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Third year PM&R resident, Siriraj Hospital 







• The only specialist hospital trust in the UK dedicated to providing 
comprehensive neurology, neurosurgery, spinal and pain 
management services 



Medical service 

– Neurology 

– Neurosurgery 

– Pain Medicine 

 

Medical education 

Undergraduate 

• University of Liverpool 

Postgraduate 
• Neurology 
• Neurosurgery 
• Neuroanaesthesia 
• Neuroradiology 
• Neuropsychology 
• Neurorehabilitation 
• Neurophysiology 
• Neuropathology  
• NeuroTrauma 



 

Major trauma unit  





Sid Watkins 
Building 

• Complex rehabilitation unit (CRU) 

• Pain Management Programme (PMP) 

department 

• Brain Injuries Unit  

• Relatives’ accommodation  

• Medical education centre  

• OPD 

 



Rehabilitation 
system in the 

UK • Neurorehabilitation 

• Spinal cord injury rehabilitation 

• Musculoskeletal rehabilitation 

• Amputee rehabilitation, orthotics and 

prosthetics 

 



The Walton Centre Rehabilitation Network  

• Patients with tracheostomies, NG feeding tubes, continuing medical 
care 

• Lipton ward 

• 10 beds 

Level 1: 
Hyper-
acute 

• Supportive rehabilitation 

• CRU 

• 20 beds 
Level 1: Acute 

• Active rehabilitation (Therapy 5 days/week) 

• CRU: 10 beds 

• Phoenix rehab unit (Royal Liverpool & Broadgreen 
hospital): 15 beds 

• St. Helens hospital: 20 beds 

• Clatterbridge hospital: 10 beds 

Level 2: Sub-acute 

• Slow rehabilitation 

• Therapy less than 3 days/week 

• 2 Locality teams 
Level 3: Community 

40 beds 

6 Consultants 



Specialist neuro-rehabilitation services: providing for patients with complex rehabilitation needs 



Patients • Traumatic brain injury 

• Brain tumor 

• Other neurological diseases e.g. MS 

 

• Spinal cord injury  SCI center 

• Stroke  stroke unit  

 (different network) 

 

 

 
Note: community team- takes care of wider range of illnesses 



Rehabilitation  

coordinator  

Rehabilitation 
Consultant and 
ward Doctors   

Nurses and Health 
Care Assistants   

Occupational 
Therapist   

Physiotherapist   
Speech and 
Language 

Therapist (SALT)  
Dietitian  

Therapy 
assistants   

Psychologist   
Consultant 

Neuropsychiatrist  
Mental Health 
Liaison Nurse   

Social Worker 







Activities • Ward round: 1 time/week 

• Multidisciplinary team (MDT) meeting 

• Every week for CRU 

• Every 2 weeks for Lipton ward 

• Major trauma discussion: every week 

• Rehab admission discussion: every week 

• Allocation meeting 

• Goal setting meeting 

• Grand round teaching 

• Outpatient clinic & spasticity clinic 



Consultant GP PT OT SALT Psychologist 

Initial evaluation 

MDT meeting 

Single Point of 

Contact (SPOC)  



Referral process 
Patient from community 

Referral Form 
completed by 

referrer  

Referral form 
faxed and 

triaged  

Referral form 
discussed in 
weekly MDT 

meeting  

Allocation 
meeting 

Outcome 
reported to 

patient, referrer, 
GP and medical 
consultant (as 
appropriate)  

Rehabilitation coordinator 



Referral process 
Patient from Aintree, Walton Centre  

Consultation    
E-mail sent to  

co-ordinator 

Assessment 
rehabilitation 
co-ordinator 

Case discussion 
in MDT meeting 

Further 
assessment by 
rehabilitation 

registrar/consult
ant/co-ordinator 

(if needed) 

Outcome 
reported  



After admission 

Assessment by 
multidisciplinary 

team 

MDT meeting  

• every week 

Goal setting 
meeting  

(team + patient + family) 

Rehabilitation 
programmes 

• 5 days/ week 

Discharge Planning 

Inpatient 
Rehabilitation  
coordinator 



After 
discharge 

• Home 

• Referral to other hospital  

(e.g. level 1 treatment in Walton Centre  level 2 in Broadgreen Hospital) 

• Referral to community team 



Royal Liverpool 
and Broadgreen 

Hospitals 
• Phoenix rehabilitation unit 

• Level 2 

• 15 beds 

• 1 rehabilitation consultant 

• Patients from 

– Other Hospital  

– Network MDT meeting 

– Outpatient 



COMMUNITY 
TEAM 

• works with adults who need specialist rehabilitation in the community as a result of injury or illness  

• accepts individuals into the service who have identified complex rehabilitation needs and require an MDT approach  

 



Community team 
Demographic 

Locality 2 

Locality 1 

Locality 2 - Liverpool, South Sefton, 
Southport and Formby 
• Serve a population of approximately 

700,000 adults 
 

Locality 1 – St Helens and Knowsley Borough 
• Serve a population of approximately 

300,000 
 
 
 
 



Community team Referral Criteria 

GP 

• Must be within 
Liverpool, South 
Sefton or 
Southport & 
Formby CCGs. 

Age 

• The patient 
must be 18 years 
and over (16 and 
17 year olds will 
be considered 
on an individual 
basis). 

Diagnosis 

• The service is 
based on 
rehabilitation 
need rather than 
diagnosis, so 
patients must 
have achievable 
rehabilitation 
goals and 
demonstrate a 
commitment to 
engage in a 
rehab 
programme. The 
patient needs to 
be aware of their 
diagnosis. 

Consent 

• The patient 
must be made 
aware of the 
referral to the 
service. Consent 
will also be 
gained at the 
initial 
assessment. 

Disciplines 

• The patient 
must have 
identified 
rehabilitation 
goals from two 
or more 
disciplines to 
inform a multi-
disciplinary 
approach to 
rehabilitation. 

Other 

• Where there are 
other pre-existing 
services/pathways 
available to meet 
their needs (e.g. 
Early supported 
discharge, stroke 
services, palliative 
care, community 
team service, 
community 
mental health 
team) the referrer 
will be signposted 
to such services.    



Community team 
Referral process 

Referral Form 
completed by 

referrer  

Referral form 
faxed and 

triaged  

Referral form 
discussed in 
weekly MDT 

meeting  

Allocation 
meeting 

Outcome 
reported to 

patient, referrer, 
GP and medical 
consultant (as 
appropriate)  

• All sections must be 
completed, with 
clearly identified 
rehabilitation goals  

 
 
• Demographic 

details are 
checked to 
ensure patient is 
within our 
criteria  

 
 
 
 

• Discipline specific 
information sought 

• Letters posted  
• Initial Assessment 

appointment arranged (if 
accepted) within 2 weeks  

 
 
• All decisions are 

made by the MDT 
as a whole  

 
 
 
 

Community rehabilitation coordinator 

GP/consultant
/PT/OT/SALT 







Community team 
Working process 
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Usually with the 
rehabilitation co-
ordinator, at 
home or in 
outpatient clinic  

Introduction to 
the team and the 
service  

To discuss 
expectations of 
the service  
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A
ss
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sm

en
t Initial assessments 

completed by 
individual 
professions 
involved  

May take place 
over a number of 
sessions  

Contact with other 
professionals that 
may be involved  
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Individual 
rehabilitation 
programme  

Based on realistic 
goals, set jointly 
with the patient 
and the MDT  
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Complete case 
report  
consultant 

Every 8 weeks 

R
ev

ie
w

 g
o

al
 

Complete case 
report  
consultant 

Every 8-12 week 

D
is

ch
ar

g
e

 

Planned discharge, 
following 
achievement of 
goals but can also 
be due to other 
circumstances  

Transition to 
generic community 
services if 
appropriate  

Signpost for 
further support in 
the future  

Average waiting time: 3 months 



BBC’s Hospital Series 


