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SCOPE OF SERVICE

Introduction:

The Brain Injury Programme (BIP) of rehabilitatiahthe National Rehabilitation
Hospital (NRH) provides specialised, interdisciphy, coordinated and outcomes
focussed rehabilitation for people with acquiredibinjury (ABI).

The continuum of care provided by the programmeduthes the only national
inpatient rehabilitation service for people with IAlB the Republic of Ireland, a
comprehensive outpatient assessment and treatmegitagnme and both home
and community based and vocational training opmities. The programme
demonstrates the commitment, capabilities and ressuto maintain itself as a
specialised programme of care for people with ABI.

An Acquired Brain Injury (ABI) is any sudden damage the brain received
during a person’s lifetime and not as a result isthbtirauma. An ABI may be

caused by trauma, tumour, vascular accident (etgpkes or subarachnoid
haemorrhage), cerebral anoxia, toxic or metabaigult (e.g. hypoglycaemia),
infection (e.g. meningitis, encephalitis) or an lanimatory process (e.g.
vasculitis). One of the most important things townabout an acquired brain
injury is that every injury is unique, meaning tl®imptoms can vary widely
according to the extent and locality of the damagdrain tissue. The ensuing
impairments can cause a wide range and level ofiaakdhysical, cognitive,

communicative, psychological, social, behaviourahcational, educational,
cultural, family, and spiritual and leisure needs people with ABI. These
impairments may also impact the functional absitef people with ABI to live

independently, drive, use public transport, retiormvork or education, participate
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in leisure and social activities, fulfil family re¢ and maintain personal, sexual and
family relationships.

Currently, there are no official statistics for tmember of people living in Ireland
with an acquired brain injury. By studying datanfr@ number of other countries
and basing it on the Irish population, it is estiesbthat between 9,000 and 11,000
people sustain a traumatic brain injury annuallyraland, with a further 7,000
being diagnosed with a stroke. Additionally, itastimated that there are up to
30,000 people in living in Ireland between the agésl6-65 with long term
difficulties following acquired brain injury.

Under the direction of the Brain Injury Programmardger and the Brain Injury
Medical Director, the BIP, in conjunction with thgersons served and their
families/carers, provides individualised, goal-diezl rehabilitation designed to
lessen the impact of impairment and to assist geopth ABI to achieve their

desired levels of functional independence, socatigpation and community

reintegration.

The BIP services are provided by an interdiscipinteam through a case-
coordinated approach that also addresses:
» Ongoing access to information, referral and tramsito services available
within the NRH Brain Injury Continuum of care.
e Support for information sharing, movement and aseith other external
brain injury community resources and stakeholders.
* Provision of education and support to persons setheir families/support
systems and the community.
» Facilitation of opportunity for interaction for pele with ABI within the
NRH Brain Injury Continuum of care

NRH Brain Injury Continuum of Care

The NRH has developed a full continuum of care geople with ABI. This
continuum includes:
» Brain Injury Comprehensive Integrated Inpatient &@litation Programme
(BI/IP)
» Brain Injury Outpatient Rehabilitation Programme/(&°)
* Brain Injury Home and Community Based Rehabilitati®rogramme
(BI/HCB)
» Brain Injury Vocational Services (BI/V)
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This comprehensive, interdisciplinary continuum oére ensures that all
individuals can receive the most appropriate pnogna of care based on their
injury and their individual rehabilitation needse@tment can begin anywhere on
this continuum, and persons served can progressighrthis continuum and to
other appropriate community and follow-up services.

In some instances the person served can receivice®rfrom multiple NRH
programmes and services throughout their continafincare. For example, a
person who has experienced a brain injury may &laee a spinal cord or
amputation injury. This “dual diagnosis” requiresgecialised and individualised
treatment plan that addresses the unique needbeopdrson, and utilises the
expertise and close working of multiple NRH prognaenstaff and services.

Families, carers and other members of the persupport system are all partners
in the rehabilitation process. As such, supportividdals are encouraged to
participate in all aspects of the programme. Imf&ation, education, counselling,
emotional and psychological support has been demated to reduce the
emotional sequelae experienced by the family/cafbrs support may help the
process of adaptation and coming to terms withdifanges, and so result in better
long-term outcomes for both the patient and theilfanRehabilitation is a
continuous and life long process.

Rehabilitation Setting

The National Rehabilitation Hospital (NRH) is a paly financed, voluntary,
free-standing, 119 bed inpatient and outpatienalvgitation hospital located in
South Dublin suburb of Dun Laoghaire.
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INPATIENT REHABILITATION
(BI/IP)

The BI/IP is a 46 bed inpatient brain injury rehiddiion programme. BI/IP
service areas are located throughout the hospRalients admitted to the BI/IP
stay in one of four wards. Each ward serves persais different levels of
assessed need. The BI/IP also has three bedarthaledicated to persons with
ABI in a minimally conscious/low arousal state. eTfour BI/IP wards are:

e  St. Patrick’'s ward. This is a secure 9 bed ward toasists of 2 individual
rooms and 7 cubicles. The ward has individual graining and TV and
recreational areas. There is video surveillancalgiatient areas.

e  St. Brigid’s ward. This is a 22 bed ward that irgds one large 19 bed ward,
2 single rooms and a single cubicle. The ward hE®two rooms available
for group or individual treatment or meetings.

e  St. Camillus’ and St. Gabriel’s wards. These wardisbined offer 15 brain
injury beds that include 4 individual rooms, 3 wéhsuite. St Camillus’ and
St Gabriel's wards are male and female only waedpectively.

Hours of Service

The BI/IP provides 24-hour, seven-day-a-week médieaabilitation and nursing
care.

Exclusion Criteria:

Persons with ABI are excluded from the BI/IP whesther needs (e.g.
medical/psychiatric/behavioural/drug and substanteise) predominate over the
potential to benefit from specialised inpatientaeititation care and the cognitive,
physical and psycho-social needs of the patientthése cases recommendations
maybe made to the referring agent regarding oth@emappropriate services at
this time.

Admission Criteria:

To be admitted into the BI/IP at the NRH, the indial must:

1. Have one of the following:
a. Acquired brain injury (ABI), which is an inclusiveategory that
embraces acute (rapid onset) brain injury of amgeaincluding:

&' NRH
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b. Have

. Trauma (head or post-surgical injury)

Vascular accident (stroke or subarachnoid haemgedha
Cerebral anoxia/hypoxia
Toxic or metabolic insult (e.g. hypoglycaemia)
Infection (e.g. meningitis, encephalitis) or oti@tammation
(e.g. vasculitis).
Non malignant or low grade brain tumour

medical, cognitive, physical, communicative d/an

behavioural needs related to the acquired braiarynpr disease
process.

2. Be aged 18 to 64 years at time of admission oth@ncase of older adults),
be referred by a Geriatric Medicine Specialist.

3. Have identified medical, cognitive, physical, commuation and/or
behavioural needs which cannot be met in an o@piaticommunity or
home rehabilitation setting.

4. Have the potential to benefit from specialised trgrd rehabilitation
through the utilisation of an interdisciplinary teaapproach within a
specified time-frame.

5. Be under the care of a National Rehabilitation HaspMedical
Rehabilitation Consultant.

Admission to the programme is based on the preaimisssessment of need and
on meeting the programme’s admission criteria. &M@y, the timing of
admission to the BI/IP may be influenced by theagreission assessment of the
specificity, intensity of the individual’s needsdalevel of dependency, in relation
to BI/IP’s capacity to best meet these specificdses that time.

Discharge Criteria:

To be discharged from the BI/IP at the NRH, onenore of the following must be

true:

1. The person has received maximum benefit from thatiant programme.

2. The person has improved to the projected functitexad! that will allow
discharge to another specified environment or servi

3. The person experiences major intervening surgicaedical and/or
psychological problems that precludes further biéfiefm a continuing an
intensive inpatient rehabilitation programme.

4. The person’s ongoing rehabilitation needs (as asseby the inpatient
team) can best be met in an alternative environmesérvice. In this case,
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discharge also involves relevant services beingriméd and set-up and
appropriate care packages arranged.
5. The person is no longer willing to be an activetipgrant in the inpatient
programme.
6. The person is non-compliant with programme services
The person has the right to make decisions reggifusor her rehabilitative care,
and the right to refuse any portion of the progranmp to and including
discharge against informed medical advice. Shcwdperson elect to exercise his
or her rights, the rehabilitation team will guideetperson and the family through
the process.

Services Provided For The Person Served:

Following appropriate referral to the BI/IP, the rgmn will receive a
comprehensive, interdisciplinary preadmission assest in order to identify
their needs. This assessment may include medichisigal, cognitive,
communicative, psychological, social, behaviourahcational, educational,
cultural, family, and spiritual and leisure needBhis is also an opportunity for
persons referred to receive information about tHé#*Bncluding characteristics of
persons served, types of services offered, outc@mesatisfaction from previous
patients served, and any other relevant informatatiowing this assessment and
if the person meets the BI/IP admission critet@ytmay be offered admission to
the BI/IP.

Following admission to the inpatient programme tinéerdisciplinary team
members, in collaboration with the patient andrti@mily/support network, will
develop a comprehensive, goal directed treatmean ghat addresses the
identified needs of the patient and their familpjsort network. Persons served
and their family/support network are offered app@Eie information and
opportunity for feedback at every stage of the bdiation process, and are
actively involved in decisions regarding their caréersons served and their
family/support network are also offered educatiegarding primary prevention of
further ABI and secondary prevention related tadretnanagement of potential
risks and complications.

Persons admitted to the BI/IP receive a minimumtwbd hours of direct
rehabilitation nursing and therapy services per dégnday through Friday.
Direct service intensity differs on weekends depagan resources available and
individual needs. Home and/or community leave sodiacilitated for persons
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served in order to achieve for gradual reintegratior the person into these
environments.
Services offered in the BI/IP to meet identified neds could include:

» Activities of daily living (ADL) assessment anditreng
* Adaptive equipment assessment and training

» Assistive technology assessment and training

» Audiology screening

* Behavioural assessment and management

» Bowel and bladder training

» Clinical neuropsychological assessment

» Cognitive rehabilitation training

» Coping with and adjustment to disability support

» Dental Services

» Discharge Planning

» Driving and community transport assessment

» Dysphagia assessment and management

» Family/ support system education, training and sellimg
* Hydrotherapy

* Independent living skills assessment & training

* Medical assessment and management

* Mobility assessment and training

* Nutritional counselling and management

» Orthopaedic assessment

» Orthoptics

» Orthotics and splinting assessment and training

» Pastoral and spiritual guidance

» Patient advocacy and support

» Patient education, training and counselling

* Pharmaceutical care, management and training

» Podiatry/Chiropody

* Prosthetic assessment, training and management
» Psychosocial assessment and psychotherapeutieantem
» Radiology

* Rehabilitation nursing

* Relaxation and Stress Management

* Respiratory therapy

» Safety awareness and training

» Sexuality counselling

* Smoking cessation training and support
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e Spasticity management

» Speech/Language and communication assessmentamddr
» Urology service

* Vocational assessment and counselling

Ancillary services could include:

» Advanced assistive technology assessment and mtsser

* Medical speciality referral for consultation incing Psychiatry |
Radiology- Brain Imaging, Orthoptics and Neuro-dy@tinology, Neuro-
psychiatry and Orthopaedics

* On road driving assessment and training

* Optician

» Osteoporosis assessment

* Podiatry

» Substance abuse counselling

* Video fluoroscopic swallowing evaluation

In some instances the person served can be inptemeservices from multiple
programmes within the NRH and also linked serviae®NRH throughout their
programme of care. For example, a person who hperiexced a brain injury
may also have a spinal or amputation injury. Thisidl diagnosis” requires a
specialised and individualised treatment plan Hddresses the unique needs of
the person, and utilises the expertise and closekimg of multiple NRH
programme staff and services.

If additional services are required and not avéalan-site at NRH, the BI/IP can
facilitate referral to wide range of ancillary asupport services.

People with ABI in the BI/IP frequently have comyplalisabilities and
subsequently complex rehabilitation needs whicliiregspecialist intervention by
professionals with knowledge and experience imth@agement of acquired brain
injury. The composition of the interdisciplinargaim for each person served is
determined by the assessment of the person’s cdivimedical and rehabilitation
needs. These team members could include:

» Brain injury liaison coordinator
* Chaplain

» Clinical neuropsychologist

» Clinical psychologist

» Dietitian
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» Discharge liaison occupational therapist

* Dysphagia therapist

» Health care assistants

* Hydrotherapist

* Medical Social worker

* Occupational therapist

* Pharmacist

* Physiotherapist

* Psychiatrist

* Radiologist

* Recreation Therapist

» Rehabilitation medicine specialist

* Rehabilitation nurse

» Speech and language therapist

» Sports therapist
The carrying over of new skills gained in treatmemod daily activities and into
discharge environments is critical to the succéssyg rehabilitation programme.

Services provided for Families, Carers and SupportSystems of Person
Served:

Many services are available within the BI/IP to m#dee needs of the person
served and their family/carers including:

» Education/training about management of ABI relatedues (formal
education, printed resource material, informal ringion and practical
skills training in preparation for discharge).

» Supported living on site in our short stay trawosiéil independent living
facility.

» Psychological support services

» Pastoral and spiritual services

» Peer support through interaction with other farsid various community
support groups (e.g. Bri, Acquired Brain Injury l&ed and Headway
Ireland).

* Information about community support, advocacy, awcmdation and
assistive technology resources.

Discharge Outcomes and Environments

The BI/IP aims to discharge all person served attery have achieved their
desired rehabilitation goals and received maximwmelfiit from the programme.
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The BI/IP strives at all times to discharge pasetat their most appropriate and
desired discharge environment, taking into consitil@n the person’s and families
wishes, their clinical and functional status, legastrictions and availability of
community and home supports. The majority of pessare prepared for
discharge home.

Alternative discharge destinations such as longrteare facilities, assisted living
residences, group homes or post acute rehabihtapoogrammes may be
recommended based on level of functional indepecelemd services available.
Discharge to an acute hospital setting may be sacgsn the event of medical
iliness or to await access to local community supgervices.
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OUTPATIENT REHABILITATION
(BI/OP)

Brain Injury Outpatient rehabilitation (BI/OP) igldvered in a variety of locations
throughout the National Rehabilitation Hospital (N)R The main Outpatient Dept
is located on the grounds of the hospital in Uréin® houses assessment, therapy,
group and multi-use rooms. There is also a Physiafly treatment area located in
this building, which includes appropriate equipmamnd treatment cubicles.

Hours of Service

The BI/OP provides five days-a-week (Monday throdgiday), 9am to 5pm
medical, rehabilitation and nursing outpatient timeant and care. Some services
are available outside these times by pre-arrangpdiatment.

Exclusion Criteria:

Persons with ABI are excluded from the BI/OP wheather needs (e.g.
medical/psychiatric/behavioural/drug and substanseise), predominate over the
potential to benefit from specialised Outpatienhatalitation care and the
cognitive, physical and psycho-social needs of pagient. In these cases
recommendations maybe made to the referring agegarding other more
appropriate services.

Admission Criteria:

To be admitted into the BI/OP at the NRH, the imdiial must:
1. Have one of the following:
a. Acquired brain injury (ABI) is an inclusive categothat embraces
acute (rapid onset) brain injury of any cause,udiig:
I. trauma — due to head injury or post-surgical damage
li. vascular accident (stroke or subarachnoid haemge)ha
iii.  cerebral anoxia
iv.  other toxic or metabolic insult (e.g. hypoglycaemia
v. Infection (e.g. meningitis, encephalitis) or other
inflammation (e.g. vasculitis).
vi.  Non malignant or low grade brain tumour
b. Have medical, cognitive, physical, communicative d/an
behavioural needs related to the neurological ynjor disease
process.
2. Be aged 18 to 64 years at time of admission oth@ncase of older adults),
be referred by a Geriatric Medicine Specialist.

&' NRH
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Have identified medical, cognitive, physical, commuation and/or
behavioural needs which cannot be met in an inpatt®mmunity or home
rehabilitation setting.

Have the potential to benefit from specialised atigmt rehabilitation
through the utilisation of a single or multi-diskiary team approach
within a specified time-frame.

Be under the care of a National Rehabilitation H@spMedical
Rehabilitation Consultant.

Have arranged own transportation to/from the BI/OP.

Also meet admission criteria specific to a singlenulti-discipline therapy
if referred therapy (see appendices for discipsipecific scopes of service).

Admission to BI/OP is based on the preadmissioesassent of level of need
and the meeting of the programme’s admission @iteHowever, priority of

admission may be given to patients referred from MRH Brain Injury

Inpatient Programme (BI/OP). Furthermore, the riignof admission to the
BI/OP may be influenced by the preadmission asseissorf the specificity,

intensity of the individual's needs and level ofpdadency, in relation to
BI/OP’s capacity to best meet these specific negtlsat time.

Discharge Criteria:

To be discharged from the BI/OP at the NRH, onenore of the following must

be true:

1. The person has received maximum benefit from thip&ient programme.

2. The person has improved to the projected functitexad! that will allow
discharge to another specified environment or servi

3. The person experiences major intervening surgicagdical and/or
psychological problems that precludes further biérfedm a continuing
outpatient rehabilitation programme.

4. The person’s ongoing rehabilitation needs can beshet in an alternative
environment or service.

5. The person is no longer willing to be an activetipgrant in the outpatient
programme.

6. The person is non-compliant with outpatient progranservices.

7. The person has the right to make decisions regardirs or her

rehabilitative care, and the right to refuse anytipn of the outpatient
programme, up to and including discharge againgbrnmed medical
advice. Should the person elect to exercise hisher rights, the
rehabilitation team will guide the person and tlamily through the
process.
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The Services Provided For The Person Served:

Following appropriate referral to the BI/OP, thergmn will receive a

preadmission assessment to identify their uniquelieaé physical, cognitive,

communicative, psychosocial, behavioural, vocafioreducational, cultural,

family, spiritual and leisure/recreational needsis is also an opportunity for the
person referred and their family/carers to recenfermation about the BI/OP

including characteristics of persons served, typeservices offered, outcomes
and satisfaction of previous patients served, arydagher information. Following

this assessment and if the person meets the Bld@fssion criteria, they may be
offered admission to the BI/OP.

Following admission the relevant BI/OP team membeollaboration with the
patient and their family/support network, will déwe a treatment plan that
addresses the identified needs of the patient haot family/support network.
Patients and their family/support network are @teappropriate information and
opportunity for feedback at every stage of the bdiation process, and are
actively involved in decisions regarding their care

Medical Rehabilitation Clinics:

Table 1 (below) outlines the wide variety of Comant led, Multi-disciplinary and
Linked clinics available to persons attending BI/OP

Table 1: NRH Brain Injury Programme Outpatient Clin ics

Brain Injury Clinic

Linked Clinic
Day Time Frequency per Name of clinic Consultant / Clinics
month Clinic lead arranged
by:
Monday 9.00-13.00 1* Monday Neurobehavioural Dr. Delargy Claire Nolan
14.00-17.30 Clinic Dr. O'Driscoll 01 235 5552
Dr. Simone Carton

Monday 9.00-13.00 Monday Brain Injury Multi disciplinary | Dr M Delargy Claire Nolan
New 01 235 5552

Monday 13.30-16.30 2nd Monday Brain Injury Multi- Dr. A. Carroll Claire Nolan
disciplinary 01 235 5552
New

Monday 9.00-12.00 Weekly Brain Injury Consultant Led | Dr. McElligott Lorna Byrne
New & Review 01 235 5389

Tuesday 9.30-13.00 Weekly Brain Injury Consultant Led | Dr J Morgan Claire Nolan
New & Review 01 235 5552
&= NRH
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Tuesday 13.30-16.30 | 2" &4" Brain Injury Consultant Led | Dr. A. Carroll Amy Harris
Tuesday Review 01235 5274
Tuesday 15.00-16.00 | "&4™ Tuesday Paediatric Clinic Dr. H. Monaghan| Angela
Browne
01 235 5331
Wednesday 14.00-16.00 | 1°*Weds of Month Orthopaedic Clinic Mr. K. Synnott Wendy
McKean
01 236 5277
Thursday 9.00-13.00 1% & 3rdThurs Brain Injury Consultant Led | Dr. M. Delargy Trish Quinn
New & Review 01 235 5550
Thursday 9.00 — 13.00 | Alt Thurs Orthoptics Dr. Irene Reid Trish Quinn
14.00 - 17.00 01 235 5375
Thursday 15.00-16.00 Weekly Psychiatry Dr. C. Denihan Trish Quinn
01 235 5375
Thursday 13.00-16.00 Two Thursday’s pq Disabled Drivers Med Board | Dr. J. Morgan Carol Leckie
Month of Appeal 01 235 5279
Friday 9.00-13.00 Weekly Prosthetic Clinic Dr. N. Ryall Mary
MacGinty /
Margaret
Devlin
01 235 5262
Weekly By Weekly Sexual Health Service Pauline Sheils | Pauline
appointment Clinical Nurse Sheils
Specialist 01 235 5288

Brain Injury — Consultant Led: New (Multidisciplina ry) and Review Clinic

Referral Pathway
Referrals to the Brain Injury Clinic are acceptezhi Consultant Neurosurgeons
and Neurologists in hospitals (predominantly acurtehe Republic of Ireland.

Clinic Activity

The Brain Injury Clinic occurs 4 days per week fr@am to 1.30pm. Persons
served are given 1 hour appointment slots (app#oxper clinic) and attend
accompanied by a significant other, often a famkgmber. Persons are assessed
by the Medical Rehabilitation Consultant and otherembers of the
Multidisciplinary team. The Multidisciplinary teanmcludes Medical, Nursing,
Speech & Language Therapy, Occupational TherapyPduwydiotherapy personnel.
Following initial assessment, appropriate refereaitsthen made to Medical Social
Work and Psychology as the need arises. Appreprégerrals may also be made
to our Rehabilitative Training Unit. Permissiors@ught from the person to speak
with significant others in attendance for collaténatory as required and to assess
the needs of the family/carer.

The Brain Injury Review Clinic also occurs 4 days week from 9.30am — 1pm.
It caters for the follow-up rehabilitation needs pérsons served and their
families/carers, i.e. those who have been discliafgem the inpatient Brain
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Injury Programme (BI/IP) at NRH. NRH inpatiente automatically offered a
review appointment for the Outpatients Clinic apmyximately 3 months post-
discharge. The Clinic can accommodate up to Sopsré one session with each
receiving a scheduled half-hour slot and with extree allocated for persons with
more complex needs.

Outcomes / Coordination of Services

The Multidisciplinary team discuss the person’sdseand make recommendations
for Outpatient treatment at NRH, Outpatient atterw@aand or treatment at other
settings outside of NRH, or that no interventionnseded. @ Members of the
multidisciplinary team communicate directly with eth colleagues and
counterparts in the Community. If additional seed are required and not
available on site, the programme facilitates refleir ancillary services detailed in
the section on inpatient rehabilitation.

A small number of patients have a recurring needstpport and assessment but
most persons can be referred on to their GenegadtiBoner after a few clinic
attendances. The General Practitioner is invibeceter the patient back again as
the need arises. Persons are often referredet®Rémnabilitative Training Unit,
Vocational Services, Orthoptic Clinic and otheké&d clinics (see Table 1).

Neurobehavioural Clinic

Referral Pathway

The Neurobehavioural Clinic (NBC) at NRH is a spéist multidisciplinary
assessment and review clinic catering for persoitls severe and challenging
behaviour resulting from their acquired brain igjur Referrals for NBC are
received from the inpatient team at NRH, from Cdiasi Neurosurgeons,
Neurologists and Psychiatrists and from GenerattRi@ers in the Republic of
Ireland. Referrals for review are also acceptethftbome and Community Based
Services (e.g. Acquired Brain Injury Ireland — ABWhere NRH inpatients have
been discharged to for follow-up community support.

Clinic Activity

The NBC is a monthly clinic {iMonday of every month — or Tuesday in the case
of Bank Holidays) that runs from 9am to 5.30pm.e™linic is led by Dr. Mark
Delargy (Consultant in Medical Rehabilitation), DBimone Carton (Principal
Clinical Neuropsychologist)y and Dr. Kieran O'Drisico (Consultant
Neuropsychiatrist). Persons served are given t appointment slots and attend
accompanied by a significant other, often a famidgmber in order to provide
collateral information and to elicit the needs loé family/carer. The assessment
or review involves a detailed analysis of refeamatl/or updated information from
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stakeholders followed by a comprehensive multigigtary assessment involving
person and family/carers.

Outcomes/Coordination of Services

Recommendations including medication managementyopsychological and
behavioural guidelines and ongoing therapeutictigpa made on the day. Clinic
correspondence (letters and reports) are compaosétels3 lead clinicians and are
distributed as widely as possible so that the Refeand associated care agencies
involved with the person receive up-to-date infaiiora on recommendations.
Medication recommendations or changes are cooetin#trough the General
Practitioner or the Referring Specialist. The NBGoaoffers follow-up via
teleconference. This facility is particularly adt@geous for persons with very
severe challenging behaviour who are unable tondttie person. In these
circumstances the main discussion is with the fammémbers and with the care
staff.

Following NBC referrals may also be made to a wgrief other services,

including the Outpatient Brain Injury Therapy Serviat NRH, local Psychiatric
services, the Neuroendocrine Clinic at Beaumonpit@isand others as indicated.

Outpatient Therapy Service

Referral Pathway

The Outpatient Brain Injury Therapy Service at NiRHfor persons who have
completed their in-patient rehabilitation at thespital and/or persons who are
referred and deemed suitable by the Brain InjurgwN& Review) Clinic for
specialist outpatient medical rehabilitation (seguFe 1 below).
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| OPD Therapy Pathway |

| Referral Sources |
3

Medical Clinic Multidisciplinary Cross Referrals Occupational Referrals from

N-RHinpatients — conqyitant Clinic between OPDNRH  Health staff NRH Consultants

REETE colleagues IGEIES in outside hospital

| | | |
v

| Waiting List Screen |

MDTA
Service not Initial Onward Reterra Assessment
Indicated

[ —
Advise referring External Referral

Assessment

Advise
referring agent

agent cc HCR l /" cc HCR
A
OPD Treatment 1

OP_D Treatment Not Indicated Internal Referrals
Indicated NRH

Internal Referral | | External | ‘
NRH Referral l l

Uni Discipline Multiple Disciplines
i i Indicated
service Indicated

l Review v
Y MDT Programme |

Treatment
Draft Version 3 5t October 2009 Programme A 4

| Discharge

A 4

Ld

L |
The Outpatient Brain Injury Therapy Service inclsidewide range of disciplines
(outlined below). The need for particular disawek for each person served is
determined by the assessment of the person’s cdiVimedical and rehabilitation
needs. Outpatient Brain Injury Therapy membersccmelude:

» Clinical neuropsychologist

» Clinical psychologist

» Discharge liaison occupational therapist
* Dysphagia therapist

» Medical Social worker

» Occupational therapist

* Physiotherapist

* Rehabilitation medicine specialist

* Rehabilitation nurse

» Speech and language therapist

Therapy Activity
Following screening assessment, the Outpatient afiyeteam offer persons a
single, multi or inter-disciplinary service. Outjgat therapy is also specialised,
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coordinated, goal directed and outcomes focuseabilgation. It is an important
part of the NRH Brain Injury Programme continuuncafe.

Persons served can expect to wait up to 6 weekewiolg referral to the
Outpatient Therapy Service. Appointment times scbeduled with individual
therapists and agreed with the person and theiilyitmarer. Each person’s
programme of therapy will differ in length. The dtion of the programme will be
decided upon and agreed during the assessment phdseeviewed throughout
the course of therapy treatment. Persons may toesele one or more therapists
during a single day and this will be facilitatedrabhgh scheduling and
interdisciplinary working. Persons attending Otigga# Therapy are also seen for
routine medical review, however, should an urgessué arise during treatment
then a special medical review with the ConsultanRehabilitation Medicine will
be arranged.

Discharge Outcomes and Environments

The BI/OP aims to discharge all persons served #fiey have achieved their
rehabilitation goals and received maximum benedif outpatient services. The
BI/OP strives at all times to discharge patientthair desired levels of functional
independence, social participation and communitytegration and if appropriate
facilitate referral to further necessary communitghabilitation and home
supports.
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HOME AND COMMUNITY BASED AND VOCATIONAL SERVICES
(BI/HCB; BI/V)

The Next Stage Rehabilitative Training ProgrammextiNStage) at the National
Rehabilitation Hospital (NRH) provides specialisederdisciplinary, coordinated
and individualised outcomes focused rehabilitafmmpeople with acquired brain
injury (ABI).

Next Stage is a national rehabilitative trainingviee provider accepting referrals
of people with an acquired brain injury (ABI) Ingrthroughout Ireland. The Next
Stage Programme is designed to assist people widtguired brain injury (ABI)
to maximise their functional abilities and achigkeir individual desired training
goals. Goals may be greater levels of independandecommunity reintegration;
and/or increased personal, life, social, behavicamd practical. The Next Stage
Programme also assists persons who have specdis gbreturning to work and
education by assessing their needs and abilitrepraving necessary skills,
offering work/educational sampling and then helpnthmake informed choices
regarding future training, educational or vocatiooptions. The Next Stage
Programme also helps link persons to appropriataltthe employment or
community services to facilitate and implement ¢éhgeals.

Main Aims of the Next Stage Programme

» To improve functional abilities and develop perdptite, social, practical,
and work related skills

* Increase levels of independence & community regirgtgon

* Provide individualised and effective training

* Provide a safe and graded learning environment

* Retrain previous skills and to learn new skills

* Provide a work like structure to the daily routine

* Provide educational support and computer training

» Liaison and referral with various support organsa

» Assist individuals in making informed choices refjag future training,
educational and /or vocational options

The Next Stage Programme, in conjunction with tleespns served and their
families/carers, provides individualised, goal-diezl rehabilitative training
designed to lessen the impact of impairment andstist people with ABI to
achieve their desired levels of functional indepera, social participation and
community reintegration. While trainees will hasecommon disability, the
effects of brain injury are diverse. Therefore, ttening programme is designed
to meet individual needs and goals in a clientreehformat by providing a high-
quality and individualised training programme. Trezessary qualifying factor for
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entry is that applicants show insight, potentiad amotivation to move on to their
own Next Stage.

The services of the Next Stage programme are pedvidy an interdisciplinary
team through a case-coordinated approach thatdib®@sses:
» Ongoing access to information, referral and tramsito services available
within the NRH Brain Injury Continuum of care.
» Support for information sharing, movement and asaeish other external
brain injury community resources and stakeholders.
* Provision of education and support to persons senamd their
families/support systems and the community.
» Facilitation of opportunity for interaction for pele with ABI within the
NRH Brain Injury Continuum of care

This comprehensive interdisciplinary system of ganim of care ensures that all
individuals can receive the most appropriate pnogna of care based on their
injury and their individual rehabilitation needse@tment can begin anywhere in
this continuum, and persons served can progressighrthis continuum and to
other appropriate community and follow-up services.

In some instances the person served can receivice®rfrom multiple NRH
programmes and services throughout their continmiincare. For example, a
person who has experienced a brain injury may lagse a spinal or amputation
injury. This “dual diagnosis” requires a specialisend individualised treatment
plan that addresses the unique needs of the peaadnytilises the expertise and
close working of multiple NRH programme staff amavices.

Rehabilitation Setting

The Next Stage programme is able to facilitate a@2® full time equivalent
trainees. The unit has a training resource roompeer room, conference room,
kitchen, manager’s office, counselling room, argkaeral office.

As Next Stage is a national programme, those liaatside commutable distance
may avail of accommodation in Corofin Millenniumdge.

The Corofin Millennium Lodge is an 11-bedded resit# facility located in the
Rehabilitative Training Unit. It has twin, singlearer and high dependency rooms
offer accommodation to all levels of ability. Isa has common and quiet areas.
All areas including bathrooms and lifts cater faairtees in wheelchairs or with
mobility difficulties. The lodge is open Sunday awey to Friday morning.
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For trainees who reside in the lodge there is a/@ight fee. This fee may be
reimbursed from either the HSE or Department ofi@oand Family Affairs
depending on eligibility requirements.

Programme Duration and Hours

Trainees attend up to five days/week (~30 hour yeek

Hours:9.30 am to 5.00 pm; Monday to Thursday
9.30 am to 1.00 pm; Fridays
Closed Saturday; Corofin Lodge opens Sunday egsr{.00 pm)

The average programme duration is 8.6 months. Meryehis duration can vary
to meet the individual needs and goals of the ¢é&&8n Some trainees may not
need to avail of all the modules in the programoresome might require extra
training to meet their particular needs and go&®me trainees will attend on a
part-time or graduated basis due to the constramftsheir disability or to
accommodate relevant work or other training needs.

Admission Criteria:

To be admitted into the Next Stage programme alfREl, the individual must:

1. Have one of the following:
a. Acquired brain injury (ABI) is an inclusive categothat embraces
acute (rapid onset) brain injury of any cause,udig:
I. trauma — due to head injury or post-surgical damage
ii. vascular accident (stroke or subarachnoid haemge)ha
lii. cerebral anoxia
iv. other toxic or metabolic insult (e.g. hypoglycaemia
v. Infection (e.g. meningitis, encephalitis) or otir@tammation
(e.g. vasculitis).

b. Have medical, cognitive, physical, communicative d/an
behavioural needs related to the neurological ynjor disease
process.

2. Be aged 18 to 64 years at time of admission.
3. Have the potential, and level of insight, to deypelgreater functional
independence and to actively participate in groaming.
4. Be able to arrange own transportation to/from thi&R
5. Be able to co-operate and work with the facilitst@nd other trainee’s.
Admission to the Next Stage programme is basedhenotitcome of the initial
interview and the meeting of the programme’s adimssriteria. The timing of
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admission to the programme is approximately 3-6 timofrom receipt of referral,
but may be influenced by delays in discharge amdtdid availability of lodge
accommodation.

Exclusion Criteria:

Persons with ABI are excluded from the Next Staggamme where other needs
(e.g. medical/psychiatric/behavioural/drug and satse misuse), predominate
over the potential to benefit from specialised keltation training and the
cognitive, physical and psycho-social needs of pagient. In these cases
recommendations maybe made to the referring agegarding other more
appropriate services. Additionally, if the persennot independent in their self-
care and medication management, they are requiréave appropriate supports
e.g. a PA or Carer.

Discharge Criteria:

To be discharged from the Next Stage programmieeaNRH, one or more of the
following must be true:

1. The person has received maximum benefit from thatiant programme.

2. The person has improved to the projected functiteal that will allow
discharge to another specified environment or servi

3. The person experiences major intervening surgicagdical and/or
psychological problems that precludes further béfreim a continuing the
training programme.

4. The person’s ongoing rehabilitation needs can besnhet in an alternative
environment or service. Relevant services have beemtacted and
informed and the details provided to the person.

5. The person is no longer willing to be an activetipgrant in the inpatient
programme. (The Next Stage programme is strictlurvary and person’s
can request to discontinue their programme at tage$

The person is in breach of or non-compliant wittopgpamme services and
policies.

The Services Provided For Trainees:

Following appropriate referral to the RTU, the parswill receive an initial
assessment to identify their unique medical, plsicognitive, communicative,
psychological, social, behavioural, vocational, etional, cultural, family,
spiritual and leisure needs. This is also an dppdy for persons referred to
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receive information about the RTU including chaeaistics of clients served,
types of services offered, outcomes, and any atifermation. Following this
assessment and if the person meets the RTU admissiteria, they may be
offered admission to the programme.

Following admission the Trainee embarks on an itidncperiod. During the
induction period, a caseworker will be assignedht client that will liaise with
the client/family and also establish goals and autes with the client. After this
induction period, the interdisciplinary team mensydan collaboration with the
client and their family/support network, will deeel a comprehensive individual
training plan that addresses the identified goalsthe patient and their
family/support network. Clients and their familyfgport network are offered
appropriate information and opportunity for feedbaamt every stage of the
rehabilitation process, and are actively involved decisions regarding their
training programme. Clients and their family/sugipoetwork are also offered
education on ABI and strategies to aid their relitabion.

Types of services offered by the Next Stage prograne to meet identified
needs could include:

 Brain Injury Awareness & » Personal and Social
Management Development

» Education and Project support * Vocational assessment,

* Information Technology planning and exploration

+ Life Skills Management » Discharge Planning

Furthermore, if additional services are required aat available on-site, the Next
Stage programme can facilitate referral to ceraaicillary services.

Examples of these ancillary services that the Netage programme can refer
to include:

* Advanced assistive technology * Medical speciality consulting
assessment and prescription including Psychiatry, Neuro-

» Physiotherapy Services (incl. ophthalmology, Neuro-
Hydrotherapy) psychiatry.

e Medical assessment and * Occupational Therapy
management » Substance abuse counselling

» Speech & Language Therapy
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People with ABI in the RTU frequently have comptigabilities and needs which
require specialist intervention by professionalthvkinowledge and experience in
the management of brain injury. The composition the NRH/RTU
interdisciplinary team for each person served temeined by the assessment of
the person’s individual medical and rehabilitatioeeds. These team members
could include:

» Clinical psychologist * Rehabilitation medicine
» Counselling psychologist specialist

» Education support facilitator » Training facilitator

* Medical Social worker » Training manager

* Occupational therapist * Speech and language therapist
* Physiotherapist * Sports therapist

The Services Provided For The Families, Carers andgupport systems of
Person Served:

Families and carers are partners in the rehalwlitgirocess and are encouraged to
participate in all phases of the programme. Inftran, counselling, emotional
and psychological support can reduce the emotiseqlielae experienced by the
family/carer. This support may help them to adamd aome to terms with life
changes, and so result in better long-term outcoimeboth the patient and the
family. Rehabilitation is a continuous and life ¢pprocess. The carrying over of
new skills gained in treatment into daily activétiand into discharge environments
Is critical to the success of any rehabilitatioogramme.

Many services are available within the Next Stagggamme to meet the needs
of the patient’s family/carers including:

» Education/training about management of ABI relatesiies (e.g. Family
Conferences, printed resource material, informatruction and practical
skills training in preparation for discharge).

» Psychological support services

» Peer support through interaction with other farsid various community
support groups (e.g. Bri, Peter Bradley Foundadimh Headway Ireland).

* Information about community support, Trainee pregreithin the service,
advocacy, accommodation and assistive technolagpurees.

* Yearly organised Family ‘Information Days’

» Trial of supported living on site in our short staydependent living

facility.
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Discharge Outcomes and Environments

The Next Stage programme aims to discharge alhdem after they have
achieved their rehabilitation training goals andereed maximum benefit from
the programme. The Next Stage programme strivesl dimes to discharge
patients to their most appropriate and desirechdige environment, taking into
consideration the patient's and families wisheirtitlinical and functional
status, legal restrictions and availability of coomty and home supports. The
trainee’s are encouraged to avail of any furthg@psut services that we identify
for them in their locality e.g. VEC services, FA8,N etc.
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Appendix 1: Outpatient OT Scope of Service

OUTPATIENT OCCUPATIONAL THERAPY
SCOPE OF SERVICE

The Occupational Therapy Team provide an outpasentice to patients under
the care of medical consultants at the NationalaRgitation Hospital.

The aim of this outpatient service is to providee@gglist assessment and
intervention to enable individual patients to maisen their occupational

performance, despite the limitations imposed by rolegical impairment

secondary to a brain injury or spinal injury. Thervice also supports the
families/significant others of patients, throughenventions of an educational
and/or advisory nature.

Staffing

The outpatient service is staffed by 1 WTE Senioccupational Therapist. This
position is currently shared by two members offstath working in a 0.5 WTE
capacity.

Format of Service Delivery

Occupational Therapy provision to the outpatienise is provided in three

formats:

1) Attendance at Multi-disciplinary Clinics in adwasory/consultative capacity.

2) Single discipline assessment and interventi@n (nerapy sessions provided by

an Occupational Therapists for a single patientgargroup of patients)

3) Inter-disciplinary assessment and interventiore..( therapy sessions
provided by an Occupational Therapist togethem vét colleague from
another discipline, usually a Speech and LanguBgerapist and/or a
Physiotherapist). Inter-disciplinary therapy sessi are conducted when
therapists are working on shared therapy goalsh vah individual
patient/s.

Multi-disciplinary Clinics

Occupational Therapists attend the following ouggdatmulti-disciplinary clinics:
« Dr. Carroll's Clinic (Brain Injury) 2 Monday each month
« Dr. McElligott's Clinic (Spasticity Management) ‘3Vlonday each
month
« Dr. Delargy’s Clinic (Brain injury)- # Monday each month
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* Dr. Smiths weekly spinal clinic - Wednesdays

In the clinic setting Occupational Therapists pdevispecialist advice and
information on:

* The assessment and management of occupationatmparfoe components
affected by neurological impairment e.g. physicagnsory, cognitive,
perceptual, intra-personal and interpersonal aslit

» Occupational participation - performance of dailycpations including
self-care, domestic tasks, leisure pursuits andkwor

» Specific interventions available through the Ocdigreal Therapy Service
e.g. patient and family educational interventiotsgnitive rehabilitation,
splinting, return to driving assessment, vocati@ssessment, etc....

* -services available from other providers.

The Occupational Therapist will also contribute rtwilti-disciplinary decision
making. Decisions made at clinic may relate to:
» the patients appropriateness/potential to bermgiih fan inpatient admission
at the NRH
* the patients suitability/appropriateness to atteatpatient services at the
NRH
» the patients need for referral to other services

Referral Process/Pathway for Outpatient OccupationhTherapy
(Single and Multi-disciplinary)

Patients must be under the care of a Medical Ctargulat the National
Rehabilitation Hospital to access this service.

Note: Patients must remain under the care of thel K#erring consultant for the
duration of their therapy programme at the NRH. Maldfollow up review should
be available for these patients if requested bythiibeapy team. It is acknowledged
that therapy is offered in the team framework amghpert service must be
available to support this structure and process.

Referrals are only accepted from staff of the NRHis includes:
- Medical Consultants and/or a member of the médeean

- Inpatient therapist

- Outpatient therapists

All referrals must be in written format clearly wtg the referrers goals for
Outpatient Occupational Therapy intervention.
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Management of Referrals

On receipt of referral, a paper based screenirmgnslucted based on the referral
information received, before the patient is wastdd for services. This process
ensures that patients meet the admission criteridhie outpatient occupational
therapy service (see below).

If a patient does not meet the criteria for admisso the service, the referrer will
be advised in writing with clear reasoning for teision.

If a patient meets the criteria for admission te #ervice, they are placed on the
waiting list.

The waiting list is managed in chronological ortewever, if an interdisciplinary
team assessment is indicated, the individual valsben when team members are
collectively free to see the patient.

Note Interdisciplinary team assessments are indicatedn a patient presents
with multiple needs which cannot be address apmtgdy or effectively through a
uni-disciplinary assessment

Admission Criteria
Patients must meet the following criteria to awvail Outpatient Occupational
Therapy:

* Be aged 18 years or older at the time of referral

* Have one of the following medical conditions:
a) Acquired Brain Injury (ABI). This is an inclus\wategory that embraces
acute (rapid onset) brain injury of any cause.
b) Spinal Cord Injury

« Have a neurological impairment and/or limitation ioccupational
performance (i.e. self-care, domestic and communggrticipation,
vocational and leisure occupations) which is mggtrapriately addressed
in an outpatient setting.

Note: The Occupational Therapy Team acknowledgesniportance of the
patient’s environment (physical, social and culjuas a contributory factor
to effective occupational performance. For thissoga patients may be
referred to community services when it is considarest appropriate for
the identified patient need to be addressed irr theme or community
environment (e.g. self-care training/practice, camity skills training,
provision of community equipment).
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 Have the potential to benefit from specialised atigmt occupational
therapy

* Have own transportation to/from the outpatient merv

Exclusion Criteria

Persons are not appropriate for the OPD OT sewiemn:

« Other needs (e.g. medical/psychiatric/behaviounadfdand substance
misuse) predominate over the potential to benedinfthe service. In these
cases, the referring agent will be notified in gt that the patient does
not meet admission criteria for the service.

» Referrals are solely for driving assessment inatsoh. Referrals of this
nature should be direct to the National Driving V& of the Irish
Wheelchair Association.

* Referrals are for occupational performance limmasi which are best
explored in the patient's own environment (e.g. ABDhining, access
issues, equipment issues) will be directed to oolleagues in the
community OT service.

Patient Pathway through the Outpatient OccupationalTherapy Service

» Patients and/or their families, as appropriatel, vglcontacted by telephone
to explain the role of Outpatient Occupational HEpgr Service and arrange an
appointment time.

* A written letter confirming appointment will be geto the patient and
copied to the referrer.

e An initial interview is completed at the first sess This may be uni-

disciplinary or interdisciplinary in nature depemglion the needs of the
patients (as identified by the referrer, the pdtlem/herself and/or the patients
family) The aim of the initial interviews is to id&fy/clarify the goals of

intervention

* The patient will have a series of sessions, usuallya weekly basis for a
period of 6 weeks.

This number of sessions may not be indicated fquadlents, particularly if the
goals of intervention are achieved in a shorteioper

Other patients may have outstanding achievablesgafédr 6 sessions and the
Occupational Therapist may consider additionalisassvhere appropriate.
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* When Outpatient Occupational Therapy Interventien términated, a
discharge report will be generated for the referrer

Outpatient Occupational Therapy Interventions

» Assessment of occupational performance

* Goal setting

* Design and implementation of a goal focused outpatrehabilitation
programme

» Guidance and training for specific occupation pemiance deficits

» Physical rehabilitation including management ofeidpmb impairment

* Splinting

» Cognitive assessment and rehabilitation

» Driving assessment service

» Screening for vocational assessment services

» Specialist education for patients, families ancersar

» Referral and liaison with internal services at BH as appropriate
(e.g. the Rehabilitation Training Unit, Vocationahssessment
Occupational Therapist)

» Referral and Liaison with external agencies (inalgdHeadway, ABI
Ireland, community OT and local ABI teams).

Equipment

The Outpatient Occupational Therapy Service does provide take home
equipment for individual patients (e.g. equipmemntrehabilitation at home and/or
equipment for activities of daily living).

Where equipment needs are identified, it is thecgadf the service to refer the
patient to the Community Occupational Therapighaarea where they reside.

Attendance Policy

If a patient cannot attend an appointment theyegeaired to notify their therapist
at least 24 hours before the appointment timehik gituation, the patient will be
offered an alternative appointment.

Failure to notify the department will be regardedaanon attendance.
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Two non attendances without notification will regsuh the patient being
discharged from the service. The referrer and pauell be notified in writing
should this occur.

Discharge Criteria:

Patients will be discharged when:

1. Agreed goals as set on admission have been achewedho other
appropriate achievable goals are identified

2. The person’s ongoing rehabilitation needs are testin an alternative
environment

3. On occasion, major intervening circumstances mayrde appropriate
to cease intervention for example, the person éxpegs major
intervening surgical, medical and/or psychologigaioblems that
precludes further benefit from the outpatient relitabon programme

4. The person is no longer willing to be an activetipgrant in the
outpatient programme.

Statistical Data

Statistics are submitted on a monthly basis tddbeupational Therapy Manager
using an excel template. The template is stordédarstatistics file in the OT
common folder.
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Appendix 2: Outpatient Clinical Psychology Scopesefvice

Clinical Psychology Out-patient Service
National Rehabilitation Hospital

Description: The Out-patient Clinical Psychology Service at MRRH provides
clinical consultation, assessment and therapydag#érsons served at the NRH.

Services provided by Clinical Psychology at OPD: The clinical services

provided by the Psychologists within the OPD ineludiinical assessments,
psychotherapy and consultations including assedsofeaompetency, capacity,
cognitive functioning, personality, emotional statnd behaviour. Interventions
include a range of psychotherapies, psycho edutgabehaviour programmes,
consultation and collaboration with other professis, agencies, carers/families.
These clinical duties can be delivered directly hwithe person served,
family/carers, within dedicated clinical and thexapc groups and or with other
agencies and personnel as clinically determineche DPD service also uses
teleconferencing in order to facilitate efficiemideeffective delivery of services.

Interdisciplinary Collaboration: The Psychology OPD service endeavours to
respond to the request and need of the person cseargging from single
consultation to collaboration with the patient ahd interdisciplinary outpatient
team including the Rehabilitation Training Unit, d&tional Assessment, the
School and the Neurobehaviour Clinic as well agmwl agencies for example,
community based Brain Injury services, schoolségeks and employers.

The Neurobehaviour Clinic is a specialist clinia fadults with ABI who are
experiencing significant personality and behavic@ange as a result of the ABI.
It serves both in-patient and out-patients, thopiggdominantly the latter group. It
Is attended by one Consultant in Rehabilitation idied, one Neuropsychiatrist
and one Clinical Neuropsychologist. This clinicg@ssions per month) is served
by the Clinical Neuropsychologist from the out-patiservice.

Programmes Included: Person’'s served as part of the OPD service are
predominantly from the Adult and Paediatric Progmses.

Referrals from the Spinal and Polar programmes aceepted in special
circumstances when it is considered by the Refemdrthe relevant Psychologist
to be clinically expedient and or appropriate faample, if the person served
knows the Psychologist from their in-patient admoiss
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The number of such referrals from the Spinal Pnogne is approximately 8 per
year and from the Polar Programme 6 per year.

Clinical allocation: The whole-time equivalent personnel dedicated RbGre
equivalent to approximately 0.5 WTE/2.5 days peekveTo date this allocation
has been divided to 2 days for the Adult Out-pati®min Injury programme and
0.5 day to the Paediatric Programme.

Referral Process: The OPD Psychology Service accepts the followirigrrals:

1. Person’s served who are registered with the NRHaarate referred by
the Consultants in Rehabilitation Medicine. Therelude ex-in-
patients, current out-patients or prospective p&ieco NRH.

2. Persons served referred by the OPD Team, Paedie#tie and school,
Vocational assessment service and the RTU.

3. Referrals are accepted by letter, referral form,tree OPD Team
meetings and by the Paediatric Team. Referrals beydiscussed
further with the referrer in order to clarify theferral and if appropriate,
to suggest referral to other agencies/personnel.

4. A joint assessment with the OPD Team may be unkiEmtén order to
undertake a preliminary assessment of the persoadbefore offering
further assessment or therapy.

5. Adult referrals are put onto a waiting list by ti$ecretary at the
Psychology Department. Adult referrals are setécte see the
Psychologist by date of referral and clinical pitym@s discussed with
the referrer and or the OPD Team. Paediatric nafenare usually pre-
planned with the Psychologist in collaboration viille Nurse Manager,
Programme Manager and correspondence is co-ordinhie the
Paediatric Programme secretary

6. It is planned that from November 2009, when a rafeis made and
accepted, a letter will be written to the patiestdting the reason for the
referral by the referrer and the estimated timen&awhen the first
appointment will be offered. This correspondendélye copied to the
referrer.
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The Referral Pathway and Clinical Course for pesssarved in Outpatients
Psychology is illustrated below.

Referral received

May involve initial assessment at >

current residence/acute hospital
Clarify reasons for Referral

& identify other relevant agenci Initial consultation: Single

or with Team.

| ;

[92)

- Report and
Clinical Assessment Recommendations
&/or waitlist.
\ 4 \ 4
Report & Rehabilitation
recommendations programme
\ 4 A 4 \ 4
Direct intervention Collaboration Teleconferencing
(Person-served & with Rehab Education/training of persc
Family/carer) Team, External served/family/carers/profes
I Agengies, other [onals/local agencies
%ssionals

S

Discharge with review meetings at designat
intervals as clinically indicated.

1%
o

Clinical Course: Preliminary clinical interview and assessment isially
completed at the first session where the primamdaeand goals are identified
with the person served and the family/carers, asogpiate.

The frequency of sessions is determined by thecalimeed of the person served
based on the preliminary evaluation and this iserged following each session.
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Documentation: After the preliminary assessment, the clinicain@gm and
recommendations are reported in the HCR or are rdented by letter to the
referrer. Subsequent sessions are recorded iR@kR and when the episode of
care has been completed a final report is writbethé referrer or into the HCR.

Admission Criteria: Persons served who are referred to the Psycholdgy O
should have the following:

1. An acquired brain and or spine injury and or limbd and have cognitive,
emotional and or behavioural needs related todiaignosis.

2. Have the potential to benefit from psychologicaun

3. Be willing to participate in the service as clirllgandicated

Exclusion Criteria: Persons served who have the following will be edetl
from the Psychology OPD:

1. Persons served who have a congenital diagnosis

2. Persons served whose primary diagnosis is psyihiatg. Conversion
disorder, Borderline personality.

3. Where person served has access to a Clinical Piegpsiowithin an agency
they are currently attending e.g. CPI. This exetuceferrals where specific
psychological expertise is requested.

Discharge Criteria: Persons served will be discharged from OPD Psygyolo
service in the following circumstances:

1. The person served has achieved his/her goals asd@t preliminary
assessment.

2. It emerges during the assessment and or intervethiat the person’s
goals and needs can be better met with anothecgagerservice.

3. If the person served is not able to participatetherapy due to
unforeseen circumstances for example, decline ysipal health and or
unexpected stressful events.

4. The persons served capacity to continue to beraftt or achieve
his/her goals has reached a plateau.

5. The person served is no longer willing to be aivagbarticipant in the
programme.

Non Attendance: If the person served cannot attend the sessiomedffend has
notified the Department Secretary or the Psychetoghey are offered another
session. If the patient fails to attend that sesdhey are offered another time and
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asked to confirm that they will attend. If the g@m served fails to attend the
second appointment, the patient and the referrtro@iinformed that they have
been discharged from the service.

Statistics:

Statistics regarding OPD attendangpe tof activity (assessment,

therapy, consult) and diagnostic category of patea gathered each month.
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Appendix 3: Outpatient SLT Scope of Service

Speech & Language Therapy Out Patient Department
Scope of Practice

Our Goal
To empower the person, caregiver and family witbhcadion so they can achieve
independence in their communication skills with without support. We are
committed to enhancing communication and we aimetwmble people to
communicate to the best of their ability and proenagcovery of communication
to maximise quality of life

Programme description

The SLT OPD Rehabilitation Programme is an indiaitked, coordinated
outcome focused programme that optimises the &esvand participation of the
persons served and their families. The SLT OPPpaid of an Interdisciplinary
Outpatient programme which focuses on meeting theds of persons served
through a coordinated service approach.

Range of services provided by SLT OPD
SLT provides provision to the OPD service in thi@enats
1. Individual Single discipline Therapy sessions
2. Multi-disciplinary Team Assessment Clinics (seeohgl
3. Interdisciplinary assessments and interventiortheeifor assessment or for
joint sessions with a colleague from OT
4. Group therapy sessions for clients and family mesbe

Multi Disciplinary Team Assessment Clinics

These are clinics that are led by the Consultargrevithe SLT meets with
family and patients and acts in an advisory capaaniid contributes to the multi-
disciplinary decision making. Outcomes from thelggics include:

» Suitability for an out patient treatment programme

» Suitability for benefit from inpatient services,ing a priority needs
analysis (see enclosed form)

» Referral to local community services

» Liaison with community services and outside ages)aeg. ABI Ireland

* Advice to families

» Aduvice to referring agents
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Clinics served

Dr Carroll brain injury clinic 2 Monday of the month
Dr Delargy brain injury clinic # and %" Monday of each month
One hour Dr Delargy review clinic Thursday morning

Therapy Pathway

Clients accessing SLT services at the NRH mustraeuthe care of a National
Rehabilitation Hospital Medical consultant, and @avwWRN Number

Patients must remain under the care of the NRHuwitarg for the duration of their
therapy programme at the NRH. Medical follow upiegwshould be available for
these patients if requested by a member of theplyseam.

Referrals will be accepted from:
* Inpatients transferring to outpatients via the trgrd therapist
» Other OPD therapists
* From consultant led multi-disciplinary clinics aetNRH
» Directly from NRH consultants (6 consultants)
* From NRH consultants attending other hospital sesvi
* From the RTU at NRH.
* From Community/hospital based SLT via the constltan

Referral Process for SLT Therapy

Only written referrals can be accepted. Therereferral form, which is

on NRH common, or a referral letter is accepted.

The clients name is logged onto the waiting listenhe referral is
received. Some preliminary work is done prior tihn@apy appointment
to indicate the type of SLT intervention that mag/ fequired. Patients
are managed from the waiting list on a first cormst fserved basis.
However if an interdisciplinary team assessmenndécated the client
will be seen when team members are available tthseelient.

If a patient is assessed and will require otheciplimes as part of their
SLT Rehabilitation goals their programme, in collediion with the

client, may be held until an interdisciplinary pragmme may be offered
Patients are contacted by telephone and/or letberarrange an
appointment time.

A written letter confirming appointment is senttb@ patient and copied
to the referring person

An initial interview is completed at the first sess The aim of this is

to identify goals for the intervention process.
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Patient will have a series of sessions, usuallyaomeekly basis, with
their goals reviewed after 10-12 weeks

The frequency of sessions depends on the needsahdividual but
will rarely exceed 2/3 in a week.

A discharge report will be generated for the referr

Admission criteria
To be admitted into SLT OPD, the individual must:

1. Have one of the following:

a. Acquired brain injury (ABI) is an inclusive categothat embraces
acute (rapid onset) brain injury of any cause,uduig:

I. trauma — due to head injury or post-surgical damage
ii. vascular accident (stroke or subarachnoid haemge)ha
iil. cerebral anoxia
Iv. other toxic or metabolic insult (e.g. hypoglycaemia
v. Infection (e.g. meningitis, encephalitis) or otir@tammation
(e.g. vasculitis).

b. Have medical, cognitive, physical, communicative d/an
behavioural needs related to the neurological ynjor disease
process.

Adult 18 and above at time of admission.

Have identified medical, cognitive, physical, commuation and/or

behavioural needs, which cannot be met in an iepgticommunity or

home rehabilitation setting.

Have the potential to benefit from specialised atigmt rehabilitation

Be willing to actively participate in setting rehightion goals

Be able to be left unattended before and aftei@es®r have a relative in

attendance.

7. Be medically, physically and mentally stable in erdo regularly attend
and participate in therapies

8. Be independently mobile or have someone to asmst t

9. Be able to secure reliable transportation to andmfroutpatients
appointments

10.Willingness to accept recommendations of the imserglinary team
concerning medical, psychiatric and other condgidhat interfere with
ability to progress toward goal

11.Supportive caregiver or family network

wn
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Exclusion Criteria

» Clients whose primary needs are dysphagic or wieonat under the
managemendf a dysphagic clinician

* Clients who have a longstanding or a progressiness.

» Persons are not appropriate for the OPD SLT sewiuere other needs
(e.g. medical/psychiatric/behavioural/drug and &ahbse misuse),
predominate over the potential to benefit from #svice. In these
cases, the referring agent will be made aware weatameet the
patient’s needs.

Scope of Clinical Practice
Service will provideassessment and intervention to address specificiéaye,
speech and cognitive communicative goals
* In depth language, speech and cognitive-communeakills
* A plan is outlined to the patient following assasst indicating what
the treatment programme will entail. This may bétem for the patient
for their records. During the treatment period goate reviewed and
revised where indicated.
* Home programmes to supplement weekly attendances
* Education and advice to family members is an irgtiegart of OPD SLT
service
» Joint working and sessions with other members @mtllti disciplinary
team
» Referral and liaison with other external agenciasl{ding Headway,
ABI Ireland, Local SLT services V.S.S.)
* COPA (Community Outing Performance Appraisal)
* Group sessions
0 Meet & Teach for patients with OT colleague
0 Meet & Teach for Families with OT colleague
o Living with Aphasia for people with aphasia
o0 SPPARC for family members of people with aphasia

Frequency of sessions will be determined on arviddal case basis.

Some patients from outside the Dublin region mayseen for more intensive
assessment/therapy periods over a 2 week period.

Some clients are seen for a block of treatmenttled put on review for a further
input at a later date.
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Non Attendance

If a patient cannot attend for their appointmerd aotify the department then they
will be offered a further appointment. Failure totify the department will be

regarded as a non attendance. Two non attendam@esik week period without

explanation and the patient will be discharged frin@ service and the referrer
will be notified in writing

Discharge Criteria:
To be discharged from outpatient SLT, one or mét@e following must be true:
1. The person has achieved agreed goals for the pefiotervention
2. The patient has improved to the projected functidesel that will
allow discharge
3. The person’s ongoing rehabilitation needs can Uestmet in an
alternative environment
4. On occasion, major intervening circumstances maynd# appropriate
to defer intervention - The person experiences mapbervening
surgical, medical and/or psychological problemd fhr@cludes further
benefit from a continuing outpatient rehabilitatimmgramme
The progress has reached a plateau
The person is no longer willing to be an activetipgrant in the
outpatient programme.
7. The person is non-compliant with programme services

o O

Statistics
Statistics are submitted on a monthly basis usmgeel template, to the SLT
Manager.

Communications within the OPD Service

The waiting list is held in the OPD Common folder.
Service development meetings are held twice monthly
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Appendix 4: Outpatient PT Scope of Service

Physiotherapy Outpatient Therapy Services in the Na@onal
Rehabilitation Hospital

Physiotherapy Outpatient Department:

It is the policy of the Outpatient PhysiotherapypBement to accept patient
referrals from NRH consultants only. Referrals tb services affiliated to the
Outpatient Physiotherapy Department must be refetoethe main outpatient
physiotherapy department for processing in ordectess other services.

Outpatient

Hydrotherapy

Outpatient Outpatient
Exercise / Sports
Education
Service
Classes Outpatient
Physiotherapy
Department
Outpatient \ Outpatient
Orthotics Pilates
Service Classes
Outpatient
Splinting
Service
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Access to Outpatient Physiotherapy Services at tHgational Rehabilitation
Hospital (NRH)

Patients accessing Outpatient Physiotherapy sendatéhe NRH must be under
the care of an NRH consultant.

Referrals will be accepted
» For inpatients transferring to outpatients
* From therapy services within the NRH
* From support services within the NRH via the pdigeoonsultant at the
NRH
* From consultant led clinics at the NRH
* From NRH consultants operating out of their otHeres
* From Occupational Health referring staff membejsrad at work

Referrals should be made on the official referoaif for services within the NRH.

This must be accompanied by a full report or disghasummary. This is

particularly important if the patient is to receia® appointment in a timely

fashion.

Referral forms are available on the NRH commondolahd can be sent by e-mail
to OPD Physio on outlook express. The referral roesaccompanied or followed
up with the report documents in order to activatereferral proper.

Referral management:

A waiting list applies to all patients referreddotpatient physiotherapy services.
Patients are seen on a first come first servedsbasiess they require team
involvement in which case they are appointed as s®the team members are
collectively free to see that patient.

Patients are initially contacted by telephone tecghon their status and current
needs. This screening may identify that there is meed for outpatient
Physiotherapy and a report to that effect is geadréor the patient’s health care
records.

If treatment is indicated patients are offered aitial appointment for an
assessment and objective measures are recordedt dinte. If the patient is for
another outpatient service they are then referretbdhat service following base
line assessments. At the end of the period of rreat intervention in those
services the patient’'s therapy notes may be retutoethe OPD Physiotherapy
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service for future reference. At this point if aviesv is undertaken a report is
generated for the referrer and a copy is sentedg#tient’s health care record.

Scope of clinical practice:

Patients who are treated in the OPD Physiotherapyce are assessed, problems
are identified and goals are agreed with the patiEnoblem/goal orientated
therapy records are generated at this initial assest.

A plan is outlined to the patient indicating whatians will be taken during the
treatment period. During the treatment period gaaésreviewed with the patient
at intervals and revised if appropriate.

Following treatment in OPD Physiotherapy servicee tpatient’s objective
measures are repeated and the goals are reviewed tpr their discharge.
Education is a key component of the therapy proeesspermeates all treatment
sessions.

It may be appropriate to arrange one or more ofdhewing for the patient

* A home exercise programme (a)

* An appointment to return for follow up review (b)

* An appointment to attend an exercise class at i )
* Areferral to community services (d)

A discharge report is then generated for the refsrrecords and a copy is sent to
the patient’s health care records.

a. Home exercise programmes are usually generated Ritlysio
Tools’ which is a computer programme. The exercamesdesigned
to enable the patient to continue to benefit fromareise following
discharge from the hospital.

b. Review appointments are used to monitor the paierierms of
coping with their home programme, checking for Hert physical
progress or recalling them for orthotics or necgseguipment.

c. Exercise classes run in blocks of six week peridids. not always
possible to facilitate the patient in these class@sng their time
attending for outpatient physiotherapy althoughrggfort is made
to do just that. In the event that it is not pokesiliey are put on a
waiting list and called back for the next availablass.
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d. The outpatient physiotherapy service maintainseclosntact with
community services in the management of our paienerall needs
and requirements via mail, telephone and e-mail.

Equipment policy:

The outpatient physiotherapy department has no déduflyy the purchase of
equipment for individual patients. It is the polioiythe department to recommend
equipment for patients directly to the appropriedenmunity health care team if
the patient has a medical card. Otherwise the maig advised directly and
confirmation notes are supplied for their insurapazvider.

All recommendations for equipment will be madeha standard requisition book
and are usually accompanied by a quote from thplgmg company before being
submitted through the Occupational therapy Departni® the community
services.

A record of the recommendation is kept in the patsetherapy notes.

Admission Criteria:

Patients attending the OPD Physiotherapy servidé b individuals whose

diagnosis falls into one of the following categsri@dBl, Bl, CVA, SCI, other

neurological conditions and whose needs can bebgnéte service at the time of
referral. They are

* Adults aged 18 or over

» Have the potential to benefit from specialised atignt rehabilitation

* Are medically and mentally stable

* Are willing to participate in the goal setting thatan essential component
of the outpatient rehabilitation programme

* Are willing to engage in the rehabilitation processd accept therapy
recommendations

* Have transport arrangements in place to get tdrand appointments

In addition the OPD Physiotherapy service is aédldo staff referred through the
Occupational Health Department who have sustainednpury through work
related activities. This service is only availableen staffing levels permit.

Exclusion criteria:

» Paediatric patients

* Limb absence patients

* Violent /abusive patients

» Patients whose needs can not be met by the service
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» Patients whose other needs (e.g. medical/psydilahaviour/drug and
substance misuse)predominate over the potentianefit from the service

Non Attendance

If a patient cannot attend for their appointmerd aotify the department as soon
as is possible then they will be offered a furthppointment. Failure to notify the
department will be regarded as a non attendance. fam attendances without
explanation and the patient will be discharged frin@ service and the referrer
will be notified in writing.

Persistent cancellation of appointments would lsewdised with the patient and
may result in the patient being discharged or midusck on the waiting list until

such time as they can commit to the outpatientnaroge.

Discharge Criteria:
* Goals are met
* Needs of the patient are best met in another gettin
» Patients condition has altered and they are noclosgjtable for the service
» Patient has maximised their potential
» Patient no longer wishes to attend or is non caanpli
» Persistent non attendance

Records:
Statistical records are recorded monthly and subdhias part of the main
Physiotherapy Departments statistics to the Hesaihice Executive.

Waiting lists for individual therapy services angbant waiting list are recorded on
excel spread sheets and held on NRH common in &2 fOlder.

Individual therapy records are kept in the OPD Ritherapy gym.

Documentation pertaining to the patient is copiedthat patient's health care
record.
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Appendix 5: Outpatient MSW Scope of Service

THE SOCIAL WORK DEPARTMENT SCOPE OF
SERVICE FOR OPD

The Social Work Service in OPD is offered to:

» Multidisciplinary out-patient clinics and to genkoait-patient clinics

* To patients attending for treatment programmes agRBI out-patient

treatment
* To patients attending the RTU

 To ex-patients of the Hospital who make contacthwiie Social Work

Department directly
« To patients needing pre-admission intervention whappropriate

e.g.

support and advice to parents planning to stayhat NRH with their

children
Services Offered:

» Psychosocial assessment of the patient and fanailyt®nt situation
» Counselling — Patients and/or families

Counselling is offered to Patients/Families in orbeassist with managing
the crisis /trauma, relationship issues, enhancimging skills, grief and
adjustment, work on solutions regarding preferretlire options and to
assist with other issues which present e.g. previda experiences are
often brought to the fore following a trauma sustS&| or ABI

Information and Advice — entitlements, housing,iatidn services etc.
Liaison with a wide range of community services amganisations,
voluntary agencies, schools by telephone, commuotyferences and/or
teleconferencing

Carer Training — SAC Programme is available to G&bilies

Child and Adult Protection intervention /consulatito other members of
the team

Programmes Served: Person’s served as part of the OPD service ara

il

four programmes. The Paediatric programme invobr&®nsiderable amount of
OPD and outreach work since these children rotatand out of the in-patient

service and remain in contact with the Paedia¢@et on an ongoing basis.
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Staffing Allocation: The whole-time equivalent staff allocation for OR®
approximately 0.75 WTE or 3.5 days per week.

Currently there is 0.5 days per week for the PdediBrogramme, 1 day per week
for the SCI Programme (including the Vocational gdaanme), 1.5 days for the
Adult Out-patient Brain Injury programme and 0.5 floe polar programme

It is not possible to meet the demands within #hiscation and there is a waiting
list system for adult ABI clients

Referral Process:The OPD service accepts referrals via:

1. Referrals by the Consultants in Rehabilitation Med or other members
of the IDT teams. These include ex-in-patientsyent out-patients or
prospective patients to NRH.

Patients referred by the OPD Team

The Paediatric team/NRH school

Patients referred by services such as the RTU dred \Mocational
Assessment service

o

Referrals are sent via letter or the SW referrahto

Referrals may be discussed further with the refamerder to clarify the reason
this was requested and if appropriate, to suggeserral to other
agencies/personnel.

A joint assessment with members of the OPD Teamlmayndertaken in order to
undertake a preliminary assessment before offefimgher assessment or
intervention.

Adult ABI referrals are put onto a waiting list @PD common. An update of
when the case is opened and what is being offeratso entered onto this folder.
Referrals are prioritised by date of referral ahdical priority as discussed with
the referrer and or the OPD Team.

Paediatric referrals are usually pre-planned by thaediatric Team and
correspondence is co-ordinated by the PaediatagrBmme secretary
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Interventions: An initial psychosocial assessment is usually cetgal at the first
session where the primary needs and goals arefiddnith the person served
and the family/carers, as appropriate.

The frequency of sessions is determined by thecalimeed of the person served
based on the preliminary evaluation and this isereed following each session.

Where appropriate, clients are referred to outagiencies such as HSE disability
services, Headway, Citizen’s Information Serviae et

Documentation: The Social Worker records notes in the Social Mfibe and /or
the HCR.

Admission Criteria: Persons served who are referred to the Social iodr
service should

» Within the NRH scope of service
» Be willing to participate in the service

» Have the potential to benefit from SW intervention

Exclusion Criteria: Persons served who have the following will be edetl
from the SW OPD service

1. Persons served whose primary diagnosis is psyahiatg. Conversion
disorder, Borderline personality although the fgmihay be seen for
advice/onward referral

2. Where person served has access to a Social Workten\an agency they
are currently attending e.g. CRC. This excludegrrafs where specific
NRH expertise is requested.

Discharge Criteria: Persons served (including the family/carers) wik b
discharged from OPD Social Work service in thedwihg circumstances:
1. The person served has achieved his/her goals a&edgt preliminary
assessment.
2. It emerges during the assessment and or intervetitad the person’s goals
and needs can be better met with another agenssraice.
3. If the person served is not able to participat¢herapy due to unforeseen
circumstances for example, decline in physical theaind or unexpected
stressful events.
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4. The persons served capacity to continue to benefit or achieve
his/her goals has reached a plateau.

5. The person served is no longer willing to be anvagparticipant in
the programme.

Non Attendancelf the person served cannot attend the sessiomeoffand has
notified the Department Secretary or the Social M&¥grthey are offered another
session. If the patient fails to attend that segsdhey are offered another time and
asked to confirm that they will attend. If the g@m served fails to attend the
second appointment, the patient and the referriro@iinformed that they have
been discharged from the service.

Statistics: Statistics regarding OPD attendancege tpf activity (assessment,
therapy, consult) and diagnostic category of patea gathered each month.
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