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Research Question or Engineering Problem

A stroke continues to be the most important medical and social
problem of the modern world. Stroke is a type of acute cerebrovascular
accident (ACVA) and is characterised by a sudden (within minutes, less
often - hours) appearance of focal neurological symptoms (motor, speech,
sensory, coordinating, visual and other disorders) and / or general brain
disorders (depression of consciousness, headache, vomiting, etc.) that
persist for more than 24 hours or lead to death of the patient in a short
period of time due to a cause of cerebrovascular origin. There are two
clinical and pathogenetic forms of stroke: ishemic stroke (cerebral
infarction) is caused by acute focal cerebral ischemia, leading to infarction
(zone of ischemic necrosis) of the brain; hemorrhagic stroke (non-
traumatic intracerebral hemorrhage) is caused by rupture of an
intracerebral vessel and blood penetration into the brain parenchyma or
rupture of an arterial aneurysm with subarachnoid hemorrhage (SAH).
ACVA also includes transient disorders of cerebral circulation,
characterised by the sudden occurrence of focal neurological symptoms
that develop in a patient with cardiovascular disease (arterial hypertension,
atherosclerosis, atrial fibrillation, vasculitis, etc.), last for several minutes,
less often hours, but no more than 24 hours, and ends with a full
restoration of the impaired brain functions. Transient disorders of cerebral
circulation include: transient ischemic attack (T1A), which develops as a
result of short-term local cerebral ischemia and is characterised by sudden
transient neurological disorders with focal symptoms; hypertensive
cerebral emergency, which is a condition associated with an acute (usually

significant) rise in blood pressure (BP) and accompanied by the



appearance of general cerebral (less often focal) neurological symptoms
secondary to hypertension. The most severe form of hypertensive crisis is
acute hypertensive encephalopathy, the basis of pathogenesis of which is
cerebral edema. Cerebral infarction generally is the result of the
interaction of many etiopathogenetic factors, which can be subdivided
into local and systemic ones. Local factors include: morphological
changes in the brachiocephalic or intracerebral arteries (pathological
tortuosity, etc.), atherosclerotic lesions of the vessels of the aortic arch
and cerebral arteries, cardiac lesions as a source of thromboembolic
cerebral infarctions, fibromuscular dysplasias of the walls of the
brachiocephalic and cerebral arteries, brachiocephalic artery dissection,
vasculitis (arteritis), changes in the cervical spine with the formation of
extravasal compression of the vertebral arteries, anomalies in the structure
of the vessels of the neck and brain (hypoplasia of the vertebral artery,
trifurcation of the internal carotid artery), etc. Systemic factors include:
disorders of central and cerebral hemodynamics (a sharp change in BP or
a decrease in cardiac output, etc.), hereditary and acquired coagulopathies,
polycythemia, certain forms of leukemia, hypovolemia, psychoemotional
stress / distress, etc., hypercoagulative / hyperaggregatory side effects of
a number of medications (oral contraceptives, etc.). In the Russian
Federation, more than 500 thousand people have a stroke every year.
About 25,000 new cases of stroke occur in St. Petersburg every year. The
incidence of stroke in the Russian Federation is 3.48 + 0.21 cases per 1000
people. The incidence of various types of ACVA varies widely, in
particular, cerebral infarctions account for 65-75%, hemorrhages

(including subarachnoid hemorrhages) — 15-20%, transient cerebral



circulation disorders account for 10-15%. The frequency of cerebral
strokes in the population over 50-55 years old increases by 1.8-2 times
in each subsequent decade of life. Medical and socio-economic
consequences of ACVA are very significant, in particular, death in the
acute period of stroke occurs in 34.6% cases, during the first year after the
end of the acute period in 13.4% cases; severe disability with the need for
constant care is present in 20.0% of stroke patients; 56.0% have limited
working capacity and only 8.0% return to their previous work activity.
Disability due to stroke (the national average is 56-81%) in our country
ranks first among all causes of primary disability, amounting to 3.2 per 10
thousand people. Stroke mortality among working-age population has
increased in the Russian Federation by more than 30% over the past 10
years. The annual death rate from stroke in our country is 175 per 100
thousand people.

Stroke annually becomes the main cause of disability: 85% of
victims experience a decrease in strength or a complete lack of ability to
control the muscles of half of the body and only half of them recover limb
functions partially or completely; the rest of those who have suffered a
stroke remain paralysed and require care, since they are not able to
completely independent existence. In this regard, recently, in the process
of rehabilitation, the technology of brain-computer interfaces (BCI) has
begun to be actively used. on the basis of this technology exercise
machines are created. These exercise machines are controlled directly by
the patient himself. This feature of the technology increases the effect of
the procedure by providing a direct connection between the patient's

desire and effort with the work of the simulator. The greatest development



of this technology is observed in the field of medicine, where BCls are
used as a means of communication or as one of the tools of
neurorehabilitation. In this regard, it seems very promising to develop the
most optimal brain-computer interfaces. The goal of our project was to
create an automated training complex in the form of a neuro-controlled
glove with tactile feedback, designed to simplify access to rehabilitation

means.

Methodology

Currently, there is an active stroke control. The basic principles of
the recovery of patients who have suffered a stroke include the early start
of rehabilitation measures with the activation of the patient, the
systematicity, duration, consistency, adequacy of rehabilitation measures
and, of course, the active participation of the patient himself. It is all based
on neuroplasticity — a fundamental property of the brain to restore
impaired motor activity by reorganizing old neurons and involving new
ones in this function. In recent years, the rehabilitation of patients after a
stroke, having passed a long way, has reached a fundamentally new level.
The traditional methods (manual therapy, simulators, physiotherapy,
medicines) have been supplemented by advanced developments based on
the use of digital technologies and non-standard approaches.

One of the key problems that hinder the effective launch of
neuroplasticity processes during the rehabilitation of patients after a
stroke is the disability of the executive motor mechanisms caused by the
pathology itself. Under these conditions, the patient's proactive intention

to perform a motor act cannot end with the expected afferentation as a



result of its fulfillment. As a consequence, this volitional effort of the
patient is not enough to reorganise the cortical mechanisms of motor skill
formation. In this regard, it seems relevant to search and develop
technologies for temporary replacement of the external contour of the
motor act in order to support the functional activity of the central
mechanisms of motor control, that preserved after injury, and create
conditions for the formation of new skills based on the reorganisation of
the corresponding brain systems. Obviously, the main link of this
technology should be instrumental detection of a person's intentions to
perform a motor act. The volitional effort of a person detected in this way
can be transformed into command signals and, bypassing the inoperative
motor system, executed by electronic-mechanical devices. Such
biotechnical systems for translating mental commands to executive
devices are called brain-computer interfaces (BCIs).

BCl is a technology within which a person can transform his mental
efforts into specific changes in the electrical activity of the brain, which,
after being encoded, can be used to communicate with the external
environment without using muscle activity. It is basically the ability to
broadcast commands to external devices directly from the brain. The
greatest development of this technology is observed in the field of
medicine, where BCls are used as a means of communication or as one of
the tools of neurorehabilitation.

Recent studies have shown the effectiveness of using BCI
technology, as well as tactile stimulation, but this method of rehabilitation
Is not a daily practice. For this reason, we consider it necessary to create

a simulator for the recovery of patients. Last year, we studied the literature



on the project, learned about the brain-computer interface technology,
learnt the electroencephalogram (EEG) registration and the 3D-printing
method, wrote the program code for the Arduino board that controls the
simulator, printed the glove on a 3D-printer, connected LEDs and
vibration motors.

As a basis for our simulator, we took the principle of operation of
the virtual reality system and "mirror therapy": the patient will receive the
view of his moving fingers as a result of his volitional efforts. In addition,
we connect sensory sensations from the vibration motors to reinforce
positive feedback and combine this with kinesiotherapy (massage).

Let's consider the technical possibilities of implementing this system.
You can bend your fingers with the help of servo drives, vibration motors
will help to reinforce feedback and massage, a system of LEDs and an
EEG will catch the patient's will. To put this together into a well-
functioning simulator, you need a microcontroller. We took the already
developed Arduino board with a microcontroller and free software, thanks
to which combining the listed components wouldn’t be very difficult. In
addition, learning the basics of programming in Arduino took a little time
for us, since it is based on the C language, which we learn on our IT
lessons. In the process, we had to create two prototypes, the second of
which was the final one. In order to connect the wires of the first, pilot,
prototype, we used a breadboard due to the simplicity of working with it.
To create a second prototype with a similar purpose, we used a soldering
iron with accompanying consumables (rosin and tin), since it ensures
reliable contact and durability of the connection. It was necessary to

solder the contacts of the LEDs and vibration motors with wires, as well



as solder these wires to the board and solder the board for further work
with a larger number of outputs (with servomotors).
In addition to electrical components, our simulator contains a glove.

It, in turn, consists of a hard plastic frame and a soft, flexible fabric glove.

A plastic frame is needed to provide support and flexion to the
fingers. It was decided to 3D-print it because this method provides good
shape and texture with the least amount of difficulty. First, slicing,
meaning preparing the model for printing, was carried out, and then it was
necessary to process the printed models from unnecessary elements.

The fabric base provides support and liaison between the plastic
parts. We took a random work glove as a fabric base for the first prototype,
but then we analysed our experience (the size of that glove was large and
the fabric was too thick) and took a thinner neat cosmetic glove. To bond
the plastic and fabric together, we used hot melt glue as a safe,
comfortable and flexible material.

Registration of the electroencephalography and analysis of the
obtained results were no less important stage of development. An EEG is
a non-invasive method for studying the functional state of the brain by
recording its bioelectric activity. EEG, revealing the functionality and
reserves of the central nervous system, has become the standard of brain
research, doctors consider it appropriate in many cases and in various
conditions: in the presence of seizures and epileptic seizures; to confirm
or exclude complications of inflammatory processes caused by
neuroinfection; with vascular lesions of the brain; with mental disorders

of all kinds. Signs of dysfunction of brain structures in children and



suspicion of degenerative changes in the nervous tissue of the brain in the
elderly (dementia, Parkinson's disease, Alzheimer's disease) can also be a
reason to make an EEG. We performed EEG registration in order to obtain
experimental records of brain activity. Subsequently, with the help of
code these records were analysed and converted into commands for the
simulator. The EEG is recorded using an electroencephalograph through
special electrodes. Each electrode is connected to an amplifier. The
recording of the potentials from each electrode is carried out relatively to
the zero potential of the referent, which generally is taken to be the earlobe.
Before recording, the patient is put special EEG cap with electrodes filled
with a conductive substance. The procedure is carried out in a specialised
room that excludes the ingress of light and noise. During the EEG
recording, we used activating procedures and functional tests, for example,
the test with opening-closing the eyes, hyperventilation, and photo-
stimulation. Thus, the electroencephalogram helped us to obtain the data
that was necessary for further work.

After converting the files of EEG recordings, data processing was
carried out in the “matlab” environment. Processing included data
analysis to remove artifacts, as well as interpolation of individual EEG
channels (interpolation was used in case when the data from the channel
could not be used, for example, due to loss of contact of the electrode with
the scalp during recording). As a result of the conversion, we received
EEG data presented in the form of a digital table, which reflected data
obtained from eight EEG channels. To identify the most suitable channels
for the further operation of the simulator, we had to analyze the data

obtained from each individual electrode. Speaking about the analysis of



EEG data, there are 2 methods it: spectral and time-frequency. Spectral
analysis is used when working with motion representation technology,
since it is important for us to know about the activity of a certain part of
the cerebral cortex. For example, when flexing the right arm, the left side
of the motor cortex is active. Time-frequency analysis is used to
implement the p300 component, since in this case the work is built on
signals received after a certain period of time after the stimulus was
presented.

In this way, the development of simulators for fine motor skills of
the hand based on a BCI coupled with a physical phantom of the hand for
patients after neurotrauma and stroke is a very significant area of

development.

Results

The final result of our work is a simulator prototype. The principle
of its operation is quite simple at the moment: after switching on, it can
turn on pairs of LED-vibration motor from one finger, selected at
random. Subsequently, this will become the stage of reading the desire
in the work of the finished simulator: it is enough to synchronise the
flashes of light with the potentials caused by them, choose a specific
response, the response to the expected flash. After this it will be possible
to begin bending the corresponding finger. Also, a similar algorithm will
be based on the calibration mode, designed to adjust the accuracy of the
EEG classifier.
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Serial.pr

Interpretation of this results
We have collected a DataSet from EEG data at the moment. We
carried out an offline classification of states, which allowed us to
determine with which accuracy one of the functions of the simulator can

be controlled. For example, you can use motion views to control
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vibration motors, and p300 to control servos. Combining these two
technologies will be the most effective method, as each of them will be
especially useful in a specific situation. In the future, there are many
different ways to further develop our project. For example, you can do
online classification, means recognise the patient's intentions in real

time.

0 50 100 150 200 250 300 350 400 450 500

(Cortex activation in the representation of motion and the p300

component.)

Conclusion

1. Stroke annually becomes the main cause of disability, 85% of
victims experience a decrease in strength or a complete lack of
ability to control the muscles of half of the body and only half of
them recover partially or completely. Existing rehabilitation
methods do not give the desired results.

2. The use of physical activity, supplemented by visual and tactile
stimulation in recovery from a stroke brings significant results.

3. The development of simulators for fine motor skills of the hand

based on a BCI coupled with a physical phantom of the hand for
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patients after neurotrauma and stroke is a very significant area of

development.

References
1. Kaplan A.l. (2013). Experimental and theoretical foundations and
practical implementations of the "brain-computer interface" technology.
From science to practice new technologies. Pp. 21-29.
2. Kaplan A.l. (2016). Neurophysiological Foundations and Practical
Realizations of Brain-Machine Interface Technology in Neurological
Rehabilitation. Human Physiology, vol. 42, 1, 118-127.
3. Kaplan A.l., Zhigulskaia D.D., Kirianov D.A. (2016). Study of the
possibility of controlling individual fingers of a human hand phantom in
the brain-computer interface circuit on the wave p300. RSMU Herald,
vol. 2, 26-30.
4. Kaplan A.L., Kirianov D.A. (2013). RF patent Ne 147759 Simulator
for restoring the mobility of the fingers.
5. Kotov S. et al. (2015). Application of the complex "interface" brain-
computer "and exoskeleton" and the technique of imagination of
movement for rehabilitation after a stroke. Almanac of Clinical
Medicine, 15-21.
6. Mokienko O. A. et al. (2013). Motion-based brain-computer interface
in the rehabilitation of patients with hemiparesis. Bulletin of Siberian
Medicine, vol. 12, 2, 30-35.
7. Perederii V. G., Shvets N. I, Beziuk N. N. (2001). First prevention of
ischemic stroke. Modern approaches. Ukrainian medical journal, vol. 2,
22, 5-15.

12



8. Chernikova L. A. (2007). Brain plasticity and modern rehabilitation
technologies. New technologies, vol. 1, 2, 40-47.

9. Altschuler E.L. et al. (1999). Rehabilitation of hemiparesis after
stroke with a mirror Early recanalisation in acute ischaemic stroke saves
tissue at risk defined by MRI. Lancet, 353, 2035-2036.

10. Ang K.K. et al. (2011). A large clinical study on the ability of stroke
patients to use an EEG-based motor imagery brain-computer interface.
Clin. EEG Neurosci. 97, vol. 42, 4, 253-258.

11. Ang K.K. et al. (2012). Transcranial direct current stimulation and
EEG-based motor imagery BCI for upper limb stroke rehabilitation.
Conf. Proc. IEEE Eng. Med. Biol. Soc., 2012, 4128-31.

12. Anglade P. et al. (1996). Synaptic Plasticity in the Caudate Nucleus
of Patients with Parkinson’s Disease, vol. 5, 121-128.

13. Asanuma H., Mackel R. (1989). Direct and indirect sensory input
pathways to the motor cortex; its structure and function in relation to
learning of motor skills. Jpn. J. Physiol, 1-19.

14. Azad T.D., Veeravagu A., Steinberg G.K. (2016). Neurorestoration
after stroke. Neurosurg. Focus, vol. 40, 5, E2.

15. Bailey C.J., Karhu J., llmoniemi R.J. (2001). Transcranial magnetic
stimulation as a tool for cognitive studies // Scand. J. Psychol, 297-305.
16. Bamdad M., Zarshenas H., Auais M. (2015). a. Application of BCI
systems in neurorehabilitation: a scoping review. Disabil. Rehabil.
Assist. Technol, vol. 0, 0, 1-10.

17. Birbaumer N., Cohen L.G. (2007). Brain-computer interfaces:
communication and restoration of movement in paralysis. J. Physiol.
Vol. 579, Pt 3, 621 36.

13



18. Bolognini N., Rossetti A., Maravita A. (2011). Seeing Touch in the
Somatosensory Cortex : A TMS Study of the Visual Perception of
Touch. Vol. 2114, 2104-2114.

19. Botvinick M., Cohen J. (1998). Rubber hands ‘feel’ touch that eyes
see. Vol. 391, February, 1998.

20. Burns A., Adeli H., Buford J. (2014). a. Brain-Computer Interface
after Nervous System Injury. Neurosci, vol. 20, September, 639-651.
21. Cha Y .J. et al. (2015). Effects of mental practice with action
observation training on occupational performance after stroke. J. Stroke
Cerebrovasc. Dis., vol. 24, 6, 1405-1413.

22. Collection S. (2016). HHS Public Access, vol. 8, 5, 583-592. 98
23. Cook R. et al. (2014). Mirror neurons: from origin to function.
Behav. Brain Sci, vol. 37, 177-92.

24. Cowley P.M., Clark B.C., Ploutz-Snyder L.L. (2008). Kinesthetic
motor imagery and spinal excitability: The effect of contraction intensity
and spatial localization. Clin. Neurophysiol, vol. 119, 8, 1849-1856.
25. Cramer S.C. (2008). Repairing the human brain after stroke: 1.
Mechanisms of spontaneous recovery. Ann. Neurol, vol. 63, 3, 272—
287.

26. Deconinck F.J.A. et al. (2014). Reflections on Mirror Therapy: A
Systematic Review of the Effect of Mirror Visual Feedback on the
Brain. Neurorehabil. Neural Repair, vol. 29, 4, 349-361.

27. Dinse H.R., Recanzone G.H., Merzenich M.M. (1993). Alterations
in correlated activity parallel ICMS-induced representational plasticity

Pp. Neuroreport.

14



28. Dittrich W.H. (1993). Action categories and the perception of
biological motion. Perception, vol. 22, 1, 15-22.

29. Dohle C. et al. (2009). Mirror therapy promotes recovery from
severe hemiparesis: A randomized controlled trial. Neurorehabil. Neural
Repair, vol. 23, Cd, 209-217.

30. Ertelt D. et al. (2007). Action observation has a positive impact on
rehabilitation of motor deficits after stroke. Neuroimage, vol. 36,
SUPPL. 2, 164-173.

31. Ezendam D., Bongers R.M., Jannink M.J.A. (2009). Systematic
review of the effectiveness of mirror therapy in upper extremity
function. Disabil. Rehabil., vol. 31, 26, 2135-2149.

32. Fiorio M., Haggard P. (2005). Viewing the body prepares the brain
for touch: Effects of TMS over somatosensory cortex. Eur. J. Neurosci.,
vol. 22, February, 773-777.

33. Fluet M.C., Lambercy O., Gassert R. (2012). Effects of 2D/3D
visual feedback and visuomotor collocation on motor performance in a
virtual peg insertion test. Proc. Annu. Int. Conf. IEEE Eng. Med. Biol.
Soc. EMBS, 4776-4779.

34. Furlan M. et al. (1996). Spontaneous neurological recovery after
stroke and the fate of the ischemic penumbra. Ann. Neurol, vol. 40, 99-
226.

35. Gaggioli A. et al. (2006). A strategy for computer-assisted mental
practice in stroke rehabilitation. Neurorehabil. Neural Repair, vol. 20, 4,
503-507.

36. Gangitano M., Mottaghy F.M., Pascual-Leone A. (2004).

Modulation of premotor mirror neuron activity during observation of

15



unpredictable grasping movements. Eur. J. Neurosci., vol. 20, 8, 2193—
2202.

37. Garcia Carrasco D., Aboitiz Cantalapiedra J. (2016). Effectiveness
of motor imagery or mental practice in functional recovery after stroke:
a systematic review. Neurol (English Ed.), Vol. 31, 1, 43-52.

38. Gatta F. et al. (2016). Decreased motor cortex excitability mirrors
own hand disembodiment during the rubber hand illusion. Elife, vol. 5,
OCTOBER2016, 1-14.

39. Groppa S. et al. (2012). A practical guide to diagnostic transcranial
magnetic stimulation: Report of an IFCN committee HHS Public
Access. Clin Neurophysiol., vol. 123, 5, 858-882.

40. Grosprétre S., Ruffino C., Lebon F. Motor (2015). imagery and
cortico-spinal excitability: A review. Eur. J. Sport Sci., April, 37-41.
41. Hashimoto R., Rothwell J.C. (1999). Dynamic changes in
corticospinal excitability during motor imagery. Exp. brain Res., vol.
125, 75-81.

42. Hebb D. (1949). The Organization of Behavior. A
neuropsychological theory. Organ. Behav., vol. 911, 1, 335.

43. Hunter S.M. et al. (2006). Development of treatment schedules for
research: a structured review to identify methodologies used and a
worked example of «mobilisation and tactile stimulation» for stroke
patients. Physiotherapy, vol. 92, 4, 195-207.

44. Hunter S.M. et al. (2008). Effects of Mobilization and Tactile
Stimulation on Recovery of the Hemiplegic Upper Limb: A Series of
Replicated Single-System Studies. Arch. Phys. Med. Rehabil., vol. 89,
10, 2003-2010.

16



45. Ide M. (2013). The effect of «anatomical plausibility» of hand angle
on the rubberhand illusion. Perception, vol. 42, 1, 103-111.

46. letswaart M. et al. (2011). Mental practice with motor imagery in
stroke recovery: 100 Randomized controlled trial of efficacy. Brain, vol.
134, 5, 1373-1386.

47. Jeannerod M. (1995). Mental imagery in the motor context.
Neuropsychologia, vol. 33, 11, 1419-1432.

48. Johansen-Berg H. (2002). Correlation between motor improvements
and altered fMRI activity after rehabilitative therapy. Brain, vol. 125,
12, 2731-2742.

49. Kaas J.H. (1991). Plasticity of sensory and motor maps in adult
mammals. Annu. Rev. Neurosci., vol. 14, 137-167.

50. Kennett S., Taylor-Clarke M., Haggard P. (2001). Noninformative
vision improves the spatial resolution of touch in humans. Curr. Biol.,
vol. 11, 15, 1188- 1191.

51. Kilteni K. et al. (2012). Extending body space in immersive virtual
reality: A very long arm illusion. PLoS One, vol. 7, 7.

52. Kolb B., Gibb R. (1990). Anatomical correlates of behavioural
change after neonatal prefrontal lesions in rats. Prog Brain Res, vol. 85,
241-246.

53. Kraus D. et al. (2015). Brain-robot interface driven plasticity:
Distributed modulation of corticospinal excitability. Neuroimage.

54. Lazzaro V. Di et al. (2005). Neurophysiological predictors of long
term response to AChE inhibitors in AD patients. J. Neurol. Neurosurg.
Psychiatry, vol. 76, 1064-1069.

17



55. Liepelt R., Dolk T., Hommel B. (2016). Self-perception beyond the
body : the role of past agency. Psychol. Res.

56. Liepert J. et al. (2000). Training-induced changes of motor cortex
representations in stroke patients. Acta Neurol. Scand., vol. 101, 321
326.

57. Lotze M., Halsband U. (2006). Motor imagery. J. Physiol. Paris, vol.
99, 4-6, 386-395.

58. Mendis S. (2013). Stroke disability and rehabilitation of stroke:
World Health Organization perspective. Int. J. Stroke, vol. 8, 1, 3-4.
59. Mercier C. et al. (2008). Vision without proprioception modulates
cortico-spinal excitability during hand motor imagery. Cereb. Cortex,
vol. 18, 2, 272—277. 101.

60. Mizuguchi N., Nakamura M., Kanosue K. (2017). Task-dependent
engagements of the primary visual cortex during kinesthetic and visual
motor imagery. Neurosci. Lett., vol. 636, 108-112,

61. Mokienko O. a et al. (2013). Increased motor cortex excitability
during motor imagery in brain-computer interface trained subjects.
Front. Comput. Neurosci., vol. 7, November, 168.

62. Monte-Silva K. et al. (2013). Induction of late LTP-like plasticity in
the human motor cortex by repeated non-invasive brain stimulation.
Brain Stimul., vol. 6, 3, 424-432.

63. Noda Y. et al. (2016). A combined TMS-EEG study of short-latency
afferent inhibition in the motor and dorsolateral prefrontal cortex. Vol.
4, 938-948.

64. Nojima I. et al. (2012). Human Motor Plasticity Induced by Mirror
Visual Feedback. J. Neurosci., vol. 32, 4, 1293-1300.

18



65. Nudo R.J., Wise B.M., Sifuentes F. (1996). Neural Substrates for the
Effects of Rehabilitative Training on Motor Recovery After Ischemic
Infarct. Science (80-. ), vol. 272, 22, 1791-1754.

66. Ortner R. et al. (2011). Accuracy of a P300 speller for people with
motor impairments. IEEE SSCI 2011 - Symp. Ser. Comput. Intell. -
CCMB 2011 2011 IEEE Symp. Comput. Intell. Cogn. Algorithms,
Mind, Brain, vol. 42, 4, 114-1109.

67. Page S.J., Levine P., Leonard A. (2007). Mental practice in chronic
stroke: Results of a randomized, placebo-controlled trial. Stroke, vol. 38,
4,1293-1297.

68. Pellegrino G. di et al. (1992). Understanding motor events: a
neurophysiological study. Exp. Brain Res., vol. 91, 1, 176-180.

69. Pellicciari M.C., Brignani D., Miniussi C. (2013). Excitability
modulation of the motor system induced by transcranial direct current
stimulation: a multimodal approach. Neuroimage, vol. 83, 569-80.

70. Perani D. et al. (2001). Different brain correlates for watching real

and virtual hand actions. Neuroimage, vol. 14, 749-58.

19



33T ] 090028

Great idea and a very neat design for building a BCI with
tactile feedback. This study has potential on prosthetic application.
It would be enhanced if the author could demonstrate that the

prototype is really functional.
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