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Abstract

Unilateral neglect and proprioceptive impairment are two common sequelae of stroke
with negative impacts on functional recovery. Unilateral neglect and proprioception
impairment are linked through their shared involvement in sensorimotor integration,
particularly of the upper limb, which has received little attention previously resulting
in significant gaps between evidence-based best practice and usual clinical practice
(evidence-practice gap). These are exacerbated by similar, and separate evidence-
practice gaps in clinical assessment of unilateral neglect and proprioception
impairment. Hence, addressing the current issues with assessment of unilateral
neglect and proprioception impairment is a critical first step in this area and is the

overall aim of this thesis.

Although there are systematic reviews specific to assessment and treatment of
unilateral neglect and proprioception impairment separately, previous to this thesis
none had examined the link between the two. Thus, the first study (Chapter 3) of this
thesis is a systematic review, which found that people with unilateral neglect after
stroke have more frequent and severe proprioception impairment than those without.
Furthermore, the studies included in the review used various outcome measures of
both unilateral neglect and proprioception that were often not comprehensive.
Previous research had indicated a large evidence-practice gap for the assessment of
proprioception, however, proprioception assessment in clinical stroke rehabilitation

had not been described in detail.

To address this, the second study (Chapter 4) was a survey of clinicians in stroke
rehabilitation about their knowledge and practical application of proprioception
impairment assessments. These results showed significant clinician knowledge
gaps, and mixed ability to identify signs of proprioception impairment in clinical
practice. The study also showed that most clinicians use an unstandardised position
matching task to assess proprioception impairment, which was likely due to the
limited functional relevance and poor ability to detect change of current clinical
assessments. Given that clinical position matching assessment was unstandardised,

proprioceptive impairment was not quantified and, subsequently, not correlated to



other upper limb impairments or to the presence of unilateral neglect. Therefore, the
next study of this thesis (Chapter 5) was a cross-sectional investigation of
proprioception and other upper limb impairments in people with stroke that aimed to
quantify clinical position matching assessment and correlate it with upper limb
function. Chapter 5 found no significant relationship between quantified clinical
position-matching assessment and upper limb impairments in people with stroke,
along with a high inter-person and intra-person variability in position matching ability

after stroke.

In line with the findings about unilateral neglect assessment in Chapter 3, there were
previously reported inconsistencies in the type and comprehensiveness of unilateral
neglect assessment used in clinical stroke rehabilitation. However, the reasons for
this were unknown. Therefore, the aim of the final study of this thesis (Chapter 6)
was to identify determinants of clinician’s selection and use of unilateral neglect
assessment, and to explore the reasons for the current evidence-practice gap.
Chapter 6 had a mixed-methods design including clinician focus groups and clinical
notes audit, and found different barriers and facilitators to the use of clinical
assessments of neglect between the hospital and community settings. Additionally,
implementation of unilateral neglect assessment was influenced by specific
behavioural determinants, including clinician knowledge, healthcare system role

delineation, and implementation setting.

Collectively, the findings of this thesis provided preliminary evidence on the
relationship between unilateral neglect and proprioceptive impairment, and the
importance of its consideration in clinical assessment. Furthermore, this thesis’
findings provided insights on the factors that explain the evidence-practice gap
separate to the clinical assessment of unilateral neglect and proprioceptive
impairment. These included a lack of clinician knowledge of both impairments,
multiple barriers to implementation of unilateral neglect assessment in clinical
practice, and a poor clinical utility of current proprioception assessment tools in
practice. Each of these are important areas for further research to facilitate the
translation of evidence-based clinical assessment of unilateral neglect and
proprioception impairment into practice. Once research of this nature is completed,

clinical assessment of the relationship of unilateral neglect and proprioception



impairment can commence, which would further improve the rehabilitation outcomes

of people with these impairments after stroke.
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