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Purpose and Aim
This unit will enable the learner to develop scientific knowledge and understanding to allow them to undertake a specific Therapy Assistant Practitioner (TAP) role and apply this knowledge in practice. This scientific knowledge will be defined and described in detail by professional therapy services.

	Learning Outcomes:
	Assessment Criteria: 

		2.
	Know how to use research and evidence to develop scientific knowledge within own TAP role.



		2.1
	Collate current evidence from reliable sources to inform and improve profession specific scientific knowledge.

	2.2
	Analyse evidence of profession specific scientific knowledge.




		3.
	Understand how to apply the scientific learning to own practice as a TAP in a wide range of clinical situations.



		3.1
	Explain how the scientific knowledge gained informs the care of individuals within own practice.




		4.
	Understand the impact of the scientific knowledge on own practice.



		4.1
	Evaluate the impact of their enhanced knowledge on own practice as a TAP.

	4.2
	Explain strategies for continued development of their scientific knowledge






Assignment 2 explained: 
Your health board is tracking the use of science within the Therapy Assistant Practitioner role. You have been tasked to deliver two case reports to the Multidisciplinary Team highlighting how science is used within your role. Please use the case notes to collate information for your verbal report. Your reports will be delivered to the MDT on…… time to be confirmed.
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Pen picture one 
Using the template below create a detailed pen picture of a case example of someone that you would typically work with, within your clinical setting.  Using the biopsychosocial model, distinguish how your case examples health and wellness fits within the various sciences.   
	Pseudonym Name: Sophia James 
Biological details: The patient is an 82-year-old white woman who was born with a club foot on her left side, which has resulted in reduced muscle mass and has osteoarthritis, as a result become unsteady on her feet and uses a four wheeled walker for stability and safety. (Musculoskeletal physiology – loss of muscle, impact on biomechanics, gait and balance challenges) in the left leg and partial amputation of three toes on the left foot (Developmental biology – congenital conditions such as club foot and how early structural development can impact lifelong physical development).   The patient exhibits age related sensory decline, including hearing loss, and macular degeneration, the patient has a congenital condition called Leber congenital amaurosis which can cause vision loss at an early age (neurology – degeneration of the auditory system and ophthalmology – how aging affects retinal cells and visual function).  
Patient has undergone a recent MRI head on admission which revealed 47mm heterogenous irregularly enhancing mass centred on the left parietal lobe, representative of glioblastoma, and a CT TAP identified primary liver cancer which are especially challenging given her age and additional long term health conditions (Neurology/neurophysiology – biology of the glioblastoma and how this could affect the patient ability to function and hepatology who will look at the structure and function of the liver and overall impact on health.
Psychological details: Patient exhibits low mood and on admission displaying some mild confusion.  The patient has frequently become tearful/distressed while on the ward and has needed reassurance from staff and family to help calm her mood.  Patient found comfort and support from staff and family helpful. (Cognitive/neuroscience – impacts from glioblastoma on managing mood and mental health – increase in anxiety).  Patient keen to be discharged home, feels quite disorientated in hospital.
Social details: The patient has recently widowed; they live alone and currently receives package of care with two calls per day in morning and evening to get up for the day and to go to bed including washing and dressing.  They have six children; majority are very supportive and stay overnight for support and/or provide companionship.  The patient rarely goes out, if so, goes with one or more family members to shops or children’s houses for dinner, (social science – interactions with carers/family members).  




Task one: Explain the science behind your assessments or treatment 
	3.1 Make notes of an assessment or observation you undertook with your case example. Make sure to name what sciences underpinned how the condition impacted the case examples presentation and what sciences informed your choice of assessment or intervention. 

	Initial contact with patient is screening to identify any Allied Health Professional input is required.  The Acute Oncology Service (AOS) screening tool is divided into sections covering Occupational therapy, Physiotherapy, Dietetics and Speech and Language (see Appendix One).
As part of the screen, it was identified that the patient had increased fatigue levels, scoring 8/10 on visual analogue scale (VAS), which was impacting her ability to complete usual activities around the house, and reporting feeling unsteady on her feet with a right leg weakness but no reported falls.  It was also reported patient has club foot on left side with three amputated toes on her left foot (Physiology, developmental biology, neurology. Patients’ reduced mobility and reduced ability with activities of daily living increasingly being impacted highlights clinical frailty score of 6 and performance status of 3.  In addition, SARC-F score of 7 highlights increased risk of frailty and deconditioning (physiology).   Bohyun et al, (2022) state age-related muscle loss and sarcopenia significantly impair biomechanics and gait. 
Patient has package of care with twice daily calls to assist with getting out of bed, washing, dressing and getting into bed in the evenings.  Patient has good family support locally.  Patient was able to do basic meal prep/cooking at home despite impacted by long term congenital eye condition.  
Patient reported poor oral intake, weight loss, poor appetite. Using the validated nutritional screening tool WAASP score to calculate nutritional status patient scored 14 which is high and recommends referral to dietitian (Nutritional Science).  Patients most recent weight and height recorded as 76.2kg, 165cm on 18/10/25.  Diet history gathered: Breakfast – cereal with green top milk, Lunch – cheese sandwich, cup of tea, Dinner – ready meal e.g., beef casserole/sausage and mash, Snacks – cups of tea, chocolate biscuits x2.  Patient reports not finishing meals recently. Estimated 1148kcal, estimated protein 49g (Nutritional science).  Timely nutritional screening improves clinical outcomes and patients’ quality of life (Molfino, Imbimbo, and Laviano, 2022).  This is vital to for cancer patients, whose high nutritional risk often escalates during hospital stays, leading to complications and diminished well-being (Yu, Zhou, and He, 2013).  
Patient reports no concerns regarding swallowing food/fluid and no changes noted.
Patient displayed some mild confusion but was able to recall events.
Plan: Refer to AOS Physiotherapist, Occupational Therapist and Dietitian. 
Post assessment by the Physiotherapist and Occupational Therapist it was determined for TAP to support with mobility and function and aim to help reduce the risk of deconditioning while patient awaits package of care to be arranged in the community.  
First review with patient:
S/ Verbal consent gained.  Medical notes reviewed.  Patient reviewed for mobility and function practice.  Patient reports feeling somewhat fatigued, in addition patient reported feeling sad and teary and is keen to go home, reassurance provided.
O/ Observations checked – NEWS2 – 0.  Patient sitting out in chair at bedside on arrival. 
Rx/ Requested support from HCSW on ward as patient requires assistance of two (AO2) to stand from chair as is too low for them to be able to do with AO1 or independently (biomechanics, physiology).
Patient standing from chair with AO2, patient guided to 4WW handles with verbal prompting.
Patient independently mobile with 4WW with supervision of 1 approx. 10 metres to entrance of the bay, 180-degree turn using 4WW and returned approx. 10 metres to bedspace (physiology, neurology – remembering sequencing of tasks).  Patient did a 180-degree turn when at bedspace, verbal prompts given – patient directed backwards to chair, and prompts given to assist to sit, patient reached for arm rests to support self to sit down in chair – patient able to do this independently (physiology, neurology – remembering sequencing of tasks).  Patient left comfortable in chair, squash refilled for patient, call bell, fluid and table in reach for patient.
A/ Patient reports feeling fatigued and low in mood (neurology/physiology/psychological/nutrition).  Patient requires AO2 to stand from bedside chair.  Note that patient can stand from the hospital bed at 55cm height with AO1 to 4WW as the height allows for momentum to manoeuvre from sitting to standing (biomechanics) as advised by Physiotherapist and Occupational Therapist during their assessment. Research highlights the importance of correct bed height for safe patient mobilisation.  Usmani (2022) specifically notes that medium-height beds (50-66cm) optimise a patient’s ability to ingress and egress by minimising manoeuvring difficulty and maximising stability.  Furthermore, adjustable bed heights protect caregivers by preventing undue physical stress (Caboor et al, 2000).  Patient mobilised approx. 20 metres using 4WW with supervision of one and manoeuvred to sit down in bedside chair independently with minimal guidance.
P/ AOS TAP to continue to review patient daily to maintain function and mobility until discharge.
Equipment provided/ordered by AOS occupational therapist: hospital bed downstairs, BD POC in place currently – referral put in by OT to increase POC to QDS, patient to mobilise downstairs only using 4WW.
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Pen picture one 
Using the template below create a detailed pen picture of a case example of someone that you would typically work with, within your clinical setting. Using the biopsychosocial model, distinguish how your case examples health and wellness fits within the various sciences.   
	Pseudonym Name: Harvey Morris
Biological details: This patient is 71-year-old man, he has prostate cancer, diagnosed in 2025 which has metastases in the liver (oncology).  The patient has been treated with chemotherapy (docetaxel) and hormone therapy with patient awaiting follow up with their oncologist.  The patient was admitted into hospital with obstructive urinary symptoms including a weak stream and hesitancy, this can be common in advanced prostate cancer (urology, pathophysiology – this can be a result of prostate enlargement or tumour growth which results in the compression of the urethra and lead to urinary retention).  The patient has a catheter in situ to help with urinary retention (biology – can help relieve retention but increases risk of urinary tract infections).  The patient has a sedentary lifestyle; rarely going outside, he is independently mobile around his flat and independent with activities of daily living, (physiology and occupational science).  With sedentary lifestyle, the patient is at risk of muscle atrophy and decreased bone density (biology, physiology).
The patient has undergone investigations and abnormal bloods consisted of electrolyte imbalances and a raised c-reactive protein (CRP) which indicates an infection (biochemistry – blood investigations can indicate what is going on in the body and enable medical staff to make more informed decisions when treating patients).
Psychological details: The patient exhibits generally good humour but somewhat frustrated to be in the hospital, finding the transition from being at home to a clinical setting a challenging adjustment to make (behavioural psychology).  The patient is also finding the insertion of a catheter difficult and is in some discomfort but is demonstrating resilience with this development.  
Social details: The patient lives alone in small self-contained flat, indicating good baseline for self-sufficiency. However, living alone and not venturing outside very much due to his cancer diagnosis puts the patient at high risk of social isolation and poor mental health (psychology, social sciences). This is supported by research conducted by de Maio Nascimento, da Silva Neto, de Fátima Carreira Moreira Padovez, and Riberio Neves, (2023) demonstrates that even short periods of isolation and loneliness can have a negative impact on a person’s mental health.
The patient does have support where needed from his sister and acts somewhat as a social buffer enabling him to have some contact with another person and provides a source of empathy when needed.



Task Two: Explain the science behind your assessments or treatment 

	3.1 Make notes of an assessment or observation you undertook with your case example. Make sure to name what sciences underpinned how the condition impacted the case examples presentation and what sciences informed your choice of assessment or intervention. 

	Initial contact with patient most patients is via screening with the aim to identify any Allied Health Professional input is required.  The Acute Oncology Service (AOS) screening tool is divided into sections covering Occupational therapy, Physiotherapy, Dietetics and Speech and Language (see Appendix One).
Screening identified patient had low/medium level of fatigue, scoring 3/10 on VAS, patient reports prior to admission feeling some fatigue which meant he was needing to rest in between tasks such as getting washed and dressed (physiology).  The patient has noted that even though fatigue levels aren’t particularly high, he feels weaker and more unsteady on his feet over the last week or so and is somewhat concerned with this and how he navigates on the ward and when he goes home and even though he is independent with tasks such as washing and dressing they are becoming more challenging.  
Patients’ reduced mobility and reduced ability with activities of daily living increasingly being impacted highlights clinical frailty score of 4/5 and performance status of 3.  In addition, SARC-F score of 4 highlights increased risk of frailty, sarcopenia and deconditioning (physiology).  Implementing frailty screening allows healthcare professionals to tailor multidisciplinary management and treatment plans, potentially improving patient care and outcomes Rochford, Woulfe, and Jennings (2024).  Because sarcopenia is a significant contributor to frailty, screening for it is valuable resource for predicting adverse outcomes – such a functional deterioration and increased fall risk (Bahat et al, 2017) hence its inclusion in the screening of acute oncology patients. 
Patient has family support locally.  Patient was able to do basic meal prep/cooking at home.  
Patient reported poor oral intake, taste changes – food he previously enjoyed tasting different, weight loss, poor appetite and lack of motivation in relation to meal prep, reliant on online supermarket delivery services and sister also drops in food periodically.  Using the validated nutritional screening tool WAASP score to calculate nutritional status patient scored 9 which is high and recommends referral to dietitian (Nutritional Science).  Patients most recent weight 68kg, height 175cm, and BMI 22.2kg/m2 on 17/11/25. Diet history: Breakfast – Porridge, green top milk, Lunch – Ham sandwich or Beans on toast, Dinner – ready meal e.g., curry and rice, lasagne, tinned soup and bread and butter x1, Snacks – Tea, biscuits, iced bun occasionally.  Patient reports eating ½ of meals recently or sometimes skipping depending on how he is feeling (psychology – motivation to eat). Estimated 1229kcal, estimated protein 43.8g (Nutritional science).  Research has shown that there is a significant relationship between nutritional intake and frailty in particularly in older adults which correlates with the patients score of 4 on the SARC-F (Kulapong et al, 2018).
Patient reports no concerns regarding swallowing food/fluid and no changes noted.
Plan: Refer to AOS Physiotherapist, Occupational Therapist and Dietitian. 
The patient was reviewed by the AOS Physiotherapist, Occupational Therapist and Dietitian.  Once the Physio and OT had seen the patient for review twice the patient was referred to the Community Resource Team for implementation of a twice a day package of care to support patient with get up and going to bed and meal prep at these times.  Patient was handed over to ward physiotherapy technician to monitor mobility up to discharge.  During this time the patient was also transitioned to a long-term indwelling catheter to help stabilise his urinary retention (biology).  This does introduce a risk of bacterial infections and catheter associated urinary tract infections (urology).
Dietitian assessment identified patient was not meeting nutritional requirements and food first advice and advice around adapting to taste changes, provided and patient commenced on Ensure plus milk oral nutritional supplements twice daily, these were added to patient drug chart by Dietitian (Nutritional Science).  Evidence suggests that people who are not meeting nutritional requirements through their diet, are at an increased risk of being deficient in micronutrients.  However, the consumption of fortified foods and nutritional supplements have a positive effect on nutritional intake including micronutrients in older adults (Kehoe, Walton, and Flynn, 2019).
As requested by Dietitian I was to follow up with patient to monitor nutritional intake, reiterate food first advice, go through the health board ‘Nourishing Diet’ booklet with patient and family if present, and trial a variety of supplement drinks including milk based and juice based to identify patient preference.
AOS Therapy Assistant Practitioner review with patient on behalf of AOS Dietitian
A/ No new weight.
B & C: No new blood results, taken this morning.  Patient reports bowels not open today, last open yesterday, small amount type 5.
D: FRC 20/11/25: Breakfast – cornflakes, milk and cup of tea ½, Lunch – cottage pie and gravy ½, ice cream – all, Dinner – tomato soup – all, jam sponge and custard – ½.  Estimated calorie intake: 912 kcal, Estimated protein intake 22.4g.  Patient reports appetite isn’t great at the moment and finding hospital food hit and miss.  Encouraged patient to eat little and often as reports finding portions a bit much at times.  We discussed fortified foods, went through the nourishing diet booklet looking at both sweet and savoury snacks to add additional calories to his diet such as adding some cheese to beans on toast, cheese and biscuits, scotch eggs, rice puddings, full fat yoghurts etc and reiterated taste change advice  by Dietitian – e.g. adding sauces, spices, having a sweet to build up saliva in mouth prior to eating, experiment in hot/cold foods, textures (Nutritional Science, Taste science/Human biology).  Patient felt these were good options as he is struggling with proper meals, encouraged patient to ask his sister to bring in some snacks as these can be kept (within reason) in the fridge on the ward with his name label sticker on to ensure they aren’t given to someone else.  Patient said he would ask his sister when she visited later today.  According to Munk et al, (2014) food fortification helps prevent malnutrition and nutrient deficiencies, supporting patient recovery and strength. 
Patient reported he was apprehensive about trying the supplements prescribed by the Dietitian, after some discussion patient agreed to try some alternative flavours in both milk and juice.  Patient tried Ensure Plus Juce lemon and lime and instantly disliked, reports didn’t like the texture and flavour too sharp.  Declined to try anymore Ensure Plus Juce flavours.  We moved on to Ensure Plus Milk, and these were more palatable for the patient, he tried Capuchino, Strawberry, Banana and Chocolate flavours and is willing to continue with these (except Banana) flavours as prescribed (Behavioural science, Nutritional Science, Human Biology – science of taste).   Fons et al, (2025) emphasise the importance of supporting cancer patients before and after treatment, as common taste changes can drastically reduce nutritional intake and overall quality of life. 
Noted on clinical workstation nutrition tab so health care staff aware of preferences. 
E/ Patient reports he has been practicing mobility with the physiotherapy technician and has also been walking back and forth to the toilet when needed for bowel movement.  Patient somewhat frustrated at being in hospital and keen to go home.  He has social connection with his sister who visits daily, and he has bonded with some patients on the ward – chatting throughout the day (Social Science).



Task Three: Evaluate the impact of using science to understand the case study performance and your decision making.
	4.1 and 4.2: Using the Gibbs reflective cycle, reflect on how your enhanced knowledge of science influenced the assessment or intervention described in task one. 

	Description: How did you learn about the sciences?  Where did you gain the knowledge? 
My learning of the sciences has come from both formal learning through my previous degree in Nutrition, Health and Lifestyle and applying this directly to my practice and a lot more recently it has happened through a ‘hands on’ work-based approach.  While I utilise online modules and workplace workbooks such as Macmillan Cancer’s ‘acute oncology competency – level 2’, the majority of my knowledge is gained at the point of care.  I learn by observing Allied Health Professional (AHPs) such as Physiotherapists, Occupational Therapists and Dietitians – and asking them to explain the rationale behind specific movements or treatments.  I am gaining knowledge by connecting the information provided on the science through the AHPs and more formal learning and working directly with patients seeing the physical, mental, emotional limitations and recovery processes I see in the patients I work with daily.  

Feelings: How does having an enhanced knowledge of science make you feel when assessing or carrying out an intervention?  How does it make others feel? 
Gaining a more enhanced knowledge of science makes me feel significantly more competent and less like I am simply following a to do list.  It is an empowering feeling to understand the physiological reasons why a specific intervention is being used.  When I am carrying out a treatment, this knowledge reduces my own anxiety about making a mistake or not understanding why a certain intervention may or may not be used.  For the patients, seeing that I am more knowledgeable in the reasons for their interventions and if needed can provide an explanation for what we are doing etc. can make them feel safer and more reassured.  It builds a sense of professional respect with my AHP colleagues, as they feel more confident in my ability to monitor patient progress and report back accurately.

Evaluation: What are the positive and negative aspects of gaining and understanding knowledge of science and applying to practice. 
The positive effect of learning of the science ‘on the job’ is that the information is immediately relevant and easier to remember because I can see it action.  It ensures my practice and the interventions used is evidence-based and safer.  Understanding the science allows me to use and understand validated tools to quantify frailty and nutritional risk – leading to improved patient outcomes.  However, a negative aspect is that learning in a busy clinical environment can feel fragmented, sometimes I see the ‘how’ before I fully understand the ‘why’ which can be confusing.  There is also the pressure of realising how much there is to learn, which can feel overwhelming when trying to balance clinical duties with the need learn and understand the theory behind the practice.  

Analysis: What sense can you make of having enhanced knowledge of science when assessing or treating someone?  What impact does it have on your overall performance? 
Building my knowledge of science in therapeutic practice has allowed me to interpret a patient’s presentation as an interconnected system rather than a series of isolated symptoms.  This has seen an improvement in my performance shifting my role from reactive to proactive and able to modify interventions (within my remit) in real time with patients.  I can now provide better feedback to the lead therapists because I know I what clinical signs to look for.  

Conclusion: What did you learn about yourself when gaining an enhanced level of knowledge of science?  What did you learn about your application of scientific knowledge in your practice? 
My confidence is growing within my role and gaining a better understanding of the sciences behind my role and the role of the AHPs.  I am the type of person who works best when I understand the ‘why’ behind the ‘what’ and being more inquisitive within my role has helped deepen my knowledge.  It has made me realise I am more capable of taking on more responsibility than I first thought.  I’ve also learned that applying science in my role isn’t about being smart it is about using information to make life easier and safer for patients.  It has helped further understand and acknowledge the importance of my role within a patients journey and ensuring it is actionable guidance for patients.  
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