MY UK
EXPERIENCE

THAPANEE SITHAWATDECHA
Third year PM&R resident, Siriraj Hospital




Norway:

(
~ Z
’\_\,'.
Denmark T, -,L-.L_\
Fe ' gary B' § ) 2
2 , - Belarus - &/ B 7k
Ireland Liverpool | Poland | > 3
oy 4 S w
T Kazakhstan G
France /. MP Mongolia
1 5
N Italy -
~ Spain
»)- 14 h 40 min
Portugal ———
e China
S i
Tunisia : y:".a '
\ \ -1 lraq -
Morocco “ < q
Algeria Libya Egypt
Western !
Sansa Saudi Arabia Myanm%r e
3
» 7
Mauritania - , D
Mali Niger / 2 LA
= IS, chad Sudan Yemen ailand . 3
_,: N TR B:;:? el =N 'A'J ; | »Gulf of Aden Arabian Sea B9y S e (“ "Bangkok
w:e.a\f 2 ' Nigeria >l EtthPIa T!:;nla(;d
sy Ghana l o o South Sudan NS
o \ ¢ ( _ 5 Laccadive Sea "t
\ Gulf of Guinea W T R N G : Malaysia
:.—r:-} ‘( ) ‘K Somalia 3
----------------------- Gabon “,'","""""“""“"':v: CTIYE 1 e oo e e e e e e e e e e

| 'S

Fas

kT

Indonesia



~

A / . -
Waterloo u :
: Sidiy ﬁtk'mo,Buuidmg € \ .7

The Walton Lentreo ..-The-WaHon Centre

.‘ hr\'\ Litherland e
; Seaforth > 'ﬁ\ %‘

Vb ert.

'

|

—r . '4‘,).,'3"': ‘ :

_ vuuxm\u | R ‘ I, " 5

.t i -‘Uﬂiver\slty' \ wi ' 7</*’
- ‘ ofllverpool FAIRFIELDE RS iy -‘$‘

.-
X

.\ : - ’ ——
L epol ¢ A

c, 1™~ J J ”'! F ¢ —
" -t, : raee 1"-'7‘_\ i
' ! o O
z ROR[WALKS ; .-
' W | | | | -7/
.- ’ i ‘ : s
-7 —— \‘ - » !

:;
BAULTIC,TRIANGLE-—
‘ / A

LS

n
‘e';’ \

BELLE VALE




The Walton Centre !lZlB

NHS Foundation Trust
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e Ech//cncc in Neuroscience

Welcome

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




The Walton Centre [lZlB

NHS Foundation Trust

Medical service Medical education
— Neurology Undergraduate Postgraduate
— Neurosurgery o UniversityofLiverpooI * Neurology

* Neurosurgery

— Pain Medicine  Neuroanaesthesia

* Neuroradiology

* Neuropsychology

* Neurorehabilitation
* Neurophysiology

* Neuropathology

* NeuroTrauma




\\ Alternative Entrance
in Station Aintree Hospital &
\\ Multi-storey car park
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Longmoor Lane

€ Entrance

The Walton Centre

® & Entrance
Aintree Hospital &
Multi-storey car park

[] The Walton Centre
[] Aintree Hospital
B Parking

@ Traffic Lights

1. The Walton Centre
2. Sid Watkins Building
3. Multi-storey Car Park




The Walton Centre ”I:.B

NHS Foundation Trust

\ton Centre
| i w:ns foundation Trust




Sid Watkins The Walton Centre [\/253

NHS Foundation Trust

* Complex rehabilitation unit (CRU)

* Pain Management Programme (PMP)
department

* Brain Injuries Unit
 Relatives’ accommodation

 Medical education centre

e OPD ‘




Rehabilitation

system in the
UK .

* Spinal cord injury rehabilitation

Neurorehabilitation

 Musculoskeletal rehabilitation

* Amputee rehabilitation, orthotics and
prosthetics




The Walton Centre Rehabilitation Network

Cheshire & Merseyside
Rehabilitation Network

 Patients with tracheostomies, NG feeding tubes, continuing medical
care

e Lipton ward
e 10 beds

=

6 Consultants

e Supportive rehabilitation
e CRU
e 20 beds

= 4,0 beds

e Active rehabilitation (Therapy 5 days/week)

* CRU: 10 beds _

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

e St. Helens hospital: 20 beds

* Clatterbridge hospital: 10 beds

e Slow rehabilitation
e Therapy less than 3 days/week
e 2 Locality teams




| diate Patients with complex rehab needs
mmediate care , Specialist level 1 and 2 services
» \ Specialist
Rehab Prescription
Acute care Specialist In-pt Level 1/2a — Tertiary
ITu R e as Specialised rehab for
ehabilitation
Neurosurgical / Trauma centre | Hyper-acute "1 Multidisciplinary rehab B e
Acute stroke unit Rehabilitation Consultant In RM Level 2 - Secondary
\ 1 Category B needs
¥
Level 3 T
_ Rehabilitation
Hospital services Level 3-inpatient services
e
Home \ v
+ | Specialist Community
Sun_pnrted discharge Rehabilitation
HU‘EFHIHI at home Raulndisciplinary rehalh
E!I'h' Eﬂl'l"ll'l'll.ll'lh‘gl' rehabilitation Specialist Vocational rehabilitatian
\ Slowe-stream residenitial rehabilitaton
Community reintegration

Enhanced participation
DEA - supported return to work \

Integrated care planning
Long term support

Single point of contact

Severe disabling Join health and social service planning

illness or injury Multi-agency care

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



Patients  Traumatic brain injury

e Brain tumor

* Other neurological diseases e.qg. MS

* Spinal cord injury = SCl center
e Stroke = stroke unit

a a

Reach Your
Potential

(different network)

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



The Walton Centre !lHB

NHS Foundation Trust

Rehabilitation Rehabilitation
Consultant and
ward Doctors

Nurses and Health Occupational

coordinator Care Assistants Therapist

Speech and
Physiotherapist Language Dietitian
Therapist (SALT)

Therapy
assistants

: Consultant Mental Health .
syl Neuropsychiatrist Liaison Nurse Socizlill
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Actlvltles * 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 ‘




W )2/~ Single Point of
B~ 11 /)  Contact (SPOC)

Initial evaluation

¥
MDT meeting




NHS
Referral process Cheshire & Merseyside

Patient from community Rehabilitation Network

Rehabilitation coordinator

Outcome
reported to
Allocation patient, referrer,
meeting GP and medical
consultant (as

Referral form
discussed in

weekly MDT
meeting

Referral Form Referral form

completed by faxed and
referrer triaged

appropriate)




Referral process

Patient from Aintree, Walton Centre

Further
assessment by
Case discussion rehabilitation
in MDT meeting registrar/consult

ant/co-ordinator
(if needed)

Consultation Assessment
E-mail sent to rehabilitation

co-ordinator co-ordinator

Outcome

reported




After admission

Assessment by

multidisciplinary E—
team W ¢/ Rehabilitation
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Rehabilitation MDT meetiiy g
programmes . cveni)

e 5 days/ week

' v coordinator

Goal setting
meeting

(team + patient + family)



Rehabilitation Unit

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
e Level2

* 15 beds

* 1 rehabilitation consultant

|  Patients from
— Other Hospital
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— Network MDT meeting

— Outpatient



COMMUNITY
THAM

* 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 - 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

Locality 2

Locality 1




Community team Referral Criteria

e Must be within
Liverpool, South

e The patient
must be 18 years

Sefton or and over (16 and
Southport & 17 year olds will
Formby CCGs. be considered

on an individual
basis).

e The service s

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

1

Consent

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

Disciplines

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

¢ 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 Form

completed by
referrer

GP/consultant
[PT/OT/SALT

All sections must be
completed, with
clearly identified
rehabilitation goals

Referral form

Referral process

Community rehabilitation coordinator

Referral form

£ discussed in

triaged

weekly MDT
meeting

Demographic « All decisions are
details are made by the MDT
checked to as a whole
ensure patient is

within our

criterta

NHS

Cheshire & Merseyside
Rehabilitation Network

Outcome
reported to
patient, referrer,
GP and medical
consultant (as
appropriate)

Allocation

meeting

* Discipline specific
information sought

* Letters posted

* Initial Assessment
appointment arranged
accepted) within 2 week




Patient Nam: D e ——

Community Spaclalist Rehablliitatbon Service, Locality 2 Referral Form.

COMNFIDENTIAL Fease srvers o) sscion ars somplebes — uncomplabad forres will e rrtorrad B B refarrer and rot procmass

Dot of Bt .o QR

NHSE Number: ...

Languapges spoken (list first as main language) —........oooooeecocoeeee e Transiolor noaded T Yas o Moo

PFant Medical History:

Maontal Hoalth Background:

Please attach medication list o Known drug allerghes:

Modical Dlagnosis partaining to this referral

Is the patient awaro of diagnosis? Yes o Ho* o if ‘no’ state neason:

History of presonting Biness or Injury:

Folovant modical Investigations (ploaso Include CT/MRI and relevant X-ray reportsjio date:

Brief summary of Input pationt has rocabved o date (pleaso attach dischargs roport I avallablo)

If pationt Is currently an in-pasont, what Is the predicted date of discharge? ____{ )

Community Specialist Rehabilitation Service Ploase idontify the disciplines required and the idontified
rehabllitation goals: [please supply on addiional pags if required) |
Physlotherapy

1

3

O Oecupational Tharapy

3

O Spesch and Language Tharapy
1

Current Died Taxture and Fluld ConsiSiency: .....c.cococveccimiarescnen

3

0 Yocatlonal Rehablltation

Paliant's amployment statug snd job prior i BESE




Equipmeont: Pioase st all curnant equipmant Sat patient has (for mabiity, ADLs and communication) and those whidh hase
been omdered:

Othor disciplines invobred: Sodal Sardoes o Disirict Murse o Distitian o Ortholics Team o IMCA o
Soclal Package of care o (Frequency of visibs: . e =
Consuliant o (Mames ..o B i T

Pationt's Houslng status:

Bungalow o Houseo Flato Care Homa o Sheftered Accommodation o Hosied o Homelesss

i e

Risk for homa vislt: Are thern any known rdsks o the patiend or family / friends that the tsam should be aware of prior o
wisiting? Flease dotnil any snvironmental risks. and risk to solffothers (please Include any detalls reganding possible dug,
aloohol and mental hoalth conoems)

Ervelronmormbal Fsk .. e e e e e e em et e nanam e e nn -

Has patient consentad to this referral and sharing of information contained? Yes o Moo Bast intorsts -
Additional information: Pleasa attach amy furthor information you feal would support the reformal or ba banaficlal

Sand to: CMRN Spedalist Community Rshabiitation Servios [Lverpool & Sefion) CRU MOT Cffica, Sid Watkins Building,
Lower Lana, Liverpood, LS TBE OR Fax: 0161 529 4160 OR if from a nhs.net email accownt to woitr.osmslocdifiinhs.net

Ploasa do not emall refermals to individual clinkclans

OFFICE USE:
Dt recobood: Ancapt: 1" Appt: Daclined:




First visit

Community team
Working process

Usually with the
rehabilitation co-
ordinator, at
home orin
outpatient clinic

Introduction to
the team and the
service

To discuss
expectations of
the service
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Assessment

V-

Initial assessments
completed by
individual
professions
involved

May take place
over a number of
sessions

Contact with other

$ Individual
= rehabilitation
c programme

Based on realistic

D) goals, set jointly
O with the patient
- and the MDT

(©
professionals that =

may be involved

Average waiting time: 3 months

Review care

V-

Complete case
report >
consultant

Every 8 weeks

V-

Review goal

Complete case
report >
consultant

Every 8-12 week

@ Planned discharge,
O 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
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BBC’s Hospital Series




