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Abstract 

Background: Virtual reality (VR) has been broadly applied in post‑stroke rehabilitation. However, studies on occupa‑
tional performance and self‑efficacy as primary outcomes of stroke rehabilitation using VR are lacking. Thus, this study 
aims to investigate the effects of VR training on occupational performance and self‑efficacy in patients with stroke.

Methods: This was an assessor‑blinded, randomized controlled trial. Sixty participants with first‑ever stroke (< 1‑year 
onset) underwent rehabilitation in a single acute hospital. Participants were randomly assigned to either the VR group 
(n = 30) or control group (n = 30). Both groups received dose‑matched conventional rehabilitation (i.e., 45 min, five 
times per week over 3 weeks). The VR group received additional 45‑min VR training for five weekdays over 3 weeks. 
The primary outcome measures were the Canadian Occupational Performance Measure and Stroke Self‑Efficacy 
Questionnaire. Secondary outcome measures included Modified Barthel Index, Fugl‑Meyer Assessment‑Upper 
Extremity, and Functional Test for the Hemiplegic Upper Extremity. The assessment was conducted at baseline and 
after the 3‑week intervention.

Results: A total of 52 participants (86.7%) completed the trial. Significant between‑group differences in Stroke 
Self‑Efficacy Questionnaire (Median Difference = 8, P = 0.043) and Modified Barthel Index (Median Difference = 10, 
P = 0.030) were found; however, no significant between‑group differences in Canadian Occupational Performance 
Measure, Fugl‑Meyer Assessment‑Upper Extremity, and Functional Test for the Hemiplegic Upper Extremity were 
noted. No serious adverse reactions related to the program were reported.

Conclusions: Additional VR training could help improve the self‑efficacy and activities of daily living of patients with 
stroke; however, it was not superior to conventional training in the improvement of upper limb functions, occupa‑
tional performance, and satisfaction. Nevertheless, VR could be integrated into conventional rehabilitation programs 
to enhance self‑efficacy of patients after stroke.

Trial registration: This study was successfully registered under the title “Effects of virtual reality training on occu‑
pational performance and self‑efficacy of patients with stroke” on October 13 2019 and could be located in https ://
www.chict r.org with the study identifier ChiCTR1900026550.
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Background
Stroke is a common neurological disease associated with 
high morbidity, mortality, and disability rates [1]. The 
survival rate of this disease has significantly improved in 
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recent years. However, there are still a large number of 
stroke survivors experiencing severe dysfunctions. For 
instance, 85% of stroke survivors had upper extremity 
dysfunction at the initial stage of onset [2], and approxi-
mately 30–36% of patients with stroke still had upper 
extremity dysfunction at 6 months after stroke [3]. Such 
dysfunctions could greatly affect patients’ quality of life 
and prognosis after stroke, and improvement in the abil-
ity to complete activities of daily living (ADL) is vital for 
functional recovery.

Apart from sensation, motor function, and ADL, some 
important domains, including occupational performance 
and self-efficacy, have to be considered in stroke reha-
bilitation [4]. Occupational performance is the ability of 
the patients to handle different activities in the areas of 
self-maintenance, productivity, and leisure. Patients with 
good occupational performance could better perceive, 
desire, recall, plan, and perform roles, routines, and tasks 
to adapt to the internal or/and external environment [5]. 
Self-efficacy is defined as a person’s ability to perform a 
task or activity with confidence [6]. Stroke Self-Efficacy 
Questionnaire (SSEQ) is the most commonly used meas-
ure for self-efficacy in patients with stroke. Compared 
with other self-efficacy scales for a specific dysfunc-
tion or tasks, such as the Self-Efficacy for Exercise Scale 
and the Falls Efficacy Scale, SSEQ covers all functional 
tasks and self-management items related to holistic self-
efficacy for stroke population [7]. Four principles could 
enhance self-efficacy, which include direct mastery of 
experience, substitution of experience, verbal persuasion, 
and understanding of physiological states and signals [8]. 
A previous study found that self-efficacy is a moderator 
of occupational performance in stroke self-management 
programs [9].

Virtual reality (VR) equipment has become a popular 
and common rehabilitation tool in numerous hospitals 
[10]. VR is a computer technology that enables interac-
tion between users and the environment and provides 
high doses of repetitive task training [11, 12]. The training 
provides an additional option for the participants, which 
in turn enhances their motivation of getting involved 
with daily training. Optimal use of VR equipment could 
save labor costs in acute hospitals. Previous reviews have 
suggested that VR is a promising, safe, novel, and exciting 
treatment tool [13–15], especially for the improvement of 
upper limb function, balance function, and gait [16–19]. 
However, in recently published reviews, no significant 
difference in the improvement of upper limb function 
between VR training and conventional training was 
found. VR training could improve the ADL of patients 
with stroke, the evidence on improved quality of life and 
participation restriction is limited [20–22]. Some studies 
showed that different outcome measures related to the 

effect of VR training still need to be specified [23–25]. 
The number of published clinical trials that used occu-
pational performance [26, 27] and self-efficacy [22, 28] as 
primary outcomes in VR training are few.

In clinical practice, VR training may provide guidance 
and timely feedback to participants via simulated daily 
life virtual scene and demonstrations [12], which differs 
from conventional rehabilitation; the ability acquired in 
VR training may be better generalized to daily activities. 
Moreover, VR training could provide participants feed-
back on their body, voice, and vision as well as timely 
encouragement and support from therapists and family 
members [29]. Thus, it may be easier for the participants 
to understand their own performance and improve their 
sense of achievement [30], which could in turn improve 
enthusiasm and confidence in daily activities. Such char-
acteristics of VR interventions are related to the four 
principles that could improve self-efficacy. Hence, our 
study will further explore the effect of VR training on 
self-efficacy and occupational performance.

Currently, a few VR-related studies confirmed a posi-
tive effect on occupational performance among patients 
with stroke [27, 31]. A few studies on VR combined with 
treadmills found significant improvements in falls-related 
self-efficacy and balance self-efficacy [22, 32, 33]. How-
ever, the evidence on the effect of VR on holistic self-effi-
cacy of patients with stroke is lacking. Thus, VR-related 
studies that focus on the improvement of occupational 
performance and self-efficacy of patients with stroke are 
meaningful. Moreover, improvement of upper limb func-
tion by VR training also needs to be investigated.

Our study, which was designed as a randomized con-
trolled trial, aimed to investigate the effect of VR on 
self-efficacy and occupational performance of patients 
with stroke. We hypothesized that VR plus conventional 
training were superior to conventional training in the 
improvement of self-efficacy, occupational performance 
and ADL. The results of upper limb function were equiv-
alent in both groups.

Methods
Study design and participants
This study was an assessor-blinded randomized con-
trolled trial and was reported according to the CON-
SORT statement for non-pharmacological trials. 
Participants were recruited consecutively at a large 
acute hospital in Changsha, China, from October 2019 
to March 2020. Both outpatients and inpatients were 
included. Inclusion criteria were as follows: (1) diagno-
sis of first-ever stroke (onset time ≤ 1 year); (2) ability to 
follow verbal instructions (Mini-Mental State Evaluation 
score ≥ 24 points); an adjusted cut-off value of 17 was 
used for participants with formal education years < 6 [34]; 
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(3) the muscle tone of upper limb evaluated by modi-
fied Ashworth scale < 2; (4) proximal upper limb strength 
assessed by manual muscle test ≥ 2; and (5) no visual 
field deficit or hemianopia. Participants with bilateral 
hemispheric stroke and severe cardiopulmonary diseases 
or other medical diseases that could affect their capac-
ity to do rehabilitative training were excluded. Written 
informed consent was obtained from each participant 
prior to data collection. The participants were randomly 
assigned to two groups: VR (n = 30) or control (n = 30) 
groups.

Intervention
The equipment used in this study was Doctor Kinetic 
(DIH Medical, Fengtai District, Beijing, China). The main 
component of the VR-based game system was a touch-
controlled computer screen, which was used to input 
basic information, assess participants’ range of motion, 
and set personalized prescriptions. Infrared sensor smart 
recognition camera was used to track the range of joint 
movement, mainly that of large joints (shoulder and 
elbow). The camera sensor could capture the movements 
of the participant at a distance between 1.5 and 3.0 m. A 
human-shaped model on the computer screen demon-
strated the required joint movements before the training, 
as well as some game actions. Participants must follow 
the actions of the human-shaped model to complete 
tasks one by one.

Participants in the VR group received VR training for 
45 min, five times per week over 3 weeks. Before training, 
each participant was evaluated for active range of motion, 
including flexion, extension, adduction and abduction of 
shoulder joint. The VR games contained five tasks: bilat-
eral upper limb flexion; abduction activity (20 times per 
activity); gold coins picking game, including shoulder 
circle; cross and mixed training for 3–5 min. The train-
ing difficulty and intensity were adjusted according to 
the participant’s ability. To prevent falls, therapists stood 
behind the participant for safety and guidance, and the 
participant was allowed to grab the handrail, if neces-
sary. During the training process, the participants’ feel-
ings were also considered to avoid fatigue and overload 
training. Both groups received the same dosage of con-
ventional training, which included occupational therapy, 
physical therapy, and acupuncture.

Outcome measures
All outcomes were evaluated before and immediately 
after the 3-week intervention. The primary outcomes 
were occupational performance and self-efficacy, which 
were assessed by Canadian Occupational Performance 
Measure (COPM) and Stroke Self-Efficacy Questionnaire 
(SSEQ), respectively. COPM is a reliable and valid tool 

that measures self-perception of occupational perfor-
mance in the areas of self-maintenance, leisure, and pro-
ductivity. A change score of 2 was considered clinically 
significant, according to a previous report [35]. SSEQ was 
used to assess self-efficacy. It consists of two parts with 13 
subitems, including daily activities and self-management.

The secondary outcomes were upper limb functions 
and ADL. Fugl-Meyer Assessment-Upper Extremity 
(FMA-UE) and Functional Test for the Hemiplegic Upper 
Extremity (FTHUE) were used to assess the upper limb 
functions. FMA-UE evaluates the motor function of the 
upper limbs, wrists, and hands. Change score of upper 
extremity ranged from 4.25 to 7.25 was considered to be 
clinically significant in stroke patients with minimal to 
moderate hemiparesis [36]. FTHUE is commonly used to 
evaluate the overall function of the upper extremity after 
stroke, consists of 13 domains, and has seven functional 
levels. Modified Barthel Index (MBI), which used a five-
step scoring system, was used to assess ADL.

Sample size
The sample size was calculated based on published stud-
ies. The effect size of COPM performance, COPM satis-
faction and self-efficacy were 3.0, 3.3 [26], and 0.7 [37], 
respectively. In addition, the sample size was calculated 
according to the estimated effect size of 0.7 on self-effi-
cacy, with a statistical power of 80% and ∂ = 0.5. Recruit-
ment of 60 participants was intended to compensate for a 
15% dropout during the intervention. Moreover, consid-
ering the referral rate of the hospital, recruiting 60 volun-
teers within half a year was feasible.

Randomization and ethical approval
The study protocol was approved by the Medical Eth-
ics Committee of the Xiangya Hospital, Central South 
University (approval number: 201906143) and was reg-
istered in Chinese Clinical Trial Registry (Registration 
Number: ChiCTR1900026550). Eligible participants were 
initially screened by a research assistant. All participants 
were asked to sign the informed consent. Subsequently, 
the participants were assessed by a blinded evaluator at 
baseline and were randomized. The random sequence 
was generated using a table of random numbers, and the 
randomization results were stored in a numbered, sealed, 
and opaque envelope by another research assistant.

Statistical analysis
SPSS 22.0 was used for statistical analyses. Descrip-
tive statistics were conducted for all outcome variables. 
Before the analyses, Shapiro–Wilk test was performed to 
test the normality of continuous data. Independent t-test 
and Mann Whitney U test were employed to compare 
normally distributed data and non-normally distributed 
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data between the two groups, respectively. Wilcoxon 
signed-rank test was performed to compare within-
group differences. Chi-square test or Fisher’s exact test 
was used to compare categorical data. Rank sum test was 
used to compare ordinal variables. Minimal clinically 
important differences (MCID) were applied to compare 
the present results. Statistical significance was set at P 
value < 0.05. Intent-to-treat analysis [38] was applied in in 
all comparisons, with Last Observation Carried Forward 
Method for the imputation of any missing value.

Results
Participants and recruitment
A total of 168 participants were identified in this study 
(Fig. 1). Demographic characteristics were presented and 

homogeneity of the groups at baseline was confirmed in 
Table 1. The overall attrition rate was 13.3%. No falls or 
other adverse reactions were reported.

Primary outcome
A significant between-group difference in SSEQ was 
found after intervention (Median Difference = 8, 
P = 0.043, Z = −  2.027), and only daily activities 
domain in SSEQ demonstrated significance (Median 
Difference = 6, P = 0.017, Z = −  2.392). No significant 
differences in COPM were found between two groups. 
Table 2 shows the details of the main activities of the 
participants. The rate of difficult activities in the areas 
of self-maintenance, productivity, and leisure was 

Fig. 1 Flow chart of study
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48.2%, 25.8%, and 25.8%, respectively. The median 
and interquartile range of the results were shown in 
Table 3.

Secondary outcome
A significant difference in MBI was found between 
groups (Median Difference = 10, P = 0.03, Z = − 2.171; 
Table  3). No significant between-group difference in 
FMA-UE and FTHUE was noted, and both groups had 
improved upper limb function (P < 0.05). The results 
of FMA in both groups were more than 7.25 points 
(MCID) and showed clinical significance.

Discussion
In this study, we found that additional 3-week VR train-
ing could improve self-efficacy and ADL; however, 
the occupational performance, satisfaction, and upper 
extremity function were not superior in participants who 
had VR training.

About half of the demands of COPM were in the area 
of self-maintenance, such as personal care and func-
tional mobility; this finding was similar to that of another 
study [39]. Specifically, walking was the most frequently 
mentioned activity of patients with stroke, which was 
followed by eating and dressing. Moreover, the most 
important activity in the area of productivity was work-
ing, which was followed by housework; this finding was 
also similar to previous research results [40, 41]. For 
leisure, the demands appeared to be of diversity and be 
related to patients’ interests. Most patients considered 
playing mahjong as the first priority for leisure activi-
ties, and this might be associated with the Chinese cul-
ture. Besides, social engagement is associated with the 
interaction of different occupations, which can support 
expected community and family involvement, as well as 
activities involving peers and friends [42].

In our study, positive changes in the score of occupa-
tional performance were observed in both groups; the 
score was 2 points greater than the baseline, indicating 
a clinically significant improvement in occupational per-
formance, and no between-group difference was found. 
The result of our study was consistent with those of cur-
rent studies [26, 43], although the number of VR-related 
studies using occupational performance as an outcome 
indicator is insufficient. Furthermore, it was reported 
that a patient-centered treatment enables therapists 
to fully consider each patient’s satisfaction, desire, and 
goals, which in turn makes the promotion of enthusiasm 
among participants easier, thereby resulting in adher-
ence to intervention and patient satisfaction [26]. There 
are some differences between the VR therapeutic activi-
ties and realistic daily activities. These barriers were very 
common in the implementation of VR training, which 
need the collaboration of engineers and game designers, 
clinicians and end-users to improve them [44]. In addi-
tion, the demand of productive activities and recreational 
activities was about 52%, and target training in our VR 
training program was insufficient. Moreover, because of 
the relatively large sample size and short training proto-
col compared with two previous randomized controlled 
trials [31, 43], implementing a patient-centered treat-
ment in clinical practice was difficult. These results may 
explain the absence of a significant difference between 
two groups in COPM. Nevertheless, the inherent inter-
activity and entertainment of VR can motivate patients’ 
participation.

Table 1 Characteristics of included participants

Values are numbers (percentages) unless otherwise stated
* Means ± standard deviation
† Median (interquartile range)

VR group
(n = 25)

Control group
(n = 27)

P value

Age (years)* 53.28 ± 15.30 54.11 ± 14.81 0.430

Post‑stroke duration (days)† 20 (9–45.5) 8 (6–15) 0.125

Mini‑mental state evaluation† 28 (24.5–29) 28 (26–29) 0.918

Intervention duration† 8 (6–14.5) 7 (6–10) 0.610

Gender 0.335

 Male 18 (72) 16 (59)

 Female 7 (28) 11 (41)

Etiology 0.244

 Ischemic 21 (84) 19 (70)

 Hemorrhage 4 (16) 8 (30)

Paretic side 0.099

 Right 12 (48) 7 (26)

 Left 13 (52) 20 (74)

Handedness 1.000

 Right 25 (100) 26 (96.3)

 Left 0 (0) 1 (3.7)

Muscle strength (shoulder 
flexion)

0.635

 2 3 (12) 6 (22.2)

 3 12 (48) 11 (40.7)

 4 6 (24) 5 (18.5)

 5 4 (16) 5 (18.5)

Muscle tone (elbow flexion) 0.812

 0 21 (84) 22 (81.5)

 1 4 (16) 5 (18.5)

Educational level 0.372

 Primary school 6 (24.0) 9 (33.3)

 Middle school 5 (20.0) 7 (25.9)

 High school 4 (16.0) 2 (7.4)

 Associate’s degree 5 (20.0) 5 (18.5)

 Bachelor’s degree or above 5 (20.0) 4 (14.8)
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Bandura’s cognition theory was commonly applied 
for stroke self-management program, and this kind of 
program contained meaningful and physical activi-
ties to further improve self-efficacy [45–47]. Similar 
to stroke self-management program, VR can provide 
task-oriented, imitative, and repetitive activities, and 
it also has the advantage to integrate these four prin-
ciples. Additionally, according to theoretical concepts 

of Bandura’s self-efficacy, the most feasible way to assist 
participants to obtain and improve self-efficacy is to use 
self-efficacy-related four principles [6, 48]. The human-
shaped model displayed on the screen can help par-
ticipants obtain indirect experiences, and participants 
could acquire successful experience through repetitive 
activities. Meanwhile, appropriate concern and encour-
agement by therapists and families can be provided for 
participants during the training. Hence, participants 

Table 2 Main activities reported by the participants in the COPM domain (n = 52)

COPM domain COPM category Activity Absolute 
frequency

Self‑maintenance
(75, 48.4%)

Personal care
(33, 21.3%)

Eating 13

Grooming 5

Dressing 8

Taking a bath 7

Functional mobility
(27, 17.4%)

Transfer 6

Walking 21

Independence away from home
(15,9.7%)

Using public transport 4

Driving 7

Shopping 4

Productivity
(40, 25.8%)

Work
(18, 11.6%)

Work activities 18

Domestic tasks
(21, 13.5%)

Making a meal 4

Wash clothes 4

Caring children 6

Housework 7

School
(1, 0.6%)

Learning 1

Leisure
(40, 25.8%)

Quiet recreation
(20, 12.9%)

Watching TV 4

Playing chess 1

Playing game 1

Playing phone 2

Reading 2

Playing mahjong 10

Writing 2

Active recreation
(11, 7.1%)

Traveling 2

Playing ball (basketball, ping‑pong) 3

Fishing 1

Climbing mountain 1

Swimming 2

Playing erhu 1

Running 1

Socialization
(9, 5.8%)

Join a party 6

Visiting 3
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can improve self-efficacy by integrating Bandura’s prin-
ciples into VR training program.

Currently, studies that used holistic self-efficacy as an 
outcome indicator in VR training are insufficient, and 
only a few studies investigated balance self-efficacy [22, 
33, 49, 50]. Previous studies found that VR could increase 
participants’ confidence, motivation to participate, and 
functional activities based on the remodeling and reor-
ganization of brain function [26, 51, 52]. Observational 
learning through VR training can activate mirror neurons 
in cortex. Similarly, participants receiving sensory feed-
back in VR training were likely to learn the target motor 
behavior. The feedback could promote the development 
of use-dependent cortical plasticity, leading to the recov-
ery of motor function [53]. Moreover, the functional 
improvement induced by motor learning through VR 
training could greatly improve participants’ confidence 
and self-efficacy in a new environment [22, 32, 33, 49, 50]. 
In addition, a study reported that participants regarded 
VR training as an interactive and enjoyable sports game 
rather than a training; thus, they were more motivated to 
engage in the training [54]. Moreover, another advantage 
of VR is that it can greatly save labor.

Our study found that VR training is beneficial for 
patients with stroke in terms of ADL but not upper limb 

function. These results were consistent with those of a 
previous study [21]. The possible reasons may be as fol-
lows: the overall intervention time of this study was rela-
tively short. Although a review confirmed that a total 
intervention time more than 15 h would become a trend 
of customization [21], the regulations of medical insur-
ance prevented us from having a longer treatment dura-
tion. Additionally, the VR equipment used in this study 
was mainly focused on the proximal joint of the upper 
limb, and thus lacked functional training for the distal 
joints (hand and wrist), which possibly contributed to the 
difficulty in enhancing upper limb function scores. In our 
study, both self-efficacy and ADL improved compared 
with control group. The improvement of ADL might be 
related to the improvement of self-efficacy. A previous 
study revealed that patients with high self-efficacy per-
formed better in daily activities than patients with low 
self-efficacy [4].

Limitations
This study has some limitations. Sample size was 
small in this study. Although the intervention proto-
col was designed completely, it did not exactly match 
the daily activities. Moreover, to achieve blinding and 
consistency, the evaluation was performed by the same 

Table 3 Outcome measure scores (median and IQR) at baseline (T1) and 3-week follow-up (T2)

All values are Median (IQR, interquartile range). n number of patients;

VR virtual reality, MBI modified Barthel Index, FMU Fugl-Meyer assessment-upper extremity, FTHUE functional test for the hemiplegic upper extremity, COPM canadian 
occupational performance measure, SSEQ stroke self-efficacy questionnaire
a The Wilcoxon signed-rank test was used to compare within-group differences
b The Mann Whitney U-test was used to compare between-group differences

*P ≤ .05

Outcome VR group (n = 25) Control group (n = 27) Comparison
Between group (Pb)

T1 T2 Pa T1 T2 Pa T1 T2

MBI 84 (66.5–95) 95 (88.5–100)  < 0.000*, 
Z = – 3.922

65 (52–86) 85 (59–100)  < 0.000*, 
Z = – 4.202

0.081,
Z = − 1.742

0.030*,
Z = − 2.171

FMU 53 (40–59.5) 62 49–64.5)  < 0.000*, 
Z = – 4.296

45 (23–59) 58 (31–64)  < 0.000, 
Z = – 4.546

0.244
Z = − 1.164

0.295
Z = − 1.047

FTHUE 5 (3–7) 7 (4–7) 0.001*, 
Z = – 3.375

4 (3–6) 6 (4–7)  < 0.000*, 
Z = – 4.167

0.237
Z = − 1.182

0.191
Z = − 1.307

COPM

Performance 5 (3–6) 7.3 (5–8.5) 0.002*, 
Z = – 3.173

4 (2.25–5.75) 7 (5–8.4)  < 0.000*, 
Z = – 3.836

0.414
Z = − 0.816

0.607
Z = − 0.514

Satisfaction 5 (3–6.5) 7.3 (5–8.7) 0.001*, 
Z = – 3.232

4.5 (2.67–7.5) 7 (5.5–9.2) 0.001*, 
Z = – 3.271

0.985
Z = − 0.018

0.920
Z = − 0.101

SSEQ

Total 117 (96.5–125.5) 125 (109.5 –130) 0.006*, 
Z = – 2.744

108 (91–122) 117 (102–125) 0.031*,
Z = – 2.155

0.305
Z = − 1.026

0.043*

Z = − 2.027

Daily activities 72 (55.5–77.5) 78 (66.5–80) 0.006*, 
Z = – 2.767

68 (51–74) 72 (60–76) 0.096, 
Z = – 1.665

0.192
Z = − 1.304

0.017*

Z = − 2.392

Self‑management 45 (38.5–47) 49 (40.5–50) 0.073, 
Z = – 1.792

43 (38–48) 46 (40–50) 0.009*, 
Z = – 2.598

0.659
Z = − 0.441

0.571
Z = − 0.566
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research therapist who had no clinical relationship with 
the participant. However, subjective evaluations com-
monly require a certain degree of interactivity to better 
complete, such as COPM and self-efficacy evaluation. 
This study did not have any follow-up assessments to 
track continuous effects. All these limitations need to 
be reconsidered in future studies.

Conclusions
According to the results of this study, VR training could 
be used as an effective tool to enhance self-efficacy and 
improve ADL of patients with stroke in acute hospitals. 
Our study used self-efficacy, occupational performance 
and satisfaction as primary outcomes, and thus added 
important outcomes to VR researches. Nonetheless, 
more randomized controlled trials are needed to deter-
mine the effectiveness of VR training on occupational 
performance and satisfaction of patients with stroke.

Abbreviations
VR: Virtual reality; COPM: Canadian occupational performance measure; SSEQ: 
Stroke self‑efficacy questionnaire; MBI: Modified Barthel Index; FMA‑UE: Fugl‑
Meyer assessment‑upper extremity; FTHUE: Functional test for the hemiplegic 
upper extremity; ADL: Activities of daily living.

Acknowledgements
The authors thank the rehabilitation center for authorizing the study and are 
very grateful for the participants’ involvement in the study.

Authors’ contributions
YL contributed to the study design, data analysis, and drafting and revision of 
the manuscript. RO contributed to the drafting and revision of the manu‑
script. JZ contributed to the revision of the manuscript. All authors read and 
approved the final manuscript.

Funding
This study was supported by Clinical Medical Technology Innovation Guidance 
Project of Hunan Province Technology Innovation Guidance Program (No. 
2017SK50113). Funding agencies could provide appropriate financial support 
for data collection and manuscript polishing.

Availability of data and materials
Raw data is available from the corresponding author on reasonable request.

Ethics approval and consent to participate
The study protocol was approved by the Medical Ethics Committee of the 
Xiangya Hospital Central South University (approval number: 201906143) and 
all the participants gave their informed consent.

Consent for publication
Consent for publication of individual data has been got from all the partici‑
pants of the study.

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

Author details
1 Department of Rehabilitation, Xiangya Hospital Central South University, No. 
87 Xiangya Road, Changsha 410008, Hunan, China. 2 Department of Reha‑
bilitation Sciences, The Hong Kong Polytechnic University, Hong Kong SAR, 
China. 

Received: 14 July 2020   Accepted: 6 November 2020

References
 1. GBD 2017 Mortality Collaborators. Global, regional, and national age‑sex‑

specific mortality and life expectancy, 1950–2017: a systematic analysis 
for the Global Burden of Disease Study 2017. Lancet. 2018;392:1684–735.

 2. Saposnik G, Teasell R, Mamdani M, Hall J, McIlroy W, Cheung D, et al. 
Effectiveness of virtual reality using Wii gaming technology in stroke 
rehabilitation: a pilot randomized clinical trial and proof of principle. 
Stroke. 2010;41:1477–84.

 3. Kwakkel G, Kollen Boudewijn J, van der Grond J, Prevo Arie JH. Probability 
of regaining dexterity in the flaccid upper limb. Stroke. 2003;34:2181–6.

 4. Korpershoek C, van der Bijl J, Hafsteinsdottir TB. Self‑efficacy and its influ‑
ence on recovery of patients with stroke: a systematic review. J Adv Nurs. 
2011;67:1876–94.

 5. Chapparo C, Ranka J. Occupational performance model (Australia): 
Definition of terms. In Occupational performance model (Australia): 
monograph. 1997;1:58–60.

 6. Bandura A. Self‑efficacy. In: Ramachandran VS, editor. Encyclopedia of 
human behavior. New York: Academic Press; 1994. p. 71–81.

 7. Jones F, Partridge C, Reid F. The stroke self‑efficacy questionnaire: measur‑
ing individual confidence in functional performance after stroke. J Clin 
Nurs. 2008;17:244–52.

 8. Jones F. Strategies to enhance chronic disease self‑management: How 
can we apply this to stroke? Disabil Rehabil. 2006;28:841–7.

 9. Nott M, Wiseman L, Seymour T, Pike S, Cuming T, Wall G. Stroke self‑
management and the role of self‑efficacy. Disabil Rehabil. 2019. https ://
doi.org/10.1080/09638 288.2019.16664 31.

 10. Lange B, Koenig S, Chang C‑Y, McConnell E, Suma E, Bolas M, et al. 
Designing informed game‑based rehabilitation tasks leveraging 
advances in virtual reality. Disabil Rehabil. 2012;34:1863–70.

 11. Fung V, Ho A, Shaffer J, Chung E, Gomez M. Use of Nintendo Wii Fit™ 
in the rehabilitation of outpatients following total knee replacement: a 
preliminary randomised controlled trial. Physiotherapy. 2012;98:183–8.

 12. Weiss PL, Kizony R, Feintuch U, Katz N. Virtual reality in neurorehabilita‑
tion. In: Selzer M, Clarke S, Cohen L, Duncan P, Gage F, editors. Textbook of 
neural repair and rehabilitation. Cambridge: Cambridge University Press; 
2006. p. 182–97.

 13. Crosbie JH, Lennon S, Basford JR, McDonough SM. Virtual reality in stroke 
rehabilitation: still more virtual than real. Disabil Rehabil. 2007;29:1139–46.

 14. Lohse KR, Hilderman CGE, Cheung KL, Tatla S, Van der Loos HFM. Virtual 
reality therapy for adults post‑stroke: a systematic review and meta‑anal‑
ysis exploring virtual environments and commercial games in therapy. 
PLoS ONE. 2014;9:e93318.

 15. Saposnik G, Levin M, Outcome Research Canada (SORCan) Working 
Group. Virtual reality in stroke rehabilitation: a meta‑analysis and implica‑
tions for clinicians. Stroke. 2011;42:1380–6.

 16. Cheok G, Tan D, Low A, Hewitt J. Is Nintendo Wii an effective intervention 
for individuals with stroke? A systematic review and meta‑analysis. J Am 
Med Dir Assoc. 2015;16:923–32.

 17. Corbetta D, Imeri F, Gatti R. Rehabilitation that incorporates virtual reality 
is more effective than standard rehabilitation for improving walking 
speed, balance and mobility after stroke: a systematic review. J Physi‑
other. 2015;61:117–24.

 18. Li Z, Han XG, Sheng J, Ma SJ. Virtual reality for improving balance in 
patients after stroke: a systematic review and meta‑analysis. Clin Rehabil. 
2016;30:432–40.

 19. Moreira MC, de Amorim Lima AM, Ferraz KM, Benedetti Rodrigues MA. 
Use of virtual reality in gait recovery among post stroke patients—a 
systematic literature review. Disabil Rehabil Assist Technol. 2013;8:357–62.

 20. Laver KE, George S, Thomas S, Deutsch JE, Crotty M. Virtual reality for 
stroke rehabilitation. Cochrane Database Syst Rev. 2015. https ://doi.
org/10.1002/14651 858.CD008 349.pub3.

 21. Laver KE, Lange B, George S, Deutsch JE, Saposnik G, Crotty M. 
Virtual reality for stroke rehabilitation. Cochrane Database Syst Rev. 
2017;11:CD008349.

https://doi.org/10.1080/09638288.2019.1666431
https://doi.org/10.1080/09638288.2019.1666431
https://doi.org/10.1002/14651858.CD008349.pub3
https://doi.org/10.1002/14651858.CD008349.pub3


Page 9 of 9Long et al. J NeuroEngineering Rehabil          (2020) 17:150  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 22. Lam YS, Man DW, Tam SF, Weiss PL. Virtual reality training for stroke reha‑
bilitation. Neurorehabilitation. 2006;21:245–53.

 23. Lee HC, Huang CL, Ho SH, Sung WH. The effect of a virtual reality game 
intervention on balance for patients with stroke: a randomized controlled 
trial. Games Health J. 2017;6:303–11.

 24. Lee KH. Effects of a virtual reality‑based exercise program on functional 
recovery in stroke patients: part 1. J Phys Ther Sci. 2015;27:1637–40.

 25. Lee MM, Shin DC, Song CH. Canoe game‑based virtual reality training to 
improve trunk postural stability, balance, and upper limb motor function 
in subacute stroke patients: a randomized controlled pilot study. J Phys 
Ther Sci. 2016;28:2019–24.

 26. Aramaki AL, Sampaio RF, Cavalcanti A, Dutra FCMSe. Use of client‑
centered virtual reality in rehabilitation after stroke: a feasibility study. Arq 
Neuropsiquiatr. 2019;77:622–31.

 27. Lin J, Kelleher CL, Engsberg JR. Developing home‑based virtual reality 
therapy interventions. Games Health J. 2013;2:34–8.

 28. Levac D, Glegg SM, Sveistrup H, Colquhoun H, Miller PA, Finestone H, 
et al. A knowledge translation intervention to enhance clinical applica‑
tion of a virtual reality system in stroke rehabilitation. BMC Health Serv 
Res. 2016;16:557.

 29. Merians AS, Jack D, Boian R, Tremaine M, Burdea GC, Adamovich SV, et al. 
Virtual reality‑augmented rehabilitation for patients following stroke. 
Phys Ther. 2002;82:898–915.

 30. Demain S, Burridge J, Ellis‑Hill C, Hughes AM, Yardley L, Tedesco‑Triccas L, 
et al. Assistive technologies after stroke: self‑management or fending for 
yourself? A focus group study. BMC Health Serv Res. 2013;13:334.

 31. Alberto Luiz A, Rosana Ferreira S, Alessandra C, Fabiana Caetano Martins 
Silva ED. Use of client‑centered virtual reality in rehabilitation after stroke: 
a feasibility study. Arq Neuropsiquiatr. 2019;77:622–31.

 32. Yang YR, Tsai MP, Chuang TY, Sung WH, Wang RY. Virtual reality‑based 
training improves community ambulation in individuals with stroke: a 
randomized controlled trial. Gait Posture. 2008;28:201–6.

 33. Jung J, Yu J, Kang H. Effects of virtual reality treadmill training on balance 
and balance self‑efficacy in stroke patients with a history of falling. J Phys 
Ther Sci. 2012;24:1133–6.

 34. Arevalo‑Rodriguez I, Smailagic N, Roqué i Figuls M, Ciapponi A, Sanchez‑
Perez E, Giannakou A, et al. Mini‑Mental State Examination (MMSE) for 
the detection of Alzheimer’s disease and other dementias in people 
with mild cognitive impairment (MCI). Cochrane Database Syst Rev. 
2015;2015:CD010783.

 35. 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;57:82–7.

 36. Page SJ, Fulk GD, Boyne P. Clinically important differences for the upper‑
extremity Fugl‑Meyer scale in people with minimal to moderate impair‑
ment due to chronic stroke. Phys Ther. 2012;92:791–8.

 37. McEwen S, Polatajko H, Baum C, Rios J, Cirone D, Doherty M, et al. 
Combined cognitive‑strategy and task‑specific training improve transfer 
to untrained activities in subacute stroke: an exploratory randomized 
controlled trial. Neurorehabil Neural Repair. 2015;29:526–36.

 38. Shokar NK. Translating research into practice: the colorectal cancer 
screening experience. J Gen Intern Med. 2014;29:10–2.

 39. McKevitt C, Fudge N, Redfern J, Sheldenkar A, Crichton S, Rudd AR, et al. 
Self‑reported long‑term needs after stroke. Stroke. 2011;42:1398–403.

 40. Pinto de Meneses KV, Duarte JS, Alencar VDO, dos Santos Pereira AC. 
Occupational performance and satisfaction of individuals after cerebral 
vascular accident. Braz Jour Occup Ther. 2014;22:515–20.

 41. American Occupational Therapy Association. Occupational therapy 
practice framework: domain and process. Am J Occup Therapy. 
2017;68:S1–48.

 42. Chang F‑H, Coster WJ. Conceptualizing the construct of participation in 
adults with disabilities. Arch Phys Med Rehab. 2014;95:1791–8.

 43. Adie K, Schofield C, Berrow M, Wingham J, Humfryes J, Pritchard C, et al. 
Does the use of Nintendo Wii SportsTM improve arm function? Trial of 
WiiTM in Stroke: a randomized controlled trial and economics analysis. 
Clin Rehabil. 2017;31:173–85.

 44. Glegg SMN, Levac DE. Barriers, facilitators and interventions to support 
virtual reality implementation in rehabilitation: a scoping review. PM R. 
2018;10(1237–51):e1.

 45. Damush TM, Myers L, Anderson JA, Yu Z, Ofner S, Nicholas G, et al. The 
effect of a locally adapted, secondary stroke risk factor self‑management 
program on medication adherence among veterans with stroke/TIA. 
Behav Med Pract Policy Res. 2016;6:457–68.

 46. Lo SHS, Chang AM, Chau JPC. Stroke self‑management support improves 
survivors’ self‑efficacy and outcome expectation of self‑management 
behaviors. Stroke. 2018;49:758–60.

 47. Sit JWH, Chair SY, Choi KC, Chan CWH, Lee DTF, Chan AWK, et al. Do 
empowered stroke patients perform better at self‑management and 
functional recovery after a stroke? A randomized controlled trial. Clin 
Interv Aging. 2016;11:1441–50.

 48. Robinson‑Smith G, Pizzi ER. Maximizing stroke recovery using patient self‑
care self‑efficacy. Rehabil Nurs. 2003;28:48–51.

 49. Richards CL, Malouin F, Lamontagne A, McFadyen BJ, Dumas F, Comeau F, 
et al. Gait training after stroke on a self‑paced treadmill with and without 
virtual environment scenarios: a proof‑of‑principle study. Physiother Can. 
2018;70:221–30.

 50. Shaughnessy M, Michael K, Resnick B. Impact of treadmill exercise on 
efficacy expectations, physical activity, and stroke recovery. J Neurosci 
Nurs. 2012;44:27–35.

 51. Kim YH, Jang SH, Byun WM, Han BS, Lee KH, Ahn SH. Ipsilateral motor 
pathway confirmed by combined brain mapping of a patient with hemi‑
paretic stroke: a case report. Arch Phys Med Rehabil. 2004;85:1351–3.

 52. Horlings CG, Carpenter MG, Kung UM, Honegger F, Wiederhold B, Allum 
JH. Influence of virtual reality on postural stability during movements of 
quiet stance. Neurosci Lett. 2009;451:227–31.

 53. Jang SH, You SH, Hallett M, Cho YW, Park C‑M, Cho S‑H, et al. Cortical reor‑
ganization and associated functional motor recovery after virtual reality 
in patients with chronic stroke: an experimenter‑blind preliminary study. 
Arch Phys Med Rehab. 2005;86:2218–23.

 54. Holden KM, Dyar KT. Virtual environment training: a new tool for neurore‑
habilitation. Neurol Rep. 2002;26:62–71.

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


	Effects of virtual reality training on occupational performance and self-efficacy of patients with stroke: a randomized controlled trial
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Trial registration: 

	Background
	Methods
	Study design and participants
	Intervention
	Outcome measures
	Sample size
	Randomization and ethical approval
	Statistical analysis

	Results
	Participants and recruitment
	Primary outcome
	Secondary outcome

	Discussion
	Limitations

	Conclusions
	Acknowledgements
	References


