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Abstract
Purpose  This trial aims to investigate the efficacy and safety of virtual reality (VR) combined with repetitive 
transcranial magnetic stimulation (rTMS) for improving musculoskeletal pain and motor development in children with 
unilateral spastic cerebral palsy (CP).

Methods  This study protocol is for a randomized controlled trial consisting of 2 treatment sessions (3 days/week 
for 4 weeks in each session, with a 1-week interval between sessions). We will recruit children aged 3–10 years with 
unilateral spastic CP (Gross Motor Function Classification System level I or II). Participants will be randomly divided into 
3 groups: the VR + rTMS group (immersive VR intervention, rTMS and routine rehabilitation therapy), rTMS group (rTMS 
and routine rehabilitation therapy), and control group (sham rTMS and routine rehabilitation therapy). VR therapy 
will involve a daily 40-minute movement training session in a fully immersive environment. rTMS will be applied at 
1 Hz over the primary motor cortex for 20 min on the contralateral side. The stimulation intensity will be set at 90% 
of the resting motor threshold, with 1200 pulses applied. A daily 60-minute routine rehabilitation therapy session 
including motor training and training in activities of daily living will be administered to all participants. The primary 
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Introduction
Cerebral palsy (CP) is “a disorder of movement and pos-
ture due to a defect or lesion of the immature brain” [1, 
2]. Pain is one of the most cited musculoskeletal dis-
orders in spastic CP children, with a prevalence of up 
to 74% [3, 4]. It is an urgent issue in spastic CP, as pain 
may trigger physical and emotional complications, such 
as decreased mobility and irritability [5]. Chronic pain 
in children with spastic CP remains consistent (45%) or 
worsens (34%) between clinical visits and is considered 
strongly associated with reduced quality of life, as it may 
impact exercise and social participation, leading to devel-
opmental delay of motor and language function, as well 
imposing an enormous personal and economic burden 
[6].

Chronic primary pain is associated with injury to the 
thalamus or spinothalamic tract [7]. Primary pain from a 
musculoskeletal origin has rarely been reported [8]. Sec-
ondary pain caused by muscle spasms, postural asymme-
tries, and osteoarthrosis complications is highly prevalent 
in spastic CP. Muscle spasms lead to vessel compression 
and ischaemia, which activate local pain receptors [9]. 
Soft tissue may be under long-term compression due 
to postural asymmetries, and the resulting chronic pain 
occurs mostly in the back [10]. However, the identifica-
tion of pain is often difficult for children who experience 
pain because children with spastic CP may not accurately 
express pain due to cognitive limitations [11]. Numerous 
previous studies have suggested that physical and occu-
pational therapy may be basic treatments for pain con-
trol, including music therapy [12], games [13], and deep 
breathing training [14]. However, in a substantial propor-
tion of CP patients, pain remains refractory and requires 
further therapy [3]. To date, analgesic-based treatments 
have focused only on pain and physical symptoms, 
neglecting overall function, especially balance function 
and activities of daily living.

Virtual reality (VR), a new technology for implement-
ing innovative rehabilitation treatments in cognitive and 
motor domains [15], provides people with multisensory 
stimulation without nociception and has been proven 
to be effective in relieving chronic pain by distract-
ing patients, diverting attention, and enabling them to 
develop skills that modulate pain processing [16]. More-
over, the virtual tasks provided by VR therapy may allow 
people to complete directed body movements in specific 
scenes, such as indoor or natural environments, accom-
panied by visual, auditory, and tactile feedback [17]. 
Clinical trials have shown that VR therapy can reduce 
inflammation in chronic low back pain [18, 19] and has 
been widely used in adults with spinal cord injury, brain 
trauma, and stroke to provide analgesia [20, 21]. In addi-
tion, VR therapy has the advantage of enhancing cogni-
tive and motor function by stimulating multiple sensory 
systems, and it has been proven to be effective in reliev-
ing burn and dental pain in children [17]. VR therapy 
combined with conventional therapeutic exercise for 
children with CP can promote their engagement in reha-
bilitation therapy, increasing interest and motivation [22, 
23], but more evidence is needed to determine the effect 
of VR therapy on pain management in CP patients.

Emerging evidence supports the use of repetitive tran-
scranial magnetic stimulation (rTMS) to treat pain and 
headache by stimulating either the primary motor cortex 
(M1) or dorsolateral prefrontal cortex (DLPFC) [24, 25]; 
this method has also been widely used to relieve pain in 
patients with chronic diseases, including Parkinson’s dis-
ease, fibromyalgia and intractable postherpetic neuralgia 
[26–28], by regulating the membrane potential of central 
neurons through pulsed magnetic fields and mediating 
the excitability of central neurons to affect the electrical 
activity of the central nervous system [24]. As noninva-
sive and painless nerve regulation technologies, both 
high frequency (≥ 5  Hz, used to decrease excitability) 
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and low frequency (≤ 1  Hz, used to increase excitabil-
ity) rTMS of the M1 or primary visual cortex have been 
proven to be safe therapies for children with at intensities 
of 130% of the resting motor threshold [29, 30], and long-
term follow-up showed that there was a cumulative effect 
leading to continuous pain relief from 7 or more rTMS 
sessions [31].

Despite the acceptability of VR in children and the sus-
tained effects of rTMS, it is currently unknown whether 
there is a synergistic effect of the combination of VR 
therapy and rTMS on pain in children with spastic CP. 
This study protocol combined VR therapy and rTMS 
with the aim of exploring the efficacy and safety of this 
combined treatment in improving the pain and motor 
development of children with spastic CP. We hypothesize 
that rTMS can improve pain in children with CP and that 
the combination of VR therapy and rTMS will show bet-
ter efficacy than rTMS alone.

Methods
Study design
This is a randomized, single-blind (evaluator), prospec-
tive clinical trial (protocol version 2.0, date: 2023.02.28). 
Participants will be randomly and equally divided into 3 
groups: the VR + rTMS group, the rTMS group, and the 
control group. Two 4-week sessions of treatment will be 

provided to participants, separated by an interval of one 
week. Assessments will be performed at baseline (week 
0) and after the intervention (week 9). This study will 
follow the Standard Protocol Items: Recommendations 
for Intervention Trials (SPIRIT) guidelines [32] (Fig.  1) 
and the Consolidated Standards of Reporting Trials 
(CONSORT) statement (http://www.consort-statement.
org (Fig. 2) [33]. The study’s trial registration number is 
ChiCTR230069853.

Ethics
The procedures in this protocol are in accordance with 
the standards of the Declaration of Helsinki [34]. The trial 
will adhere to the study protocol. The private and person-
ally identifiable information of the participants will be 
strictly protected. This study has been approved by the 
Xinhua Hospital Ethics Committee (Shanghai, China) 
[XHEC-C-2023-006-2]. Two sets of comparisons will be 
conducted (the VR + rTMS group vs. the rTMS group 
and the rTMS group vs. the control group). Considering 
a potential dropout rate of 15%, a total of 108 children 
(36 in each group) will be enrolled. Written informed 
consent to participate will be obtained from all study 
participants and in case of minor’s informed consent will 
be obtained from parents/legal guardian(s) before the 

Fig. 1  SPIRIT checklist. FLACC, Face, Legs, Activity, Cry, and Consolability Scale; GMFM-66, 66-item version of the Gross Motor Function Measure; FMFM, 
Fine Motor Function Measure; C-CPQOL-Child, Chinese version of the Cerebral Palsy Quality of Life scale for children; PedsQL-CP, Pediatric Quality of Life 
Inventory Measurement Model: Cerebral Palsy Module
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children are randomly assigned to groups and can choose 
the desired treatments after the trial.

Study population, recruitment, and eligibility criteria
Assessment will be undertaken by the same physiother-
apy team experienced in the management of paediatric 
patients. All assessors involved in data collection will be 
trained in the study procedures and familiarized with 
the use of the study instruments and measurements. 
Participants will volunteer to participate through the 
outpatient service of the Rehabilitation Medicine Depart-
ment, Xinhua Hospital, School of Medicine, Shanghai 
Jiaotong University. Children who are diagnosed with 
CP by an experienced paediatrician based on the Chi-
nese Rehabilitation Guidelines for Cerebral Palsy (2022) 
[35] will be included. Another trained paediatrician will 
provide information about this study both verbally and 
in writing to children who meet the eligibility criteria. 
Children and their guardians will be informed that they 
will be randomly assigned to one of three effective treat-
ments to determine which treatment best improves pain 
and development. After enrolment, an independent 

researcher will implement random assignment by tele-
phone to avoid predictability. Basic information (age, sex, 
height, weight) and function classification with the Gross 
Motor Function Classification System (GMFCS) will be 
collected [36].

Inclusion criteria
①	 Diagnosis of spastic CP,
②	 Aged 3 to 10 years,
③	 GMFCS level I or II,
④	 A history of pain reported by participants or their 

guardians.

Exclusion criteria
①	 A history of brain trauma or brain surgery;
②	 Received any drugs, surgery, or rehabilitation 

training to improve CP symptoms in the past 6 
months;

③	 Contraindications for rTMS, including cochlear or 
intracranial implants, elevated intracranial pressure, 
intracranial infection, and acute haemorrhagic 
diseases;

Fig. 2  CONSORT flowchart. GMFCS, Gross Motor Function Classification System; VR, virtual reality; rTMS, repetitive transcranial magnetic stimulation
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④	 Inability to cooperate with VR treatment due to 
severe cognitive, visual, or hearing impairment.

Random assignment and blinding
Random assignment will be performed based on the 
patient number and a random number sequence. The 
physiatrist in charge of patient recruitment will number 
patients according to the registration order. An indepen-
dent researcher will generate a random number sequence 
(random seed: 16,264) through a website (www.random-
ization.com) and seal the allocation result in 108 sequen-
tially numbered envelopes. Chief physiotherapists for the 
intervention will individually obtain the random alloca-
tion results to confirm the interventions. We will prepare 
a case report form for each participant to record evalu-
ation results. Outcome measurements will be collected 
at baseline and after the intervention in a specialized 
venue by one experienced physician trained in basic and 
advanced courses for paediatric functional assessment. 
This assessor will be employed full time and will not par-
ticipate in the design and group allocation of this study 
and will be unaware of the study objectives and the group 
allocation of patients; this assessor will not have access to 
the random allocation sequence. Moreover, he or she will 
be blinded during the entire process (including blinded 
to patient names, outpatient numbers, and other impor-
tant information related to the identity of the patients) 
and will not be able to obtain relevant information on 
group allocation and intervention methods.

Sample size
G*Power 3.1 software was used to calculate the sample 
size. Based on Sahin [37] et al., the effect size was set to 
0.9, with α = 0.025 and β = 0.1. Two sets of comparisons 
will be conducted (the VR + rTMS group vs. the rTMS 
group and the rTMS group vs. the control group). Con-
sidering a potential dropout rate of 15%, a total of 147 
children (49 in each group) will be enrolled in this study.

Intervention
The participants will receive 2 treatment sessions (4 
weeks/session, 3 days/week). There will be a one-week 
interval between the 2 treatment sessions.

VR + rTMS group
Participants in the VR + rTMS group will receive VR 
therapy, rTMS, and routine rehabilitation. The interven-
tions will be conducted in the following order: routine 
rehabilitation, VR therapy, and rTMS.

The virtual reality rehabilitation system (VRRS, Khy-
meia Group, Noventa Padovana, Italy) will be used to 
administer VR therapy. Each participant will be fully 
immersed in the virtual environment that can provide 
visual and acoustic feedback. Participants will be guided 

to perform active motions such as touching or grasp-
ing specific objects, balance control, lower limb move-
ment, and hip flexion in specific situations for 40  min 
[38]. Before the start, therapists will adjust the difficulty 
and intensity according to the child’s motor function and 
responses to VR.

rTMS will be administered through a figure-eight coil 
connected to a Yiruide NS1000 stimulator (Yiruide Com-
pany Limited, Wuhan, China). The resting motor thresh-
old (rMT) is defined as the stimulation intensity that 
induces a motor evoked potential of the contralateral 
abductor pollicis brevis that reaches 50 µV more than 5 
times in 10 stimulations applied to the primary motor 
cortex (M1). The rMT will be measured in every child 
before each course of treatment. LF-rTMS (1 Hz) will be 
applied to the M1 for 20 min on the unaffected side. The 
stimulation intensity will be set at 90% rMT, with a total 
number of pulses of 1200 [39].

Routine rehabilitation consists of movement therapy 
and occupational therapy. The participants will receive 
40 min of exercise training every day mainly on control-
ling the head, rolling over, sitting, crawling, standing, 
and walking. After movement therapy, participants will 
complete 20-minute occupational training tasks, mainly 
including upper limb function training, sensory integra-
tion therapy, and orthotics usage.

rTMS group
Both the routine rehabilitation treatment and TMS for 
children in the rTMS group will be the same as those of 
the VR + rTMS group.

Control group
The control group will receive the same routine rehabili-
tation regimen as the rTMS group, but a 20-minute sham 
stimulation will replace rTMS after routine rehabilita-
tion therapy. A figure-eight advanced sham coil will be 
located on the unaffected side over the M1. The appear-
ance, operation process, sound, and vibration sensation 
of the device during treatment will be the same as that 
during verum rTMS [40].

Outcome measure
Primary outcome
The primary outcome will be assessed at baseline and 
after the intervention. Pain measured by the revised 
FLACC scale (R-FLACC) [41] will be the primary out-
come. With this scale, the physiatrist will observe the 
child’s uncovered body and legs for at least five min-
utes, describing the child’s pain level from 5 dimensions 
(Face, Legs, Activity, Cry, Consolability) and then pro-
vide scores on a three-point scale (ranging from 0 to 2) 
for each dimension. Higher scores indicate a higher pain 
level. The total score of the R-FLACC will be analysed.

http://www.randomization.com
http://www.randomization.com
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Secondary outcome
Secondary outcomes will be assessed at baseline and after 
the intervention.

The 66-item version of the Gross Motor Function Mea-
sure (GMFM-66) [42] and Fine Motor Function Measure 
(FMFM) [43] will be used to evaluate motor function. 
The GMFM-66 includes sixty-six items in five categories 
(lying and rolling; sitting; crawling and kneeling; stand-
ing; walking, running, and jumping). The FMFM includes 
sixty-one items in 5 dimensions. For each item, the phys-
iatrist describes it through language or demonstration 
before the test. Each item is scored on a four-point scale 
ranging from 0 to 3. Children are given three chances 
to try to complete the test item, and the best score is 
recorded. Higher scores represent better motor function.

The Faces Pain Scale-Revised (FPS-R) [44] will also 
be used to measure pain. The FPS-R consists of 6 facial 
expressions representing pain intensity from 0 to 10. 
Physiatrists judge the severity of pain by observing facial 
expressions such as frowning, deepening of the nasola-
bial groove, and opening the mouth.

Balance function will be measured by the interactive 
balance system (IBS; Tetrax Inc., Ramat Gan, Israel) [45]. 
This test involves having children maintain stability in 
standing position in eight postures for 30s each (stand 
on the force platform with eyes open/closed, stand on 
the foot pad with eyes open/closed, turn the head left/
right with eyes closed, and lean the head forwards/back 
30° with eyes closed). The susceptors on the soles of the 
feet measure the pressure on different parts of the plantar 
surface during the test and output a balance score with a 
maximum of 100. Higher scores indicate worse balance 
function.

The Barthel index will be used to measure subjects’ 
activities of daily living [46]. This scale contains 10 items, 
with each item scored on a scale of 0–5, 0–10, or 0–15. 
The items include eating, dressing, going up and down 
stairs, stool control, urination control, toilet use, transfer, 
flat walking, bathing, and grooming. The children’s abil-
ity to perform these tasks is scored. A higher score (out 
of a maximum of 100 points) reflects better functional 
independence.

Quality of life will be assessed by the Chinese version of 
the CP Quality of Life scale for children (CPQOL-child) 
[47] and the Pediatric Quality of Life Inventory Measure-
ment Model: Cerebral Palsy Module (PedsQL-CP) [48]. 
The CPQOL includes a parent questionnaire and a self-
report questionnaire. The parent questionnaire is suitable 
for children with CP aged 4–12 years. The self-report 
questionnaire is designed for children with CP aged 9–12 
years. The PedsQL-CP is suitable for evaluating the qual-
ity of life of children with cerebral palsy, with a parent 
questionnaire designed for children aged 2–18 years, and 
a self-report questionnaire designed for children aged 

5–18 years. Children who meet the age requirement of 
these questionnaires at baseline will be asked to complete 
the survey before and after treatment. The total score 
for each scale will be calculated after completion of the 
assessment.

Safety
Before the start of treatment, we will record the chil-
dren’s history of seizures, syncope, headache, cognitive 
deficits, and behavioural disorders in detail. For children 
with adequate cognitive ability, subjective evaluation of 
treatment tolerance will be used to evaluate safety dur-
ing and after treatment on a scale of 1 to 10, where 1 is 
the least pleasant and 10 is the most pleasant. If the score 
is less than 5 points, this reflects poor treatment toler-
ance, and the treatment will be stopped. For children 
with cognitive deficits, physiotherapists will observe the 
child’s expression during each treatment. According to 
the FPS-R, treatment should stop when there is frowning 
or deepening of the nasolabial groove on children’s faces. 
If mild adverse events occur (fatigue, local discomfort, 
headache), the treatment will be paused, the event will be 
recorded, and the treatment intensity will be adjusted. If 
severe adverse events (e.g., seizure) occur, the treatment 
will be stopped, emergency treatment will be provided, 
and the condition will be reported to the research leader.

Statistical analysis
Main analysis
The R-FLACC scores before and after the intervention 
will be compared to determine the therapeutic effects in 
the three groups. Subjects in randomly assigned groups 
with baseline measurements will be enrolled in the analy-
sis of primary outcomes using the following method.

 [1] All indicators will be analysed as continuous 
variables.

 [2] Boxplots will be used to detect outliers, the S‒W 
test will be used to test distribution normality, and Lev-
ene’s test will be used to test the homogeneity of variance.

 [3] A paired-sample t test will be used to analyse the 
difference in outcomes with data conforming to a normal 
distribution and homogeneous variance before and after 
the intervention. The Wilcoxon signed-rank test will be 
used to examine the difference before and after interven-
tion for outcome measures that do not conform to a nor-
mal distribution or exhibit heterogenous variance.

 [4] The difference between the outcome measures of 
each group before and after the intervention will be cal-
culated. An independent-sample t test will be used to 
analyse the difference between the groups if the differ-
ences are normally distributed and exhibit homogeneous 
variance; otherwise, the Wilcoxon signed-rank test will 
be used.
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Secondary analysis
Data will be divided into an intention-to-treat analysis set 
and a safety analysis set. The intention-to-treat set will 
include subjects who were randomly assigned to groups 
and completed the baseline measurement. Subjects who 
received at least one intervention and underwent one 
safety assessment will be allocated to the safety analysis 
set. The change in secondary outcomes from before to 
after the intervention will be compared to determine the 
therapeutic effects in three groups using the intention-
to-treat set through the same analytical method as the 
main analysis. The safety analysis will include counting 
the number of adverse events and the number of patients 
who drop out because of unbearable adverse events.

Quality control and quality assurance
Outcome measurements will be collected by an expe-
rienced physiatrist, and physiotherapists in charge of 
the intervention will receive standardized training and 
assessments in advance. Before enrolment, an individual 
researcher will provide detailed information to the par-
ticipants and their guardians to ensure that they under-
stand the possible benefits of the treatment, thereby 
improving compliance.

A three-grade quality control system will be used for 
quality control: self-examinations from researchers, 
monthly examinations from group inspectors, and quar-
terly supervision from the research leader.

A clinical research unit (CRU) will be established to 
ensure the safety and validity of the data of this study. 
The CRU can terminate the trial early if a large number of 
adverse events occur or the data are proven to be invalid.

Discussion
This protocol aims to explore the safety and effects of VR 
therapy combined with rTMS on pain and motor devel-
opment in children with spastic CP. Considering com-
fort and the possibility of visual impairment in children 
with CP, we chose immersive VR training in this proto-
col, which is easier for physiotherapists to use than VR 
glasses or gamepads [49]. Kirton et al. [50] applied 1 Hz 
rTMS at 100% rMT for 20  min over the contralesional 
M1 for 8 days in children with hemiplegia. We chose a 
similar rTMS program since it resulted in significant 
motor improvement and was demonstrated to be safe 
and well tolerated.

The results of this protocol may reveal the additive 
effects of the combination of VR therapy and rTMS or 
the effects of rTMS only on pain management in spastic 
CP patients. Self-reported pain or observation of pain-
related behaviours are the two main methods for pain 
assessment in spastic CP patients due to their potential 
impairments in cognition and verbal expression. Self-
reported pain assessments are strongly recommended by 

guidelines for measuring the severity of pain, but it may 
not be reliable if the participants have cognitive deficits 
[51]. Tools for pain assessment, such as the FLACC, are 
widely used in individuals with cognitive or intellectual 
impairment [52]. The design of the FLACC was based on 
89 postoperative children in the post-anaesthesia care 
unit aged 2 months to 7 years, and it was developed to 
evaluate pain in children who cannot express pain in 
words [53]. A previous study showed that the FLACC 
pain score was valid (Pearson’s correlation coefficients of 
0.76 and 0.59 with the observational visual analogue scale 
score) and reliable (Cronbach’s alpha > 0.9) for assessing 
pain in children with CP; however, this study demon-
strated insufficient validity in adult patients [54, 55].

In addition to the assessment of pain and motor devel-
opment, we plan to utilize balance, activity of daily liv-
ing, and quality of life assessments, which may reflect 
the possibility of these children to return to family and 
school. This study protocol may further bridge the gaps 
among pain, motor development, and functional inde-
pendence, and the results may reveal the impact of pain 
on returning to society in children with CP.

Few adverse events have been reported in studies 
of rTMS utilizing high-frequency stimulation or low-
frequency inhibition regimens. When rTMS is admin-
istered, the risk of seizures in children is very low 
(approximately 0.1%) [56]. Scalp discomfort at the irrita-
tion site and headache are mild and transient side effects 
of rTMS that may be reported by children and consid-
ered in the safety assessment in this protocol. VR therapy 
is considered a safe therapy, as a former meta-analysis 
showed that cybersickness and nausea are the most 
common side effects of VR therapy, with very low-cer-
tainty evidence, and no severe adverse events have been 
reported [17]. The treatment will be paused if cybersick-
ness or nausea occur during the VR intervention.

This study protocol has some limitations. First, it may 
be difficult to blind the intervention practitioners (phys-
iotherapists) during the intervention process because it 
may be easy for the physiotherapist to observe interven-
tion methods in the immersive VR environment. Second, 
there may be bias in pain evaluations using the FLACC 
because of lower limb spasms in children with CP. To 
avoid the impact of lower limb spasms on the accuracy 
of pain assessment, pain assessment will be conducted by 
an experienced physiotherapist.

Clinical implications
We expect to identify an effective method for simulta-
neously relieving pain in children with spastic CP and 
promoting motor function. Effective pain management 
can improve the quality of life of CP patients and is key 
to achieving better psychological development and 
overall prognosis. The results of this study may support 
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future clinical practice and provide high-quality evidence 
regarding new approaches for pain management for chil-
dren with CP. In addition, since central nervous system 
disorders frequently involve both pain and motor dys-
function [57], future studies should focus on the potential 
of combining VR therapy and rTMS in pain management 
in adults with neuropathic or musculoskeletal pain.

Abbreviations
CP	� Cerebral palsy
VR	� Virtual reality
rTMS	� Repetitive transcranial magnetic stimulation
GMFCS	� Gross Motor Function Classification System
M1	� Primary motor cortex
R-FLACC	� Revised Face, Legs, Activity, Cry, and Consolability Scale
GMFM-66	� 66-item version of the Gross Motor Function Measure
FMFM	� Fine Motor Function Measure
C-CPQOL-Child	� Chinese version of the Cerebral Palsy Quality of Life Scale 

for children
PedsQL-CP	� Pediatric Quality of Life Inventory Measurement 

Model:Cerebral Palsy Module
rMT	� Resting motor threshold

Acknowledgements
Not applicable.

Authors’ contributions
Xin Li and Qing Du conceptualized the research study and designed the 
protocol. Tijiang Lu, Juping Liang, Lixia Wang, and Haibin Guo provided 
feedback and made contributions to the study design and methods. Zefan 
Huang and Tijiang Lu wrote the first draft of the manuscript and incorporated 
feedback and revisions from all other authors. Xuan Zhou, Xin Li and 
Zhengquan Chen reviewed drafts and provided substantive revisions to the 
manuscript. All authors read and approved the final manuscript.

Funding
This study is funded by the Xinhua Hospital-Shanghai Jiaotong University 
coordinate project of medical robot assignment (21XJMR03).

Data Availability
Not applicable.

Declarations

Ethics approval and consent to participate
The procedures in this protocol are be in accordance with the standards of 
the Declaration of Helsinki. The protocol was reviewed and approved by the 
Xinhua Hospital Ethics Committee (Shanghai, China) [XHEC-C-2023-006-2]. 
Written informed consent to participate will be obtained from all study 
participants and in case of minor’s informed consent will be obtained from 
parents/legal guardian(s).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Department of Rehabilitation Medicine, Xinhua Hospital, School of 
Medicine, Shanghai Jiao Tong University, 1665 Kongjiang Road,  
Shanghai 200092, China
2School of Exercise and Health, Shanghai University of Sport, Shanghai, 
China
3Xinhua Hospital, School of Medicine, Shanghai Jiao Tong University, 
Shanghai, China
4Chongming Hospital, Shanghai University of Medicine & Health Sciences, 
Shanghai, China

Received: 11 May 2023 / Accepted: 3 August 2023

References
1.	 Vitrikas K, Dalton H, Breish D. Cerebral palsy: an overview. Am Fam Physician. 

2020;101(4):213–20.
2.	 Rosenbaum P, Paneth N, Leviton A, Goldstein M, Bax M, Damiano D, et al. A 

report: the definition and classification of cerebral palsy April 2006. Dev Med 
Child Neurol Suppl. 2007;109:8–14.

3.	 Peck J, Urits I, Kassem H, Lee C, Robinson W, Cornett EM, et al. Interventional 
approaches to pain and spasticity related to cerebral palsy. Psychopharmacol 
Bull. 2020;50(4 Suppl 1):108–20.

4.	 Parkinson KN, Dickinson HO, Arnaud C, Lyons A, Colver A. Pain in young 
people aged 13 to 17 years with cerebral palsy: cross-sectional, multicentre 
european study. Arch Dis Child. 2013;98(6):434–40.

5.	 Ostojic K, Paget S, Kyriagis M, Morrow A. Acute and chronic pain in children 
and adolescents with cerebral palsy: prevalence, interference, and manage-
ment. Arch Phys Med Rehabil. 2020;101(2):213–9.

6.	 Christensen R, MacIntosh A, Switzer L, Fehlings D. Change in pain status in 
children with cerebral palsy. Dev Med Child Neurol. 2017;59(4):374–9.

7.	 Hauer J, Houtrow AJ. Pain assessment and treatment in children with signifi-
cant impairment of the central nervous system. Pediatrics. 2017;139(6).

8.	 Vinkel MN, Rackauskaite G, Finnerup NB. Classification of pain in children with 
cerebral palsy. Dev Med Child Neurol. 2022;64(4):447–52.

9.	 Wahyuni LK. Multisystem compensations and consequences in spastic quad-
riplegic cerebral palsy children. Front Neurol. 2022;13:1076316.

10.	 A IT. Development and treatment of spinal deformity in patients with cere-
bral palsy. Indian J Orthop. 2010;44(2):148–58.

11.	 Raja SN, Carr DB, Cohen M, Finnerup NB, Flor H, Gibson S, et al. The revised 
international association for the study of pain definition of pain: concepts, 
challenges, and compromises. Pain. 2020;161(9):1976–82.

12.	 Sunitha Suresh BS, De Oliveira GS Jr, Suresh S. The effect of audio therapy to 
treat postoperative pain in children undergoing major surgery: a randomized 
controlled trial. Pediatr Surg Int. 2015;31(2):197–201.

13.	 Verschueren S, van Aalst J, Bangels AM, Toelen J, Allegaert K, Buffel C, et al. 
Development of CliniPup, a serious game aimed at reducing perioperative 
anxiety and pain in children: mixed methods study. JMIR Serious Games. 
2019;7(2):e12429.

14.	 Paccione CE, Jacobsen HB. Motivational non-directive resonance breathing 
as a treatment for chronic widespread pain. Front Psychol. 2019;10:1207.

15.	 Cortés-Pérez I, Zagalaz-Anula N, Montoro-Cárdenas D, Lomas-Vega R, Obrero-
Gaitán E, Osuna-Pérez MC. Leap motion controller video game-Based therapy 
for upper extremity motor recovery in patients with central nervous system 
diseases. A systematic review with meta-analysis. Sens (Basel). 2021;21(6).

16.	 Ahmadpour N, Randall H, Choksi H, Gao A, Vaughan C, Poronnik P. Virtual real-
ity interventions for acute and chronic pain management. Int J Biochem Cell 
Biol. 2019;114:105568.

17.	 Lambert V, Boylan P, Boran L, Hicks P, Kirubakaran R, Devane D, et al. Virtual 
reality distraction for acute pain in children. Cochrane Database Syst Rev. 
2020;10(10):Cd010686.

18.	 Huang CY, Chiang WC, Yeh YC, Fan SC, Yang WH, Kuo HC, et al. Effects of 
virtual reality-based motor control training on inflammation, oxidative stress, 
neuroplasticity and upper limb motor function in patients with chronic 
stroke: a randomized controlled trial. BMC Neurol. 2022;22(1):21.

19.	 Nambi G, Alghadier M, Kashoo FZ, Aldhafian OR, Nwihadh NA, Saleh AK et 
al. Effects of virtual reality exercises versus Isokinetic exercises in comparison 
with conventional exercises on the imaging findings and inflammatory 
biomarker changes in soccer players with non-specific low back pain: a 
randomized controlled trial. Int J Environ Res Public Health. 2022;20(1).

20.	 Tejera DM, Beltran-Alacreu H, Cano-de-la-Cuerda R, Leon Hernández JV, 
Martín-Pintado-Zugasti A, Calvo-Lobo C et al. Effects of virtual reality versus 
exercise on pain, functional, somatosensory and psychosocial outcomes in 
patients with non-specific chronic neck pain: a randomized clinical trial. Int J 
Environ Res Public Health. 2020;17(16).

21.	 Li X, Lu T, Yu H, Shen J, Chen Z, Yang X, et al. Repetitive transcranial magnetic 
stimulation for neuropathic pain and neuropsychiatric symptoms in 
traumatic brain injury: a systematic review and meta-analysis. Neural Plast. 
2022;2022:2036736.



Page 9 of 9Li et al. BMC Neurology          (2023) 23:339 

22.	 Fandim JV, Saragiotto BT, Porfírio GJM, Santana RF. Effectiveness of virtual 
reality in children and young adults with cerebral palsy: a systematic review 
of randomized controlled trial. Braz J Phys Ther. 2021;25(4):369–86.

23.	 Chen Y, Fanchiang HD, Howard A. Effectiveness of virtual reality in children 
with cerebral palsy: a systematic review and meta-analysis of randomized 
controlled trials. Phys Ther. 2018;98(1):63–77.

24.	 Klomjai W, Katz R, Lackmy-Vallée A. Basic principles of transcranial magnetic 
stimulation (TMS) and repetitive TMS (rTMS). Ann Phys Rehabil Med. 
2015;58(4):208–13.

25.	 Leung A, Shirvalkar P, Chen R, Kuluva J, Vaninetti M, Bermudes R, et al. Tran-
scranial magnetic stimulation for pain, headache, and comorbid depression: 
INS-NANS Expert Consensus Panel Review and Recommendation. Neuro-
modulation. 2020;23(3):267–90.

26.	 Aftanas LI, Gevorgyan MM, Zhanaeva SY, Dzemidovich SS, Kulikova KI, 
Al’perina EL, et al. Therapeutic Effects of repetitive transcranial magnetic 
stimulation (rTMS) on neuroinflammation and neuroplasticity in patients 
with Parkinson’s Disease: a placebo-controlled study. Bull Exp Biol Med. 
2018;165(2):195–9.

27.	 Wang H, Hu YZ, Che XW, Yu L. Motor cortex transcranial magnetic stimulation 
to reduce intractable postherpetic neuralgia with poor response to other 
threapies: report of two cases. World J Clin Cases. 2023;11(9):2015–20.

28.	 Conde-Antón Á, Heranando-Garijo I, Jiménez-Del-Barrio S, Mingo-Gómez 
MT, Medrano-de-la-Fuente R, Ceballos-Laita L. Effects of transcranial direct 
current stimulation and transcranial magnetic stimulation in patients with 
fibromyalgia. A systematic review. Neurologia (Engl Ed). 2023.

29.	 Zewdie E, Ciechanski P, Kuo HC, Giuffre A, Kahl C, King R, et al. Safety and 
tolerability of transcranial magnetic and direct current stimulation in children: 
prospective single center evidence from 3.5 million stimulations. Brain Stimul. 
2020;13(3):565–75.

30.	 Cheng IKY, Chan KMK, Wong CS, Li LSW, Chiu KMY, Cheung RTF, et al. Neu-
ronavigated high-frequency repetitive transcranial magnetic stimulation for 
chronic post-stroke dysphagia: a randomized controlled study. J Rehabil Med. 
2017;49(6):475–81.

31.	 Pommier B, Créac’h C, Beauvieux V, Nuti C, Vassal F, Peyron R. Robot-guided 
neuronavigated rTMS as an alternative therapy for central (neuropathic) pain: 
clinical experience and long-term follow-up. Eur J Pain. 2016;20(6):907–16.

32.	 Chan AW, Tetzlaff JM, Altman DG, Laupacis A, Gøtzsche PC, Krleža-Jerić K, et 
al. SPIRIT 2013 statement: defining standard protocol items for clinical trials. 
Ann Intern Med. 2013;158(3):200–7.

33.	 Cuschieri S. The CONSORT statement. Saudi J Anaesth. 2019;13(Suppl 
1):27–s30.

34.	 World Medical Association Declaration. Of Helsinki: ethical principles for 
medical research involving human subjects. JAMA. 2013;310(20):2191–4.

35.	 Committee CAoRMPR, Palsy CAoRoDPRCfC, Committee CMDAPR, Board 
CRGfCPE. Chinese rehabilitation guidelines for cerebral palsy (2022): introduc-
tion. Chin J Appl Clin Pediatr. 2022;37(12):887–92.

36.	 Wood E, Rosenbaum P. The gross motor function classification system for 
cerebral palsy: a study of reliability and stability over time. Dev Med Child 
Neurol. 2000;42(5):292–6.

37.	 Şahin S, Köse B, Aran OT, Bahadır Ağce Z, Kayıhan H. The Effects of virtual 
reality on motor functions and daily life activities in unilateral spastic 
cerebral palsy: a single-blind randomized controlled trial. Games Health J. 
2020;9(1):45–52.

38.	 Goyal C, Vardhan V, Naqvi W. Virtual reality-based intervention for enhanc-
ing upper extremity function in children with hemiplegic cerebral palsy: a 
Literature Review. Cureus. 2022;14(1):e21693.

39.	 Wu Q, Peng T, Liu L, Zeng P, Xu Y, Yang X, et al. The effect of constraint-
induced movement therapy combined with repetitive transcranial magnetic 
stimulation on hand function in preschool children with unilateral cerebral 
palsy: a randomized controlled preliminary study. Front Behav Neurosci. 
2022;16:876567.

40.	 Takano M, Havlicek J, Phillips D, Nakajima S, Mimura M, Noda Y. Development 
of an advanced sham coil for transcranial magnetic stimulation and examina-
tion of its specifications. J Pers Med. 2021;11(11).

41.	 Malviya S, Voepel-Lewis T, Burke C, Merkel S, Tait AR. The revised FLACC 
observational pain tool: improved reliability and validity for pain assessment 
in children with cognitive impairment. Paediatr Anaesth. 2006;16(3):258–65.

42.	 Russell DJ, Avery LM, Rosenbaum PL, Raina PS, Walter SD, Palisano RJ. 
Improved scaling of the gross motor function measure for children with cere-
bral palsy: evidence of reliability and validity. Phys Ther. 2000;80(9):873–85.

43.	 Z J. Content validity of upper limb functionalassessments for children with 
cerebral palsy: based on ICF-CY. Chin J Rehabil Theor Pract. 2017;23(7):811–5.

44.	 Hicks CL, von Baeyer CL, Spafford PA, van Korlaar I, Goodenough B. The faces 
Pain Scale-Revised: toward a common metric in pediatric pain measurement. 
Pain. 2001;93(2):173–83.

45.	 Schwesig R, Neumann S, Richter D, Kauert R, Becker S, Esperer HD, et al. 
Impact of therapeutic riding on gait and posture regulation. Sportverletz 
Sportschaden. 2009;23(2):84–94.

46.	 Collin C, Wade DT, Davies S, Horne V. The Barthel ADL Index: a reliability study. 
Int Disabil Stud. 1988;10(2):61–3.

47.	 Waters E, Davis E, Boyd R, Reddihough D, Mackinnon A, Graham HK, et al. 
Cerebral Palsy Quality of Life Questionnaire for children (CP QOL-Child) 
manual. Melbourne: Deakin University. 2006.

48.	 Varni JW, Burwinkle TM, Berrin SJ, Sherman SA, Artavia K, Malcarne VL, et al. 
The PedsQL in pediatric cerebral palsy: reliability, validity, and sensitivity of 
the generic core scales and cerebral Palsy Module. Dev Med Child Neurol. 
2006;48(6):442–9.

49.	 Somrak A, Pogačnik M, Guna J. Suitability and comparison of questionnaires 
assessing virtual reality-induced symptoms and effects and user experience 
in virtual environments. Sens (Basel). 2021;21(4).

50.	 Kirton A, Chen R, Friefeld S, Gunraj C, Pontigon AM, Deveber G. Contralesional 
repetitive transcranial magnetic stimulation for chronic hemiparesis in sub-
cortical paediatric stroke: a randomised trial. Lancet Neurol. 2008;7(6):507–13.

51.	 Birnie KA, Hundert AS, Lalloo C, Nguyen C, Stinson JN. Recommendations for 
selection of self-report pain intensity measures in children and adolescents: a 
systematic review and quality assessment of measurement properties. Pain. 
2019;160(1):5–18.

52.	 Crellin D, Harrison D, Santamaria N, Babl FE. Comparison of the psychometric 
properties of the FLACC scale, the MBPS and the observer applied visual 
analogue scale used to assess procedural pain. J Pain Res. 2021;14:881–92.

53.	 Merkel SI, Voepel-Lewis T, Shayevitz JR, Malviya S. The FLACC: a behav-
ioral scale for scoring postoperative pain in young children. Pediatr Nurs. 
1997;23(3):293–7.

54.	 Pedersen LK, Rahbek O, Nikolajsen L, Møller-Madsen B. The revised FLACC 
score: reliability and validation for pain assessment in children with cerebral 
palsy. Scand J Pain. 2015;9(1):57–61.

55.	 Fox MA, Ayyangar R, Parten R, Haapala HJ, Schilling SG, Kalpakjian CZ. 
Self-report of pain in young people and adults with spastic cerebral palsy: 
interrater reliability of the revised Face, Legs, Activity, Cry, and consolability 
(r-FLACC) scale ratings. Dev Med Child Neurol. 2019;61(1):69–74.

56.	 Jivraj J, Ameis SH. Is repetitive transcranial magnetic stimulation (rTMS) ready 
for clinical use as a treatment Tool for Mental Health targets in children and 
youth? J Can Acad Child Adolesc Psychiatry. 2022;31(2):93–9.

57.	 Volcheck MM, Graham SM, Fleming KC, Mohabbat AB, Luedtke CA. Central 
sensitization, chronic pain, and other symptoms: better understanding, bet-
ter management. Cleve Clin J Med. 2023;90(4):245–54.

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


	﻿Effect of virtual reality combined with repetitive transcranial magnetic stimulation on musculoskeletal pain and motor development in children with spastic cerebral palsy: a protocol for a randomized controlled clinical trial
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design
	﻿Ethics
	﻿Study population, recruitment, and eligibility criteria
	﻿Inclusion criteria
	﻿Exclusion criteria


	﻿Random assignment and blinding
	﻿Sample size
	﻿Intervention
	﻿VR + rTMS group
	﻿rTMS group
	﻿Control group

	﻿Outcome measure
	﻿Primary outcome
	﻿Secondary outcome
	﻿Safety

	﻿Statistical analysis
	﻿Main analysis
	﻿Secondary analysis

	﻿Quality control and quality assurance
	﻿Discussion
	﻿Clinical implications
	﻿References


