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Introduction 
This research report essay will explore an exploration into therapy approaches for Parkinson’s disease with the advancement of medication.  It will identify how a Therapy Assistant Practitioner (TAP) working in a Community Therapy Team (CTT) supports patients living with Parkinson’s in managing and adapting to the functional challenges of this condition.
Parkinson’s UK (2026) explains Parkinson’s disease is a neurodegenerative condition that occurs when a lack of dopamine is produced, as the neurons in the brain are damaged and die. 
This report will include a case study of a patient referred to the CTT following a reduction in her mobility and increase in her falls.
Within this report it will include an overview of Parkinson’s, previous and current approaches used to treat the condition in the health service from a medicine and therapy approach.
Co-production, clinical governance and the supervision framework will too be included in this report.  As well as a conclusion on how a TAP contributes to the treatment of a patient living with Parkinson’s in maintaining or improving their functional ability with activities of daily living (ADLs) and their mobility.









Case study 
In this case study you will see how the role of a TAP works within this CTT, under the direction of the Occupational Therapist (OT) and Physiotherapist (PT), to deliver rehabilitation to patients in their own homes with a range of conditions.  When a referral is received, it is triaged by a qualified clinician and allocated to an OT, PT, or TAP based on the referral information and a follow‑up phone call.  TAPs complete initial assessments, identify patient‑centred goals, and develop tailored treatment plans.  With patient consent, they deliver therapeutic interventions to help individuals regain or maintain functional ability and independence following changes in health such as deterioration of an existing condition, a new diagnosis, illness, or injury.  A common referral for a TAP is ongoing rehabilitation for a patient with Parkinson’s disease.
This case study focuses on a lady referred to the CTT due to reduced mobility and frequent falls.  To maintain confidentiality, she will be referred to as Mabel.  Mabel is 73 and lives alone with her dog.  She recently moved from her long‑term family home in a small village to a ground‑floor supported‑living apartment 20 miles away, as she was struggling to manage independently.  Her medical history includes Parkinson’s disease, ventricular failure and widespread osteoarthritis (OA).  Arthritis UK (2026) explains OA as the thinning of cartilage in joints that covers the surface of bone, causing stiffness and pain due to uneven surfaces and reduced fluid.
Mabel reported that reduced mobility and unpredictable falls were affecting her daily activities.  Although she felt she had not sustained injuries, she was increasingly worried about hitting her head and struggled to get up from the floor.  Her apartment was cluttered with loose items and floor coverings, increasing her falls risk.  Age UK (2026) notes that while some falls are unavoidable, environmental hazards, low blood pressure, weak bones and foot problems can significantly increase risk.
At assessment, Mabel mobilised indoors with a walking stick and used a mobility scooter for the communal dining room and outdoor areas.  However, she struggled to get on and off the scooter due to stiffness and reduced range of movement (ROM) linked to Parkinson’s and OA.  The scooter was also too large to store inside her apartment, meaning it had to be kept in the buggy park along the corridor, further limiting access.
Mabel was advised to trial a kitchen trolley for improved support and referred to the Artificial Limb and Appliance Service for an electric wheelchair suitable for indoor/outdoor use.  She agreed to complete lower-limb exercises to improve strength, ROM and mobility. 
 Mabel’s long‑term condition significantly affects her mobility, balance, coordination and fatigue.  It contributes to stiffness, reduced ROM and motor instability, all increasing her falls risk.  During assessment she expressed a fear of falling, increasing her anxiety and reduced her confidence to leave her apartment.  This has resulted in isolation and difficulty accessing communal areas for social activities or walking her dog.  Moving home also affected her social life, as she previously lived close to her daughter, had a strong support network and enjoyed village events.
















Overview of condition   
Parkinson’s was first medically recognised in Britain in 1817 by James Parkinson when he wrote an essay on “Shaking Palsy.”  In the mid‑1800s Jean‑Martin Charcot was responsible for improving and enlarging this early description, circulating this information worldwide about Parkinson disease (Goetz, 2011a).
Parkinson’s is a long‑term progressive neurological condition in which nerve cells in the substantia nigra become damaged and stop producing enough dopamine. Dopamine is crucial for controlling movement, and when levels fall, the onset of symptoms begin (NHS, 2026).  Mazzoni, Shabbott, and Cortes (2012) describe some of the symptoms that affects motor coordination with irregularities in the way a person moves such as slowness, changes in walking pattern, poor balance and hand tremors.  NHS (2026) adds that pain, stiffness in the joints, low mood, memory problems, bladder and bowel issues, and trouble sleeping are also common.  As a degenerative condition, symptoms worsen over time and there is no cure.  The cause is unknown, though experts believe genetics, head injuries and environmental factors such as toxins, pesticides, metals and solvents may contribute (Stand Sure Online, 2026b; Parkinson’s Foundation 2026).
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Environmental and Lifestyle Influences (Stand Sure Online, 2026c)
Around 166,000 people in the UK have a Parkinson’s diagnosis, with 8,600 of those living in Wales.  This is expected to rise to 173,000 by 2030 as the population grows and people live longer.  Research shows more men than women are diagnosed, with 59% of people living with Parkinson’s being male (Parkinson’s UK, 2026).
Parkinson’s affects not only the individual but the whole family, increasing caring responsibilities and creating physical, emotional and financial pressures.  Also coming to terms with all the changes to the individual’s health and family dynamics, can be a challenge.
As diagnosis rates increase, this impacts health services as demands grow and local authority budgets decrease with adding further pressure on neurology, specialist roles and therapy teams due to staff shortages. 
 Early diagnosis and treatment are crucial to ensure appropriate medication and therapy, reduce symptoms and progression of this disease.  By receiving early support and advice can reduce anxieties by helping them understand their condition and its future impact.












Previous approaches to the condition  
When James Parkinson first diagnosed Parkinson’s disease, he did this by observing six individuals by giving them a brief description of their symptoms, three were observed in the streets of London, with one from a distance (Goetz, 2011b).  This was typically diagnosed by observing the individuals’ symptoms such as, tremor, stiffness and slowness of movement.  In the early nineteenth century treatment was based on a trial-and-error basis to see if the drugs they used made any difference to the symptoms the individual was experiencing, these were anticholinergic drugs.  The Parkinson’s foundation (2026) explains anticholinergics can help with tremor and muscle cramps but have little effect on the other symptoms of Parkinson’s disease. 
Back then, very little was known about how the condition was likely to progress, the symptoms they may develop overtime including the side effects of taking prescribed medication and any secondary conditions that could arise.  The chances of improvement, stability or decline were also unknown and all individuals with the condition were all treated with the same strategy.
“Support workers have always been a crucial part of the healthcare workforce – even before the National Health Service (NHS) was created.” (Griffin, Hall and Kessler, 2024).  Assessments would have been more task related with only addressing the current difficulty an individual would be experiencing such as reduced mobility rather than a holistic, person-centred approach and multidisciplinary input would have been limited, compared to current practice.  TAPs would have been known as support workers, healthcare/OT/PT assistants or technicians in the earlier years of the healthcare sector.  Their role in the CTT would have been the same with supporting the qualified clinician but in a much less autonomous role with reduced responsibilities when it came to supporting an individual with Parkinson’s disease.  Initial assessments and treatment plans were completed by a qualified clinician for the assistant to follow.  They would have followed the treatment plan carefully making sure they provided feed back to the qualified clinician with any adjustments or progression of their treatment being decided by the qualified clinician. 


Current approaches to the condition    
Care for Parkinson’s disease now focuses on a multidisciplinary approach and not just medication, to improve quality of life.
Tinelli, Kanavos and Grimaccia (2016) highlight the importance of early diagnosis and intervention in Parkinson’s disease.  However, diagnosing early can be difficult as the condition has developed before symptoms become obvious.  National Institute for Health and Care Excellence (NICE, 2017) recommends how to diagnose and treat an adult with Parkinson’s disease.  Focusing on receiving the correct care following diagnosis, personal centred approach, regular check-ups, ongoing support/advise and palliative care when required. 
A UK study (2019 – 2024) from GP records identified Levodopa is the most frequently used drug to treat Parkinson’s.  However, although early use improved quality of life, it was linked to increasing the risk of dyskinesia (Orayj, 2025).  Healthline (2026) describes dyskinesia as when one or multiply parts of the body have uncontrolled, involuntary movements.  
The multidisciplinary team (MDT) involved with a Parkinson’s individual may include a neurologist, specialist consultants and nurses, dietitians, Psychologists and therapy services.  The role being discussed here is the TAP.
As the role and responsibilities of a therapy assistant increased due to service demands, the role of a TAP was introduced into the CTT.  A TAP continues to work under the supervision of the OT/PT, using their enhanced skills to provide quality and effective therapeutic care and support to patients with Parkinson’s, ensuring care is tailored to the individual and not their condition.  However instead of following the devised plan completed by a qualified clinician, a TAP independently carries out the initial assessment, completes further assessments with outcome measures and with a person-centred approach.  Engaging individuals with planning of their own care is a key factor in delivering quality healthcare services and patient participation (Skills for health 2026).  These assessments and patient‑set goals will inform a TAP’s clinical decisions, alongside falls risk, current functional ability and independence level.
 The treatment plan to support Mabel will focus on improving her mobility and reduce falls risk by implementing a strength and balance exercise programme.  Keeping it functional, as not to increase fatigue. 
 Parkinsons Foundation (2026) suggests emerging evidence with completing 150 hours of weekly exercise can slow the advancement of symptoms and improve physical and psychological health.  
A TAP in a combined role is responsible for ordering assistive equipment to enable the individual to continue to live independently with their ADLs.  This would not be in the scope of practice for a therapy assistant.  Overall, the main difference is a TAP can prescribe and progress exercises and equipment, and a therapy assistant has specific tasks delegated to them.
Weekly allocations meeting is held within the team and following triage, referrals will be determined in order of priority by categorising as either urgent, high or routine with the profession they are suitable for.
Today TAP’s face multiple challenges with increasing caseloads partly due to staff shortages and service demands.  Also time constraints with travelling to rural locations as this limits clinical time.  As a result, managing expectations while maintaining person centred care can be a challenge, as well as patients’ unrealistic goals due to their limitations of their condition.









Co – Production    
Collaborative working is vital for acting in the best interest of the individual.  NHS England (2026) and The Health Equality and Education Centre (2026) agree that co-production involves working together with health and social care professionals, carers and communities to enable the individual to receive care that is relevant and meaningful to them.  This includes taking a holistic approach that considers the individual’s values, preferences and needs.
TAPs are required to work in collaboration when working in the community with Parkinson’s patients.  As earlier explained, a referral is received, triaged and allocated to a TAP by a qualified clinician.  Once a TAP has completed the initial assessment this may highlight other areas of support the individual requires.  Due to the scope of responsibilities, a TAP may need to involve an OT for equipment needs, such as a hospital bed, moving and handling plan or fatigue management.  Whilst a TAP can provide and progress exercise plans, they may be required to involve a PT for more complex symptoms or comorbidities.  For Mabel this is her global OA and the limitations when completing exercises, due to painful joints.  Speech and Language (SALT) may need to address swallowing and communication difficulties and input from a Parkinson’s nurse.  Parkinson’s UK (2026) describes Parkinson’s nurses as specialists who provide expert advice, support patients and families to adjust to the condition, and assist with medication management.  This is when the timing of exercise to coincide with optimal levels of Levodopa is essential, as well as when completing ADL tasks as medication “on” periods support improved motor control.
External services required to support Mabel were Powys Association of Voluntary organisation (PAVO) who provide essential services to enable third sector organisations to enhance patients’ lives (PAVO 2025).  This was due to Mabel struggling to walk her dog and complete housework tasks.  As Mabel lived in supportive housing, the manager called a meeting to address concerns related to Mabel’s incontinence and unsafe use of her mobility scooter in communal areas. From working in collaboration with others these concerns were addressed with Mabel’s consent and were then successfully resolved.
Even with the best intentions co-production has its challenges as earlier explained. These include the need for ongoing training in Parkinsons specific interventions, limited access to specialist services especially in rural areas and arranging MDT meetings due to time constraints. 























Clinical Governance and Supervision framework  
Clinical governance is the framework that requires organisations to be responsible for improving the quality and safety of care (Public Health Wales, 2023).  There are seven pillars and the Supervision framework supports all these.  
 Powys Teaching Health board (PTHB) (2025) requires all clinical staff, including TAPs to have regular supervision with a delegated qualified clinician.  Supervision provides protected time to discuss caseloads, raise concerns, gain advice and reflect on practise. It also supports wellbeing and identifies learning needs.  Current policy states TAPs should have supervision every 12 weeks, including individual, live and peer supervision.  (Appendix 1 and 2)
Risk management is essential for protecting patients and staff by identifying and managing risks.  Reporting incidents is a legal requirement as it ensures incidents are investigated, reducing the risk of it happening again.  Incidents are recorded using the Datix system as set out by Public Health Wales (2023).
PTHB (2024) Lone working policy and procedure sets out guidelines to keep staff safe when working alone in the community.   A buddy system operates with staff completing agreed information on an office whiteboard before they attend a community visit. This is monitored by a colleague usually present in the office.  Should they not return in the given time a telephone call is made.  Each staff member has a works mobile with their contact details saved electronically and in paper form to access as required.
 NHS staff including TAPs are required to complete statutory, mandatory and additional training relevant to their role.  Training ensures TAPs have the knowledge and skills to carry out their role.  This includes completing annual Personal Appraisal Development Plan (PADR).  A written agreement between a TAP and their line manager and consists of setting learning objectives, actions required to fulfil these objectives with timescales and support required.  This is then reviewed throughout the year during supervision to check if you are on track to meet the set objectives.  (Appendix 3)
Over the years there has been numerous Allied Health Professional career’s frameworks for support workers and TAPs.  These include Key skills framework, Grow your own and Agenda for change.  Overtime these frameworks have introduced clear pay bands, job evaluation, competency expectations, role progression with internal apprenticeships and more recently, level 4 Diploma in TAP. 























Conclusion and recommendations 
Although Parkinson's was first recognised over 200 years ago the exact cause is still unknown and still has no cure.  As it is a complex progressive neurological condition it requires an MDT approach to support with the symptoms of prescribing and monitoring medication, movement and cognition difficulties and mental well-being. 
The overall aim for a TAP working in the community is to improve or maintain the person’s functioning and quality of life through therapeutic intervention and adaptive equipment, enabling independence to complete their ADLs.
Compared to years ago, practice relied on observation, limited assessment tools and symptom focused intervention.  Today, practise is more structured, evidence based and personal centred, placing the individual and not their condition at the forefront of decision making.  Whereas years ago, it was the same strategy for all.
As more older adults and men being diagnosed in the UK, this highlights the increasing pressure on health and social services.  Not only with the individual but with their families as they face emotional, physical and financial pressures as their caring responsibilities increase.
Diagnosis has improved overtime, from observing people from a distance to specific NICE guidelines.  Early diagnosis, timely medication and ongoing therapy help individuals manage symptoms and maintain independence.  Evidence shows from a clinical trial, exercise and time specific medication improves strength, mobility and ADLs but has little effect on their motivation to complete ADLs or social activities (Dibble et al., 2015).  A UK study (2019–2024) found Levodopa is the most frequently used drug, improving early quality of life but increased uncontrolled, involuntary movements.  This further supports the need for collaborative MDT approach, with Parkinson’s nurse and consultant.
TAPs are part of the wider MDT and as service demands have grown, so have the need to employ TAPs within community therapies.  They complete initial assessments, outcome measures and person‑centred treatment plans, while still working under OT and PT supervision, whereas therapy assistants follow devised plans.  Their clinical decisions are influenced by patient led goals, safety risks and functional ability.  TAPs can also order assistive equipment to support independence which is outside the scope of practice for a therapy assistant.
TAPS face challenges such as increasing caseloads, staff shortages, time constraints with rural locations, which can make person centred care difficult, especially when patients have unrealistic goals.
Co-production is essential, working with professionals, carers and communities to ensure care is meaningful to the individual and with a holistic approach, considering their values, preferences and needs.
For TAPs working in community therapies, they need to involve the OT/PT when equipment needs, manual handling plans or complex symptoms are outside their scope of practice.  Involving SALT for swallowing concerns or the Parkinson’s nurse when medication wears off too soon, affecting their motor stability.  For Mabel, external services were required to support dog walking and address concerns raised by the housing manager.
Even with best intentions, co‑production can be challenging due to limited specialist access, time constraints and the need for ongoing Parkinson’s specific training.  This highlights the importance of clinical governance.  TAPs must engage in regular supervision, reflect on practice, manage risks by reporting incidents through Datix reporting procedures and adhere to the lone working policy.  Completing Statutory, Mandatory and role specific training and participating in PADR’s ensures TAPs fulfil their role to the highest standard possible and deliver safe and meaningful care.
With all things considered, it would be advisable for TAPs to address training requirements during their annual PADR’s to ensure training needs such as, Parkinson’s is recognised for future learning.  Also, ensure dedicated time is set aside to reflect on both positive and negative practice to support ongoing progress.
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‘Actions from the previous supervision - feedback, progress, barriers.

Clinical Practice

‘Think about what you would like to gain from this Supervision session and how it can best support
You. Do you have any specific cases / work in mind that you would like to discuss? Discuss, complex
cases, meetings, plans/goals for patients/families.
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‘Any agreed plan /action we want to take:

Facilitation of Learning

Personal development/ Professional/ Reflective Practice — What learning and development have
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been your biggest achievement since your last supervision?
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training review form your study leave form for supervisor to sign. Are there any future learning
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Mandatory t
Action required:
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‘Any agreed plan/action we want to take:

Leadership

‘Any agreed plan/action we want to take:

Health, safety and security - Discuss: staff wellbeing / sickness related issues, maintaining and
promoting the health, safety and security of everyone, routine tasks such as moving and handling,

infection control, uniform policy, hand hygiene, risk management, DATIX etc. Any support or
intervention required?

‘Any agreed plan/action we want to take:

‘Communication — Discuss any successful and productive communication, positive and effective
relationships that has been developed, feedback from meetings attended, involvement with





image7.png
projects, MDT working, etc. Discuss any dificulties or barriers experienced, including dignity at
workissues, etc.

‘Any agreed plan/action we want to take:

Evidence, Research and Development

‘Any agreed plan/action we want to take:

‘Quality - discuss ideas to maintain a high quality service, evaluating quality of own and the team's
work. Include research, outcome measures, service evaluation e.g, formal evaluations such as

audit, benchmarking. Raising quality issues when relevant, working within own levels of
competencies.

‘Any agreed plan/action we want to take:
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Information collection and analysis - Any issues relating to systems eg WPAS WCCIS, Emails,
Teams, Attend Anywhere, IT Equipment, GDPR, Information Storage, using statistics

‘Any agreed plan/action we want to take:

Feedback and Review

Wellbeing and General Issues - Looking after your own health and wellbeing is part of providing
safe and effective services. Are there any work life balance, any caring responsibilities, health
issues etc. you want to discuss or need support with? Supervisor to complete staff stress
questionnaire if required and identify any corporate services supervisee may wish to use

‘Any agreed plan/action we want to take:

Feedback - Receiving and providing feedback is an essential element of effective appraisal and
supervision processes. Supervision records can be used to demonstrate feedback in the appraisal
process and the supervision records can be a place to record this feedback throughout the year
not just at the point of appraisal.





image9.png
Case Note Review

Case note Review - A minimurm of 4 sets of case notes to be audited by the supervisor each year
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Eq how did this session, and the conversations and feedback contribute to your ongoing development and learning?
What will you do differently as a result?

signature of

Date:
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Personal Details — Information on this page needs to be recorded on ESR

Name:

Review Type:

[ Performance Appraisal — Annually

in 4 weeks of starting,

at the beginning and end

of the year.

[ Review - 90 day conversation
3 Review - 90 day conversation

Period Start Date:

] Review — i iii conversation

Job Title:

When recording the appraisal or review
on ESR, please select the template: 070
KSF Review (for the purpose of recording
only )

Period End Date:

Increment Date

Date of 1t_90 day Review
conversation (2)

Date of 2¢_90 day Review
conversation (3)

Date of 3¢_90 day Review
conversation (4)

Date of 12 month

Performance Appraisal

This needs to be carried out 6
‘weeks before the Increment
date.

Managers — please record the date and review type on ESR.
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Option 2(Tool 2 — Specific Questions)

ABOUT YOU

The PADR is an ideal opportunity to have a conversation using the topics on the previous page to help both parties understand how
the person is doing in their role and how their behaviours reflects the organisational values.

What is going well in your job? What is not going so well in your job?

What can you do to improve your job? How can my manager help improve my job?

How would you like your role/career to develop in the future?

n 3(Tool 3 — Sca

g Questions) — 1 being the lowest score and 10 the highest
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Individual SMART Objectives - This helps achieve the service and team objectives in order to deliver
the Health and Care Strategy. These should be a minimum of 3 and maximum of 5
Specific - Measureable - Achievable - Realistic - Time-bound
Objective Activity Measure and Outcome Deadline

itious Objectives if desired— These are not linked to Pay Progression but are further objectives that
will enhance the service/team objectives and enable personal development within the Organisation.
Specific - Measureable - Achievable - Realistic - Time-bound
Objective Activity/Development  Measure and Outcome Deadline
needs
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Personal Development Objectives - Identify the training or development opportunities that the staff
member needs to undertake, in order to be able to undertake their role, or be prepared for their next

progression.

Specific - Measureable - Achievable - Realistic - Time-bound

Objective Activity Measure and Outcome | Deadline
1
2
3
4
Ts the staff member’s Statutory and Mandatory Training up to date? If not, this needs to be completed before other YES / NO

training can take place.
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Please use the ‘Discussion topics’ to help prompt the conversation
General Reflections - Line Manager

Please use the 'Discussion topics’ to help prompt the conversation
General Reflections - Employee

Signed - Employee

Name

Date
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90-Day Review

w agreed progress -Employee
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The history of Parkinson’s Goetz, C.G. 2011 Cold Spring Y Historical review on
disease: Early clinical Harbor early clinical
descriptions and neurological Perspectives descriptions.
therapies in Medicine Observation.
Trends in Parkinson’s disease Qrayj, K. 2025 PLOS ONE Y Interrupted time series
medication prescribing analysis.
patterns in the UK: An UK publicly database.
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Parkinson’s disease Shabbott, B. and Harbor concept of motor control
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Parkinson'’s Disease: Nigrostriatal Pathway Comparison

Healthy vs. Parkinson's Disease
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