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Chapter 3: HOME PHYSIOTHERAPY IN COMMUNITY 

REHABILITATION 

 

3.1 Introduction 

 

Physiotherapy in the UK has long been thought of as primarily a hospital-based 

service, providing treatment for both in-and out-patients. Essentially, this is still 

the status quo in Malta.  The slow involvement of British physiotherapy in 

community care was probably partly due to the long tradition of hospital-based 

care, and also to a background of confusing and conflicting recommendations 

regarding the merits, or otherwise, of the community concept (Burnard 1988).  

The Macmillan report in 1973 advocated the involvement of physiotherapy in the 

community in an advisory capacity. The possible advantages of physiotherapists 

joining the primary health care team were acknowledged, and their use in 

assessing and advising disabled people and their relatives at home were 

recommended. This chapter will introduce home physiotherapy as part of the 

concept of rehabilitation in the patient‟s home within the philosophy of 

community care. It will comment on the relevance of the literature on the local 

state of affairs regarding community rehabilitation. 

 

Community care refers to the complexity of integrating informal and formal care 

within the setting of people‟s home rather than institutional care settings 

(Compton & Ashwin 2000). The understanding is that government aims to 

facilitate the transferring of the responsibility for coping with dependent groups 

in the population within a community context. The belief that individuals should 
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be encouraged to maintain their identity and independence in their chosen 

environment is the core philosophy of the community health professional. Within 

this philosophy lies the role of the home physiotherapist as he/she provides a 

specialised rehabilitation service to the individual in his/her own home.  

 

There does not seem to be one universal definition of rehabilitation. The one 

supported by the King's Fund in the United Kingdom is:  

'....an often complex process which enables individuals after 

impairment by illness or injury, to regain, as far as is possible, 

control over their own lives. Rehabilitation involves a mixture 

of clinical, therapeutic, social and environmental interventions. 

(Hanford, Easterbrook and Stevenson 1999, p.7) 

 

The latter part of this definition is interesting. It clearly gives importance to the 

patient as a social being. It implies that the patient‟s social foundation is his/her 

home with the family. This should be the underpinning philosophy of home 

rehabilitation, including physiotherapy.  

 

Although related services exist around the world, there has never been a standard 

definition of home health care; rather a concept has evolved. Pegels (1988) had 

suggested that home health services comprise an array of health services 

provided to individuals and families in their homes or in ambulatory care settings 

for purposes of preventing disease and promoting, maintaining, or restoring 

health, or minimising the effects of illness and disability. This signifies that home 

health services needed to be sensitive to the individual‟s needs. 
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On the other hand, Hankwitz defined home health care as  

“that component of a continuum of comprehensive health care 

whereby health services are provided to individuals and 

families in their places of residence for the purpose of 

promoting, or restoring health, or maximising the level of 

independence, while minimising the effects of disability, and 

illness, including terminal illness” (Hankwitz 1988, p294).  

 

Drawing on more recent publications, home rehabilitation, in particular, can also 

be considered as the provision of equipment and services to the patient in the 

home for the purpose of restoring and maintaining his or her maximal level of 

comfort, function, and health (Mahon 2006; Moffa-Trotter & Anemaet 1999; 

Peat 1997).  

 

Indeed, the established philosophy of community care is humanitarian, based on 

the Utopian vision of a caring community, receptive to everyone in need 

(Department of Health 2001; von Koch et al. 2000; Young & Quinn 1992). Von 

Koch et al‟s study was particularly interesting. Although it was conducted in 

Sweden, it read immensely relevant to the situation in Malta. However, a strategy 

to promote community care requires a collaborative approach from a variety of 

distinct agencies at national (corporate), local (macro) and field (micro) level 

(Hardy et al. 1999; Hunter & Wistow 1989). 
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3.2 Type and use of home physiotherapy services 

 

A home rehabilitation service may cater for the general public or may target one 

particular section of the community such as the elderly, or people with stroke 

(Legg & Langhorne 2004; Frazer 1980). It is apparent that more home visits are 

needed for those patients with a changing physical state, such as the aftermath of 

a stroke. Here, activities and management would be monitored and altered with 

changing circumstances (Martin et al. 2005; Smyth 1985).  

 

Hospital-based care dominates the management of stroke in Malta. This was a 

largely unplanned process, transpiring into an acute care model, considered as a 

standard pathway for stroke care (Figure 3.1, 3.2). 
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Stroke patients are subject to the fragmentation of care that exists in the Maltese 

Public Health Service. Figure 3.2 explains where patients who sustain a stroke 

are referred for rehabilitation after the acute stage. St. Luke‟s Hospital is the only 

general hospital on the island (soon to be replaced by Mater Dei). Furthermore, 

there is no clear standard policy on the rehabilitation and care of the patient with 

stroke, with the exception of age. It is argued that this has had a profound effect 

on the organisation of physiotherapy services for stroke patients in Malta. 

All age groups 

>60 yrs <60 yrs 

St. Luke‟s Hospital 

Boffa Hospital Zammit Clapp 

Hospital 

Out-Patients Out-Patients Out-Patients 

Private Treatment 

Figure 3.2:  Pathway of referral for stroke patients in the Maltese 

Health Care System 
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A further complication is the assumption of partial autonomy by the state-run 

hospitals, namely St. Luke‟s Hospital (850 beds), Boffa Hospital (a 110 bed 

oncology and dermatology hospital with a 12-bedded neurorehabilitation ward), 

and Zammit Clapp Hospital (offering 60 beds in geriatric medicine). Hence, 

when considering the apparent system induced fragmentation of services, 

attempting to set up a new home physiotherapy at national level is fraught with 

challenges. 

 

The limitations of hospitals and the pressing home needs of stroke patients and 

their families must be considered in their proper balance. Discharge from 

hospital can be a time of stress for stroke patients and their families. Feelings of 

hopelessness and denial may be compounded by poor liaison between hospital 

and community services (Kripalani et al. 2007; Holbrook 1982). Therefore, the 

provision of aftercare to support the patient after hospital discharge is an 

important component of stroke management and aims to ameliorate the long term 

negative effects of stroke (Thorsen et al. 2005; Brocklehurst et al. 1981) 

 

This aftercare may be provided in several ways, including day hospital and home 

physiotherapy. The advantages and disadvantages of these approaches are closely 

balanced. Both approaches seem to be associated with improvement in physical 

function but patients receiving home physiotherapy have been reported to be 

more able on stairs and walking outside and more socially active (Bader 2008; 

Langhammer et al. 2007; Wolfe et al. 2000). Indeed, although both Langhammer 

et al‟s and Wolfe et al‟s studies comprised small samples, they used a variety of 

outcome measures, making them adequately robust. However, both offered 
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cautious recommendations in favour of home physiotherapy. Bader‟s (2008) 

recent review article on post-stroke home based rehabilitation supports the 

former two studies‟ evidence. 

 

There are various ways to deliver a home physiotherapy service. Burnard (1988) 

suggested models of service which may fall into five main categories in the 

United Kingdom (Figure 3.3): Physiotherapists are attached to group practices, 

accepting referrals from the general practitioners. Patients are treated either on 

the practice premises, or in their own homes. Otherwise, the service is hospital-

based, providing treatment in various places outside the hospital, such as their 

home or in school.  
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Figure 3.3: Categories of models of service in the UK 
(adopted from Burnard (1988)) 



  60     

Alternatively, physiotherapists work within an existing service, external to the 

hospital, essentially being run by the social services or health authority. A home 

physiotherapy service may be based at health centres, where the physiotherapists 

may have offices. Patients are referred from various sources and attend for 

treatment at the centre or are visited by physiotherapists at home. Finally, the 

service may comprise a mobile unit which is funded by a voluntary organisation. 

 

In an investigative study aimed at gaining an insight into the community 

rehabilitation services present in the UK, Enderby and Wade (2001) identified 

four different models:  

 

 Community rehabilitation teams – specific teams set up with a 

management structure to work together and having a responsibility for the 

assessment and rehabilitation of clients generally aged 16 and over. 

 Young disabled community teams – the aims were to coordinate 

assessment and treatment of persons aged between 16 and 60 years old 

with a broad range of chronic physical disabilities.  

 Community rehabilitation teams for older adults – the aims here were to 

coordinate the assessment and treatment of persons over the age of 65. 

 Client group-specific community rehabilitation teams who provided 

services to patients with stroke, multiple sclerosis, or head injury. 

 

In addition, three other services were mentioned, although they were excluded 

from the study because they did not fit the main criterion: that of providing 

community rehabilitation as a specified team. This may have caused the study 
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results to be somewhat misleading as its principal goal was to investigate the 

extent and nature of community rehabilitation services in the United Kingdom. 

These three were: 

 Informal community rehabilitation teams, which were formed by default 

when a patient needed the services of different professionals from 

different organisations. 

 Rehabilitation coordinators, who were employed to coordinate 

professionals working in existing, but separate, services.  

 Outreach teams, specific teams that were attached to acute units with the 

added role of care in the community for specific client groups such as 

stroke or spinal injury.  

The variety of models of home rehabilitation services mentioned above are a 

product of a substantial history of providing community health care aimed at 

promoting wellbeing. However, it seemed that the Outreach Team model seemed 

to be the most feasible model to adapt and apply in this exploratory study, given 

the long history of heavy investment in acute hospital care in Malta, the absence 

of experience in providing a home physiotherapy service and the expected 

perception that this model would be considered as an extension of the standard 

hospital services. Consequently, this model informed the design of this study, 

and was used to catalyse the transition to more community focussed 

rehabilitation services in Malta. 

 

The diversity of the models of services may also reflect the informal manner in 

which they may have been developed, responding to local pressures, without the 

support of evidence. In fact, the models of managing the services were just as 
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varied, ranging from split management, where the team leader was responsible 

for team management and service heads were responsible for clinical issues; to 

distant management, where the team was accountable to a manager at Head 

Office who did not participate in the team actively. Enderby and Wade‟s (2001) 

study also revealed that services may have been established to facilitate early 

discharge, or in response to an unmet need. Furthermore, they uncovered that 

community health services in the UK provided assessment of both patient and 

carer, specific treatments, support to both patients and relatives, and education of 

patients and relatives and training in the use of equipment. Although Enderby 

and Wade‟s study was informative, it provided some statements and assumptions 

that may erode the reliability of the study. The authors excluded single people 

giving rehabilitation within the community on the basis that effective 

rehabilitation required a coordinated multidisciplinary team approach. This is 

debatable as any health care professional working in the community may access 

other services if they are necessary. This notion was supported by Weir (1999) in 

his report for the New Zealand Health Technology Assessment, suggesting that a 

range of services should be maintained for the management of patients following 

a stroke, according to their needs. Essentially, the Maltese situation is where 

home rehabilitation is provided by a physiotherapist on a private basis. 

 

Enderby and Wade (2001) also stated that the suggested limited professional 

expertise available within community teams seriously compromised their 

effectiveness. Apparently, this sweeping statement was based on whole time 

equivalent values that were collated in their study, rather than outcomes or 

client–based perceived effectiveness. Interestingly, as home physiotherapy 
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focuses on patient symptoms and the arising problems, calculating the number of 

problems solved may be one way of measuring results (Smyth 1985). 

 

Other countries offer similar services. In the United States of America (USA), 

physiotherapy ranked third, behind nursing and personal care services, as the 

most frequently used type of home care service (Munson Little 1999). In fact, the 

USA offers physiotherapy in the home as part of a package of health care that is 

tailored to the patient‟s needs (Burwell et al. 1993), while the value of 

community physiotherapy has long been acknowledged in Australia. Canada has 

been delivering services similar to those in the United States (Kavanagh 1971), 

and the Netherlands has had a physiotherapist as part of the primary health care 

team for several years (Buyten et al. 1977). The significance of the above 

statements is brought to bear when considering that many countries offer 

community or home physiotherapy, despite their physical size and varying health 

practices. It is logical to assume that each nation would learn from others and 

adapt services according to their own culture. 

 

Home health services seemed to be developing in the United States. Data from 

the 1996 National Home and Hospice Care Survey showed that there was 

practically a 100% increase in the number of home health care agencies between 

1992 and 1996 (Munson Little 1999). The rapid growth of these services may be 

attributed to three factors. Home health care is provided at a lower cost than 

institutional care (Moffa-Trotter & Anemaet 1999; Harrow et al. 1995). Medicare 

regulations provide reimbursement for home services to elderly persons. Finally, 

the explosive growth in the segment of the population aged 65 years and older 
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increased the demand for home care services (Troisi & Formosa 2006; Munson 

Little 1999). Similarly, Malta‟s elderly population was increasing rapidly, and 

with it, the increase in demand for health and social services (Ministry of Health, 

the Elderly and Community Care 2007; Mallia 1999; Delia & Delia 1994). To 

improve hospital efficiency in the use of resources, there was a drive to increase 

the annual throughput of patients (Department of Health. 2000; Zammit 2003). 

This was largely achieved by reducing the length of stay in hospital, with early 

discharge back to the community. Consequently, given that home rehabilitation 

services are absent, the likelihood of long-term care becoming the only solution 

for someone originally admitted with an acute medical problem like stroke 

became high. 

 

Despite modern equipment and multidisciplinary rehabilitation in hospitals, 

approximately 50% of the stroke patients are discharged with disabling 

consequences often lasting for the rest of their lives (Chard 2006; Wade 1989). 

This compares well with the results of a rare study on stroke in Malta (Abela 

2002), although the area of research was confined to one rehabilitation hospital. 

The burden of stroke to individuals, families and society is considerable. The 

aftermath of stroke has been described through a list of impairments: decreased 

function of the limbs, cognitive dysfunction, speech problems, decreased 

activities of daily living, and mobility problems such as negotiating stairs and 

walking outdoors (Tennant et al. 1997; Kotila et al. 1984).  Furthermore, 

depression and social deprivation are often reported (Kotila et al. 1998; King 

1996; Thorngen et al. 1990; Wade et al. 1987), even in caregivers (Troisi & 

Formosa 2006; Wade et al. 1986).  There is a recognised need for post-discharge 
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support for these patients (Heseltine 2001; Wilkinson et al. 1997;  Greveson & 

James 1991). However, knowledge and consensus on how services should be 

organised are sparse.  

 

The literature suggests that people who have suffered a stroke frequently use 

rehabilitation services (Kjellstrom et al. 2007; Aberdorin & Venables 1996). 

These consume a large amount of health resources, but are potentially very 

important. Long term disability results in enormous personal, social and 

economic burdens on patients, caregivers and society at large (Hankey et al. 

2002; Warlow et al. 1996). This calls for patient-focussed approaches, tackling 

what is important to the person with stroke and the caregiver. Home 

rehabilitation for people with stroke has come to be regarded as offering potential 

benefits over hospital rehabilitation, such as decreased costs, allowing patients 

choice and improving outcomes (Langhorne et al. 2005; Lafferty 1996) . 

Langhorne et al‟s (2005) position on this statement stems from a significant 

meta-analysis of data from different stroke patients who took part in a total of 11 

randomised trials. On the other hand, Lafferty (1996) undertook a review of the 

literature that evaluated the trend in the nineties in the UK to community-based 

alternatives to hospital-based services. 

 

The current public recommendation in Malta, albeit in a less powerful manner 

than in the UK, is to increase community health care (Ministry of Health, the 

Elderly and Community Care 2007). There are many reasons for this, especially 

the increased pressure on acute hospital beds as the number of available beds 

decrease while the demand increases, especially for the elderly and the “social 
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cases”. The building of the new hospital, Mater Dei, brought with it a policy shift 

towards increasing the practice of day surgery but not community rehabilitation. 

This may add to fragmentation of care. However, the trend towards care in the 

community in Malta has expanded somewhat, responding to the need to help 

people (especially the elderly) maintain a good functional level in their own 

home (Ministry of Health, the Elderly and Community Care 2007). As Malta 

generally emulates health developments in the industrialised world, a local home 

physiotherapy service would seem like a plausible evolutionary step. 

 

The proposal to initiate a home physiotherapy service in Malta was sparked by 

the realisation that most government health services were hospital-based. While 

other government agencies, such as the then Parliamentary Secretariat for the 

Welfare of the Elderly, had established community and home support services 

which have been running for a number of years (Scerri & Garret 1992), the 

Department of Health seemed to shy away from investing in direct patient 

focused home health care. The local literature did not hint towards an 

explanation. The assumption was that the available finances did not permit the 

development of the Primary and Community Care services. However, this 

assumption implies that the benefits of these health care systems, so aptly 

supported in Reni Courtney‟s (1995) presentation on new ways of looking at 

Primary Care, were not considered a priority by policymakers within the 

Ministry of Health.  

 

The only apparent exception is the limited nursing services offered by the Malta 

Memorial District Nursing Association. This non-profit organisation is partly 
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subsidised and heavily regulated by the government to offer basic limited home 

nursing services such as bed baths, wound care and insulin injection. However, 

community care within the health care system has been talked about for many 

years, and in few areas has the gap between rhetoric and reality been so great. 

 

Home rehabilitation, as part of the continuum of care in health service 

management, is a rapidly growing system for a variety of reasons. Home care can 

prevent or delay hospitalisation and residential admission, can be most effective 

in comparison with institutional care, is the preferred alternative for most people, 

addresses the needs of various age groups, and can be delivered in a variety of 

settings (Compton & Ashwin 2000). As in other countries, stroke patients in 

Malta are discharged when neurological remission decreases and only minor 

further neurological improvement is expected (Andersen et al. 2002), usually 

after relatively long inpatient rehabilitation. However, the recent tendency 

towards earlier discharge, expected to be enforced as policy with the opening of 

the Mater Dei Hospital ((Ministry of Health, the Elderly and Community Care 

2007; Department of Health. 2000), implies that patients with even more severe 

impairment and disability would be sent back to their homes for further 

rehabilitation, either outpatient or home. Hence, the development of effective 

home physiotherapy may be an appropriate alternative to out-patient treatment to 

meet anticipated needs. Interestingly, however, public policy questions about the 

availability, accessibility, and quality of home health and social services in Malta 

have not arisen. This is probably due to heavy commitment given to the building 

of Mater Dei Hospital and the investment into institutional care in general.  
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3.3 Perceived effects of home physiotherapy 

 

There are many advantages and disadvantages of home rehabilitation, which 

includes physiotherapy (Table 3.1). It gives the physiotherapist a comprehensive 

perspective of the patient and his/her family. It continues health care, while 

identifying day-to-day problems early, reducing potential crisis situations. It is 

claimed to permit earlier discharge from hospital and other health care 

institutions (Crotty et al. 2002; Holmquist 1997). It reduces institutional 

readmissions (Thorsen et al. 2006), enhances recovery and emotional well-being, 

freedom, and personal dignity in the company of the patient‟s family in a more 

comfortable atmosphere (Martin et al. 2005). It does not expose patients to 

institution induced illness, while long-term illness may be better cared for at 

home (Parker 2007; Andersen et al. 2002).  

 

 

Advantages Disadvantages 

  

Real home perspective Quality of treatment difficult to monitor 

Real-time problem solving Travel time (staff) 

Continuity of care Travel expenses (staff) 

Early discharge Personal safety (staff) 

Decreased admissions Professional isolation 

Maintenance of ADL‟s Limited tools for rehabilitation 

Family involvement Stress on family 

Enhanced personal dignity Social isolation 

Enhanced educational benefits  

Enhanced access to services  

Flexibility of provision of care  

Table 3.1: Some advantages and disadvantages of home rehabilitation 

claimed by the literature 
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The family is considered as part of the care team. While this may be considered 

desirable, deep involvement of family members may disrupt family functioning 

at the same that it permits the family to remain technically intact (Troisi & 

Formosa 2006; Acland 2000).  It improves progress in activities of daily living 

with less deterioration in indices of socioeconomic functioning (Eldar 2000). On 

the other hand, the quality of physiotherapy delivered in the home is not easily 

measured, monitored, or documented (Enderby & Wade 2001). Visiting 

physiotherapists provide support and understanding. It provides educational 

benefits to patients and their families, with the home being a more effective site 

for learning and motivational activities with achievement of a relatively 

independent status.  

 

The most obvious advantage of home physiotherapy for patients is the 

elimination of transport related problems. The journey to an outpatient 

department or day hospital was reported to be costly, uncomfortable and tiring 

(Hamer & Crombie 2006; Stokoe & Zuccollo 1985). The journey may also 

increase muscle tone – particularly when suffering Malta‟s rough roads - 

reducing the effectiveness of subsequent treatment. However, travel related 

expenses are not eliminated with a home rehabilitation service. Burnard (1988) 

suggested that community physiotherapists spent about 8% of their working day 

travelling, which represents lost time from direct treatment. However, the 

phenomenon of the number of patients who do not, or who are unable to, attend 

outpatient appointments is a perennial challenge for hospital administrators (Jain 

& Chou 2000; Hamilton et al. 1999). 
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A key suggested advantage for home physiotherapy is its flexibility, making it 

easier to maintain irregular contact with patients, provide therapy only when 

appropriate, and facilitate access to relevant community services (Dan 2006; 

Zarbock 1998; Glossop & Smith 1988). 

 

When Enderby and Wade (2001) investigated the extent and nature of 

community rehabilitation services within the United Kingdom, they found that 

they varied greatly and could not be considered a homogenous type of service.  

In fact, they could not glean a common core to the commonly used phrase 

“community rehabilitation”. However, this straightforward postal survey 

revealed common perceptions of the advantages and disadvantages of 

community rehabilitation (Table 3.1). The advantages included easy access by 

patients to services, more effective rehabilitation, inclusion of caregivers, greater 

satisfaction levels, and development of local links with primary care and related 

agencies. On the other hand, disadvantages comprised the home environment 

limiting rehabilitation, travel time for staff, professional isolation, concerns about 

safety, and stress on the caregivers. These issues may be transferable to the 

Maltese context. 

 

Outpatient physiotherapy may disempower the patient and caregiver from 

believing that they can be actively involved in their own rehabilitation 

programme (WHO 2000; Holmquist 1997). The outpatient environment tends to 

be rigid and authoritarian. The patient commonly arrives at a specific time and is 

treated based on an assessment that was done in the clinic. Essentially, the 

patient is quickly instructed on what to do and physiotherapy treatment is given, 
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rather than fostering a participatory approach with the patient and caregiver. 

Within a hospital setting, it is difficult to plan ongoing therapy without a detailed 

understanding of, and continuing supervision within, the home environment. 

Here, the patient is seen in his surroundings where it may be easier to identify 

real practical problems and to solve them, than in the alien environment of the 

hospital (Barnes & Radermacher 2001; Ebrahim & Nouri 1987). The family can 

be involved in the rehabilitation process and the difficulties of the caregivers can 

be directly addressed (Dowswell et al. 2002; Stokoe & Zuccollo 1985). 

 

A trial of a home care service for stroke in Bristol (Wade et al. 1985) had showed 

no specific advantage over usual hospital-based care. However, the team 

involved focussed its efforts only on providing support for patients in the acute 

stages of stroke and trying to prevent admission to hospital. On the other hand, 

the results of the Bradford Community Stroke Trail indicated that physiotherapy 

for stroke patients at home was more effective in reducing disability than 

rehabilitation at a day hospital (Young & Forster 1992). Furthermore, Gladman 

et al (1993) concluded from their study that home rehabilitation proved a 

practical and effective alternative to outpatient therapy for younger patients with 

severe stroke, and an efficient way to address the needs of patients with milder 

stroke after discharge from hospital. Ultimately, it is difficult to be certain 

whether the results of these studies can be generalised to rehabilitation services 

elsewhere, but they may inform relevant stakeholders in different contexts. 

 

Home physiotherapy may be useful to extend the boundaries of limitations that 

people had set for themselves. Hence, as argued earlier, the development of a 
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home physiotherapy service may be an appropriate alternative to out-patient 

treatment to meet anticipated needs (Nieuwboer et al. 2001), such as negotiating 

stairs or rough terrain. On the other hand, visits to hospital for treatment may be 

the only opportunity for patients to escape from the confines of their room and 

socialise, and for caregivers to have some respite (Han & Haley 1999; Hanger et 

al. 1998). Therefore, if therapy is completely home-based, patients may feel 

more socially isolated. Day centres in Malta have sprouted in many villages, and 

a stroke club housed at a local rehab hospital may help mitigate this limitation of 

home-based rehabilitation. In contrast, home physiotherapists may also feel 

isolated (Furnell & Furnell 1987). However, close links with the general hospital 

would help eliminate the divide that may occur between hospital and community. 

 

Many rehabilitation programmes evaluate their effectiveness mainly by using 

measures of physical recovery (Adams et al. 2004; Geddes & Chamberlain 2001; 

Kaste et al. 2000). However, psychosocial difficulties following stroke seem to 

arise independently of the severity of physical disability (Rochette et al. 2006; 

Hochstenbach et al. 1996). Individuals may remain emotionally distressed and 

socially restricted in spite of improvements in physical function (Larson et al. 

2005; Clark & Smith 1998; Young & Forster 1992). Therefore, rehabilitation in 

the community should contain more psychosocial input and more social support, 

involving the stroke patient as well as family members. The home 

physiotherapist is in an ideal position to consider these issues and adapt his/her 

approach to rehabilitation, making home rehabilitation of patients with stroke 

potentially effective and acceptable to patients and family. 
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3.4 The social role of home physiotherapy 

 

Physiotherapy seems to play a dual role in community. The first is in relation to 

the disabled, many of whom would be older adults. These people need 

sympathetic, but firm, understanding care, sensitive to their needs. The second 

role is that of teaching and helping the patient and relatives to cope with the 

existing disability. Much of the research that considered rehabilitation services 

for people with stroke was quantitative in nature and looked at the efficacy of 

different treatment forms. Gladman et al‟s significant study (1993) on stroke 

provided valuable data on the efficacy of outpatient, day hospital and home 

therapy. However, there was limited research exploring whether or not the 

patient and caregivers feel that rehabilitation services meet their needs in an 

acceptable manner. One such study was performed by Baskett el al (1999) 

suggested that a once weekly visit by a physiotherapist to the home of the patient 

discharged from hospital after stroke to set up, supervise and encourage a set of 

simple activities, which can be continued throughout the week, was as effective 

as having to attend an outpatient clinic or day hospital. Such a service was 

welcomed by those people with a stroke living in rural areas where access to 

ongoing out-patient treatment was difficult, by those who found transport to an 

out-patient clinic a problem, and by those whom home-based therapy was their 

preferred choice. Baskett et al‟s (1999) study was supported to some extent by 

Roderick et al‟s (2001) randomised control trial on the effectiveness of home 

rehabilitation for stroke patients. However, while the latter found no difference 

between home rehabilitation and day hospital, Baskett et al‟s research suggested 
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that home rehabilitation offered more support to both the caregiver and the 

person recovering from stroke. 

 

St. Luke‟s Hospital is reported to be overcrowded. Many of the patients are frail, 

ambulant, elderly patients who cannot go back to their own homes and are being 

retained in hospital, in acute beds, through lack of availability of alternative 

accommodation (Balzan 2006; Zammit & Ferry 2006). The Maltese government 

recognises this problem (Fenech Adami 2000). In spite of launching community 

care services a few years ago, including meals on wheels, home help, and 

handyman service, and expanding long term care facilities, it still seems unlikely 

today that many of these patients would, in fact, be able to return to the 

community. This issue probably sparked off the admission criteria that the local 

geriatric rehabilitation hospital, Zammit Clapp Hospital, had adopted; namely 

that the patient and his/her relatives must give written assurance that the patient 

will go back home on discharge. This is probably based on the argument that 

care at the consumer level is predominantly of an informal type provided by 

family, neighbours or friends on the premise of personal obligations between 

individuals, mainly performed by women on an unpaid basis (Troisi & Formosa 

2006; Cole 1994). Feminist sociologists looked upon the latter statement as part 

of the social subordination of women and continuously reiterated that community 

care meant family care, which in turn meant women care (Acland 2000; Graham 

1988; Land 1991). 

 

The social habits of the Maltese population have changed in recent years. The 

extended family unit is no longer the accepted pattern. The children marry, leave 
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home, and often their home town. Aged parents are left in accommodation which 

is large, old-fashioned, and often beyond their economic means. In spite of the 

general improvement of community support and social services in recent years, it 

is still the family which carries the main burden of care (Troisi & Formosa 2006; 

Baldacchino 2000; Troisi 1994). Indeed, community support services are 

designed to supplement the help given by members of the family. Moreover, 

siblings visit their parents regularly and often offered each other support in many 

ways ranging from money to companionship (Baldacchino 2000). However, 

village life also has changed over the past thirty years, and there is little of the 

community spirit that used to exist. Older adults manage alone until they become 

sick or have accidents and are admitted to hospital. Other older adults would 

have an unmarried daughter living in the same house who has the unofficial role 

of looking after her parents (Tabone 1994). With the ever changing role of 

women in Malta, that situation is disappearing fast. Some elderly persons would 

have been living with sons and daughters who themselves have young families. 

The removal of the aged parent from the home situation would soon show what a 

burden the parent has been, and the gap left would be quickly filled. This 

rejection would probably not be deliberate, but it creates the problem of what to 

do with elderly patients when they were fit for discharge from hospital. 

Furthermore, with the increasing life expectancy of the Maltese elderly, older 

adults are looking after their own older parents under one household. The main 

implication of this phenomenon is that the older caregiver would probably need 

just as much support, albeit different, as the patient. Interestingly, the literature 

suggested that the main caregivers of stroke patients showed a high level of 

stress, and would benefit from the input of home rehabilitation teams (Visser-
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Meily et al. 2005; Grant et al. 2004; Han & Haley 1999) . Also, Young and 

Forster (1992) conveyed that the main caregivers of the day hospital patients 

showed higher emotional stress than their home physiotherapy counterparts.  

 

Effective rehabilitation in the community requires a coordinated interdisciplinary 

team approach. Physiotherapy in Malta is generally available as an outpatient 

service but the presence of waiting lists means that the onset of treatment is often 

delayed. The home physiotherapist, being more flexible, would be able to start 

treatment sooner. Stroke represents a severe challenge to home physiotherapy 

services, testing the rapidity of response, and range and depth of the profession. 

As early as 1971 (Kavanagh 1971) patients have been reported to be more 

relaxed and co-operative in their own environment, and the treatment is more 

relevant. The environment can be adjusted to the needs of the individual patient 

and family by provision of appropriate home adaptations, aids and appliances 

(Outpatient Service Trialists 2003; Peat 1997). On the other hand, physiotherapy 

in an outpatient department or day hospital has a constant tendency to become 

disability oriented, whereas the real world of the patient‟s home may reveal 

handicapping problems and action directed to overcome them (Stott et al. 2006; 

Forster & Young 1990). 

 

The home physiotherapist is able to facilitate a patient‟s discharge from hospital 

and ensure that any problems are worked out quickly. In reality, the 

physiotherapist is in a pivotal position to organise assistance from the range of 

locally available caring agencies. The multidisciplinary team may not be 

immediately available in the community, but the patient can generally be referred 
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to other agencies both from the social services and the Public Health Service. 

Home physiotherapy has the potential to enhance and support the caregivers‟ 

involvement with treatment so that they can better appreciate the progress made 

and gain a more realistic perception of the future, allowing for a more continuous 

process of rehabilitation. This is supported by Dowswell et al (1997) who 

suggested that community health services for patients who sustained a stroke 

were particularly valued by their caregivers. 

 

Home physiotherapy for stroke focuses on emotional and social recovery, as well 

as physical function, facilitating the patient towards adjustment (Wiles et al. 

2004; Holbrook 1982). Although rehabilitation interventions may be described in 

terms of structure, process and outcome, much research has focused on the latter 

with relative neglect of structure and process (Lock et al. 2005; Outpatient 

Service Trialists 2003; Donabedian 1989). However, process is crucial to 

rehabilitation because it involves decisions and actions taken by professional 

staff, why they are taken and how they were received by the patient and the 

caregiver. In physiotherapy research, care processes have often not been 

sufficiently understood or described to encourage transferability to other 

establishments for subsequent modification and development (De Weerdt & Feys 

2002; Silverman & Adams 1994; Tallis 1992). 
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3.5 Comparative studies 

 

Britton and Andersson (2000) reported a significant review study that helped 

inspire this project. It pitched home rehabilitation against hospital-based care. 

This was an expected query that would emerge in the minds of policymakers and 

service providers alike when considering home physiotherapy as an innovation. 

Hospital-based care is the mainstay of care within the Maltese Public Health 

Service. Their study assessed whether organised home rehabilitation after stroke 

was better or less expensive than more conventional treatment strategies. The 

research interventions were home rehabilitation versus conventional 

rehabilitation or day care; and home rehabilitation with self-training versus 

conventional rehabilitation. The character of the results included functioning in 

activities of daily living, ability to manage alone, quality of life, depression and 

levels of social activity. For family members, this included levels of satisfaction 

with care, stress, depression and quality of life. Seven studies were included, six 

of which were randomised controlled studies. This constituted a total of 1487 

patients. Furthermore, four of the reviewed studies included cost analysis. The 

results stated in the review suggest the outcomes and costs of home rehabilitation 

after stroke were comparable to alternative treatment strategies. They also stated 

that in certain circumstances home rehabilitation was preferable to conventional 

care. This review reinforces the value of home physiotherapy and justifies the 

current analysis of how to introduce home physiotherapy to the island nation of 

Malta.  
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Interestingly, the review study did not offer information on the components of 

home rehabilitation (such as physiotherapy) or any comparisons of rehabilitation 

programmes in any of the studies. This made it difficult to determine whether the 

setting or other factors have influenced the outcomes. Although studies lean 

favourably towards home rehabilitation, not all questions are answered. The 

foundational difficulty here is that context is not given much attention, probably 

because it is challenging to investigate and reproduce in the traditional scientific 

manner. Consequently, as the authors of the review did not recommend further 

research, one would suggest for more qualitative research into home 

rehabilitation for stroke, where the validity and the generalisability (or 

transferability) lies in the mind of the reader, rather than on the print (Strauss & 

Corbin 1998; Guba & Lincoln 1989) . This study follows that thinking and puts 

context in the centre of its design. 

 

Comparison between day hospitals and home rehabilitation gave some advantage 

to the latter (Low et al. 2004; Anderson et al. 2000; Eldar 2000; Dekker et al 

1998). However, in line with the argument in the previous paragraph, it has been 

suggested that an approach to care more balanced between institution and 

community should be adopted. This approach recognises the limitations of 

institutions and considers the needs of patients and families in their homes and 

communities (Low et al. 2004; Young 1994). It is probable that the latter may 

bolster the positive view on home rehabilitation. 

 

A systematic review by Langhorne et al (1999) on therapy-based rehabilitation 

services for stroke patients living at home suggested that adverse outcome was 
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less common in patients receiving home rehabilitation. However, the benefit of 

community physiotherapy for patients with long-term mobility problems after a 

stroke was inconclusive. Wade et al (1992) reported a small but temporary 

improvement in walking speed for patients who had mobility problems one year 

or more after stroke. However, the study was underpowered and was not done 

within an established community physiotherapy service. Green et al‟s study 

(2002) also reported temporary improvements in mobility and gait speed. 

Nevertheless, from the information provided on the content of the physiotherapy, 

duplication of the study would be difficult. Although in line with common 

practice, the number of treatment sessions given by Green‟s team was small 

(interquartile range 2-7) and may have accounted for the small and temporary 

effect. As with drug treatment, dosage of therapy is a critical factor, and a 

positive relation between the intensity of physiotherapy and rate of recovery has 

been amply reported (Taylor et al. 2007; Caleffi Segura et al. 2006; Kwakkel et 

al. 1997) .  

 

 

3.6 Stroke care as a paradigm 

 

The understanding of stroke care improved significantly in the 1980s. 

Comprehensive observational studies left no doubt about the daily struggle for 

people with stroke and their families. Inadvertently, these studies have also 

exposed the inherent weaknesses and limitation of hospital-based care. Young 

(1994) suggested that three themes have emerged through research that 

proliferated in the 1990‟s. These themes indicated that community care was the 



  81     

real focus in stroke care: minimising handicap, psychosocial needs, and longer 

term perspective. These themes are independent of culture and have strong cross-

border qualities. 

 

The handicap dimension is not easily understood in a hospital environment, as 

the patient is necessarily separated from their home and social context. 

Consequently, hospital staff tend to focus on a standard selection of skills, and 

patient may not achieve their potential within their home. Home physiotherapy 

for stroke has been reported as more effective, efficient and cost effective than 

hospital based care (Thorsen et al. 2006; von Koch et al. 1998; Wade et al. 

1985). This supported the notion that home physiotherapy addressed issues in a 

way that was more patient-focussed. 

 

A particular effect of the acute hospital‟s short term attitude is that inherent 

rehabilitation programmes accentuate physical recovery from stroke and do not 

give due attention to educational and psychological needs. They do not develop 

social opportunities for stroke patients and their families. Furthermore, hospital -

based rehabilitation tends to lend itself to intensifying therapy towards people 

with very severe stroke, and therefore with the least potential for functional 

recovery. This may mean that people with good physical recovery may end up 

housebound and socially deprived (Boden-Albala et al. 2005; Young 1994; 

Forster & Young 1992), increasing the burden on the caregivers. 

 

As indicated above, hospital staff may become entrenched within a short term 

view of dealing with stroke, focussing on discharge as the end of “rehabilitation”. 
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Garraway et al (1980) had suggested that this may cause any progress in the 

rehabilitation process to deteriorate as the patient was discharged home without 

community rehabilitation support. This perspective seemed to be supported by 

the Helsingborg Declaration on European Stroke Strategies (Kjellstrom et al. 

2007). This is the situation in Malta and the overall challenge is to develop 

community rehabilitation in support of effective acute care for stroke, but which 

is sensitive to the long term needs of the patients and their caregivers. 

 

It was interesting to note that stroke and anything that was associated with the 

socio-medical term was perceived as negative, with the patient regarded as a 

passive victim burdening the people around him. This phenomenon was aptly 

reinforced by the „burden of care‟ paradigm (Grant et al. 2004; Pound et al. 

1999). Within this paradigm, stroke was seen as the misfortune of almost 

everyone except the person who actually had the stroke. The burden of care had 

become a popular way of conceptualising stroke. This way of thinking detracted 

attention away from the stroke patient, while casting him negatively as a burden. 

Pound et al‟s study (1999) found that people with stroke and their caregivers 

actively responded to stroke by creating new coping strategies, mobilising 

informal social support, taking things more slowly, and exercising. The families 

had organised themselves so that they interweaved with the formal services, 

providing a constant support system. People did not appear to greatly disrupt 

close relationships and appeared, ten months after stroke, to be settling into new 

patterns of giving and reciprocating. This opposes the findings of Field et al 

(1983) within the same context. Indeed, Pound et al‟s results suggested that 

people did not appear to consider themselves as victims or burdens, but 
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responded to the stroke actively, and imaginatively. Furthermore, they perceived 

exercise as a maintenance strategy, helping to prevent further deterioration, and 

contributing to the structure of a “typical” day, using their families as a major 

resource. Pound et al‟s study evidently challenges the „burden of care‟ paradigm. 

Families become skilful at reorganising their lives and setting up routines to 

accommodate the consequences of stroke (Palmer & Glass 2003; Han & Haley 

1999; Bulmer 1987), and it is around and within these routines that home health 

services in Malta should interweave.  

 

There is a lack of research investigating whether or not patients and caregivers 

feel that rehabilitation services meet their needs in an acceptable manner (Visser-

Meily et al. 2005; Lafferty 1996) and minimal patient satisfaction work 

undertaken in rehabilitation settings generally (Long & Jiwa 2004; Holmqvist et 

al. 2000; Wilson et al. 1995). Stephenson and Wiles‟s (2000) study looked at the 

advantages and disadvantages of home physiotherapy and occupational therapy 

as perceived by both the health care providers and the patients. Using the 

grounded theory approach, their patients identified convenience and being 

comfortable within the home as two significant advantages of home treatment. 

The physiotherapists and occupational therapists singled out greater relevancy of 

the home environment for intervention and goal setting as the main advantage. 

On the other hand, patients identified lack of floor space and equipment as 

disadvantages, while therapists felt that home rehabilitation might predispose to 

lack of control or leadership. The latter was probably due to the concept of the 

therapist as a „guest‟ in the patient‟s home (Partridge & Johnston 1989). 
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Ultimately, one reason why no clear answers were obtained from comparative 

studies of various lines of physiotherapy was that a randomised controlled trial 

for such a heterogeneous group of patients, with a mixed bag of interventions 

from which therapy is customised to suit the needs of the individual patient, was 

unlikely to produce statistically generalisable results.  

 

 

3.7 A question of cost 

 

Service planning and innovation demand financial studies.  While it is not the 

aim of this project to investigate costs, it does acknowledge that stroke care is 

expensive, and that home physiotherapy has the potential to keep overall costs 

down. 

 

In Sweden, 95% of patients with acute stroke were admitted to a hospital 

(Widen-Holmquist et al. 1998), in Italy, 85% (Ricci et al. 1991), and in England 

71% (MONICA 1988; Wolfe et al. 1993). The MONICA (Multinational 

Monitoring of Trends and Determinants in Cardiovascular Disease) study found 

that the proportion of nonfatal stroke cases diagnosed and treated in Europe 

outside hospitals varied from 0% to 16%, being 5% or less in thirteen 

populations (Asplund et al. 1995). There were no figures for Malta.  As there is 

no formal link between the family doctor and the Public Health Service, Malta 

does not keep data on health issues outside its direct control.  Hospital care is 

expensive. The cost per day per patient in the Netherlands ranged from $266 to 

$285, in Sweden from $235 to $260, and in Denmark it was reported to be about 
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$450. Again there are no figures for Malta. Hospital care in Malta costs an 

average of 260 Euros per day (Macdonald 2007), but this figure is based on 

general hospital stays rather than disease specific costs.  

 

In Bradford, England, 108 patients (mean age 71) were, at discharge from 

hospital, randomly allocated to have rehabilitation at a day hospital (n=52 or to 

receive physiotherapy at home (n=56). At 6 months, both groups showed 

improvement in physical function, social activities, and perceived health, but the 

home group showed greater improvement (Young & Forster 1992). Comparison 

of costs showed that home treatment was less expensive, suggesting that from 

this perspective also it was the preferred option (Young & Forster 1993). Indeed, 

in the Bradford study, cost calculations showed that the cost of providing home-

based physiotherapy for patients was about half that for those attending day 

hospital (Young & Forster 1993). In another stroke rehabilitation at home trial in 

Belfast carried out by Queens University (Flinn 2002), home care was found to 

be cheaper than the hospital-based alternative. Furthermore, the home 

rehabilitation group reported higher levels of satisfaction at both the six- and the 

twelve-month data collection date. The debate on cost-benefit analysis is very 

context specific, as it depends on factors that are particular to the country‟s work 

practices, salaries, materials, etc. 
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3.8 Health care and the welfare state 

 

It has been suggested that state intervention in the delivery of health care has 

created an over-reliance on formal care, raised public expectations and 

encouraged paternalistic practice (Charles et al. 2000; Stacey 1988). Where 

possible, the patient should take control of his/her recovery programme by 

employing a range of activities which are both appropriate to the disability, and 

suit the emotional and social needs of that person (Coulter 2002). Long-term 

rehabilitation should not be seen solely in terms of contact with therapists, but 

rather, as a physical and emotional recovery programme using all available 

facilities, especially those that are accessible and agreeable. 

 

Faced with increasing demands for care out-stripping available finances, the 

original socialist ideals of the welfare state, highlighting universalism in health 

and social welfare, free at the point of delivery and paid for by social security 

insurances are being eroded (Stagno-Navarra 2006; Drummond et al. 2005; 

Goodrich 2003). Therefore, from Stacy‟s and Charles‟s arguments, there tends to 

be an over-reliance on informal care as a means of attaining an ideal for 

community care. However, the over-reliance in Malta is on the state. The local 

cultural norm is the attitude that health care is free, and that the state looks after 

citizens from the cradle to the grave. Home rehabilitation can act against this 

attitude in that it has the potential to empower the family to look after its own. 

Although economic, demographic and social trends have brought with them 

changing social networks and changes in informal relationships, family and 

informal social groups were reported as still strong (Troisi & Formosa 2006). 
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This allows for a change in the ideological position of care in the community, 

which is prevalent in most European countries, to care by the community. This 

shift may facilitate the Maltese government‟s objectives to reduce public 

expenditure and decrease state provision in hospital-based health care, while 

investing in community and social care (Ministry of Social Policy 1994; Tabone 

1994; Land 1991). 

 

The welfare state was designed to bring people shelter and into care. By and 

large that meant institutional care, whether the institution was the elderly 

person‟s home, the children‟s home, the hospital for the mentally ill, or the 

general hospital. While acknowledging the commitment, the expertise and the 

professionalism of those involved, the welfare state was considered visionary and 

effective in its time, but is now overloaded, with the risk of total collapse. 

 

At provider level, the home physiotherapist manages the interface not just with 

the patient but with the variety of agencies which make up the as yet fragmented 

tapestry of community care. With the costs of institutional care increasing, 

disabled, aged and terminally ill people are being encouraged to remain at home, 

with family and community help (Busuttil 2004; Gleeson et al. 1989). 

Consequently, local initiatives and developments, which best fit the structure and 

cultural context of the community they seek to serve, may have a greater chance 

of meeting individual needs and expectations. 
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3.9 Summary and comment 

 

This chapter has provided an overview of the concept of home physiotherapy 

within the paradigm of providing patient focussed inter-professional community 

rehabilitation. The arguments are embedded in the context of a society that has 

invested heavily in institutional care, to the detriment of primary and community 

health care. 

 

As the Maltese population grows older with its associated high rate of disability 

and comorbidity, there is a greater need for preventive and rehabilitative home 

care programmes. Improving the ability of the Maltese health care system to 

respond to the needs of disabled people is one of the greatest challenges of our 

time. However, if the profession is to be responsive to the increased utilisation of 

home physiotherapy, academic programmes need to prepare graduates to 

function effectively in that environment. This preparation should be based on the 

characteristics of actual practice in the home. 

 

Home physiotherapy must be acceptable to the patient, to the doctor and other 

gatekeepers of services, and to the caregiver. Educational programs should be 

targeted to doctors and discharge planners regarding the scope and diversity of 

services offered in the home. The specificity of the effects of physiotherapy in 

terms of context and contents need to be taken on board by the physiotherapist 

and by those who refer patients to the service. 
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As Strauss and Corbin (1988) had suggested, most of the work associated with 

illness was done at home. Therefore, physiotherapists, indeed all health 

professionals, should perceive the home as the centre of care rather than the 

hospital. Consequently, all facilities, services and interventions should support 

and assist the work conducted at home by people with stroke and their informal 

caregivers. Indeed, there should be an increased flow of resources into the 

Maltese home. 

 

Community rehabilitation is an integral part of intermediate care, which, 

unfortunately is not seen as pivotal in the policies driving the reform and 

modernising of health care in Malta. If rehabilitation in the community is to be 

effective it must be developed in a coherent manner, giving consideration to the 

needs of the community, the skill mix required, the services offered, philosophies 

and guidelines developed, and the evidence already available related to team 

working and rehabilitation. However, until that stage of evolution is reached, 

more knowledge is required about the process of home rehabilitation services in 

Malta, including physiotherapy. This chapter showed how studies in community 

health care and home rehabilitation were multifaceted both in scope and method. 

Most occurred in an already established background of several years of national 

home health service delivery. Malta is not in that contextual position. 

Consequently, this study contributes to that body of knowledge. 

 

 


