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          Summary 

•  Epidemiology & the Public Health 

•  Approaching a new inpatient reality 

•  Community re-entry and the longer term 

•  Social Care, & Health and Social Care integration 

•  STPs, Trusted Assessors and case management 
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       Biological & economic consequences of TBI in England 

In England: 

Incidence of all admissions (/105)                                  229 (London 176)1  

Incidence of admissions > 3/7 (/105)                            15-25 

Prevalence of disability                                                     2% of the population1,3  

Direct & Indirect economic consequences                      £5-15 billion pa2,3 

TBI before the age of 25 predicts a 2-6% later risk of premature mortality, psychiatric inpatient/outpatient visits, 
disability pension, welfare recipiency, and low educational attainment compared with siblings. The effects were 
greater with increased injury severity, recurrence, and older age at first injury.4 

The relationship of TBI with subsequent disadvantage, including psychiatric disorders, 
offending and homelessness, emphasises its impact on the Public Health                                                                                                                                                                               

1. Tennant A. BMC Pub Health 2005;5:21 
2. Gustavsson A et al. Eur Neuropsychopharmacol 2011;21:718-9.  
3. Parsonage M. Centre for Mental Health report. 2016 
https://www.centreformentalhealth.org.uk/traumatic-brain-injury 
4. Sariaslan A et al. PLoS Med 2016;13:e1002103. 
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2017 

Sports Concussion Assessment Tool 
5th edition SCAT5™ 

Echemendia RJ et al. Br J Sports Med 2017; 51:848-850  

SPORTS CONCUSSION 

Hoge CW et al. N Engl J Med 2008; 358:458-63  
MacDonald CL et al. J Neurotrauma 2014; 31:889-98 

PTSD & depression increase impact  
of mbTBI on Health outcomes 

Gross T et al. Acta Anaesthesiol Scand 2012;56:1163-74 
Zeckey C et al. Brain Inj. 2011;25:551-9 

Polytrauma outcomes worse with 
cm/mod/sev TBI & pain 

Maas A, Stocchetti N, Bullock R.  
Moderate and severe  

traumatic brain injury in adults. 
Lancet Neurology 2008; 7: 728-41 
Rehabilitation: 40 words of 5905 

0.7% 

Head injury 
triage, assessment, investigation and  
early management of head injury in  
infants, children and adults (update) 

Implementing NICE guidance 
December 2007 

NICE clinical guideline 56 

2007-8 

        Increasingly defined need for rehabilitation after head injury 
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        Increasingly defined need for rehabilitation after head injury 

Maas AIR et al.  
Traumatic brain injury: integrated approaches  

to improve prevention, clinical care, and research 
Lancet Neurol 2017;16:987-1048 

Rehabilitation: 1564 words of 38960 
4.0% 

Panel 10: Treatment targets after TBI 
Physical 
Speech, movement, sensation, perception 
Behavioural 
Initiation, persistence, flexibility, impulse control 
Cognitive 
Concentration, memory, executive function, communication 
Emotional 
Management of anger, irritability, anxiety, frustration 
Personal 
Family-related functioning, socialisation, schooling, 
employment 
Environmental 
Access to health-care, transportation, and social support  

Maas A, Stocchetti N, Bullock R.  
Moderate and severe  

traumatic brain injury in adults. 
Lancet Neurology 2008; 7: 728-41 
Rehabilitation: 40 words of 5905 

0.7% 

GOSE outcome classification Multidimensional outcomes TBI care pathway 

Panel 9: Rehabilitation interventions for TBI 
Restitutional rehabilitation 
    • Repetition to re-establishing previously learned 

patterns of behaviour 
        • Example: repeated exercises to restore cognitions 

eg. attention 

Compensatory rehabilitation 
    • Substitute intact strengths for impaired functions 
       • Example: use of assistive technology or errorless 

learning for memory impairment  
Adaptive rehabilitation 
    • Accommodation of residual disability via adjustment 
       • Example: problem-focused management of 

avoidance behaviours & other self-efficacy beliefs  
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  A holistic biopsychosocial model of Health & Disability 
   Via an interactive classification of disease, function and subjective quality of life 

ICD-10 + ICF 2001 + sQoL  

After: Engel GL. Science 1977; 196:129-6; Wade DT, Halligan PW. Clin Rehabil 2017;31:995-1004.  

Subjective Quality of Life & Well-being 
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      Interventions after illness or injury 

•  Medical and Surgical treatments are usually designed to reverse, 
reduce or contain the specific pathology of a disease or illness. 

•  By contrast, Rehabilitation is a reiterative problem solving process 
that aims to implement change and reverse, reduce or contain loss 
of function via goal focused learning, irrespective of the disease 
responsible.  

•  As a result, dependency is minimised, and physical, 
psychological and social function, and thus independence & 
adaptation/adjustment to functional change, are maximised. 

•  So that a person’s subjective life quality is optimised. 
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     The reconfiguration of clinical services. Kings Fund 2014 

A multilevel qualitative analysis of 123 National Clinical Advisory Team (NCAT) reviews 
published between 2007-12. (Imison C et al. Health Serv Deliv Res 2015;3(9))  

Summary of evidence relating to trauma and stroke services: 

Trauma (Regional Networks for Major Trauma: NHS Clinical Advisory Group on Trauma. 2010) 
•  Formalised systems of trauma care, in which care for the most complex patients is centralised 

into a small number of trauma centres, improves patient outcomes.  
•  Trauma centres need 24/7 access to fully staffed theatres and diagnostics, including CT, MRI and 

pathology.  
•  They also need comprehensive critical care and neurosurgical support. 
•  Er…..that’s it!  

Stroke (Stroke Unit Trialists’ Collaboration. Cochrane Database Syst Rev 2007;4 & 2013;9:CD000197.)  
•  A centralised model of acute stroke care, in which hyper-acute care is provided to all patients 

with stroke across an entire metropolitan area, can reduce mortality and length of stay. 
•  People with acute stroke are more likely to survive, return home and regain independence if they 

receive organised inpatient (stroke unit) care. This is typically provided by a co-ordinated 
multidisciplinary team operating within a discrete stroke ward that can offer a substantial period 
of rehabilitation if required . . .  
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       NHSE standard contract for Major Trauma Services 2013 
                         The Rehabilitation Prescription 

•  Rehabilitation is required for a number for patients, and this rehabilitation 
will start in the MTC and continue through specialist rehabilitation units or 
locally through a variety of commissioned providers defined in the network.  

•  All patients covered by this specification (ISS>8) have an initial 
rehabilitation prescription within 2-4 calendar days of presentation. All 
patients needing rehabilitation input or monitoring to be under the care of a 
Consultant-delivered team that includes rehabilitation nurses, allied health 
professionals and a consultant in rehabilitation medicine or alternative 
consultant with skills and competencies in rehabilitation. 

NHS England. NHS Standard Contract for Major Trauma (All Ages). Schedule 2 – The Services – A. Service Specifications. NHS England; 2013.  
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     London Major Trauma System 2017 
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  Plant: rehabilitation service mapping pathway after TBI 
                                             2017 

Minor TBI  
Education plus emotional 

and social support  
Code 05 

Home 
with 

support 
for 

Patient 
and 

Carer 

Code 
110 Intensive 

cognitive  
Code 80 

Maintenance   
Code 100 

Specialist 
vocational   
Code 90 

Community 
Unit  
&/or  

Team 

 Code 70 

A&E department 

Observation ward   Code 05 

Supportive  Codes 10&20 

Rapid Access   Code 30 

Active participation 
(0ver < 6/12) 

Code 40 

Behavioural 

Passive - Code 50a 

Active - Slow stream Code 50b 

Slow Stream Transitional 
 (over > 6/12)  

Physical - Code 60a 
Cognitive - Code 60b 

ACUTE 

EARLY 

LATE 

Community & Outpatient services            Inpatient & Residential services 

         Social Care and clinical case manager(ment) code 140 

A&E department 

Acute admission ward 
Code 05 

Rapid Access & 
Acute Rehabilitation (RAAR) 
4-6/52 post ITU/NSU. Code 30 

Active participation 
complex specialist/ed 

(during < 6/12) 
Phys/Cog/Aff/Beh. Code 40 

After Pickard JD et al. J Roy 
Soc Med 2004; 97: 384 – 9 

Acute supportive Rehab (ASR)  
in ITU/NSU. Code 10&20 

Specialist BI Residential 
or Nursing home Code 105 

Transitional 
Code 75 

Behavioural 
Code 50 

Physical 
Code 60 

Specialist slow stream 
during > 6/12 

xxxxxx = shortfalls  
       = delays 

ACUTE ABI 

£££ 

Home 
 With lifelong maintenance  

via medical, therapy,  
carer, leisure & work support, & 

environmental adaptation,  
for patient & carers  

Codes 100 & 110-135 
Community  

Rehab  
Teams 

Multidisciplinary  
outpatient & domiciliary 

therapy 
Code 70 

Brain injury  
clinics 

Multi-disciplinary  
diagnostic triage  

and uni-disciplinary  
treatment & support 

Code 85 

Social  
care 

Care packages providing  
assistance &/or supervision, 

 home modifications.  
advocacy, advice  

& access to specialist  
day centres 

ACUTE 
weeks 

EARLY 
months 

LATE 
years 

Intensive 
Cognitive 
Code 80 

Specialist 
Vocational 

Code 90 
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           Organisational Aspects of Rehabilitation  
                      Stroke unit (SU) or Mixed Rehab (MR)                                                 
                                                          vs  
                    General Medical Ward (GMW) +/- Mobile Team (MT) care  

Odds of death or institutional care 

SU vs GMW                                
(13 trials; 3200 pts) 

SU vs MR                               
(4 trials; 540 pts)  

MR vs GMW                          
(5 trials; 580 pts) 

MT vs GMW                          
(2 trials; 240 pts) 

SU vs GMW + MT                 
(1 trial; 305 pts)  

Total        
0.5             1          2 

              SU/MR better       GMW better 

P=0.008 

NS 

P=0.04 

NS 

P=0.0009 

P=0.0002 

From: Stroke Unit Trialists’ Collaboration. Organised 
inpatient (stroke unit) care for stroke.   
The Cochrane Database of Systematic Reviews  
2001,  3: CD000197.  
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PATIENT 
NEED 

                    PLANT, PERSONNEL and PROCESS 
             ACUTE & EARLY REHABILITATION after ABI 
         Ring-fenced geographies, MDTs & COGS provide enriched environments 

Other 
specialties  

Medical  
specialties 

    Process 

Clinical  
neuropsychology 
Cognitive, behavioural & 

capacity 
assessments,  

cognitive rehab,  
behavioural modification  

programmes with  
MDT. 

Interdisciplinary 
team working  

 key worker, MDMs, 
case reviews, integrated 
care plans & case notes, 

behavioural progs,  
capacity ass’mnt. 

Discharge 
planning  

on admission, with 
reference to diagnosis, 

prognosis, recovery 
rate, need, & social & 
community support 

Neurosurgery; 
ENT,orthopaedics 
vascular surgery,  
neuroradiology 

intervention & imaging 
 in context of stroke& 

polytrauma 

Restorative 
& Rehabilitation 

Neurologists 
Establish diagnoses & 
prognoses; & prescribe 
medical trents, strategic 

planning,  
& R&D 

Medical 
specialties 

Gastro (PEGs), 
cardiac (after stroke 

& HI-BI), chest 
(TBM), renal (AKI) 

etc. 

SALT 
Management of 

tracheostomies & oral 
intake; swallowing,  

language & 
communication therapies; 

social skills 

Family & carers 
MDT family meetings 

for TBI education, 
effective 

communication, & 
involvement in 

discharge plans          Neuro- 
physiotherapy 
   Management of 
weakness, spasticity, 
imbalance, ataxia, 
pain and detraining.  

Goal setting & 
outcome measures 
Patient-centred goals are 
essential, “Gantt” chart 

goal management; 
outcome measures  

used routinely  

Rehab nursing 
Monitor medical stability, 
prevent consequences of 

immobility, maintain 
nutritional status, achieve 

continence & other 
nursing goals.  

Occupational 
therapy 

Upper limb & ADL 
retraining, 

provision of adaptive 
equipment, HVs, 

leisure & work  
re-entry  

ITU &  
tracheostomy 

outreach teams 
Some patients are 

unstable, and others 
need tracheostomy 

care & weaning 

Neuro-
psychiatrists 
Affective disorders 

common, particularly in 
patients with pre-

existing psychiatric 
diagnoses 

Education & 
research  

Continued professional 
development & 

education improve IDT 
working, unit 

ownership & staff 
morale  

Clinical 
governance  

Including PPI, clinical 
risk management, 

clinical audit, 
integrated care 

pathways, bench 
marking 

+ 

Social work 
Complex discharge 
planning in context 

of ABI & high 
incidence of pre-
morbid social & 

forensic problems 

Enriched environments,  
with progressive exercise training to prime reaching, improve function 

           Murphy TH, Corbett D. Nat Rev Neurosci 2009;10: 861-72 
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Implementation of medical and surgical treatments, rehabilitation      
        and care in ill-health. 
        5 components of a Goal setting and Action Planning framework. 

5) Appraisal & Feedback 
     ‘How did I get on?... 

         What’s next?’ 
   Evaluate performance  
    of the action plan and  

 progress toward the Goal 

3) Planning 
   ‘How am I going to achieve this?’      

  Write an Action Plan:  
    ‘What am I going to do, and when     

   and how am I going to do it?’ 
    Write a Coping Plan:  

 ‘What might prevent that Action  
 Plan; how can this be avoided?’ 

 Confidence Rating:  
‘How confident am I that I will  

complete the Action Plan (1–10)?’ 

All goals &  
Treatment Aim  

achieved  

2) Goal Identification  
& Setting 

Make identified goals & aims explicit:  
‘This is specifically what I want to  
achieve’ in the short & long term. 

Consider Goal Attributes: 
specificity, difficulty, assigned/self-set 

Goal not achieved 

Goal but not Aim  
achieved 

Action 
Carry out the plan; 

translate plan into action 

After Wade DT. Clin Rehabil 2005;19:811-18 & Scobbie et al. Clin Rehabil 2011;25:468–82 

1b) Goal Negotiation 
‘This is where I am at & where I would  

like to get to’. Discuss specific goals  
& barriers to increased self-efficacy. 

1a) Assessment 
Identify all problems.  

Determine their genesis & prognosis,  
& patient’s expectations 

4) Action/Intervention 
Translate plan into action; carry out  

the plan to maintain health or  
change natural history of illness in  

one or more domains of the  
Biopsychosocial framework: 

Pathology 
Impairments & Activities 

Participation 
Personal, Social or Physical  

Contexts 
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         Facilitating Outcome after Disease or Injury 

Acute 
 medical & surgical  

interventions 
Rehabilitation 

Acute medical & 
surgical interventions 

Rehabilitation and care 
long-term 

Injury 

Injury 

Time 

A 

not 

B   1985 

2017 

Long-term 
 care 
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    Seamless acute & early rehabilitation after TBI 

  Seamless; n=31 

Delayed; n=30 

GOSE 6-8   71% 37%   0.007 
 DRS(median)   2.0 4.0 

p Group B   Group A Outcome 

Hosp los (days) 123 0.07 
0.03 

  88 
Home/NH (%)   81/13 53/23 0.06 Anderlich et al. J Neurotrauma 2012; 29: 1-10 
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      Late Community Rehabilitation after Severe TBI 

•  96 patients, 93% more than 1 week PTA 

•  Median age 34, 1.4 years post injury 

•  Randomised to Outreach (n = 48) and 
Information (n = 46) 

•  Assessed at intake and after two years 

•  Average treatment duration 28 weeks 

•  Significant functional gains in  

–  Independence in personal care 

–  Functional mobility 

–  Self-organisation skills 

–  Psychological well being 

Frequency of maximum change scores 
for subscales of (A) BICRO-39 scales 
and (B) FIM+FAM.        modal scores 

Powell J et al JNNP 2002; 72: 193-202  
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The rehabilitation process: Contractually Organised Goal Setting  
       (COGS) generates behavioural change 

                                           Treatment aim (over 6 months) 
               Independence in personal care                                                                     Independent in current living arrangements 

                                                Long term (6/12) goals 
              To transfer independently from wheelchair to toilet                                          To move independently from room to room 
              To stand from sitting independently                                                               To be left unattended for half a day 
              To achieve independent continence                                                                To prepare and eat a snack lunch without supervision 
              To walk indoors with an aid and supervision                                                    To do all own housework and domestic management 

                                                Short term (1/12) goals 
              To groom myself and put on make-up                                                            To take myself to the toilet 
              To transfer with a sliding board and one person                                              To make myself a drink  
              To use a bed-pan for bladder continence                                                        To operate a television 
              To stand from sitting with a rail                                                                     To safely stay alone for 2 hours 

TO ENABLE CREATIVE/CONSTRUCTIVE ACTIVITY & MAKE LIFE WORTH LIVING 

       Inpatient goals                            Goals in the community 

 Overall long term aim  
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Andelic N et al. J Neurotrauma 2015;33:95-100. 

Community integration over 5 years after moderate/severe TBI  
Premorbid factors and PTA determine outcome, but change can continue long term 

By PTA   By employment 

 By education By relationship status 
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                             Neuroplasticity  
                changes that may occur in the organisation of the     
                        brain as a result of experience and intervention 

• “Organic matter, especially nervous tissue, seems endowed with a very 
extraordinary degree of plasticity….” William James, The Principles of 
Psychology, 1890, Ch IV: Habit. 

                                                                                            BUT 

•  “Motor recovery after the production of an hemiplegia does not result if the animal is left to his 
own devices, and this management (or lack of management), it is unnecessary to remark, is what 
is given to most human paralytic cases.”  
 Ogden R & Franz SI. On cerebral motor control: The recovery from experimentally produced hemiplegia. Psychobiology 1917;1:33-49 
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         Complications without acute & early rehabilitation after TBI 

•  Rusk et al 1966/1969  
75%>18/12 post injury; n= 127; Av loc 3/52 
Pressure Sores       40          
Joint Contractures  200   
Frozen Shoulders    30 

•  Mark 25; 1988, adm GCS 3/15  
- Left acute subdural haematoma evacuated 

at craniotomy 
- Acute surgical bed until admitted ERU 12  
     weeks post injury 
- Bilateral achilles and wrist and finger flexor 

lengthening procedures 
- Walked indoors after transfer to behavioural 

unit at 15 months  
- Home at 3 years with outpatient physio 

Complications prevent  
         (access to)  
neural reorganisation  
               and  
functional recovery 
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 Reversal of complications of immobility and neurological  
                damage in early rehabilitation after VBI  

   Pre                                                           Post 

11/12 

40 year old man 6/12 after ACOM SAH; coiled & shunted; # NOF 29.05.05 

Is neural restoration allowed or driven during functional recovery? 
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      Avoiding preventable deficit - neurobehavioural 

Ashworth J. Social Care & Neurodisabil 2013;4:58-63. 

TBI 1990 aged 7: GCS 6/15, bifrontal & right hemispheric damage. FSIQ 108. 
Incidence of physical restraint, self harm, absconsion, & physical  

assault misattributed to parents’ separation before accident.  
Failed to respond to “experiential/trial and error” learning and physical restraint  

in a home for children with emotional and behavioural difficulties (EBD).  
Reduced by transfer to antecedent behavioural program that identified and avoided  

triggers for maladaptive responses, and consistently used 
errorless learning techniques & brain injury education.  
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      Deterioration and improvement late after TBI 

McMillan et al. JNNP 2012; 83: 1086-91 

GOSE 5-7 yrs 

GOSE 12-14 yrs post injury 

  11 16 13 13 
9 9 

64 

23 
GOSE 12-14 yrs 

Deteriorated (40%)  

Improved (8%)  

%
. N

 =
 1

21
; 

SD
 2

8,
 M

D
 4

0,
 G

R
 5

3 

28% 14% 22% 36% 

Improvement/deterioration correlated with increased internal/external locus of control 
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       Glasgow Hospitalised Head Injury Study: 13 yr mortality 

McMillan et al. JNNP 2011; 82: 931-5 

Group identification 
1) TBI patients 
recruited prospectively from  
2995 TBI admissions Feb  
1995-6; all severe &  
moderate, & sample of mTBI. 
2) Other injury 
Scottish Morbidity Records.  
3) Community controls 
Community Health Index. 

Groups matched for: 
Age in 1995, deprivation  
and gender, & other injury 
group for hospital los. 

Findings 
Increased mortality, even in  
younger adults (15-54) and  
after mTBI. 

Possible causes 
Pre-injury factors 
Telomere shortening 
Metabolic syndrome 

Cumulative deaths (%) in head injury and control groups (n=757/group at time 0) 

40% of BI admissions dead after 13 years 
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      Models of health care 

•  Most people have a simplistic model of health care, 
based on structural disease & single interventions over a 
finite period of time: 

–  Use symptoms to diagnose disease 

–  Treat disease 

–  Cured…… 

•  BUT 
•  Most disease results in a chronic condition or disability, 

which accounts for 80% of health-care costs, & presents 
complex problems over extended periods of time.  
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      Rehabilitation 

•  Rehabilitation is a (goal-focussed) learning process designed 
to a) prevent avoidable deficit, and b) optimise a person’s 
physical, psychological and psychosocial well-being in the 
context of disability, disease and ill-health. 

•  It addresses the complexity of the biopsychosocial model of 
illness via frameworks that describe disability, interventions, 
service delivery, the learning process, and outcomes over 
time, sometimes lifelong.   
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      RNRU DToCs 

•  Discharge  delay of 136 days 
•  AC aged 54. ICH. Mobile in- & out-doors with 

supervision. Complex cognitive impairments 
but insufficient needs for CHC funding.  

•  Agreed discharge plan: home with supervision 
during waking hours. Funding offer withdrawn 
6/52 prior to discharge. LA would only provide 
care if the CCG agreed to pay for specialist 
therapy input, which was only available from 
outside the local area.  

•  Team completed IFR documentation and 
attended a joint meeting with the CCG 
commissioners and LA to agree a plan 
forwards.  

•  Discharged home with SweeTree carers 
funded by LA, and private neuro-OT funded by 
the CCG, recommended for a 3 month 
transition from hospital to community living.  
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      RNRU DToCs 

•  Delay of 71 days 
•  IB 53. H-I BI. Mobile with supervision.  
•  Previous TBI and substance abuse; no registered 

MH needs.  
•  Alcohol user, even whilst on the ward; safeguarding 

risks with her daughter and partner; Safeguarding 
team involved early on.  

        Chaotic pre-morbid lifestyle, flat boarded up due to 
break-ins whilst in hospital.  

•  Discharge plan: supported living 
•  Limited involvement from LA during admission: 

difficult to get a social worker assigned; named 
social worker changed mid-case; sporadic 
communication; poor understanding of the brain 
injury’s impact on psychological functioning & 
mental health needs; so placement options that 
were suggested inappropriate.  

•  CHC funding declined as no primary health need. 
•  Repatriated to referring hospital while final funding 

arrangements made for discharge to a BI supported 
living setting out of borough 

RNRU DToCs 
Jan 2016-date  

Full CHC funding: 34/54 discharges 
FNC funding: 4/4 discharges 

Social Care funding: 16/54 discharges. 



ABIL Dr. Richard Greenwood Dec 2017 

     Changes in cultural, social and political aspirations 

•  “This National Service Framework (NSF) for Longterm 
Conditions marks a real change in the way health and 
social care bodies and their local partners will work with 
people with long term conditions to plan and deliver the 
services which they need to make their lives better…… 
Supporting people to live independently and play their full 
part in society.” 

      National Service Framework for Long Term 
Conditions. 2005 

“Congratulations, you’ve won our best  
value contract for rehabilitation” 

1985 

•  “The time has come to build on best practice and replace 
paternalistic, reactive care of variable quality with a 
mainstream system focussed on prevention, early 
intervention, enablement, and high quality personally 
tailored services.” 

      Putting People First. A shared vision and 
commitment to the transformation of adult Social 
Care. 2008 

•  Health and Social Care Integration. NAO 2017 
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    But…are the principles of Personalisation and Safeguarding   
             achievable after ABI without extra resource? 

The next article deals with a topic which some might deem to be on the 
edge of social care yet its overlapping health and social care needs clearly 

place it within social work’s remit. Acquired brain injury (ABI) affects increasing 
numbers of adults in the UK and has implications for long-term 

and rehabilitative care and support. Yet, as Holloway and Fryson point 
out, scant attention has been given to people with ABI in the social work 

literature. The use of personalisation as practice and process also raises tensions 
and challenges for the social worker. The authors suggest that personalised 

practice is crucial to effective practice and positive outcomes but 
often contrasts with the more bureaucratic way in which the process is 

managed. They suggest that assessment of a person with ABI should not 
be a one size fits all but needs to involve sufficient contacts between social 

worker and client to enable a relationship to be formed. Additionally, 
social workers need to have developed an understanding of what ABI is 

and how lives can be improved. 

Golightley M, Holloway M. Brit J Soc Work 2016;46: 1149–57 
Holloway M, Fryson R. Brit J Soc Work 2016;46:1301–17 
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    But…are the principles of Personalisation and Safeguarding   
             achievable after ABI without extra resource? 

!! 

!!  0 2001-2006 J Soc Wk 

Hidden dis.; initial recovery 2 1948-2006 Aust Soc Wk 

Parental grief (Australian) 1 1971-2006 B J Soc Wk 

COMMENTS PAPERS (N)  SEARCHED FROM JOURNAL* 

!! 0 1998-2006 Eur J Soc Wk 

0 1983-2006 J Soc Wk Pract 

* 6 of 11 SW journals listed by UCL Library services e-Journals; search term = brain injury 

2007-2017 4 

2007-2017 

2007-2017 

2007-2017 

2007-2017 

3 

1 

1 6/12 support after discharge 

0 

!!  

Creative activities 

Grief, capacity, personalisation 

Women  

51 Soc care & 
Neurodisabil 

2010-2014…. Varied content 

Inclusion of patients in goal setting is difficult - only 40% of inpatient units include patients in goal setting  
(Holliday et al. NNR 2005;19:227-31). 

Application of the Mental Health Act 2005 after ABI is complex 
Can Social Services engage with ABI?...or will the private sector do it? 
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STP Footprint. Neuronavigator Provision 2016 Level 1/2a providers 
Blackheath HNDU 1 
Blackheath TBIRU 2 
FCRU King’s 3 
Lishman Unit 4 
RHN Putney 5 
RNRU Homerton 6 

RRU Northwick Park 7 

UCLH 8 
Wolfson 9 

Level 2b providers 

Albany Unit, Charing Cross Hospital A 

Alderbourne Unit, Hillingdon B 

Homerton (For Hackney CCG only) C 

KCH – Orpington – from 01/04/16 D 

Mount Vernon Hospital, Daniel Unit E 

Queen Mary’s Roehampton F 

Robertson House, Willesden G 

Royal Free Unit, Edgware H 

     HASU 

     Stroke unit 

     Major trauma centres 

33 

   2 neuronavigators 
   1 trainee 
+ 1 Neurorehab Clinical Lead on call 
Blackheath + King’s + Lishman 

   2 neuro-navigators 
   1 trainee 
+ 1 Neuro-rehab Clinical Lead 
on call Northwick Park 

182 referrals* 

   2 neuronavigators 
   1 trainee 
+ 1 Neurorehab Clinical 
Lead on call Homerton 

361 referrals 

424 referrals 

   2 neuronavigators 
   1 trainee 
+ 1 Neurorehab Clinical Lead on call 
Wolfson + Putney 

223 referrals 

24 beds 

39 beds 

32 beds 

24 beds 

15 beds 

7 beds 
10 beds 

  17 beds 

18 beds 

244 referrals 

   2 neuro-navigators 
   1 trainee 
+ 1 Neuro-rehab Clinical 
Lead on call UCLH 

* Badgernet referrals April 2015 to Feb 2016 
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Patient 
medically fit 
for discharge 

Care Home 
receives 

assessment, 
agrees it  

TRUSTED 
ASSESSOR 
completes 

assessment 

Patient 
transferred 
back into 
the Care 

Home 

Discharge process 
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    Case management after TBI* 

CM: A “reticulist” or “responsible schemer” who links together the “right people 
with the right problems”, blurring organisational and professional barriers by using 

the reciprocal nature of power dependency relationships  
(McKeganey D, HunterN. Policy and Politics 1986;14:335–60) 

*Greenwood R et al. Effects of case management after severe head injury. BMJ 1994;308:1199-205  


