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1.0

Background
The revised Action Plan for acquired brain injury builds on the Review of
Services for People with Acquired Traumatic Brain Injury in Northern Ireland
(September 2008).
The purpose of producing this Action Plan on Acquired Brain Injury is to provide
clear time-bounded targets to drive service improvement and to co-ordinate
action in order to improve outcomes for patients, their families and carers. The
Standards are inclusive and throughout the document any mention of ‘people’ or
‘patients’ refers to all age groups. However, where different practices are
indicated for children or older adults, these are referenced separately.
The Standards provide statements on the level of performance (i.e. best care,
best practice) that people should expect from ABI services across Northern
Ireland. It is recognised that there will be differences in service architecture
across Trusts and also between services for children, adults and older adults.
The Standards will ensure that despite any differences in services, the care that
is delivered will be of the same standard regardless of age or postcode.
The actions fall into one of four themes:





Service Redesign
Quality Improvement and Performance Management
Improved Support for Individuals, Carers and Families
Effective Engagement and Partnership Working

In driving change, it is recognised that the community and voluntary sectors have
an important role to play, in addition to the statutory services delivered via other
Departments such as Department of Education, Department of Employment and
Learning, Department of Culture Arts and Leisure and Department of Social
Development. This Action Plan acknowledges the role played by a range of
agencies. However, our aim is to produce an action plan that promotes
integrated working, recognising the pivotal place that Health and Social Care
Services have in the prevention, protection, and improvement of health and
social well being. The Action Plan therefore concentrates on:
Service Redesign: to include regional commissioning of ABI services and a
virtual networked approach to the provision of flexible care at local level.
Quality Improvement: to include a care pathways approach encompassing
earlier recognition of patients with acquired brain injury, specialist inpatient care
and rehabilitation, co-ordinated case management and community rehabilitation
approaches to treatment, care and support. As part of development of the care
pathway for adults of all ages, there will need to be clear standards, referral
criteria, and, a common understanding of roles, responsibilities and linkages
between the Regional Acquired Brain Injury Unit, local Hospital Services,
Physical Disability Services and Community ABI Teams with due regard to best
practice. The interface between the Community ABI Teams, Mental Health
Services, Forensic Teams and Addictions Services Teams need to be clearly
defined, with arrangements clearly established for shared working. Where
1

separate services exist, similar relationships need to be established with those
delivering care to adults aged over 65 years.
The care pathway for children will be different to that of adults but should
encompass all the essential elements of care and rehabilitation. There will be
increased awareness of the effects of head injury to allow earlier recognition of
children with acquired brain injury. There will be clear standards, referral criteria,
a common understanding of roles and responsibilities between hospital and
community services, co-ordinated case management and a clear pathway to
allow transition from children’s services to those for adults. Improved linkages
with the Education Sector and a better understanding of the effects of ABI will
lead to improved outcomes for children of school age.
Improved Support for Individuals, Carers and Families: support and therapy
for carers should be provided recognising:




The very different needs of spouses, parents, families and children.
The model of interdisciplinary and multidisciplinary working.
The specific information and communication needs of individual patients, their
families and carers.

Fig 1: Diagram of life long support and therapy needed for those with an Acquired Brain Injury

Effective Engagement and Partnership Working: effective communication,
engagement and partnership working to provide a proactive case management
2

approach, improve life opportunities for individuals, manage points of transition
effectively (eg. from childhood to adulthood) and improve independence and
social integration. The Public Health Agency will provide a role in the education
of society in the provision of life-long support to those with enduring cognitive,
behavioural and physical difficulties following an acquired brain injury.
The Action Plan was launched by the Minster for Health in June 2010 and will be
implemented via the Regional Acquired Brain Injury Implementation Group,
chaired by Mr Kevin Keenan, Assistant Director of Social Services, the Health
and Social Care Board.
1.1

Definition
Acquired Brain Injury (ABI) is defined as an injury to the brain caused by an
identifiable event such as trauma, hypoxia, metabolic disorders or infection. The
term does not include brain injuries that are congenital or induced by birth
trauma. It also does not include progressive brain disorders and those that are
acquired over time due to alcohol and drug misuse.
Those accessing care through Acquired Brain Injury Services will have an injury
as outlined above. However, it is recognised that clinical judgement will be
required for a number of people with exceptional, complex presentations to be
cared for on a ‘case by case’ basis in partnership with other services. This will
require Trusts, as outlined in Recommendation 2 (see Appendix I) of these
Service Standards and Quality Indicators, to develop joint care protocols with
Stroke, Mental Health, Addictions, Forensic and Core Disability Services. These
protocols must include escalation arrangements for when agreement cannot be
reached regarding the most appropriate service intervention(s).
While stroke is classified as an acquired brain injury, separate standards/
guidelines and services have been developed for stroke survivors and are
therefore not dealt with in this document. In the case of children with stroke, care
will be provided through the Children’s ABI Pathway as no children’s stroke
services are currently available.
The majority of ABI patients suffer a Traumatic Brain Injury (TBI) and within this
group the larger number will have received a mild or moderate injury that does
not require inpatient treatment or rehabilitation. Standards are included for such
groups of individuals.

1.2

Guiding Principles
The aim of this document is to lay down standards for people of all ages who
have suffered an acquired brain injury (ABI). This work forms the main output
from the Quality and Performance Indicators Work Stream (see Appendix III) and
is a key component of the delivery of the Regional ABI Action Plan.
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This document guides implementation and all Trusts should put in place a
mechanism to audit services against the Standards and to devise an Action Plan
to ensure their compliance within agreed timescales. In order to support the full
implementation of the Standards, Appendix I outlines a number of key
recommendations which the Health and Social Care Board will address in
partnership with Trusts. The Standards outlined in this document should also be
read in conjunction with the Community, Inpatient and Children's Care Pathways.
Each Trust should create systems and procedures to measure data across the
year to inform an ABI Annual Impact Report. This should, for example, capture
the number of people referred to each service, their degree of level of recovery
and symptom reduction. For those patients who have reached a plateau in their
recovery or who have complex long-term disabilities, the Impact Report will
measure the maintenance of function and the prevention of deterioration in their
condition.
1.3

The Quality Model
At the heart of these standards is a desire to improve the care experience for
those who have an acquired brain injury. This is based on the view that
patient/carer experience is one of the most powerful levers for service and quality
improvement.
The standards have been developed using the “High Quality Care for All”
framework (Darzi, 2008). This framework defines quality under three criteria:
1. Safety: promoting patient safety, achieved by developing coherent integrated
care systems and procedures which reduce the risk of harm, maximises
opportunities for recovery and promotes well being.
2. Effectiveness: ensuring care interventions are effective, achieved by
implementing best practice, delivered by a competent workforce and
outcomes clearly measured.
3. Patient Experience: ensuring care provided to patients is the most positive
experience possible, characterised by:


Proactive involvement of patients, their families and carers in care
decision-making processes.



Personalised care planning, which also addresses quality of life and after
care arrangements.



Compassion, dignity, flexibility, respect and effective communication.

4

In order to illustrate how these quality principles relate to the seven standards
outlined, the following key has been developed to support identification of the
principles:
Quality Indicators

Key

Patient Safety

PS

Clinical Effectiveness

CE

Patient Experience

PE

Patient Safety & Clinical Effectiveness

PS & CE

Clinical Effectiveness & Patient Experience

CE & PE

Patient Experience & Patient Safety

PE & PS

ALL

ALL

In developing these standards patient, families and carers can expect:
1. Clear information about care and care services including that provided by the
independent sector.
2. Integrated care, which is co-ordinated between inpatient and community
rehabilitation services, including that provided by the independent sectors.
3. A comprehensive assessment of needs and involvement in all care decisions.
4. Flexible personalised care, which addresses needs, in as far as resources
permit.
5. A written and shared care plan which includes clear details of care being
provided by all those involved in its provision.
6. Regular reviews.
7. Carer assessment.
8. Effective transitional care and support.
9. Upon discharge from services, contact information to re-engage support if
needed.
NB:

A guide to the abbreviations used throughout this document is provided in
Appendix IV. A wide range of documents, used in the development of
these Service Standards and Quality Indicators, are listed in Appendix V:
Bibliography.
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Standard 1: Organisation of Care for People with Acquired Brain Injury (ABI)
Rationale: Public involvement, interagency co-operation and joint working are required to plan,
design and deliver high quality, integrated services.
Essential Criteria

Quality Indicators

1.1

Within the Health & Social Care Board and each Health & Social
Care Trust there will be a named senior manager with
responsibility for the planning and review of acquired brain injury
services.

Recognised lead persons with ABI remit
in job descriptions.
CE

1.2

Each Health and Social Care Trust will appoint a Senior Clinician
to be responsible for the co-ordination of Adult ABI Services and
for ensuring that patients are assessed and, if appropriate,
offered a rehabilitation programme.

Recognised Senior Clinician with ABI
co-ordination role.
CE

1.3

Each Health and Social Care Trust will appoint a Senior Clinician
to be responsible for the co-ordination of Children’s ABI Services
and for ensuring that they are assessed and, if appropriate,
offered a rehabilitation programme.

Recognised Senior Clinician with ABI
co-ordination role.
CE

1.4

The HSCB will be able to demonstrate that there is a current,
clear strategic plan for ABI across the continuum in partnership
with other statutory, voluntary and independent sector agencies.

Joint strategic plan for ABI that is
current, documented, dated and has
timescales.
ALL

1.5

Trusts will collect and collate data on activity at all points in the
patient pathway and be able to demonstrate that:
 Needs are being met
 The positive impact of the service for the patient and
family
 The data has been used to plan and co-ordinate future
service provision

Activity data available and referred to in
the strategic or service plan. Service
managers to audit quarterly against
agreed minimum data sets for activity
and impact.
CE

1.6

There will be formal partnerships established between HSCB,
Trusts, Voluntary Organisations and other providers of services to
people with ABI to determine strategy and commission services.

Regional Acquired Brain Injury
Implementation Group.
ALL

1.7

There will be a range of public and patient/carer involvement in
the planning of ABI services.

Reports from public/patient involvement
events/consultations.
PE

1.8

There will be core competencies for staff providing services to
people with ABI. Their education and training needs are identified
and are included in their continuing professional development
plans.

Core competencies developed.
Assessment through KSF and Personal
Review and Development Planning.
ALL

1.9

There will be integrated working/shared care at interface points
between local acute, regional acute, regional rehabilitation and
community services.

Audit of referral protocols and service
involvement at interface points on the
care pathway.
ALL

1.10

There will be integrated working between services within Trusts
(eg. acute hospitals, core services, physical disability services,
mental health and community brain injury services) to ensure an
effective and efficient care pathway.

Audit of referrals between services,
shared care of patients and service user
reviews.
ALL

1.11

Links will be made as appropriate between Community Brain
Injury Services, other statutory bodies and voluntary
organisations (eg. Education, DEL, Cedar, Headway and the
Children’s Brain Injury Trust).

Audit of activity between community
brain injury services and other statutory
and voluntary bodies.
ALL
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Standard 2: Early Acute Management for People with Acquired Brain Injury (ABI)
Rationale: Accurate early assessment is required to diagnose the presence/absence and
severity of brain injury and to allow the most appropriate level and type of care to be
provided.
Essential Criteria

Quality Indicators

2.1

Audit of Accident and
Emergency (A&E) records.
CE

The early acute management of individuals with potential ABI is
in accordance with local accepted guidelines on the
management of brain injury.

Mild Traumatic Brain Injury (MTBI)
2.2

Those suspected of having a mild traumatic brain injury (MTBI)
should have formal assessment by a trained clinician prior to
discharge from hospital. For children there will be consultation
with, or assessment by appropriate paediatric staff. Reliable
and standardised tests should be used to ensure that the patient
is fully conscious and out of Post Traumatic Amnesia (PTA).
Any medical needs will be dealt with using standard/accepted
protocols.

A&E PTA assessment protocol
for children and adults.
PS&CE

2.3

Patients with suspected MTBI and a ‘responsible adult’ will be
given verbal and written advice on the high-risk symptoms that
would require a return to the A&E department.

Protocol on verbal advice and
written information leaflet.
CE&PE

2.4

For adults whose MTBI is considered likely to lead to postconcussion symptoms, referral to Community Brain Injury
Teams will be taken forward for education and monitoring and
support.
Patients in the community who are concerned about persisting
symptoms are informed that they should contact their General
Practitioner (GP) or a dedicated MTBI service.

Referral procedure.
CE&PE

2.5

Protocol for ongoing care of
those patients who fail to make
satisfactory progress.
ALL

2.6

Community Brain Injury Teams will provide assessment and
treatment of those adult clients who have persistent symptoms
of MTBI.

Policy on MTBI management.
ALL

2.7

Children who have persistent MTBI symptoms will be followed
up by appropriate children’s services such as CDCs, Children’s
Physical Disability Services, CAMHS, Health Visitor or School
Nurses/Doctors.

Policy on assessment of MTBI
in children.
PS&CE

Moderate and Severe Brain Injury
2.8

Patients who have moderate to severe brain injury that can be
handled conservatively may be managed within local acute
hospitals wards. There will be local procedures in place to
ensure timely access to relevant services to support
rehabilitation.

Onward referral to Community
Brain Injury Teams and relevant
children’s services eg.
Community Paediatric Services.
ALL

2.9

These patients should have timely, multidisciplinary
assessments to ascertain their level of function (eg. physical,
cognitive, psychological and communication) and their ability to
self-care prior to their discharge.

Protocols for assessment and
discharge planning.
CE

2.10

In the case of those who have suffered severe injuries, the
decision to transfer to the neurosurgical unit in the Royal
Victoria Hospital (RVH) will be made by an appropriate medical
consultant. Acceptance by the Neurosurgical Unit (NSU) will be
in line with published criteria.

Protocols for assessment for
transfer to Neurosurgery, RVH.
CE

7

Standard 2: Early Acute Management for People with Acquired Brain Injury (ABI)
Rationale: Accurate early assessment is required to diagnose the presence/absence and
severity of brain injury and to allow the most appropriate level and type of care to be
provided.
Essential Criteria

Quality Indicators

Moderate and Severe Brain Injury
2.11

Children who have suffered a moderate to severe injury will be
assessed by an appropriate medical consultant and if necessary
transferred to the Royal Belfast Hospital for Sick Children
(RBHSC).

Protocols for assessment for
transfer to RBHSC.
CE

2.12

Adults who require inpatient rehabilitation will be transferred on
the basis of clinical need to the most appropriate unit (ie.
RABIU, Thompson House, Spruce House or NRU). Parallel
arrangements for the rehabilitation of children will be in place
within RBHSC.

Written access criteria available
for each unit and protocols in
place for assessment and
transfer.
CE
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Standard 3: Post-Acute Inpatient Rehabilitation
Rationale: Where necessary, co-ordinated inpatient management in an appropriate setting
achieves improved outcomes for adults and children with ABI.
Essential Criteria

Quality Indicators

3.1

All Trusts will have a clear, documented referral system for
provision of inpatient rehabilitation. There will be a single point
of contact for all referrals. The unit of choice will provide the
‘best fit’ for the rehabilitation needs of the patient and the
greatest proximity to their home.

Written procedure for referral for
assessment to inpatient
rehabilitation units.
ALL

3.2

A clear, written description of each rehabilitation facility and its
access and exclusion criteria is available.

Information leaflets and
documents (paper and internet
based) readily available. Including
information for families/carers.
ALL

3.3

The inpatient environment includes provision for the
assessment and management of cognitive, behavioural,
physical, psychological communication and functional
difficulties.

Provision of rehabilitation plans,
assessments and reports.
CE&PE

3.4

The inpatient facility meets appropriate health and safety
requirements at both a clinical and non-clinical level.

Health & Safety Audit.
PS

3.5

Each in-patient rehabilitation facility will have multidisciplinary
staffing to provide a full range of specialist assessments and
interventions. Where possible an interdisciplinary approach will
be adopted. The Team will:

Adequate levels of staff from a
range of disciplines.
Evidence of maintaining the
staffing profile that minimises risk
and maximises rehabilitation.
ALL

a) include the following members with the relevant knowledge
and skills:
 Rehabilitation medicine
 Clinical Neuropsychology
 Neuropsychiatry
 Nursing
 Occupational therapy
 Physiotherapy
 Speech and language therapy
 Social work
 Dietetics
 Secretarial/administration
b) have access to a full range of clinical specialties and other
identified agencies including:
 Clinical pharmacy
 Complementary therapy
c) have an identified Brain Injury Service manager.
3.6

Planning for discharge will begin when the patient is admitted.
At an early stage Community Brain Injury Teams will be made
aware of all patients in rehabilitation units who come from their
catchment area. This will allow community staff to make early
links with the patient and his/her family/carers and promote a
more effective and less stressful discharge process. In the case
of children a parallel referral system will be in place to allow
onward referral to the appropriate children’s service (eg. CDC,
CAMHS).

Protocols in place for referral to
Community Brain Injury Teams
and children’s services.
ALL
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Standard 3: Post-Acute Inpatient Rehabilitation
Rationale: Where necessary, co-ordinated inpatient management in an appropriate setting
achieves improved outcomes for adults and children with ABI.
Essential Criteria

Quality Indicators

3.7

Evidence of goal directed,
person-centred planning.
CE&PE

Rehabilitation programmes provided by each facility will be:



Goal-directed
Tailored to meet the needs of each individual patient
and their family/carers

3.8

Rehabilitation plans and expected realistic outcomes from
programmes will be shared with the patient and their
family/carers. Any changes in the rehabilitation plan will be
explained.

Protocols for sharing of
information with the patient and
their family/carers.
CE&PE

3.9

The multidisciplinary/interdisciplinary team will hold regular (eg.
weekly) meetings to discuss patient rehabilitation goals, review
progress and plan for discharge.

Documentation of team meetings.
CE

3.10

Protocols are in place to allow for the transfer of patients to
other inpatient rehabilitation facilities or for the return to local
acute hospitals, as patients’ needs change.

Referral protocols between
rehabilitation units and acute
hospitals.
CE

3.11

There is a designated member of the MDT/IDT to co-ordinate
the discharge process and take responsibility for making and
maintaining links with the relevant community services.

Key worker.
Discharge protocol.
CE

3.12

A risk assessment will be carried out as part of discharge
planning.

Risk assessment documents,
linked to discharge planning
documents.
PS&CE

3.13

At an early stage patients’, families’ and carers’ needs for postdischarge services are assessed and a mechanism is in place
for onward referral to these services (eg. social care or ‘core’
outpatient services, CBITs).

Protocols for assessment of need
and onward referral.
Community services profile.
CE&PE

3.14

An immediate discharge summary is provided to the patient and
GP giving diagnosis and medication.

Audit.
CE

3.15

Discharge/transition reports are sent to the patient’s GP and
other health professionals and are available to the patient and,
with their consent, their family/carers within 10 working days of
discharge. This report should contain information regarding:

Audit of report formats and
circulation list.
ALL









PFA Target Delivery
Nature/history of injury
Assessment results
Progress made
Interventions provided
Current needs
Key contacts
Responsible services/professionals for future
care/therapy.
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Standard 3: Post-Acute Inpatient Rehabilitation
Rationale: Where necessary, co-ordinated inpatient management in an appropriate setting
achieves improved outcomes for adults and children with ABI.
Essential Criteria

Quality Indicators

3.16

For the discharge of a patient from inpatient rehabilitation, there
will be clear and agreed processes in place for the handover of
care to community services.

3.17

For adults, after discharge from hospital, Community Brain
Injury Teams will assume clinical lead responsibility for the
delivery of on-going rehabilitation/management. Where
appropriate, medical responsibility will remain with
Rehabilitation Medicine.

Protocol for handover to CBITs
and appropriate children’s
services. Access criteria for
inclusion/exclusion to CBITs and
children’s services.
ALL
Protocol for handover to CBITs.
Access criteria for
inclusion/exclusion to CBITs.
CE

3.18

Children will be discharged from inpatient rehabilitation to the
most appropriate existing children’s service (eg. CDCs,
Community Paediatrics, CAMHS, HV, GP). Prior to discharge
the core services required to provide support and rehabilitation
will be identified and links with Education Services will be
progressed. This process will be facilitated by the local
Children’s ABI Co-ordinator.

Protocol for handover to
appropriate children’s community
services through the local
Children’s ABI Co-ordinator.
Access criteria for
inclusion/exclusion to children’s
services.
CE

3.19

The planned discharge of a child/young person to home or an
alternative appropriate setting will be led by the local Children’s
ABI Co-ordinator.

Protocols in place for discharge
led by Children’s ABI Coordinator.
CE&PE

3.20

After discharge from regional inpatient rehabilitation services,
arrangements will be in place to allow patients to continue to
receive as outpatients, those aspects of care that can only be
provided by the Regional Service. For adults the details of this
care will be agreed between the RABIU and the Community
Brain Injury Services.

Care pathway.
Audit of discharge planning
processes and post-discharge
patient experiences.
CE&PE

3.21

Arrangements will be in place to allow CBITs to refer clients to
Regional Out Patient Services for additional therapy designed
to work with the interdisciplinary community rehabilitation
process.

Protocols to allow community
services to refer clients to
Regional Out Patient Services for
designated pieces of work.
CE&PE

3.22

Suitable placements in residential or nursing care will be
available for the long-term management of patients with severe
and enduring physical, cognitive and/or behavioural difficulties
after brain injury.

Provision of a range of suitable
residential and nursing care
placements.
ALL

Staff will be trained to deal with the patients’ needs with support
from specialist community brain injury services as well as Trust
social care and nursing staff. Each patient will have a key
worker and will be ‘care managed’.
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Standard 4: Community Services
Rationale: Brain injury is a life-long condition that leads to disability requiring a systemic
and holistic approach. The engagement and active participation of people with a brain
injury, their families and carers is central to their re-integration, participation and
socialisation within the community.
Essential Criteria

Quality Indicators

4.1

Clients who meet the access criteria for CBITs will be able to have
their future rehabilitation needs met within these services.

Agreed regional access
criteria for CBIT’s.
CE&PE

4.2

All Trusts will have a clear, documented referral system for
provision of community brain injury rehabilitation.

Information leaflets and
documents (paper and
internet based) readily
available. Including
information for families and
carers.
ALL

4.3

Community Brain Injury Services will include provision for the
assessment and management of cognitive behavioural, physical,
communication and functional difficulties. Management of these
difficulties enhance education and vocational/social functioning.

Provision of rehabilitation
plans, assessments and
reports.
ALL

4.4

Community Brain Injury Services will meet appropriate health and
safety requirements including risk assessment of each individual
accepted into the service.

Health & Safety Audit.
PS

4.5

Community Brain Injury Services will ensure timely appropriate
communication with other relevant services.

Protocols in place for
communication.
CE&PE

4.6

Each community team will have multi-disciplinary staffing to provide
a full range of interdisciplinary model. Each team will:

Service profile.
Staff personal development
plans.
Training programmes.
Number of dedicated
sessions.
Job plans and job
descriptions.
ALL

(a) include the following members with the relevant knowledge and
skill:









Clinical Neuropsychologist
Speech & Language Therapist
Nurse
Occupational Therapist
Physiotherapist
Social Worker
Therapy Assistant
Secretarial/administrative support.

(b) have access to a range of other specialisms including:




Rehabilitation Medicine
Neuropsychiatry
Dietetics
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Standard 4: Community Services
Rationale: Brain injury is a life-long condition that leads to disability requiring a systemic
and holistic approach. The engagement and active participation of people with a brain
injury, their families and carers is central to their re-integration, participation and
socialisation within the community.
Essential Criteria

Quality Indicators

4.7

Evidence of goal-directed,
person-centred planning
outcome measures.
ALL

Each patient will have a rehabilitation plan that is:







Led by professionals specialised in brain injury
Goal-directed
Tailored to meet the needs of each of the patients and their
families/carers
Involve the individual, families / carers
Reflect their needs within the community
Delivered on a one-to-one or group basis

4.8

The rehabilitation programme will be flexible to meet the changing
needs of the patient and carer/family as recovery occurs (including
psychological adjustment/insight).

Evidence of goal-directed,
person-centred planning
outcome measures.
CE&PE

4.9

Each patient/family will have a designated key-worker/lead
therapist whose role is to take a lead role in the case and support
the patient and family.

Systems in place to ensure
that key worker/lead therapist
is appointed.
PE

4.10

Arrangements will be in place between CBITs and Out Patient
Services (regional and local) to allow clients to be referred for
additional therapy designed to work in concert with the
interdisciplinary community rehabilitation process.

Protocols to allow community
services to refer clients to
local/regional Out Patient
Services for designated
pieces of work.
CE

4.11

A copy of rehabilitation plans will be provided to the patients, GP
and other relevant professionals.

Audit.
CE&PE

4.12

Rehabilitation plans will be reviewed with the key-worker and
Patient/Carer at least 3-monthly. A formal review with the patient
will be undertaken within an agreed timeframe and according to
patient need.

Audit & Local Protocols.
CE&PE

4.13

Referrals/links will be made where appropriate to other statutory
and voluntary organisations eg. DEL, HE, Headway, CAB, Cedar,
CBIT.

Protocols. SLAs.
ALL

4.14

For those patients with co-morbid conditions referrals will be made
to relevant services (eg. mental health, addictions). In such
circumstances cases will be co-worked with a primary worker/lead
service clearly identified.

File Audit.
PE&PS

4.15

All carers will be offered an assessment to determine their needs.

Evidence of assessment.
File Audit.
ALL

4.16

All carers will be offered support and information.

Evidence of support and
information. File Audit.
ALL
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Standard 4: Community Services
Rationale: Brain injury is a life-long condition that leads to disability requiring a systemic
and holistic approach. The engagement and active participation of people with a brain
injury, their families and carers is central to their re-integration, participation and
socialisation within the community.
Essential Criteria

Quality Indicators

4.17

All community brain injury teams will have a clear discharge policy.

Discharge Policy.
ALL

4.18

All patients/carers are provided with a discharge plan, including
information on re-entry to the service should their needs change.

Discharge Policy.
Re-referral criteria and
process.
ALL

4.19

Services for children with ABI will be provided through existing
Children’s Community Services and Education Services in
partnership with relevant voluntary providers (eg. CBIT, Cedar)

Protocols/policies in place for
the management of children
with ABI within existing
services.
ALL

4.20

Each Trust will have a policy in place for children with ABI
transitioning to Adult Community Brain Injury Services.

Trust Policy/Procedure.
ALL
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Standard 5: Continuing Care and Support
Rationale: Acquired Brain Injury is a life-long condition that is often adversely affected
by the aging process and life events. Periodic re-engagement with services may be
necessary and systems will be in place to allow timely and appropriate intervention.
Essential Criteria

Quality Indicators

5.1

The Care Pathway will reflect the changing requirements of
patients and their need to re-access services at any point in time.

Regional Acquired Brain Injury
Care Pathway.
ALL

5.2

All General Practitioners, Social Services Departments and
Community Nursing services must have access to the Regional
Brain Injury Services Guide that will include information about
regional and local brain injury services, support networks,
outreach services, self-help groups and community services. The
Guide will be designed for children and adults.

Regional Brain Injury Services
Guide, information packs,
posters, leaflets and website,
including access criteria and
referral processes.
PE

5.3

All patients and carers who are known to Community Brain Injury
Teams and those receiving care through Children’s Services will
be provided with a discharge plan that includes information on reentry to the service should their needs require it.

Discharge policy.
Re-referral criteria and
process.
ALL

5.4

For those who require long-term and ongoing support, those
delivering the service will review the care plan at least annually.
This process will be comprehensive and multi-agency as
appropriate.

Audit of annual review
process.
ALL

5.5

For those who are living within their own home, care packages
will be available, based on assessment of need (including
risk/capacity assessment). Part of the care package may include
attendance at a Day Centre.

Audit of care packages/risk
assessment.
ALL

5.6

A range of respite packages (arrangements for the patients and
their carer) will be available within and outside each Health and
Social Care Trust. Services will be provided by the statutory
sector in partnership with the voluntary agencies.

Audit.
SLAs.
ALL

5.7

Provision will be made for regular monitoring and reviews as part
of the rehabilitation process to ensure that the provision of
accommodation remains suitable for the patient’s needs.

Audit of review processes.
ALL
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Standard 6: Information for Patients, Families and Carers
Rationale: Patients with Acquired Brain Injury and families/carers are enabled and
supported to take part in decision-making through access to information of high quality
in easily accessible formats, taking account of communication abilities. Good quality
information is an integral part of good quality healthcare. It can:
 Support the patient in making informed decisions
 Support and involve the family in the rehabilitation process
 Act as a reminder to the individual, family or carer of what they have been told
 Patient experience.
Essential Criteria

Quality Indicators

6.1

Information (both verbal and written) is offered and provided at
various stages along the patient’s journey.

A&E leaflet, patient
information folder/pack.
PE

6.2

Information is available in a variety of formats appropriate to the
needs of the target population.

Large print, translated leaflets
in user-friendly format.
PE

6.3

Information about support networks, outreach services, self-help
groups and community services is available.

Information pack, leaflets,
posters and website.
PE

6.4

In hospital and community settings a Patient’s & Carer’s Guide to
ABI services is provided for patients and families/carers on, or
prior to discharge. This Guide is tailored to the patient’s
individual needs and communication abilities.

Patient’s & Carer’s Guide to
ABI services and discharge
process audit.
CE&PE

6.5

In hospital and community settings all patients with ABI will have
access to an appropriately trained healthcare professional during
the immediate period after discharge. This may vary depending
on individual circumstances.

Patient information
leaflet/pack. Discharge
process audit.
CE&PE

6.6

Information will be provided to patients and their families/carers at
the point of discharge from inpatient and community ABI services.
This will provide clinical information and discharge plan including
information on re-entry to the service should their needs change
(see 3.14, 3.15, 4.18).

Provision of letters and
reports to patients and carers
at point of discharge.
PE

6.7

Feedback on information given to patients, families and carers
will be sought on a regular basis, to support the ABI Annual
Impact Report.

Patient/family/carer
satisfaction survey, focus
group report.
PE
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Standard 7: Accommodation Provision
Rationale: Appropriate accommodation at all stages of the patient’s journey maximises
rehabilitation and maintains functional gains, as well as providing support and/or respite
for the family.
There will be smooth transitions across the Care Pathway reflecting the complex and
varied needs of the patient and their families.
Essential Criteria

Quality Indicators

7.1

All patients will have a comprehensive assessment to address
the most appropriate setting in which they should live. This will
include a risk/capacity assessment.

Audit of assessment of need
process.
ALL

7.2

The assessment can take place at any time along the Care
Pathway and especially at transition points in the patient’s
journey.

Audit of assessment process.
ALL

7.3

The suitability of accommodation will reflect the clinical need of
the patient.

Comprehensive assessment
including risk/capacity
assessment.
ALL

7.4

There will be a range of living options available that will reflect the
varied needs of patients. These will include:
 Residential rehabilitation (including those out-of-area)
 Transitional accommodation for those with improving
independence
 Supported living (long-term)
 Specialist long-term residential (including challenging
behaviour/neurobehavioural care)
 Specialist nursing care (including those in low-awareness
states and those requiring tracheostomy management)

Audit of provision/availability.
ALL
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Appendix I: Recommendations
1. Engagement with the Public Health Agency: To improve understanding within the
wider community/society of the nature of Acquired Brain Injury, in particular of the
cognitive and behavioural issues, that can last a lifetime.
2. Engagement with Mental Health, Stroke, Core Disability, Forensic and
Addictions Services: To engage in the development of shared care pathways and
integrated working for those patients with co-morbid and complex conditions.
3. Engagement with the Housing Executive: To commence a dialogue concerning the
need for provision of a range of suitably supported living options for patients with
Acquired Brain Injury.
4. Engagement with the Department of Education: To engage in the development of
shared care for those children with ABI.
5. The provision of a Regional Working Group: To facilitate the taking forward of the
recommendations outlined here.
6. A regional survey will be devised to capture patient experience. This will happen
within 3 years of the implementation of the Action Plan.
7. The provision of a Regional Guide for professionals with local information for
each Trust area: To inform professionals of the services available at both local and
regional level.
8. The provision of Patient’s and Carer’s Guide with relevant regional and local
information for each Trust area: To better inform patients and carers of the services
available to them.
9. The development of Core Competencies for staff of all grades working in the
area of Acquired Brain Injury: To ensure staff working in the area have the
appropriate skills and to further develop the specialism of Acquired Brain Injury.
10. Development of a Regional Audit Tool.
11. Develop and agree a framework for an Annual Impact Report.
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Appendix II: Structure for Implementation of Brain Injury Action Plan

Structure for Implementation of
Brain Injury Action Plan

Communication/
Information

Inpatients

Service
Redesign
and Care
Pathway
Performance
Management
and Service
Improvement

Children

Adults and Older
People
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Appendix III: RABIIG Quality and Performance Indicators Work Stream

Rodney Morton

Health & Social Care Board

Roger Kennedy

Health & Social Care Board

Anne Harris

Southern Health & Social Care Trust

Bernie Kelly

Belfast Health & Social Care Trust

Bria Mongan

South Eastern Health & Social Care Trust

David Petticrew

Southern Health & Social Care Trust

Donal Diffin

Belfast Health & Social Care Trust

Ivor Crothers

Southern Health & Social Care Trust

Jocelyn Harpur

South Eastern Health & Social Care Trust

Roger Kennedy

Health & Social Care Board

Margery Johnston

Northern Health & Social Care Trust

Martin Quinn

Western Health & Social Care Trust

Maurice Devine

South Eastern Health & Social Care Trust

Peter Trimble

Belfast Health & Social Care Trust

Robert Rauch

Belfast Health & Social Care Trust

Rosemary Macartney

Northern Health & Social Care Trust

Sheena Caldwell

Belfast Health & Social Care Trust

Siobhan Killoran

Western Health & Social Care Trust
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Appendix IV: Abbreviations

ABI

Acquired Brain Injury

A&E

Accident and Emergency Department

CAB

Citizen’s Advice Bureau

CAMHS

Child and Adolescence Mental Health Service

CBIT

Child Brain Injury Trust

CDC

Child Development Clinic

CE

Clinical Effectiveness

DEL

Department of Education and Learning

GP

General Practitioner

HE

Housing Executive

HSCB

Health and Social Care Board

HSCT

Health and Social Care Trust

HV

Health Visitor

IDT

Inter-Disciplinary Team

KSF

Knowledge and Skills Framework

MTBI

Mild Traumatic Brain Injury

MDT

Multi-Disciplinary Team

NRU

Neurobehavioural Rehabilitation Unit

PE

Patient Experience

PFA

Priorities for Action

PS

Patient Safety

PTA

Post Traumatic Amnesia

RABIU

Regional Acquired Brain Injury Unit

RBHSC

Royal Belfast Hospital for Sick Children

SLA

Service Level Agreement

TBI

Traumatic Brain Injury
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