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	The Therapy Assistant Practitioner (TAP) demonstration of competencies in the following areas: 

	1. Log of supporting documents from mentor:
	Details to include:  
	Date of completion: 
	Mentors signature: 

	a. Log of assessments and goal setting. 
	A completed initial assessment or detailed screening form, including evidence of patient centred goal document.    
	 17.2.25
	K.E.Scourfield  

	b. Log of a wide range of assessments.  

	 A minimum of three assessments completed, demonstrating a range of skills and tools. 
	17.2.25 
	K.E.Scourfield 

	c. Log of clinical interventions within scope of practice. 

	A minimum of three interventions completed, demonstrating a range of skills within scope of practice.  
	 17.2.25
	K.E.Scourfield  

	d. Log of a risk assessment and how it informs practice.  
	A completed risk assessment within the workplace, which can include clinical practice or department procedure. This can include case notes, reports, DATIX or professional discussion, which consists of risk identified, how the learner managed the risk and informed progress. 
	 17.2.25
	 K.E.Scourfield 

	e. Report on learner’s time and workload management.  

	A completed report with mentor’s feedback of the learner’s time and workload management. The report can be completed on a word document and will need to be signed and dated. The report will need to include an example of how the learner demonstrates good time and workload management. 
	 17.2.25
	K.E.Scourfield  

	f. Log of compliance with mandatory training. 
 
	A copy of the learner’s compliance with mandatory training. Compliance is required to be 80% or above. 
	 17.2.25
	K.E.Scourfield  

	2. Copy of a recent Personal Development Appraisal Review (PDAR).  
	A copy of the most recent PDAR document completed with supervisor / mentor. 
	 17.2.25
	K.E.Scourfield  

	3. Copy of recent supervision records. 
	A minimum of two supervision records, demonstrating attendance and contribution to supervision and agreement to actions. 
	17.2.25 
	 K.E.Scourfield 

	4. Copy of peer review document. 

	An attached copy of the peer review document completed following observations of others presentations. 
	17.2.25
	K.E.Scourfield 


This logbook was completed by: 
Mentor’s name: …Kelly E Scourfield………Mentor’s signature:…K.E.Scourfield……………………		Date:17.2.25…………………………. 

Learner’s name:…Sadie Painter……………………………….	Learners’ signature:…Sadie.J.Painter……………………..     Date:…17/02/2025…………………………































APPENDIX 1

Log of assessments and goal setting.

Please see my patient’s initial assessment completed by myself including the goals my patient would like to achieve.


Patients Name: Mrs ***************   Hospital No: ********

                                                         Communication Sheet



 
	Date/Time 
	 
	Signature 

	 06/12/2024
	
Triaged Referral: CL	
Date referral received: 6/12/24
Triage date / time taken for triage: 6/12/24 20mins
Triaged by: CL

Triage summary: Triaged by CL. Fell #NOF 22/11/24, gamma nail. D/c yesterday (5/12/24). Lives in bungalow with husband. Using RF and doing HEP. Band 4 to check ex’s and progress as able. 
1.Triage overview: spoke with pt. Doing ok since getting home. Able to walk to bathroom with RF and husbands SV. Doing HEP. To progress back to independent walking. 

2.What is most likely to help? 
HV

3.What is the most reasonable thing to do, to reduce risk and prevent harm?
Please choose from:
A.	Add to waiting list

Relative risk decision: urgent
Band: 4 
Outcome: Investigate 
Area: South Horeb 
Hub: RR 
Associated service: 
RAG: Amber 
Allocated to: Band 4 w/l
WPAS code(s): PHC012 - Ortho - Fracture NoF



	Input by
Sadie Painter
Band 4

	 13/12/2025
	 Present condition-Hospital discharge following #NOF after fall on slippery ground.
Consents to treatment-Yes
Alerts-Patient is hard of hearing and needs her husband’s support to communicate.
History of present condition-Patient has had previous falls but not in last 6 months.
Past medical history- Falls, #NOF, #Wrist L, Heart valve replacement
Drug History-
Thiamine 100mg TDS
Flucloxacillin 500mg QDS
Clexane 40mg/0.4ml OD
Ibuprofen 2x400mg TDS
Social History-Patient is retired. Patient lives in bungalow with her husband. Patient previously independent with all ADL's. Patient has no care in place but is having support from her husband with all ADL's, there is a perching stool in the property and husband has purchased a shower stool.
Occupation/Duties- Patient is retired. Patient is a keen gardener and enjoys camping and walking her dog.
Investigations-No Known follow ups. 
Expectations- Patient would like to regain full independence and be able to access her camper van to continue to enjoy her retirement.
Objective examination-Patient is struggling with all transfers. Patients husband is supporting patient with all tasks. Patient appears reluctant to take part, but this could be due to communication barrier? Patient appears quite angry with her husband, but he explained this has been a long-standing issue. He reports she does appear to be developing memory issues but has not discussed with GP. Patient is mobilising with RZF, patient able to achieve heel/toe strike but appears reluctant to put weight through the leg. Patient declined to part in the HEP today as is tired after DN visit. Wound is still being dressed due to infection, DNs attending 2 days weekly.
Analysis-Patient would benefit from Ax with bed lever and toilet frame. Patient would benefit with support with HEP due to lack of motivation and relationship with her husband.
Problem list-
Balance
LL weakness and pain
Transfers
Confidence
Treatment goals-
To mobilise indoors and outdoors with 1WS
To be able to transfer into car
To be independent with PC
To be independent with meal prep
To access shower
Agreed treatment plan-SP to order equipment. 
Patient to complete HEP daily.
SP to complete 4-6 visits to establish HEP.
Follow up treatment-SP to visit next week.

	 Sadie Painter
Band 4

	 20/12/2024
	 S/VCG. Patient well. Patients husband was present throughout visit. Patient has been discharged from #clinic. Patient has been going shopping etc and is managing with car transfers with MAO1. Patient is still requiring a lot of support with PC but husband states she’s happy being helped and feels she doesn’t try. Discussed use of a sock aid and a grabber, he is happy to purchase. Patient has not completed any HEP as she felt now, she is walking she didn’t need to. She has thrown her HEP in the bin. 
O/ Patient greeted me at the door. Patient appears bright in mood but not particularly motivated to take part. Patient mobilised through house with no aid but has a large limp through affected leg, balance appears poor and is using furniture and walls to steady herself. Declined RZF. Chair based exercises completed but increased weakness through left hip and knee in comparison to last visit. Patient declined exercises in standing as did not want me in the kitchen and there wasn’t anywhere safe for us to complete.
A/ Leg strength decreased since last visit. Struggled to extend L knee in sitting but able to flex. Good movement through ankles. Patient would benefit from support from team due to communication breakdown with rehab.
P/ SP to provide new HEP sheet. SP to discuss extra support for patient in caseload meeting. SP to visit tomorrow pm. 


	 Sadie Painter
Band 4

	 21/12/2024
	
S/VCG. Patient appears in increased pain today. Patient has had no falls and is not aware of any trauma. HEP sheets given to patient but no HEP practiced. Advised to take regular pain relief and seek GP advise if the pain continues throughout the day/tomorrow. Patients husband said he is having issues getting an appointment.  
P/ Patient to take regular pain relief, drink plenty of fluid and seek medical advice if pain continues. SP to contact next week. SP to discuss with PT in caseload meeting.
	 Sadie Painter
Band 4

	 28/12/2024
	 TC from patient husband to cancel appointment, they were in held up in GP surgery. Patients husband to contact me with any update and to arrange new appointment.
	 Sadie Painter
Band 4

	 30/12/2024
	 S/Telephone call made to patients’ home, spoke to patients husband, who informed patient had been admitted with some sort of infection-source unknown. Patient is currently on CDU in GGH. Patient is waiting a capacity assessment from the MH team. Patients husband is unsure what treatment she is receiving. SP explained that i would inform my seniors and discuss patient in caseload meeting. 
P/SP to contact towards the end of the week. 


	 Sadie Painter
Band 4

















APPENDIX 2

Log a wide range of assessments

Please see a copy of the Berg balance assessment completed with my patient to determined his current ability and to help determined a suitable Home Exercises Program (HEP), followed by my note’s entry. This would be completed before completion of their treatment as a measurement of their improvement.
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Patients Name: Mr ***************   Hospital No: ********

                                                         Communication Sheet



 
	Date/Time 
	 
	Signature 

	 
	S/ VCG. Patient is well, no issues out of the ordinary this week. Patients wife present throughout visit. Has been completing home exercises with dumbbells for UL only. For LL patient does stretches but no resistance/strength or balance training. Patient recalls doing Berg test either in hospital or with CL at a previous HV?
O/ Patient and wife greeted me at the front door. Pt walking independently through house with no aids. Sat in lounge and introduced myself once again and discussed the purpose of the Berg Balance to inform the patient and PT decision making for on-going exercises. Patient happy to take part.
Berg balance test completed. Score 45/56.
Ax/ Pt completed much of the Berg with ease. Primarily struggling with dynamic balance. See Berg scores in folder. Pt reported aching hip abductors immediately post completion of Berg.
Pl/ CL to review Berg to determine plan for future HEP. SP to contact patient to arrange next visit.

	Sadie Painter
Band 4






Please see a copy of my patients notes highlighting that they would benefit from equipment, support from Care and Repair team to fit railings to prevent future falls and a copy of my request.


Patients Name: Mrs ***************   Hospital No: ********

                                                         Communication Sheet



 
	Date/Time 
	 
	Signature 

	07/01/2025
	
S/VCG. Introduced myself to patient and her daughter. Patient well. Patient has not completed HEP that DE-B7PT has prescribed due to not being well.  
O/ Patient sat in rise and recline chair on arrival watching the snooker. Patient sat support by cushions behind her and appears to being holding right shoulder in elevated position, prompted several times to relax it and is able. Patient states it’s not painful unless elevating the limb. Patient demonstrated all chair-based exercises. Patient used rise and recline mechanism to stand independently. Patient mobilised to the kitchen with the RZF. Patient demonstrated all shoulder exercises and balance exercises well with 10 reps. Patient then mobilised to bedroom. Patient independent with bed transfers.  Patient reported she is unable to be independent with emptying the commode as she can’t bend over far enough to access it, discussed benefits of transit commode and bucket to enable her to empty once home.
A/ Patient mobilises with Right foot turned out-patient reports she has walked like this for years. Patient to take regular pain relief for shoulder to allow more rehab practice. Patient can only achieve approx. 45-degree abduction of shoulder.
P/ Patient to practice HEP daily. SP to order commode. SP to visit 14/01/2025,


	Sadie Painter
Band 4

	 08/01/2025
	 Static commode ordered from stores. Order number 11419807.
	 Sadie Painter
Band 4

	 14/01/2025
	 S/VCG. Patients’ daughter present throughout visit. Patient well. Patient has been completing all HEP daily. Patient reports pain has reduced in shoulder. Patient has been completing more ADL's such as making supper.
O/ Patient sat in armchair on arrival. Demonstrated STS without use of rise and recline mechanism. Patient mobilised to kitchen area with RZF. Demonstrated all exercises in standing with minimal support through fingers. Patient then transferred into dinning chair and completed all chair-based exercises.
A/ Patient STS transfers much improved. Patient gait has also improved but right foot remains turned out when mobilising, patient not able to correct. Patient completed all exercises with no issue with increased ROM through shoulder. Patient still requiring prompts to relax shoulder rather than hitching it up.
P/ Patient to complete HEP daily. Patient to increase mobility. SP to visit 20/01/2025.


	 Sadie Painter
Band 4

	 20/01/2025
	 S/VCG. Patient well. Patient has practiced HEP daily with good results. Patient reports pain has reduced through shoulder/arm significantly. Patient is now completing her own PC. 
O/ Patient sat watching TV on arrival. Patient appears bright in mood and happy to take part. Patient independent with STS without use of rise and recline. Patient mobilised with RZF. MAO1 to transfer over the step, patient has good technique but lacks confidence. short walk outside before returning up step back into property with SO1. Patient demonstrated all UL exercises with 10 reps.
A/ Patient independent with transfers. Patient would benefit from grab rail at front door but has declined fitting. Patient needs to increase confidence when transferring outside. ROM has improved through shoulder. 
P/ SP to support patient to visit her own home on 25/01/2025 with support from Daughter. Patient to continue with HEP daily. 



	 Sadie Painter
Band 4

	25/01/2025
	S/VCG. Patient well. Patients’ daughters present throughout visit. Patient has continued with HEP daily and is seeing progress. 
O/ Patient on way back from bathroom on my arrival mobilising well with RZF. Patient demonstrated car transfers. Patient entered property managing well over threshold. Patient demonstrated accessing shower room, transfers on/off toilet. Patient then demonstrated use of stair lift. Patient mobilised through upstairs of property. Patient demonstrated access to upstairs shower but not able to gain access due to space constraints. Patient demonstrated bed transfers with bed lever. Patient demonstrated use of kettle and making a cup of tea and managed well. Patient transferred back into car. once at daughter’s house transferred out of car and the transferred back into property with use of RZF. 
A/Patient independent with all car transfers. Patient independent with toilet transfers up and down stairs bathrooms. Patient independent with bed transfers with use of bed lever and has good bed mobility. Patient independent with use of stair lift. Patient mobilised well with RZF- would benefit from extra frame for upstairs at home. Patient would also benefit with grab rails in shower area downstairs. 
P/ Patient to continue with HEP daily. SP to refer to care and repair for grab rails. SP to refer to stores for kitchen trolley. SP to visit in two weeks.
	Sadie Painter
Band 4
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Please see patient notes for Band 4 environment assessment to include stair assessment.

Hospital No: ********

                                                         Communication Sheet



 
	Date/Time 
	 
	Signature 

	 09/12/2024
	
Triaged Referral: CL	
Recent bowel resection in GGH. Lives alone with good family/friends support who visit daily. Mx with W&D. Currently living downstairs but goal is to mx stairs again and progress from RF. Band 4 FU to check exercises and aim for goals. C L Band 6 physio




	Input by
Sadie Painter
Band 4

	 13/12/2025
	 Present condition- Patient was discharged from hospital on the 09/12/24 after several bowel and hernia repairs. 
Consents to treatment-Yes
Alerts- None known.
History of present condition- Patient has long history of bowel issues, has recently had bowel reconstruction. Patient initially admitted into hospital due to chronic pain and collapse. Patient discharge 4 weeks ago and has moved home this week after a short stay with her son.
Past medical history- Heart-stents-upper and lower ventricles- known to cardiac specialist.
CA at sigmoid junction
2 x hernia repair
Low BP
Drug History- 
Rivaroxaban 20mg OD
Bisoprolol 2.5mg BD
Social History- Patient lives alone in large two storey house, in rural village location. Patients’ property is in a large sloping plot but can park her car on the flat near to access of the house. Patient previously independent with all ADLs. Patient is currently being supported by her family; she has a son living locally. Patient is currently mobilising with 1 WS around the property and would like to regain access to upstairs. there are two banister rails in place.
Occupation/Duties- Patient is retired. She was previously driving. She enjoys socializing with a large group of friends. She enjoyed gardening, shopping and lunching out.
Investigations- Patient is known to the Cardiology team and is awaiting a review with Cardio-Respiratory. She is not waiting for any other appointments and is not due to be reviewed for current condition.
Expectations- Patient would like to be able to return to using the stairs safely so she can access her bedroom, bathroom and clothing. She would like to return to driving due to her home being rural and would like to do her own shopping and cleaning. She has employed a temporary cleaner to help with bigger tasks. And her son is now doing her gardening which she is happy with. She reports she has lost her confidence when mobilising around the property.
Objective examination- Patient greeted me at the door, she is mobilising with 1 WS with good gait and achieving a good heel/toe strike. She appears to have good balance when turning. Patient demonstrated toilet transfers; she is independent with the use of a Mowbray. She is independent with all chair transfers without support including seatee and armless dining chairs. Patient demonstrated bed transfers, currently has bed lever in place but did not need it on this occasion. Patient appears to have good bed mobility but reports it has improved in last 2-3 days to operation site not being so painful. Patient very aware of restriction on turning, twisting, bending and lifting. Patient happy to be Ax on stairs. Patient demonstrated good use of banister rail and was independent with going up/down safely. Patient independent getting up/down small step of shower. Grab handle in place. Patient will ensure son is in property when showering for the first few times. Patient has small step into property but patient independent going over threshold. Patient took short walk outdoor with use of 1 ws and again was independent. Patient states she is independent with car transfers.
Analysis- Patient is a very independent lady. She is completing her HEP daily and requires no assistance. Patient is already independent with most tasks but requires time to recover. Patient is waiting for instruction from cardiologist regarding driving. Patient is happy to continue for the next few weeks independently but has telephone number if she requires any advice. Patient could do with Ax of outdoor mobility before discharge.
Problem list-
Outdoor mobility
Driving/car transfers
Treatment goals- Increase confidence when mobilising outdoors
Agreed treatment plan- Patient happy to continue independently with HEP for next 2 weeks. SP to review and practice outdoor mobility and check car transfers
Follow up treatment-SP to TC review in 2/52 to see if patient is ready to progress.

	 Sadie Painter
Band 4





APPENDIX 3


Log of clinical interventions within scope of practice

Please find several entries of patients notes with an array of intervention.

Patient 1- This is a patient that is diagnosed with MS and suffers with contractors to left arm and lower limbs. Patient assessed by Physiotherapist and passive exercises were prescribed for me to support with range of movement exercises. 

Patients Name: Mr ***************   Hospital No: ********

                                                         Communication Sheet



 
	Date/Time 
	 
	Signature 

	 15/09/2024
	 
S/VCG. Patients’ wife present throughout visit. Patient well although wife states he has been very sleepy this week. Patient has been out in his EPIC chair daily and in a normal routine. Carers have been finding the right arm difficult this week to dress. 
O/ Patient in bed asleep on arrival. The patient appeared happy to take part, but patient was very quiet and fell asleep throughout therapy. 
Ax/ Passive exercises to left arm- fingers very low tow with full ROM. Elbow fixed in 90-degree position but after movement to fingers/hand/wrist appeared to loosen with further ROM. ROM of shoulder also restricted but much improved to last visit and able to mobilize slightly over 90 degrees. 
Passive exercises to left leg- Full ROM in ankle although stiff initially. Patients has full ROM of knee completing 10 reps of flexion/extension. Much improvement of ROM to hip allowing good extension compared to previous visits. 
Passive exercises completed to right leg. Full ROM through toes and ankle. Full ROM through knee with easy movement. Reasonable ROM through hip but extension of hip difficult although easing through practice. 
Passive movement through right arm- good ROM through fingers/hand /wrist. Full ROM through the elbow although patient was reactive in his face initially but appeared to relieve symptoms. Restricted ROM through right shoulder, may be due to positioning of pillows.  
Patient made comfortable before leaving. 
P/ SP to feedback in caseload meeting. Care staff to continue with correct patient positioning using sleep system. SP to visit next week. 

	Sadie Painter
Band 4














Patient 2- This a gentleman who had become generally frail and wanted to increase his strength and mobility. The patient has commenced a resistance strengthening program prescribed by myself since discussing the patient in our caseload meeting due to the patient still feeling anxious about his stamina and balance. This had been tagged onto his 6-week chair-based program prescribed by physiotherapist, after achieving all his goals except outdoor mobility. 
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Patient 3- This patient is recovering from a CVA. Previously supported with passive exercises to right arm and mobility practice. He had progressed to walking with a walking frame with supervision of one after being fully hoisted. Sadly, he digressed with his recovery and needed review and readjustment to his HEP.

	10/11/2023 
	S/VCG Joint visit with AF-B3PSW.Patient not very well today. He says he feels like he has a heavy cold. Patients’ wife reports he has blood in his stools and has also had blood in his phlegm, has not seek medical attention, she was unsure for how long he has been having symptoms. Some confusion to visits last week, Patient s family were still expecting VE to attend although id cancelled visit. New date written in patients diary. Patient has not completed any mobility practice since last visit. 
O/ Patient eating breakfast on arrival, appears to be swallowing well today with very little coughing. Patient appears pale in colour and looks generally unwell. Patient insisted he wanted to take part. Shoulder remains sub-luxe. Patient slumped to the right in chair. 
Ax/ Patient encouraged to adjust sitting position but struggled to adjust his position himself. SP completed passive arm exercises, with good effect. Tone initially quite high through elbow and hand but reduced after movement. No pain evident. Patient prompted and encouraged several times whilst completing LL exercises.  Patient struggling to march on spot with both legs, both significantly weaker than last visit. Knee extension barely achievable with right leg today, assisted with flexion. Just 5 reps repeated. Patients sit to stand transfer took a lot of energy; patient independent with setup but need minimal AO2 to stand. Once stood patient found balance quickly. Patient practiced balance exercises, needing lots of prompting but maintained balance. Declined short break. Patient practiced turning upper body but to poor effect, turning head although plenty of encouragement to use body. Patient then practiced marching on spot, poor foot placement of right foot and not really gaining full foot lift from the floor. Patient able to put weight through right leg whilst lifting left leg. Patient maintained balance throughout. Patient requested break and transferred back into the chair safely with good technique. Short break taken. Patient quite low in mood, reassurance given but no too much benefit. Second sit to stand a lot more assistance given. Once stood maintained balance, only managed 4 steps and requested to sit down. Patient states he feels weak. We decided to finish session there. Patient made comfortable before leaving. 
P/ Patient to continue with chair-based exercises. SP to visit 16/11/2023 appointment written in patients diary. 
	Sadie Painter 
Band 4 

	13/11/2023 
	Discussed patient with VE in caseload meeting. VE has suggested that patient be reviewed prior to 04/12/2023 due to his current decline.VE suggested I discuss GP visit with family before visiting. 
P/ SP and MM-physiotherapist to visit 28/11/2023 
	Sadie Painter 
Band 4 

	14/11/2023 
	S/VCG. Patient continues to have a heavy cold. Patient has not seen GP. Discussion with carer, patient is having less blood in his stools and appears to be present if he hasn’t opened his bowels for a few days. Family is not prepared to get it investigated as they don’t feel it is in his best interests. Patient is reported to be sleeping a lot more during the day. 
O/ Patient sat in armchair slightly slumped to the right, arm unsupported. Patient in the middle of eating his breakfast, patient appears to be managing his swallow when eating and drinking. Right shoulder remains sub-luxe. Paracetamol taken prior to visit. 
Ax/ once patient finished breakfast, patient encouraged to complete LL exercises, patient appears to be finding it difficult to follow instructions. Poor strength through left leg today and barely able to move right leg, patient very frustrated but continued to work through it. 5 reps repeated as patient to fatigued. Passive exercises through right arm. Tone low through arm but fingers remain tight and painful on movement. Pain did decrease once practiced several times, allowing reasonable straightening of fingers. Patient states he is moving them regularly but hasn’t completed today. Very poor hand hygiene today. Patients arm supported by pillow in good position before leaving.  
P/ Patient to complete LL 3x daily and hand exercises every hour if possible. Next visit 28/11/2023 with MM and SP. 
	Sadie Painter 
Band 4 

	28/11/202310:00 
	S: Previous entries noted. Verbal consent gained. Patient seen with SP (B4PTSW) and wife present in living room. Patient has been unwell for 4-5/52 and SP has noted that he has regressed, increased tone in right arm and hand with decreased ROM. Pt is still determined that he would like to meet his goal of being able to mob around the house with a WZF on his own. Family have been mobilising him around the house but have not been doing recently due to him regressing.  
O: Patient sat in armchair in living room on arrival, appeared well.  
Rx:  
· Ao2 STS walked 6m with WZF and A02. 
· Pt sat down. 
· PROM R UL – including AA at shoulder joint, diminished movement more distally.  
· Noted increase in tone in right elbow, especially into flexion and in right hand, difficult to achieve grip position on the WZF.  
· LL exercises in sitting hip flex/ ext. AA, Knee flex/ ext. with A01 and plastic bag to reduce friction.  
· Minimal movement at right ankle.  
· STS x3 with Ao1-2 to WZF – practiced mini squats and lateral weight transfer in standing.  
· Pt left comfortable in the chair.  
A: Patient managed better than had done on previous visit now that he has recovered from his recent illness.? How much further progression there will be given the time since his CVA and recent regression. Pt is still eager to walk around house. Pt needed Ao1 with right foot clearance – taking short steps and shuffling – advised wife not to use WZF with the patient. Noted decrease in ROM in right upper limb and an increase in tone. Given the deterioration, I feel it would be beneficial to r/v the pt more than once a week for the next few weeks until he has got back to his previous level of function.  
P: SP to kindly r/v Friday the 01/12/23 and the following Tuesday for ongoing standing balance practice, LL exercises (especially hamstrings). MM-B6PT to r/v in 2/52 with SP   
	 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MM
B6PT 

	01/12/2023 
	S/VCG. Patient well. Patients’ wife present throughout visit. Joint visit with AF-B3PSW. Patient reports he has been completing LL exercises daily. Patient has not completed any mobility. 
O/Patient sat eating breakfast on arrival, patient appears to be coughing less when swallowing than to previous visits. Patient is slumped to the right, arm unsupported and hung down the side of the chair. Patient appears bright in mood and remains motivated to take part. Shoulder remains sub-luxe. 
Ax/ Passive exercises completed through right arm, tone remains high but pain through hand appears to have been reduced. Patient states he has tried to keep fingers moving passively through the week. Patient prompted to complete LL exercises. Patient completed 5 reps of knee extension/flexion with both legs, encouraged to fully extend and hold L leg as tends to just wave it about, and AO1 need to fully flex right leg. Hip flex/ext. also encouraged full ROM as tending to rush and not achieving a good quality movement, 5 reps repeated per side. Patient encouraged to readjust position in chair, managed with difficulty. Patient had several attempts to stand, prompted to readjust his feet then stood on first attempt. Assistance given to place right hand on RZF. Mobilised with RZF approx. 6 m with supervision and support through right hand Patient poor on turning, appeared to struggle with foot placement of both feet. Mobilised back to chair and needed AO1 to place right foot on turning before transfer back into chair. Patient independent with safe transfer into chair. Short break taken. Patient transferred back to feet on first attempt, 5 mini squats completed with good effect, maintained good balance throughout. Patient transferred back into chair safely and made comfortable. 
P/ Patient to continue with HEP. SP to visit 05/12/2023. 
	Sadie Painter 
Band 4 

	05/12/2023 
	S/VCG. Joint visit completed with DH-B3PSW. Patient well. Patient reports he has completed HEP daily. 
O/ Patient sat eating breakfast on arrival. Patient looks pale in colour. Patient reports he feels well and is not tired. Patient appears bright in mood and motivated to take part. Poor communication today. Shoulder remains sub-luxe. 
Ax/ Passive exercises completed to right UL. Poor hand hygiene today++. Tone increased through elbow and hand, reduced slightly after movement. Patient encouraged to complete LL exercises but lots of prompting required. 5 reps of knee flex/extension, prompting given for full ROM and hold through left leg and flexion very minimal through right leg, AO1 need to achieve. Hip flex/Extension also encouragement given ++ to complete full 5 reps. Patient prompted with setup to stand. Patient readjusted himself in the chair. Patient failed to stand after several attempts. AO2 needed to stand with great effort, took a few moments and prompting to find centre of balance. Assistance given to place right hand on RZF. Patient mobilised 6 m, poor on turning needing AO1 with foot placement. Mobility back to armchair slightly improved but poor again on turning. AO2 needed to support. Safe transfer back into chair. Short break taken. Several attempts to sit to stand to practice squats but even with AO2 patient unable to transfer to his feet safely. Patient appeared upset but I explained he appears fatigued, and this just was not safe to complete. Patient disappointed but appeared to understand. Patient comfortable on leaving. 
P/ Patient to continue with HEP. SP and AF to visit Friday. 
	Sadie Painter 
Band 4 














APPENDIX 4

Log a risk assessment and how it informs practice.

Please see below the patients note entry with me identifying the risk aspirational pneumonia when eating and drinking and his referral to SALT to avoid any future risks of chest infections or choking.
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	06/02/2023 
	S/VCG. Patients’ daughter present throughout visit. Patients’ daughter reports that patient fell out of bed this am. He had managed to slip down the bed and land on the floor below the bed rails. Daughter and her husband lifted patient back into bed. No obvious injuries but declined review by GP. Patient continues to cough but family have had no contact with GP. I questioned if they had noticed his coughing worse when eating and drinking, they stated no but patient felt it was. Discussed SALT referral as patient stated he hadn't been seen since the beginning of his treatment. 
O/ Patient sat in armchair as to uncomfortable in rise and recline. Patients UL unsupported. Patient motivated to take part 
Ax/passive movements completed to UL with good effect. Tone slightly high through elbow but eased through movement. Encouraged LL exercises x5 reps. full extension of both knees but limited strength when tacking right foot back to starting position. Encouraged patient to practice leaning forwards in chair as has been sitting since he got up this morning as didn’t need the toilet at lunch time. Explained to patient it was important to move regularly even if just to stand in steady. Sit to stand transfers practiced.  
Stand 1- several attempts to stand but unsuccessful as leaning back with all his weight, assisted to sit down as full body weight on me. Short break taken. Readjusted himself in chair,  
Stand 2- patient able to stand on first attempt but prompting ++++ for him to find centre of balance. Patient completed a good stand once balance organised. Good technique to transfer back into chair. 
P/ Patient o practice more HEP. Patient to make a point of using carers on lunch visit. Patient to keep UL supported. SP to visit 08/02/2023 SP to complete SALT referral. 
Discussed with VE-B7PT on return to office. SP reported concerns of choking and recurrent chest infections. SALT referral completed and sent. 
P/SP to discuss upright positioning of patient and the use of different cups when visiting tomorrow.
 
	Sadie Painter 
Band 4
















APPENDIX 5

Report of learner’s time and workload management

Report on learner’s time and workload management.

Sadie has a large workload within the Community Physiotherapy team but has demonstrated excellent time management skills, prioritised her tasks and set goals to ensure that her diploma work has been completed on time. It has been challenging for her, encountering difficulties with I T, but Sadie has overcome every hurdle and ensured that her work has been carried out and presented by the deadline. Sadie has shown excellent problem-solving skills and self-motivation. Demonstrating times of reflection and made necessary adjustments where needed. With a very busy family life and work life, Sadie has displayed exceptional organisational skills to ensure a good work life balance.   

Signed: K.E. Scourfield 						Date: 14.2.25
Clinical Lead Falls Physiotherapist 



APPENDIX 6

Log of compliance with mandatory training.

Please see my ESR record below:
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APPENDIX 7

Copy of recent Personal development Appraisal Review (PADR)
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APPENDIX 8

Copy of recent supervision records

Please see two copies of my supervision records, followed by a record of my caseload management supervision:

Supervision Record
Supervisor   ………CatrinL……………………………..
Supervisee …………Sadie P…………………………..
Date		……………20.11.24………………………..

	
Agenda Item

	
Discussion points
	
Agreed Action / By Whom/By when

	Agreed Agenda Items




















		
Well Being
Now that Sadie is at College every Tue she is finding it difficult to accommodate her clinical caseload into 4 clinical days. Sadie has worked hard to reduce her caseload number to adapt to this change.
Sadie gets herself worked up prior to any presentation work but has done very well in her presentation/exam. Hopefully with more practice she will build up her confidence. 


Current work priorities
Finding time for clinical caseload and also prioritising diploma work. Currently assisting with inducting new member of our team. Also been asked to assist with Monthly Monday respiratory clinic pt’s in North of county. 


Caseload/workload
Sadie is given 2-3hours on a Tuesday for self-study for the diploma but finds this is not enough time. She often works on the weekend to catch up with this work. 


Clinical Documentation
Sadie is ensuring she has enough time at the end of the day /next morning to write up clinical notes.


Service Improvement
Helping with induction of new Band 3 physio support worker. Also assisting in new resp clinic in North of county. 


Training and development; including development to meet PADR objectives
Sadie to attend this month’s Manual Handling training in CICC.
Ongoing work on Level 3/4 Diploma. Kelly S to support Sadie with these. 


Annual / TOIL
Sadie to put A/L onto ESR. No need for help on this. Sadie is trying to space out her leave more rather than accumulate until the end of the financial year. 





	

	Date of next supervision 16/1/24
Has this been entered in supervision log? 


Signature Supervisor ……………Catrin.E. Ladbrook………………  
Supervisee……Sadie.J. Painter…………………….......
Copy taken and filed in supervision folder? Sent to Amanda R



Supervision Record
Supervisor   ………CatrinL……………………………..
Supervisee ………………………SadieP……………..
Date		……………………13/2/25……………….

	
Agenda Item

	
Discussion points
	
Agreed Action / By Whom/By when

	Agreed Agenda Items




















	Previous Supervision notes
Reviewing how the Level 3 Diploma is going.

Wellbeing
Sadie is feeling much better now that her IT exam is completed and passed. The diploma work is feeling more manageable this month especially now that Sadie is allocating an afternoon / week to complete this work. 


Current work priorities
Sadie continues to attend college every Tuesday. She achieved presenting on Tuesday which was a big accomplishment for her. This was on Quality Service Improvement using PDSA cycle which Sadie focused on implementing a structured tool/checklist for Band 4 Physiotherapy Support Worker home assessments. 


Caseload/workload
Clinical supervision with Vic E monthly. Currently Sadie feels her caseload with community is manageable.  

Clinical Documentation
Sadie is currently all up to date with her documentation. This is manageable. 

Service Improvement
Due to sadies recent project with her Level 4 diploma, we will be implementing/utilising her ideas for a Checklist for Physio support workers during group clinical supervision sessions with Vic E.

Training and development; including development to meet 
Ongoing level 3&4 diplomas.

PADR objectives
Currently ongoing work with diplomas.

Annual / TOIL
ESR is up to date for A/L and Sadie has allocated the rest of her leave for the financial year. 







	

	Date of next supervision17/03/2025
Has this been entered in supervision log? 


Signature Supervisor ……………Catrin.E. Ladbrook……………… 
 Supervisee…Sadie.J. Painter……………………….......
Copy taken and filed in supervision folder?



                                                           RECORD OF CLINICAL SUPERVISION
                                                                                          
 
Supervisor: V Ellis Clinical Physiotherapy Lead-Neuro   

Supervisee: Sadie Painter                                                                                                                                     
  Date: 03 02 2025
	Issues/Items discussed
	Agreed Action/Outcome
	Timescale

	 
 
 
1.        Agreed to meet (SP and VE) approx. every 4/52 for next few months for clinical supervision, caseload review, service development work
2.       L4 diploma – is a lot of work, spent all of this weekend studying at home. It’s a lot on top of full time NHS hours. Has started to take hours on Mon pms in NHS hours to work on qualification. Kelly is supporting.
3.       L3 diploma – needs time to complete
4.       Sadie feels coping at present. Talks to team as needed for support in work. Is aware to escalate to line manager (currently AR) if needed.
5.       AL – all booked in and up to date
6.       Caseload review Fridays with lucy and catrin – Sadie brings problems as they arise and asks for help
 
7.       Caseload review:
 
1.       IE
Lucy pt. Contractures due to MS and dementia.
 
PA is not in good enough health for us to pass on to her to continue with treatment. Wife is worried about pt being discharged from the service.
Keely last saw pt in 2022 / 2023
Mari saw 2-3 x in 2023/4
Lucy seen 2x 2024/5 last review 10 01 2025
Seen by Sadie on a weekly basis during this time
 
Goal of treatment was for carers to achieve personal care of armpit and elbow crease and hand, fingernails digging into palm. And access to groin area for personal cares.
Treatment was:
1.       Botulinum toxin – last dose approx. March 2024 (sites TBC):
L pecs
L long finger flexors
L adductors
 
2.       Passive stretches with Sadie
3.       L & R resting hand splint
4.       Trial bilat PRAFOs when in stock
5.       Unable to handover passive stretches to PA
6.       Hoist into EPIOC. Only started hoisting since Christmas due to carers struggling to hoist as pt gets tense and shouts, verbally aggressive. Wife finds it easier to manage him in bed.
7.       Profiling bed, air mattress, sleep system – doesn’t use if has pressure areas – under DNs
 
Communication is difficult. Declining rapidly. Carers have little time. Have a daughter who lives in Cardiff, visits approx. once per month. Son unwell, lives down road. PA time with pt to give wife respite. Marie curie sit in service. Pt wakes at night shouting, wakes wife. Deteriorated in time known to Sadie, approx. 2 years. Not recalling now. Recurrent chest infections. Known to SALT, thickened fluids due to aspiration.
 
Wife gets more from Sadie visiting than pt does. Wife gets reassurance with him not physically getting worse. Wife has Sadie as sounding board. Wife wont ring Sadie but likes to ask her for advice. Wife speaks to daughter about issues, talk on phone. Wife has friends who call to see her.
Wife goes to ex group when people are available to sit with pt.
 
Direct payment PA 3-4 hours (1 afternoon per week). Then she goes shopping / meets friends. Wife goes out every time PA is there. Can’t get anyone else to help with extra PA hours – difficult behaviour for PAs to manage
 
Wife doesn’t want him to go for respite care away from home due to risk of pressure sores.
 
Saron care agency – young carers mostly. Can we influence them? Wife also tell carers if unhappy, so this causes upset sometimes. Not always same carers.
 
 
 
Patient 2. KK
 
Longstanding stroke. Having private physio.
Rx is not working. Now worse.
Has had further input with lucy, practicing same things eg GRASP
Sitting balance worse.
Standing worse
Sadie feels need to discontinue rx.
VE also agrees
Pt doesn’t engage with rx other than during visit.
VE aware that pt has seen multiple staff in team for a lot of rx.
 
 
Patient 3. CAD
Pt from Jo, assessed on 18 09 2024 as BGH discharge. Now needs to be seen by Jo again as Sadie unsure how to proceed. Jo reviewed 17 01 2025 – jo has organised a new ~ clinic review 04 02 2025.
Goal – progress mobility from walking frame to elbow crutches and stairs
Pt doesn’t do exs in between visits – why? Not interested? Increased ETOH?
 
Definitely has pain but doesn’t take regular analgesia despite advice
 
 
Patient 4. BE
To start GRASP. Lucy pt
 
Patient 5. NC
AR pt with Sadie
 
Patient 6. SE
Review and discharge. No problems. Post op environmental check and progress mobility
 
Patient 7. DS
Admitted to GGH with UTI. Painful hip
Husband to contact one discharge
 
Patient 8. MC
Pt with Pamela OT
 
Patient 9. EE
Lucy review last week – now has plan
Environment check. Balance exs from Jo.
Dizzy on feet.
 
Patient 10. TS
Stroke from Megan
GRASP
Seeing with Lucy
 
Patient 11. BC
Roseline handover. Joint session weekly with Ros and once per week on own
Passive exs for contracture R elbow, bilat knee pain
Sitting exs
Full hoist. Goal is stedy and tf closer to home
 
 
Patient 12. DJ
In pt in GGH gen surg ward? UTI
Catrin L pt with Sadie
Sadie to find out plan on ward
Knocked over by car, to increase confidence outdoors and progress mobility
 
Patient 13. DD
NP, due to see this week
 
Patient 14. MJ
Need to discharge. Originally on routine WL for foot pain. Now OK, Sadie done environmental assessment
 
Patient 15. DM
NP, needs to be seen
 
Meet again as agreed 17 03 2025 @ 2-4.30pm in AICC
 
 
Audit 2 sets of notes next time
 
 
 
 
 
	 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sadie’s reflection:
What is Sadie’s function in going to see this patient? Why keep going?
1. The service hasn’t requested her to stop going
2. Not had a registered review for a long time
3. Sadie started going to improve PROM in UL and LL for personal cares with carers – achieved.
4. Pass PROM programme to PA for maintenance – unable to do this.
5. Question is – does the pt still need the PROM programme of handling beyond positioning and splinting to maintain for personal cares?
6. One main problem may be the time and communication of carers in his care, rather than a purely mechanical problem
7. Carers – this has been going on for a long time. How do we affect this? Can we for this patient?
 
 
Plan following Lucy’s visit:
No rx with Sadie for 3 weeks to see how pt is.
Then Sadie to review after 3/52 and feedback to Lucy
 
Next review this week with Sadie.
 
Ask Wife how things are, how carers are coping.
 
 
1. Can the PA hours be increased per week?
 
 
 
Plan 03 01 2025:
1. Vic speak to Lucy today to agree plan
2. Need spasticity review and analysis for PROM in notes
3. Sadie review fri 07 01 2025, if ISQ then give wife safety next 2/12 – she can contact Sadie as needed
4. Sadie to consider if any further help is available for wife and this situation
5. Lucy and Sadie to trial PRAFOs in this time when they arrive – Deb to chase today
6. At 2/12 if ISQ consider discharge, Lucy Sadie and vic write discharge report – offer it to wife, place into physio notes, send to gp.
7. If there are other issues Sadie is concerned about eg re wife, then to consider what else is needed from us
8. Once pt is discharged, place name on LTC caseload at bottom so we have all pts together for future reference as needed.
 
Sadie is happy with this plan!
 
Sadie has worked really hard with this family, made really good results, thank you.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Plan for KK:
1. VE discuss with lucy with a view to discharge. Sadie to wait until this then remove off her caseload after discussion with lucy
2. Sadie book in time with lucy to check plan
 
 
 
 
 
 
 
 
 
 
VE and SP reflections of EDOCS record:
1. Every trauma including orthopaedics / stroke etc needs a date of incident so we can calculate healing times. Same for surgery. If longer than about 18 months, a month and year, or longer just a year. Approx guidelines
2. #NOF – needs to have the mechanism of injury in notes for prevention work
3. 3 issues to consider for us today – Sadie is not going back to see this pt. Await ortho fracture clinic review. Notes needs to be revised before Sadie sees pt again. Pt is deteriorating. VE to check with AR that Jo has clinical support for this case. Generally, the notes are thorough and adequate and delegated work tends to have clear history and plan. This is a one off.
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Plan:
Need to consider passive movements, stretches, contractures, neural and non-neural changes and spasticity – future session with VE – and goals associated with these


 
Signature of Supervisee:  Sadie.J. Painter                                                                                                        
Signature of Supervisor:              V Ellis                                                                          
Date of next review:  17 03 2025 @ 2pm
 












APPENDIX 9

Completed peer review

Please find below my Peer Reviews, I enjoyed learning a bit about other TAP’s roles.







Appendix: 9
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Description automatically generated]Therapy Assistant Practitioner:
Demonstrating Practice 
Peer Review Feedback form

This peer review feedback was completed by:       Sadie Painter                    Date: 11/02/2025

The following tables will contain peer review feedback on presentations demonstrating quality improvement projects, using a PDSA cycle. 


	Feedback one: 


	Presentation topic: The use of PROMS and PREMS for feedback

	

Congratulations 
	What does the presenter do well? What were the presenters’ main points? 

Presenter remained calm and delivered in a clear manner.
Described her PDSA cycle.
The main points that they covered was the use of Proms and Prems.





	


Ask for clarifying questions.




	What aspects of the presentation were confusing or unclear? Why? 

I personally did not know what proms and prems were? 

There was no clear difference from the use of the PDSA cycle, could there have been some extra data gathered?

What suggestions (at least 2) do you have for the presenter, in order to improve this presentation? 
Described what the terms stood for in the introduction.
Include something to keep the listeners attention, although spoke clearly it tended to be at the same tone.




	


Request more.


	What would you like to know more about the topic? 

Who created the Proms and Prems? Why were they chosen to measure the patient’s outcomes/feedback?

	

Evaluate its value.


	What specific details would you take forward into your own practice?

Our team would benefit of a questionnaire to measure our patients feedback to improve our quality of service.



	

Summarize 

	What new information have you learnt? Has this influenced you to think differently? 


I learnt that patient feedback forms are useful tool to improve quality of the service, but I think they should be done and the beginning to see what they expect, halfway through treatment and at discharge. These should be accessible to everyone.










	Feedback two: 


	Presentation topic: The use of patient information cards on the ward.

	

Congratulations 
	What does the presenter do well? What were the presenter’s main points? 

Loads of information given in a clear and accurate manner.

Their main point was to prove how important that it was for TAPs to know the patients current level of mobility before attempting to mobilise them on the ward.





	


Ask for clarifying questions.




	What aspects of the presentation were confusing or unclear? Why? 

There was no clear recording of patient’s previous level of mobility.


What specific suggestions (at least 2) do you have for revising the unclear parts of this presentation? 

Record patients’ previous mobility. Did they previously use an aid/equipment?

What are their goals?



	


Request more.


	What would you like to know more about the topic? 

Are they still used? Would they be sent back into the community with them to be used as a form of feedback to community teams?

	

Evaluate its value.


	What specific details would you take forward into your own practice?

I am not sure how we would use them in the community to update? Most patients are able to update us as they are generally no longer acutely unwell.



	

Summarize 

	What new information have you learnt? Has this influenced you to think differently? 

I think they use of the cards is a good idea. Making it easier for locum/bank staff who aren’t familiar with the patients/wards/staff more likely to mobilise their patients throughout their shift. It will certainly make practice safer. This should cut down people laying/sitting for long periods of time.
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5. TRANSFERS INSTRUCTIONS:
Arange chairs) for pivot transfer, Ask subject o transfer one way

Berg Balance Scale

Page10f4

Toward & scal wih amrests and one way toward a seat Without
‘amess. You may use two chairs one with and onc without
amuests) ora bed and a chair

4 able (0 trnsfer safely with minor use of hands
3 able to trnsfer safely definite need of hands

2 able to transfer with verbal cuing and/or supervisi
1 needs one person (o assist

0 needs two people 10 assistor supervise 1o be safc

6. STANDING UNSUPPORTED WITH EYES CLOSED
INSTRUCTIONS:

Please close your eyes and stand still for 10 seconds

4 able to stand 10 seconds safely

3 able (0 stand 10 seconds with supervision

2 able (0 stand 3 seconds

1 unable to keep eyes closed 3 seconds but stays safely
0 needs help to keep from flling

7. STANDING UNSUPPORTED WITH FERT TOGETHER
INSTRUCTIONS:

Place your feet together and stand without holding on.

4 able to place feet together independently and stand | minutc
safely

3 able to place feet together independeatly and stand | minute with
Supervision

2 able toplace feettogether independently but unable to hold for 30
scconds

1needs help to attain position but able (o'
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0 needs help o a

15 seconds feet

on and unable t0 hold for 15 seconds
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WHILE STANDING INSTRUCTIONS:

Lift amn to 90 degrees. Stretch out your fingers and reach forward
s far s you can. (Examincr places a uler a the end of fingertips
when arm i at 90 degrees. Fingers should ot touch the ruler while
reaching forward. The recorded measure i the distance forward
hat the fingers reach while the subject i in the most forward lean
position. When possible, ask subject (0 use both arms when
reaching to avoid rotation of the trunk.)

4 can reach forward confidently 25 cm (10 inches)
3 can reach forward 12 cm (5 inches)

2 can reach forward § cm (2 inches)

1 reaches forward but needs supervision

0 loses balance while tryingrequires extemal support

8. REACHING FORWARD WITH OUTSTRETCHED ARM ’ \ ’

Berg Balance Scale
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9. PICK UP OBIECT FROM THE FLOOR FROM A
STANDING POSITION INSTRUCTIONS:

Pick up the shoeslipper, which is place n front of your feet.

4 able to pick up slipper safely and casily 4
3 able to pick up slipper but needs supervision

2 unable to pick up but reaches 2-5 cm(1-2 inches) from slipper and
Keeps balance independently

1 unable to pick up and needs supervision while trying

0 unable to try/heeds asist to keep from losing balance or falling

10, TURNING TO LOOK BEHIND OVER LEFT AND
RIGHT SHOULDERS WHILE STANDING,
INSTRUCTIONS:

“Tum to look ditcetly behind you over towan the lft shoulder.
Repeat to the right. Examiner may pick an object o look at directly
‘behind the subject to encourage a better twist tum. L!

41looks behind from both sides and weight shifts well
3 looks behind one side only other sde shows less weight shift
2 tums sideways only but maintains balance

1 needs supervision when tuming

0 neods ase
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11. TURN 360 DEGREES INSTRUCTIONS:

“Tum completely around in a fullcrcl. Pause. Then tum a ful
circle inthe other direction.

4 able t0 tum 360 degees safely in 4 seconds o less
3 able to tum 360 degrees safely one side only 4 seconds or less
2 able 1o tum 360 degrees safely but slowly

1 needs close supervision or verbal cuing

0 needs assistance while tuming

12, FLACE ALTERNATE FOOT ON STEP OR STOOL
WHILE STANDING UNSUPPORTED INSTRUCTIONS:

Place cach foot alemately on the step/stool. Continue until cach
foot has touch the stepistaol four tmes,

4 able to stand independently and safely and complete § scps in 20
seconds.

3 able to stand independently and completc § steps in > 20 scconds
2able to complete 4 sieps without aid with supervision

1 able to complete > 2 steps needs minimal ass

0 needs asistance (o keep from falling/unable to try
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Berg Balance Scale

13 STANDING UNSUPPORTED ONE FOOT N FRONT
INSTRUCTIONS: (DEMONSTRATE TO SUBJECT)

Place one foot direely i front of the other.If you fecl that you
cannot place your foot directly n front,ty to step far cnough ahead
that the heel of your forward foot is ahead of the tocs of the other
foot. (To score 3 points, the length of the stcp should exceed the
lengih of the other foot and the width of the stance should
approximate the subject’s normal stride width.)

4 able to place foot tandem independently and hokd 30 scconds.
3 able to place foo ahead independently and hold 30 scconds
2 able t0 take small step independently and hold 30 scconds

1 needs help 1o stcp but can hold 15 seconds

0 loses balance while stepping or standing

T4 STANDING ON ONE LEG INSTRUCTIONS:
Stand on one leg as long a5 you can without holding on.

4 able to lift leg independently and hold > 10 seconds
3 able (o ftleg independently and hold 5-10 seconds

2 able to ftleg independently and hold >3 seconds

1 trics 0 ift leg unable to hold 3 seconds but remains standing.
independenly.

0 unable to try of needs assist to prevent fll

‘TOTAL SCORE (Maximum = 56)

s
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ADAPTATION REQUIRED

Detailed description to include measurements for rapid response and for fast track where possible

Please could you fit a 15 inch grab rail at approximately 2ft 9 horizontally in the down stairs wet room
below the shower fitting with a vertical 15 inch grab rail slightly above to the right hand side by the entry to
the shower.
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Date/Time

Signature

05/01/2025

S/VCG. Patient well. Patient has continued with his
[HEP. Discussed new resistance program set by myself
[with permission from CL-B6PT in our caseload
Imeeting. HEP sheet provided. Patient reports he has
Imobilised outdoors since last visit with support of his
family and a 4WW.

O/ Patient greeted me at door. Patient bright in mood
and appeared happy to take part. Short warm up
completed with no issues. Patient using red TheraBand
lused HEP sheet to independently run through exercises
lwith no issues. Patient completing 10 reps each.

|A/ Patient safe in the use of HEP. Patient maintained
balance throughout. No pain present through knee
today. Patient would benefit from Ax outdoor in
approx. 2 weeks. Patient happy to continue with HEP
independently.

[P/ SP to TC in 2/52 to arrange HV and AX with outdoos
Imobility if weather allows. Patient to complete mixture

lof HEP daily and increase indoor mobility.

Sadie Painter
Band 4
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Adult Speech and Language Therapy
Referral Form

Are you requesting assessment of:

Communication
Complete Page 182

o

Swallowing I
Complete Pages 1&3

Both O
Complete Pages 1,2 &3

Name: Address:
I [ |
DoB: I I
NHS No: I ]
Tel No: I

Postcode: I
GP : (Name & Address) Next of Kin:

[ ] Name: [l
Relationship: Daughter
Te! No: [N

Preferred Language:

-/ English / Other

Primary Medical Diagnosis: Stroke

Yes / No

Is patient aware of diagnosis
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Other Relevant Medical Diagnosis:
Ongoing cardiac investigation
Diabetic

Medication: (please attach medication list if appropriate)

Consultant:

Consent for referral: /No / Not Able
Are there any safety/security issues? Yes / / Don’t Know

If yes, please state what these issues are:
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With family/spouse I

Other: 5 prease specty
Referred By:Sadie Painter Designation: Print Name:
physio tech Sadie Painter

Date of Referral:07/02/2023

Tel No:07967193453

Referrer Address:

ICeredigon community physiotherapy team
Cardigan integrated care centre cardigan

Please return completed form to: Speech & Language Therapy Service, Nurses
Home, Glangwili General Hospital, Dolgwili Road, Carmarthen, SA31 2AF

Tel: 01267 227425 Fax: 01267 227347
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SWALLOWING DIFFICULTY

Does the person cough and/or choke:
I When eating When drinking

B Every time they eat and drink At any time, even when not
eating / drinking

Does the person have chest infections that require antibiotics:
IA the moment or very recently

O Frequently i.e. every 1 to 2 months

O_Occasionally

Does the person produce phlegm:

I Excessive amounts

0O _Some

0O _None
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When eating or drinking, does the person:

U Manage very little of each meal / drink
] Take a long time to eat or drink

What consistencies are they currently eating and drinking?
e.g. thickened fluids / soft diet / pureed diet etc

eats and drinks normal diet but is struggling to swallow

Is this difficulty:
Longstanding (-/ ears) OR sudden onset (days/weeks)

Is this difficulty:
I Regular / predictable (every other day or more)?

O Intermittent / unpredictable (‘good days, bad days”)?

O Occasional / infrequent (may have several days, or longer, without difficulty)?

0O _None O Mild I Moderate O _Severe

Any other comments / information:

Patient has had issues since his stroke especially with fluids. Patient had
previously been on thickened fluids in hospital but was discharged without.
Patient is recovering from a chest infection, completed antibiotics 01/02/2023.
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din As 1005A133223

Compliance and Competency | Back |

Enter any changes below. Click Add Competencies to add a new competence, or click Edit to update an existing competence. Click Review and Submit to finalise your changes,or click Back to return tothe
@TIP previous page. Click All Competencies to see a chronology of your competence record. WARNING: If a Competence End Date is not entered when the Competence Profile s updated, a validated End Date
will be entered, based on the Competence Renewsl Period. If a Competence End Date is entered, this will be saved on the Competence Profile.

EmployeeName  Painter, Mrs. Sadie Jane
Employee Number 26851230

Learner Home Page

Compliance | All Competencies  Awaiting Approval

@TIP Toview compliance for any additional assignments, select assignment from drop down and press Go
26851230 - Physiotherapy Assistant Prac v Compliance Percentage 86.7%

O Required Competencies Only

@TIPToview required competencies only, tick the checkbox and press Go

‘59... Rows 11030

Complance | Find

Status Learning
‘100|LOCALIAll Wales Career Framework -
> Complance - Level 2Generl 0-Framework Not Met | NoBoiy . .

100|LOCALIAIl Wales Career Framework .
> |Complance - Level 3iGenera 0- Framework Not Met NoExpiry - .

Edi

Competence Level Min Req Essential Expiry Date
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PERFORMANCE APPRAISAL DEVELOPMENT REVIEW

CORE PADR
My Name: Sadie Painter My Job Title: Physiotherapy
Assistant Practioner
Department: Community County: Ceredigion
Physiotherapy Team
Review Type: Foundation Gateway [[] ~Passed through
Gateway Yes [ No [
Review X (if applicable):
Final Gateway O
i i Review Period End
Review Period 15/07/2024 e 15/07/2024

Start Date:

Manager Name::

Date:

Amanda Rutter

Manager Job Title

My Pay Number:

Clinical Lead
Physiotherapist
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Personal Review - to be completed during the discussion

a) What has gone well for me this year?

*Enjoyed supporting new Physiotherapy support workers in their roles.
*Supported new Band 6 in her new role and learnt new skills from her experience
of working in a different health board.

*Supported new IST Band 6 Physiotherapist with stroke patients with early
discharges in the south of the county.

*Been part of the team supporting two physiotherapy students from Cardiff
university.

*Continue to support in the medication rehabilitation clinics with selected patients.
* Supporting the team with Sickness, working up in the north of the county and
Admin duties.

* Caseload management has improved.

*Keeping up with mandatory training in the appropriate time frame .

*Able to communicate with Registered team members to seek support if patients
require ongoing management.
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b) What could have gone better this year?

*Management of time for completing non-clinical work.
*Managing time to complete Diploma L3.
*Sourcing support for L3 Diploma with written and practical assesments.

c) What are my career aspirations for the next 12 months?

*Complete L3 diploma and commence L4 diploma.

*Continue to learn new skills from registered staff and other members of MDT.
Support any new staff entering the team.
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I always introduce myself to the patient and find out their
preferred ways to address them. I can adapt my language to suit

DIGNITY

the patient making communication clearer and more fluid for the T
patient. I always respect the patients values and beliefs when e

supporting the patients. FAIRNESS

I am always open with my patients if I feel they need further
support, remaining honest but respectful when doing so. I always
treat them with integrity, taking into consideration their feelings
or the feelings of them closest to them.

INTEGRITY

HONESTY

OPENNESS

I also show compassion whilst working alongside my patients and
team members.I can build up relationships with my patients and
fellow team members showing kindness at all times, allowing
them to feel comfortable in approachong me with any concerns
they may have.

CARING

KINDNESS

COMPASSION
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Progress against KSF Dimensions and Levels (see assigned KSF Job Outline)

Core Dimensions Foundation Final Comments/
Current -
Gateway * Gateway Evidence
Level
Level Level

(C1)Communication

(C2)Personal & People
Development

(C3)Health Safety & Security

(C4)Service Improvement

(C5)Quality
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(C6)Equality & Diversity [ [

Specific Dimensions (identify the 3-6 specific dimensions in KSF Job Outline)
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Objective Setting

What are my SERVICE objectives for the next year? (Max 8 key objectives)

*To provide high quality Physio rehabilitation within the community working
closely with senior members of staff.

*Receive regular supervision sessions and training sessions.

*Ensure mandatory training is kept up to date.

*To complete L3 Diploma and commence L4 Diploma.

What are my TEAM objectives for the next year? (Max 8 key objectives)

*To prevent hospital admissions and to assist hospital discharges to provide
rehabilitation closer to home.

*To liaise with the other B4’s in the support worker meetings with regards
experience of unfamiliar aetiologies / pathologies / experiences and feeding back.
Each B4 to take turns to discuss a topic.

*To support new B3 and Physiotherapists starting in the Community setting.

*To increase knowledge and skills with other support staff within HDUHB.
Attending Monthly webinar meetings with acute and community staff. Lunch and
Learn; a clinical learning for CSP members. Bitesize virtual learning. Reflective
writing to be carried out to evidence this.

*Increase knowledge of MDT working. Continue to spend time with specialist staff;
Frailty Nurse and outreach team. Attending and feeding back in the frailty
meetings.
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What are my PERSONAL objectives for the next year? (Max 8 objectives). How do they

relate to the Organisational Values? (click here Hywel Dda University Health Board | Values -
Introduction for further guidance)

Putting people at the heart of everything we do

To maintain a high standard of learning from others to support my
patients with a high level of skill, enabling them to reach their goals
with their best abilities.

Striving to develop and deliver excellent services
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Continue with and complete my L3 Diploma and commence my L4
Diploma to increase my skill set further. Seek regular supervision
from peers and increase knowledge and skills.

Working together to be the best we can be

Working as part of the team to support new members of staff.

Working and communicating with other members of MDT to create a Q

streamlined service allowing access of other services to patients for 0

further support needed. %
o

Identify under the headings below the learning & development needs required to
fulfil/maintain your personal objectives

Mandatory Training (click here Mandatory Training Matrix for further guidance)

Mandatory is currently 96%. Currently waiting for dates for Fire training.
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Development to meet objectives (click here for Hywel Dda e-Prospectus)identify category
(Health Board Priority / CD1 / CD2)

Arrange shadowing with new members of staff.
Applied for L4 Diploma

Are you on the NMC register? Yes No g

If ‘yes’ please refer to Appendix 1

Are you completing this PADR as part of the mentorship process? Yes No g
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If ‘yes’ please refer to Appendix 2

General Comments

Please summarise how you feel the last 12 months has gone.

The last 12 months have been very busy as an individual with the Physiotherapy
team. I have enjoyed supporting new members of the team and I feel I have
accomadated them with adequate support within their roles. My caseload
management has improved this year but it still occasionally becomes difficult to
manage if there is planned annual leave or sickness within the team. I have
enjoyed working with the new Band 6 IST with a variation of new skills needed for
the stroke patients. I have covered Admin duties which have become easier to
complete. The area of which I have covered this year has also been challenging due
to increased caseload in the Mid of the county but I feel I have achieved this well
by pooling the patients in area clusters. I have found it easier to gain support from
Registered staff now we are having daily huddles within the south team, making
communication easier and the addition of the admin log has ensured that work is
being completed in sufficient time. I aim to continue with completing my L3 and L4
diplomas with support of staff in my team. I feel I am a valued member of the
team and that I am always supported by my seniors to ensure I work to the best of
my ability with my role as a band 4 Physiotherapy Assistant Practitioner.
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Summary (To be completed by Reviewer)

Provide a summary of your overall assessment of the individual’s performance during the
review period, including any areas requiring improvement.

Sadie has been a pivotal part of the team in inducting the new members of staff to
the service in the past year. We have gained 2 additional Band 3 Physio suppoort
workers and a full time Band 6 physiotherapist to the South of the county. We have
also had 2 students in the past 6/12 in which Sadie has allowed time for them to
shadow her work. In addition to new staff members we have also adopted new
ways of working, in which Sadie has embraced and is using the systems efficiently
i.e. log and daily huddles. Sadie has showed us that she is able to work flexibly
around service needs with regards to staff sickness & A/L. This has entailed working
across the county as required. Sadie has learned over the past year to avoid more
than 4 clinical patients in one day, in order to allow time at the end of the day to
write up her notes. I will continue to support Sadie to complete her Level 3 Diploma
this year, and hope to see her commencing the Level 4 Diploma. Thank you for all
your hard work whilst always putting the patients at the heart of all you do.
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I am committing to this by signing
:Sadie.].Painter

Date:09/07/2024

My manager agrees by signing : Catrin ladbrook

Date:15/7/24

Date of Next Review:July 2025
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Berg Balance Scale

Wik sure thee s table suface mearby for ity

When Grading: lease mark th awest category that psles

Oate
9k /or)s]

Date

Date

Date

Score

T STTTING TO STANDING INSTRUCTIONS:
Pease stand up. Try not to use your hand for support.

“4able o stand without using hands and stabilze independently
3 able to stand independently using hands

2 able to stand using hands afte several ries

1 needs minimal aid to stand or sabilize

0 nceds moderate or maximal assist 0 stand

L3

2. STANDING UNSUPPORTED INSTRUCTIONS:
Please stand for two minutes without holding on.

4 able t0 stand safely for 2 minutes
3 able (0 stand 2 minutes with supervision

2 able to stand 30 seconds unsupported

1 necds several tries to stand 30 seconds unsupported
0 unabie to stand 30 seconds unsupported

Ifa subject i able o stand 2 minutes unsupported, score full points
for siting unsupported. Proceed to tem #4,

3. SITTING WITH BACK UNSUPPORTED BUT FEET
SUPPORTED ON FLOOR OR ON A STOOL
INSTRUCTIONS:

Please it with arms folded for 2 minutes.

4 able to it safely and securely for 2 minutes
3 able t0 it 2 minutes under supervision

2 able to able to sit 30 seconds.

T able tosit 10 seconds

0 unable to sit without support 10 scconds.

4 STANDING TO SITTING INSTRUCTIONS,
Please it down.

4 sits safely with minimal use of hands
3 controls descent by using hands

2 uses back of lgs against chair to control descent
1 sits independeatly but has uncontrolled descent
0 needs sasist to sit
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