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Abstract 

Objective: To explore the feasibility of using low-cost motion interactive games as a home-

based intervention for children with cerebral palsy (CP). 

Methods: Fourteen children with CP, 6-16 years practiced with the EyeToy for PlayStation2� 

in their homes during four weeks. Outcome measures were physical activity monitors, 

Movement Assessment Battery for Children-2 (mABC-2), Bruininks-Oseretsky Test of 

Motor Proficiency (subtest 5:6), 1 Minute Walk Test, and gaming diaries. 

Results: Motivation for practice and compliance of training were high. The children’s 

physical activity increased during the intervention and activity monitors were feasible to use 

although data loss may be a concern. According to mABC-2 the children’s motor 

performance improved, but there were both floor and ceiling effects. The two additional 

motor tests showed only non-significant progress. 

Conclusion: It is highly feasible to use motion interactive games in home rehabilitation for 

children with CP. Specific motor effects need to be further explored.  
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Introduction 

The objective of the present study was to evaluate home-based training with low-cost motion 

interactive games in order to promote physical activity and enhance motor performance in 

children with cerebral palsy (CP). The study was designed as a feasibility study with focus 

on; 1) motivation for practice and compliance of training, 2) impact on physical activity and 

the feasibility of using activity monitors to assess energy expenditure during free living 

conditions in children with CP, and 3) impact on motor performance, and the feasibility of 

possible instruments to assess motor abilities that could likely improve after interactive 

gaming practice. 

 

To date there are few intervention studies that have investigated the use of interactive games 

in rehabilitation of children with movement disorders. Most of these are limited in size and 

do not provide strong evidence. In addition, these studies have primarily used complex 

systems which are designed for specific therapeutic purposes and require the child to come to 

the clinic or lab for practice [1, 2]. Two controlled studies [3, 4] and a handful of 

uncontrolled reports [5-13] have shown positive results on movement control. A few small 

studies have also demonstrated that motion interactive games can be useful to enhance 

children’s playfulness [14], motivation for practice [15], and may have a positive impact on 

children’s perceived self-competence and self-efficacy [16, 17]. However, research 

evaluating the rehabilitation value of low-cost applications that are affordable for large-scale 

use and especially for home-based exercise is so far limited to a few examples [3, 8]. In order 

to save time for participating families and costs associated with larger studies, feasibility 

studies examining the value of commercially available motion interactive environments are 

important before designing new therapeutic environments for children and planning larger 

controlled studies [1].  
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The EyeToy for Sony’s PlayStation2 1 is a low-cost motion interactive system based on a 

video-capture technique that allows the child to watch herself on the screen and interact with 

the games without having to wear any technical equipment such as a helmet, goggles or 

wires. The games typically involve whole body movements with elements of hitting or 

avoiding virtual objects displayed on the screen but can also require the user to jump, balance 

or run on the spot. The games in general challenge the user's overall gross motor physical 

abilities such as arm and leg coordination, eye-hand coordination, range of movement, and 

balance.  

 

Several studies conclude that children with CP are less physically active compared to 

children without disabilities [18, 19]. This is a major concern since the consequences of 

inactivity in reducing overall health are well known. Accordingly, there is an urge to 

stimulate children with CP, who are already extra challenged, to become more physically 

active in their everyday lives [20]. To play motion interactive games can be both physically 

and circulatory demanding and has been shown to require more energy than playing 

traditionally sedentary games [21-24]. To what extent motion interactive games can increase 

daily physical activity among children with disabilities is to our knowledge still unknown. 

 

The aim of this study was to explore the feasibility of using low-cost commercial motion 

interactive games (EyeToy) as a four week home-based intervention for children with CP. 

The research questions in focus were: 1) Are children motivated by practice with home-based 

motion interactive games, measured as intensity of practice and taking the initiative in 

playing? 2) Does access to motion interactive games impact physical activity of the children 

                                                 
1Sony Computer Entertainment Inc., 2-6-21, Minami-Aoyama, Minato-ku, Tokyo, 107-0062 Japan. 
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and is it feasible to use activity monitors to evaluate possible effects? 3) Are commercial 

motion interactive games challenging enough to improve motor performance in children with 

CP and are the instruments used in this study to assess motor ability feasible and sensitive 

enough to apply in future studies? 

Methods  

Participants 

Fifteen children diagnosed with CP and with limited voluntary motor control of one or both 

arms were recruited from Habilitation Centres in the mid-northern part of Sweden.  

The inclusion criteria were: 1) age 6-16 years, 2) attending regular school, 3) level 1-3 in the 

Gross Motor Function Classification System Expanded & Revised (GMFCS-E&R) [25], 4) 

able to understand and follow simple instructions. Exclusion criteria were: 1) profound 

bilateral hearing loss with the use of hearing aids, 2) severe visual impairment, 2) serious 

seizure disorder or uncontrolled seizures, 3) genetic and syndromic conditions, 4) diagnosis 

of pervasive developmental disability or autism, 5) serious or recurring medical 

complications, 6) botulinum toxin injection in the arm or hand within six month.  

 

A request for participation was sent to all families identified in the area having a child who 

met the inclusion criteria and 42% agreed to participate in the study. One child was excluded 

from the study due to a botulinum toxin injection in the hand just prior to inclusion. The 

study population finally included 14 children, six girls and eight boys with a mean age of 10 

years and 11 months (range 6-16). Characteristics of the participants are presented in Table I. 

The study was approved by the Regional Ethical Review Board (dnr 07-128) and written 

informed consent was obtained from parents and children.  

 

Table I about here 
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Procedure 

The design of the whole intervention is presented in Figure 1. In addition to the outcome 

measures reported in the present study, interviews with the parents to explore the families’ 

experience of the intervention, and kinematic measurements of goal directed arm movements 

were carried out and will be presented in parallel papers.  

 

Figure 1 about here 

 

Each child was provided with a Sony PlayStation2 and the EyeToy game Play3, which 

includes about 20 different games, for use at home over a four week period. Children were 

recommended to practice with the EyeToy game for at least 20 minutes/day. Before and after 

the four weeks of home training, the child and a parent visited the university for pre- and 

post-assessments described below.  

Measurements 

Every day during the four weeks of gaming each child, assisted by parents, filled in a gaming 

diary. The diary was composed of short questions with pre-determined answer alternatives. 

Time spent on playing every day was recorded by marking one of the time sequences: 20-30 

minutes; 30-60 minutes; 60-90 minutes; 90-120 minutes; more than 120 minutes. The gaming 

diary also monitored who took the initiative to playing each day; if the child played alone or 

together with parents, siblings or friends; games played; or if the child did not play that 

particular day. It took less than one minute every day to fill in the diary. 
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The physical activity monitor SenseWear Pro3 Armband2 was used for registration of the 

children’s activity levels by measuring Total Energy Expenditure (TEE), number of steps, 

and time spent as ‘physically active’. ‘Physically active’ was defined as time spent on activity 

levels above three metabolic equivalent units (MET). MET values are expressed as the ratio 

of a person's working metabolic rate relative to the resting metabolic rate. One MET is thus 

the caloric consumption of a person while at complete rest [26, 27]. SenseWear Pro3 

Armband is a multiple sensor device that is worn on the upper arm and collects data on skin 

temperature, heat-flux, and galvanic skin response. In addition the monitor includes a biaxial 

accelerometer and can also register number of steps. Information from the monitor is 

combined with the software, InnerView Professional 5.1, which calculates energy 

expenditure based on signals from the sensors. The ability of the SenseWear monitor 

combined with InnerView Professional 5.1 to measure energy expenditure during free-living 

conditions has been validated against doubly labelled water in overweight and obese children 

with accurate results [28]. To our knowledge no activity monitor has been validated so far 

during free-living conditions in children with CP. The children wore the monitor for a total of 

three periods of three days each. The first period was prior to the intervention start (baseline), 

the second during the first gaming week, and the third period during the last week (Figure 1).  

 

The Movement Assessment Battery for Children-2 (mABC-2) was chosen to assess the 

children’s motor performance because it mainly involves motor control aspects close to those 

children may practice while playing the EyeToy-games, e.g. goal-directed arm movements, 

balancing, and jumping. The test is a new version of mABC and was developed to be more 

appropriate for research. mABC-2 is constructed for children aged 3-16 years with 

coordination disorders and scores movement quality based on eight items distributed over 

                                                 
2 BodyMedia Inc., 4 Smithfield Street 11th Floor, Pittsburgh, PA 15222 USA. 
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three subtests involving manual dexterity, aiming and catching, as well as balance. The 

original mABC test, has demonstrated a very high inter-rater reliability [29], and test-retest 

reliability and good validity [30].  

 

In addition, the subtest 5:6 (touching a swinging ball) from Bruininks-Oseretsky Test of 

Motor Proficiency (BOTMP) [31] was used to assess upper limb coordination. This test has 

previously been used in several studies involving children with movement disorders and 

interactive games [4, 10, 13]. General motor function was also assessed with the 1 Minute 

Walk Test which is validated in children with CP [32].  

Statistical analysis 

The mABC-2 and the BOTMP 5:6 tests were captured on video for later scoring. If a child 

was not able to perform an item successfully in the mABC-2 test, the score was set to the 

lowest possible score in order to obtain a total test score. All statistical calculations were 

performed in SPSS version 16.03, and data from pre- and post-assessments were compared 

using non-parametric statistics (Wilcoxon signed ranks test). The level of significance for all 

statistical analyses was set at p<0.05. 

Results 

All participating children were able to practice with the motion interactive game and were 

generally also capable of handling the technology and setting up the game. Only one of the 

14 children (GMFCS-E&R level 3) had difficulties in coping with the game independently 

and needed help, especially with fast rhythmic movements and balance while playing in a 

standing position.  

                                                 
3 SPSS Inc., IBM Company Headquarters, 233 S. Wacker Drive, 11th floor Chicago, Ill 60606, USA 
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Intensity and motivation for practice as reported in gaming diaries 

According to the gaming diaries, the children played on average 5.5 (range 4-7) sessions 

every week and the mean time was 33 (range 22-52) minutes/day. The gaming intensity 

decreased over time from six sessions of 48 minutes each during the first week to five 

sessions of 26 minutes each in the last week of the intervention (difference in minutes/session 

p=0.001). Over the four weeks children played on their own initiative in 59% of all gaming 

sessions while the parents took the initiative 32% of the time. The remaining 9 % of sessions 

played were initiated by siblings, friends, relatives or this information was not reported. The 

proportion of parents’ initiative for playing increased over time and approached the level of 

the children’s during the last week. Playing together with others and especially games 

involving competition were most popular. The average time for sessions played together with 

someone was 37 minutes compared to 21 minutes when playing alone (p=0.001).  

Impact on physical activity  

It was feasible to use activity monitors to assess the children’s daily physical activity, 

Wearing the activity monitor per se caused no major problems. However, four children were 

excluded from the analysis because they did not reach an on time of 85% each day during the 

measurement periods. Three of these children had occasionally forgotten to put it on and one 

child became ill during the last week of gaming.  

 

Among the ten children included in the analysis eight increased their physical activity during 

the gaming weeks resulting in a significant increase in TEE as well as number of steps from 

baseline compared to both the first and last gaming week (Table II). During both gaming 

weeks there was also a substantial increase in time spent as “physically active” (>3 MET) 

with about one and a half hour/day, and surprisingly, also a significant change in time spent 

at the “vigorous” level (6-9 METS) with a median increase in 31 minutes/day .There were no 
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statistical differences in the time that children wore the sensor between the three test 

occasions.  

 

Table II about here 

Motor performance 

The sensitivity of the mABC-2 test turned out to be low for the children in this study since 

there were clear floor and ceiling effects. Children with GMFSC-E&R levels of two or higher 

had difficulties in performing several items on the tests, For example the item “Turning pegs 

with the affected hand” was too difficult for eight of the children, which produced tests scores 

in manual dexterity reflecting mainly the performance of the best hand. Ceiling effects 

mainly occurred in the “Balance” subtests where four children reached top scores on two or 

more items. Only one child completed the mABC-2 test without any top or bottom scores in 

any test item.  

 

Median values and statistics on the group level for all motor performance tests are reported in 

Table III. For the total mABC-2 test scores there was a significant improvement at the group 

level. If the test scores were divided into subtests however, only improvements in the subtest 

“Manual dexterity” reached significance. Neither the 1 Minute Walk Test nor the BOTMP 

5:6 showed significant improvements.  

 

Table III about here 

Discussion 

The present feasibility study suggests that it is feasible to use low-cost motion interactive 

games as a home-based intervention for children with cerebral palsy in terms of motivation 
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for practice, to promote physical activity, and enhance motor performance. The intensity in 

training was fairly high in this study compared to other exercise programs for children with 

CP [33]. However, the children's interest in gaming faded somewhat over time suggesting 

that these types of games are especially suitable for short periods of intensive practice, e.g. 

after botulinum toxin injection. A fading interest also indicates that there is a need for flexible 

games that adapt to the changing ability of the user and offer a continuous challenge to 

maintain the interest.  

 

The children in this study substantially increased their time spent as “physically active” 

(>3METS) and also in “vigorous activity” (6-9METS). This increase of 31 minutes/day in 

“vigorous activity” indicates that the degree to which the activity levels increased could 

probably not solely be explained by playing motion interactive games. Although the children 

in our study on average practiced for 33 minutes/day they were most likely not highly 

physically active during the whole time. In fact former studies have concluded that the active 

energy expenditure while playing these games can be compared to mild to moderate physical 

activity (such as walking, skipping, and jogging) and there is also a considerable difference 

depending on the specific games, with whole body involvement generating the highest 

expenditure [21]. On the other hand, it is likely that access to the games contributed to the 

increased level of physical activity even besides time spent on gaming. For example, some 

parents reported that their child invited friends over to play and afterwards they did other 

physical activities together.  

 

To be able to correctly assess physical activity in children with CP there is a need for reliable, 

affordable, and easy to use instruments. To our knowledge activity monitors have not been 

validated to measure energy expenditure under free-living conditions in children with CP. 
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However the SenseWear combined with the software Innerview professional 5:1 

demonstrated good validity in overweight and obese children [28]. Considering that the 

golden standard, doubly labelled water, is an invasive and expensive method, activity 

monitors are a reasonable alternative. Nevertheless, there is a need to establish the reliability 

and validity of the SenseWear in this particular population.  

 

As already mentioned, some children occasionally forgot to put on the sensor which resulted 

in data loss. In an attempt to prevent this we used e-mails and Short Message Service (SMS) 

as reminders, but perhaps these reminders were not frequent enough. A sensor that produces a 

warning beep when it loses skin contact or opportunities to follow and monitor ongoing 

measurements over the Internet might have been possible solutions. The measurement period 

in this study was three days times three weeks. However, the recommendation is to capture at 

least four days/week so in future studies a lengthened period should be applied. In addition, 

we believe that it is also important to capture the same weekdays in repeated measures, 

especially in children, as they often have regular weekly physical activities (as for example 

school gymnastics) that will influence the degree of activity.  

 

The effects on motor performance after interactive practice in this study provided only vague 

results. There were clear floor and ceiling effects in the test results which indicate that the 

mABC-2 is actually not suitable for children with CP. Nevertheless, it is important to employ 

outcome measures that reflect the specific abilities targeted by an intervention. There are 

validated measurements known to detect whole body functional change over time in children 

with CP e.g. the Pediatric Evaluation of Disability Inventory (PEDI) and the Gross Motor 

Function Measure (GMFM) but these tests are not tuned to measure more specific motor 

control aspects and they are not validated for older children. Other validated measurements 



 

13 
 

like the Melbourne Assessment of Unilateral Upper Limb Function or the Assisting Hand 

Assessment are more specific but also mainly focused on movement control of the hand and 

thus do not reflect the movements practiced in the games. For future studies it is crucial to 

find motor tests that are sensitive enough to capture small changes in whole body movement 

control.  

 

For this feasibility study we chose four weeks of practice. However, six weeks is generally 

considered to be the minimum time needed to elicit a measurable effect. In future studies a 

lengthened period should be applied but it is also important to consider the actual number of 

sessions and not only intervention weeks. 

 

In conclusion, the present feasibility study demonstrates good potential for using low-cost 

motion interactive games in home-based rehabilitation for children with CP. The children 

showed high motivation to practice with the interactive games, as measured by the time 

played and that children themselves took the initiative to practice. Eight of ten children 

increased their physical activity during the intervention period and activity monitors were 

feasible to use among children with CP. However, in the present study there were some 

problems with loss of data, which is an issue that requires thoughtful consideration in future 

studies. Although the results of the mABC-2 indicated that the children’s motor performance 

improved slightly during the intervention the test suffered from both floor and ceiling effects 

and was not sensitive enough within the present population. There is a need for more finely 

tuned assessments in future studies of the effects on motor control following motion 

interactive gaming practice. 



 

14 
 

Acknowledgements 

We would like to thank all children and parents who participated in this study, and 

Kolbäckens Child Rehabilitation Centre, Umeå, Sweden. Our gratitude also goes to Associate 

Professor Lena-Karin Erlandsson for her advice in designing the gaming diaries. Finally, 

thanks to the foundations of JC Kempe, Sven Jerring, Muskelfond Norr, and Queen Silvia 

Jubilee Foundation (for research on children and handicap) for financial support of this 

project.  

Declaration of interest: The authors report no conflicts of interests and are solely responsible 

for the content and writing of the paper. 



 

15 
 

References  

1. Sandlund M, McDonough S, Hager-Ross C. Interactive computer play in rehabilitation 
of children with sensorimotor disorders: a systematic review. Developmental Medicine 
and Child Neurology 2009; 51:173-9. 

2. Snider L, Majnemer A, Darsaklis V. Virtual reality as a therapeutic modality for 
children with cerebral palsy. Developmental Neurorehabilitation 2010; 13: 120-8. 

3. Jannink MJ, 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 & Behaviour 2008; 11:27-32. 

4. Shaffer RJ, Jacokes LE, Cassily JF, Greenspan SI, Tuchman RF, Stemmer PJ, Jr. Effect 
of interactive metronome training on children with ADHD. American Journal of 
Occupational Therapy 2001; 55:155-62. 

5. Fluet GG, Qiu Q, Kelly D, Parikh HD, Ramirez D, Saleh S, Adamovich SV. Interfacing 
a haptic robotic system with complex virtual environments to treat impaired upper 
extremity motor function in children with cerebral palsy. Developmental 
Neurorehabilitation 2010;13:335-45. 

6. Golomb MR, McDonald BC, Warden SJ, Yonkman J, Saykin AJ, Shirley B, Huber M, 
Rabin B, Abdelbaky M, Nwosu ME, Barkat-Masih M, Burdea GC. In-home virtual 
reality videogame telerehabilitation in adolescents with hemiplegic cerebral palsy. 
Archives of Physical Medicine and Rehabilitation 2010 ;91:1-8.  

7. Wille D, Eng K, Holper L, Chevrier E, Hauser Y, Kiper D, Pyk P, Schlegel S, Meyer-
Heim A. Virtual reality-based paediatric interactive therapy system (PITS) for 
improvement of arm and hand function in children with motor impairment -a pilot 
study. Developmental Neurorehabilitation 2009; 12:44-52. 

8. Deutsch JE, Borbely M, Filler J, Huhn K, Guarrera-Bowlby P. Use of a low-cost, 
commercially available gaming console (Wii) for rehabilitation of an adolescent with 
cerebral palsy. Physical Therapy 2008; 88:1196-207. 

9. Chen YP, Kang LJ, Chuang TY, Doong JL, Lee SJ, Tsai MW, Jeng SF, Sung WH. Use 
of virtual reality to improve upper-extremity control in children with cerebral palsy: A 
single-subject design. Physical Therapy 2007; 87:1441-57. 

10. You SH, Jang SH, Kim YH, Kwon YH, Barrow I, Hallett M. Cortical reorganization 
induced by virtual reality therapy in a child with hemiparetic cerebral palsy. 
Developmental Medicine and Child Neurology 2005; 47:628-35. 

11. Qiu Q, Ramirez DA, Saleh S, Fluet GG, Parikh HD, Kelly D, Adamovich SV. The New 
Jersey Institute of Technology Robot-Assisted Virtual Rehabilitation (NJIT-RAVR) 
system for children with cerebral palsy: a feasibility study. Journal of Neuroengineering 
and Rehabilitation 2009; 6:40. 

12. Reid D. The use of virtual reality to improve upper-extremity efficiency skills in 
children with cerebral palsy: a pilot study. Technology and Disability 2002; 14(2):53-
61. 

13. Bartscherer ML, Dole RL. Interactive metronome training for a 9-year-old boy with 
attention and motor coordination difficulties. Physiotherapy Theory and Practice 2005; 
21:257-69. 

14. Reid D. The influence of virtual reality on playfulness in children with cerebral palsy: a 
pilot study. Occupational Therapy International 2004; 11:131-44. 

15. Harris K, Reid D. The influence of virtual reality play on children's motivation. The 
Canadian Journal of Occupational Therapy 2005; 72:21-9. 



 

16 
 

16. Miller S, Reid D. Doing play: competency, control, and expression. Cyberpsychology 
& Behavior 2003; 6:623-32. 

17. Reid DT. Benefits of a virtual play rehabilitation environment for children with cerebral 
palsy on perceptions of self-efficacy: a pilot study. Pediatric Rehabilitation 2002; 
5:141-8. 

18. Bjornson KF, Belza B, Kartin D, Logsdon R, McLaughlin JF. Ambulatory physical 
activity performance in youth with cerebral palsy and youth who are developing 
typically. Physical Therapy 2007; 87:248-57; discussion 57-60. 

19. Maher CA, Williams MT, Olds T, Lane AE. Physical and sedentary activity in 
adolescents with cerebral palsy. Developmental Medicine and Child Neurology 2007; 
49:450-7. 

20. Damiano DL. Activity, Activity, Activity: Rethinking Our Physical Therapy Approach 
to Cerebral Palsy. Physical Therapy 2006; 86:1534-40. 

21. Foley L, Maddison R. Use of active video games to increase physical activity in 
children: a (virtual) reality? Pediatric Exercise Science 2010; 22:7-20. 

22. Graf  DL, Pratt LV, Hester CN, Short KR. Playing active video games increases energy 
expenditure in children. Pediatrics 2009 Aug;124(2):534-40. 

23. Lanningham-Foster L, Foster RC, McCrady SK, Jensen TB, Mitre N, Levine JA. 
Activity-promoting video games and increased energy expenditure. The Journal of 
Pediatrics 2009; 154:819-23. 

24. Leatherdale ST, Woodruff SJ, Manske SR. Energy expenditure while playing active 
and inactive video games. American Journal of Health Behavior 2010; 34:31-5. 

25. Palisano R, Rosenbaum P, Bartlett D, Livingston M. GMFCS-E&R. CanChild Centre 
for Childhood Disability Research, McMaster University; 2007; Cited 24 September 
2010 available from: http://motorgrowth.canchild.ca/en/GMFCS/resources/GMFCS-
ER.pdf 

26. Harrell JS, McMurray RG, Baggett CD, Pennell ML, Pearce PF, Bangdiwala SI. 
Energy costs of physical activities in children and adolescents. Medicine and Science in 
Sports and Exercise 2005; 37:329-36. 

27. Ainsworth BE, Haskell WL, Whitt MC, Irwin ML, Swartz AM, Strath SJ, O'Brien WL, 
Bassett DR, Jr., Schmitz KH, Emplaincourt PO, Jacobs DR Jr, Leon AS. Compendium 
of physical activities: an update of activity codes and MET intensities. Medicine and 
Science in Sports and Exercise 2000; 32:S498-504. 

28. Backlund C, Sundelin G, Larsson C. Validity of an Armband Measuring Energy 
Expenditure in Overweight and Obese Children. Medicine and Science in Sports and 
Exercise 2010; 42:1154-61  

29. Smits-Engelsman BC, Fiers MJ, Henderson SE, Henderson L. Interrater reliability of 
the Movement Assessment Battery for Children. Physical Therapy 2008; 88:286-94. 

30. Croce RV, Horvat M, McCarthy E. Reliability and concurrent validity of the movement 
assessment battery for children. Perceptual and Motor Skills 2001; 93:275-80. 

31. Bruininks R, H. (1978) Bruininks-Oseretsky test of motor proficiency: Examiners 

manual. : Circle Pines, MN: American Guidance Service. 
32. McDowell BC, Kerr C, Parkes J, Cosgrove A. Validity of a 1 minute walk test for 

children with cerebral palsy. Developmental Medicine and Child Neurology 2005; 
47:744-8. 

33. Verschuren O, Ketelaar M, Takken T, Helders PJ, Gorter JW. Exercise programs for 
children with cerebral palsy: a systematic review of the literature. American journal of 
Physical Medicine & Rehabilitation 2008; 87:404-17. 

 



 

17 
 

Figures and Tables  

 

 
Figure 1. Schematic picture of the intervention set-up. BOTMP=Bruininks-Oseretsky Test of  

Motor Profiency subtest 5:6 (touching a swinging ball). W1-4=gaming week 1-4. 

 
 
 

Table I. Characteristics of participants. 

Child Age (yy:mm) Diagnosis 
GMFCS-

E&R 
MACS 

1 06:10 Spastic CP unilateral 1 1 

2 08:07 Spastic CP unilateral 1 2 

3 08:07 Spastic CP unilateral 1 1 

4 08:11 Spastic CP bilateral 2 2 

5 09:01 Spastic CP unilateral 1 2

6 09:04 Spastic CP bilateral 3 4 

7 09:10 Spastic CP bilateral 3 1 

8 10:05 Spastic CP unilateral 1 1 

9 11:10 Spastic CP bilateral 1 1 

10 12:01 Spastic CP unilateral 1 2 

11 12:08 Spastic CP bilateral 1 2 

12 13:02 Dyskinetic CP 1 1 

13 15:10 Spastic CP unilateral 2 3 

14 16:01 Ataxic CP 1 1 

GMFCS-E&R=Gross Motor Function Classification System Expanded & 
Revised. MACS=Manual Ability Classification System. 
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Table II. Changes in activity from baseline to gaming week 1 and 4 for ten of the 

children, measured with the activity monitor SenseWear Pro3 Armband. 

Variable Median (IQR) 
baseline 

Median (IQR) 
week 1 

Median (IQR) 
week 4 

TEE/day (cal) 1789 (900) 1950 (891)* 1966 (984)*

Steps 9815(5569) 13 755 (5188)* 12 634 (7387)* 

Time over 3 MET 
(h:mm) 

5:44 (3:25) 7:13 (3:09)* 7:16 (3:47)* 

*Wilcoxon signed ranks test p<0.05. IQR=interquartile range. TEE=energy expenditure. 
 
 
 
 
 

Table III. Test scores on motor performance tests. 

Test Pre-assessment  
Median (IQR)  

Post-assessment  
Median (IQR) 

p-value* 

mABC-2 total test score 41.5 (31.25) 44.5 (28.5) p=0.039 

Manual dexterity 10.5 (16.75) 17.0 (15.5) p=0.045 

Aiming & catching 12.0 (9.25)  15.0 (8.0) p=0.059 

Balance 13.0 (18.5) 14.5 (17.25)  p=0.798 

BOTMP 5:6 2.0 (3.0) 3.0 (2.0) p=0.072 

1 Minute Walk Test 90.0 (30.5)  94.0 (31,0) p=0.078 
*Wilcoxon signed ranks test. In BOTMP scores represent number of successful hits in five attempts. In the 1 
Minute Walk Test scores represent meters walked. IQR=interquartile range. BOTMP 5:6=Bruininks-Oseretsky 
Test of Motor Profiency subtest 5:6 (touching a swinging ball). 
 
 


