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Abstract 

Background: Interest in developing alternative methods for the treatment of amblyopia has long been a topic of 
interest among clinicians and researchers, as prescribed occlusion and penalization therapies do not always provide 
an effective response and are associated with a high risk of recurrence and non‑compliance. Here, we present the pro‑
tocol of a small‑scale RCT to evaluate the safety and clinical efficacy of a novel VR‑based system designed to provide 
binocular vision training to children with anisometropic amblyopia.

Methods: We aim to recruit a total of 60 children with anisometropic amblyopia aged 5‑17 years with no previous 
treatment for amblyopia other than refractive correction from the pediatric ophthalmology units of the University 
Clinical Hospital of Valladolid and the Vithas Medimar International Hospital of Alicante. Children who meet the 
eligibility criteria and consent to participate will be randomly assigned to a three‑month intervention group of 18 
half‑hour in‑office therapy sessions with the NEIVATECH system (group A) or to a parallel group receiving 2 hours of 
conventional patching per day at home for the same period of time (group B). Assessments of visual function will 
be carried out before the intervention and at 1, 2 and 3 months, with changes in distance BCVA being the primary 
outcome measure to be considered. Patient safety, compliance, satisfaction and acceptance to treatment will also be 
assessed after therapy as other valuable outcome measures. In addition, a rsfMRI scan will be performed on a sub‑
group of 5 patients from each group at the pre‑intervention visit and at the post‑intervention visit to test the effects 
of both therapies on neural plasticity in the visual cortex.

Discussion: The NEIVATECH system has been conceived as a serious game designed to provide binocular vision 
training to anisometropic amblyopic children by complementing the concepts of perceptual learning, dichoptic 
training and gamification in an immersive VR environment. We hope that this novel approach may lead to greater 
improvements in vision performance than those provided so far by conventional patching in anisometropic ambly‑
opic children.

Trial registration: This protocol was registered with ClinicalTrials.gov (NCT04 819386) on 29 March 2021.
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Background
Amblyopia has traditionally been defined as a reduc-
tion in the best-corrected visual acuity (BCVA) of one 
or both eyes in the absence of obvious organic disease 
[1]. This reduction in BCVA is known to be due to an 
abnormal binocular experience originating during the 
critical period of visual system development, which 
may be caused by a misalignment of the eyes (strabis-
mic amblyopia), a significant difference in the refrac-
tive error of the eyes (anisometropic amblyopia) or the 
presence of an ocular condition that prevents adequate 
visual stimulation (deprivation amblyopia) [2].

A wide range of large cohort and population-based 
studies have concluded that the global prevalence of 
amblyopia averages between 3 and 5%, making it the 
world’s leading cause of visual impairment in children 
and young adults [3, 4].

Current treatment of amblyopia emphasizes patch-
ing or penalizing the non-amblyopic eye to force the 
use of the affected eye, and although this is an effec-
tive method of improving visual acuity (VA), it has 
been associated with residual monocular and binocular 
deficits and a high risk of recurrence and non-compli-
ance [5–7]. Furthermore, it has been argued that this 
monocular approach rarely results in the establishment 
of binocular function and is not considered valid in 
amblyopic patients who are beyond the critical period 
of visual system development [8, 9]. All these reasons 
have led to a substantial increase in research in the last 
decades on new treatment approaches that can satisfy 
both children and adults, with perceptual learning, 
video games and binocular treatment methods being 
the most relevant trends aimed at improving binocular 
fusion and reducing interocular suppression commonly 
present in amblyopia [10].

Perceptual learning
Perceptual learning can be defined as an evolution in 
the discernment of a stimulus array after repetitive 
exposure or practice with this array [11].

According to Hebbian theory, robust and synchro-
nous activation in neuronal populations can lead to 
enhanced synaptic strength between the neurons com-
prising those populations [12], so that repeated presen-
tation of visual stimuli may induce such neuroplastic 
changes in sensorimotor networks to promote, in this 
case, visual functions affected by amblyopia.

In this regard, a number of visual tasks have been 
explored as a means to apply perceptual learning, 
including letter identification in noise, position dis-
crimination in noise, Gabor filter-based edge detection, 
contrast detection, etc. [13].

In their comprehensive literature review of per-
ceptual learning applied to amblyopia, Levi and Li 
reported on the relative efficacy of various of these vis-
ual tasks on both trained task performance and VA as 
measured by the Snellen chart, with five of the twelve 
studies reviewed showing improvements in post-test 
outcomes, of which four employed contrast detection 
practice and one examined extended positional acuity 
learning in children [14]. Similarly, Polat et  al. found 
a 2-fold improvement in contrast sensitivity function 
(CSF) and letter recognition tasks when a series of 
77 adults with amblyopia participated in a perceptual 
learning trial with Gabor patches, suggesting that per-
ceptual learning promotes modifications of early neural 
processes localized beyond the site of convergence of 
both eyes and that residual plasticity is present in the 
adult visual system [15].

Overall, perceptual learning has been shown to sig-
nificantly improve visual functions in amblyopia across 
a wide range of tasks, including: VA, CSF [14, 15], Ver-
nier acuity [16, 17], positional acuity [18] and first and 
second order letter identification [19, 20].

It is worth mentioning that, although some studies 
on perceptual learning in the treatment of amblyopia 
have been strongly criticized (mainly due to the small 
sample size used, the lack of long-term follow-up, and 
the need, in most cases, for perceptual learning tasks 
to be performed in a clinical laboratory setting), other 
studies that have analysed the effects of perceptual 
learning on neural plasticity using functional magnetic 
resonance imaging (fMRI) techniques have shown that 
it can modify the functional specializations of visual 
cortical areas [21–23].

Binocular methods
Since the loss of binocularity is one of the defining 
features of amblyopia, the importance of binocular 
approaches to its therapy have recently received wide-
spread attention.

One of the best-known treatment methods for ambly-
opia that directly addresses binocular dysfunction by 
promoting binocular vision and reducing inhibitory 
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interactions within the visual cortex is dichoptic train-
ing, which consists of prolonged periods of viewing 
stimuli under conditions of increased contrast for the 
amblyopic eye [24, 25].

In this context, Li et  al. demonstrated that about 
9 hours of dichoptic film viewing on a passive 3D display 
spread over 6 sessions during a two-week time period 
resulted in an improvement of 1 to 4 lines of VA in 
amblyopic children aged 4 to 10 years [26], while conven-
tional occlusion therapy, in comparison, require about 
120 hours to achieve 1 line of VA improvement in ambly-
opic children who have already been treated with specta-
cles over a period of 12 to 16 weeks [27].

Another study evaluating the efficacy of binocular 
training in improving VA in children and adults with 
amblyopia was a non-controlled, non-randomized clini-
cal trial (RCT) in which kinemograms of random dots 
were presented dichoptically to both eyes, with the vis-
ual task being to identify the direction of target motion. 
After completing an average of 14.5 training sessions over 
a period of 4 to 6 weeks, the patients’ mean VA improved 
by 0.34 logarithm of the minimum angle of resolution 
(LogMAR) and was maintained 6 months after cessation 
of binocular training [28].

Video games
In recent years, modern technology advancements in 
the field of informatics have enabled researchers to use 
appropriate interactive software to improve visual per-
formance. To this end, visual stimuli can be presented to 
the user in two ways: on a computer screen or in a fully 
immersive environment generated by specific technolog-
ical equipment.

Recent research has shown that playing video games 
using the amblyopic eye for 40-80 hours produces 
improvements in VA, positional acuity, spatial atten-
tion and stereopsis, while performing other monocular 
activities does not cause this effect [29]. This may be due 
to the attentional or motivational effects associated with 
video game playing [30]. In particular, the recovery in 
VA observed in this study was at least 5-fold faster than 
would be expected with the same hours of occlusion 
treatment.

It has also been observed that dichoptic video games 
can induce greater improvements in VA than when 
played monocularly. For example, in a crossover study 
in which 18 adults with amblyopia were allocated to 
train with an engaging video game presented on head-
mounted video goggles for 1 h per day over 2 weeks with 
the fellow eye patched (group A) or play the same game 
dichoptically (group B), dichoptic training led to greater 
improvements in VA than monocular training. In addi-
tion, when patients in group A were crossed over to play 

dichoptically there was a more pronounced improve-
ment in VA [31]. These results are consistent in ambly-
opic children, in which there has been reported that 
20 hours of game play, either monocularly, with the fel-
low eye patched, or dichoptically, with reduced contrast 
for the fellow eye, are sufficient to improve VA on average 
by 0.14 logMAR (≈ 38%) for the dichoptic training group 
(n = 10) and by 0.06 logMAR (≈ 15%) for the monocular 
training group (n = 11), respectively [32].

Other studies, such as the binocular treatment of 
amblyopia using videogames (BRAVO) RCT, in which 
115 children, teenagers and adults with amblyopia were 
assigned to play a dichoptic contrast block-falling video 
game on an iPod Touch for 1 hour a day during a 6-week 
period or a placebo video game found no significant 
improvement in VA between the two groups [33]. Simi-
larly, a study by the Pediatric Eye Disease Investigator 
Group (PEDIG) showed that the improvement in VA 
obtained with 16 weeks of binocular video games on an 
iPad device for 1 hour per day was not as good as with 
2 hours of prescribed occlusion therapy in 385 amblyopic 
children aged 5 to 12 years and 13 to 16 years with no his-
tory of previous treatment for amblyopia [34, 35].

As this is a controversial topic, there is therefore a sci-
entific need, as well as a clear market niche, to find new 
binocular games that provide a clear benefit compared to 
conventional patching in children with amblyopia.

Methods
Hypothesis and aims
We hypothesise that 9 hours of therapy with the NEI-
VATECH system, which combines dichoptic training 
with perceptual learning tasks and gamified elements 
in an immersive virtual reality (VR) environment, will 
provide greater improvements in visual function in chil-
dren with anisometropic amblyopia than conventional 
patching.

To test our hypothesis, we intend to conduct a small-
scale RCT in which 60 anisometropic amblyopic chil-
dren aged 5-17 years with no history of treatment for 
amblyopia other than refractive correction alone will be 
randomly assigned to receive 18 half-hour active vision 
therapy sessions with the NEIVATECH system over a 
period of 3 months (group A) or 2 hours of daily patching 
at home for the same period of time (group B).

The primary outcome measure to be considered will be 
changes in distance BCVA before and after therapy. Sec-
ondary outcome measures will include near BCVA, CSF, 
binocular vision, stereopsis, fusional vergence, near con-
vergence point and accommodative facility. Other valu-
able outcome measures to consider after the intervention 
will be satisfaction, adherence, acceptance and safety of 
the therapy. In addition, resting-state fMRI (rsfMRI) 
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will also be performed on a subgroup of 5 patients from 
each group at the pre- and post-intervention visit to pro-
vide a rational explanation for the visual improvements 
obtained with the NEIVATECH system, if any.

Study design
This is a multicentre, open-label, small-scale RCT involv-
ing two tertiary hospital centres with an on-site pediatric 
ophthalmology unit in their facilities. The protocol for 
this study was designed according to the SPIRIT (Stand-
ard Protocol Elements: Recommendations for Interven-
tional Trials) 2013 Statement (Supplementary file  1). 
Patients will be offered to participate in the study once 
they have been found to meet all inclusion criteria with-
out fulfilling any exclusion criteria (Table 1).

Prior to participation, trained research staff will obtain 
written informed consent from the patient or the patient’s 
parents or legal guardians depending on whether the 
patient is older or younger than 16 years of age. For the 
rsfMRI study, patients will have to meet specific eligibil-
ity criteria and sign a separate informed consent form to 
undergo testing (Table 2).

Patients may leave the study once they have completed 
all visits as outlined in the protocol or whenever they 
wish by contacting the principal investigator and signing 
a waiver form.

To minimize the risk of bias, this study will be blinded 
to the endpoint evaluators through the adoption of a 
PROBE (Prospective Randomized Open, Blinded End-
point) design.

Study setting
The setting in which the patients will be recruited and 
the study visits will be carried out will be the pediatric 
ophthalmology units of the University Clinical Hospital 
of Valladolid and the Vithas Medimar International Hos-
pital of Alicante.

On the other hand, the setting in which the necessary 
equipment will be installed to carry out the active visual 
therapy sessions with the NEIVATECH system will be a 
consultation room of the Department of Medicine of the 
University of Valladolid and the Department of Optics, 
Pharmacology and Anatomy of the University of Alicante.

All rsfMRI scans that are intended to be performed as 
part of the study will take place in the Philips Achieva 
3.0 T X-Series Scanner of the Laboratory of Instrumental 
Techniques (LTI) of the University of Valladolid.

Sampling
Consecutive sampling of all patients attending the pedi-
atric ophthalmology units of the hospital centres planned 
for recruitment who met the eligibility criteria will be 

Table 1 Eligibility criteria for participation in the NEIVATECH RCT 

Inclusion criteria

‑ Children aged between 5 and 17 years.
‑ Willingness to perform the assigned therapy and to carry out the established visits.
‑ No history of previous treatment for amblyopia other than optimal refractive correction for at least 2 months prior to inclusion in the study.
‑ BCVA in the amblyopic eye of ≤0.1 logMAR with at least 1 logMAR line difference between the two eyes of the same patient.
‑ Presence of anisometropia defined as a difference in spherical equivalent between the two eyes of ≥1.5 dioptres.

Exclusion criteria

‑ Active eye disease.
‑ Previous ocular surgery.
‑ BCVA in the amblyopic eye of ≥0.70 logMAR.
‑ Presence of strabismic or deprivation amblyopia.
‑ Presence of microtropia or intermittent strabismus.
‑ Presence of irregular cornea due to astigmatism or ectatic corneal disease.
‑ Presence of psychiatric or neurological disorders or cognitive impairment.

Table 2 Eligibility criteria for participation in the rsfMRI study

Inclusion criteria

‑ Inclusion in the NEIVATECH RCT.
‑ Written informed consent for rsfMRI.

Exclusion criteria

‑ Claustrophobia.
‑ Pregnancy or breastfeeding.
‑ Presence of a pacemaker or other cardiac device.
‑ Presence of an external or implantable insulin pump.
‑ Presence of metallic implants or intracorporeal foreign bodies.
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carried out over a period of 12 months (May 2022 to April 
2022). The contact details of all patients who consent to 
participate will be registered in order that they can be 
contacted to arrange in-office active vision therapy ses-
sions and scheduled visits. Participants will be assigned 
to the experimental or control group by block rand-
omization using a computer-generated list of random 
numbers in order to ensure equal treatment allocation. 
Once randomized, each patient recruited in Valladolid 
will also be offered the possibility of participating in the 
rsfMRI study until the proposed number in each group 
is reached.

Sample size estimation for this study was carried out 
using the GRANMO online platform (https:// www. imim. 
es/ ofert adese rveis/ softw are- public/ granmo/), establish-
ing a minimum distance BCVA difference to be detected 
in both groups before and after the intervention of 0.15 
logMAR, a follow-up loss of 10% and a common stand-
ard deviation (SD) of 0.195 logMAR. According to this, 
a sample size of 30 patients per group would be required, 
considering an alpha error of 0.05 and a statistical power 
of 80%. This result is consistent with the sample size used 
in previous studies in this area [36–38].

Intervention
The NEIVATECH VR-based system has been conceived 
as a Serious Game designed to provide dichoptic train-
ing to amblyopic children by discriminating the direc-
tion of Gabor patches presented with different contrast 
to each eye as a perceptual learning task. Patients have 
to identify the same Gabor patch as the one presented 
at the start of the game, all in different VR environments 
where immersion will be achieved using the HTC Vive 
Pro Head Mounted Display (HMD) and interaction will 
be achieved using the VR Developer Mount system. The 
NEIVATECH system is also equipped with software to 
configure the characteristics of the visual stimuli pre-
sented to users according to their vision (Fig.  1) and to 
record the results obtained by the user in each session, 
facilitating the analysis and evaluation of individual pro-
gress over time.

Patient and public involvement
A total of 22 children (14 boys, 8 girls, mean age: 
10.36 ± 1.76 years) participated in the design of the VR 
scenarios that make up the Serious Game by providing 
feedback on the initially designed scenarios and sug-
gestions on the incorporation of new elements to make 
them more attractive to the target population. For this 
purpose, a visual analogue scale created by the research 
team was used to record patients’ opinions and requests. 

Figure 2 shows an example of a scenario (Space) with the 
discrimination task to be performed.

Study overview
Participation in this RCT will essentially involve five 
visits (screening, pre-intervention visit, one-month 
visit, two-month visit and post-intervention visit), in 
addition to the visits that patients assigned to group A 
will have to make to carry out the active vision therapy 
sessions with the NEIVATECH system. These sessions 
will be 18 in total, will have an average duration of half 
an hour and will be distributed as follows: five sessions 
in the first week (Monday to Friday), three sessions in 
the second week (Monday, Wednesday and Friday) 
and a maintenance session in the following weeks (on 
Wednesdays). This is because it has been shown that 
most of the improvement obtained with visual train-
ing in amblyopia occurs during the first weeks of treat-
ment [39–41]. Thus, patients assigned to group A will 

Fig. 1 Menu to configure the characteristics of the visual stimuli to 
be presented to the user in the VR environment

https://www.imim.es/ofertadeserveis/software-public/granmo/
https://www.imim.es/ofertadeserveis/software-public/granmo/
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have to perform 10 sessions of active vision therapy 
with the NEIVATECH system during the first month of 
treatment, 4 during the second month and 4 during the 
third month. On the other hand, patients assigned to 
group B will have to comply with 2 hours of daily patch-
ing during the 3 months of the study.

In addition, a subgroup of 5 patients from group A and 
5 patients from group B will have to make two additional 
visits to the LTI of the University of Valladolid before and 
after the intervention for a rsfMRI scan (Fig. 3).

Pre‑intervention (day 0)
Once the patient has been found to meet the eligibil-
ity criteria required for participation and the informed 

consent form has been signed, he/she will be seen in 
consultation prior to receiving the assigned intervention 
for a comprehensive eye examination including cyclople-
gic autorefraction and assessment of near and distance 
BCVA (monocular and binocular, logMAR scale, using 
the ETDRS chart), CSF (monocular, using the CSV-
1000 test for spatial frequencies of 3, 6, 12 and 18 cycles 
per degree), binocular vision (using the Worth’s four-
dot test), stereopsis (using the TNO stereoscopic test), 
fusional vergence (break and recovery), accommoda-
tive facility (measured as the number of changes made 
to achieve optimal focusing using a spherical flap of ±2 
dioptres when the patient looks at a near optotype: VA 
0.2 logMAR) and near convergence point (measured as 

Fig. 2 Example of a VR scenario incorporated into the NEIVATECH system

Fig. 3 Diagram of the NEIVATECH RCT protocol
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the closest distance in centimetres in reference to the 
patient’s nasal root at which he/she is able to maintain 
single vision).

Mid‑intervention (day 30 and 60)
After 1 and 2 months of therapy, the patient will 
be referred for re-evaluation of the visual outcome 
measures.

Post‑intervention (day 90)
After 3 months of treatment, the patient will be referred 
for reassessment of the same visual outcome measures, in 
addition to measures of compliance, satisfaction, accept-
ance and adverse reactions to therapy. Patient compliance 
with the NEIVATECH system will be determined by the 
number of sessions attended by each patient during the 3 
months of the study, while compliance with the patch will 
be assessed by means of an adherence record to be com-
pleted by parents or legal guardians. Patient satisfaction 
and acceptance to the new therapy will be assessed using 
the User Satisfaction Evaluation Questionnaire (USEQ) 
[41] and the Technology Acceptance Model (TAM) ques-
tionnaire [42]. Finally, adverse reactions to therapy will 
be assessed using the standard and pediatric versions 
of the Simulator Sickness Questionnaire (SSQ) [43, 44], 
depending on whether the patients are older or younger 
than 12 years of age.

Follow‑up
Six months after the post-intervention visit, patients will 
be seen at the recruiting centres’ pediatric ophthalmol-
ogy units according to daily clinical practice for reassess-
ment of the visual outcome measures considered in the 
study.

Data analyses plan
A professional biostatistician has been consulted to 
design the data analysis plan for the study, in which 
descriptive analysis of all data will be provided, including 
means and SDs or medians for continuous variables and 
proportions for categorical variables.

Variables will be analyzed to assess distribution/nor-
mality (Kurtosis and Skewness) and by histogram analysis 
to establish whether they will be analyzed with paramet-
ric or non-parametric tests. On the one hand, parametric 
data will be analyzed using the unpaired T-test, Analysis 
of Variance (ANOVA) for comparison between groups 
and multiple linear regression to predict values according 
to the variables of interest. On the other hand, non-par-
ametric data will be analyzed using the Mann-Whitney 

U test or the Chi-squared test, the Kruskal-Wallis H test 
and other non-parametric methods.

For the purposes of the rsfMRI study, analyses of 
grey matter, white matter diffusion and functional con-
nectivity will be performed. To quantify the variation 
between the metrics obtained in the two acquisitions 
(pre-intervention and post-intervention), a coefficient 
of variation of  (Mt0 −   Mt1 /  Mt0) × 100 will be used, 
where M will be the metric considered,  t0 will corre-
spond to the first acquisition (pre-intervention visit) 
and  t1 will correspond to the second acquisition (post-
intervention visit).

Dissemination plan
As a dissemination plan, results obtained from the study 
will be presented at national and international confer-
ences and through peer-reviewed publications. Fur-
thermore, two PhD students will publish and defend 
dissertations related to the results of the study.

Discussion
This small-scale RCT adds to the short list of studies that 
have evaluated VR technologies for the binocular treat-
ment of amblyopia [36–38, 45–47]. As it primarily targets 
children, different Game-based elements and dynam-
ics have been incorporated into the system to increase 
patient compliance with treatment. An attempt will also 
be made to correlate the presumed improvements in vis-
ual function to be obtained with rsfMRI findings at the 
pre-intervention visit and at the post-intervention visit. 
It should be noted that this study has important limita-
tions, such as the need for the child and family to travel 
to the space where the NEIVATECH VR-based system 
will be installed for the active vision therapy sessions in 
the experimental group, the absence of a “real” control 
group under a sham intervention for ethical reasons and 
the impossibility to objectively confirm compliance to 
patching in the control group in the absence of electronic 
occlusion dose monitors (ODMs).

Abbreviations
ANOVA: Analysis of variance; BCVA: Best‑corrected visual acuity; BRAVO: 
Binocular treatment of amblyopia using videogames; CSF: Contrast sensitivity 
function; fMRI: Functional magnetic resonance imaging; HMD: Head mounted 
display; LogMAR: Logarithm of the minimum angle of resolution; LTI: Labora‑
tory of instrumental techniques; ODMs: Occlusion dose monitors; PEDIG: 
Pediatric eye disease investigator group; PROBE: Prospective randomized 
open, blinded end‑point; RCT : Randomized controlled trial; rsfMRI: Resting‑
state functional magnetic resonance imaging; SD: Standard deviation; SPIRIT: 
Standard protocol items: recommendations for interventional trials; SSQ: 
Simulator sickness questionnaire; TAM: Technology acceptance model; USEQ: 
User satisfaction evaluation questionnaire; VA: Visual acuity; VR: Virtual reality.



Page 8 of 9Leal Vega et al. BMC Ophthalmology          (2022) 22:253 

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12886‑ 022‑ 02466‑z.

Additional file 1. 

Acknowledgements
Not applicable.

Authors’ contributions
LL‑V, AM‑M and CJH‑R participated in writing the initial draft of the manu‑
script. MBC‑M and JFA‑L participated in the study design, project manage‑
ment and initial review of the manuscript. DP‑P participated in the study 
design, project management, design of the statistical plan and initial review of 
the manuscript. AIV‑A and LM‑Q made meaningful contributions to the con‑
ception and design of the work and substantially revised the final manuscript 
for publication. All authors read and approved the final manuscript.

Funding
This work is funded by the Centre for the Development of Industrial Technol‑
ogy (CDTI) of the Spanish Ministry of Economy, Industry and Competitive‑
ness by means of the 2018 Research Projects program in the context of the 
“NEIVATECH” project: Neuroplasticity through Virtual Reality for Amblyopia (IDI‑
20181232). The author DP‑P has also been supported by the Spanish Ministry 
of Economy, Industry and Competitiveness within the Ramón y Cajal program 
(RYC‑2016‑20471). The funders had no role in the study design, collection, 
management, analysis or interpretation of the data, writing of the manuscript 
and the decision to publish the final manuscript.

Availability of data and materials
The information obtained from the NEIVATECH sessions, patch adherence 
records and clinical tests performed will only be shared with the research 
team for analysis purposes, respecting the privacy of the participants in 
accordance with the Organic Law 3/2018, of 5 December, on Protection of 
Personal Data and Guarantee of Digital Rights. These data will be encrypted 
and stored in a secure electronic database that can only be accessed by the 
research team with a specific username and password.
Data sets analysed during the study will only be available to study investiga‑
tors, endpoint evaluators and members of the Research Ethics Committees of 
the participating centres, although the corresponding author may make them 
available to other investigators upon reasonable request (e‑mail: juanf areni 
llas@ gmail. com).

Declarations

Ethics approval and consent to participate
This study follows the principles of the Declaration of Helsinki and was 
approved in its version 2.0 by the Drug Research Ethics Committee of the Uni‑
versity Clinical Hospital of Valladolid, the coordinating centre of the study, on 
18 February 2021 (CASVE‑NM361 21‑516). This board will be informed of any 
changes to this protocol or any adverse events occurring during the course of 
the study to consider cancellation if necessary.
Prior to participation, trained research staff will obtain written informed con‑
sent from the patient or the patient’s parents or legal guardians depending on 
whether the patient is older or younger than 16 years of age.

Consent for publication
Not required.

Competing interests
The company Grupalia Internet S.A. has been involved in the design and 
development of the NEIVATECH system as the main recipient of the budget 
allocated to the project.

Author details
1 Group of Applied Clinical Neurosciences and Advanced Data Analysis, 
Department of Medicine, Dermatology and Toxicology, University of Vallado‑
lid, Av. Ramón y Cajal, 7, 47005 Valladolid, Spain. 2 Group of Optics and Visual 

Perception, Department of Optics, Pharmacology and Anatomy, University 
of Alicante, Alicante, Spain. 3 Clinical Optometry Unit, Department of Ophthal‑
mology, Vithas Medimar International Hospital, Alicante, Spain. 4 Department 
of Physical Medicine and Rehabilitation, Spaulding Rehabilitation Hospital, 
Harvard Medical School, Boston, USA. 5 Pediatric Ophthalmology Unit, Depart‑
ment of Ophthalmology, University Clinical Hospital of Valladolid, Valladolid, 
Spain. 6 Stroke Unit and Stroke Program, Department of Neurology, University 
Clinical Hospital of Valladolid, Valladolid, Spain. 

Received: 14 January 2022   Accepted: 24 May 2022

References
 1. DeSantis D. Amblyopia. Pediatr Clin N Am. 2014;61:505–18.
 2. Maurer D, McKEE SP. Classification and diversity of amblyopia. Vis Neuro‑

sci. 2018;35:E012.
 3. Hashemi H, Pakzad R, Yekta A, Bostamzad P, Aghamirsalim M, MSc SS, et al. 

Global and regional estimates of prevalence of amblyopia: a systematic 
review and meta‑analysis. Strabismus. 2018;26:168–83.

 4. Fu Z, Hong H, Su Z, Lou B, Pan CW, Liu H. Global prevalence of amblyopia 
and disease burden projections through 2040: a systematic review and 
meta‑analysis. Br J Ophthalmol. 2020;104:1164–70.

 5. Holmes JM, Melia M, Bradfield YS, Cruz OA, Forbes B. Pediatric eye disease 
Investigator Group. Factors associated with recurrence of amblyopia on 
cessation of patching. Ophthalmology. 2007;114:1427–32.

 6. Searle A, Norman P, Harrad R, Vedhara K. Psychosocial and clinical deter‑
minants of compliance with occlusion therapy for amblyopic children. 
Eye. 2002;16:150–5.

 7. Dixon‑Woods M, Awan M, Gottlob I. Why is compliance with occlu‑
sion therapy for amblyopia so hard? A qualitative study. Arch Dis Child. 
2006;91:491–4.

 8. Birch EE. Amblyopia and binocular vision. Prog Retin Eye Res. 
2013;33:67–84.

 9. Hess RF, Thompson B, Baker DH. Binocular vision in amblyopia: structure, 
suppression and plasticity. Ophthalmic Physiol Opt. 2014;34:146–62.

 10. Levi DM. Rethinking amblyopia 2020. Vis Res. 2020;176:118–29.
 11. Gibson E. Perceptual learning. Annu Rev Psychol. 1963;14:29–56.
 12. Hebb DO. The Organization of Behaviour: a neuropsychological theory. 

New York: John Wiley & Sons; 1949.
 13. Hernández‑Rodríguez CJ, Piñero DP, Molina‑Martín A, Morales‑Quezada 

L, de Fez D, Leal‑Vega L, et al. Stimuli characteristics and psychophysical 
requirements for visual training in amblyopia: a narrative review. J Clin 
Med. 2020;9:3985.

 14. Levi DM, Li RW. Perceptual learning as a potential treatment for amblyo‑
pia: a mini‑review. Vis Res. 2009;49:2535–49.

 15. Polat U, Ma‑Naim T, Belkin M, Sagi D. Improving vision in adult amblyopia 
by perceptual learning. Proc Natl Acad Sci U S A. 2004;101:6692–7.

 16. Levi DM, Polat U. Neural plasticity in adults with amblyopia. Proc Natl 
Acad Sci U S A. 1996;93:6830–4.

 17. Levi DM, Polat U, Hu YS. Improvement in Vernier acuity in adults 
with amblyopia. Practice makes better. Invest Ophthalmol Vis Sci. 
1997;38:1493–510.

 18. Li RW, Levi DM. Characterizing the mechanisms of improvement for posi‑
tion discrimination in adult amblyopia. J Vis. 2004;4:476–87.

 19. Chung ST, Li RW, Levi DM. Learning to identify near‑threshold luminance‑
defined and contrast‑defined letters in observers with amblyopia. Vis Res. 
2008;48:2739–50.

 20. Chung ST, Li RW, Levi DM. Identification of contrast‑defined letters 
benefits from perceptual learning in adults with amblyopia. Vis Res. 
2006;46:3853–61.

 21. Schwartz S, Maquet P, Frith C. Neural correlates of perceptual learning: a 
functional MRI study of visual texture discrimination. Proc Natl Acad Sci U 
S A. 2002;99:17137–42.

 22. Chen N, Cai P, Zhou T, Thompson B, Fang F. Perceptual learning modifies 
the functional specializations of visual cortical areas. Proc Natl Acad Sci U 
S A. 2016;113:5724–9.

 23. Zhai J, Chen L, Zhao X, Zhang H, Luo X, Gao J. Perceptual learning treat‑
ment in patients with anisometropic amblyopia: a neuroimaging study. 
Br J Ophthalmol. 2013;97:1420–4.

https://doi.org/10.1186/s12886-022-02466-z
https://doi.org/10.1186/s12886-022-02466-z
juanfarenillas@gmail.com
juanfarenillas@gmail.com


Page 9 of 9Leal Vega et al. BMC Ophthalmology          (2022) 22:253  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

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

•
  

gold Open Access which fosters wider collaboration and increased citations 

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

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

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

 24. Hess RF, Mansouri B, Thompson B. A binocular approach to treating 
amblyopia: antisuppression therapy. Optom Vis Sci. 2010;87:697–704.

 25. Hess RF, Mansouri B, Thompson B. A new binocular approach to the 
treatment of amblyopia in adults well beyond the critical period of visual 
development. Restor Neurol Neurosci. 2010;28:793–802.

 26. Li SL, Reynaud A, Hess RF, Wang YZ, Jost RM, Morale SE, et al. Dichoptic 
movie viewing treats childhood amblyopia. J AAPOS. 2015;19:401–5.

 27. Stewart CE, Stephens DA, Fielder AR, Moseley MJ, Cooperative MOTAS. 
Modeling dose‑response in amblyopia: toward a child‑specific treatment 
plan. Invest Ophthalmol Vis Sci. 2007;48:2589–94.

 28. Mansouri B, Singh P, Globa A, Pearson P. Binocular training reduces ambly‑
opic visual acuity impairment. Strabismus. 2014;22:1–6.

 29. Li RW, Ngo C, Nguyen J, Levi DM. Video‑game play induces plasticity in 
the visual system of adults with amblyopia. PLoS Biol. 2011;9:e1001135.

 30. Bavelier D, Green CS, Pouget A, Schrater P. Brain plasticity through the 
life span: learning to learn and action video games. Annu Rev Neurosci. 
2012;35:391–16.

 31. Li J, Thompson B, Deng D, Chan LY, Yu M, Hess RF. Dichoptic training 
enables the adult amblyopic brain to learn. Curr Biol. 2013;23:R308–9.

 32. Gambacorta C, Nahum M, Vedamurthy I, Bayliss J, Jordan J, Bavelier D, 
et al. An action video game for the treatment of amblyopia in children: a 
feasibility study. Vis Res. 2018;148:1–14.

 33. Gao TY, Guo CX, Babu RJ, Black JM, Bobier WR, Chakraborty A, et al. BRAVO 
study team. Effectiveness of a binocular video game vs placebo video 
game for improving visual functions in older children, teenagers and 
adults with amblyopia: a randomized clinical trial. JAMA Ophthalmol. 
2018;136:172–81.

 34. Holmes JM, Manh VM, et al. Pediatric eye disease Investigator Group. 
Effect of a binocular iPad game vs part‑time patching in children aged 5 
to 12 years with amblyopia: a randomized clinical trial. JAMA Ophthalmol. 
2016;134:1391–400.

 35. Manh VM, Holmes JM, Lazar EL, Kraker RT, Wallace DK, Kulp MT, et al. Pedi‑
atric eye disease Investigator Group. A randomized trial of a binocular 
iPad game versus part‑time patching in children aged 13 to 16 years with 
amblyopia. Am J Ophthalmol. 2018;186:104–15.

 36. Rajavi Z, Sabbaghi H, Amini Sharifi E, Behradfar N, Yaseri M. The role of 
interactive binocular treatment system in amblyopia therapy. J Curr 
Ophthalmol. 2016;28:217–22.

 37. Herbison N, MacKeith D, Vivian A, Purdy J, Fakis A, Ash IM, et al. Ran‑
domised controlled trial of video clips and interactive games to improve 
vision in children with amblyopia using the I‑BiT system. Br J Ophthalmol. 
2016;100:1511–6.

 38. Žiak P, Holm A, Halička J, Mojžiš P, Piñero DP. Amblyopia treatment of 
adults with dichoptic training using the virtual reality oculus rift head 
mounted display: preliminary results. BMC Ophthalmol. 2017;17:105.

 39. Hernández‑Rodríguez CJ, Piñero DP. Active vision therapy for Aniso‑
metropic amblyopia in children: a systematic review. J Ophthalmol. 
2020;2020:4282316.

 40. Milla M, Piñero DP. Characterization, passive and active treat‑
ment in strabismic amblyopia: a narrative review. Int J Ophthalmol. 
2020;13(7):1132–47.

 41. Hernández‑Rodríguez CJ, Fukumitsu H, Ruiz‑Fortes P, Soto‑Negro R, et al. 
Efficacy of perceptual learning‑based vision training as an adjuvant to 
occlusion therapy in the Management of Amblyopia: a pilot study. Vision 
(Basel). 2021;5(1):15.

 42. Gil‑Gómez JA, Manzano‑Hernández P, Albiol‑Pérez S, Aula‑Valero C, Gil‑
Gómez H, Lozano‑Quilis JA. USEQ: a short questionnaire for satisfaction 
evaluation of virtual rehabilitation systems. Sensors (Basel). 2017;17:1589.

 43. Davis FD. Perceived usefulness, perceived ease of use and user accept‑
ance of information technology. Manage Inf Syst Q. 1989;13:319–34.

 44. Hoeft RM, Vogel J, Bowers CA. Kids get sick too: a proposed child simula‑
tor sickness questionnaire. Proc Hum Factors Ergon Soc Annu Meet. 
2003;47:2137–41.

 45. Kennedy RS, Lane NE, Berbaum KS, Lilienthal MG. Simulator sickness 
questionnaire: an enhanced method for quantifying simulator sickness. 
Int J Aviat Psychol. 1993;3:203–20.

 46. Waddingham PE, Butler TK, Cobb SV, Moody AD, Comaish IF, Haworth SM, 
et al. Preliminary results from the use of the novel interactive binocular 
treatment (I‑BiT) system, in the treatment of strabismic and anisome‑
tropic amblyopia. Eye (Lond). 2006;20:375–8.

 47. Cleary M, Moody AD, Buchanan A, Stewart H, Dutton GN. Assessment of a 
computer‑based treatment for older amblyopes: the Glasgow pilot study. 
Eye (Lond). 2009;23:124–31.

 48. Herbison N, Cobb S, Gregson R, Ash I, Eastgate R, Purdy J, et al. Interactive 
binocular treatment (I‑BiT) for amblyopia: results of a pilot study of 3D 
shutter glasses system. Eye (Lond). 2013;27:1077–83.

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


	Study protocol for a randomized controlled trial of the NEIVATECH virtual reality system to improve visual function in children with anisometropic amblyopia
	Abstract 
	Background: 
	Methods: 
	Discussion: 
	Trial registration: 

	Background
	Perceptual learning
	Binocular methods
	Video games

	Methods
	Hypothesis and aims
	Study design
	Study setting
	Sampling
	Intervention
	Patient and public involvement
	Study overview
	Pre-intervention (day 0)
	Mid-intervention (day 30 and 60)
	Post-intervention (day 90)
	Follow-up
	Data analyses plan
	Dissemination plan

	Discussion
	Acknowledgements
	References


