr 1;91(4):577–88. 

Available from: https://doi.org/10.2522/ptj.20100279 

133.  DeMatteo C, Law M, Russell D, Pollock N, Rosenbaum P, Walter S. The Reliability and 

Validity of the Quality of Upper Extremity Skills Test. Phys Occup Ther Pediatr 

[Internet]. 1993 Jan 1;13(2):1–18. Available from: https://doi.org/10.1080/J006v13n02_01 

134.  Arnould C, Penta M, Renders A, Thonnard JL. ABILHAND-Kids: A measure of manual 

ability in children with cerebral palsy. Neurology. 2004;63(6):1045–52.  

135.  Sears ED, Chung KC. Validity and responsiveness of the Jebsen-Taylor Hand Function 

Test. J Hand Surg Am. 2010 Jan;35(1):30–7.  

136.  Schulz KF, Altman DG, Moher D, Group C. CONSORT 2010 Statement: Updated 

Guidelines for Reporting Parallel Group Randomized Trials. 2010;1996(14).  

137.  Dwan K, Li T, Altman DG, Elbourne D. CONSORT 2010 statement: Extension to 

randomised crossover trials. BMJ. 2019;366.  

138.  Biddiss E, Chan-Viquez D, Cheung ST, King G. Engaging children with cerebral palsy in 

interactive computer play-based motor therapies: theoretical perspectives. Disabil Rehabil 

[Internet]. 2019;0(0):1. Available from: https://doi.org/10.1080/09638288.2019.1613681 

139.  Levac D, Espy D, Fox E, Pradhan S, Deutsch JE. Game Use in Rehabilitation. 2015;95(3).  

140.  Bonnechère B, Jansen B, Omelina L, Degelaen M, Wermenbol V, Rooze M, et al. Can 

serious games be incorporated with conventional treatment of children with cerebral 

palsy? A review. Res Dev Disabil. 2014;35(8):1899–913.  

141.  Dopp AR, Parisi KE, Munson SA, Lyon AR. A glossary of user-centered design strategies 



 113 

for implementation experts. Transl Behav Med. 2019;9(6):1057–64.  

142.  Levac D, Missiuna C, Wishart L, DeMatteo C, Wright V. The Motor Learning Strategy 

Instrument. Pediatr Phys Ther [Internet]. 2013;25(1):53–60. Available from: 

http://content.wkhealth.com/linkback/openurl?sid=WKPTLP:landingpage&an=00001577-

201325010-00015 

143.  Levac D, Wishart L, Missiuna C, Wright V. The application of motor learning strategies 

within functionally based interventions for children with neuromotor conditions. Pediatr 

Phys Ther. 2009;21(4):345–55.  

144.  Schmidt R. Motor learning principles for physical therapy. Contemp Manag Mot Control 

Probl Proc II STEP Conf [Internet]. 1991;49–63. Available from: 

http://hpresearch.com/files/papers/therapy/Schmidt_IISTEP_1990.pdf 

145.  Moore M. Basics of Game Design. Basics Game Des. 2016;1–24.  

146.  Kazdin AE. Behaviour Research and Therapy Single-case experimental designs . 

Evaluating interventions in research and clinical practice. Behav Res Ther. 

2018;(November):0–1.  

147.  Intrinsic Motivation Inventory ( IMI ) [Internet]. 1994. Available from: 

https://selfdeterminationtheory.org/intrinsic-motivation-inventory/ 

148.  Brockmyer JH, Fox CM, Curtiss KA, McBroom E, Burkhart KM, Pidruzny JN. The 

development of the Game Engagement Questionnaire: A measure of engagement in video 

game-playing. J Exp Soc Psychol. 2009;45(4):624–34.  

149.  Kimiecik JC, Harris AT. What Is Enjoyment ? A ConceptuaVDefinitional Analysis With 

Implications for Sport and Exercise Psychology. 1996;247–63.  

150.  Shafer DM, Carbonara CP. Examining Enjoyment of Casual Videogames. Games Health 

J. 2015;4(6):452–9.  

151.  Cambridge Dictionary. Smile.  

152.  Cambridge Dictionary. Laughter [Internet]. Available from: 

https://dictionary.cambridge.org/dictionary/english/laughter 

153.  Ryan RM, Deci EL. Intrinsic and Extrinsic Motivations : Classic Definitions and New 

Directions. 2000;67:54–67.  

154.  Mcauley E, Duncan T, Tammen V V, Mcauley E, Duncan T, Tammen V V, et al. 

Research Quarterly for Exercise and Sport Psychometric Properties of the Intrinsic 

Motivation Inventory in a Competitive Sport Setting : A Confirmatory Factor Analysis 

Psychometric Properties of the Intrinsic Motivation Inventory in a Competitive Universi. 



 114 

2013;1367.  

155.  Bevan N, Carter J. Human-Computer Interaction. Theory, Design, Development and 

Practice. Int Conf Human-Computer Interact (pp 268-278) Springer, Cham [Internet]. 

2016;9731(July):268–78. Available from: http://link.springer.com/10.1007/978-3-319-

39510-4 

156.  Liang J, Xian D, Liu X, Fu J, Zhang X, Tang B. Usability Study of Mainstream Wearable 

Fitness Devices : Feature Analysis and System Usability Scale Evaluation Corresponding 

Author : 2018;6.  

157.  Friesen EL. Measuring AT Usability with the Modified System Usability Scale (SUS). 

Stud Health Technol Inform. 2017;242:137–43.  

158.  Lyons EJ. Cultivating Engagement and Enjoyment in Exergames Using Feedback, 

Challenge, and Rewards. Games Health J. 2015;4(1):12–8.  

159.  Yin ZX, Xu HM. A wearable rehabilitation game controller using IMU sensor. Proc 4th 

IEEE Int Conf Appl Syst Innov 2018, ICASI 2018. 2018;1060–2.  

160.  Pereira BO, Expedito C, De Faria FF, Vivacqua AS. Designing a game controller for 

motor impaired players. Proc 10th Brazilian Symp Hum Factors Comput Syst 5th Lat Am 

Conf Human-Computer Interact [Internet]. 2011;267–71. Available from: 

http://dl.acm.org/citation.cfm?id=2254436.2254481 

161.  Nojima T, Phuong N, Kai T, Sato T, Koike H. Augmented dodgeball. 2015;137–40.  

162.  Ng JYY, Ntoumanis N, Thøgersen-Ntoumani C, Deci EL, Ryan RM, Duda JL, et al. Self-

Determination Theory Applied to Health Contexts. Perspect Psychol Sci [Internet]. 

2012;7(4):325–40. Available from: 

http://journals.sagepub.com/doi/10.1177/1745691612447309 

163.  Baranowski T, Buday R, Thompson D, Lyons EJ, Lu AS, Baranowski J. Developing 

Games for Health Behavior Change: Getting Started. Games Health J. 2013;2(4):183–90.  

164.  Baranowski T, Blumberg F, Buday R, DeSmet A, Fiellin LE, Green CS, et al. Games for 

Health for Children - Current Status and Needed Research. Games Health J. 2016;5(1):1–

12.  

 

 

 

 



 115 

Appendix A 

Database search strategy for the systematic review 

Databases Population Diagnosis Video games Number of 

articles 

Medline 

EBSCOhost 

(1841-2019) 

 

 

(MH "Child, Preschool") or (MH "Adolescent") or 

(MH "Child+") or preschool* or pre-school* or 

kindergarten* or kindergarden* or elementary 

school* or nursery school* or schoolchild* or 

toddler* or boy or boys or girl* or middle school* 

or pubescen* or juvenile* or teen* or youth* or 

high school* or adolesc* or pre-pubesc* or 

prepubesc* or child* or adolesc* or pediat* or 

paediat*) 

 

(MH "Cerebral Palsy") or 

(MH "Hemiplegia") or 

"cerebral palsy" or 

hemiplegia or diplegia or 

monoplegia or 

quadriplegia 

((MH "Video Games") or "screen game*" "virtual reality 

game*" or "virtual reality gaming" or "augmented reality 

game*" or "augmented reality gaming" or "electronic game*" 

or "electronic gaming*" or "computer gaming" or "computer 

game*" or playstation or xbox or "Nintendo Wii" or "kinect 

game*" or "kinect based game*" or "kinect based gaming*" 

or "kinect based gaming*" or "kinect gaming*" or 

"multiplayer video game*" or "multiplayer video gaming" or 

"console game*" or "console gaming" or "serious gaming" or 

"serious game*" or "immersive game*" or "immersive 

gaming*") 

112 

CINAHL 

EBSCOhost 

(1937-2019) 

 

 

(MH "Child, Preschool") or (MH "Adolescent") or 

(MH "Child+") or preschool* or pre-school* or 

kindergarten* or kindergarden* or elementary 

school* or nursery school* or schoolchild* or 

toddler* or boy or boys or girl* or middle school* 

or pubescen* or juvenile* or teen* or youth* or 

high school* or adolesc* or pre-pubesc* or 

prepubesc* or child* or adolesc* or pediat* or 

paediat*) 
 

(MH "Cerebral Palsy") or 

(MH "Hemiplegia") or 

"cerebral palsy" or 

hemiplegia or diplegia or 

monoplegia or 

quadriplegia 

((MH "Video Games") or "screen game*" "virtual reality 

game*" or "virtual reality gaming" or "augmented reality 

game*" or "augmented reality gaming" or "electronic game*" 

or "electronic gaming*" or "computer gaming" or "computer 

game*" or playstation or xbox or "Nintendo Wii" or "kinect 

game*" or "kinect based game*" or "kinect based gaming*" 

or "kinect based gaming*" or "kinect gaming*" or 

"multiplayer video game*" or "multiplayer video gaming" or 

"console game*" or "console gaming" or "serious gaming" or 

"serious game*" or "immersive game*" or "immersive 

gaming*") 

84 

SCOPUS 

(2004-2019) 

 

 

 

( child*  OR  adolescen*  OR  preschool  OR  "pre-

school"  OR  teen*  OR  youth  OR  pediat*  OR  paedi

at* )  

"cerebral 

palsy"  OR  hemiplegia  

OR  quadriplegia  OR  di

plegia  

"video game*"  OR  "Video gaming"  OR  "virtual reality 

game*"  OR  "Kinect game*"  OR  "Kinect based 

game*"  OR  "Console game*"  OR  "Computer 

game*"  OR  "X-box"  OR  "serious 

game*"  OR  "playstation"  OR  " Augmented reality 

game*"  OR  "Nintendo Wii"  OR  " screen game*"  

188 

( TITLE-ABS-KEY ( child*  OR  adolescen*  OR  preschool  OR  "pre-

school"  OR  teen*  OR  youth  OR  pediat*  OR  paediat* )  AND  TITLE-ABS-KEY ( "cerebral 

palsy"  OR  hemiplegia  OR  quadriplegia  OR  diplegia )  AND  TITLE-ABS-KEY ( "video game*"  OR  "Video gaming"  OR  "virtual reality 
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game*"  OR  "Kinect game*"  OR  "Kinect based game*"  OR  "Console game*"  OR  "Computer game*"  OR  "X-box"  OR  "serious 

game*"  OR  "PlayStation"  OR  " Augmented reality game*"  OR  "Nintendo Wii" )  
EMBASE 

OVID 

(1974-2019) 

 

 

 

 

 

exp child/ or exp infant/ or adolescent/ or exp pediatrics/ 

or pediatric*.mp. or paediatric*.mp. or child*.mp. or 

newborn*.mp. or congenital*.mp. or infan*.mp. or 

baby.mp. or babies.mp. or neonat*.mp. or pre-term.mp. 

or preterm*.mp. or premature birth*.mp. or NICU.mp. 

or preschool*.mp. or pre-school*.mp. or 

kindergarten*.mp. or kindergarden*.mp. or elementary 

school*.mp. or nursery school*.mp. or schoolchild*.mp. 

or toddler*.mp. or boy.mp. or boys.mp. or girl*.mp. or 

middle school*.mp. or pubescen*.mp. or juvenile*.mp. 

or teen*.mp. or youth*.mp. or high school*.mp. or 

adolesc*.mp. or pre-pubesc*.mp. or prepubesc*.mp. 

[mp=title, abstract, original title, name of substance 

word, subject heading word, keyword heading word, 

protocol supplementary concept word, rare disease 

supplementary concept word, unique identifier, 

synonyms] 

 

exp Hemiplegia/ or exp 

Cerebral Palsy/ or 

"Cerebral palsy".mp. or 

hemiplegia.mp. or 

diplegia.mp. or 

monoplegia.mp. or 

quadriplegia.mp. 

[mp=title, abstract, 

original title, name of 

substance word, subject 

heading word, keyword 

heading word, protocol 

supplementary concept 

word, rare disease 

supplementary concept 

word, unique identifier, 

synonyms] 

exp Video Games/ or "video game*".mp. or "Screen 

game*".mp. or "virtual reality game*".mp. or "virtual reality 

gaming".mp. or "Augmented reality gaming".mp. or 

"Augmented reality game*".mp. or "electronic gaming".mp. 

or "electronic game*".mp. or "computer gaming".mp. or 

"computer game*".mp. or playstation.mp. or "X-Box".mp. or 

"Nintendo Wii".mp. or "Kinect based game*".mp. or "Kinect 

gaming".mp. or "Kinect game*".mp. or "Multiplayer video 

gaming".mp. or "Multiplayer video game*".mp. or 

"multimedia video gaming".mp. or "multimedia video 

game*".mp. or "console gaming".mp. or "console 

game*".mp. or "Neo geo*".mp. or "Serious game*".mp. or 

"Serious gaming*".mp. or "interactive gaming".mp. or 

"interactive game*".mp. or "imersive game*".mp. or 

"imersive gaming*".mp. [mp=title, abstract, original title, 

name of substance word, subject heading word, keyword 

heading word, protocol supplementary concept word, rare 

disease supplementary concept word, unique identifier, 

synonyms] 

169 

PsycInfo  

(1887- 2019) 
Child* OR Children OR  Preschool  OR  "Elementary 

school"  OR  "Nursery school"  OR toddler*  OR  boy*  

OR  girl  OR  "Middle school*"  OR  Pubescen*  OR  

Juvenile*  OR  teen*  OR  youth*  OR adolscen*  OR  

prepubesc*  OR  child* OR  adolesc*  OR pediat*  OR  

paediat* 

"Cerebral Palsy" OR 

"Hemiplegia" OR 

diplegia OR monoplegia 

OR quadriplegia 

"Video Games" OR "screen game*" OR "virtual reality 

game*" OR "virtual reality gaming" OR "augmented reality 

game*" OR "augmented reality gaming" OR "electronic 

game*" OR "electronic gaming*" OR "computer gaming" OR 

"computer game*" OR playstation OR xbox OR "Nintendo 

Wii" OR "kinect game*" OR "kinect based game*" OR 

"kinect based gaming*" OR "kinect based gaming*" OR 

"kinect gaming*" OR "multiplayer video game*" OR 

"multiplayer video gaming" OR "console game*" OR 

46 
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"console gaming" OR "serious gaming" OR "serious game*" 

OR "immersive game*" OR "immersive gaming" 

SPORTdiscus 

(1841-2019) 
(MH "Child, Preschool") or (MH "Adolescent") or 

(MH "Child+") or preschool* or pre-school* or 

kindergarten* or kindergarden* or elementary 

school* or nursery school* or schoolchild* or 

toddler* or boy or boys or girl* or middle school* 

or pubescen* or juvenile* or teen* or youth* or 

high school* or adolesc* or pre-pubesc* or 

prepubesc* or child* or adolesc* or pediat* or 

paediat*) 

(MH "Cerebral Palsy") or 

(MH "Hemiplegia") or 

"cerebral palsy" or 

hemiplegia or diplegia or 

monoplegia or 

quadriplegia 

((MH "Video Games") or "screen game*" "virtual reality 

game*" or "virtual reality gaming" or "augmented reality 

game*" or "augmented reality gaming" or "electronic game*" 

or "electronic gaming*" or "computer gaming" or "computer 

game*" or playstation or xbox or "Nintendo Wii" or "kinect 

game*" or "kinect based game*" or "kinect based gaming*" 

or "kinect based gaming*" or "kinect gaming*" or 

"multiplayer video game*" or "multiplayer video gaming" or 

"console game*" or "console gaming" or "serious gaming" or 

"serious game*" or "immersive game*" or "immersive 

gaming*") 

17 
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Appendix B 

 

Shuttle TNT 

 

 

 

 
 

 



 119 

Appendix C 

Integration of therapy principles with the sensor and the game functions 

Therapeutic aspects/requirement Sensor functions 

Concentric movement  Moving away from the sensor 

Eccentric movement  Moving towards the sensor 

Maximum quadricep muscle contraction 

concentrically  

The threshold range (distance) the child should 

reach while moving away from the sensor i.e. 

Pushing up 

Maximum quadricep muscle contraction 

eccentrically 

The threshold range (distance) the child should 

reach while moving away from the sensor i.e. 

Moving down 

Need for different velocities for eccentric and 

concentric movements 

The sensor tracks the velocity separately for 

both the movements 

Variations in motor abilities and Individual 

therapy program/work out structure 

The sensor tracks initial 5 movements and uses 

average velocity to set threshold range 

Therapeutic aspects/requirements Game functions 

Concentric movement with correct velocity 

and sufficient muscle contraction 

The character jumps and catches the star (1 

point)  

Concentric movement with slower velocity 

and sufficient muscle contraction 

The character jumps below the star (no points) 

Concentric movement with faster velocity 

than required velocity and sufficient muscle 

contraction 

The character jumps over the star (no points) 

Eccentric movement with faster velocity and 

sufficient muscle contraction 

Audio feedback “try to move more slowly next 

time” 

Consecutive correct (velocity and extend of 

muscle contraction) concentric and eccentric 

movement 

Audio feedback “good job” or “excellent” (1 

point) 

Number of sets Number of levels 

Number of repetitions  Number of stars in one level 
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Rest interval Time between the two levels 

Therapist decides structure of the exercise Calibration scene asks therapist to instruct the 

child to move 5 times with correct velocities  

Recommended guidelines for game 

designing for Children with CP 

Integration into the game  

Reducing the need for carefully timed actions 

to navigate the game 

The jump in the game occurs after the 

movement is completed, the timed actions are 

not required to navigate in the game. 

ensuring that difficulties completing time-

sensitive actions do not impair the fun 

No time-sensitive action is required in the 

game, the the navigation depends on number of 

jumps, which are not time sensitive 

removing the need for precise positioning and 

aiming, 

The star appears at a fixed height from the 

ground, and catching the star depends of 

velocity of the legs movement rather than 

position of the star  

reducing the demands on manual ability and 

visual-motor integration, 

The game is designed to challenge motor 

abilities, the game has simple controlled that 

does not need any decision making by the 

player. Challenges reasonable amount of 

visual-motor integration  

making the game state visible by reducing the 

need for attention to gameplay 

The game state remains visible allowing the 

player to gain control back quickly in case of 

distraction 

compensating for differences in players’ gross 

motor skills. 

Calibration feature in the game allows therapist 

to set the task and challenge level based on the 

players gross motor skills and therapy 

requirements 

Motor Learning Strategies Game functions 

Practice characteristics and variability 

(amount, structure and schedule) 

Flexibility to program number of sets, 

repetitions in each set and rest intervals 
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Verbal instructions Positive reinforcement using audio comments 

such as “excellent”, “good job” and “try to 

move slowly next time” for eccentric 

movement.  

Active participation and motivation The game allows the child to make mistakes, 

learn, and figure out on their own on how to 

enhance their performance. Combination of 

visual and auditory cues wherever necessary and 

reward system motivates the child to perform 

better on the next move 

Feedback A combination of visual (stars) and auditory 

cues (therapist’s voice recordings) as feedback 

to inform the child about his performance 
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Appendix D 

Rating table for enjoyment indicators (set 2 session 4, Duration:90 seconds) 

 Time interval (secs) 

Indicators 0-5 5-

10 

10-

15 

15-

20 

20-

25 

25-

30 

30-

35 

35-

40 

40-

45 

45-

50 

50-

55 

55- 

60 

Smile           * * 

Laughter             

Cheering             

 Time interval (secs) 

Indicators 60-

65 

65-

70 

70-

75 

75- 

80 

80-

85 

85-

90 

90-

95 

95-

100 

100-

105 

105-

110 

110-

115 

115-

120 

Smile * * * * * *       

Laughter             

Cheering             

 

Rating table for adherence indicators (set 1 session 2, Duration: 55 seconds) 

Indicators Time interval (secs) 

0-5 5-

10 

10-

15 

15- 

20 

20-

25 

25-

30 

30-

35 

35-

40 

40-

45 

45-

50 

50-

55 

55-

60 

Move 

Faster 

            

Slow 

down 

 1  1    1     

Start 

moving 

1  1 1 1 1       

Stop             
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Appendix E 

 

Study title: Evaluation of a video game to augment conventional lower limb strength training 

with children with cerebral palsy. 

 

Principal Investigators: Lesley Wiart, PT PhD and Shivangi Bajpai, B.Tech 

 

Ethics ID#:  

 

Permission to Release Information 

 

The Health Information Act requires us to obtain your permission to provide your contact 

information to researchers. You have indicated that you are interested in learning more about the 

study called ‘Evaluation of the specially designed video game by children with cerebral palsy 

during lower limb traditional strength and power training’.  Please read the statements below and 

sign if you understand and agree.  

 

I authorize __________________________ to give my name and telephone number to the 
           (health care provider) 

research assistant of this study. 

 

I understand that the research assistant will contact me to tell me more about the study.  

 

My name and phone number are required for the researchers to contact me. Alternatively, I can 

contact the researchers directly.  

 

My consent may be revoked at any time by contacting the health care provided indicated on this 

form by calling ________________________ .  

 

 

 

________________________  _________________________  ________________________ 
Print name       Signature             Date 
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Appendix F 

  

Information Letter - Parents 

 

Title of Project: Evaluation of a video game to augment conventional lower limb strength 

training with children with cerebral palsy.  

 

 

Ethics ID#: Pro00087186 

 

Principal Investigators:   Lesley Wiart PT, PhD  

   Shivangi Bajpai B. Tech 

  

 

Purpose: The purpose of this study is to evaluate a video game used during lower limb strength 

exercises by children aged 5-10 with cerebral palsy. 

 

Background: We have developed a video game to use with leg muscle strength training for 

children with cerebral palsy. We want to know if video games can be used to motivate children to 

do their exercises and if the game makes the exercise more fun. We also want to know what you 

think about the game. Feedback collected from you and your child will also help us improve the 

game.  

 

Procedures: You have been invited by your child’s physical therapist to participate in the study. 

Children who participate will be asked to fill out a questionnaire after four sessions- two with and 

two  without playing a video game during the strengthening exercises. After your child completes 

these four sessions, you will be asked to fill another questionnaire regarding the game. We will 

also be video record the four therapy sessions and we will observe the videos for signs of 

motivation and engagement. We will also conduct an informal interview with you  about games 

features, like/dislikes, and suggestions for improving the game. 

 

Honoraria: You will receive four parking passes and your child will receive a 25$ gift card for 

Chapters.  

 

Risks and Benefits: There are no known risks to participating. Your child may benefit from using 

the video game during the strengthening exercises.  

 

Confidentiality:  All information will be confidential (not revealed to anyone).  The information 

you provide will be kept for at least five years after the study is done.  The information will be 

kept in a locked cabinet. Your name and your child’s name or any identifying information will not 

be kept with the information you give.  Your name and your child’s name will never be used in 

any presentations or reports of the study results.  The information from this study may be looked 

at in the future to help us answer other questions.  If so, the ethics board will first review the study 

to ensure the information is used properly. If your child is ineligible for the study, any information 
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that was collected in the screening assessment will not be used in the study but will be kept with 

the study data. By signing this consent form, you are saying it is okay for the study team to collect, 

use and disclose information about you from your personal health records as described above. 

 

Freedom to withdraw: You can decide not to participate. You can withdraw from the study at 

any time. There are no consequences for withdrawing from the study.  

 

Additional Contact Information: Please contact the University of Alberta Research Ethics Office 

at (780) 492-2615 if you have any questions regarding your rights as a research participant. If you 

have any concerns about the conduct of this study, you can contact the Health Research Ethics 

Board office at (780) 492-0
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Appendix G 

 

                                                      Information Letter- Physical Therapists 

 

Title of Project: Evaluation of a video game to augment conventional lower limb strength 

training with children with cerebral palsy. 

 

Principal Investigator:               Lesley Wiart, PT, PhD  

Graduate Student Researcher:         Shivangi Bajpai, B.Tech. 

 

Ethics ID#: Pro00087186 

  

 

Purpose:  The purpose of this study is to evaluate a video game to augment lower limb strength 

exercises by children aged 5-10 with cerebral palsy. 

 

Background: - We have developed a video game to augment conventional lower limb strength 

training for children with cerebral palsy. We want to know if the video game is motivating and 

increases participation and performance in lower limb strength exercises. We want to collect your 

feedback about usability of the system.  

 

Risks and Benefits: There are no known risks to participating in this study. You will contribute 

to knowledge about the effectiveness of video games for enhancing motivation and engagement 

in therapy. Your feedback will also help to improve the game that we developed for this project.   

 

Confidentiality:  All information will be confidential (not revealed to anyone). The information 

you provide will be kept for at least five years after the study is done.  The information will be 

kept in a locked cabinet department of Physical Therapy at the University of Alberta.  Your 

name or any identifying information will not be kept with the information you give. Your name 

will never be used in any presentations or reports of the study results. The information from this 

study may be looked at in the future to help us answer other questions.  If so, the ethics board 

will first review the study to ensure the information is used properly.  

 

Freedom to withdraw:  You can decide not to participate.  You can withdraw from the study at 

any time. There are no consequences for withdrawing from the study.  

 

Additional Contact Information:  Please contact the University of Alberta Research Ethics 

Office at (780) 492-2615 if you have any questions regarding your rights as a research 

participant. If you have any concerns about the conduct of this study, you can contact the Health 

Research Ethics Board office at (780) 492-0302.  
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Appendix H 

CONSENT FORM 

 
Title of Project: Evaluation of a video game to augment conventional lower limb strength training 

with children with cerebral palsy. 

 

Principal Investigator:               Lesley Wiart, PT, PhD  

Graduate Student Researcher:         Shivangi Bajpai, B.Tech. 

 

Ethics ID#: Pro00087186 

  
  YES            NO  

Do you understand that you and your child have been asked to be in a research study?                     

Have you read and received a copy of the attached Information Sheet?                     

Do you understand the benefits and risks involved in taking part in this research study?                     

Have you had an opportunity to ask questions and discuss this study?                     

Do you understand that you and/or your child are free to refuse to participate or withdraw 

from the study at any time, without any reason and without affecting future care or 

services?    

                   

Has the issue of confidentiality been explained to you?                     

I understand that the video recordings will be used for research purposes only.                   

Do you agree to be contacted by the researchers about future studies?                     

Do you agree to allow the researchers to use video for research presentation purposes?                   

Signatures  

Who explained this study to you? _____________________________________  

I agree to participate in this study:      YES:            NO:   

I agree to my child’s participation in the study:              YES:            NO:   

Signature of Research Participant: _____________________________________  

Printed Name: __________________________  Date: _____________________  

  

  

  

Witness (if available): ___________________________     

I believe that the person signing this form understands what is involved in the study and voluntarily agrees to 

participate.  

Signature of Investigator or Designee: ________________________  Date: _________________  

*THE INFORMATION SHEET MUST BE ATTACHED TO THIS CONSENT FORM AND A COPY 

GIVEN TO THE RESEARCH PARTICIPANT  

Please contact the University of Alberta Research Ethics Office at (780) 492-2615 if you have any questions 

regarding your rights as a research participant. If you have any concerns about the conduct of this study you 

can contact the Health Research Ethics Board office at (780) 492-0302.  
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Appendix I 

 

Child Participant Information Letter and Assent 

 

Title of Project: Evaluation of a video game to augment conventional lower limb strength training 

with children with cerebral palsy. 

 

Principal Investigator:               Lesley Wiart, PT, PhD  

Graduate Student Researcher:         Shivangi Bajpai, B.Tech. 

 

Ethics ID#: Pro00087186 

 

What is this study about?  

We want to know what you think about a video game that we have made to help with your therapy 

exercises. We have developed a video game to help you with your exercises. We want to know if 

the video game can help you enjoy the exercises more and perform better. We also want to know 

about what you think about therapy with and without the video game. What you tell us will help 

improve the video game. 

 

What do I need to do? 

You will do two therapy sessions with and two sessions without the video game. At the end of 

your therapy, we will ask you some questions about the video game. We will take a video of you 

doing the exercises. We will look at this video later to compare how you do your exercise with and 

without the video game.  

 

Will anyone know that I did this study?  

We will not share anything you said or did with anyone who is not part of this study unless we talk 

to you and your Mom or Dad first.  

 

What are the good and bad things about doing this? 

We think that there are no bad things about being in the study. You may like to help to make the 

video game better for other children.  

 

Do I have to do this? 

If you do not want to answer the questions, that’s OK. It’s also OK if you don’t want to do the 

study. You can tell your parents or me that you do not want to be in this study. If you say yes now, 

you can change your mind later. You can still say no. That is OK too!  None of this will affect the 

care that you get at the Glenrose. 

 

What if I am not sure? 

Your parents know about this study. Ask them questions if you do not understand what this is 
about. You can also talk to us about the study before you decide if you want to be involved.  

Thank you for thinking about helping us with this project. 

 

 

I agree to take part in the study.  
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 _____________________________ ________________ 

                   Your signature (research participant) Date 

 

 _____________________________ ________________ 

 Signature of witness Date 

 

 _____________________________ ________________ 

 Signature of Investigator Date  

 

 

You or your parent can contact the University of Alberta Research Ethics Office at (780) 492-

2615 if you have any questions regarding your rights as a research participant. If you have any 

concerns about the conduct of this study, you or your parent can contact the Health Research 

Ethics Board office at (780) 492-0302 
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Appendix J 

CONSENT FORM- Physical Therapists 

 
Title of Project: Evaluation of a video game to augment conventional lower limb strength training 

with children with cerebral palsy. 

 

Principal Investigator:               Lesley Wiart, PT, PhD  

Graduate Student Researcher:         Shivangi Bajpai, B.Tech. 

 

Ethics ID#: Pro00087186 

 
  YES            NO  

Do you understand that you have been asked to be in a research study?                     

Have you read and received a copy of the attached Information Sheet?                     

Do you understand the benefits and risks involved in this research study?                     

Have you had an opportunity to ask questions and discuss this study?                     

Do you understand that you are free to refuse to participate or withdraw from the study at 

any time, without any reason? 
                   

Has the issue of confidentiality been explained to you?                     

Do you understand that the video recordings will be used for research purposes only?                   

Signatures  

Who explained this study to you? _____________________________________  

 

I agree to participate in this study:      YES:            NO:   

 

Signature of physical Therapist: _____________________________________  

Printed Name: __________________________  Date: _____________________  

  

  

  

Witness (if available): ___________________________     

I believe that the person signing this form understands what is involved in the study and voluntarily agrees to 

participate.  

Signature of Investigator or Designee: ________________________  Date: _________________  

*THE INFORMATION SHEET MUST BE ATTACHED TO THIS CONSENT FORM AND A COPY 

GIVEN TO THE RESEARCH PARTICIPANT  

Please contact the University of Alberta Research Ethics Office at (780) 492-2615 if you have any questions 

regarding your rights as a research participant. If you have any concerns about the conduct of this study, you 

can contact the Health Research Ethics Board office at (780) 492-0302.  
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Appendix K 

 

Intrinsic Motivation Inventory 

 

TASK EVALUATION QUESTIONNAIRE  

For each of the following statements, please indicate how true it is for you, using the following 

scale:      

                       1               2               3               4                 5               6                 7  

             not at all true                             somewhat true                                       very true  

 

1. While I was working exercising, I was thinking about how much I enjoyed it.  

2. I did not feel at all nervous about doing the exercise.  

3. I felt that it was my choice to do the exercise.  

4. I think I am pretty good at this exercise.  

5. I found the exercise very interesting. 

6.  I felt tense while doing the exercise.  

7. I think I did pretty well at this exercise, compared to other students.  

8. Doing the task was fun.  

9. I felt relaxed while doing the exercise.  

10. I enjoyed doing the exercise very much.  

11. I didn’t really have a choice about doing the exercise.  

12. I am satisfied with my performance at this exercise.  

13. I was anxious while doing the exercise.  

14. I thought the exercise was very boring.  

15. I felt like I was doing what I wanted to do while I was working on the exercise.  

16. I felt pretty skilled at this exercise.  

17. I thought the exercise was very interesting.  

18. I felt pressured while doing the exercise.  

19. I felt like I had to do the exercise.  

20. I would describe the exercise as very enjoyable.  

21. I did the task because I had no choice.  

22. After working at this exercise for a while, I felt pretty competent. 
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Appendix L 

 

Game Engagement Questionnaire 

 

Please indicate how you felt while playing the game for each of the items, on the following scale:                     

Yes               Sort of                No 

  

1. I lose track of time                                            Yes               Sort of                No 

2. Things seem to happen automatically             Yes               Sort of                No 

3. I feel different                                                   Yes               Sort of                No 

4. I feel scared                                                      Yes               Sort of                No 

5. The game feels real                                          Yes               Sort of                No 

6. If someone talks to me, I don’t hear them         Yes               Sort of                No 

7. I get wound up                                                   Yes               Sort of                No 

8. Time seems to kind of standstill or stop            Yes               Sort of                No 

9. I feel spaced out                                                Yes               Sort of                No 

10. I don’t answer when someone talks to me        Yes               Sort of                No 

11. I can’t tell that I’m getting tired                           Yes               Sort of                No 

12. Playing seems automatic                                   Yes               Sort of                No 

13. My thoughts go fast                                            Yes               Sort of                No 

14. I lose track of where I am                                   Yes               Sort of                No 

15. I play without thinking about how to play           Yes               Sort of                No 

16. Playing makes me feel calm                              Yes               Sort of                No 

17. I play longer than I meant to                              Yes               Sort of                No 

18. I really get into the game                                    Yes               Sort of                No 

19. I feel like I just can’t stop playing                        Yes               Sort of                No 

 

1. . 
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Appendix M 

 

System Usability Scale (SUS) 

 

Thank you for participating in this evaluation. Your answers, based on sessions with and without 

the video game, will help us to improve the game.  

 

Instructions- Please indicate the degree to which you disagree/agree with the following 

statements.  

 

 

1. I think that I would like to use this system frequently. 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

2. I found this system unnecessarily complex. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

3. I thought this system was easy to use. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

4. I think that I would need assistance to be able to use this system. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

5. I found the various functions in this system were well integrated. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

6. I thought there was too much inconsistency in this website. 

 

 



 134 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

7. I would imagine that most people would learn to use this system very quickly. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

8. I found this system very cumbersome/awkward to use. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

9. I felt very confident using this system. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 

 

10. I needed to learn a lot of things before I could get going with this system. 

 

 

     Strongly Disagree       Disagree          Neutral          Agree          Strongly Agree 
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Appendix N 

 

Informal Interview with therapist 

  

Your answers to these questions are important for understanding your views on the newly 

designed game for the therapy. Your feedback will help us in developing an improved 

therapeutic game. 

 

1. What was your experience with the video game? Did it affect how you provided therapy? 

If yes, how? If no why not? 

 

2. Do you have any concerns regarding the use of the game with strengthening exercises? 

 

3. Did the use of the game contribute to a more positive or negative therapy experience? 

Please explain. 

 

4. What changes in the system would make the game more effective for increasing 

engagement, motivation and enjoyment? 

 

5. Was the game easy to use? Why or why not? How can we make the system easier to use? 

 

6. What changes would you like to see in an improved version of this game?  

 

7. Does the game need to be more interesting? If yes, how can we make the game more 

interesting for therapy? 

 

8. What age of child do you think the game is best suited for? 
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Appendix O 

 

Informal Interview therapists 

 

Your answers to these questions are important for understanding your views on the newly 

designed game for the therapy. Your feedback will help us in developing an improved 

therapeutic game. 

 

1. Which sessions do you think your child preferred (with or without the video game)? 

 

2. Which specific features in the game do you think kept your child engaged (or not) in the 

activity? 

 

3. What changes would you like to see in an improved version of the game? 

 

4. Do you have any concerns related to the use of this game with therapy? 

 

5. How can we make the game more interesting for your child? 

 


