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A Biopsychosocial Exploration of Parkinson’s Disease: Evolving Management Approaches and the Expanding Role of the Therapy Assistant Practitioner.

[bookmark: _Toc227834723][bookmark: _Toc227834778][bookmark: _Toc227939408][bookmark: _Toc227944504][bookmark: _Toc229650320]Introduction
Parkinson’s disease (PD) is a progressive neurological condition that affects movement, cognition and emotional wellbeing.  This report will explore PD from a biopsychosocial perspective, examining how biological, psychological and social factors interact to influence an individual’s function, independence and participation in meaningful occupations.  The report will also examine evolving management approaches, moving from medication focused care towards person centred rehabilitation.  In particular, the report will explore the role of occupational therapy in supporting individuals with PD to maintain independence in activities of daily living (ADLs), mobility, and community participation.
A key focus of this report will be the expanding role of the Therapy Assistant Practitioner (TAP) within multidisciplinary teams (MDT).  As healthcare services continue to face increasing demand, the TAP role has developed to include supporting ADLs, implementing therapy programmes, monitoring functional changes and providing feedback to Occupational Therapists (OTs).
The report will include a review of current literature, discussion of multidisciplinary management approaches and a case study to demonstrate the application of theory to practice within a community setting.  This report explores the evolving role of the TAP in supporting individuals living with PD.  A search strategy was used to identify relevant literature, as outlined in Appendix 5. An overview of the hierarchy and strength of evidence used within this report is provided in Appendix 1 & 6.
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This case study explores the OT management of an 82-year-old male with PD and spinal stenosis.
Mr A lives with his wife in a bungalow and had recently been diagnosed with PD.  He had previously worked as a coach driver and enjoyed gardening, DIY and bowls.  Reduced mobility, pain and fatigue, contributed to increased dependence on his wife for ADLs.  His wife was experiencing physical strain due to assisting with bed mobility, dressing and household tasks.
Mr A presented with biological, psychological and social challenges.  Motor symptoms reduced mobility and transfers.  Psychologically, Mr A reported frustration and low mood due to loss of independence and reduced participation in meaningful activities.  Socially, the couple lived in a rural location with limited support, increasing reliance on his wife and contributing to carer strain and social isolation. Pirtošek (2024) suggests PD management requires a multidisciplinary and holistic approach due to the complex motor and non-motor symptoms affecting quality of life and participation. 
The primary occupational therapy concerns were bed transfers, shower access, mobility, dressing and carer safety.  The TAP completed functional assessments, environmental assessments, monitored progress, equipment provision and trialled equipment and provided feedback to the OT.  The OT completed moving and handling assessments, additional equipment provision and care planning.  The MDT included physiotherapy for mobility and exercise programme, district nursing to support continence assessment, Parkinson’s nurse for medication management and social work for carer support.
Occupational therapy interventions focused on improving independence and reducing carer burden. Interventions included trialling a bed rail, slide sheets and pillow lifter, followed by recommendation of an electric profiling bed to improve bed transfers.  Environmental adaptations included referral for a level access shower and installation of grab rails.  A pendant alarm was recommended to improve safety when alone.  A wheelchair assessment was considered to enable social participation, particularly attending bowls club. Condition specific education was provided including pacing, energy conservation and freezing strategies.
 Longhurst et al (2024) support early introduction of rehabilitation therapies, including occupational therapy in PD to maintain function and independence rather than waiting for functional decline.  Additionally, Blandford et al (2025) has a similar view that exploring therapists working with Parkinson’s patients in the UK highlights the importance of multidisciplinary rehabilitation and the growing role of TAPs in delivering ongoing rehabilitation and monitoring functional ability.  Similarly, Sadural et al (2022) highlights occupational therapy interventions focusing on ADLs and environmental adaptation improve independence and participation in people with Parkinson’s disease.
This case demonstrates the importance of MDT and holistic approach in PD management.  OT played a key role in enabling independence, supporting the carer, adapting the environment and maintaining occupational participation, while the TAP contributed significantly through ADL support, monitoring and implementation of intervention programmes.  The rationale for intervention, including the biopsychosocial factors influencing clinical decision-making and the contribution of the TAP, is further outlined in Appendix 3.
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PD is a progressive neurodegenerative condition characterised by the degeneration of dopamine-producing neurons within the substantia nigra, resulting in both motor and non-motor symptoms.  Approximately 166,000 people currently living with PD in the UK (Parkinson’s UK, 2025).  However, prevalence data is largely estimate based, reducing reliability for service planning.
Traditionally, PD has been primarily associated with motor symptoms, however, non-motor symptoms, including depression and cognitive impairment significantly impact quality of life (Paez-Garcia et al 2025). This reflects a shift in understanding from a predominantly biomedical perspective towards a more holistic biopsychosocial model of care.  While earlier research focused mainly on physical deterioration and medication management, more recent literature highlights psychological and social impacts, suggesting that previous models of care may have underestimated the overall impact of the condition on daily life and participation.
PD reduces independence in ADLs and increases reliance of caregivers and services. This has wider implications for families and health services, particularly in relation to long-term care demand and caregiver burden.  Chaudhuri et al. (2024) highlight the increasing economic burden associated with disease progression, suggesting that costs increase significantly as individuals require more support and intervention.  However, economic studies often focus on healthcare system costs and may not fully account for informal caregiving, loss of employment or emotional burden on families, therefore societal impact may be underestimated.
Access to rehabilitation is often delayed due to workforce pressures impacting outcomes (Lithander et al. 2023).  While this research highlights important service-level challenges, it may not fully reflect regional variation in service provision across the UK, particularly between urban and rural areas.  This limits the generalisability of the findings.
In comparison to earlier models of care, which focused predominantly on diagnosis and pharmacological management, current understanding recognises the importance of early multidisciplinary intervention to maintain function, promote independence and delay dependency. This shift reflects wider changes in health and social care towards rehabilitation, prevention and community-based support.  This is particularly relevant to the role of the TAP, as the increased emphasis on rehabilitation and functional independence has expanded the TAP role to include supporting ADLs, monitoring functional ability and contributing to ongoing care delivery under professional supervision.
Current practice emphasises early MDT intervention to maintain independence, supporting the expanding TAP role.

[bookmark: _Toc227834726][bookmark: _Toc227834781][bookmark: _Toc227939411][bookmark: _Toc227944507][bookmark: _Toc229650323]Previous Approach to Parkinson’s Disease
Historically, PD management followed a biomedical model focused on pharmacological treatment.  Early literature prioritised motor symptoms management, with limited recognition of non-motor or psychological impact.  Levodopa was considered the “gold standard” reinforcing pharmacological dominance (Bogetofte et al. 2020).  Bloem et al. (2021) argue this approach lacked rehabilitation and patient centred outcomes. This suggests that earlier models of care prioritised symptom control over functional ability.
The PD REHAB trial (Clarke et al., 2016), Found limited improvements from therapy, however this has been criticised for short-term outcomes and low intensity interventions. In contrast, Bloem et al. (2021) argue that multidisciplinary rehabilitation is essential in Parkinson’s disease management, suggesting that earlier research may have underestimated the long-term benefits of therapy intervention. This contrast highlights how differences in study design and outcome measures can significantly influence conclusions about effectiveness.
Further evidence suggests that earlier service models were largely reactive rather than preventative, with therapy input typically introduced following hospital admission, falls or significant functional decline.  Keus et al. (2014) highlight inconsistencies in access to rehabilitation services across Europe, suggesting that earlier systems lacked standardisation and did not prioritise early intervention.  In contrast, more recent rehabilitation guidelines advocate for early, proactive intervention to maintain independence.  Delayed therapy input may have contributed to avoidable decline.
Overall, previous approaches to PD management were characterised by a focus on impairment, delayed rehabilitation input and a limited role for TAPs, with literature from this period often lacking consideration of long-term functional outcomes, patient-centred care and multidisciplinary collaboration.  While pharmacological management remains important, the evidence suggests that earlier models did not fully address the complex biopsychosocial needs of individuals living with PD.
[bookmark: _Toc227834727][bookmark: _Toc227834782][bookmark: _Toc227939412][bookmark: _Toc227944508][bookmark: _Toc229650324]Current Approaches to Parkinson’s Disease.
Current PD management is biopsychosocial, individualised and multidisciplinary. Pirtošek (2024) suggests that PD should now be managed using a MDT approach due to the complex interaction between motor symptoms, cognitive changes, mental health and social participation.  Pirtošek (2024) argues that medication alone is insufficient to manage the long-term functional impact of PD, supporting the increased role of rehabilitation professionals including OT and TAP.  Longhurst et al. (2024) supports early rehabilitation, the cohort design limits causal interpretation. However, the findings remain clinically relevant as they reflect real word rehabilitation trends.  This contrasts with earlier findings of limited therapy benefit (Clarke et al. 2016).
Current TAP practice is strongly person-centred and occupation-focused, with interventions focusing on Condition education and management, ADLs, functional mobility, environmental adaptations and assistive equipment provision alongside education and support accessing wider community settings.  Fernandes et al. (2025) found that education, assistive technology and home adaptations significantly improve independence and safety for people with PD.  Fernandes et al. (2025) provide valuable qualitative insight into barriers to assistive technology, the small sample size limits wider generalisability. Nevertheless, findings remain relevant to OT practice due to the increasing reliance on environmental adaptation within PD rehabilitation.
Service provision today is influenced by risk prioritisation, reablement models, waiting lists and resource availability.  Wood et al. (2022) emphasise that rehabilitation should focus on participation, independence and quality of life rather than impairment alone, supporting current OT and TAP practice.  However, despite policy supporting person-centred and early intervention approaches, service pressures and staffing shortages often limit early intervention in practice, meaning some services remain reactive.
Overall, current approaches differ significantly from previous management models, with greater emphasis on multidisciplinary rehabilitation, person-centred care, environmental adaptation and maintaining independence.  The role of the TAP has expanded to include education, functional assessment, rehabilitation, equipment provision, monitoring and supporting long-term condition management within community settings.  A summary comparison of previous and current PD management is presented in Appendix 2, highlighting the shift towards person-centred, multidisciplinary care and the expanding role of the TAP.
[bookmark: _Toc227834728][bookmark: _Toc227834783][bookmark: _Toc227939413][bookmark: _Toc227944509][bookmark: _Toc229650325]Biopsychosocial Impact of Parkinson’s Disease.
PD has significant biological, psychological and social impacts, requiring MDT management.  Biologically, PD causes progressive motor symptoms which reduce independence in ADLs.  Doucet et al. (2023) suggest that OT interventions can improve participation and independence in ADLs through task adaptation, environmental modification and assistive equipment.  This supports the role of the TAP in delivering functional rehabilitation programmes and supporting individuals to maintain independence at home. 
However, Sadural et al. (2022) argue that OT services are often introduced too late in the disease process, when functional decline has already occurred.  This contrasts with Longhurst et al. (2024), who suggest that early rehabilitation intervention improves long-term function and quality of life. This comparison demonstrates a shift in practice from reactive intervention to early, preventative intervention, which now influences current TAP practice within community rehabilitation and reablement teams. 
Psychologically, PD is associated with depression, anxiety, cognitive impairment and apathy, which can impact engagement in daily activities and rehabilitation programmes.  Wood et al. (2022) suggest that OT interventions should address cognitive, emotional and motivational factors as well as physical ability, supporting a holistic biopsychosocial approach.  In contrast, earlier rehabilitation approaches focused primarily on physical function, demonstrating how modern therapy practice is more person-centred and holistic.  This supports the role of the TAP in providing encouragement, routine building, fatigue management and cognitive strategies to support engagement in daily activities. 
Socially, PD can lead to social isolation, loss of roles, reduced employment and increased caregiver burden.  Ott et al. (2022) suggest that OT interventions should focus on participation, social engagement and meaningful activity rather than only self-care tasks.  This supports current TAP interventions such as supporting community access, leisure activities, routine planning and carer education.  However, Franciotta et al. (2019) argue that rehabilitation programmes often focus more on mobility and physical function rather than hand function, self-care and participation, suggesting that OT and TAP roles are still underutilised in some services.  This highlights ongoing service challenges and variation in practice. 
Overall, the biopsychosocial impact of PD is significant and affects physical function, mental health, independence and social participation.  The evidence suggests that OT and TAP interventions play an important role in maintaining independence, improving quality of life and supporting individuals to remain living at home.  However, the literature also highlights ongoing challenges including late referral to therapy services, variation in service provision and limited access to rehabilitation services.  This demonstrates the importance of early, person-centred, multidisciplinary intervention in PD management.
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Co-production in PD involves collaboration between individuals, carers and services. Co- production effectiveness is limited by caregiver burden, service pressures and access to support.
Aamodt et al (2023) states caregiver burden can negatively affect emotional wellbeing, physical health and decision-making capacity.  This is significant because co-production assumes carers can participate equally in planning care, yet if carers are overwhelmed, decisions may prioritise safety and task completion rather than independence and rehabilitation.  However, Kessler et al. (2019) suggests strong caregiver involvement can delay institutionalisation and improve quality of life.  This presents a contradiction in the evidence, carers are essential for co-production and community living, but caregiver burden can also reduce independence and shared decision making.  This is why carer support services are critical to effective co-production rather than simply assuming family support improves outcomes.
A second key barrier relates to MDT service pressures, particularly waiting times for OT and rehabilitation services.  Choi et al (2022) suggests early MDT rehabilitation improves functional ability and participation in PD, however Price et al (2024) argue workforce shortages and increasing demand for community rehabilitation services mean referrals are often delayed or reactive.  This highlights a gap between evidence and practice.
A third barrier relates to social care and third-sector services such as Parkinson’s UK groups, exercise programmes and community support networks.  These services are important for social participation and self-management, which are key components of co-production.  Bloem et al. (2021) states community exercise and support groups improve wellbeing and participation in PD, however, access to these services varies depending on location, transport and funding, meaning co-production opportunities are unequal.  Previously, Parkinson’s care focused mainly on medical management, whereas current approaches recognise the importance of community participation and voluntary sector involvement, demonstrating a shift towards social models of care.
In the future, co-production in Parkinson’s management could be improved through better integration between health, social care and voluntary services, increased support for carers, and earlier access to rehabilitation services.  In the community opportunities exist for 3rd sector organisations to utilise hot desk opportunities to support better rapport between teams and further integration.  These changes are significant because PD requires long-term management, and effective co-production can improve independence, reduce hospital admissions and improve quality of life.  Overall, the evidence suggests co-production improves outcomes, but organisational pressures, caregiver burden and unequal access to community services continue to limit its implementation in practice.
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Clinical governance ensures accountability, safety and quality in healthcare. Two of the most significant aspects of clinical governance for TAPs are supervision and delegation.  The Health and Care Professions Council (HCPC, 2026) states that registered professionals remain accountable for delegated work and must ensure that individuals have the appropriate skills, knowledge and competence to carry out tasks safely.  This highlights the importance of structured supervision frameworks in supporting TAP practice.  Martin et al. (2021) suggest that effective supervision is associated with improved staff wellbeing, reduced burnout and enhanced quality of care, indicating that supervision is not only protective but also contributes to service effectiveness.  In contrast, Etty et al. (2024) argue that TAPs are often underutilised due to inconsistent role definitions and lack of clear governance structures, suggesting that without effective supervision and role clarity, the potential contribution of TAPs may be limited.  Poor supervision may lead to role confusion and increased clinical risk.
A third key component of clinical governance is clinical effectiveness and adherence to evidence-based guidelines, which has evolved significantly within PD and atypical parkinsonism management.  NICE (2017) recommends that individuals with PD should have access to therapy services delivered by professionals with specific expertise in the condition.  Similarly, the PSP Association (2024) emphasises that although therapists do not need to be specialists, they must have sufficient condition-specific knowledge to recognise symptom progression and adapt interventions appropriately.  This has direct implications for the TAP role, as it suggests that generic rehabilitation skills alone are insufficient, and additional condition-specific training is required.  While Clarke et al. (2016) reported limited benefits from therapy intervention, more recent evidence from Bloem et al (2021) and Goldman et al. (2024) suggests this may reflect outdated rehabilitation intensity and delayed referral pathways rather than ineffectiveness of therapy itself.  This contrast highlights how evolving evidence has influenced clinical guidelines and reinforces the need for TAPs to engage in ongoing training and competency development to ensure interventions remain effective and evidence based.
Another key aspect of clinical governance relevant to TAP practice is risk management, which is essential in maintaining patient safety within community rehabilitation settings.  PD and PSP present multiple risks, including falls, reduced mobility, swallowing difficulties and cognitive changes, all of which require careful monitoring.  NHS England (2022) highlights that effective clinical governance frameworks aim to improve patient safety through structured risk reporting, incident analysis and continuous learning.  From a TAP perspective, this involves identifying changes in functional ability, reporting risks such as falls or unsafe transfers, and escalating concerns appropriately to registered professionals.  However, there is a balance between risk management and person-centred care.  Bloem et al. (2021) advocate for maintaining independence and participation, whereas Waring and Bishop (2020) argue that governance systems can become overly procedural and risk-averse, potentially limiting personalised care.  This suggests that while risk management is essential, it must be applied in a way that supports independence rather than restricting it.
Overall, clinical governance is fundamental to the safe and effective practice of the TAP.  Supervision ensures accountability and safe delegation, evolving clinical guidelines highlight the need for condition-specific knowledge and ongoing training, and risk management frameworks support patient safety and service quality.  However, the literature also demonstrates tensions between governance and flexibility, as well as variation in implementation, highlighting the importance of balanced, well-structured governance systems to support the expanding role of TAPs within MDT rehabilitation services.  Key components of clinical governance and their relevance to TAP practice in Parkinson’s care are summarised in Appendix 4.
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This report explored PD using a biopsychosocial framework and examined the evolving management approaches alongside the expanding role of the TAP.  The literature demonstrates a shift from a medical model to MDT, person centred rehabilitation.
Keus et al. (2020) emphasise the importance of Physiotherapy and OT in maintaining mobility and independence, while Kessler et al. (2019) found that OT interventions improved participation in daily activities and reduced caregiver burden. This supports the expanding TAP role in rehabilitation programmes and ADLs. 
Person centred goal focused rehabilitation is also essential. Goal setting improves engagement (Choi et al.2022). This supports co-production and collaborative working model. However, service pressures can limit person centred care (Price et al.2024). This highlights a gap between policy and practice.
Future TAP practice should prioritise early rehabilitation, co-production, ongoing training and integrated MDT working. Overall, the literature suggests the effectiveness of PD management will depend not only on medical advancement, but on the ability of health and social care systems to deliver timely, integrated and sustainable rehabilitation services within increasingly pressured community settings.
In conclusion, PD management has evolved towards a biopsychosocial, MDT approach.  The TAP plays an integral role in rehabilitation and supporting independence however, challenges remain, including service pressures and access to therapy.  Future practice should prioritise early intervention, co-production and integrated working.
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Appendix 2: Comparison of Previous and Current Parkinson’s Disease Management
	Aspect
	Previous Approaches
	Current Approaches
	Implications for TAP Practice

	Model of Care
	Biomedical, medically led
	Biopsychosocial, person-centred
	TAP supports holistic care

	Role of Medication
	Primary focus (Levodopa dominant)
	Still important but combined with rehabilitation
	TAP monitors function alongside medication

	Timing of Rehab
	Reactive (post decline/falls)
	Early, preventative intervention
	TAP involved earlier in the pathway

	Role of TAP
	Task-based, delegated support
	Active role in ADLs, monitoring, rehab delivery
	Expanded responsibility and autonomy

	MDT Involvement
	Limited, medically led
	Integrated MDT approach
	TAP works collaboratively across teams

	Assistive Technology
	Less emphasis
	Key component of intervention
	TAP supports equipment use and adaptation

	Person-Centred Care
	Limited
	Core principle
	TAP involved in goal setting and engagement

	Service Barriers
	Inconsistent access
	Still present (waiting lists, funding)
	TAP works within system constraints



[bookmark: _Toc227834789][bookmark: _Toc227939419][bookmark: _Toc227944515][bookmark: _Toc229650331]Appendix 3: Case Study Intervention Rationale (Biopsychosocial Approach)
	Issue Identified
	Biopsychosocial Factor
	Intervention
	Professional Involved
	TAP Contribution
	Expected Outcome

	Difficulty with bed transfers
	Biological (rigidity, pain)
	Profiling bed, slide sheets
	Occupational Therapist
	Trial equipment, monitor use
	Improved independence, reduced carer strain

	Reduced mobility
	Biological + Social
	Walking aid, physiotherapy programme
	Physiotherapist
	Support practice, feedback progress
	Increased mobility and safety

	Low mood
	Psychological
	Engagement in meaningful activity
	Occupational Therapist
	Encourage routine, activity participation
	Improved wellbeing

	Carer strain
	Social
	Equipment provision and education
	Occupational Therapist / Social Worker
	Reinforce safe techniques
	Reduced physical strain

	Social isolation
	Social
	Wheelchair for community access
	Occupational Therapist
	
	



[bookmark: _Toc227834790][bookmark: _Toc227939420][bookmark: _Toc227944516][bookmark: _Toc229650332]Appendix 4: Clinical Governance and Supervision Framework for TAP Practice
	Element
	Description
	Relevance to TAP in Parkinson’s Care

	Delegation
	Tasks delegated by Occupational Therapist
	Ensures safe role boundaries

	Accountability
	OT responsible for overall care
	TAP must work within competence

	Documentation
	Accurate recording of interventions
	Essential for continuity of care

	Risk Assessment
	Falls, mobility, fatigue
	Parkinson’s patients are high risk

	Safeguarding
	Protect vulnerable adults
	Cognitive decline increases risk

	Moving & Handling
	Safe transfer techniques
	Prevents injury to patient and carer

	Consent
	Patient involvement in decisions
	Supports co‑production

	Supervision
	Regular OT oversight
	Ensures safe, effective practice
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	Database
	Keywords Used
	Inclusion Criteria
	Exclusion Criteria
	Date Range
	Rationale

	PubMed
	Parkinson’s + OT + rehabilitation
	Peer‑reviewed, English language
	Non‑relevant conditions
	2015–2025
	High‑quality medical research

	CINAHL
	Parkinson’s + ADLs + therapy
	Healthcare focus
	Opinion pieces
	2015–2025
	Allied health relevance

	Google Scholar
	Parkinson’s MDT + TAP
	Broad search
	Non‑academic sources
	2015–2025
	Wider literature coverage



[bookmark: _Toc227834792][bookmark: _Toc227939422][bookmark: _Toc227944518][bookmark: _Toc229650334]Appendix 6: Evidence Hierarchy
	Evidence Type
	Example Used
	Strength

	Systematic Reviews
	Ohtsuka et al. (2024)
	High

	Clinical Guidelines
	Keus et al. (2020)
	High

	Randomised Controlled Trials (RCTs)
	Clarke et al. (2016)
	High

	Cohort / Observational Studies
	Horsfall et al. (2022)
	Moderate

	Professional Guidance
	RCOT, HCPC
	Moderate

	Service Evaluations
	Sadural et al. (2022)
	Moderate
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