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Introduction 
This research report examines how the rehabilitation of patients with a diagnosis of stroke is impacted by the introduction of therapeutic intervention over a 7 day period. This working pattern contrasts to historically where nursing teams led patient care over the weekend and thus therapeutic intervention was a 5 day service. 
[bookmark: _Hlk196802354]In Cardiff and Vale University Health Board the therapeutic input of the Multi-Disciplinary Team (MDT) on the Stroke Rehabilitation Centre (SRC) was historically Monday to Friday. In 2015, a trial of weekend rehabilitation assistants proved successful in increasing the value of increased opportunity for therapeutic repetition, resulting in over 50% reduction in patient’s average length of stay alongside  notable functional gains (Haddock, C. 2019). This resulted in securing funding for the introduction of the new 7 day service of  Multi Professional Rehabilitation Assistants (MPRA) in 2021. 
In order to reflect on the impact of a 7 day service which the TAP (therapeutic assistant practitioner), in this case the MPRA role, enables, this report reflects upon a case study from a Cardiff rehabilitation unit, SRC and primarily UK based data. The aim is to outline and evaluate the complexities surrounding service delivery within the context of an MDT led inpatient unit. This report focuses on the National Clinical Guidance for Stroke (NCGS, 2023) which indicate that in order to meet patients motor recovery goals they should be supported to be active for 3 hours daily. Understandably, a 7 day service has potential to contribute to this greatly if data is evaluated as an average.








Case study
An MPRA’s role is to provide additional therapy to a small cohort of patients on a 42 bedded inpatient ward. The role combines six disciples to meet individual’s goals in a person centred way and embraces the ethos of the ‘7 day NHS’ model (DOH, 2015). As level 4 practitioners, MPRAs take responsibility to exercise autonomy and judgement within their scope of practice, to manage a delegated caseload of patients and to deliver a 7 day inpatient rehabilitation service and 5 day community service (ESD). 
The qualified physicians are responsible for referring appropriate patients to the MPRA service by outlining which tasks patients would benefit from engaging in. The MPRAs are responsible for deducing who is suitable based on their ability to engage, and benefit from, additional therapy alongside carrying out treatment programs, documenting and feeding back to the physicians when interventions are undertaken. The job role is varied and allows for an element of inventiveness through both functional and clinical tasks aiming to rehabilitate patients holistically in a person centred way and increase their independence in activities of daily living.  MPRA’s main task is to establish patient goals as outlined by the NICE quality standard guidelines (NICE, 2023) and then develop a suitable therapy plan, in line with the MDT guidance, to meet the recommended 3 hours of therapy daily for each patient. In keeping with the statement that “Functional activities should be individualised to the person’s goals and interests” (NCGS, 2023).

To illustrate the benefit of the MPRA service this report uses the case study of, Juan, pseudo name in line with Data protection act (DOH, 2018). Juan was a 35 year old man from Spain who was working in the UK as a head chef and enjoyed leading an active lifestyle combining social time with friends, cross fit training, bouldering and hiking. He was found unconscious in his garden and brought to the acute unit where he was diagnosed as having had an Ischemic Stroke.  
As outlined by the Stroke Association (SA, 2024) a stroke happens when the blood supply to a part of the brain is cut off and kills brain cells affecting how the body functions. The effects of a stroke depend on where it takes place in the brain and how big the area of damage is. A stroke can be ischaemic (caused by a clot) or haemorrhagic (caused by a bleed). 
Juan had an Ischaemic stroke which resulted in unilateral paralysis of his left side, heart problems, muscle loss and ataxia all of which are common in an Ischaemic stroke. He experienced cognitive issues including processing and memory difficulties. He also had to regain his independence through compensatory skill development and adapt his meaningful occupations which are linked to self-identity as highlighted by Williams and Murray (2013). Juan was ideal for the MPRA caseload as he had physical needs (gait re-education, muscle strengthening, upper limb rehabilitation), social needs (re engaging with friends and reengaging in meaningful occupations with compensatory strategies) , psychological needs (adapting to a new lifestyle and emotional changes) and he was able to tolerate and motivated to engage in the additional therapy. The above criteria were outlined in the MPRA standard operating procedure (CAVUHB, 2019) and are in keeping with the concepts of neuroplasticity, the brain’s ability to adapt in response to injury or experience, which, as Kimberly et al (2010) deduce may lead to cortical re organization and thus skill acquisition. 

As Juan progressed from an inpatient on an acute ward, to SRC and to community services he was supported and guided throughout to meet his goals. His circumstances and incredible motivation to engage independently meant that he surpassed the recommended therapeutic guidelines and now, 2 years later, is living independently in the community, climbing, engaging in cross fit and active in the stroke community  groups alongside volunteering on SRC to help others.  To reinforce this Glass et al (1993) looked at performance in both activities of daily living and mobility and found marked improvements in patients with more social support and involvement, however, in contrast to this,  British Psychological Association (BPS, 2013) argue that research correlating these factors are limited.

According to the Stroke association (SA,2025) there are more than 100,000 strokes in the UK annually which is in keeping with the ‘State of the Nation’ report (HQIP, 2024) which stated 96,222 stroke patients were admitted to hospital in 2023-2024. (appendix1) 
For the individual, families and health service there are many challenges of the condition and with accessing services which depends largely on the type of stroke and patients’ individual circumstances. 
For example, for the patient, physically stroke can result in paralysis, increased fatigue, muscle weakness and headaches and ultimately. As the British Heart Foundation (BHF, 2025) outline, stroke is one of the UKs biggest killers and the single biggest cause of severe disability in the UK. Mentally it can result in isolation and depression, memory problems and cognitive difficulties alongside swallowing and communication difficulties which are estimated to affect 1/3 of patients (RSCLT, 2010). Understandably, this impacts on their lifestyles, societal participation, relationships and overall health. Juan had an added language barrier, and his family were living in Spain and not able to speak English which presented a barrier to them receiving information to make informed decisions about his care as well as being physically present to support him. This correlates with Shamsi et al (2020) who deduce that language barriers affect healthcare access, communication and patient satisfaction and make delivery of high quality care very challenging.
For families, stroke can result in financial implications, stress, increased fatigue and major lifestyle/role changes. According to the National Institute for Health and Care Research most of the £16 billion annual economic loss in the UK was due to unpaid care (NIHR, 2023) to expand on this, Feigin VL et al (2010) depict the ‘burden’ stroke places on family and Salter et al (2008) report that 48% of caregivers reporting health problems, two-thirds a declining social life, and overall high self-reported levels of strain. 

Overview of condition
For the health service documented challenges include budgets and increasing waiting times for treatment which can result in delayed lifesaving treatments. For example, thrombectomy needs to be carried out within 4 hours of stroke onset, the cost which is estimated at 8.6 billion annually (Powell, 2023). Overall, increased demand on services alongside staff shortages can put a strain on services and as the Stroke Association identify “We are currently in the middle of our biggest ever health and social care workforce crisis” (SA, 2025) which puts remaining healthcare staff under extreme and chronic pressure to deliver care with fewer resources. 
Previous and current approaches 
Research suggests that stroke services have undergone marked development since the development of the CT scan in 1970 which advanced the doppler ultrasound previously used as a diagnostic tool. Grotta, JC (2021) highlights this as a pivotal point of progression in stroke services . Further to this, Grotta identified that increased education for medical students from 1960s and reliance on animal studies throughout the 1980’s and 1990’s assisted timely diagnosis and effective treatment implementation. Similarly, the emergence of campaigns such as the FAST campaign (PHW, 2023) aimed to raise awareness to the general public of how acting fast when a stroke is suspected may contribute to timely diagnosis.  In support of this, the ‘State of The Nation’ report (HQIP, 2024) identifies that there is a reduced median time from onset to arrival at first hospital from 2022/2023, increased proportion of patients receiving brain imaging within 20 minutes of hospital arrival and increased number of patients being assessed by a specialist within the first hour of admission. In keeping with this, there is a 6.4% reduction in mortality rates in patients experiencing an ischaemic stroke in the UK from 2007 - 2020 (Nice, 2023).
There have been marked advances in treatment and prognosis of stroke, from 1950 when specialist stroke units emerged which Drounin et al (2023) suggest indicates contributes to a reduction in mortality by around 25% in comparison to hospital care. Rogers et al (2017) infers that this improvement may be partially due to provision of specialist multidisciplinary care for diagnosis, emergency treatments and rehabilitation. Previously patients would have received treatment in a medical setting which, although may be clinically advantageous, may lack rehabilitation input. Consequently, jeopardising neuroplasticity, the brain’s ability to form new brain connections following a stroke, where these connections can be misdirected and thus the impact on the individual may be, for example, loss of motor skills which can be worked on within a certain time where the brain is receptive. 
Increasing evidence suggests that greater doses and intensity of therapy improve motor function and functional independence measures (Tang et al, 2024). In 2016 guidance suggested that 45 minutes of rehabilitation was sufficient, whereas now NICE guidelines (2025) recognise that increased intensity of therapy improves activities of daily living and quality of life and state the optimal daily rehabilitation input to be 3 hours minimum. 
Prior to the MPRA role, TAP interventions would operate as a band 3 over a 5 day service. Support for a 7 day MPRA service comes from Clark et al (2017) who highlight the research that identified that rehabilitation intensity, repetition of exercises and type of therapy are also factors to be considered when evaluating outcomes. Therefore, it could be proposed that a service spanning an additional 2 days would give scope to achieve the daily 3 hours. As outlined by the Charted Society of Physiotherapy (RCP, 2019) band 3s have less ability to make decisions, less knowledge and less autonomy which doesn’t permit unsupervised weekend working. MPRAS have scope to progress and regress a patient which allows weekend working and thus gives scope to meet the rehabilitation targets. 
Previously TAPS would also have been uniprofessional whereas MPRAs cover 6 disciplines allowing a more person centred, goal focused, holistic approach.  This holistic approach could be seen as in keeping with the multidisciplinary approach that stroke care warrants  allowing scope to achieve tasks in a meaningful person centred, therapeutic way.  Controversially, Clarke et al (2015) highlights, MDT working doesn’t always result in treatment based on integrated inter disciplinary working encompassing shared objectives or methods.  
As Jesus et al (2016) deduced, a move from ‘delivering a service to a patient to achieve an outcome’, to ‘incorporating therapeutic goals into their activities’ presents as more person centred. The latter approach, and that of the MPRA, would thus meet the service needs of delivering 3 hours of therapy daily as well as working with patients on their goals and abilities. The challenge to MPRAs of this delivery is ensuring the therapeutic interventions are inclusive of all 6 disciplines and holistic for the patient which can be challenging due to time restraints, staff sickness, different interpretations of patient’s therapeutic needs and pressures to achieve certain outcomes to facilitate timely discharges which may not always be possible with a person centred approach. For example, there is an increasing demand on stroke services to transfer to community services so a patient may need to practice cooking as a preliminary to discharge but may want to prioritise walking outdoors. MPRAs would have to try and incorporate both into the intervention by, for example, walking the patient outdoors to access the kitchen.  
MPRA’s are responsible for their own case load which can be challenging with limited resources and increasing demands, meaning organisation and prioritisation are key parts of role. Service needs are prioritised based on the handover from the previous interventions alongside information from MDT meetings where individual patients are discussed on a need’s basis. For example, early discharge may be highlighted for a patient to facilitate progress and thus this may guide MPRAs clinical decisions as it within the scope of their role to accommodate the necessary ‘pre discharge’ requirements.  Patients real time observations such as blood pressure, blood sugars and medical status are key factors to consider when prioritising needs too.  
Due to service development, MPRAs have a considerably larger range of treatment equipment, access to training and treatment options to utilise than previously and scope to use it independently. MPRAs can give insight to patients on how their community treatment may develop owing to the fact that they operate in the community.  MPRA’s use their own outcome measures which previously TAPs wouldn’t, this allows MPRA to goal set and work towards person centred goals which gives the TAP the autonomy to use their skills to achieve patient goals and therapeutic aims at a band 4 level.
Coproduction 
MPRA’s operate in an NHS hospital setting within a wider MDT to help meet patient’s rehabilitation needs holistically, it is vital they collaboratively work both internally within the NHS for example nursing teams, social workers and orthotists and externally with organisations and people relative to each individual, for example family, gyms and charities. (appendix2)
The MDT support the MPRA to deliver, assess and progress patient’s rehabilitation safely and effectively, for example, therapists will outline an exercise plan for each patient whom they refer to the MPRA service, the medical team will ensure their clinical stability, and the nursing team will ensure patients hygiene needs are met. This collaborative input enables the MPRA to implement their interventions within the scope of their role.   
External organisations such as the Stroke Association (SA, 2025) help provide essential literature and one to one support to educate patient, relatives and staff. Stroke Association provide emotional, financial, communication and social support tailored to the individual’s situation, this aids Rehabilitation throughout the stroke pathway and provides MPRA with information to provide patients with. Alongside this, are organisations like ‘Rubicon Dance’ which Haddock et al (2024) (appendix 3) concluded has positive effects on patient’s mood and consequently engagement in rehabilitation programs such as those of the MPRA.
As Etherington et al (2021) outline effective teamworking is essential for delivery of high quality health care but barriers such as personalities of team members, skill discrepancies, training and staffing issues may occur internally with co production. Alongside this, different working styles can pose barriers in terms of ability to meet service needs efficiently across a 7 day week, similarly, building professional relationships and delivery of a consistent service to the patients can be a barrier. Financially, MPRA have a responsibility to develop the service with a limited budget and to educate colleagues on what the service is and how to optimise efficiency. Funding and budgets also effect external agencies resulting in services being unavailable or having long waiting lists. Alongside this, MPRAs must consider the barriers MDT working brings such as conflicting opinions and interpretations of tasks,  time pressures resulting in MPRA sessions  being rescheduled secondary to a qualified session due to scope to progress patients and service demands due to increasing need for stroke rehabilitation.      



Clinical governance and supervision
Heyrani et al (2012) outline that Clinical Governance (CG) was proposed in the late 1990s to improve the quality of healthcare and level of accountability. Most referenced is the comprehensive ‘seven pillars framework’ (Hunter, S, 2013) Appendix 4, this research report will be focusing on clinical effectiveness and training and education in relation to the role of the TAP. 
As an MPRA we have mandatory training, vocational courses to attend, such as Agored, and interactive in-service training.  Due to barriers such as staffing, funding and perceived relevance to the role,  training can be difficult to accommodate alongside clinical responsibility. These training offer opportunities to develop new skills, ensure consistency of practice and as Sarre et al (2018) suggest, staff morale when dealing with challenging situations.  Ultimately these can help in stroke services due to the complexity of the illness, for example with aphasia, a TAP would be required to know enough to administer a therapeutic program in contrast to a nurse who would be required to know how to communicate effectively in function but might not be required to know as many technical terms or strategies to implement. Barriers to this training include jargon, time and lack of support to resolve issues. 
Clinical effectiveness refers to ensuring the best outcome for the patient through adoption of evidence based approaches and change in light of new guidelines. My report examines the implementation of a 7 day MPRA service in relation to delivery of the optimal input of 3 hours therapy time for patients in recovery, however, the community MPRA operate over 5 days and thus this should be accounted for when examining the effectiveness of the TAP role over 7 days.  It could be deduced that the MPRA role is thus only clinically effective, and flexible to be person centred, as an inpatient but not in the community. 





Conclusion 
In conclusion, it appears that, in line with national data, the 7 day inpatient MPRA service could help meet the optimal targets for rehabilitation. However, there are barriers to this and further exploration would be beneficial. As Polastri et al (2024) identify there are benefits and drawbacks of a 7 day service including consistency of service delivery, carers perspectives and length of stay however, there is limited research on this modern approach to rehabilitation. 
Further to this, Nakazora et al, (2017) concluded a significant improvement in patients with neurological conditions functional ability following a 7 day service from admission. This presents an area to explore in the future. Considering this, it would be possible to conclude that conducting more research on 7 day service provision could be beneficial in order to reach a valid conclusion. 
Regarding future TAP practice, continued use of the MPRA 7 day service appears beneficial for SRC but barriers such as staff retention and awareness of the role, could be improved. 
The MPRA role may support the increased clinical time requirements as stated nationally for stroke rehabilitation and thus appears worthwhile. The holistic approach of the MPRA service appears to support person centred practice and has scope to impact on the philosophy of neuroplasticity.  
Ideally exploration of a 7 day MPRA service throughout the stroke pathway, for example in ESD and Acute settings, from stroke onset could be worthwhile. 








Appendix 
1. Ref.-466-SSNAP-Annual-report-2024-FINAL.pdf[image: A screenshot of a medical information
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2. MPRAS in the structure of SRC
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MPRA team will fit into the NHS PROVISIONS Section. All  of the organisations detailed are set out to support the patient on their stroke pathway journey. This is not an extensive list. 

3. Rubicon dance study [image: A poster with text and images
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4. 7 pillars of clinical governance (Hunter, S. 2013) [image: The seven pillars of governance.]
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MPRA's operate in an NHS hospital setting within a wider MDT to help meet
patient's rehabilitation needs holistically, it is vital they collaboratively work
both internally within the NHS for example nursing teams, social workers and
orthotists and externally with organisations and people relative to each
individual, for example family, gyms and charities. (appendix2)
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Introduction:

Post stroke depression is common and can oceurin up to 30% of patients
(Paclucci, 2008). Mood disturbance may also present as anxiety which
can affect patient’s mental and physical wellbeing and can fimit
functional recovery (Mortis et al.,1993).Within stroke, there is significant
evidence that enriched environments have a positive impact on post
stroke recovery (Venna et al., 2014). Exposure to sfimulating
environments encourages movement, exploration, and engagement
with various sensory inputs; thereby promoting neuroplasficity,

enhancing cognitive function, positively influencing physical activity

levels, and also improving well-being through social interactions and
reducing social isolation.

Cardiff and Vale UHB's partnership with Rubicon Dance, has been
nunning for @ number of years and provides siroke inpatients with the

opportunity to engage in fun physical activity to enhance their health
and wellbeing in a group environment.

Sle]allilele]ali}%
improvement in mood
scores following
Movement to Music
sessions (p < 0.05)

Vit stroke, Movement fo Music sessions were conducted every
Thurday for 1 hour (during ferm fimes) af fhe Stroke Rehabilfafion

Centre (SRC), delivered by the Rubicon dance instructor (Anwen Davies)

9nd supporied by our Physiotherapy Technical instructors and Mul-_
Brtessional Rehabiitation Assistants (MPRAS), and for some sessions in
-Ombinati

& ion with live music in collaboration with the BBC National
rehestia of Wales musicians

Shoncer i on well-being.
evalyate the effect of Movement fo Music

Lkert SCald mao searas {scored from 1-7) were collated over a number

Of weeks Wil

itative data
ith 22 pafients, for pre- and post- sessions. Qualita
[Palient ouesn. POHENTS. for BIES BEBE T G hOmberof.

Please click link to watch
the video

, and McCulloch N (1)
(SRC), Llandough Hospital, Cardiff'and Vale UHB

There is a statistically

Average mood scores improved from 491 pre-session fo 6.22 post session (see graph
opposite). Pre- and post- session data was evaluated usin

g fhe paired t-fest, with a
significant positive difference found 1(22 )= 0.000067. This

clearly shows there is an
improvement in patients' moods before and after the movement to music class.

The key themes from the qualitative data included: enjoyment of the music, feelings of
reloxation, peer support, encouragement from staff, increased social inferaction and
inclusivity.

Feedback quotes from patient questionnaires are displayed below:

‘Feeling inclu:
|atmosphere”

“Being encouraged to do all the movements, and seeing
other people having similar problems willing to improve”

“I really enjoyed it. | feel less pain when I'm out of
bed and moving about a »blt, it really helps me.”

“It makes me feel brilll I do enjoy it, it is good for you, it
makes my heart sing!”

Conclusion:

Working collaborafively with Rubicon Da

——
nce, we have enabled siroke pﬂﬂe;‘:’i ’:mf
their wel-being during fheirinpatient stays. which may have a post 7 aifecion (e
experience and engagement within stroke rehabiltation. Further data wo

gathered fo analyse long ferm effect on mood.
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