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Introduction 
This research focuses on the role of a Therapy Assistant Practitioner (TAP) in an acute stroke rehabilitation setting, referencing to a stroke unit at Bronglais General Hospital (BGH) which is a consultant lead acute stroke unit at within the Hywel Dda University Health Board (HDUHB) of Wales.  The unit receives stroke patients from a wide demographic area, covering all Mid Wales and predominantly North Wales and provides thrombolysis service (Appendix A). 
The research will explore the overview of stroke as a condition, comparing previous and current approaches to stroke highlighting the changes and impact of national audit programmes on stroke treatment.  Exploring co-production amongst internal and external support and the clinical governance and supervision framework which govern TAP’s practice which the readers will gain comprehensive understanding of the TAP’s role and scope of practice.  Additionally, the report will provide insight into the challenges faced by stroke survivors including physical impairments, psychological factors and the complex care needs associated with strokes, like Carl.
The report will delve into the broader implications for healthcare services, particularly in terms of stroke rehabilitation, resource allocation and the influence of multidisciplinary collaboration in achieving optimal outcomes and national targets.  Broader context of stroke care will be considered and evaluated, as recent advancements in treatment protocols, staffing challenges and the increasing demand for rehabilitation services in the UK.  Through this, the report will reflect on the critical importance of TAP’s improving patient outcomes in stroke rehabilitation as research aims to provide valuable insights into the evolving role of TAPs in stroke, addressing both the positive contributions and the limitations of this emerging role in healthcare practice.

Case Study
The case study follows a 66-year-old patient, pseudonymously named Carl, who was admitted to BGH following multiple ischemic strokes.  
Due to the complexity of strokes, physiotherapy delegation process is initiated by the registered physiotherapist completing an initial assessment then creating individualised treatment plans which are cascaded to TAP’s.
The scope of practice of a TAP signifies independent working and caseload management, whilst maintaining responsibility for providing proposed therapy under the supervision of a registered physiotherapist Morris (2015) agrees TAP’s must obtain factual and academic knowledge within a field of work, possess abilities to make judgements and demonstrate self-development.  Create and adapt exercise programmes tailored to individual goals, TAP’s monitor progression or regression, amending plans accordingly whilst upholding responsibilities to provide full documentation, acting as a pillar of support between patient’s and the Multi-Disciplinary Team (MDT) whilst maintaining professional standards.  
Carl was diagnosed with multiple infarcts in the cerebellum and the left region middle cerebral artery, with medical background of atrial fibrillation, hypertension and undiagnosed diabetes.  Carl lived alone but had regular social contact with friends through a hobby of fixing and riding motorbikes, although up to admission Carl had excessive drug and alcohol intake and previously imprisoned for obsession of illegal firearms with history of gang violence.  Although Carl demonstrated well-mannered characteristics during admission there were tendencies of frustration outbursts and openly revealing intentions returning to previous lifestyle habits despite the health professionals’ advice of the adverse impact on Carl’s recovery, health and well-being.  
A stroke causes damage to the brain by disrupting the bloody supply, whether it be an ischaemic stroke (infarct) or haemorrhagic stroke (bleed) resulting in minor to severe disabilities.  The cerebellum is the portion of the brain which controls movement and maintains balance (Anthony, 2024) and the middle cerebral artery is involved in motor and sensory function (Yetman, 2024).  Carl experienced severe gait ataxia affecting control, coordination and balance limiting mobility significantly requiring continuous assistance and dense right upper limb weakness with no functional use meaning difficulty achieving activities of daily living.  Due to physical limitations Carl could not return to riding motorbikes which impacted psychological wellbeing concerning the rehabilitation outcome which likely reinvigorated Carl’s feelings to return to alcohol and drugs.  In relation to Carl’s co-morbidities Nogles and Galuska (2023) identified variable risk factors corresponding to Carl’s history, hypertension and alcohol consumption contribute to both ischemic and haemorrhagic strokes whilst diabetes and atrial fibrillation are risk factors for ischemic strokes but not haemorrhagic strokes, however in dispute of this McGrath et al., (2012) found that neither conditions had stronger association with haemorrhagic strokes but age was more strongly associated with ischemic stroke. (Appendix B). 

Overview of Condition 
Currently 1million people are estimated living with stroke in the UK, King et al., (2020) estimated between 2015 - 2035 the number of strokes in the UK per year is projected to increase by 60% significantly expanding the number of stroke survivors, impacting on stroke services and demand. 
Depression or mood disturbances are common psychological factors linked to stroke survivors which impact the ability to make decisions, self-care and risk awareness leading to social isolation subsequently interfering with individuals’ quality of life and relationships.  Families of stroke survivors endure challenges witnessing change in loved ones and experiencing emotional overload (Thompson and Ryan 2009), in dispute Mavaddat et al., (2018) study showed ‘no worsening’ of relationships as some families willingly participate in stroke rehabilitation and care. Like Carl, physiological limitations challenge every aspect of life by depending highly on external support acute and community and without family support ultimately effects the health service.
Health services within the United Kingdom are greatly affected due to high volume of stroke occurrences which are likely due to increase in aging population and stroke treatment available.  2009 Saka, McGuire and Wolfe (2009) estimated the annual societal cost to the economy was £8.9 billion having risen compared to £7 billion in 2007 (Bhatnagar et al., 2010), whilst Youman et al., (2012) reveals the annual cost to the NHS is £3,000 for a stroke patient. 
BGH covers stroke treatment in rural Ceredigion and neighbouring counties there for accessing services and treatment can be challenging for individuals and families as being treated far from place of residence and little public transport can be distressing.  Due to location and increasing lack of insufficient funding to the National Health Service (NHS) and local councils, closures of vital community hospitals/interim care beds individuals are having extended acute stays adding pressure on patient’s and services involved (Appendix C).  

Previous Approaches to the Condition 
Without an official stroke diagnosis, thrombolysis and thrombectomy stroke treatments are not provided and even in 2016 thrombolysis was not a treatment available 24/7.  Wardlaw et al., (2014) declares delivering thrombolysis within three hours of onset can reduce death or debility and NHS statistics demonstrate thrombolysis has maintained a steady treatment from 2019/2020 to 2022/2023 (Appendix D).  Mobilising post thrombolysis was recommended >24 hours best rest, in dispute of this Harte et al., (2024) suggests that early mobilisation within <24hours for mild-moderate stroke patients was safe and associated with significantly better physical function,  
Stroke guidelines were first introduced by The National Sentinel Stroke Audit in 1998 – 2010, which changed to the Sentinel Improvement National Audit Programme in 2012, from 2012 to present the guidelines are set by the Sentinel Stroke National Audit Programme (SSNAP).  The Royal Kings College London currently governs The National Clinical Guidance for Stroke who provides authoritative, evidence-based practice guidance aimed to improve the quality of care delivered to every stroke individual in the United Kingdom.
In the 19th century therapists were seen as outcasts and non-existent, resulting in poor stroke prognosis outcomes. During WW1 1914-1918, physiotherapy and occupational therapy became increasingly significant in surgical and orthopaedic practice. Vadas (2022) supported exercises to promote recovery after stroke in the late 1920’s which matured into routine practice in the late 1940s.  Prior the first introduction of stroke education in 1998 cases like Carl would have not received any physiotherapy and given the opportunity to improve functionally.   Little as 20 years ago set no therapy guided minutes as in 2004 rehabilitation focused on the improvement in function within everyday activities, however in 2012 new guidelines advised stroke patients should be offered a minimum of 45 minutes of therapy a day with SSNAP supporting evidence to show more intense therapy can improve outcomes, though there is little evidence to guide precisely how much therapy should be regarded as a minimum. 
The physiotherapy service provision was less as physiotherapy resource would be covering multiple specialties, limiting the consistent specific stroke rehab.  Minimal research is available for TAP’s as the role was not available many years ago as Baumann et al., (2024) supports after decades of research no systemic review has occurred despite physiotherapy therapy assistants remaining a key area of interest.  Little over a decade ago BGH had 2 TAP’s supporting registered physiotherapists across 7 wards with no therapy dedicated space, resulting in less time allocated towards consistent stroke rehabilitation.  Within this decade, a TAP working with stroke patients like Carl would aim and mostly achieve the recommended target of 45minute therapy a day, practicing repetitive specialised upper limb exercises, gait training and balance exercises and reporting to supervisors discussing treatment plans to achieve personal goals.

Current Approaches to the Condition
Stroke knowledge and awareness has rapidly increased since the 1940’s with the enhancement of the Stroke Association and SSNAP within the UK who continuously supporting evidence-based practice.  October 2024 introduced the latest edition (6th) of SSNAP which recommended initial physiotherapist assessments must be completed within 24 hours of admission compared to the 2012 edition 72-hour initial assessment, in contrast to this Bernhardt (2015) concludes the very early mobilisation group (24h) fewer individuals had a favourable outcome than those compared in the usual care group (72h).  
Daily therapy intervention intensified from 45minutes to 3hours of therapy received by the patient per day overall impacting how data is collated and how therapy is portrayed.  The change in guidance and how therapy data is calculated has made achieving targets challenging due to unpredictable and upsurge of barriers from resource availability from minimal staff levels having one TAP and a registered physiotherapist usually seeing 16 stroke and medical patients a day, making it difficult to spend the guided 3hours with each stroke patient.  Further factors of poor engagement, cognition deficits or unwell co-morbidity patients (Meadmore et al., 2018) impact on achieving the 3hour target, with this the treatment from a TAP remains repetitive practice in upper limb, strength, gait and balance exercises.  BGH now has a therapy rehabilitation area and TAP’s have access to therapeutic plinths, standing aids, static bikes and upper limb equipment to enhance stroke recovery like Carl’s, whilst according to Huisman et al., (2012) an acute setting with a “well-designed” rehabilitation space can positively affect patients’ health, well-being and safety, however prior to now stroke physiotherapy would not have had a designated therapy space nor specialist equipment, limiting progression and recovery outcome signifying the importance of TAP’s and resources.  
In Elective Orthopaedic conditions, TAP’s scope of practice gained via competencies complete initial assessments and discharges because of the conditions repetitive nature and treatment available compared to stroke conditions which are naturally complex.  Despite the difference in practice the role in stroke has developed more lone working, focusing on repetitive practice reinforcing importance of repetition to prevent neuroplasticity and facilitate this working with patients, families and groups, additionally create treatment focused programmes and incorporating functional task practice, issuing a range of mobility aids, handling specialist upper limb slings and foot orthotics like a drop foot brace.
Practicing person centred care TAP’s have what matters conversations, confirming patient’s goals and tailoring treatment programmes ensuring a sense of purpose in therapy activities, being an advocate and bridge of communication between patients and the MDT.  Demonstrating active listening skills with appropriate body language helps promote healthy relationships and using effective question skills is an important component of person-centred care and has considerable potential to help meet the needs of individual (Edvardsson et al., 2008). 
To tailor to service needs the TAP must determine and manage the purpose, goal and expectations of patients, focusing on functional independence and issuing equipment to facilitate discharge effectively, with the early referral to service discharge team to continue care, however challenges of the delay in social care services impact discharges, ultimately putting strain on hospital services and patient’s well-being. 
Clinical decision-making is shaped by a range of factors, however, reflective practice plays a central role in enhancing knowledge, experience, and critical thinking.  This process is supported by asking relevant questions to both patients and the multidisciplinary team (MDT), closely observing physical changes, continuously conducting risk assessments and referring to tools such as the National Early Warning Score (NEWS) chart.   Noticing visible signs of deterioration also directly informs and influences appropriate treatment decisions.  
High-quality, patient-centred care relies on engaging in ‘What Matters’ conversations, tailoring therapy programmes to meet individual needs and goals, and practising shared decision-making.  This involves collaboration between the multidisciplinary team (MDT) and the patient to reach health-related decisions, taking into account all available options, associated benefits and risks, as well as the patient’s values, preferences, and personal circumstances (Hoffmann, Lewis, & Maher, 2020).

Co-Production 
A stroke MDT is required as part of the stroke pathway and is integral in effective delivery of stroke care as Clarke and Forster (2015) agrees multidisciplinary team working is regarded as fundamental and consists of a stoke consultant, stroke specialist nurse, doctors, nurses and healthcare support workers who work collaboratively with therapists in physiotherapy, occupational therapy, dietetics, speech and language to care and support stroke survivors.
Collaborative interventions and assessments are crucial in stroke recovery whilst in relation to Carl’s case a TAP and occupational therapist sharing resources for Carl to achieve independent transfers from the height of chair/bed at home and practicing car transfers so Carl can be passenger, Booth and Hewison (2002) report potential role overlap are inevitable within physiotherapy and occupational therapy exercises, however felt it was of benefit to patients proving professional relationships working well. 
Within an acute stroke hospital setting there are multiple internal and external services which support TAP’s and stroke patients, referrals to psychology are common in stroke conditions as depression effects one third (Kneebone et al., 2000).  TAP’s also work closely with dietetics as limited oral consumption due to mood or dysphasia which effects energy and increases infections which negatively impact recovery, therefore these internal referrals combined improve engagement and health which supports to successful assessments and interventions.  
Social care is an external partner that supports TAP’s by issuing social workers and equipment to facilitate discharge to continue care at place of residency for an effective transition from hospital.  Cases like Carl referring to extended services like Fall’s clinics to improve balance and gait is significant as it continues the stroke rehabilitation in the community, as Sharma, Bulley and Wijck (2012) supports referring to external exercise scheme to continue therapy is paramount in regaining independence.   However, due to the broad nature of health and social care, there are limitations impacting on stroke support and delivery.  
Where co-production improves stroke service delivery, there are drawbacks due to broad nature of health and social care mostly due to insufficient funds meaning shortage of staff and resources acutely and community.  As a result of demand for social care increasing, waiting social worker allocation and prolonged wait for packages of care is extending hospital admissions, which impacts on service users’ well-being and increasing risk of infections.  Barriers of insufficient funds and increase demand contributes to poor health and well-being having a dramatic domino effect on the service user and health service and like Carl, having to wait over several weeks for package of care extended the hospital admission contributing to low mood, health and well-being.  

Clinical Governance and Supervision Framework 
The NHS clinical governance is an umbrella term for several pillars and the focus is to ensure high standards of care is maintained ensuring accountability and improving the quality of patient care continuously.  TAP’s are relatively new and developing into health and social care, however the governance plays a paramount in safeguarding practice when delivering care to service users. 
The scope and practice of an Assistant Practitioner is similar the job description of a TAP by independently manage own work and case load, undertake tasks delegated by a registered practitioner with appropriate supervision.  Since 1998 clinical governance ensures that clinical standards are met, and processes are in place to ensure continuous improvement, ensuring high quality patient care (Scally and Donaldson, 1998).  
It is important that TAP’s understand evidence-based practice and delivers care in line with current guidelines, whilst accountable demonstrating responsibility for actions in relation to patient’s health and care in accordance with organisational policy and procedures.  Evidence based practice is approached positively, however high-quality practice is not always consistent as many barriers including lack of time and skills, and misunderstandings of what evidence-based practice is (Scurlock-Evans, Upton and Upton 2014). 
Elements of assessments, implementing programmes of care and modifying individualised care plans, reporting back to the registered practitioner is practiced daily.  It is important TAP’s demonstrate professional behaviour in and out the workplace, lead by example, set and maintain good standards and not tolerate unprofessional inappropriate behaviour.  Ensuring the work environment safe, working ethically and honestly is supported by the Skills for Health (2014) which set to enhance the potential for future development of assistant practitioner roles in the Welsh Health Sector.  The Code of Conduct for Health care support workers (Skills for Health, 2025) set standards to promote and protect the interests of service users and carers, for TAP’s to communicate appropriately and effectively, whilst working within the limits of knowledge and skills.  

Conclusion and recommendations 
The findings highlight the key role TAP’s play in delivering physiotherapy services, managing caseloads, contributing to the MDT and indicated to significantly support the rehabilitation process especially by helping manage physical and psychological challenges faced by stroke patients.  Delayed discharges hinder optimal care as complexities addressed in stroke recovery including the impact of Carl’s comorbidities and psychological factors like frustration and low mood which impacted both the rehabilitation and quality of life. 
The study emphasises the importance of collaborative MDT work where TAP’s, physiotherapists, occupational therapists, and other healthcare professionals work together to meet diverse needs of stroke patients.  Strengthening collaboration with other healthcare professionals is crucial, TAPs should be encouraged to engage in more team meetings, case discussions, and continuous feedback sessions to ensure a holistic approach to patient care.  Despite TAP’s impact, the report notes the lack of formal research on the role and the barriers to providing effective rehabilitation. 
TAP’s should receive ongoing specialised training to better address the complexities of stroke rehabilitation, this could include enhancing skills in handling comorbidities and psychological factors in stroke patients.  While TAPs have a critical role, there is a need for clearer guidelines around the responsibilities, especially concerning the management of complex stroke patients, more defined training on when to escalate issues to physiotherapists or other healthcare professionals is essential.  
Given the psychological challenges that stroke patients face, TAPs should be better equipped to provide initial psychological support, including strategies to manage frustration, low mood, and anxiety.  Addressing staffing shortages and improving resource allocation would reduce the pressures on TAP’s allowing focus on patient care, this could involve increasing the number of TAP’s in stroke rehabilitation settings to provide more one-on-one support for patients.  
However, challenges such as the increase of therapy guided minutes not truly reflecting on quality of practice rather quantity which is unrealistic as limited resources and patient engagement is greatly variable in an acute setting, highlighting previous targets were more achievable.  Furthermore are encouraged to stay updated with the latest research and guidelines in stroke rehabilitation to provide the most effective care and practice should align with national and local stroke care standards to ensure high-quality, evidence-based care.  By addressing these areas, TAPs can continue to contribute significantly to stroke rehabilitation, ensuring that patients receive high-quality, person-centred care that maximizes recovery outcomes.  
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Appendices

Appendix A
Demonstrates the wide demographic coverage Bronglais General Hospital (#4) provide for acute stroke treatment in Wales. 
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Appendix B
Below exhibits comorbidities link to strokes, promoting the risk of further occurrences and potentially limiting rehabilitation outcome within the UK.  
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Appendix C 
This image displays stroke individuals spending nearly all of admission on an acute stroke unit, rather than being transferred to a rehabilitation ward or third party services, impacting the acute unit.  
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Appendix D 
This is a table demonstrating the consistent number of individuals receiving stroke treatment (thrombolysis) from 2019-2023 within the UK.
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Figure 3: Proportion of patients (out of all strokes) receiving thrombolysis, comparing 2019/20, 2020/21, 2021/22
annual data with 2022/23 quarterly data.
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Patient characteristics

91,162 patients were admitted to hospital with a stroke in 2022/23, compared to 92,054 in 2021/22 and
85,480 in 2020/21. Table 1 summarises the key characteristics of those patients admitted in 2022/23,
highlighting the complex nature of this disease requiring a skilled multidisciplinary specialist team across
the patient’s entire journey.

Total stroke admissions 91,162 Ethnicity
Infarction 79,161 (86.8%) White 76,194 (83.6%)
Intracerebral haemorrhage 11,604 (12.7%) | Black 1,761 (1.9%)
Not known 397 (0.4%) | Asian 3,495 (3.8%)
Age (median, IQR) 76 [65-85] | Mixed 456 (0.5%)
Age (over 80 years) 32,827 (36.0%) | Other 1,503 (1.6%)
Gender (female) 42,596 (46.7%) | Not stated/Not known 7,753 (8.5%)
Comorbidities before stroke IMD quintile (England only)
Congestive heart failure 5,295 (5.8%) 1- most deprived 15,848 (19.5%)
Hypertension 51,331 (56.3%) | 2 15,781 (19.4%)
Diabetes 22,220 (24.4%) | 3 16,988 (20.9%)
Previous stroke/TIA 21,884 (24.0%) | 4 16,989 (20.9%)
Atrial fibrillation (AF) 17,109 (18.8%) | 5 - least deprived 15,557 (19.2%)
Dementia 6,385 (7.0%) |

Table 1: Casemix of patients admitted with stroke in England, Wales and Northern Ireland. IMD = Index of Multiple
Deprivation, English patients only.
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Proportion of patients spending at least 90% of their stay on a specialist stroke unit (2013-2023)
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Figure 8: Proportion of patients spending at least 90% of their stay on a stroke unit between 2013 and 2023.




