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1. 	 M-~;ttaJ: (4i},'@ 5% ' * 25%) 


(1). self awareness 


(2). kinesthesia 


(3). cubital tunnel syndrome 


(4). Guillain~Barre syndrome 


(5). autonomic dysreflexia 


2. 	 ti:.~ r ~~s:J-!J ~M~A J (Occupational Functioning Model) {fJ 1.8 -t- P9 Z. ' .3t1t~ j(u1ar J.t m 

$!:.f~ i(1t ~ -t:: ~r ~Ji#t1t -i:-~A11 ~ 18 • rIfJ {±.;y,t'-' {fJ -f-11~A1"1m ~ !jUt;f:El ~~ fIJ tt1t a ( 10% ) 

3. 	 1i:.3!~'1tt.t~~tl:J-!J Jls ~ ~t& (Rancho Level VI) {fJlijl-&~ 9H~100 ~ {fJ 3:.-t-t~~tllk' il! : .3tlia~ 
~ Jls -;@#i: giJi j(u1ar ~A : ( 1 ) mr ifiJ J:.fi i( (bottom-up approach) ~ ( 2 ) mJ:. ifiJ r;f}t A ( top-dovm 

approach)· ~A& (3) iJJ~A;f}ti( (dynamic interaction approach) tt1t100~{fJt~~oro'~" 0 

t*9'J*-J~t~~t1ro','@1i~~ , .3tAA~1ttiirJt11~J.5 0 (20%) 

4. 	 t«.;t,tJ:A r 1m ~ {fJ,ttoc ' -.;;t ::: JJHtt,~~.:t -t- ~1t7tht I{fJ.ns~@~ § {l;fo1rA.:H t : 
.3tli~fJT*:tt{fJJ.t~~1-~~*4 • J:A&1~fJTj(ffl (fJIm*4iH.! (15%)0 

Mrs A is an 74-year-old lady and had a left-sided stroke 5 years ago. She lives in a nursing 

home and does nothing all day. Mrs A can only walk short distances indoors; she no longer climbs 

the stairs and has difficulty standing up from her chair or toilet. She has hemiparesis of her right 

side, with her right upper limb being worse than her right lower limb. Consequently she needs 

assistance with all transfer, washing and dressing. She is also unable to hold a pen and write with 

her right (dominant) hand. Eating food is a problem for her as she has difficulties manipUlating her 

right hand. Mrs A has also memory problems, especially prospective memory, which she finds 

highly frustrating and becomes depressed and withdrawn. In addition, there are few families or 

friends to visit Mrs A. 
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Abstract 
PurpoSlt. To evaluate the etrects of neck-muscle vibration fur 5 min before occupational therapy (On on unilateral spatial 
neglect (USN). 
Method. In this multiplc~baseUne design study fur 6 weeks (A,-B-Az design: AI' A2; conventional OT without neck
muscle vibration, B; neck-muscle vibration before OT together with conventional OT), we cJlamined 11 right brain
domaged patients in the post-acute phase of stroke who showed USN. Sessions Al and Az: conventional OT for <1{) min 
once daily for 5 days a week. Session B: the lclt posterior neck musdesof the patient were subiected to vibration for 
5 min, without confi.mting the appearnnce of a kinaesthetic illusion, immediately before OT, and then the same (Yr 
pmgmmme as in sessions Al and A:!, was performed. Each session lasted 2 weeks. USN and activities ofdaily living (ADL) 
were evaluated at 2-week intcn'ah; by the .Behavioural Inattention Test (EfT) and FlUlcoonat Independence Measure 
(FIM), respectively. 
R.mUts. Significant increases in the total scores in borh the conventional subtesr and behavioural subtest of the BIT were 
only seen during session B. FlM scores increased gignificantly during both sessions AI and B. 
CmJClzt5ilms. The application of neck-muscle vibration before OT may have positive effects on USN, but the· spccml': e{fu(;t 
on the improvement of ADL 1S not dear. 

(1). 1t1jtIl)L*.b1t 1t ~ ..Mttl1t " (5%) 

(2). tt1jt~*b1t1t~~.f.,*t* ' 3t~~3!.J\.~lf£~J.lim ~~~.i!.'Ii." (10%) 
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S. J. (2011). Mental practice with motor imagery in stroke recovery: randomized 

controlled trial of efficacy. Brain, 134, 1373-1386. 

This randomized controlled trial evaluated the therapeutic benefit of mental practice with motor imagery in 

stroke patients with persistent upper limb motor weakness. There is evidence to suggest that mental rehearsal 

ofmovement can produce effects normally attributed to practising the actual movements. Imagining hand 

movements could stimulate restitution and redistribution of brain activity, which accompanies recovery of 

hand function, thus resulting in a reduced motor deficit. Current efficacy evidence for mental practice with 

motor imagery in stroke is insufficient due to methodological limitations. This randorpized controlled 

sequential cohort study included 121 stroke patients with a residual upper limb weakness within 6 months 

following stroke (on average <3 months post-stroke). Randomization was performed using an automated 

statistical minimizing procedure. The primary outcome measure was a blinded rating on the Action Research 

Arm test. The study analysed the outcome of 39 patients involved in 4 weeks of mental rehearsal of upper 

limb movements during 45-min supervised sessions three times a week and structured independent sessions 

twice a week, compared to 31 patients who performed equally intensive non-motor mental rehearsal, and 32 

patients receiving normal care without additional training. No differences between the treatment groups were 

found at baseline or outcome on the Action Research Arm Test (ANCOVA statistical P=O.77:, and effect size 

partial 112=0.005) or any of the secondary outcome measures. Results suggest that mental practice with motor 

imagery does not enhance motor recovery in patients early post-stroke. In light of the evidence, it remains to 

be seen whether mental practice with motor imagery is a valid rehabilitation technique in its own right. 

(1). ~3(*Zlf 1t: ~ tIJ _;fa :£ i (5%)0 
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