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Chapter 6: THE FINDINGS OF THE STUDY 

 

 

6.1 Introduction 

 

The findings of this study highlight the systems responses to the introduction of a 

state-funded home physiotherapy service. They revealed structural characteristics 

of the Maltese health care system that constrained the development of home 

physiotherapy within the Public Health Service. 

 

This chapter presents the findings of Phase 1 and Phase 2 of the project, 

including a hermeneutical analysis of documents spanning the whole study. 

These documents were deemed to have a bearing on home physiotherapy in 

Malta. It will present systems responses which evolve into specific constraints 

linked to the planning and implementation of a home physiotherapy service as an 

innovation. Each constraint was found to be influenced by another, creating a 

mesh of issues that help create an understanding of the process of providing a 

home physiotherapy service within the local health care context. To put this 

chapter into context, the research questions are restated: 

1. What are the constraints that influence the development of a home 

physiotherapy service for stroke patients within the Maltese Public 

Health Service?  

2.  Would the introduction of a state-funded home physiotherapy service 

encounter opposition that will reveal structural characteristics of the 

Maltese health care system?  
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Table 6.1 depicts a summary of the timeline of the project. It helps put this 

chapter into perspective and allows for a better understanding of the findings. 

Year Event 

2001 – 2004  Informal meetings with clinical staff, physiotherapy 

manager and policymakers. Discussions on primary health 

care, home health care and home rehabilitation. 

 Zammit Clapp Hospital verbally commits to sole Day 

Hospital system 

 

2002  Official support for the project 

 Discussions with clinicians to win over their support 

 

2003  Identification of stakeholders in study 

 Interviews with stakeholders 

 

2004  Discussions with manager of physiotherapy services to 

outline model of service and identify the home 

physiotherapy team (based on Phase 1 findings) 

 Meetings with hospital administrative staff to discuss 

transport and insurance 

 Meetings with team manager and home physiotherapists to 

agree on protocol and referral criteria 

 General meeting with all hospital physiotherapists to 

explain project 

 

2005  February:- Pilot home service commences 

 Continual dunning of clinicians 

 March/April:- First set of interviews with 

physiotherapists, patients and caregivers 

 November:- Second set of interviews with 

physiotherapists, patients and caregivers 

 December:-      Discontinuation of service 

 

2006  Meetings with manager physiotherapy services:              

Discussion of findings                                              

Implications of the study                                                

Action after study 

 Meeting with DOH consultative committee on reform of 

primary care services:     

                  Presentation of findings and recommendations 

 State-funded physiotherapy departments provide home 

physiotherapy services using existing resources 

 

2007  Awaiting reform of primary care services and rehabilitation 

services 

 

Table 6.1: Timeline of the Pilot Home Physiotherapy Service for patients 

discharged from Hospital after a Stroke 
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The study uncovered several issues that influenced the planning and 

implementation of the home physiotherapy service, as depicted in Table 6.2. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6.2 Findings – Phase 1 

 

Throughout the coding process and subsequent thematic analysis a sense-making 

approach yielded three distinct categories which were as interesting as they were 

different. These categories were composed of themes or issues which were used 

to set up a pilot home physiotherapy service for patients discharged from hospital 

after a stroke. They were: 

 

      

Fieldwork  Broad Issues 

     

Phase 1  barriers to implementation of new service 

   role of the caregiver 

   varied perceptions of home physiotherapy 

     

Phase 2  barriers to implementation of home service 

   attitudes to home physiotherapy 

   fragmented rehabilitation service 

    

      

 

Table 6.2 : Categories of issues uncovered in the planning and 

implementation of a home physiotherapy service for 

stroke patients in Malta  
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1. barriers to implementation of new service, 

2. the role of the caregiver 

3. variety in the perceptions of home physiotherapy 

 

Each category will be dealt with separately. However, it will become apparent 

that they were not mutually exclusive. The presentation of the findings might 

seem to manifest some repetition. However, this was done purposely to 

acknowledge the different angles with which the perceptions were analysed. 

Ultimately, the themes will reflect the general socio-political climate with 

reference to home physiotherapy within the Maltese public health care system. 

Furthermore, it would be helpful for the reader to consider Phase 1 as a snapshot 

of a larger study, a case study, the latter being informed and moulded by current 

events, and their influence on service organisation. 

 

 

6.2.1 Barriers to implementation of new service 

 

The common denominating category that has arisen from interviewing the key 

service providers was a grave concern with starting the home physiotherapy 

service. This fear was built on certain themes that were identified consistently 

throughout the interviews. Figure 6.1 gives a diagrammatic representation of the 

issues and possible inter-relationships. 
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6.2.1(a) Abuse of the service 

 

By far, the biggest concern was that of abuse of the service once it started. This 

perceived abuse took many forms, for example 

 

“One has to be extremely strict and vigilant that 

people are provided with home physiotherapy 

because they really need it, and that they are going to 

benefit from it. My worry would be sending 

physiotherapists to people who will obviously make 
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Figure 6.1:  Emergent themes influencing the introduction of a new 

home health service 
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no improvement. They have a dense stroke, they have 

had first six, twelve weeks of physio, no improvement 

whatsoever and because they want to discharge them 

from hospital: “Ok! We will send you home 

physiotherapy”. That would be a total inappropriate 

use of the resources, and my worry is that that would 

become the trend.” 

 (Policymaker No. 2 / Interview 1, Paragraph 67)  

 

The above respondent manifested low confidence in doctors and medical 

consultants, perceived to be the referrers of patients to the new service. What 

was disturbing was the conviction that this type of abuse would become a trend, 

implying that the comment stemmed from personal experience. Furthermore, 

given the respondent‟s position within the Department of Health, one may 

assume that this type of abuse was considered as ingrained practice, at least 

within other services. Moreover, as stroke is considered a condition with 

functional residual deficits (Zorowitz et al. 2002), doctors may be perceived to 

offer home physiotherapy as a way of discharging the patient from hospital 

under false pretences, or as a way of temporarily satisfying the need for hope 

through rehabilitation (Wade 2000; Pound et al. 1994). 

 

It seems that, according to Policymaker No. 2, Maltese health care professionals 

did the best possible for the patient in lieu of being realistic, to preserve the good 

relationship between them: 

 

Respondent: No, as a clinician, you have an 

obligation towards your patients. Within the local 

scenario with us being so small, with all the context in 
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this, that and the other, it is extremely difficult for 

people to say no and if the clinician says no, the 

patients can go to the politicians and the politician 

will say yes and I mean it‟s... I‟m not saying present 

day, this is emm... 

Interviewer: It‟s our history…. 

Respondent: It‟s history, if you look back this is 

what has always happened. And it is increasingly 

difficult for clinicians, when a service is available, to 

say no to the patient.  We have ample situations: 

Schedule V; people who are not entitled to Schedule 

V, physicians invent a condition to get them entitled 

to schedule five so they get free treatment. We have 

ample..., so it is quite easy in home physiotherapy for 

admission to say a nasty chest infection... whatever... 

home physiotherapy, when home physiotherapy is not 

required. And as a nation we are spoilt, from a 

medical point of view, because we have always had a 

very good service, we have always had a good service 

at home, certainly within the private sector, because 

the public sectors have taken off over the past thirty 

years that its really taken off in a big way, but...and at 

a relatively low cost. And now with the private, with 

the public sector being free at the point of delivery, 

which I totally agree with in principle, people would 

want the same quality service and we do provide the 

quality service at no cost. “I‟m paying my taxes. I 

have a right to it so I want it.” And that‟s the attitude 

being adopted by the public. My worry...as clinicians, 

one tends to go for the best possible for the patient. I 

mean clinicians would, rather than insist with their 

patients that they take twice daily treatments, they 

would opt for the more expensive drug which is given 
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on a once daily treatment so that it‟s easier for the 

patient to comply. And that‟s the way we work, and it 

would be very much the same with the home 

physiotherapy, they would give the patient the easiest 

option as long as they don‟t do anything to spoil the 

relationship with the patient.  

(Policymaker No. 2, Interview 1: Paragraph 103 to 

107). 

 

This issue was further reinforced by senior ranking physiotherapists‟ concerns 

that a home physiotherapy service would be vulnerable to institutionalised abuse: 

 

Respondent: …. Because I see things that happen 

here, for example, even to maintain discharge it‟s 

very difficult sometimes. 

Interviewer: Why is it very difficult? 

Respondent: Because Malta is so small. 

Respondent: Malta is small, and politics. 

Interviewer: Politics, you mean there is pressure 

from other people to continue treatment.... 

Respondent: Often. Obviously they tell us it‟s up to 

us. They still ask for our opinion, but this must not be. 

They should, I think, accept our assessment.  Just 

because you phone up the minister, he does not 

understand stroke. So he is still going to phone us up, 

and he is still going to ask us for feedback. 

(Ward Physiotherapist 3/ Interview 1: Paragraph 135 

to 147, translated) 

and 
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Interviewer: So you think that if this new service 

starts, it‟s going to happen as well? 

Respondent: I am sure. It will all happen. 

(Ward Physiotherapist No. 3, Interview 1: Paragraph 

157-159, translated) 

and… 

“We live in Malta and I think abuse and corruption 

should be the most common words in our language, 

and I think that is something that needs.....,” 

(Home Physiotherapist No. 3, Interview1: Paragraph 

56) 

 

This was a state of affairs experienced daily by physiotherapists in senior 

positions. It was likely that this was happening in parallel situations in other 

government agencies. It was common knowledge locally that the perception of 

the public at large was that the state health care system was free. Therefore, it 

was vulnerable to abuse, not only by the public, but also by the people who have 

political or administrative influences. Introducing a new service perceived as 

“convenient” for the client would make it susceptible to abuse. 

 

Abuse of the service was also perceived to arise from the awareness that home 

physiotherapy in Malta had been recognised as a private service for such a long 

time. A major concern was that the home physiotherapist might take direct 

monetary payment for government services from the patient.  

 

“I think that when ...patients or carers employ 

somebody on a private basis there are certain 

expectations based on the fact that there is a payment 

issue there as well. Emmm...with a public service my 
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only concern would there might end up being a mix 

of the two.” 

(Policymaker No. 1, Interview 1:  Paragraph 41) 

 

The respondent here made this statement by talking slowly, choosing the words 

carefully. This gave the statement more importance when coupled with its 

source, demonstrating a lack of faith in the integrity of junior staff.  It was 

probable that the respondent was being realistic. There was nothing to stop the 

home physiotherapist from taking financial rewards or gifts from the patients 

other than his/her personal and professional pride and ethic. 

 

 

6.2.1(b) Qualities of a home physiotherapist 

 

Specific concern was evident when it came to identifying qualities that a home 

physiotherapist must possess to perform satisfactorily (Figure 6.1). The tones of 

voice and body language used when describing them exuded anxiety, almost as 

if these qualities were uncommon or difficult to come by. The sub-categories 

related to this issue comprised “maturity”, “diplomacy”, “confidentiality”, 

“communication skills”, and “adaptability”.  

 

Maturity was considered an important quality by both a policymaker and the 

clinicians. 

“…first and foremost we think we are, emmm, 

actually now changing a slight balance of power here, 

ok, where you‟re going in the patients home, right. 

One would be exposed to a number of new situations, 
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whether it be environment, ok, conditions in which 

people live, social circumstances of people. And 

that‟s why you need the maturity, somebody who can 

actually deal with that, all right.” 

(Policymaker No. 1, Interview 1:  Paragraph 53) 

 

The shift from a longstanding outpatient rehabilitation system towards home 

physiotherapy exposes the clinician to environments and situations where he/she 

has little or no control. Whereas the physiotherapist unwittingly has a 

dominating role in an outpatient situation, the tables are turned in home 

physiotherapy. The physiotherapist is now a guest in the patient‟s home 

(Stephenson & Wiles 2000). A level of maturity was identified as necessary to 

equip the physiotherapist to deal with new and fluid situations in the community. 

The physiotherapists were concerned that the absence of the perceived protection 

offered by the “structured environment” of the outpatient system warranted an 

experienced clinician.  

 

“Patients do sometimes act inappropriately etc. and 

within an unstructured environment, one needs to act 

appropriately.” 

(Ward Physiotherapist No.1, Interview 1: Paragraph 

90) 

 

What was noteworthy at that stage was the way the phrase “structured 

environment” was used by clinicians to describe a hospital environment and 

“unstructured environment” was used to highlight the dynamics that were 

perceived to characterise home physiotherapy:  
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“Within a hospital environment, you can actually pick 

up quite a lot of dynamics between carers and the 

patients you‟re treating. In a home environment, 

you‟d see certain things, less inhibited, then you 

would see... and you‟ve got to know how to deal with 

them, all right, to the patient‟s benefit.” 

(Policymaker No. 1, Interview 1: Paragraph 53) 

 

Within a hospital environment, “structured” was perceived as familiar and safe, 

while “unstructured” was seen as the unknown – unsafe and without the backup 

of hospital colleagues, or “without a doctor present” (Home Physiotherapist No. 

4, Interview 1: Paragraph 72). This was interesting because it uncovered a notion 

that responsibility for the patient lay solely on the doctor, and any issues that 

arose had to be cleared by the doctor in hospital. Within the local scene of 

community care, the physiotherapist may need to make decisions quickly and 

confidently to the benefit of the patient and the caregiver. Consequently, this 

argument was somewhat disconcerting because it showed that although Maltese 

physiotherapists were trained to accept responsibility for their patients through 

their assessment and treatment strategies, hospital clinicians may not have been 

taking it up so readily. This argument certainly warrants further investigation. 

 

 

6.2.1(c) Personal safety 

 

The interviews identified that the personal safety of the home physiotherapist 

was also a source of concern: 
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“Potential violent situations, which they‟ve got to 

know how to deal with.” 

(Policymaker 1, Interview 1: Paragraph 53) 

 

and 

 

“…all right it will not be good without any staff 

around so basically the environment might not be that 

safe.” 

(Home Physiotherapist No. 3, Interview 1:  Paragraph 

90) 

 

Fear for personal safety was a fascinating notion in home physiotherapy. 

Although the eventuality of violence on domiciliary health care personnel was 

documented in the literature, especially in big cities (London Borough of 

Greenwich Directorate of Social Services 2002; Galloway 2002), it was never 

reported as an issue in the thriving private physiotherapy practice that existed in 

Malta. Could this perception be linked with the threat to private practice in 

Malta?  

 

Other themes that were related to this phenomenon included being diplomatic, 

having communication skills, being specialised, dressing appropriately, and 

being of a senior level. However, it may be argued that these qualities are 

necessary for any competent physiotherapist (Gyllensten et al. 1999). Indeed, 

these responses may have arisen from anxiety related to delving into the 

unknown (Calabrese 2003;Bovey & Hede 2001). 
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6.2.1(d) Control of the service 

 

Another point of concern was the control of the level of supervision and the 

quality of work provided by the home physiotherapist. 

 

“Disadvantages. I think from a service point of view, 

I think from supervision point of view. Being able to 

supervise … the care which is being given, being able 

to ensure that the quality of care….” 

(Policymaker No. 1, Interview 1: Paragraph 85) 

 

and 

 

“…it‟s a new thing so some things might just need a 

bit of explanation from a more experienced, might 

just need a discussion but yes I think certain aspects 

need to be taken in consideration. When you consider 

as well that the person is not going to have any 

supervision,…” 

(Home Physiotherapist No. 3, Interview 1:  Paragraph 

90) 
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6.2.1(e) Transport 

 

Figure 6.1 illustrates transport problems as a factor that may resist the setting up 

of a home physiotherapy scheme. One policymaker believed that “it doesn‟t 

mean that because I have a poor transport system to get patients from home to 

the physiotherapy department then I abolish the transport system and send the 

physiotherapist to their home,…” (Policymaker 2, Interview 1: Paragraph 95). 

The Department of Health transport system was often criticised for its general 

inefficiencies. Another policymaker also showed direct concern when the 

rhetorical question was asked: 

 

“How do you manage things like transport?” 

(Policymaker No. 1, Interview 1: Paragraph 13) 

 

This worry was also mirrored in the clinicians‟ perceptions on the matter: 

 

“Transport in itself is can present disadvantages, the 

provision of transport, the logistics behind it, the 

availability of resources in transport. Emm, so that in 

itself I think is an area which has to be discussed on 

its own merits, even the fact that it involves liaising 

with another department.” 

(Home Physiotherapist No. 4, Interview 1:  Paragraph 

63) 

 

and 
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“With my car, with mine and then maybe I can be 

compensated for petrol. I mean, (transport) here is 

very time consuming.” 

(Ward Physiotherapist No. 3, Interview 1: Paragraph 

167) 

 

The hospital staff‟s experience with the Department of Health‟s transport service 

was commonly negative. This might be the reason why organising transport was 

seen more as a difficulty rather than just an issue. Physiotherapists used the 

transport service to convey patients with mobility problems to their outpatient 

clinics, and to visit patients for home assessments (pre-discharge). More data 

regarding transport is presented later. 

 

 

6.2.1(e) Cost 

 

Closely related to the issue of transport within the category of “responses to a 

new service” is cost: 

 

“It is not only from a human resources point of view 

but even from other resources point of view, and the 

major one being travel, the major one.” 

(Policymaker No. 1, Interview 1: Paragraph 109) 

 

and 

 

“Well, payment of transport, that‟s a recurrent 

expenditure. It‟s not capital. So it‟s your human 
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resources and your transport expenses, which will.... 

and then you have to see what the demand is going to 

be, and if people calculate that the demand is going to 

be X then I would say think of X to the power of two 

because it would grow. Undoubtedly.” 

(Policymaker No. 2, Interview 1:  Paragraph 99) 

 

Indeed, it was also stated: 

 

“We have to accept that gone are the days when we 

just introduced services without looking at the cost, 

because it is easy to introduce a service the initial 

costs may not be high.  In home physiotherapy there‟s 

no capital cost at all.” 

(Policymaker No. 2, Interview 1 Paragraph 95) 

 

The general perception of policymakers and service providers was that home 

physiotherapy was expensive. The literature was undecided on this matter, 

mainly due to the variation in how the costs were calculated in different studies. 

In a review on the costs of home rehabilitation (Britton & Andersson 2000), 

seven studies were scrutinised. It suggested that home rehabilitation appeared 

more costly than outpatient care. Furthermore, the authors suggested that home 

rehabilitation may be more economically advantageous if combined with early 

hospital discharge and offered to patients when they are less functional and have 

more complex transport needs. On the other hand, Britton and Andersson‟s 

findings should be viewed with some reservation because of the difficulty of 

comparisons across time and different countries. However, the managerial 

culture within the Maltese Department of Health was to keep systems 
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establishment-based, to maintain a degree of control on operations. Therefore, 

sending a physiotherapist to the patient‟s home was perceived as a potential loss 

of this control, increasing the vulnerability to escalating costs due to abuse or 

mismanagement:  

 

“But we all know! We had all this: the handyman 

service, the meals on wheels, the home health. I mean 

they start it off with clear protocols as to who should 

be entitled…. We all know who is getting home 

health today. You know… it‟s every Tom, Dick and 

Harry, and I wouldn‟t like certainly that that would 

not be the aim of having a home physiotherapy. But 

that is my main worry, controlling the service once it 

starts.” 

(Policymaker No. 2, Interview 1: Paragraph 67) 

 

However, one may also submit that there was little knowledge of costing of 

physiotherapy services within the ranks of the Department of Health. During the 

interview with one of the policymakers, it became apparent that, although there 

was obvious awareness of the cost implications of introducing a new service, 

there seemed to be little local information regarding the cost-benefit 

relationships of home physiotherapy: 

 

“So by and large although the cost per patient yes, to 

treat this particular stroke is much possibly cheaper to 

treat them in community - one has to see, but it may 

be possibly cheaper to treat them in community: at a 

certain point it becomes cheaper to treat them in 

community than continue in hospital but the overall 
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expenditure for the running of the service will 

increase.” 

(Policymaker No. 2, Interview 1: Paragraph 59) 

 

 

6.2.1(f) Patient discharge process 

 

The process of discharging a patient who has been referred for home 

physiotherapy was mentioned with some apprehension. Related to the possibility 

of abuse and the problem of decreased communication skills and strategies, 

discharging a stroke patient from home physiotherapy was considered a 

challenge. 

 

“Well! I know they would need so much (physiotherapy), and 

then they start: „I need more. I want more‟, they tell you. „I want 

more‟.” 

(Ward Physiotherapist No. 3, Interview 1: Paragraph 125) 

 

From the patient‟s point of view, the above statement sounded almost justified: 

“If I walk it‟s enough for me!” 

(Outpatient No. 1, Interview 1: Paragraph 290, 

translated) 

 

As the patients identified physiotherapy as the means towards regaining 

locomotion, they felt that physiotherapy sessions should continue until they 

could walk independently. This perception was shared by the caregivers: 
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“I wish I can see him/her (the parent) walk a bit, at 

least with a stick. That, that is my aim.” 

(Outpatient Caregiver No. 1, Interview 1: Paragraph 

106) 

 

On the other hand, although one policymaker had the insight to understand how 

distressing it may be for the patient and/or caregiver to be discharged from 

physiotherapy, 

 

“Patients, ok, do not..., being discharged, for many 

patients, is a very traumatic experience, very, very 

traumatic experience, because for those patients 

especially who do not get full recovery, but who 

have some residual disabilities as a result of the 

insult, would feel that they are being abandoned, that 

it‟s the end of the road for them. And that is quite 

traumatic for the patients because their expectations 

are always that they are going to get better, ok.” 

(Policymaker No. 1, Interview 1: Paragraph 97) 

 

clinicians tended to focus on more administrative factors such as “functions 

gained as compared to our projected aims and goals” (Home Physiotherapist 4,   

Interview 1: Paragraph 99), the waiting list, patient reaching independence, and 

the number of treatment sessions. However, a policymaker did point out that 

agreed goals using guidelines would be a plausible approach to the discharge 

process: 

“I think one has to approach it from planning the 

treatment with the patient and trying to make very 

realistic goals, ok, to be as realistic as possible in 
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terms of the outcomes to be expected and getting 

that clear as early on as possible, right.” 

(Policymaker No. 1, Interview 1:  Paragraph 97) 

 

 

6.2.1(g) Communication 

 

The previous issue tied in harmoniously with the problem of communication. 

Most state hospitals in Malta did not have working protocols or guidelines that 

enhanced communication between professionals or with patients and caregivers.  

 

“….as far as the coordination of all the professions 

is concerned, this is, I think we are lacking there.” 

(Home Physiotherapist No. 4, Interview 1: 

Paragraph 31) 

 

This issue was recognised as a fundamental factor when a senior policymaker 

stated that “we need to have a better link between the hospital service and the 

general practitioner‟s service.” (Policymaker No. 2, Interview 1: Paragraph 15). 

The general practitioner is considered to be the hub of community and 

domiciliary health services (Sibbald 2000). 

 

Of note was a statement by an experienced physiotherapist: 

 

“A huge difference will have to be made by the person (home 

physiotherapist), by the other physios working in the acute sector 

or the outpatient sector and by the seniors of the management, 
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management or the administrators involved to make that person 

continue being part of the team.” 

(Home Physiotherapist No. 4, Interview 1: Paragraph 92) 

 

The “huge difference” mentioned implied a concern that communication was 

lacking and this would affect the management of the home service, or any health 

service for that matter (Anderson & Marlett 2004) 

 

 

6.2.1(h) Summary 

 

The general themes gleaned from the analysis of the policymakers‟ and service 

providers‟ responses in Phase 1 manifested a sense of anxiety when considering 

the introduction of home physiotherapy in Malta, almost a fear! This may be 

interpreted as resistance to change, service providers and policymakers offering 

obstacles, albeit unknowingly, to the implementation of the home service rather 

than expressing ways to facilitate it. Examples included statements that the 

service would be abused intentionally, or not, and it would be expensive; that the 

home physiotherapist must be a special person, and he/she may become 

vulnerable to potentially dangerous situations; that it would be difficult to 

maintain communication with the home physiotherapist, and the latter would 

find it difficult to discharge patients. 

 

The term “barriers to a new service” might be a somewhat strong label for a 

category of issues. However, when one analyses what has been said through the 

experiences of a physiotherapist who has been in government service for several 
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years, these “barriers” become a more realistic perception on the setting up a 

home physiotherapy service within the Maltese Public Health Service. 

 

 

6.2.2 The Perceived Role of the Caregiver 

 

The family caregiver has a pivotal role in the rehabilitation of the stroke patient. 

This position was based on the author‟s experience with stroke patients and the 

literature (Troisi and Formosa 2006; Ayling 2001; Evans et al. 1994; van den 

Heuval et al. 2001). Figure 6.2 gives a diagrammatic representation of the 

categories associated with the caregiver that have evolved from the first phase of 

the study. 

 

Physiotherapists in St. Luke‟s, Sir Paul Boffa, and Zammit Clapp hospitals 

recognised the value of the contribution of the family caregiver, evidenced by 

the relatively recent introduction of formal family training sessions, and home 

assessment visits prior to patient discharge. However, the focus seemed to be on 

taking care of the patient, ie, handling and transfers, rather than on active 

participation in the rehabilitation process:  

 

“Many a time, these patients and the carers are quite 

anxious when they are discharged. First they were at 

hospital and they‟ve got a team taking care of them 

and they‟ve got somebody to rely on, and suddenly 

they find themselves at home. “How am I going to 

cope at home now?” ” 

(Ward Physiotherapist No. 2, Interview 1, Paragraph 83) 
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While one policymaker believed that “they are the lynchpin” of stroke care 

(Policymaker 1, Interview 1: Paragraph 81), another policymaker extrapolated 

the caregivers‟ role to being directly involved in physiotherapy 

 

“Let‟s not forget the family, because they can be 

extremely helpful, and I think that the physio can 

start off doing exercises and teaching and letting the 

family doing some supervision and than just pop in 

from time to time to monitor the progress being 

made on the patient.” 

(Policymaker No. 2, Interview 1:  Paragraph 87) 

 

Indeed, “if there‟s a problem with the carers….that may have a very, very big 

impact on the outcome for the patient” (Policymaker 1: Paragraph 81). On the 

other hand, another emerging theme was the concern that the caregivers were 

relied on for everything, ranging from rehabilitation techniques to the minute by 

minute general care of the stroke patient, to the constant provision of emotional 

support (Troisi and Formosa 2006; Loerke 2000; Han & Haley 1999; Johnson 

1998; Evans et al. 1994;; Bugge et al. 1999) This may give rise to anxiety: 

 

“To wash, right. You have to stay with him/her all 

the time. A banana, you have to peel it for him/her. 

Meat, you have to cut it into little pieces for him/her. 

You have to stay with him/her all the time. And to 

change his/her shoes….they also did like that plastic 

leg for him/her.” 

(Outpatient Caregiver No. 3, Interview 1: Paragraph 

43, translated)  
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The tone of voice and the detail with which the caregiver described the care 

dispensed on her spouse manifested a high level of stress and anxiety, almost a 

cry for help. She/he went on to say: 

 

“Often I shout at him/her and nag because his/her 

leg…. For example, I tell him “Oh come on. Move 

it”. He/she tells me “You‟re hurting me! You‟re 

hurting me”. I tell him/her “but why don‟t you 

behave….. you behave like this with them? He/she 

tells me that he/she tells that he/she is in pain. I try 

to help him/her a lot.”  

(Outpatient Caregiver No. 3, Interview 1: Paragraph 

71, translation) 

 

This caregiver‟s anxiety was directed towards the spouse and towards her own 

failure to elicit movements or functions that have been performed by the spouse 

in the clinic: 

 

“Because (the physiotherapist) said that he/she is 

able to stand on his/her own. I told him/her “But 

he/she doesn‟t stand on his/her own.” Because even 

the toilet…to take him/her to the toilet, sometimes 

three times, I am lifting him/her. Getting him/her 

down, arranging him/her, lifting him/her up again, 

cleaning him/her, lifting him/her up again. It‟s like, 

pulling, pulling all the time. I pity him/her”. 

(Outpatient Caregiver No. 3, Interview 1: Paragraph 

67, translated) 
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In an almost contradictory manner, the stress level reached an extent where the 

focus of the problem shifted from the patient to the self, ie, the caregiver. The 

caregiver burst out crying, saying: 

 

“I wish he/she doesn‟t depend on me so much. My 

God, I have to do everything for him/her. Every 

night I have to stay with him/her. Sometimes he/she 

doesn‟t shave well, and I have a mirror that shows 

big. He/she forgets. Often he/she forgets. Even our 

son, he says “Why is he/she behaving like that,...?” 

At the moment I cannot continue…” 

(Outpatient Caregiver No. 3, Interview 1:  Paragraph 

135, translated) 

 

Interestingly, in Outpatient Caregiver 1‟s case, the main caregiver was his 

married daughter. The stroke event had a substantial impact on all the family and 

put a strain on her relationship with her husband. 

 

“My husband understands me a lot. My husband had 

a problem. I mean his father was like that. He took 

eight years. I mean he passed through it as well. For 

example, what passed through his mind he used to 

tell me, like, and he gave him a lot of support. It‟s 

not like we argued….at first we argued, because 

there were words. But when I started understanding 

him, he stopped, and we started understanding each 

other more.” 

(Outpatient caregiver No. 1, Interview 1:  Paragraph 

102, translated) 
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All in all, however, she felt happy because looking after her father meant 

spending more time with him, and it helped them become emotionally closer: 

 

“I always wanted to be close to dad. I always wanted 

him close. I missed him. I would feel that although 

we used to argue a lot, I used to feel we clicked and 

that he understood me. And I never had the chance 

to spend time with him. So now, like, I‟m with him. 

I‟m looking after him. I feel very, very, very happy.”  

(Outpatient caregiver No. 1, Interview 1: Paragraph 

98, translated) 

 

Each caregiver and each patient had different and personal ways of dealing with 

the loss incurred by the event of stroke, prompting any health service that was 

designed to help in the rehabilitation of the patient to be flexible enough to make 

that help effective (Kerr & Smith 2001; Clark et al. 1994; Evans et al. 1994). 

Indeed, the obvious dependence on the caregivers was also notable from the 

patients‟ perceptions: 

 

Interviewer: Does she/he stay with you at home? 

Respondent: Yes. She/he does not let me stay alone. 

Either, like, either him/her or my daughter stay with 

me at night.  

Interviewer: You‟re doing therapy twice a week 

here. Are you doing therapy at home? 

 Respondent: Yes. My daughter does therapy to me 

as well. 

(Outpatient No. 1, Interview 1:  Paragraph 217 to 

223, translated)  

and 
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“At home everyone looks after me.” 

(Outpatient No. 1, Interview 1: Paragraph 306, 

translated) 

 

and 

 “Most of the time, here my daughter picks up my 

things (from the floor). Often she has to come down 

from upstairs, poor thing, to pick them up.” 

(Outpatient No. 2, Interview 1: Paragraph 120, 

translated) 

 

and  

 

“I use the toilet, but she/he has to lower me down 

slowly, because I can‟t go down slowly on my own. 

I feel like, without wanting to, I let go, because I 

don‟t have strength in my legs.” 

(Outpatient No. 3, Interview 1: Paragraph 139, 

translated) 

 

Although they sounded almost embarrassed while speaking about their 

caregivers, they expected their help, or had no choice but to accept it, possibly 

assuming the role of the “grateful recipient” as described by Michie and Kidd 

(1994). Indeed, part of the role of the caregivers expected by both the patients 

and the health care professionals was to provide therapy at home. However, a 

senior physiotherapist manifested disappointment with the behaviour of some of 

the caregivers: 
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Interviewer: Do the caregivers help you when 

planning discharge? 

Pause… 

Interviewer: You‟re smiling! Do they not help, then?  

Respondent: There are those who help, and those 

who exaggerate. There are those who say “No! He 

functions well with you. With me he cannot do 

anything! With me he falls. And if he falls, what do I 

do?” And I answer. “He can fall with us here as well.” 

He knows how to get up, because we show him how. 

If he were alone he waits. Or else they say. 

“Otherwise we can cause him to fall!” Make him fall! 

You‟re not walking with him so that he falls! They do 

this to get away from their responsibilities. Because 

sometimes, one must be responsible also.” 

(Ward Physiotherapist No. 3, Interview 1 Paragraph 

243 to 247) 

 

This negative perception of caregivers was not surprising. The inability to cope 

with a relative who has had a stroke, or the inability to take on the responsibility 

for the care of that person was on the increase according to an important Maltese 

study on caregiving (Troisi and Formosa 2006), and according to some senior 

physiotherapists, for example 

 

“If they have been discharged to a residential home 

which we find is happening more and more, 

especially with stroke patients because of the 

demand that will be on the main carers, and its not 

only a matter of the support or the constant care. It‟s 

also a matter of the handling. maybe they have 

difficulties, sometimes if it‟s a spouse the person is 
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as old, is just as old and maybe is suffering from 

other problems themselves, so it gets complex its not 

a simple situation.” 

(Ward Physiotherapist No. 1, Interview 1:  

Paragraph 55) 

 

and 

 

I think it‟s a…it‟s a trend. It‟s a demographic trend. 

(Home Physiotherapist No. 4, Interview 1:  

Paragraph 23) 

 

In fact, it may also have been contributing to the problematic number of social 

cases in St.Luke‟s Hospital and Boffa Hospital (Cachia 2004; The Medical 

Association of Malta 2004; Zammit and Ferry 2006). This may partly explain 

why it was perceived that a home physiotherapy service may be abused of by the 

caregivers. There was a feeling that a home physiotherapy service would be 

“convenient” for the caregiver and the patient: 

 

Interviewer: And if the physiotherapist goes to the 

house?  

Respondent: Life would be comfortable for the 

carer. 

(Ward Physiotherapist No. 3, Interview 1 Paragraph 

223 to 225, translated) 

 

and 
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“I recently had a case who reverted to home physio 

because he wanted more sessions, for example. 

When I‟m talking about the days of my private 

practice I think the patients…. also there was a bit of 

taboo, you know they didn‟t want to go out like that 

or, there was a little bit of it. So they preferred to be 

treated in the privacy of their own home. Also 

maybe it was more convenient for the carers you 

know,…” 

(Ward Physiotherapist No. 1, Interview 1: Paragraph 

123) 

 

 

and 

 

“I‟m paying my taxes I have a right to it so I want it, 

and that‟s the attitude being adopted by the public.” 

(Policymaker 2, Interview 1: Paragraph 107) 

 

However, the idea of “convenient” took a different angle from the caregiver‟s 

side, suggesting home physiotherapy would help them cope better or that it 

would be more patient-focussed: 

 

Interviewer: To come to the point, what if you don‟t 

come here, but the physiotherapist comes to your 

house? How would you feel about that?  

Respondent: That would be good. 

Interviewer: Why? 
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Respondent: Well! You need to get him/her (spouse) 

ready in the early morning. And then there is the 

running around in the ambulance. 

Interviewer: Anything else? 

Respondent: I think it‟s better at home. Because, you 

see, he/she‟s too weak to walk. He/she told me to 

walk him/her, walk him/her at home. My _____ 

(spouse) said, “I don‟t know how to walk him/her 

there”. 

(Outpatient Caregiver No. 3, Interview 1: Paragraph 

181 to 191, translated) 

 

and 

 

Interviewer: I‟ll go into another situation, now if 

there was a system - a service where the physio comes 

home. Would you have opted for that or would you 

have opted for going to hospital with him? 

Respondent: No, no definitely I would have opted for 

that definitely. 

Interviewer: And the reason for this being the.... 

Respondent: Because I actually, everyone likes 

having some privacy. It‟s really, like, comfortable to 

have it at home. I‟d rather go to have it at home. I‟ll 

opt for that definitely. 

Interviewer: And it‟s mainly because of comfort? 

Respondent: Yes, yes and I feel better at home like 

you can concentrate more. 

Interviewer: On…? 

Respondent: It‟s more.....even the service is more 

personalised at home, because like they have to see 

everything. Every other patient is different you know, 



  211 

and they have to see many patients at hospital so they 

don‟t focus on one, you know. 

(Outpatient Caregiver No. 2, Interview 1: Paragraph 

103 to 117) 

 

Caregivers are persons who have had their role changed from spouse or sibling 

within the family unit to one that was perceived as a pillar of support and an 

extension of the therapist into the patient‟s home. The caregiver was expected to 

look after the stroke patient, almost irrespective of the level of severity of the 

disability. It is argued that this loaded the caregiver with a burden that was not 

easily carried (Hanger et al. 1998; Pound et al. 1999; Micallef 2000; Scicluna 

2006; Troisi and Formosa 2006). Home physiotherapy was considered as a way 

of supporting the caregiver‟s role of the therapist at home, helping in the 

functional recovery of his/her loved one. 

 

Caregivers and patients may find it convenient to have the physiotherapist at 

home because he/she is able to help solve real-time problems in their own homes 

(Forster & Young 1990; von Koch et al. 1998; von Koch et al. 2000). This may 

make them feel more secure, ie, comfortable. The situation may be 

misinterpreted by health professionals as deviant behaviour or possibly they may 

not give importance to the issue of respite. The added factors of preparing for 

hospital transport, the uncomfortable journeys, the waiting at the hospital, and 

the settling back home, may have a negative effect on the patient‟s physical 

condition. This may, in turn, affect any gains attributed to rehabilitation 

techniques (Kwakkel et al. 1997). 
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6.2.2(a) Summary 

 

The role of the caregiver in rehabilitation was valued by the health professional. 

However, they were concerned about the potential for the caregivers to view 

home services as a convenience rather than as a treatment strategy. On the other 

hand, the caregivers understood the potential of home physiotherapy on the 

rehabilitation of their loved one and tied any decreased stress from staying at 

home to treatment gains. 

 

 

6.2.3 Variety in the perceptions of home physiotherapy 

 

The perceptions related to home physiotherapy are conspicuous in their variety in 

so small a number of respondents. As a primary aim of the study was to uncover 

constraints when planning and running a state funded home physiotherapy 

service, this section will present themes or issues that were considered 

significant. 

 

A sense-making approach to the analysis of the interviews produced a naturally 

evolving separation of perceptions into themes that have either a positive or 

negative connotation attached to them (Table 6.3). This was influenced by the 

author‟s position within the study. When considering the primary aims of the 

study, the author‟s beliefs came to the fore. They were based on the literature 

(Thorsen et al. 2006; Young & Forster 1991; Smyth 1985; Glossop & Smith 

1979; Kavanagh 1971) and experiences as a professional. It was difficult, and 
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Table 6.3: Themes that emerged from interviewing stakeholders on the 

possibility of a home physiotherapy service in Malta. 

 

possibly not warranted, to take an artificially objective stance in a project (Patton 

2002) when one‟s own base perception was positively inclined: the author felt 

that home physiotherapy in Malta could be a useful addition to the public health 

services. Although the divide between the two categories in Table 6.3 was 

sometimes unclear, it did allow a manageable way of presenting issues that may 

help the reader understand the general climate regarding home physiotherapy in 

Malta. 

Perceptions of Home Physiotherapy in Malta 

Positive Connotations Negative Connotations 

  

Focussed treatment Convenience 

Monitoring system Isolation 

Early discharge Abuse of service 

Prevention of admission Cost 

Support to Caregiver Communication 

Home environment Legal issues 

Convenience Personal safety 

 Transport 

 Private Practice 

 Control of service 

 Difficulty with discharge 
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6.2.3(a) Positive connotations attributed to home physiotherapy 

 

The home environment as a rehabilitation area was considered conducive to 

better and more focused treatment. A policymaker‟s interesting statement: 

 

“You are rehabilitating the patient in the place where the 

patient will eventually have to go, …” 

(Policymaker No. 2, Interview 1: Paragraph 67) 

 

sounded like a paradox. However, it manifested an understanding that eventually 

the stroke patient has to function in his own home, at the least. On the other 

hand, that statement may also have indicated a detachment from a culture of 

community or home care, that is, it is a perception based on a culture of 

establishment-based health care. 

 

Another policymaker believed that within the home setting, rehabilitation can 

focus on what was necessary for that patient in that environment and in the 

activities that were important to them (Policymaker 1, Interview 1: Paragraph 

61).  

“Being able to focus the management, the treatment 

to what the patient actually does in their own home, 

someone who they can relate to, all right, so that one 

can use the activities which are of relevance and of 

importance to the individual…” 

(Policymaker No. 1, Interview 1: Paragraph 73) 

 

Policymakers were supportive of home physiotherapy, because it offered a 

rehabilitation approach focussed completely on the patient being able to function 
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in his own environment. This notion was reiterated by physiotherapists who 

stated: 

“…when you‟re treating a patient in his home, right, 

it‟s more conducive to meeting the specific needs of 

the patient and the carer.” 

(Ward Physiotherapist No. 2, Interview 1: Paragraph 

105) 

and: 

“…. a very big argument for actually treating the 

patient in context and getting the person to do 

functional movements in context within their own 

environment.” 

(Home Physiotherapist No. 3, Interview 1: 

Paragraph 52) 

 

Finally, another senior physiotherapist‟s affirmation seemed to complete the 

standing of the service providers: 

 

“I think that the culmination of a stroke 

rehabilitation program should be in his domiciliary 

environment…” 

(Home Physiotherapist No. 4, Interview 1: 

Paragraph 39) 

 

It was apparent that the service providers agreed that home physiotherapy was 

helpful, although the arguments they brought forward differed both in angle and 

depth. They agreed that treating a patient at home may have a more functional 

outcome arguing that the treatment was being done in the place where the stroke 

patient‟s physical difficulties were more evident. This notion is supported by 
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Gladman et al (1993), Von Koch et al (1998) and Shumway-Cook (2001) who 

highlighted the importance of context to the well-being of the stroke patient. 

 

From a caregiver‟s point of view, Outpatient Caregiver 2‟s statement (Outpatient 

Caregiver 2, Interview 1: Paragraph 103 to 117), quoted earlier in this chapter, 

that home physiotherapy might provide a more personalised service, was in line 

with that of the service providers‟. That caregiver felt that the treatment provided 

at home would be more holistic since the physiotherapist was more exposed to 

the way the stroke patient and the caregiver lived, and would adapt the approach 

accordingly. Indeed, a policymaker believed this situation may help in the 

professional development of the staff as they “would be exposed to a number of 

new situations, whether it be environment,…, conditions in which people live, 

(and) social circumstances of people.” (Policymaker No. 1, Interview 1: 

Paragraph 53) 

 

Another strong positive theme was the potential for home physiotherapy to 

provide support to the caregivers, “actually teaching the relatives and monitoring 

the work done by the relatives” (Policymaker 2, Interview 1: Paragraph 87).  

Specifically, home physiotherapy was considered to reduce the stress induced on 

the patients and caregivers by the inefficient and uncomfortable hospital 

transport system: 

 

“I don‟t like the idea, myself. You know, getting up 

really early in the morning, sometimes the van 

doesn‟t come at all. The trips we do running around. 

He‟s right, you know. Then he stops to let off some 
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people at St. Luke‟s and then he brings us here (to 

Boffa Hospital).” 

(Outpatient Caregiver No. 3, interview 1: Paragraph 

215, translated) 

 

Although not considered a valid indication for referral for home physiotherapy 

by the policymakers, hospital transport is stressful to the caregiver; certainly 

unwelcome considering the sudden increase in the everyday burden due to the 

stroke. Parallel situations are well documented in the literature (Gladman et al 

1993; Eldar 2000; Stephenson and Wiles 2000; Enderby and Wade 2001). 

 

One senior policymaker viewed a home physiotherapy service as a possible way 

of promoting early discharge from hospital and preventing admissions into 

specialised care.  

 

“If we are going to have stroke patients and you 

want to get them out of hospital as early as possible, 

than you need a GP who is going to be responsible 

for the medical care of that patient, and you need 

physiotherapy possibly occupational therapy, to 

support that patient in the community, maybe district 

nursing can support that patient in the community. 

So reforms will have to take place in order to enable 

that.” 

(Policymaker No. 2, Interview 1: Paragraph 15) 

 

and 
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“An early intervention with physiotherapy at home 

may possibly remove the need for an admission to 

Zammit Clapp for three week intensively 

rehabilitation.” 

(Policymaker No. 2, Interview 1: Paragraph 87) 

 

 

The significance of these statements was substantial. They demonstrated the 

general understanding that home physiotherapy cannot develop effectively as a 

service without the real development of community health care, recognising the 

GP as the hub of family health services and providing him/her with state-

sponsored support services. The government had tried to initiate reforms in this 

direction a few years ago (The Malta College of Family Doctors 1999), but it met 

with unexpected resistance from the more established GPs. However, the 

Department of Health had not abandoned this policy direction (Pace Asciak et al. 

2002; Gonzi 2006): 

 

“…we need to have better primary care services, so 

we need to have a better link between the hospital 

service and the general practitioner‟s service.” 

(Policymaker No. 2, Interview 1:  Paragraph 15) 

 

Similar to what was presented earlier in the chapter, service providers considered 

home physiotherapy as special enough to certify that certain attributes were 

needed in the home physiotherapist that were considered just as special. These 

were a high level of maturity, being self-confident and diplomatic, and having 
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the ability to communicate well with the patient and the caregiver; all these 

besides being competent in the management of stroke. Interestingly, one 

policymaker also mentions confidentiality as a requisite in home physiotherapy: 

 

“In a home environment, you‟d see certain things, 

less inhibited, then you would see... and you‟ve got 

to know how to deal with them, all right, to the 

patient‟s benefit. You‟re also in somebody‟s home 

where the confidentiality issue is… well, becomes 

very important. Respecting the fact that once you go 

into somebody‟s home, they take you into their 

confidence, ok, you know their property, ok, and 

you‟ve got to build that relationship of trust, even 

more so than when you are working in a hospital 

environment…” 

(Policymaker No. 2, Interview 1: Paragraph 53) 

 

This statement also highlighted the perceived importance of having a 

physiotherapist exposed to the patient‟s home environment and social dynamics. 

However, one would argue that these attributes are important for any health care 

professional working in any specified area. This position, in turn, might have 

been a manifestation of a general feeling of anxiety in starting something new, 

breaking the status quo in the physiotherapy department that has reigned for 

thirty years. 
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6.2.3(b) Negative connotations attributed to home physiotherapy 

 

The negative themes that surfaced from the interviews were mainly concerning 

the organisation of the home physiotherapy service. These included abuse, cost, 

communication, isolation, transport, legal issues and personal safety. 

 

The issue of abuse has been explored earlier, and it was probably the most feared 

factor lodged against the introduction of home physiotherapy in Malta. Also 

mentioned earlier and loosely related to abuse, was the perception that a state-run 

home physiotherapy service was expensive to run and difficult to control: 

 

“….as a service- a home service - it‟s going to be 

expensive.” 

(Home Physiotherapist No. 3, Interview 1: 

Paragraph 110) 

 

and 

“…any type of community service is much more... 

takes up a lot more time, much more time 

consuming,…” 

(Policymaker No. 1, Interview 1 Paragraph 13) 

 

and 

 

“…that is my main worry, controlling the service 

once it starts,…” 

(Policymaker No. 2, Interview 1: Paragraph 67) 
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Furthermore, it was believed that communication between the home 

physiotherapist and the rest of the staff would pose problems, and this could 

promote loneliness in the home physiotherapist working on his own (Furnell and 

Furnell 1987; Forster and Young 1990; Enderby and Wade 2001).  

 

“And I think this, this loneliness, this lack …, this 

isolation of the physiotherapist is felt also,…” 

(Home Physiotherapist No. 4, Interview 1: 

Paragraph 72) 

 

and 

“A huge difference will have to be made by the 

person, by the other physios working in the acute 

sector or the outpatient sector, and by the seniors of 

the management, management or the administrators 

involved to make that person continue being part of 

the team.” 

(Home Physiotherapist No. 4, Interview 1: 

Paragraph 92) 

 

 

The issue of transport again arose when considering transport provisions for the 

home physiotherapist. 

 

“It is not only from a human resources point of view 

but even from other resources point of view, and the 

major one being travel, the major one.” 

(Policymaker no. 2, Interview 1: Paragraph 109) 
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and 

“Transport in itself is …. can present disadvantages, 

the provision of transport, the logistics behind it, the 

availability of resources in transport.” 

(Home Physiotherapist No. 4, Interview 1: 

Paragraph 63) 

 

The Department of Health has a large transport department which is generally 

considered as under funded and inefficient by professionals and public alike. 

Physiotherapists use this transport system for home assessments, and they are 

generally disappointed with the time wasting involved. So much so that this had 

prompted some physiotherapists to declare that they would use their own private 

car if they were home physiotherapists. 

 

 “With my car, with mine. And then maybe I can be 

compensated for petrol. I mean, (transport) here is 

very time consuming.” 

(Ward Physiotherapist No. 3, Interview 1: Paragraph 

167) 

 

One particular physiotherapist‟s comment on cost seemed predictable, especially 

since it was coming from a facility that had been providing a day hospital service 

for several years:  

 

“I do know how beneficial a home intervention is at 

home, … at that stage … because if you are looking 

at costs … the patients require all the other 



  223 

treatments as well. So if he‟s going to have 

individuals going to visit him, it‟s not, I think, cost 

effective.” 

(Ward Physiotherapist No. 1, Interview 1: Paragraph 

115) 

 

Zammit Clapp Hospital offers a day hospital service to older adults who were 

inpatients there and were discharged home, usually needing further care. 

Although the debate on the effectiveness of home rehabilitation against day 

hospital is a valid one (Gladman et al. 1993; Young and Forster 1993; Britton & 

Andersson 2000), this respondent assumed that all patients needed the 

continuous intervention of all members of the multidisciplinary team at all stage 

of rehabilitation. This assumption may be incorrect, causing wasting of 

resources. A mixed model of care offering both day hospital and home 

rehabilitation may be more cost effective (Roderick et al. 2001; Sundberg et al. 

2003) and attractive to Maltese policymakers. However, the debate is ongoing, as 

more studies attempted to reach conclusions and awaited publication (Stuart 

2007; Bader 2008). 

 

Personal safety and related legal issues were themes that caused concern to some 

respondents, specifically the service providers.  

 

“A physio is completely alone, not with a team. 

(Home Physiotherapist No. 2, Interview 1: 

Paragraph 194) 

 

and 
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“…are we insured when we go and treat the 

patients?” 

(Home Physiotherapist No. 3, Interview 1: 

Paragraph 56) 

 

and 

“I am thinking of behavioural problems, for 

example. And is it going to be somebody of the 

same gender or not?” 

(Home Physiotherapist No. 3, Interview 1: 

Paragraph 56) 

 

and 

 

“A physiotherapist on his own treating a patient in 

his own home and without the support of hospital, 

without the support of his colleagues, without a 

doctor present.” 

(Home Physiotherapist No. 4, Interview 1: 

Paragraph 72) 

 

 

6.2.3(c) Summary 

 

The respondents conveyed a large array of perceptions regarding home 

physiotherapy, both as a concept and within the local context, given the diversity 

of the backgrounds of the informants as stakeholders. The home environment 

was identified as the recommended place for the rehabilitation of the stroke 
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patient, mainly due to the relevance the therapy had in terms of functional 

objectives.  

 

Home physiotherapy was considered as being supportive to the caregiver, 

offering a more holistic and personalised service. On the other hand, home 

physiotherapy was perceived as difficult to control as a service, in terms of cost, 

abuse and supervision. The home physiotherapist was feared to become isolated 

from his colleagues and vulnerable to injury. 

 

Indeed, all clinicians were concerned for their safety and liability. While this 

seemed a pertinent issue, it had never been brought up in the daily outpatient or 

inpatient practices experienced by the author. Furthermore, as many state 

physiotherapists also had individual private practices, their responses signified a 

sudden awareness of the legal implications of home physiotherapy, private or 

state run. However, the last comment by a home physiotherapist (above) on not 

having a doctor present during home treatment was troubling. The physiotherapy 

profession in Malta has always pronounced itself independent and autonomous, 

trained to diagnose movement disorders and plan appropriate treatment. 

Mentioning the presence or absence of a doctor in this context could be 

perceived to manifest a lack of confidence in this conviction. This is another area 

that warrants further investigation. 
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6.2.4 Summary of findings for Phase 1 

 

Phase 1 provided an insight into the perceptions of policymakers, service 

providers (physiotherapists), and stroke patients, together with their caregivers, 

regarding home physiotherapy. There was a divergence of views about the role 

of home physiotherapy in Malta. Each respondent provided pieces to a puzzle 

that enabled one to understand the political, cultural, administrative, and social 

climate that influenced home physiotherapy both as a concept and as a possible 

reality.  

 

One policymaker felt that home physiotherapy was an evolution of the 

rehabilitation of stroke from a hospital-based approach to a more patient-

focussed approach. On the other hand, the clinicians and another policymaker 

considered home physiotherapy as a “back-up service”, that is, if it was very 

difficult for the patient to come to the hospital, then the physiotherapist would 

treat the patient at home. However, patients and caregivers preferred the 

convenience and perceived personalised care of home physiotherapy. They 

recognised some of the environmental factors that may influence recovery, and 

they considered transport to the outpatient clinic an added burden to their already 

stressed life. A model of a service based on the “back-up service” approach 

seemed more viable at that time. Probably it was the first step towards a more 

comprehensive patient-focussed home service approach as perceived by the 

policymaker mentioned in this paragraph.  
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Notwithstanding, a summary of these issues, together with a proposal for a model 

of service, were presented to the staff and discussed with a view to drawing out a 

more detailed policy-driven action plan for a home physiotherapy scheme for 

stroke. Details were explained in Section 5.5.2. 

 

Figure 6.3 shows the model of the home physiotherapy service based on events 

taking place in Phase 1. Zammit Clapp Hospital was not involved in the study as 

it pronounced itself committed to its day hospital system early in the project. 

Unlike other hospitals in Malta, Zammit Clapp Hospital was administratively 

autonomous from the Department of Health. A primary inclusion criterion for 

home physiotherapy was that patients would have had to be discharged home 

with a view to further treatment (Appendix C). However, it would have been the 

physiotherapist who recommended home physiotherapy. As Boffa Hospital did 

not officially have a neurorehabilitation outpatient system, their patients were 

referred to the St. Luke‟s Outpatient team.  

 

The main principles of the model were the early assessment of the patient and the 

agreement of treatment goals to establish a discharge plan. The latter would have 

been revised, based on patient progress and team meetings. Home 

physiotherapists used hospital transport which ranged from small cars to large 

custom-made multi-patient transporters.  



  228 

 

Patient discharged from St. Luke‟s Hospital 

Boffa Hospital St. Luke‟s 

outpatients 

physiotherapy 

Home 

Home 

Zammit Clapp 

Hospital 

Home physiotherapy referral 

Assessment for suitability 

Home physiotherapy 

No 

Agreed discharge plan 

on 1
st
 visit 

Weakly team meetings to 

discuss experience / progress 

Revise discharge plan accordingly 

Patient discharged Continue home 

physiotherapy 

Physiotherapist using 

hospital transport 

Yes 

Figure 6.3:  Model for home physiotherapy service used in the project 

based on Phase 1 analysis 
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6.3 Findings - Phase 2 

 

The second phase of the project comprised the implementation of the pilot home 

physiotherapy service. The home physiotherapy team consisted of three home 

physiotherapists and a coordinator (Physiotherapists 1 to 4). Two of the home 

physiotherapists were referred three patients for treatment. The other 

physiotherapist did not get a referral but was still included in the study as part of 

the case. As Table 6.2 in Section 6.1 suggests, the pertinent issues that surfaced 

were: 

1. Barriers to implementation of home service 

2. Attitudes to home physiotherapy 

3. Fragmented rehabilitation service 

 

6.3.1 Barriers to the implementation a new home physiotherapy service 

 

6.3.1(a) Home team in a hospital 

One strong undertone that kept surfacing in the study was the notion that the 

respondents involved in this study firmly based their perceptions of patient care 

on the conviction that it should be in a hospital or one of its satellite clinics 

(health centres). According to a senior ranking physiotherapist: 
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 “…that in our minds, inevitably, we have entrenched 

the type of treatment which we give to our patients 

now. Maybe we believe too much in that type of 

treatment (hospital treatment) and maybe we find it 

too difficult to accept that there are alternative 

treatments, like home physiotherapy, which may give 

better findings than that that we are giving in hospital. 

Maybe we believe too much in this treatment that we 

are giving in the gym environment.” 

(Physiotherapist No. 4 / Interview 3, Paragraph 11- 

translation) 

 

 

This notion was supported by comments in Phase 1 from a senior policymaker on 

Maltese public health care services: 

 

“So while I would argue that they are establishment 

based, but I wouldn‟t say that they are totally hospital 

based. There is a substantial proportion of work is 

now being done in the community, within the health 

centres.” 

(Policymaker No. 2 / Interview 1, Paragraph 7) 

 

 

In what seemed like a cost-controlling exercise, the Department of Health had 

always enforced an unwritten policy to ensure establishment-based patient 

treatment across all disciplines (Azzopardi Muscat 2004; Amato Gauci 2005). 
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Indeed, there was an apparent lack of a framework to support home health 

services, including physiotherapy: 

 

“…you need a link, a better link between the hospital 

services and the general practitioners services. Other 

services will obviously have to support that link, 

because if you go to your specific case, if we are 

going to have stroke patients and you want to get 

them out of hospital as early as possible, than you 

need a GP who is going to be responsible for the 

medical care of that patient, and you need 

physiotherapy possibly occupational therapy, to 

support that patient in the community, maybe district 

nursing can support that patient in the community. So 

reforms will have to take place in order to enable 

that.” 

(Policymaker No.2 / Interview 1, Paragraph 15) 

 

Home physiotherapists felt strange that they were treating patients “in a private 

house during working hours” (Home Physiotherapist No 1, Interview 1: 

Paragraph 63). Moreover, the lack of contact with patients in their own homes 

seemed to have affected physiotherapy practice beyond outpatient situations. In 

the study, physiotherapists attempted to transpose management styles and 

treatment patterns from outpatient or ward contexts directly to home 

physiotherapy: 

 

Interviewer: In your treatments session how would 

you decide when to stop for the day? 

Respondent: That was a problem sometimes because 
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I would find myself taking too long. I tried to keep on 

the same routine, so to speak, as outpatients. 

(Home Physiotherapist No 1, Interview 1: Paragraph 

69-71) 

 

 

At some point during the project, the home physiotherapists stopped calling the 

service a pilot and labelled it a study. The purpose was unclear as there was some 

reference to lack of resources for innovation.  However, when considering the 

comments on resources and the general culture of working from clinics, that 

behaviour may be perceived as passive resistance and learned helplessness 

(Martinko and Gardner 1982). 

 

“We started calling it a study because the resources 

used in this study were actually the resources 

already tagged for hospital services.” 

(Home Physiotherapist No 4, Interview 3: 

Paragraph 11, translated) 

 

 

6.3.1(b) Service design 

 

The home physiotherapists‟ general feeling was that stroke patients should have 

a mix of home sessions and outpatient treatment. 

“Actually I have seen the major improvement in the 

patient‟s condition is when he was coming to the gym 

and occasional home session.” 

(Home Physiotherapist No 1, Interview 2, Paragraph 43) 
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However, as the rehabilitation services provided for stroke patients were 

fragmented, this left the neurorehabilitation team at St. Luke‟s Hospital 

somewhat frustrated. While this, in turn, had affected the referral system in the 

study, it had also highlighted the actual level of fragmentation in the 

rehabilitation services: 

 

“Some good eligible patients end up going to other 

parts of the hospital like Boffa or Zammit Clapp. If 

they go to Zammit Clapp we‟ve lost them, and if they 

go to Boffa we say ok we haven‟t lost them, but then 

they spend a long time there. We haven‟t lost them 

because we can see them after, but, you know, 

sometimes they spend three months there, so basically 

they would have improved a lot.” 

(Home Physiotherapist No 1, Interview 2, Paragraph 175) 

 

 

This study involved patients who were referred to the physiotherapy outpatient 

service at St. Luke‟s Hospital. However, despite the frequent dunning of the 

clinical physiotherapists, medical consultants still influenced the clinical 

physiotherapists‟ perceptions regarding the pilot service. This may have affected 

the referral rate. It also underscored the way clinical staff reasoned out, rapidly 

dismissing home physiotherapy without considering (or were unable to consider) 

its benefits in relation to individual patient needs. It is argued that this 

dependence on the views of the medical consultants coupled with the lack of 

knowledge and experience in home rehabilitation in Malta could be detrimental 

to the development of allied health professional services within community care. 
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“Many times the consultant came to the conclusion that 

the rehabilitation package that is given in a hospital 

environment, for example Zammit Clapp, for example 

St. Luke‟s itself, was superior to the fact that we go 

home, and we give him (the patient) physiotherapy 

home treatment on its own, when the patient then has to 

come to hospital for other treatments.” 

(Home Physiotherapist No 4, Interview 3: Paragraph 35, 

translated) 

  

 

When asked about where the home physiotherapy team should be housed, the 

automatic answer was that it should be in St. Luke‟s Hospital because “that is the 

way the Maltese health care system works”. Although this statement had obvious 

implications in the planning of a home physiotherapy service, it also reinforced 

the argument that the Maltese public health care system was traditionally 

establishment-based, and so its health professionals think within that context 

also. Having an independent home rehabilitation team based in the community 

would then be thinking outside the box! 

 

 

6.3.1(c) Study versus service 

 

Once the pilot service began, it immediately became apparent that a dilemma 

was surfacing. Two of the physiotherapists providing the service were key 

clinicians on the neurology wards. The third worked in another unrelated unit. 
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The implementation of the pilot home service coincided with a particularly busy 

period in St. Luke‟s Hospital, where overcrowding had almost become a 

permanent problem (Balzan 2006). As the team leader of the pilot service was 

also the person managing the hospital neurology team, he/she was very hesitant 

to deploy his/her staff to the study. This created a feeling that the pilot service 

was competing with the normal services for resources. This feeling spread to 

other members of the team: 

“…it was a study from our side and I am sure like me 

and somebody else, we could have been given the 

chance on working just on it……. we had too many 

things on our mind, it‟s trying to catch up with the 

work there, with the junior staff you know how it 

was. I am sure that if we had more time to give, 

whatever, to spare, it would have been better. 

(Physiotherapist 4) who works in a different unit 

managed to work better, he/she had more time and 

was more flexible than us, it was different, and 

(Physiotherapist No. 3) even more.” 

 

(Physiotherapist No. 2, Interview 2: Paragraph 241) 

 

It is argued that this atmosphere of tension could have stimulated a resistance to 

the development of the service, decreasing its perceived importance in the daily 

workload of the physiotherapists. 
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6.3.1(d) Transport 

 

The provision of transport for state health professionals has always been a 

delicate issue. Although the Department of Health is concerned about the rising 

costs of health care (Busuttil 2006; Deguara 2006), it does provide a system 

whereby medical doctors are compensated for fuel expenses incurred during 

home visits. This scheme is generally used by the state doctors who provided a 

family doctor urgent service from the state health centres. 

 

As mentioned in the findings section of Phase 1, transport was considered a 

significant issue in the setting up of the home service. Consequently, it was 

finally agreed with the Department of Health that home physiotherapists using 

their own cars to provide the home service were to be compensated for fuel. 

However, subsequent meetings with the Home Physiotherapy Team were not 

fruitful. The team contested that using personal cars to provide home 

physiotherapy was untenable: 

“…it‟s parking back in hospital which is a big hassle here 

because no way you‟re going to find a parking space 

when you come back here (St. Luke‟s Hospital), …” 

(Home Physiotherapist No. 2, Interview 1: Paragraph 45) 

 

Additionally, the team was not covered by insurance. Indeed, they would have 

had to sign a “temporary leave of absence” book before leaving the hospital for a 

home visit. Therefore, the home physiotherapists opted for the use of hospital 

transport.  
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Unsurprisingly, the transport service at St. Luke‟s Hospital proved to be 

inefficient:  

 

“Transport is….the problem with transport is that, say 

they…say they will pick you up at eleven, you could 

wait till half eleven or even more, wasting that half an 

hour doing nothing, whilst we all have other patients 

here (St. Luke‟s hospital). And then if they (drivers) 

have to wait (for you), they say not more than half an 

hour, and sometimes, most times, it‟s half an hour, 

but sometimes you just need to do a little bit more or 

she needs to rest or you can‟t really fix the time.” 

(Home Physiotherapist No. 2, Interview 2: Paragraph 

27) 

 

In fact, the transport system had a direct effect on the management and delivery 

of the service. It also had a strong influence on the quality of treatment given to 

the patient and caregiver: 

 

“…..if they were going to wait for me I couldn‟t stay for 

an hour, for example, but then if it was a patient who I 

was seeing regularly, a half hour session would be 

enough sometimes. So I didn‟t find many problems in 

that. But if it was a new patient and the transport driver 

said you only have half an hour it would be a problem, 

because first session you have to combine everything, it 

takes longer than half an hour. But, sometimes I was a bit 

rushed, that‟s what I have to admit because of the fact 

that they are rushed themselves.” 

(Home Physiotherapist No. 1, Interview 2: Paragraph 19) 
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The home physiotherapists had to factor the schedule of the transport driver into 

the treatment of his/her patient. Indeed, the home physiotherapists accepted the 

hospital transport service, which provided transport to and from the patients‟ 

homes at times dictated by the said service, as normal.  

 

 

6.3.1(e) Resources 

 

An interview with a policymaker in Phase 1 conveyed that there was a surplus of 

physiotherapists working for the Department of Health, and more were being 

employed yearly, almost with each graduation of new physiotherapists from the 

University of Malta: 

 

“…although in physiotherapists we‟re not that badly 

in terms of manpower. So I think we‟ve reached 

saturation point by and large, in terms of manpower 

requirements.” 

(Policymaker No. 2, Interview 1: paragraph 71) 

 

However, interviews in Phase 2 revealed that, although human resources seemed 

adequate, there was some resistance to the running of the project, quoting 

insufficient manpower. 

“…maybe there is more uncertainty because we are 

taking the time for this new service from our already 

established in an acute hospital.” 

(Home Physiotherapist No. 4, Interview 2: paragraph 

33, translated) 
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Moreover, although the physiotherapists involved in the project discussed and 

agreed with the design of the study, there were some reservations about it later. 

This was probably owed to the local inexperience both in research within 

organisations and in home physiotherapy. However, the awareness of these 

revelations was a learning experience for the service providers, and therefore for 

the author, as well. 

 

“I think if you had physios specifically on home….on 

home domiciliary, it would have been much, much 

better definitely. As it was, we were trying to fit in, 

you know, our work….outpatients with home visits 

and it was too much in a sense. It is a pity because 

there could have been much more that could have 

been done.” 

(Home Physiotherapist No. 2, Interview 2: paragraph 

222) 

 

During the pilot service‟s active period, the number of physiotherapy clinicians 

within the neurorehabilitation team effectively decreased, putting more stress on 

the remaining staff, including those participating in the study: 

 

“And incidentally, during the study, manpower was 

decreasing in their team (neurorehabilitation). Both of 

them: one decreased by twenty hours, that‟s fifty 

percent of his/her hours if you please, and the other 

decreased by twenty five percent!” 

(Home Physiotherapist No. 4, Interview 3: paragraph 

78, translated) 

 



  240 

Interestingly, while there may have been, arguably, a surplus of physiotherapists 

working at St. Luke‟s, this was not the case at the only rehabilitation hospital for 

the elderly in Malta, Zammit Clapp Hospital. The strong comment made here in 

an interview in Phase 1 was that there were not enough resources, human and 

other. 

 

“…I can‟t even dream about developing the service here 

because of lack of staff, lack of space, lack of funds lack 

of everything, so it‟s very difficult to try and develop….” 

(Ward Physiotherapist No. 1, Interview 1: paragraph 107) 

 

 

6.3.1(f) Enthusiasm 

 

It seemed that, at some stage, the home physiotherapy team‟s interest in the 

project waned. One home physiotherapist expressed himself this way: 

 

“I think there was a time where yes we kind of, not 

forgot, but you know, the people just think of their full 

time job, like, for example my part time was seeing 

this particular patient regularly (home physiotherapy) 

and I admit, like having lack of enthusiasm of getting 

more, because I was seeing him and seeing my own 

patients…” 

(Home Physiotherapist No. 1, Interview 2: Paragraph 

195) 
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Although this argument linked directly with the issues of perceived lack of 

resources and the service being “downgraded” to being perceived as “just” a 

study, it may have gone beyond that. There was a feeling that interest waned as 

time went by. The team leader was blunt: 

 

“In the beginning there was a lot of enthusiasm!” 

(Home physiotherapist No. 4, Interview 3: Paragraph 3) 

 

 

The home physiotherapy team met less regularly and sometimes the team leader 

met with the home physiotherapists individually, decreasing the communication 

level within the team and possibly negating learning experiences for the other 

team members. For example 

Interviewer: So how did you feel, because you didn‟t 

meet regularly you felt, you felt…. 

Respondent: Basically I was too distracted with other 

things. The others felt the same I think, 

and like one (physiotherapist) in 

particular could not have the assigned 

patients and had problems anyway. But 

then at a certain point, we said, I said we 

have to step up. But then I saw two 

patients, we had taken two patients each, 

so that was what made me also fall back 

as well, I saw my first one, I see my 

second one so I can relax. That‟s what 

happened in my part. 

(Home Physiotherapist No. 1, Interview 2: Paragraph 

197-199) 
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and 

 

“Unfortunately I think (the team leader) was having 

meetings rather, with (Home Physiotherapist No 1) and 

(Home Physiotherapist No. 2) but not that much with all 

of us. So I am not aware of what happened maybe in the 

last two, three months.” 

(Home Physiotherapist No. 3, Interview 2: Paragraph 

19) 

 

 

6.3.1(g) Knowledge and Experience 

 

The absence of an organised home physiotherapy service in Malta affected the 

reasoning behind the use of home physiotherapy and patient-focussed care: 

 

“I could do everything at home but obviously the gym is 

much easier then…., obviously at home you won‟t have 

ankle weight unless they buy them but most probably 

won‟t have. Those certain little things….it‟s easier for both 

because just, he does them faster than on the bed, he lies 

down starts the ankle weights and that‟s it. There is no 

delay in transferring and having to find something 

heavy…” 

(Home Physiotherapist No. 1, Interview 2: Paragraph 91) 

 

While the above statement could have opened debate on the level of clinical 

reasoning and improvisation needed by a home physiotherapist (Edwards & 

Jones 2007; Noll & Jenkins 2001), the one below may have indicated to a more 
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basic deficit in physiotherapy practice in any clinical area – communication with 

the patient. 

 

 

Respondent: She/he moves my limbs, sometimes my legs, 

sometimes my arms….like this…she/he 

would turn me, tell me to put my feet 

together and walk on tip-toes, and put your 

hand like this, and lift one leg up and then 

the other so I keep doing all that. ‟Put your 

leg like this and then take it back, and take a 

step forward and then back‟, she/he would 

tell me. 

Interviewer:  Did you know why you were doing them? 

Respondent: No.” 

(Home Patient No. 2, Interview 2: Paragraph 98) 

 

 

However, the appreciation of the fundamental differences between home 

rehabilitation and outpatient care were not apparent throughout the study. This 

was epitomised by one physiotherapist stating that “patients may need both home 

physiotherapy and outpatient physiotherapy simultaneously” (Home 

Physiotherapist No. 4, Interview 2: Paragraph 5). 
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6.3.1(h) Discharge Planning 

 

It was the author‟s assertion that discharge planning was a problem with 

physiotherapy practice in state hospitals. Physiotherapists seemed unable to 

arrange a set of goals with the patient and the caregiver. Discharge of patients 

with a chronic problem occurred by default, sometimes using the term 

“discontinuation of treatment” as some sort of psychological buffer for both 

parties. This issue surfaced repeatedly during the study both in Phase 1 and 2, for 

example 

Interviewer: But why did he/she stop? Why do you 

think he stopped, not coming here 

anymore? 

Respondent:  I don‟t know. 

Interviewer: Does that mean he/she told you he/she 

was not coming anymore? 

Respondent: He/she told me „If they say yes, I 

come. If they say no, I won‟t‟. 

Interviewer: Did he/she explain why home 

treatment was stopped? 

Respondent: No. 

(Home Patient No. 3, Interview 1: Paragraph 170-181, translated) 

 

Sometimes the issue of discharge planning in a clinical situation was skirted: 

Interviewer: When you talk about his problems, is 

there any discussion regarding 

discharge? 

Respondent: That is still a bit of a problem I think, 

because they are quite afraid of being 

discharged. 

Interviewer:  Why? 
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Respondent: Basically he is still physically not there 

yet, because I mean he has still a long 

way to go. I think they still can‟t 

imagine themselves without physio or 

occupational therapy. They are still, not 

thinking about that at all. 

(Home Physiotherapist No. 1, Interview 2: Paragraph 129-

135) 

 

Moreover, changes in the management strategy of the patient did not include 

consultation with that same patient or caregiver in the decision making process. 

This was bound to cause stress, especially when they considered physiotherapy 

as the only path to normality (Wiles et al. 2002) 

 

“My daughter was not here in the evening, and I 

noticed he was getting very frustrated, you know. And 

he kept telling me „It‟s not right. It‟s not right 

physiotherapy only once a week‟.” 

(Home Caregiver No. 3A, Interview 1: Paragraph 212, translated) 

 

 

This phenomenon was further reinforced by the patient and caregiver being 

completely submissive to the health professionals‟ decisions. Patients accepted 

health care professionals‟ clinical decisions passively without argument, 

perpetuating a culture where the patient has become the passive recipient of state 

care: 
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“I told him/her, (physiotherapist‟s name), I told 

him/her: „Warn me if you (plural) decided to stop my 

treatment early. Don‟t tell me sudden like!‟” 

(Home Patient No. 1, Interview 2: Paragraph 208, 

translated) 

 

 

6.3.2 Attitudes to Home Physiotherapy 

 

6.3.2(a) Outpatient versus home physiotherapy 

 

The respondents compared home physiotherapy with outpatient physiotherapy in 

very particular ways. While patients and caregivers amplified the notion that 

home physiotherapy was convenient, home physiotherapists highlighted the 

difference in the relationship and treatment behaviour.  

 

“....his/her home it‟s his/her grounds, sometimes the 

television would be on. I would tell them to put it on 

mute, or maybe the coffee waiting, or you 

know....commodities. In the gym it‟s not his/her 

grounds basically. It‟s the physio‟s ground so he/she 

is more open to obey commands and actually do thirty 

whatever straight leg raises, rather than ten and saying 

„I am tired‟. You know, I saw a difference…” 

(Home Physiotherapist No. 1, Interview 2: Paragraph 

99) 

 

It seems that the home physiotherapists felt they lost some of the control they had 

on their patients because the treatment area was the patient‟s home, with the 
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physiotherapist being considered as a guest. This resulted in a higher level of 

politeness and a decreased level of perceived authority (Dahlgren et al. 2000; 

Gyllensten et al. 1999). The latter was probably taken for granted in the 

physiotherapist‟s outpatient clinic. 

 

On the other hand when asked about an advantage of home physiotherapy over 

outpatient treatment, the replies were all too familiar, mirroring those obtained in 

Phase 1: 

“…seeing them in their environment its more 

practical and they can tell the problems, like, and you 

can actually see them when they are in the kitchen 

trying to do something, or in the bathroom. It‟s not 

like you‟re just trying to visualise things at home (in 

outpatient physiotherapy), you know, trying to see 

where the stairs are you know, the front door 

whatever. So it makes things easier and more 

practical really.” 

(Home Physiotherapist No. 2, Interview 1: Paragraph 

9) 

 

As the active period of the pilot service was coming to an end, all home 

treatments were stopped. Although the agreed brief was to continue home 

physiotherapy until clinical discharge, it was apparent that there was increased 

importance delved on outpatient treatment (structured environment) when 

compared to home physiotherapy. The term “structured environment” or “fixed 

environment” was mentioned many times by physiotherapists in their interviews, 

denoting lack of control in home physiotherapy situations. It signified a 

perception that outpatient treatment was of a higher quality than home 
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physiotherapy, with an almost prescriptive atmosphere attached to it. For 

example 

 

“At the moment we have stopped home treatment for the 

two patients. We saw that we did not need to see them 

regularly at home. However, we have plans to follow-up 

both of them at home to see the findings of how 

structured…of (how) structured environment in St. Luke‟s 

affects their performance at home.” 

(Home Physiotherapist No. 4, Interview 2: Paragraph 5, translated) 

 

 

Although the patients and their caregivers had difficulty expressing themselves 

during the interviews, it was evident that they understood the benefits of home 

physiotherapy against those of outpatient physiotherapy, beyond the issue of 

convenience. Indeed, they outlined some major differences between the two 

approaches, for example 

 

Interviewer:  The fact that he/she was coming here, 

did you feel better doing those same 

exercises here than at St. Luke‟s? 

Respondent:  Better, you see, because…she (patient) 

spends a lot of time at home, going up 

the stairs, walking outside here is very 

different from walking at St. Luke‟s…. 

(Home Caregiver No. 2, Interview 2: Paragraph 14-

16, translated) 
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6.3.2(b) Physiotherapist-Patient relationship 

 

The relationship between the home physiotherapist and the patient and caregiver 

demonstrated two distinct almost bipolar layers. The first was intimated earlier 

when the physiotherapist considered himself/herself a guest in the patient‟s 

home. The second layer was when important clinical decisions were made 

unilaterally without discussion with the patients, and the latter accepted those 

decisions submissively. There was a strong perception throughout the study that 

the physiotherapist was always in a position of authority and the patient was a 

passive recipient of care.  

Interviewer:  So you told them about reducing the 

number of visits. 

Respondent: After discussing with (team manager)... 

Interviewer:  Basically it was decided, so it was not 

that maybe it was open to get the 

patient‟s point of view? 

Respondent:  Well, (long pause...a few seconds) 

basically I don‟t know (nervous laugh), 

probably not. 

 (Home Physiotherapist No. 1, Interview 2: Paragraph 

157-163) 

 

On the other hand, patients and their caregivers, as clients, passively received 

treatment or care without contention: 

 

Interviewer:  But did he explain to you what is 

expected from (Home Patient No 1) in 

terms of treatment, in terms of 

findings?  
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Respondent:  No. He always said „Good, good‟! 

(Home Caregiver No. 1, Interview 1: Paragraph 24-27, 

translated) 

 

 

6.3.2(c) Caregiver involvement 

 

Phase 1 uncovered perceptions regarding caregiver involvement in the 

rehabilitation of a patient surviving a stroke. In Phase 2 direct experience was 

recorded in relation to home physiotherapy. All home physiotherapists agreed 

that the practical involvement of the main caregiver was a key principle of 

managing a patient using home physiotherapy.  

 

“Without the relative (caregiver) we can‟t succeed” 

(Home Physiotherapist No. 4, Interview 3: Paragraph 

103, translated) 

 

However, although the relationship between the caregivers and the home 

physiotherapists was reported to be good, problems did arise, particularly with 

the expectation of the level of involvement of the caregiver in the patient‟s 

rehabilitation: 

 

“So what if he/she told me to apply about two kilos, I 

never did that with my husband (patient). I have too 

much housework here. I have too much to do!” 

(Home Caregiver No. 1, Interview 1: Paragraph 61, 

translated) 
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This is where Maltese policymakers may begin to argue that home rehabilitation 

services could easily be abused of, as the caregivers were feared to use them as 

respite rather than using them as a guide to the rehabilitation process. The above 

quote seemed to confirm the policymakers‟ fears. 

 

 

6.3.3 Fragmented Rehabilitation Services 

 

The health service offered to a stroke victim at the time of the study was 

fragmented. Patients were not treated as urgent cases. They were not admitted 

into specialised units in acute care. Some were later referred to rehabilitation 

units according to their age and not their condition. Consequently, as the 

rehabilitation service shadowed the medical service, it too was fragmented. 

Patients were admitted to various general medical wards in St. Luke‟s Hospital. 

Therefore they would not have had access to the expertise of the 

neurorehabilitation team present only in one particular unit.  

 

“…you‟ve got the physician, well on general medical 

(wards) it‟s not a neurologist, it could be any 

physician; it could be a respiratory physician; it could 

be rheumatologists.” 

(Physiotherapist No.3, Interview 1: Paragraph 27) 

 

When asked about the patient referral rate to outpatient physiotherapy, 

specifically from the neurorehabilitation unit in Boffa Hospital, Home 

Physiotherapist No 2 was nervous: 
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“Mainly because the, personally this is my opinion, the 

(patient) stay in Boffa is too long, so they could, 

maybe they could have been discharged before, made 

more space for the patients and from the extra two 

months they spent there they could fit in, benefited 

from domiciliary physio, definitely. Because I think 

towards the end it is mainly physio, mainly physio. I 

mean even OT mainly, but it‟s not nursing really, or 

medical care. This is my opinion, …” 

(Home Physiotherapist No. 2, Interview 2, Paragraph 

85) 

 

Although attempts were made to bring the neurorehabilitation physiotherapy 

teams at Boffa and St. Luke‟s Hospitals together, both had reservations on the 

effectiveness of the management that the other party provided for stroke patients.  

 

6.3.4 Summary of Phase 2 

Phase 2 saw the implementation of a pilot home physiotherapy service. State 

physiotherapists had the first experiences in treating patients in their own homes, 

while Public Health Service patients and their caregivers participated in the first 

clinical input from state physiotherapists at home.  

The issues that cropped up in this phase of the project were significant to the 

development of a home physiotherapy project. The practical philosophy 

underpinning the study was to concentrate on the patient‟s home as the locus of 

care. However, there was a strong attitude towards the preservation of 

establishment-based health care, perceived also in Phase 1. This attitude was so 
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entrenched that it influenced the behaviour, clinical reasoning, service design and 

views on transport. The fragmented rehabilitation services offered to stroke 

patients and the lack of resources and experience in community rehabilitation 

added to the barriers to the development of a home physiotherapy – or indeed 

rehabilitation – programme.  

 

6.4 Analysis of documents 

 

6.4.1 Introduction 

This section presents the findings of a hermeneutical analysis of published, 

unpublished, public and not so public documents which were considered 

significant to the study. The main aim of the analysis was to gain an 

understanding of the political climate regarding home rehabilitation services. The 

analysis of documents spanned between 1990 and 2006. Excerpts from sources 

are provided in Appendix H. 

 

6.4.2 A practical note 

The Department of Health has published very few policy documents. These are 

traditionally distributed as circulars in a very ad hoc manner. These circulars are 

then filed and archived by their issue number. This made focussed perusal and 

retrieval difficult. What complicated matters further was that these circulars are 

also used as a mass one-way communication system between the Department and 
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its staff. Therefore, they include various notifications, calls for applications, 

public health warnings, etc. As one senior policymaker put it, “there is no 

compendium of policies anywhere in the building”.  

 

6.4.3 Public Health Service reform 

 

Over the past two decades the Maltese government has put in action reforms in 

the Public Health Service; in its management rather than in its structure.  The 

focus of the reform seemed to have become the construction of a new 650 bed 

hospital called Mater Dei, commissioned to replace the ageing 880 bed St. 

Luke‟s General Hospital (Figure 6.4). This paved the way for the reinforcement 

of specialist medical services through the announcement of innovative 

procedures such as keyhole surgery and further investment in day surgery. The 

aim was to increase patient turnover and decrease length of stay, although the 

latter was already well within the EU average (Cachia 2004).  
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Figure 6.4:  Hermeneutical analysis of the Department of Health 

between 2001 and 2006 against a background of home 

rehabilitation 

No reference to 

home rehabilitation 

Health Services 

Reform 

Reinforcement of 

specialist services 

Mater Dei Hospital 

Project 

 Control on Home 

Nursing Service 

No reference to 

family doctor service 

Repeated calls for 

community health 

care services 

Reinforcement 

of residential 

care 

Reinforcement of 

establishment-based 

rehabilitation services 

Fate of St.Luke‟s 

Hospital Unknown 

Conferences / Newspapers 

Construction of 280-bed 

Rehabilitation Unit on 

the grounds of a 

residential home 



  256 

As part of the public health services reform the Maltese government attempted to 

reform the private GP service in the early 1990‟s. It proposed various strategies 

to link the family doctor with the Public Health Service, in a similar fashion to 

that of the British National Health Service (Sammut 2003). The resistance from 

the private GP camp was remarkable, causing the Ministry of Health to abandon 

that endeavour. However, this may have contributed to the heavy investment in 

specialist services with the conspicuous neglect of the GP services. 

 

The government was particularly committed to the increase in the number of 

long term care beds within residential care. It embarked on refurbishing the 

1000-bed residence for the care of the elderly in the south of the Island. It also 

entered into partnerships with local private entrepreneurs who own private 

homes, while attempting to build small homes in village cores.  

 

In 2006 The Ministry of Health, the Elderly and Community Care announced 

that it would be constructing a 280-bed rehabilitation unit on the grounds of the 

above mentioned residence for the care of the elderly (Stagno-Navarra 2006). 

The aims were to have a facility for uninterrupted rehabilitation and to promote 

early discharge from the acute Mater Dei Hospital, preventing bed blocking. This 

unit would cater for all the physical rehabilitation needs of the population. 
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6.4.4 The home nursing service 

 

The Ministry of Health, the Elderly and Community Services provides an array 

of community services (Table  6.4). However, all are aimed at maintaining the 

independence of the client in his/her home. None were aimed at restoring it. The 

Malta Memorial District Nursing Association is a non-governmental organisation 

providing basic nursing home care. As it is heavily subsidised by the state, the 

Department of Health does its utmost to keep the costs down. However, one of 

those measures was to issue a notification that all clients and applications had to 

be scrutinised by a Department of Health medical official before acceptance, 

rather than maintain the system whereby the family doctor was the sole referrer.  

 

Community Services for the Elderly offered by the State 

 

Day Centres 

Handyman Service 

Home Care Help 

Incontinence Service 

Meals on Wheels 

Telecare Service 

Social worker 

 

 

 Table 6.4: Community Services for the Elderly in Malta 
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6.4.5 External influence 

 

Although there were repeated calls for the introduction of various community 

and home health care services from local conferences and contributions to 

newspapers, there was little action by the Department of Health. Contributions in 

favour of enhanced community health care services included those from health 

professionals, members of parliament and regular readers. The newspaper media 

is a powerful tool to get a message across in a country with such a small 

population (Boissevian 1993). Politicians, including members of the Cabinet, use 

this tool to good effect. Their contributions are considered reflections of the 

direction the government is taking on any given issue. This phenomenon was 

exploited in the study because it made up in no small way for the dearth of 

published official material.  

 

 

6.4.6 Key Events 

 

Malta became a member of the European Union (EU) in May 2004. The 

country‟s build up to entry could have distracted the various ministerial bodies 

involved with health care. The construction of Mater Dei Hospital coupled with 

the impending negative short term impact of entry into the EU on the economy 

made the government adopt cost cutting exercises, raised taxes and increased its 

drive towards increased productivity (Gonzi 2004a, 2004b).  
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6.4.7 Home rehabilitation 

 

There was no evidence that the government was considering reinforcing 

community health care, let alone home health care, including physiotherapy. 

Policies on home rehabilitation were conspicuous by their absence throughout 

the years. There was no discernable policy framework that would allow for home 

rehabilitation services to sprout and develop. 

 

 

6.4.8 Summary 

 

The Maltese government‟s policy direction aimed strongly towards providing 

specialist medical services and increasing the bed capacity in long term care. 

Health care professionals and the general public frequently called for the 

enhancement and development of community health services, including 

rehabilitation. There did not seem to be the political or organisational framework 

to promote them. 

 

 

6.5 General summary of findings 

 

The analysis of Phase 1 and Phase 2 of the project uncovered constraints that 

influenced the planning and implementation of a home physiotherapy service for 

stroke patients discharged from hospital. The hermeneutical analysis of 

documents connected with the project supported the validity of these constraints, 
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and provided an added dimension to their socio-political context. The findings 

highlighted the systems responses to the introduction of a state-funded home 

physiotherapy service. They revealed structural characteristics of the Maltese 

health care system that constrained the development of home physiotherapy 

within the Public Health Service. 

 

The constraints were closely linked (Figure 6.5), each one influencing the other. 

A strategy to ameliorate the effects of these constraints would address them 

individually within a framework that was able to catalyse a more comprehensive 

change. 
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Figure 6.5:  Constraints in the development of home 

physiotherapy in Malta 


