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Abstract

Background: Persistent upper limb hemiparesis in patients with stroke can result in
significant long-term disability and reduced quality of life. Transcranial direct current
(tDCS) stimulation and virtual reality (VR) as stand alone or in combination are currently
used for the rehabilitation of upper limb function following stroke. Objectives: The aim
of this study is to determine the effects of combining tDCS with VR on level of motor
impairment, motor function, spasticity, ADL, quality of life, manual dexterity, sensation,
muscle strength, handgrip strength, cognitive flexibility and speed of processing, motor
performance, cognition, and executive function after stroke. Design: The study is a
systematic review and meta-analysis. Data Sources and Methods: PubMED, Embase,
Web of Science (WoS), PEDro, and Scopus were searched until June 2023 for randomized
controlled trials (RCTs) on the subject matter using the following keywords: stroke, upper
extremity, upper limb, virtual reality, virtual rehabilitation, noninvasive brain stimulation,
transcranial direct current stimulation, transcortical direct current stimulation, and tDCS.
Methodological quality and risks of bias of the included studies were assessed using
the PEDro scale and Cochrane risks of bias assessment tool, respectively. Random effect
model analysis was used to compute the effect size and standardized mean difference
(SMD). Results: The results showed that the included studies reported that combining
tDCS with VR may improve level of motor impairment, motor function, spasticity, ADL,
quality of life, manual dexterity, sensation, muscle strength, handgrip strength, cognitive
flexibility and speed of processing, motor performance, cognition, and executive function.
However, the result of the meta-analysis showed that it is only superior to the control at
improving motor function (SMD = 0.44, 95% CI = 0.09 to 0.79, p = 0.01). Conclusions: Use
of a combination of tDCS with VR may help optimize upper limb function outcomes.
However, standardization of the protocol of such an intervention is needed in order to
make it applicable in the real world. Registration: The study was registered in PROSPERO
(registration number, CRD42023435702).

Keywords: stroke; transcranial direct current stimulation; virtual reality; activities of daily
living; quality of life

1. Introduction
Stroke is a leading cause of disability as a result of impairment in motor, sensory,

autonomic, and cognitive functions [1–3]. One of the common causes of disability following
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stroke is persistent upper limb hemiparesis [4]. Persistent hemiparesis of the upper limb
can cause activity limitation, since the upper limb is required for carrying out activities of
daily living (ADL) such as bathing, cooking, writing, grooming, and washing. The ability
to reach, pick, and hold objects using the limb is impaired [5,6]. Inability to carryout ADL
can make patients with stroke dependent on others, deny them the right to privacy, and
result in reduced quality of life [7,8].

There are various rehabilitation techniques used for upper limb rehabilitation follow-
ing stroke. However, translating the evidence from these rehabilitation interventions to
real world clinical practice in order to provide the desired outcomes still proves difficult [9].
Thus, some scientists are of the opinion that combining two or more of such interventions
may maximize outcomes, especially in severe cases [10–13]. Two of such interventions that
are combined are transcranial direct current stimulation (tDCS) and virtual reality (VR) for
the rehabilitation of upper limb function [13,14]. Virtual reality provides a real-world-like
interactive, multisensory, and fun experience that helps increase the intensity of practice
with the upper limb that is required for recovery post stroke [15–18]. Consequently, use of
VR has been reported to improve outcomes such as motor function, spasticity, dexterity,
and quality of life [19,20].

Similarly, tDCS has been reported to help enhance recovery of upper limb function fol-
lowing stroke by stimulating neurochemical, neurophysiological, and anatomical changes
in the brain, and providing a real-world-like experience [21–24]. Consequently, use of
tDCS has been reported to improve outcomes such as motor function, motor impairment,
real-world arm use and, ADL [25]. Thus, combining them together as one intervention may
help optimize recovery.

In the above regard, two previous systematic reviews and meta-analyses looked at
the effect of combining non-invasive brain stimulation (tDCS and repetitive transcortical
magnetic stimulation) or tDCS with VR for upper limb rehabilitation, respectively [26,27].
However, in the first meta-analysis, cross sectional and cross over designs were used [26].
Such designs are susceptible to risks of bias. In addition, a study on transcortical magnetic
stimulation (TMS) was included. Unlike tDCS, TMS involves a tedious manpower input
and is costly [28]. Thus, use of tDCS seems to be easier and cost-effective.

In the second meta-analysis, the analysis was carried out based on the individual
outcome measures—upper extremity Fugl Meyer motor assessment (UEFMA), box and
block test (BBT), modified Ashworth scale (MAS), and Barthel index (BI)—not based on
the outcomes assessed [27]. In addition, in one of the studies they included, there are two
control groups; however, sensitivity analysis was not carried out based on the two control
groups. The aim of this review is to carry out a systematic review and meta-analysis of
randomized controlled trials (RCTs) with sensitivity analysis to summarize the literature
on the effects of combining tDCS with VR on upper limb function in patients with stroke.

2. Method
This study is a systematic review and meta-analysis that was conducted according to

the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guide-
lines [29]. The review was registered in PROSERO (registration number, CRD42023435702),
a database for the registration of prospective systematic reviews and meta-analyses.

2.1. Criteria Used for Inclusion and Exclusion of Studies

The inclusion criteria followed patients, intervention, comparator or control, and
outcomes (PICOs) design. Studies published in the English language were included if
they were RCTs involving adult patients with stroke (P) in which use of a combination of
tDCS and VR (I) was compared with a control—tDCS, sham tDCS, VR or conventional
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therapy (C)—on outcomes such as level of motor impairment, motor function, spasticity,
ADL, quality of life, manual dexterity, sensation, muscle strength, handgrip strength,
cognitive flexibility and speed of processing, motor performance, cognition, and executive
function (O).

2.2. Literature Search

Five electronic databases, PubMED, Embase, Web of Science (WoS), PEDro, and Scopus,
were searched from their inception to October 2025. The keywords used for the search were
stroke, upper extremity, upper limb, virtual reality, virtual rehabilitation, noninvasive brain
stimulation, transcranial direct current stimulation, transcortical direct current stimulation,
and tDCS. The full search strategy is presented in Appendix A. The reference lists of
two relevant previous reviews were also searched [27,30].

The search of all the databases was carried out by AA. However, it was verified
independently by TWLW.

2.3. Selection of Eligible Studies

All the studies provided by the search were exported to Endnote, which was used
by AA and TWLW to independently remove duplicates and then select eligible studies
for inclusion.

At the beginning, the selection was carried out based on the contents of the title
and/or abstracts of the studies. Following that, the remaining studies were selected after
reading their full texts. Subsequently, the two researchers held a meeting to agree on
their independent selections. The other researcher, SSMN, was contacted if there was any
disagreement on a selection. The final results of the search and the selection process are
presented using a flowchart.

2.4. Extraction of the Data in the Included Studies

The extraction of the data was carried out by AA, although the two other researchers,
TWLW and SSMN, verified them to ensure that what was extracted was valid and reliable.

The data that was extracted included characteristics of the participants in the included
studies such as mean age, sex, time since stroke, inclusion and exclusion criteria used in the
studies, the treatment protocols used in the experimental and control groups including the
intensity, mean scores on the outcomes of interest such as level of motor impairment, motor
function, spasticity, ADL, quality of life, manual dexterity, sensation, muscle strength, hand-
grip strength, cognitive flexibility and speed of processing, motor performance, cognition,
and executive function.

2.5. Risks of Bias and Methodological Quality Assessments of the Included Studies

Two of the researchers, AA and TWLW, independently used Cochrane risks of bias
assessment tool and PEDro scale respectively to assess the risks of bias and methodological
quality of the included studies.

The Cochrane risks of bias assessment tool is a valid and a reliable tool for the assess-
ment of selection, performance, detection, attrition, and reporting biases, and any other
potential bias that may occur when conducting an RCT [31]. The result of the assessment is
summarized in a risk of bias graph and a summary table. Similarly, the PEDro scale is an
11-item scale that is used to assess the internal and external validity of RCT [32]. The first
item in the scale assesses internal validity, whereas the remaining 10 items assess external
validity. In addition, the items that assess external validity are rated on a two-point scale,
0 and 1, which mean a response of no and yes, respectively, to the questions in the items.
Thus, total scores on PEDro scale can be regarded as representing low (a score of between
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0 and 3), moderate (a score of between 4 and 5), and high (a score of between 6 and 10)
methodological quality.

The result of the above assessment is presented in a table. In cases of disagreement fol-
lowing the assessments by the two researchers, the other researcher, SSMN, was consulted
for resolution.

2.6. Synthesis of the Data from the Included Studies

The extracted data was synthesized using both qualitative and quantitative syntheses.
The qualitative synthesis involved a summary of the characteristics of the participants in
the included studies such as the intensity of the interventions in the experimental and
control groups, number of participants in both groups, the outcomes assessed, and the
mean changes post intervention. Following all these, the result was presented using a table.

For the quantitative synthesis, a meta-analysis using a random-effect model was
employed to pool together the mean changes in the outcomes of interest to help compare
the effects of the experimental and control group interventions. Random-effect model
analysis was used because the studies used different outcome measures to measure the
same outcomes. Consequently, standardized mean difference was used to compute the
effect sizes. In addition, in one of the studies, there are two control groups, tDCS alone and
VR alone [33]. Thus, at first, we carried out the meta-analyses with the mean changes on
the outcomes of interest for the tDCS alone control group. Following that, we carried out
another analysis by substituting the mean changes on the outcomes of interest for the tDCS
alone control group with that of the VR alone control group.

Furthermore, the I2 statistic was used to determine the percentage variation due to
heterogeneity between the included studies, and it was only considered to be significant
when its value was between 50 and 90% at p < 0.05 [34].

The meta-analysis was carried out using RevMan software version 5.4 [35].

2.7. How the Evidence Was Interpreted

For the interpretation of the quality of the evidence on the outcomes, GRADE (grading
of recommendations, assessment, development, and evaluation) was used [36]. GRADE
is an instrument that comprises risks of bias, imprecision, inconsistency, indirectness,
and publication bias as domains. Interpretation of the evidence was done based on the
seriousness of the risks of bias, imprecision, inconsistency, indirectness, and publication
bias in the included studies, the number of included studies, and the sample size in the
studies. Finally, the interpretation of the evidence was summarized using a table.

3. Results
3.1. Narrative Synthesis
3.1.1. Study Selection

The search provided a total of 2137 hits. Out of this number, only five studies were
eligible for inclusion in the study [33,37–40]. In one of the studies, there were two control
groups (tDCS alone and VR alone) [33]. Conventional therapy alone was used as a control
in one study [39]. All the remaining studies used either tDCS, VR, or sham tDCs with VR as
control. See Figure 1 for the flowchart detailing the process of selection of eligible studies.
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Figure 1. The study flowchart.

3.1.2. Characteristics of the Included Studies

The included studies have a total sample size of 168 patients with stroke (range,
20 to 59), a mean age range of 52.3 ± 10.9 to 67.5 ± 6.74 years, and a mean time since stroke
range of 16.9 ± 5.5 days to 35 ± 20.3 months. Out of this number, 55 were female and
71 had right sided hemiplegia. The type of stroke the patients had included both ischaemic
(n = 130) and haemorrhagic stroke (n = 38).

In three of the studies, participants with mild or moderate impairment in motor
function were included [33,37,40]. In one study, participants had severe impairment in
motor function as measured by a Brunnstrom score between I and II and upper extremity
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Fulg Meyer motor assessment (UEFMA) score of <19 [39]. One study did not provide details
on the severity of the impairment in motor function of the included participants [38].

In addition, participants were excluded from the studies if they had a previous his-
tory of brain surgery or neurotrauma [32,34,35]; epilepsy or seizure [33,37,38,40]; metallic
implant in the brain [33,37–39]; severe impairment in cognitive function [33,37–40]; apha-
sia [33,38,39]; poor sitting balance [33,39]; severely damaged eyesight [33,39,40]; hemine-
glect [33,38]; cerebral aneurysm [37]; orthopaedic problems or joint deformity [40]; and
pacemakers or artificial cochlea [38,39]. See Table 1 for the details of the characteristics of
the included studies.

3.2. Methodological Quality and Risks of Bias of the Included Studies

All the included studies have high methodological quality. See Table 2 for the method-
ological quality of the included studies. However, in the studies, there are high risks of
bias in blinding of participants and personnel (performance bias) [38–40]; incomplete out-
come data (attrition bias) [37]; and blinding of outcome assessment (detection bias) [39,40].
In addition, in one of the studies, there were unclear risks of bias in blinding of par-
ticipants and personnel (performance bias) [33]; and allocation concealment (selection
bias) [30]. The risks of bias graph and summary of the included studies are presented in
Figures 2 and 3, respectively.

 

Figure 2. Risk of bias graph.
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Table 1. Characteristics of the included studies.

References N Stroke Duration Mean Age (Years) Intervention Outcomes Findings Adverse
Events

Lee et al.
[33]

N = 59;
experimental

(n = 20,
females = 8);

control 1 (n = 19,
females = 9); control

2 (n = 20,
females = 11).

Experimental = 17.8 ± 7.3 days;
control 1 = 17.4 ± 9.4 days;
control 2 = 16.9 ± 5.5 days.

Experimental = 63.1 ± 10.3;
control 1 = 60.3 ± 11.3;
control 2 = 60.6 ± 14.1.

Experimental = received tDCs (2 mA
for 20 min) during virtual

reality therapy.
Control 1 = received tDCs (2 mA for
20 min) during occupational therapy
Control 2 = received virtual reality

therapy instead of
occupational therapy.

The interventions in all the groups
were carried out for 30 min per day,

5 times a week for 3 weeks. In
addition, participants in all the
groups received conventional

rehabilitation of the same intensity
and time.

Spasticity (MAS), muscle
strength (MMT), manual
function (MFT), level of

motor impairment
(UEFMA), manual

dexterity (BBT), and
activities of daily

living (MBI).

Muscle strength, manual
function, level of motor

impairment and activities
of daily living improved
post intervention in all

groups. However, manual
function and level of motor

impairment improved
significantly in the

experimental group
compared to the two

other groups.

No major
adverse
events.

Viana et al.
[37]

N = 20 experimental
(n = 10, females = 1);

control (n = 10,
females = 3).

Experimental = 31.9 ± 18.2 months;
control = 35 ± 20.3 months.

Experimental = 56.0 ± 10.2;
control = 55.0 ± 12.2.

Experimental = received 1-h virtual
reality (VR) therapy and 13 min of 2

mA tDCs before the VR therapy
per day, 3 times a week for 5 weeks.

Control = received VR with the same
intensity as in the experimental
group, and sham tDCs for the

same period.

Level of motor
impairment (UEFMA),

motor function (WMFT),
spasticity (MAS),

handgrip strength
(hand-held

dynamometry), and
quality of life (SSQoLQ).

All outcomes improved in
both groups post

intervention. However,
spasticity improved

significantly higher in the
experimental group

compared to the control.

No
adverse
events

reported.

Yao et al.
[38]

N = 40 experimental
(n = 20, females = 6);

control (n = 20,
females = 3).

Experimental = 60.5 ± 35.5 days;
control = 56.5 ± 33.3 days.

Experimental = 63.0 ± 7.5;
control = 66.2 ± 6.2.

Experimental = received a
simultaneous 20 min virtual reality
(VR) therapy and tDCs (2 mA) per

day, 5 times a week for 2 weeks.
Control = received VR and sham

tDCs for the same period.

Adverse events (adverse
effect of tDCs

questionnaire), level of
motor impairment
(UEFMA), motor
function (ARAT),
activities of daily

living (BI).

All outcomes improved in
both groups post

intervention. However, the
improvement in all the

outcomes was significantly
higher in the experimental

group compared to
the control.

Tingling
and

itching
sensations

lasting
between 1
and 2 min.

Llorens
et al. [39]

N = 29 experimental
(n = 14, females = 3);

control (n = 15,
females = 4).

Experimental = 8.7 ± 2.3 months;
control = 9.3 ± 2.4 months.

Experimental = 57.6 ± 6.9;
control = 52.3 ± 10.9.

Experimental = received a
simultaneous 30 min virtual reality
(VR) therapy and tCDs (2 mA) in
addition to 30 min conventional

therapy per day, 3–5 times a week for
5 weeks.

Control = received 30 min
conventional therapy per day,
3–5 times a week for 5 weeks.

Level of motor
impairment (UEFMA),
sensation (NSA) and

motor function (WMFT).

All outcomes improved in
both groups post

intervention. However, the
improvement in level of
motor impairment and

motor function were
significantly higher in the

experimental group
compared to the control.

Not
reported.
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Table 1. Cont.

References N Stroke Duration Mean Age (Years) Intervention Outcomes Findings Adverse
Events

Lee et al.
[40]

N = 20;
experimental

(n = 10,
females = 4);

control (n = 10,
females = 3).

Experimental = 3.75 ± 1.48 months;
control = 4.12 ± 1.55 months.

Experimental = 67.5 ± 6.74;
control = 65.00 ± 5.73.

Experimental = received tDCs (2 mA
for 20 min) during virtual reality

therapy, 5 times a week for 4 weeks
Control 1 = received sham tDCs
(2 mA for 20 min) during virtual

reality therapy, 5 times a week for
4 weeks.

Manual dexterity (BBT),
use of the hand in

activities of daily living
(JTHFT), selective

attention and cognitive
flexibility (ST), and
speed of processing,
motor performance,

cognition, and executive
function (TMT).

All outcomes improved in
both groups post

intervention. However,
manually dexterity and
selective attention and

cognitive flexibility
improved significantly

higher in the
experimental group.

Not
reported.

Key: tDCs = transcortical direct stimulation, rMT = resting motor threshold, MAS = modified Ashworth scale, MMT = manual muscle test, MFT = manual function test, UEFMA =
upper extremity Fugl Meyer motor assessment, BBT = box and block test, MBI = modified Barthel index, WMFT = Wolf motor function test, SSQoLQ = stroke specific quality of life
questionnaire, ARAT = action research arm test, BI = Barthel index, NSA = Nottingham sensory assessment. Keywords: BBT = box and block test, JTHFT = Jebsen-Taylor Hand Function
Test, ST = The stroop test, TMT = The trail making test.

Table 2. Methodological quality of the included studies.

Study
Eligibility
Criteria
Specified

Random
Allocation

Concealed
Allocation

Comparable
Subjects

Blind
Subjects

Blind
Therapists

Blind
Assessors

Adequate
Follow-Up

Intention to
Treat
Analysis

Between
Group
Comparison

Point
Estimation and
Variability

Total
Score

Lee et al. [33] Yes 1 1 1 0 1 1 0 0 1 1 7/10

Viana et al. [37] Yes 1 1 1 1 1 1 1 1 1 1 10/10

Yao et al. [38] Yes 1 1 1 1 0 1 0 1 1 1 8/10

Llorens et al. [39] Yes 1 1 1 0 0 0 1 1 1 1 7/10

Lee et al. [40] Yes 1 1 1 0 0 0 1 1 1 1 7/10
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Figure 3. Risks of bias summary table.

3.3. Quantitative Synthesis
3.3.1. Upper Limb Function

For the level of impairment in motor function, the results showed that there was
no significant difference between group (SMD = −0.50, 95% CI = −1.47 to 0.46, p = 0.31)
post intervention. However, there was a significant heterogeneity between the included
studies (I2 = 84%, p = 0.0002). See Figure 4 for the forest plot for this result. Similarly, when
sensitivity analysis was carried out by including the values on the outcome of interest
when VR was used in place of tDCS as a control in the study by Lee and colleagues [30],
the results showed that there is no significant difference between groups (SMD = −0.49,
95% CI = −1.46 to 0.48, p = 0.32). In addition, there was a significant heterogeneity between
the included studies I2 = 85%, p = 0.0002). See Figure 5 for the forest plot for this result.

For motor function, the results showed that there is a significant difference between
groups (SMD = 0.44, 95% CI = 0.09 to 0.79, p = 0.01) post intervention. In addition, there is
no significant heterogeneity between the included studies (I2 = 0%, p = 0.96). See Figure 4
for the forest plot for this result. When sensitivity analysis was carried out by including the
values on the outcome of interest when VR was used in place of tDCS as a control in the
study by Lee and colleagues [30]; the result showed that, there is no significant difference
between groups (SMD = 0.27, 95% CI = −0.08 to 0.62, p = 0.13). However, there was no
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significant heterogeneity between the included studies I2 = 0%, p = 0.59). See Figure 5 for
the forest plot for this result.

 

Figure 4. Upper limb function post intervention.

 

Figure 5. Upper limb function post intervention (sensitivity analysis).
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For spasticity, the result showed that, there is no significant difference between group
(SMD = −0.32, 95% CI = −0.83 to 0.19, p = 0.22) post intervention. In addition, there is no
significant heterogeneity between the included studies (I2 = 0%, p = 0.68). See Figure 4
for the forest plot for this result. However, when sensitivity analysis was carried out
by including the values on the outcome of interest when VR was used in place of tDCS
as control in the study by Lee and colleagues [30], the results showed that there is no
significant difference between groups (SMD = −0.35, 95% CI = −0.86 to 0.16, p = 0.18).
However, there was no significant heterogeneity between the included studies I2 = 0%,
p = 0.002). See Figure 5 for the forest plot of this result.

For manual dexterity, the results showed that there is no significant difference between
groups (SMD = 0.44, 95% CI = −0.55 to 1.43, p = 0.38) post intervention. In addition,
there is no significant heterogeneity between the included studies (I2 = 68%, p = 0.08). See
Figure 4 for the forest plot of this result. However, when sensitivity analysis was carried
out by including the values on the outcome of interest when VR was used in place of tDCS
as a control in the study by Lee and colleagues [30], the results showed that there is no
significant difference between group (SMD = 0.58, 95% CI = −0.06 to 1.22, p = 0.07). In
addition, there was no significant heterogeneity between the included studies I2 = 28%,
p = 0.24). See Figure 5 for the forest plot of this result.

3.3.2. ADL

The results showed that there was no significant difference between groups
(SMD = 0.31, 95% CI = −0.13 to 0.75, p = 0.17) post intervention. In addition, there
was no significant heterogeneity between the included studies (I2 = 0%, p = 0.55). See
Figure 6 for the forest plot of this result. Similarly, when sensitivity analysis was carried
out by including the values on the outcome of interest when VR was used in place of tDCS
as a control in the study by Lee and colleagues [30], the results showed that there was
no significant difference between groups (SMD = 0.35, 95% CI = −0.09 to 0.80, p = 0.12).
In addition, there was no significant heterogeneity between the included studies I2 = 0%,
p = 0.67). See Figure 7 for the forest plot detailing the result.

Figure 6. Activities of daily living post intervention.

Figure 7. Activities of daily living post intervention (sensitivity analysis).

3.3.3. Evidence Quality Interpretation

There seems to be little evidence for an effect of combining tDCS with VR on level of
motor impairment and motor function. See Table 3 for more details. On the other hand,
based on the effect size for motor function, the value attained minimal clinically important
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difference on the Wolf Motor Function Test (WMFT) [41]. However, there is heterogeneity
in the use of outcome measures for the assessment of motor function between the included
studies. This makes it difficult to interpret the findings based on the MCID values. Thus,
future studies should standardize the use of outcome measures for evaluating the effects of
this intervention.

Table 3. Evidence quality assessment.

Number of
Participants

Outcome
Number
of
studies

Risks of
bias Inconsistency Indirectness Imprecision Experimental control Effect size

(95% CI)

Overall
certainty of
the
evidence

Level of
motor
impairment

4 Not
serious Not serious Not serious Serious b 64 65 −0.50

(−1.47 to 0.46)
⊕⊕##
Low

Motor
function 4 Not

serious Not serious Not serious Serious b 64 65 0.44
(0.09 to 0.79)

⊕⊕##
Low

Spasticity 4 Not
serious Very serious a Not serious Serious b 30 30 −0.32

(−0.83 to 0.19)
⊕⊕##
Low

Manual
dexterity 2 Not

serious Very serious a Not serious Serious b 30 30 0.44
(−0.55 to 1.43)

⊕###
Very low

Activities of
daily living 2 Not

serious Very serious a Not serious Serious b 40 40 0.31
(−0.13 to 0.75)

⊕###
Very low

a Significant heterogeneity b Sample size < 400.

4. Discussion
The aim of this review is to summarize the evidence from randomized controlled trials

(RCTs) on the effects of combining tDCS with VR on upper limb function in patients with
stroke. From the findings of the individual studies in Table 1, the results show that combin-
ing tDCS with VR may improve level of motor impairment, motor function, spasticity, ADL,
quality of life, manual dexterity, sensation, muscle strength, handgrip strength, spasticity,
cognitive flexibility and speed of processing, motor performance, cognition, and executive
function. However, the result of the meta-analysis showed that it is only superior to control
at improving motor function. Improvement in motor function is important for patients’
ability to carry out ADL, participation and community reintegration [42–45]. Ability to
carry out ADL, and participation in social, leisure, and religious activities are important for
a good quality of life and returning to work following stroke [46–48].

On the other hand, the meta-analysis did not show any significant difference be-
tween the experimental and the control group in level of motor impairment, ADL, manual
dexterity, and spasticity post intervention. This could be due to several factors. Firstly,
the control interventions in the included studies were mostly tDCS and VR. These in-
terventions have been shown to individually improve upper limb function outcomes in
patients with stroke [15–18,21]. Secondly, all the included studies have relatively low sam-
ple sizes. Studies with low sample sizes are more unlikely to detect significant difference
between groups [49,50].

In addition, the types of outcomes assessed and the outcome measures used in the
studies could also play a significant role in the outcomes observed. For instance, measures
that are considered suitable in every stroke trial were only used for upper limb motor
function [51]. These measures are UEFMA and action research arm test (ARAT). Similarly,
another limitation of the included studies is the lack of standardization of the experimental
protocols. For instance, in one of the studies, the duration of the intervention was 3–5 times
a week, which seems to mean some patients received the interventions 2, 4, or 5 times a
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week [39]. This can make reproducibility of the trials and their applications in real-world
practice very difficult.

Nevertheless, combining more than one intervention has been said to be a safe and
applicable intervention for upper limb function rehabilitation in stroke [52]. Consequently,
in recent times, researchers have advocated the use of such an intervention [10–13]. In
particular, in the case of combining tDCS with VR, the former helps to modulates the
nervous system, the latter [24], the latter provides a real-world-like environment for patients
to engage with rehabilitation to optimize outcomes [18]. Thus, the finding of this study can
help guide practice and future research.

Limitations of the Study

Although this study has several strengths, such as an extensive search of the literature,
the use of meta-analysis, and interpretation of the evidence using a valid and reliable
method, it also has some limitations. One of the limitations is the presence of heterogeneity
in terms of inclusion of studies with heterogenous control groups (clinical heterogeneity),
and inconsistency between studies in the use of outcome measures (statistical hetero-
geneity). Heterogeneity can negatively affect the reliability of the findings of studies [53].
Secondly, inclusion of studies that are published only in the English language is another
limitation that limits potential quality studies.

5. Conclusions
Use of a combination of tDCS with VR may help optimize upper limb function out-

comes. However, standardization of the protocol of such an intervention is needed in
order to make it applicable in the real world. Therefore, more studies with standardized
protocols are needed to provide a more valid and reliable evidence. In particular, the
studies should use adequate sample sizes in order to help prevent type II error. In addition,
the studies should include outcome measures such as the motor activity log (MAL) which
assess real-world upper limb use in order to help the full spectrum of upper limb recovery
post stroke. Furthermore, the studies need to assess the long-term effects of combining
tDCS with VR.
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Appendix A
The search strategy used in all the databases
PubMED
((((((((Stroke) AND (Upper extremity)) OR (Upper limb)) AND (Virtual reality)) OR

(Virtual rehabilitation)) AND (Noninvasive brain stimulation)) OR (Transcranial direct
current stimulation)) OR (Transcortical direct current stimulation)) OR (tDCS)

Embase
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((((‘stroke’/exp OR stroke) AND upper AND extremity OR (upper AND limb)) AND
virtual AND reality OR (virtual AND rehabilitation)) AND noninvasive AND brain AND
stimulation OR (transcranial AND direct AND current AND stimulation) OR (transcorti-
cal AND direct AND current AND stimulation) OR tdcs) AND [randomized controlled
trial]/lim

Scopus
(ALL (stroke) AND ALL (upper AND extremity) OR ALL (upper AND limb) AND

ALL (virtual AND reality) OR ALL (virtual AND rehabilitation) AND ALL (noninvasive
AND brain AND stimulation) OR ALL (transcranial AND direct AND current AND
stimulation) OR ALL (transcortical AND direct AND current AND stimulation) OR ALL
(tdcs)) AND (LIMIT-TO (DOCTYPE, “ar”)) AND (LIMIT-TO (LANGUAGE, “English”))

WoS
((((((((Stroke) AND (Upper extremity)) OR (Upper limb)) AND (Virtual reality)) OR

(Virtual rehabilitation)) AND (Noninvasive brain stimulation)) OR (Transcranial direct
current stimulation)) OR (Transcortical direct current stimulation)) OR (tDCS)

PEDro
Stroke AND virtual reality
Stroke AND transcranial direct current stimulation
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et al. The Cochrane Collaboration’s tool for assessing risk of bias in randomised trials. BMJ 2011, 343, d5928. [CrossRef]

32. Maher, C.G.; Sherrington, C.; Herbert, R.D.; Moseley, A.M.; Elkins, M. Reliability of the PEDro scale for rating quality of
randomized controlled trials. Phys. Ther. 2003, 83, 713–721. [CrossRef]

33. Lee, S.J.; Chun, M.H. Combination transcranial direct current stimulation and virtual reality therapy for upper extremity training
in patients with subacute stroke. Arch. Phys. Med. Rehabil. 2014, 95, 431–438. [CrossRef]

34. Deeks, J.J.; Higgins, J.P.T.; Altman, D.G. Chapter 10: Analysing data and undertaking metaanalyses. In Cochrane Handbook for
Systematic Reviews of Interventions, Version 6.4 (Updated August 2023); Higgins, J.P.T., Thomas, J., Chandler, J., Cumpston, M., Li, T.,
Page, M.J., Welch, V.A., Eds.; Cochrane: London, UK, 2023; Available online: www.training.cochrane.org/handbook (accessed on
3 November 2023).

https://doi.org/10.1186/s13063-021-05689-5
https://doi.org/10.3233/NRE-2012-00807
https://doi.org/10.1177/0269215511434575
https://doi.org/10.3233/RNN-2011-0599
https://www.ncbi.nlm.nih.gov/pubmed/21697589
https://doi.org/10.1080/02699052.2022.2163289
https://www.ncbi.nlm.nih.gov/pubmed/36617689
https://doi.org/10.3389/fneur.2025.1544135
https://doi.org/10.1186/s12911-024-02534-y
https://doi.org/10.1016/j.clinph.2021.05.015
https://www.ncbi.nlm.nih.gov/pubmed/34157634
https://doi.org/10.1186/s40798-024-00698-5
https://www.ncbi.nlm.nih.gov/pubmed/38573446
https://pmc.ncbi.nlm.nih.gov/articles/PMC10994895
https://doi.org/10.1080/10641963.2021.1871916
https://doi.org/10.1002/14651858.CD008349.pub4
https://doi.org/10.1016/j.jstrokecerebrovasdis.2024.108112
https://www.ncbi.nlm.nih.gov/pubmed/39505058
https://doi.org/10.1016/j.heliyon.2022.e12695
https://www.ncbi.nlm.nih.gov/pubmed/36685449
https://doi.org/10.5535/arm.20093
https://www.ncbi.nlm.nih.gov/pubmed/33440091
https://doi.org/10.1371/journal.pmed.1000097
https://doi.org/10.1186/s12984-020-00780-5
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.1093/ptj/83.8.713
https://doi.org/10.1016/j.apmr.2013.10.027


Bioengineering 2025, 12, 1205 16 of 16

35. Review Manager Web (RevMan Web). Version (5.4). The Cochrane Collaboration. 2020. Available online:
https://revman.cochrane.org (accessed on 3 November 2023).

36. Guyatt, G.H.; Oxman, A.D.; Vist, G.E.; Kunz, R.; Falck-Ytter, Y.; Alonso-Coello, P.; Schünemann, H.J. GRADE: An emerging
consensus on rating quality of evidence and strength of recommendations. BMJ 2008, 336, 924–926. [CrossRef]

37. Viana, R.T.; Laurentino, G.E.; Souza, R.J.; Fonseca, J.B.; Filho, E.M.S.; Dias, S.N.; Teixeira-Salmela, L.F.; Monte-Silva, K.K. Effects of
the addition of transcranial direct current stimulation to virtual reality therapy after stroke: A pilot randomized controlled trial.
NeuroRehabilitation 2014, 34, 437–446. [CrossRef]

38. Yao, X.; Cui, L.; Wang, J.; Feng, W.; Bao, Y.; Xie, Q. Effects of transcranial direct current stimulation with virtual reality on upper
limb function in patients with ischemic stroke: A randomized controlled trial. J. Neuroeng. Rehabil. 2020, 17, 73. [CrossRef]
[PubMed]

39. Llorens, R.; Fuentes, M.A.; Borrego, A.; Latorre, J.; Alcañiz, M.; Colomer, C.; Noé, E. Effectiveness of a combined transcranial
direct current stimulation and virtual reality-based intervention on upper limb function in chronic individuals post-stroke with
persistent severe hemiparesis: A randomized controlled trial. J. Neuroeng. Rehabil. 2021, 18, 108. [CrossRef]

40. Lee, S.; Cha, H. The effect of clinical application of transcranial direct current stimulation combined with non-immersive virtual
reality rehabilitation in stroke patients. Technol. Health Care 2022, 30, 117–127. [CrossRef] [PubMed]

41. Fritz, S.L.; Blanton, S.; Uswatte, G.; Taub, E.; Wolf, S.L. Minimal detectable change scores for the Wolf Motor Function Test.
Neurorehabilit. Neural Repair 2009, 23, 662–667. [CrossRef] [PubMed]

42. Yamamoto, H.; Takeda, K.; Koyama, S.; Morishima, K.; Hirakawa, Y.; Motoya, I.; Sakurai, H.; Kanada, Y.; Kawamura, N.;
Kawamura, M.; et al. Relationship between upper limb motor function and activities of daily living after removing the influence
of lower limb motor function in subacute patients with stroke: A cross-sectional study. Hong Kong J. Occup. Ther. 2020, 33, 12–17.
[CrossRef]

43. Hamzat, T.K.; Peters, G.O. Motor function and participation among Nigerian stroke survivors: 6-month follow-up study.
NeuroRehabilitation 2009, 25, 137–142. [CrossRef]

44. Atler, K.; Malcolm, M.; Greife, C. A follow-up study on the relationship among participation, activity and motor function in
survivors of stroke following constraint-induced therapy. Disabil. Rehabil. 2015, 37, 121–128. [CrossRef]

45. Obembe, A.; Mapayi, B.; Johnson, O.; Agunbiade, T.; Emechete, A. Community reintegration in stroke survivors: Relationship
with motor function and depression. Hong Kong Physiother. J. 2013, 31, 69–74. [CrossRef]

46. Lawan, M.M.; Lawal, I.U.; Yusuf, A.M. Correlates of participation restrictions and quality of life among Hausa women with
post-stroke disabilities. Bull. Fac. Phys. Ther. 2022, 27, 48. [CrossRef]

47. van Mierlo, M.L.; van Heugten, C.M.; Post, M.W.; Hajós, T.R.; Kappelle, L.J.; Visser-Meily, J.M. Quality of Life during the First
Two Years Post Stroke: The Restore4Stroke Cohort Study. Cerebrovasc. Dis. 2016, 41, 19–26. [CrossRef]

48. Kusambiza-Kiingi, A.; Maleka, D.; Ntsiea, V. Stroke survivors’ levels of community reintegration, quality of life, satisfaction with
the physiotherapy services and the level of caregiver strain at community health centres within the Johannesburg area. Afr. J.
Disabil. 2017, 6, 1–8. [CrossRef] [PubMed]

49. Button, K.S.; Ioannidis, J.P.A.; Mokrysz, C.; Nosek, B.A.; Flint, J.; Robinson, E.S.; Munafò, M.R. Power failure: Why small sample
size undermines the reliability of neuroscience. Nat. Rev. Neurosci. 2013, 14, 365–376. [CrossRef] [PubMed]

50. Faber, J.; Fonseca, L.M. How sample size influences research outcomes. Dental Press. J. Orthod. 2014, 19, 27–29. [CrossRef]
51. Kwakkel, G.; Lannin, N.A.; Borschmann, K.; English, C.; Ali, M.; Churilov, L.; Saposnik, G.; Winstein, C.; van Wegen, E.E.H.; Wolf,

S.L.; et al. Standardized measurement of sensorimotor recovery in stroke trials: Consensus-based core recommendations from the
Stroke Recovery and Rehabilitation Roundtable. Int. J. Stroke 2017, 12, 451–461. [CrossRef] [PubMed]

52. Hung, C.-S.; Hsieh, Y.-W.; Wu, C.-Y.; Chen, Y.-J.; Lin, K.-C.; Chen, C.-L.; Yao, K.G.; Liu, C.-T.; Horng, Y.-S. Hybrid Rehabilitation
Therapies on Upper-Limb Function and Goal Attainment in Chronic Stroke. OTJR Occup. Ther. J. Res. 2019, 39, 116–123. [CrossRef]

53. Higgins, J.; Thompson, S.; Deeks, J.; Altman, D. Statistical heterogeneity in systematic reviews ofclinical trials: A critical appraisal
of guidelines and practice. J. Health Serv. Res. Policy 2002, 7, 51–61. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://revman.cochrane.org
https://doi.org/10.1136/bmj.39489.470347.AD
https://doi.org/10.3233/NRE-141065
https://doi.org/10.1186/s12984-020-00699-x
https://www.ncbi.nlm.nih.gov/pubmed/32539812
https://doi.org/10.1186/s12984-021-00896-2
https://doi.org/10.3233/THC-212991
https://www.ncbi.nlm.nih.gov/pubmed/34250916
https://doi.org/10.1177/1545968309335975
https://www.ncbi.nlm.nih.gov/pubmed/19498013
https://doi.org/10.1177/1569186120926609
https://doi.org/10.3233/NRE-2009-0509
https://doi.org/10.3109/09638288.2014.910560
https://doi.org/10.1016/j.hkpj.2013.04.001
https://doi.org/10.1186/s43161-022-00107-6
https://doi.org/10.1159/000441197
https://doi.org/10.4102/ajod.v6i0.296
https://www.ncbi.nlm.nih.gov/pubmed/28730068
https://doi.org/10.1038/nrn3475
https://www.ncbi.nlm.nih.gov/pubmed/23571845
https://doi.org/10.1590/2176-9451.19.4.027-029.ebo
https://doi.org/10.1177/1747493017711813
https://www.ncbi.nlm.nih.gov/pubmed/28697709
https://doi.org/10.1177/1539449218825438
https://doi.org/10.1258/1355819021927674

	Introduction 
	Method 
	Criteria Used for Inclusion and Exclusion of Studies 
	Literature Search 
	Selection of Eligible Studies 
	Extraction of the Data in the Included Studies 
	Risks of Bias and Methodological Quality Assessments of the Included Studies 
	Synthesis of the Data from the Included Studies 
	How the Evidence Was Interpreted 

	Results 
	Narrative Synthesis 
	Study Selection 
	Characteristics of the Included Studies 

	Methodological Quality and Risks of Bias of the Included Studies 
	Quantitative Synthesis 
	Upper Limb Function 
	ADL 
	Evidence Quality Interpretation 


	Discussion 
	Conclusions 
	Appendix A
	References

