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To what extent does a Therapy assistant practitioner support a person at home following a stroke?
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Introduction  
This research report aims to explore how a therapy assistant practitioner (tap) supports a person at home following a stroke.  A case study will be presented of a stroke victim, this will continue to be a theme throughout this report.  An analysis of the case study will be presented, considering both its strengths and weaknesses in order to capture a true reflection of person-centred support at home following a stroke.  An overview of the condition will then be explained, focusing on statistics from Wales.  
Previous approaches to the condition will be discussed in regard to what a person received prior to the introduction of the early supported discharge team for stroke in the Cwm Taf University health board.  There will be guidelines from 2012 addressed in this segment as well as current 2023 guidelines in order to differentiate between past and up to date practice. The role of the tap within these guidelines will also be highlighted and again this segment will stipulate what was required before and after the new guidelines.
Current approaches to the condition will look at current national institute for health and care excellence guidelines and the types of therapy to treat the case studies condition.  The report will again discuss the role of the tap and their input into ensuring a person-centred approach.  Person centred care will be a key theme throughout this report; however, this segment of the report will focus on what it entails in respect of the case study and beyond.
Co-production in health will also be explored and this report will show how collaborating MDT individuals helps progress a person.  It will highlight, in particular the collaborative work that was done in respect of the case study and the benefits of this in terms of rehabilitation and independence for the individual.
Finally, the report will discuss the importance of clinical governance and how the national health service organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care.  In particular education and training, risk management and service user involvement.  Ultimately it will explore how all of this ensures a tap supports a person at home following a stroke.



Case study 
This case study will be looking at the role of a tap working within the early supported discharge team (ESD) for stroke.  This study focuses on a gentleman who was admitted to hospital following a sudden onset of left sided weakness, slurring speech and left facial droop.  Diagnosis was a haemorrhagic stroke within the right thalamic intraparenchymal.  This means a bleed occurred within the brain tissue, typically caused by a rupture of deep cerebral arteries (Bonovich,2012).  This case example will be given the name George to maintain confidentiality. 
George is an 85-year-old gentleman who has a past medical history of osteoarthritis (OA), Hypothyroidism, Hypertension and asthma.  Poor controlled hypertension is a known risk factor of a stroke occurring, although less known is the relation between asthma and occurrence of a stroke.  Choi et al (2019) suggest that cardiovascular diseases are related to the risk of stroke and share a common pathophysiology.  Therefore, the relationship between a stroke and asthma is common.  George was previously independently mobile, used to drive car and lived an active lifestyle.  Initially he mobilised with a rollator Zimmer frame on the ground level of his home.  George had set goals of being able to mobilise with a walking stick, be independent with personal care and re-access the community.  To enable discharge, George had a bed placed downstairs. 
Following discharge from hospital to ESD George has been engaging in his programme from Physiotherapy (PT), Occupational Therapy (OT) and speech and language for his ongoing dysarthria.  He participated in sessions working on his lower limb strength by completing standing exercises, higher level balance work and gait re-education.  OT have been completing complex kitchen sessions and washing and dressing practice 
Initially, George had reduced exercise tolerance and fatigue, this impacted his therapy as he would not complete exercises outside of his sessions, therefore affecting his mood.  His long-standing OA within his left knee would cause him pain and collapse.  From being in hospital for a number of weeks, George became globally deconditioned, this is defined as the physical, phycological and functional decline that occurs as a result of prolonged bed rest and loss of muscle strength (Arora, 2022).  
George made significant progress, improving his mobility, balance and strength within his 6-week programme.  As the team felt that he was continuing to progress, it was deemed appropriate to lengthen his programme.  This enabled George to be seen twice a week for a further 3 weeks.  Within this time, he was successful in walking with a walking stick with supervision and was able to re access the community using a four wheeled walker with his family, both goals he originally set.    






















Overview of condition
The national institute for health and care excellence (NICE 2023) define stroke as a clinical syndrome of presumed vascular origin characterised by rapidly developing signs of focal or global disturbance of cerebral functions which lasts longer than 24 hours.  This can be a life changing and sometimes debilitating event that affects a large number of the population yearly, sometimes leading to death.  The Welsh government (2022) state that there are currently 70,000 stroke survivors living in Wales at present, with an estimated 7,400 people experiencing a stroke each year. 
A stroke can have a profound effect on individuals and their families as stroke victims often experience physical disabilities, which affects their ability to perform daily activities such as washing and dressing.  With the estimated number of stroke victims affecting over 7000 people annually, its estimated that it costs the national health service (NHS) Wales over £220 million, equalling to approximately £45,409 per patient in the first-year post stroke (Welsh government, 2024). 
It has been reported that reduced patient flow through the stroke pathway has a significant impact on patient care.  The reduction is considered to be through the high demand on beds, which is limited by the delay in discharges, meaning longer stays in hospital (health inspectorate Wales, 2023).  Patients are often waiting the in accident and emergency department for a bed within a stroke ward, therefore they not followed up by stroke specialist rehabilitation team within the 72 hours that is recommended via guidelines to develop a management plan (NICE, 2023), which can potentially impact a person’s recovery. 
 







Previous approaches to the condition  
In 2012 the stroke service within Cwm Taf Morgannwg health board did not have an ESD service that would provide ongoing rehabilitation within a patients home following discharge from hospital.  The redesign of stroke services was driven by the need to improve the quality of services in line with the national clinical standards (Cwm Taf university health board, 2025).  In 2014 the health board established the ESD team using experienced staff working within the stroke pathway with a mixture of permanent and rotational staff.  The aim of this was to provide appropriate patient centred rehabilitation at home, facilitate early discharge home from the acute setting and to overall reduce the length of stay within the inpatient sites.  
The role of the tap within this service was then established to facilitate a more robust and flexible multi-disciplinary team (MDT).  When considering George and his recovery, if he hadn’t been discharged home with ESD, there is a likelihood that he would have been discharged home with no immediate therapy input, as there was no community stroke service.  There was a reablement service active at that time, although they do not provide stroke specific care.  Continuity of care is essential in healthcare as it ensures that patients receive consistent and co-ordinated treatment throughout their journey, promoting a positive relationship between therapist and patient (NICE, 2023).  A lack of continuity of care can lead to significant challenges, for example, the patient may feel frustrated and lacks trust as they have to repeat their medical history and have to establish new relationships.  
The 2012 national clinical guidelines recommended that a person has up to forty-five minutes a day, five times a week (Royal college of physicians, 2012).  Current guidelines stipulate up to 3 hours a day currently 5 days a week (NICE,2023).  The comparison to current guidelines is vast when considering the amount George received within his timeframe.  The likelihood of George having achieved his goals of walking with a walking stick and returning to accessing the community would have been unlikely hadn’t he received this input.  The extension of his programme with the early supported discharge team also facilitated this.   




Current approaches to the condition 
Following a stroke rehabilitation of this condition should be considered, should the person have stroke specific goals.  The National clinical guideline for stroke (NICE,2023) stipulates that people with motor deficits should receive a minimum of three hours of multi-disciplinary therapy a day up to five times a week.  Evidence shows that when a person receives more intensive rehabilitation for longer periods, it improved the quality of life and daily living for stroke patients (NICE, 2023).  

Once deemed medically fit it is recommended that therapy begins within twenty-four to forty-eight hours post onset of stroke symptoms.  Therapists are advised to incorporate the practice of functional skills within their sessions such as washing and dressing consistently.  Studies found that people who received occupational therapy targeting this skill, performed better and had a reduced risk of a poor outcome (NICE,2016).  Patients are encouraged to be independent with tasks, despite the difficulties, so they are able to attend to their own personal care to retain their dignity.  Research indicates task orientated therapy promotes patient centred rehabilitation by focusing on functional activities that promote a person to acquire motor strategies to fulfil functional needs (Almhdawi, K, etal,2016).  By consistently practicing such techniques within the rehab setting and at home, George was able to establish his own routine within his own environment, to be able to shower himself independently. 

The tap currently has an important role in delivering person centred care, which is an approach that focuses on treating individuals as a whole person, respecting their beliefs and wishes and involving them in making decisions such as setting their own goals.  They educate and empower patients to enable them to make decisions by exploring the risks, benefits and consequences of available options.  George set a goal of being able to walk with a walking stick.  As a stroke compromises a person’s standing balance and strength, Gait re-education aims to enable muscles and joint to work together in an efficient, manner to allow a person to walk effectively (Physio.co.uk 2025).  The tap is required to carry out this under guidance of a physiotherapist to enable the patient to achieve their goal.  Current challenges when aiming to deliver person centred care can be when a patient isn’t realistic with their set goals or have limited insight into their abilities.  Regular goal planning meetings with patients and family are essential in openly discussing goals, involving the patient in decision makings, following the professional’s findings, promoting a joint working partnership between therapist and patient that remains open and honest.      

 






Co-Production 
Co-production in health refers to a collaborative approach where healthcare professionals, patients and communities work together as equal partners to support a patient with their needs (social care institute for excellence, 2022).  This aims to create person centred care by involving patients in making decisions about their needs.  
A tap will complete interventions as delegated by healthcare professionals.  They will work within an MDT consisting of PT, OT and stroke nurses who they will liaise with during weekly multi-disciplinary meetings.
George had support from internal agencies within health such as allied health professionals, community stroke nurses and his stroke consultant.  The OT will work closely with PT to maximise a patient’s potential.  Clarke and Forster (2015) imply that working collaboratively as a team to share knowledge and specialist skills will benefit stroke survivors.  George had set a goal of returning to completing kitchen tasks.  Joint sessions were completed where the OT oversee the cooking task, whereas PT facilitated the stand, by ensuring adequate knee control.  
The stroke consultant optimised George’s medication such as blood pressure control, this was to ensure George medically fit for rehab.  The society for hypertension guidelines recommends that an individual who are at risk with a high blood pressure should be immediately placed on antihypertensive medication (Abubakar, S, etal, 2015), aiding the prevention of another stroke occurring. 
George required input from an external agency called care and repair.  A referral was required for internal and external grab rails to facilitate transfers in and out of the home.  This enabled the tap to practice the transfers, so George was able to return to accessing the community.  As this referral was made to an external agency a drawback was the delay in these being completed, this meant George was isolated within his home for some time.  
Ongoing family support was required for George to maintain his independence and achieve his goals.  They purchased him a four wheeled walker, so he was able to participate in outdoor mobility with PT.  Had they not, George would have remained within his home and would not have been able to continue building on his exercise tolerance and distance in the community.  Initially George’s family portrayed anxieties that limited his potential to progress.  For example, they would not let George walk with his rollator Zimmer frame unsupervised.  By doing so, this made George feel that he had lost his independence which affected his mood.  Post stroke mood and emotional disturbances are frequent, studies show this can negatively influence a patient’s quality of life, should it persist (Jong S. Kim, 2016). 






















Clinical governance and supervision framework 
Clinical Governance is the system through which NHS organisations are accountable for continuously improving the quality of their services and safeguarding high standards of care by creating an environment in which clinical excellence will flourish (Public health Wales, 2023).  This is recognised via seven pillars.  For the purpose of this research project, there will be focus on three in particular that consist of education and training, risk management and service user involvement. 
The education and training pillar emphasises the importance of ongoing professional development and training for healthcare professionals to ensure they have the skills and knowledge to provide high quality care.  The tap is encouraged to actively engage in their continuing professional development (CPD), to ensure they are working within their scope of practice.  By engaging in CPD practice appropriate to their job role, it ensures that the tap provides a person centred, ethical and effective service that reflects developments in practice (CSP, 2012).  Regular supervisions with the physiotherapist to discuss complex cases for example allow for ongoing learning to compare ideas and facilitate joint sessions if required.  In the case of George, regular joint sessions were held between the tap and physiotherapist. Verbal reflections post visit was also effective when implementing changes following the physiotherapists findings.  
The risk management pillar refers to systems that are in place to identify, assess and manage to minimise risk and safeguard those we work with and for (Public health Wales, 2023).  When discharged home to esd, service specific risk assessments were carried out on George to ensure that staff who attended his property, were made aware of potential hazards.  This risk assessment determined the need for staffing and skill mix.  Without a risk assessment the likelihood of staff facing an unsafe scenario could be high.
The service user involvement pillar refers to the importance of involving patients in the decision-making process relating to their needs, by respecting their preferences by promoting effective communication so their care is person-centred (Salford professional development, 2024).  Pre and post intervention outcome measures were completed with George to establish his needs from his perspective.  This helped the MDT to evaluate the effectiveness of treatment given from his own experience to allow for potential change in practice for the future.  A drawback of providing paperwork is that they can sometimes be mis-placed or lost, therefore when new ones are given at a later time, it isn’t a true reflection of one’s ability at the start of their programme.  In George’s case, the tap had to fill these in with his partner present, who often spoke for him.  This was then not thought to be a true reflection of George’s thoughts or wishes, which eliminates the person-centred approach. 
A person-centred assessment for a stroke survivor who struggles to communicate can still be conducted effectively by ensuring their needs and preferences remain central to the process.  This can be done through using alternative communication methods such as non-verbal cues, facial expressions, gestures, and body language.  Assistive technology such as speech-generating apps or picture boards can help the individual express themselves for participation.  It is important to involve the person as much as possible even if someone is speaking on their behalf, they should be present and included in all discussions.  If a family member or advocate is speaking for the person, they should be well-informed about their preferences. 















Conclusion and recommendations 
The role of a tap in supporting stroke patients at home has evolved significantly between the 2012 and 2023.  In 2012, the focus was primarily on basic rehabilitation support, assisting with mobility, communication, and daily activities under the supervision of qualified therapists.  However, the 2023 guidelines emphasise a more specialised and proactive approach, integrating telerehabilitation, fatigue management, and community participation programs.  
As mentioned within the report, continuity of care is essential in healthcare as it ensures that patients receive consistent and co-ordinated treatment throughout their journey, promoting a positive relationship between therapist and patient (NICE, 2023).   These guidelines emphasise the importance of continuity of care in stroke rehabilitation, particularly through specialist stroke services.  They recommend that stroke patients receive consistent rehabilitation from a specialist stroke team, whether in a stroke unit or through early supported discharge, which was unavailable in 2012.  The guidelines also highlight the need for multidisciplinary teams to ensure appropriate transitions between hospital and home care, reducing gaps in rehabilitation.  However, successful implementation depends on resource availability, staff training, and access to community-based services, all of which can be significant constraints.
Evidence shows that when a person receives more intensive rehabilitation for longer periods, it improved the quality of life and daily living for stroke patients (NICE, 2023).  It is also important to consider that while intensive rehabilitation can significantly improve quality of life there are several challenges and potential drawbacks to consider.  These include fatigue and burnout and prolonged rehabilitation sessions may lead to physical and mental exhaustion.  Many stroke survivors experience depression, anxiety, or frustration due to their condition.  Tap’s offer encouragement, motivation, and coping strategies to improve mental well-being (NHS employers, 2020).
It is evident to see through this report that a tap plays a vital part in the rehabilitation of a person who has suffered a stroke and the progression and role that the new guidelines have played in supporting that is instrumental.  Tap’s not only assist with physical recovery but also support cognitive, emotional, and social rehabilitation.  They help patients regain independence in daily activities, such as dressing, cooking, and mobility.  The 2023 guidelines emphasise telerehabilitation, allowing taps to support patients remotely with digital tools such as apps for speech therapy or mobility exercises (NICE, 2023).
Based on the findings within the report, the following recommendations are proposed in order to improve the support that the tap gives to a patient at home within their care.
Enhanced Training – Tap’s should receive specialised training in telerehabilitation and psychological support to align with the 2023 guidelines 
Early Intervention – Stroke patients should be assigned a tap immediately after hospital discharge to ensure continuity of care.
Community Integration – Tap’s should facilitate social participation programmes to improve mental well-being and reduce isolation.
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