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Abstract

Objectives
To evaluate the feasibility, usability, tolerability, acceptability and exploratory psychological effects of an investigator-developed
multicomponent virtual reality (VR) intervention after ICU extubation.

Methods
A preference-based, non-randomised controlled mixed-methods feasibility study was conducted in a general ICU in China. Adults who had
received invasive mechanical ventilation for more than 48 h selected VR plus usual care or usual care alone. The phase-matched
intervention combined ICU environmental familiarisation, treatment education, relaxation and mindfulness, and personalised videos from
family members and clinicians. Feasibility, usability and tolerability were assessed through recruitment, VR uptake and completion, session
delivery, staff assistance, the System Usability Scale and adverse-event monitoring. Anxiety, depressive and post-traumatic stress
symptoms were assessed at baseline, ICU discharge and 1 month. Semistructured interviews explored acceptability.

Results
Of 70 eligible patients, 54 enrolled (77.1%); 31 initiated VR and 23 received usual care alone. Thirty completed the VR intervention (96.8%)
and undertook 185 sessions (mean 6.17 per participant; 7.08 min per session). Twenty-four used the system with minimal assistance and
six required continued staff support. The mean System Usability Scale score was 79.42 (SD 7.09). One participant discontinued during the
initial session because of mild transient dizziness and nausea; no serious VR-related adverse events or technical failures occurred. One
usual-care participant died before 1-month follow-up. Adjusted exploratory analyses showed lower psychological symptom scores in the VR
group at ICU discharge and 1 month. Interviews indicated that acceptability depended on recovery phase, physical capacity, ease of
operation and bedside support.

Conclusions
The nurse-facilitated, phase-matched VR intervention was deliverable and generally acceptable among selected postextubation ICU
patients. Successful implementation required bedside assessment, flexible content selection, operational assistance, and monitoring for
discomfort. Psychological findings were exploratory and should not be interpreted as evidence of effectiveness because of preference-
based allocation, baseline imbalance, and the small sample.

Introduction
Survivors of critical illness frequently experience physical, cognitive and psychological problems described as post-intensive care syndrome
(PICS) [1, 2]. Psychological sequelae commonly include anxiety, depressive and post-traumatic stress disorder (PTSD) [3, 4]. The early
postextubation period is a particularly vulnerable phase. As patients regain awareness after invasive mechanical ventilation, they may
experience physical weakness, communication difficulties, fluctuating attention, fragmented memories and uncertainty about their illness,
treatment and the intensive care unit (ICU) environment [5]. These experiences can contribute to fear, disorientation and distressing illness-
related memories, highlighting the need for early psychological support alongside ongoing critical care [6].

Several nonpharmacological strategies have been used to support psychological recovery after critical illness. Follow-up consultations have
been evaluated for post-ICU syndrome, although the evidence remains limited and heterogeneous [7]. ICU diaries have shown potential
benefits for some psychological and recovery-related outcomes, but their effects are inconsistent [8]. A randomised clinical trial involving
mechanically ventilated patients found no significant reduction in PTSD at three months [9]. Follow-up services are generally delivered after
ICU discharge, while diary-based interventions do not consistently provide interactive, individualised support during the immediate
postextubation period. Delivery of repeated psychological support in routine ICU care is also constrained by staff workload, fluctuating
patient readiness, impaired communication and variable family availability.

Virtual reality (VR) provides a structured, immersive and repeatable platform for informational and relaxation-based support. Preliminary
evidence suggests that VR may help ICU patients understand their ICU experience and treatment, while meditative VR and related electronic
relaxation interventions may improve patient experience or reduce discomfort in selected critically ill patients [10–14]. Evidence in critical
care remains preliminary, and questions regarding tolerability, usability and bedside implementation require further evaluation. Moreover, a
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fixed sequence of VR content may not accommodate the rapidly changing needs and tolerance of patients during early postextubation
recovery.

The Timing-It-Right (TIR) framework supports matching psychological care to patients’ changing needs across recovery phases [15, 16].
During early postextubation recovery, support may progress from reassurance and comfort to environmental reorientation, treatment
explanation and preparation for continued recovery, with content adapted to patients’ physical condition, cognitive capacity, emotional
readiness and tolerance.

To address these gaps, we developed a phase-matched multicomponent VR intervention combining ICU environmental familiarisation,
treatment education, relaxation and mindfulness, and personalised videos from family members and clinicians. Although intended to
support psychological recovery, this study primarily evaluated the feasibility of the study procedures and intervention, including usability,
tolerability and acceptability. Psychological outcomes were explored to inform refinement and a future randomised controlled trial.

Methods

Study design
This feasibility study used a prospective, preference-based, non-randomised controlled design. Given the individualised and phase-matched
nature of the intervention, quantitative and qualitative approaches were combined. We focused on participant feedback and on the
feasibility of the study procedures and intervention. The findings were intended to inform further refinement and a future randomised
controlled trial. Reporting was guided by recommendations for non-randomised feasibility studies and the COREQ checklist [17].

Participants and setting
This study was conducted in the general ICU of the Affiliated Hospital of Zunyi Medical University, a tertiary hospital in Guizhou Province,
China, between September 2023 and January 2024. Adults aged 18–65 years were eligible if they had received invasive mechanical
ventilation for more than 48 h, had been successfully extubated, were clinically stable, could communicate and were considered able to
tolerate VR. Exclusion criteria were severe visual or hearing impairment, a history of severe motion sickness or vestibular disorder, unstable
cardiopulmonary status, severe cognitive impairment, or a major psychiatric disorder that could compromise informed consent, VR
exposure or outcome assessment.

Recruitment
Potentially eligible patients were consecutively screened after successful extubation by trained research staff in collaboration with the
treating ICU clinicians. Eligibility was assessed using the predefined inclusion and exclusion criteria. Patients meeting the criteria received
standardised verbal and written information about the study procedures, the VR intervention, usual care and potential discomforts. Written
informed consent was obtained before enrolment. Baseline demographic and clinical data were collected through patient interviews and
medical-record review, including age, sex, education, residence, emergency ICU admission, APACHE II score, delirium during the ICU stay,
duration of mechanical ventilation, ICU and general ward lengths of stay, total medical costs and baseline psychological outcome scores.
Reasons for exclusion or non-participation were documented in a screening log.

After enrolment, participants selected either VR plus usual care or usual care alone. Participants who selected VR formed the intervention
group, whereas those who declined VR but agreed to complete the study assessments formed the usual-care comparison group. Usual care
comprised routine medical and nursing care, physiological monitoring, symptom management, clinical explanations and family
communication; control participants did not receive structured VR exposure.

Intervention
The investigator-developed VR intervention was created by an interdisciplinary team and informed by the Timing-It-Right framework. It
comprised four components: ICU environmental familiarisation, ICU treatment education, relaxation and mindfulness, and personalised
reinforcement. The intervention was delivered with a PICO NEO3 head-mounted display (Qingdao Pico Technology Co., Ltd., Qingdao, China)
and an investigator-developed software platform.

The first 72 h after extubation were operationalised as a stress phase (within 24 h), buffer phase (24–48 h) and acceptance phase (48–72
h). These periods guided content prioritisation rather than a fixed sequence. Content could be introduced, revisited or postponed according
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to clinical condition, cognitive and emotional readiness, preference and tolerance (Table 1; Fig. 1).

Trained ICU nurses and nurse researchers delivered the intervention at the bedside. Before each session, they assessed alertness, clinical
stability, comfort, willingness and readiness. Content was selected according to time since extubation, physical condition, emotional
readiness, preference and previous response to VR. Nurses assisted with positioning, headset fitting, content selection and controller
operation when required, and monitored dizziness, nausea, visual discomfort, dyspnoea, emotional distress, oxygen desaturation and
arrhythmia. Sessions were scheduled around routine treatment and nursing care and were stopped at the participant’s request or when
discomfort or a clinical concern arose. No fixed number of sessions was prescribed; session timing and frequency were adjusted according
to readiness and tolerance.

Table 1
Phase-matched content of the multicomponent VR support system

Delivery period Intended support Prioritised components Intervention content

Stress phase:
within 24 h

Comfort and low cognitive
burden

Relaxation and
mindfulness; personalised
reinforcement

Calming natural environments, guided breathing or
mindfulness, brief orientation and personalised
reassuring videos.

Buffer phase:
24–48 h

Reorientation and
treatment understanding

ICU environmental
familiarisation; ICU
treatment education

Nurse-guided viewing of ICU areas, equipment, tubes,
alarms, procedures and staff roles, with brief
treatment explanations.

Acceptance
phase: 48–72 h

Understanding,
reassurance and recovery
confidence

ICU treatment education;
personalised reinforcement

Review of treatment and recovery experiences,
recovery-oriented information and videos recorded for
the patient by family members and clinicians.

Nurse-facilitated intervention delivery

Outcomes and Measures
Primary outcomes were process feasibility, intervention feasibility, usability, tolerability and acceptability. Process feasibility was assessed
through recruitment and completion of scheduled assessments. Intervention feasibility was assessed through VR uptake, initiation,
completion, session frequency and duration, component use, staff assistance, discontinuation and technical failures. Session-use
measures were calculated among intervention completers.

Usability was assessed after the final VR session using the 10-item System Usability Scale, which produces a score from 0 to 100; higher
scores indicate better perceived usability [18]. Tolerability was assessed among all participants who initiated VR through prospective
monitoring of symptoms and clinically relevant events. Acceptability was examined through uptake, completion and interviews.

Psychological outcomes were secondary and exploratory. Anxiety and depressive symptoms were assessed using the Chinese version of
the Hospital Anxiety and Depression Scale [19], and post-traumatic stress symptoms using the Chinese version of the Impact of Event
Scale–Revised [20]. Assessments occurred at baseline, ICU discharge and 1-month follow-up.

Sample size
We aimed to recruit approximately 60 participants. No formal power calculation was performed because this was a feasibility study. The
target was determined pragmatically from expected recruitment and the feasibility of delivering the intervention in routine ICU care.

Qualitative data collection
After completing the intervention, a purposive sample of 12 participants from the VR group took part in semistructured interviews.
Sampling sought variation in demographic and clinical characteristics, previous VR experience, system use and need for assistance.
Interviews explored experiences, perceived value, barriers and suggestions for refinement. Interviews were audio-recorded with consent,
transcribed verbatim and deidentified. The interview guide is provided in Supplementary File 1.

Data analysis
Data were entered into EpiData and analysed using IBM SPSS Statistics version 29.0. Continuous variables were summarised as means and
standard deviations or medians and interquartile ranges, and categorical variables as frequencies and percentages. Baseline characteristics
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were compared using independent-samples t tests, Mann–Whitney U tests, chi-square tests or Fisher’s exact tests, as appropriate.

Psychological outcomes at ICU discharge and 1-month follow-up were analysed using multivariable linear regression adjusted for the
corresponding baseline score, age and APACHE II score. Adjusted mean differences with 95% confidence intervals and P values were
reported. Tests were two-sided, with P < 0.05 considered nominally significant. No adjustment was made for multiple comparisons.
Complete-case analyses were used and no values were imputed.

Interview transcripts were analysed using Braun and Clarke’s six-phase thematic analysis [21]. Two researchers independently read and
coded the transcripts, developed and reviewed candidate themes, and resolved differences through discussion. Quantitative and qualitative
findings were integrated during interpretation.

Ethics and registration
The study was approved by the Ethics Committee of the Affiliated Hospital of Zunyi Medical University (KLLY-2022-069; 30 December 2022),
conducted in accordance with the Declaration of Helsinki and registered with the Chinese Clinical Trial Registry (ChiCTR2300068874; 1
March 2023). All participants provided written informed consent. Separate consent was obtained from family members and clinicians
appearing in personalised videos. Interview data were deidentified before analysis.

Results

Participant Flow and Baseline Characteristics
A total of 329 ICU patients were screened during the recruitment period. Of these, 259 did not meet the eligibility criteria, leaving 70 eligible
for enrolment. Sixteen eligible patients declined participation, and 54 provided written informed consent. Of these, 31 selected VR plus
usual care and 23 selected usual care alone.

Among the 31 participants who initiated VR, 30 completed the intervention. One participant discontinued during the first session because of
mild transient dizziness and nausea; the symptoms resolved after removal of the headset without medical treatment. One participant in the
usual-care group died before the 1-month follow-up. All 54 enrolled participants contributed to the feasibility analyses, and all 31
participants who initiated VR contributed to the tolerability analysis. Complete psychological outcome data were available for 52
participants, comprising 30 in the VR group and 22 in the usual-care group. Twelve participants from the VR group participated in
semistructured interviews (Fig. 2).

Among the 52 participants included in the complete-case psychological outcome analyses, those in the VR group were younger than those
in the usual-care group (mean 42.5 years, SD 13.8 vs mean 55.5 years, SD 12.1; P < 0.001). Educational attainment and place of residence
also differed between groups, with participants in the VR group having higher educational attainment and being less likely to live in rural
areas. No statistically significant between-group differences were found in sex, emergency ICU admission, APACHE II score, delirium during
the ICU stay, duration of mechanical ventilation, ICU or general ward length of stay, total medical costs, or baseline psychological outcome
scores (Table 2).
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Table 2
Baseline demographic and clinical characteristics of participants included in the complete-case psychological outcome analyses (N = 52)
Characteristic All participants (N = 52) Control group (n = 22) VR group (n = 30) P

value

Age (years), mean (SD) 48.0 (14.5) 55.5 (12.1) 42.5 (13.8) < .001

Sex, n (%)       .161

Male 30 (57.7) 10 (45.5) 20 (66.7)  

Female 22 (42.3) 12 (54.5) 10 (33.3)  

Education, n (%)       < .001

Primary school or below 20 (38.5) 15 (68.2) 5 (16.7)  

Junior high school 19 (36.5) 6 (27.3) 13 (43.3)  

High school/technical secondary school 9 (17.3) 1 (4.5) 8 (26.7)  

College/bachelor’s degree or above 4 (7.7) 0 (0.0) 4 (13.3)  

Residence, n (%)       .006

Rural 9 (17.3) 8 (36.4) 1 (3.3)  

Town 25 (48.1) 7 (31.8) 18 (60.0)  

Urban 18 (34.6) 7 (31.8) 11 (36.7)  

Emergency ICU admission, n (%)       1.000

Yes 32 (61.5) 14 (63.6) 18 (60.0)  

No 20 (38.5) 8 (36.4) 12 (40.0)  

APACHE II score, median (IQR) 20.5 (13.8–25.8) 22.5 (17.2–25.0) 18.5 (12.0-27.2) .224

Delirium during ICU stay, n (%)       .400

Yes 26 (50.0) 9 (40.9) 17 (56.7)  

No 26 (50.0) 13 (59.1) 13 (43.3)  

Mechanical ventilation duration (h),
median (IQR)

107.5 (54.0-174.0) 101.5 (56.5-256.2) 107.5 (54.0-168.8) .547

ICU length of stay (days), median (IQR) 8.0 (5.0-13.2) 8.0 (5.0-17.8) 8.5 (5.0–12.0) .676

General ward length of stay (days),
median (IQR)

7.0 (4.0–11.0) 6.5 (4.0–9.0) 8.0 (4.2–13.0) .145

Total medical cost (CNY), median (IQR) 65202.5 (42036.2-
133128.0)

67590.5 (43616.0-
133728.0)

65202.5 (41602.8-
130838.8)

.978

Baseline HADS-Anxiety, mean (SD) 9.7 (3.2) 9.4 (3.2) 10.0 (3.1) .538

Baseline HADS-Depression, mean (SD) 11.0 (2.8) 11.5 (3.1) 10.7 (2.6) .333

Baseline IES-R, mean (SD) 30.7 (9.3) 29.6 (10.1) 31.4 (8.7) .514

APACHE II, Acute Physiology and Chronic Health Evaluation II; CNY, Chinese yuan; HADS, Hospital Anxiety and Depression Scale; ICU,
intensive care unit; IES-R, Impact of Event Scale-Revised; VR, virtual reality.

Process and intervention feasibility
Of the 70 eligible patients, 54 enrolled (77.1%). Complete psychological outcome data across all three assessment points were available for
52/54 participants (96.3%). VR uptake was 57.4% (31/54). All 31 participants selecting VR initiated the intervention, and 30/31 completed it
(96.8%).

The 30 completers completed 185 sessions, with a mean of 6.17 sessions per participant and a mean duration of 7.08 min. After initial
instruction, 24/30 participants (80.0%) used the system with minimal assistance, whereas 6/30 (20.0%) required continued support with
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headset set-up, content selection or controller operation. Detailed use data are provided in Supplementary File 2.

Usability and tolerability
Among the 30 intervention completers, the mean System Usability Scale score was 79.42 (SD 7.09; 95% CI 76.77–82.07). No serious VR-
related adverse events or technical failures were recorded. One participant discontinued during the initial session because of mild transient
dizziness and nausea; the symptoms resolved after headset removal without medical treatment.

Exploratory Psychological Outcomes
Psychological scores are presented in Table 3 and Fig. 3. After adjustment for baseline score, age and APACHE II score, HADS-A, HADS-D
and IES-R scores were lower in the VR group at ICU discharge and 1-month follow-up (all P < 0.001).

Table 3
Exploratory psychological outcomes at baseline, ICU discharge, and 1-month follow-up.

Outcome VR
group
baseline,
mean
(SD)

VR group
ICU
discharge,
mean
(SD)

VR
group
1-
month
follow-
up,
mean
(SD)

Control
group
baseline,
mean
(SD)

Control
group ICU
discharge,
mean
(SD)

Control
group
1-
month
follow-
up,
mean
(SD)

Adjusted
between-
group
difference
at ICU
discharge
(95% CI)

P
value

Adjusted
between-
group
difference
at 1-
month
follow-up
(95% CI)

P
value

HADS-
Anxiety(SD)

10.0
(3.1)

5.5 (2.3) 2.0
(1.6)

9.4 (3.2) 8.9 (3.4) 6.3
(3.5)

-4.03
(-6.18 to
-1.88)

< .001 -4.62
(-6.72 to
-2.52)

< .001

HADS-
Depression(SD)

10.7
(2.6)

5.6 (2.8) 2.5
(2.0)

11.5
(3.1)

10.2 (4.6) 8.0
(3.8)

-4.30
(-6.69 to
-1.92)

< .001 -5.16
(-7.03 to
-3.30)

< .001

IES-R(SD) 31.4
(8.7)

16.5 (7.8) 5.0
(5.8)

29.6
(10.1)

28.0
(12.8)

23.5
(11.8)

-13.39
(-20.01 to
-6.76)

< .001 -21.33
(-27.91 to
-14.75)

< .001

Adjusted between-group differences were estimated using multivariable linear regression controlling for the corresponding baseline score,
age and APACHE II score. Negative values indicate lower scores in the VR group.

T0: pre-intervention; T1: post-intervention/ICU discharge; T2: 1-month follow-up.

Qualitative Findings
Thematic analysis of 12 interviews generated three themes: perceived benefits and engagement, factors influencing use, and barriers and
optimisation needs. Participants described reorientation, treatment understanding, reassurance and relaxation, but use was influenced by
physical capacity, previous VR experience and psychological readiness. Controller burden, interface complexity, visual discomfort and
headset weight limited independent use. Feasibility and acceptability therefore depended on phase-matched content, ease of use, physical
tolerability and staff support (Fig. 4; Table 4).
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Table 4
Selected qualitative findings and illustrative quotations

Theme Subtheme Interpretation Illustrative quotation

Perceived benefits
and engagement

Ease of use Initial instruction helped
participants learn to use the
system.

H2: “I thought it would be complicated and was
worried at first, but after the explanation I knew how to
use it.”

Perceived benefits
and engagement

Reorientation ICU information reduced
uncertainty about equipment and
alarms.

H7: “At first, the machine alarms frightened me. After
using the system, I understood why they sounded and
felt less afraid.”

Factors influencing
use

Emotional
readiness

Some participants avoided
treatment-related content when
they felt vulnerable.

H3: “I was afraid the treatment-related content would
be too much, so I chose my family’s videos and the
natural scenes to help me relax.”

Factors influencing
use

Physical
capacity

Weakness affected controller use
early after extubation.

H4: “On the first day, my hands were too weak to use
the controller. Later, as I recovered, I could use it.”

Barriers and
optimisation needs

Controller
burden

Handheld interaction was
inconvenient for some
participants.

H11: “Clicking through the options with the controller
was troublesome.”

Barriers and
optimisation needs

Headset
comfort

Device weight reduced comfort. H2: “I hope the device can be lighter; it felt heavy.”

Mixed-methods integration
The high completion rate and System Usability Scale score were consistent with generally favourable interview accounts. The six
participants requiring continued assistance reflected reports of weakness, limited VR experience and controller difficulty. Reports of
discomfort and headset burden also explained the need for bedside monitoring and flexible support. The findings support delivery as an
individualised, staff-supported intervention rather than a fully self-directed programme.

Discussion

Principal findings
The intervention was deliverable to selected postextubation ICU patients. Thirty of 31 participants initiating VR completed the intervention,
perceived usability was good and no serious VR-related adverse events or technical failures were recorded. Six participants required
continued assistance, indicating that staff support was part of delivery rather than an optional addition. Interviews similarly showed that
acceptability depended on recovery phase, physical capacity, ease of operation and bedside support. Lower psychological symptom scores
were observed in the VR group, but the study does not establish effectiveness.

Comparison with prior work
Severe stress during intensive care is associated with poorer psychological and quality-of-life outcomes [22]. Non-pharmacological
interventions have produced mixed findings: ICU diaries reduced post-traumatic stress symptoms in some studies [23, 24], whereas others
found limited effects [25]. The present intervention differed by delivering interactive informational and emotional support during early
postextubation recovery rather than relying mainly on retrospective reconstruction.

VR research in critical care remains preliminary [26]. Previous work has focused largely on relaxation or meditation [27]. Here, relaxation
was combined with ICU-specific familiarisation, treatment education and personalised videos, with content selected according to recovery
phase and tolerance. This approach is consistent with reports that ICU technology, noise, procedures and loss of control are important
sources of distress [28, 29]. Physical discomfort and psychological symptoms are also closely related [30], while family members frequently
experience distress during critical illness [31]. Personalised content may therefore complement, rather than replace, interpersonal support.

Feasibility and implementation
High completion did not mean independent use. Weakness, reduced hand function, fatigue and limited VR experience affected controller
operation and content selection. Bedside staff were needed to assess readiness, assist with positioning and operation, and monitor
discomfort. Participants selecting VR were younger, had higher educational attainment and were less likely to live in rural areas, suggesting
that accessibility requires attention. Simplified navigation, reduced controller dependence, voice guidance and assisted-use options may
broaden access.
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Headset comfort, visual clarity, positioning, infection control and staff time also require evaluation. Future studies should prospectively
record technical problems, adverse events, interruptions, cleaning requirements, staff workload and reasons for non-use, consistent with
recommendations for digital health and VR trials [32, 33].

Exploratory psychological outcomes
Adjusted analyses showed lower HADS-A, HADS-D and IES-R scores in the VR group at ICU discharge and 1 month. The consistency across
outcomes supports further evaluation, but not conclusions about effectiveness. Preference-based allocation produced differences in age,
education and residence; residual confounding by digital confidence, motivation and treatment expectations remains possible. The study
also examined several outcomes and time points without multiplicity adjustment.

A future randomised trial should prespecify a primary outcome and assessment point, use concealed allocation and blinded outcome
assessment where feasible, and extend follow-up beyond 1 month. Functional recovery and health-related quality of life should be included
because recovery after critical illness extends beyond psychological symptoms [34, 35].

Strengths and limitations
Strengths include prospective assessment of recruitment, uptake, intervention delivery, assistance, usability, tolerability and technical
performance, together with a usual-care comparison group and participant interviews. Integration of the findings distinguished intervention
completion from independent use.

The preference-based design introduced selection bias and baseline imbalance. Participants and staff could not be blinded, and self-
reported outcomes may have been influenced by expectation or novelty. The small, single-centre sample was not powered for effectiveness,
follow-up was limited to 1 month and complete-case analyses excluded two participants. The upper age limit and exclusion of patients with
cognitive, communication, visual or hearing impairment restrict generalisability. Interviews included VR participants only; views of decliners,
the participant who discontinued, families and staff were not formally examined. Staff workload, costs and organisational readiness were
also not measured. Broader populations, longer follow-up and standardised outcomes across psychological, physical, cognitive and social
recovery are needed [36–39].

Conclusions
This mixed-methods feasibility study found that the multicomponent VR intervention could be delivered to selected postextubation ICU
patients with high completion and good perceived usability. Acceptability depended on clinical readiness, content relevance, operational
simplicity and bedside support. Lower psychological symptom scores were observed in the VR group, but the preference-based allocation,
baseline imbalances and small sample preclude conclusions about effectiveness. A randomised trial is needed after further refinement of
the intervention and delivery procedures.
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Figure 1

Components and phase-matched delivery of the investigator-developed virtual reality support system
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Figure 2

See image above for figure legend
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Figure 3

Trajectories of exploratory psychological outcomes in the VR and control groups

Figure 4

Thematic map of patient experiences with the VR support system
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