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Telephone: 01744 457237 
Fax: 01744 624188 
 
Email: sthelensccg.foi@nhs.net 
 
Our Ref: FOI 7851 
 
Date: 1

st
 April 2019 

 

St Helens CCG 
The Gamble Building 
Victoria Square 
St Helens 
WA10 1DY 
 
 

Dear Sir/ Madam 
 
Re: Freedom of Information Request 
 
Further to your recent Freedom of Information request regarding ABI Commissioning, please 
see below our response to your request. 
 
Request/ Response: 
 
1) What services do you commission, either solely or in conjunction with neighbouring CCGs, 
for people living with acquired brain injury whom have: 
(a) Been discharged from an acute setting 
Please see attached service specification 
 
(b)Been identified by primary care practitioners as requiring referral for rehabilitation and/ or 
other services  
Please see attached service specification 
 
2) Have the services you commission changed in the last 12 months? If yes, in what way?  
No 
 
3) Are there any plans to change the services you commission during the next 12 months? If 
yes, what are the changes?  
No 
 
4) Do you have a neurological lead and/or an acquired brain injury lead?  If so, please 
provide details.  The CCG has a Clinical Lead for Planned Care, Dr Hilary Flett and a lead 
Commissioning Manager, Dr Ruth Hunter. 
 
Should you require any further information or clarification regarding this response or do not 
feel that your request has been answered as you would expect, please contact us to discuss.  
 
We also wish to take this opportunity to inform you that a formal complaints and internal 
review process is available, which will be managed by a FOI Appeals Officer. 
 
This can be formally requested and must be done within a reasonable period of time (3 
calendar months) from the date this response was issued.  
 
  

mailto:sthelensccg.foi@nhs.net


Where you are not satisfied with the response to a request for information that falls within the 
Environmental Information Regulations, you should make a representation for a review to 
FOI Appeals Officer, sthelensccg.foi@nhs.net within 40 days of receipt of the response. 
 
If you are not satisfied with our review under the Freedom of Information Act or the 
Environmental Information Regulations, you may apply directly to the Information 
Commissioners Office (ICO) for a review of your appeal decision.  Generally, the ICO cannot 
make a decision unless you have exhausted our complaints procedure.  
 
The ICO can be contacted at;  
 
ICO, Wycliffe House, Water Lane, Wilmslow, Cheshire, SK9 5AF  
www.ico.gov.uk   
 
Should you need any further clarification or assistance, please do not hesitate to contact me 
quoting the above reference. 
 
Yours sincerely,  
 

 
 
Angela Delea 
Associate Director – Corporate Governance 
NHS St Helens Clinical Commissioning Group    

mailto:sthelensccg.foi@nhs.net
http://www.ico.gov.uk/


 

SERVICE SPECIFICATION 

 

Care Pathway/Service 

Knowsley and St Helens Specialist Community 
Rehabilitation Service- Complex Care (Pilot Project- 
Locality 1) 

Commissioner Lead Rehabilitation Network / Walton Centre Foundation Trust 

Provider Lead 
Sue Lightfoot, Bridgewater Community Healthcare NHS 
Trust 

Period 1st April 2013 to 31st March 2015 

 
 

 

1 Purpose 
 

 

1.1 Aims  
 

 To work as part of the Cheshire and Merseyside Rehabilitation Pathway, supporting 
patients with complex rehabilitation needs on discharge from the Hub, Spoke and 
Extended Rehabilitation Units to continue their rehabilitation programmes within the 
community 

 To provide assessment, co-ordination and rehabilitation to patients with complex 
care needs including those with complex neurological/ post critical care and multiple 
trauma rehabilitation needs. 

 To ensure that military veterans/ serving personnel who have complex rehabilitation 
needs receive assessment and rehabilitation within the community following on from 
MOD provided rehabilitation. 

 To ensure that patients receive timely community intervention in line with national 
quality indicators (NSF for LTC and BSRM Guidance 2010) and are monitored, 
reviewed and reassessed against individual goals. 

 To Case manage complex care patients within the community and liaise with other 
services and professionals as required. 

 To provide neuropsychological and clinical psychological assessment, treatment 
and support in the management of cognition and behaviour  

 Provide training to both formal and informal carers in the appropriate management 
of patients 

 To provide specialist therapy assessments and advice for complex patients within 
nursing  residential and community environments 

 

 To provide vocational assessments and support as appropriate 
 
1.2 Evidence Base 

 Royal College of Practitioners/British Society of Rehabilitation Medicine (2010) 

 British Society of Rehabilitation Medicine (2009) 

 National Service Framework for Long Term Conditions (2005) 

 British Society of Rehabilitation Medicine, Acquired Brain Injury (2003) 

 Specialised Services National Definition Set for Brain Injury and Complex 
Disability (No. 7) 



 
 
1.3 General Overview 
 

The service will be commissioned in conjunction with: 

 The Broadgreen Rehabilitation spoke unit 

 St Helens and Knowsley NHS Hospital Foundation Trust (Elyn Lodge Spoke 
rehabilitation unit) 

 The Walton Centre foundation trust (The Walton centre Hub unit)  

 The specialist Community team (Liverpool and Sefton) 
 
1.4 Objectives 

 Provide a comprehensive specialised rehabilitation service for the management of 
patients with highly complex injury/illness 

 Improve access to specialised clinical expertise in rehabilitation assessment, 
intervention and management 

 Ensure clinical responsibility for delivery of rehabilitation using clinical protocols and 
best practice 

 Improve adherence to rehabilitation programme and support effective review and 
on-going rehabilitation progress using a rehabilitation prescription and passport 
applicable to all healthcare episodes  

 Provide effective communication and support continuity of care using a 
rehabilitation coordinator 

 Provide a co-ordinated approach to the involvement of  neuropsychology and 
clinical psychology 

 Provide expert advice for rehabilitation across the Rehabilitation Network 

 Develop the experience, knowledge and skills of the multi-disciplinary team 

 Lead an active programme of clinical audit and research to evaluate current 
practice and inform future development of the rehabilitation network. 

 

1.5 Expected Outcomes  
 

 Improvement in function; 

 Identification of complexity of rehabilitation need; 

 Identification of severity of risk; 

 Identification of levels of therapy intervention or input required; 

 Improvement in pain and pain management; 

 Improvement in Quality of Life; 

 Improvement in patient experience; 

 High quality, accessible, effective specialist community rehabilitation service. 
 
1.6 Outcome Measurement tools 
 
Rehabilitation performance and outcomes measures will be monitored using a system called 
the UK Rehabilitation Outcomes Collaborative (UKROC). The service will be required to 
reports the full national UKROC dataset for specialised/specialist rehabilitation for all case 
episodes.  Providers will be expected to demonstrate working towards the outcome 
measurement tools will full compliance by end June 2013.   



 
 

The relevant outcome measures are  to be collated and reported through the Rehabilitation 
Network database: 

 

 Improvement in functional gain 
o Measured by change in the UK FIM&FAM – a global assessment of functional 

independence reflecting both physical and psychosocial function 

 Identification of complexity of rehabilitation need 
o Measured by the Rehabilitation Complexity Scale (RCS) 

 Reduced requirement for on-going care and care costs 
o Measured by the Northwick Park Nursing and Therapy Dependency Scales 

 Attainment of individual goals for rehabilitation 
o Measured by Goal Attainment Scaling 

 
The Rehabilitation Network also requires the service to collect additional measures : 

including:  

 Identification of severity of risk;  

 Quality of life;  

 Patient experience,  

 Improvement in pain management  

 Community Specialist Service Specific key performance indicators 

 
 

 
2 Scope 
 

 
2.1 Service Description 

Provide assessment, co-ordination, rehabilitation and monitoring of patients with  
complex rehabilitation needs. 
 

The primary goals of Specialist Community Rehabilitation are to: 

 Undertake clinical assessments to optimise clinical outcomes and deliver 
appropriate care  

 Identify and establish rehabilitation goals  

 Continually clinically assess and evaluate the rehabilitation goals by the multi-
disciplinary/multi-agency team;  

 Provide assessment and identification of specialist rehabilitation equipment required 
(e.g. specialist wheelchairs, electronic assistive technology); 

 Provide a co-ordinated approach to the involvement of other specialists as required 
(e.g. neuropsychiatry)  

 Bring together a highly specialised multi-disciplinary and multi-agency team who 
have a clear understanding of the patient’s rehabilitation needs associated with 
highly complex injury/illness within the community. 

 To ensure patients with a complex rehabilitation needs maximise their abilities to 



enable them to lead a good quality life, reducing dependence on others and 
encouraging independence where possible. 

 To ensure that patients receive timely intervention in line with national quality 
indicators (NSF for LTC) and BSRM best practice guidance, are assessed, 
monitored, reviewed against individual patient set goals. 

 To participate in case conferences, best interest meetings and discharge planning 
meetings as appropriate. 

 To participate in the care planning of patients due for discharge back to the local 
community from out of area placements on behalf this patient group. 

 Provide case management for complex patients within the community and liaise with 
other specialist professionals e.g. Rehabilitation Consultants as appropriate. 

 Support the identification of appropriate care packages and on-going care. 

 
2.2 Accessibility/acceptability 

Any patient registered with a Knowsley and St Helens GP who has a complex 
rehabilitation need (excluding Learning Disability, Dementia and Active mental Health) 
and is over 18 years.  Patients aged 16 to 17 will be considered on an individual case 
consideration basis. 
 
See Appendix 1 for Rehabilitation Network Referral Criteria.  

 
2.3 Whole System Relationships 

The service will work closely with the Hub, Spoke and Extended Rehabilitation units of 
the rehabilitation Network pathway  
Local authority Borough Council services, i.e. social work teams, carers support, 
welfare benefits advice, day services, community outreach services and also those of 
the secondary and tertiary health services. These latter includes, Specialist Nurses, 
ward staff, Consultant Neurologists, Neurological rehabilitation Units and therapy 
services.  
 
The service also has strong links with the third sector services, i.e. vision support, 
Headway, Support and Wellness Advisory Service, Carers groups.  
 
Planning a rehabilitation and management programme for patients involves input from 
many services to achieve good quality outcomes for the patient. 
 
Via the goal setting system and case review management system each patient has 
their own multidisciplinary team. The co-ordinator facilitates transfer from a 
rehabilitation unit to community placement or specialist commissioned placement and 
supports the family in this transition. 

 
2.4 Interdependencies 

 Local Authorities 

 Community Therapy Services 

 Continuing Health Care Team 



 Third Sector 

 The Hub Rehabilitation unit (Walton Centre) 

 The Spoke Rehabilitation Unit (Broadgreen and St Helens) 

 Acute Hospital Trusts 

 Mossley Hill 

 
2.5 Relevant networks  

 Cheshire and Merseyside Major Trauma Network; 
 Cheshire and Merseyside Critical Care Network; 
 Cheshire and Merseyside Neurosciences Network; 
 Local rehabilitation services. 
 Cheshire and Merseyside Rehabilitation Network 

 

 
3 Service Delivery 
 

 
3.1 Service model  

Job Title Band  WTE 

Occupational Therapist 6 1.00 

  5 1.00 

Physiotherapist 6 1.00 

  7 1.00 

Psychology assistant 4 2.00 

Rehab Assistant 3 2.00 

Admin 3 1.00 

Psychologist 7 1.00 

Management Time 8 0.25 

    10.25 

 
All clinical staff are trained to degree standard and have undergone further training in 
Neurological rehabilitation and attended post graduate courses. All clinical staff are 
affiliated to Neurological Networks within their own professional group. i.e. Neuro OT 
SIG and Neuro Psychology SIG 

 
3.2 Care Pathway(s) 

 Major Trauma; 

 Critical Care; 

 Neurosciences. 
 
Internal pathway 

 Patients are assessed by the Rehabilitation Co-ordinator utilising the passport and 
prescription. 

 



 This tool is used to identify which services that are required for that individual. 
 

 Rehabilitation goals are identified and a review date agreed. 
 

 Care plans are reviewed at the weekly team meeting if required and also by the MDT 
within an agreed time frame. 

 

 Goals for the next rehabilitation period are set with the patient and MDT. Minutes of 
all meetings are kept with actions and responsibilities for those actions clearly defined 

 

3.3 Caseload 
 

 The expected patient caseload is approximately 55 individuals per year 
 
 

3.4   Patient/Public Involvement 
 
The service will work closely with key patient groups (e.g. Neuro Support, Acute Need, 
Headway) to ensure that patients and carers are included in the decision making and 
thereby able to shape services.  The provider will invite service users to provide 
written and verbal feedback on the service.  

 
3.5 Risk Management 

 
Care delivered by the service must be of a nature and quality to meet the service 
specification standards (Appendix 2).  The service must maintain a risk register. 

 
It is the service’s responsibility to notify the commissioner on an exceptional basis 
should there be any breaches of standards. Where there are breaches any 
consequences will be deemed as being the Providers responsibility.  

 

 
4 Referral, Access and Acceptance Criteria 
 

 
4.1 Geographic coverage/boundaries 

Area served by Knowsley and St Helens GPs. 
 

4.2 Location(s) of Service Delivery 

Lowe House HCRC 
   Crab Street 
   St Helens 
   WA10 2DJ 
 
   Knowsley Venue under discussion with KIPS 
 

Patients can be seen in a variety of settings, i.e. home, work, day centre, or clinic. 
However consideration of risk to staff needs to be considered when arranging venues. 

 



4.3 Days/Hours of operation  

9am to 5pm Monday–Friday excluding bank holidays. 
 

4.4 Referral criteria & sources 

Patients with complex rehabilitation needs will have profound disabilities e.g. severe 
physical, cognitive, communicative disabilities or challenging behaviours.  To meet 
patient’s rehabilitation needs, a case management approach is required from a 
multidisciplinary team, involving a higher level of intervention from skilled staff.  
 
The service will accept referrals from a range of sources including health and social 
care professionals. 
 
The criteria for referrals are that the patient has a complex rehabilitation need as a 
result of a current episode of significant deterioration of function as a result of illness or 
injury,  
 
AND 
 
Have functional impairment or activity limitation AND have a realistic assessment of 
potential for rehabilitation through specialist community rehabilitation. 
 
Inclusion will not be diagnosis-specific but will be based on the extent of the patients 
rehabilitation needs 
 
Patients are anticipated to be able and willing to participate and benefit from 
rehabilitation at a level and intensity provided by the service. 
 

4.5 Referral Route 

Patients are referred into the service by health and social care personnel using a 
Network referral form. The form is subject to an initial screening by a Coordinator from 
the Single Point of Referral Rehabilitation Coordination Service. The Coordinator will 
then identify and refer to appropriate agencies/services based upon the information 
contained within the referral. The Coordinator will also set a suitable review date for all 
those services/agencies to attend to report their findings and to set future goals. During 
this review period services may be added or withdrawn as appropriate. The patient’s 
requirements and progress will be subject to continual, appropriate review by the Co-
ordinator until such time as they are considered unnecessary, however, the criteria for 
ending the review is strictly dependant upon patient’s need. It is considered likely that 
for many patients, this input may continue for an indefinite period of time, potentially 
years.  
 

4.6 Exclusion Criteria 

The service is available to patients registered with a Knowsley and St Helens GP who 
have a complex rehabilitation need: 
 

 Patients under 18 years unless agreed under the criteria for individual case 
considerations; 

 Patients with little or no rehabilitation potential or the inability to engage in 



rehabilitation at this time following comprehensive assessment.  

 Patients with active severe mental health issues, 

 Patients with rehabilitation needs that can be met within existing well-
established disease-specific rehabilitation services (e.g. stroke, oncology, 
Learning Disabilities and Dementia) or system-specific rehabilitation services 
(e.g. intermediate care, transitional care).  

 
4.7 Response time and Prioritisation 

 
Urgent Access – Seen within 1 week. Pt poses significant risk to self and staff. Staff 
requesting support in management. In patients. 
 
Consultancy – Seen within 4 weeks. Advice given to MDT and care plan drawn up in 
collaboration with MDT. 

 

 
5 Discharge Criteria and Planning  
 

 
5.1   Criteria for discharge: 

• No further rehabilitation is required as  rehabilitation goals have been achieved; 
• Medical condition precludes further rehabilitation; 
• Rehabilitation needs can be met by community rehabilitation. 
 
 However the intervention of the complex rehab team is for a maximum of 12 months 
(reviewed on an individual case by case basis) as patients are supported to develop 
independence within the community.   
 

6, Service standards 
 

 
6.1   Community Specialist Rehabilitation Service Standards 
 
     The service standards are presented in six sections in Appendix A as follows:  

 Facilities;  

 Operational  

 Requirements;  

 Workforce;  

 Multi-Disciplinary Training and Research;  

 Relationships;  

 National Guidance Compliance.   
 
The content of each section has been drawn from nationally recognised policies, 
recommendations and guidelines.  N.B. Numbers in brackets represent reference as listed 
with this document: (1) Royal College of Physicians & British Society of Rehabilitation 
Medicine (2010); (2) British Society of Rehabilitation Medicine & National Service 
Framework for Long Term Conditions (2009).  In addition, where gaps exist consensus has 
been reached between the Rehabilitation Consultants in the Cheshire and Merseyside 
Rehabilitation Network. 



 
The Provider will be expected to demonstrate evidence of compliance against the service 
specification standards by an evidence portfolio.  

7. Quality and Performance Standards 

 
7.1 Key performance  Indicators 

 
Quality and Performance Indicators will serve to monitor the rehabilitation service as 
developments and improvements are made.  
  

 Performance meetings will be scheduled monthly for the first three months and 
then quarterly. Data will be submitted retrospectively on a monthly basis on the 
last working day of each month. 

 All individual clinicians’ will receive monthly clinical supervision, personal 
professional development plans that will incorporate aims and objectives which 
are directly related to the aims and objectives of the service. 

 
The following Key performance indicators will be reviewed at the first performance 
meeting: 

Quality and Performance Indicators  Threshold
  

Method of 
Measurement  

All patients, identified as urgent, are seen for initial 
assessment within 1 week  

100% Rehabilitation 
Network dataset 

All patients, identified as consultancy/non-urgent are seen 
for initial assessment within 4 weeks 

100% Rehabilitation 
Network dataset 

Percentage of admitted patients who have a rehabilitation 
prescription and passport, with combined goal setting, 
combined objectives and combined evaluation process  

100% Rehabilitation 
Network dataset: 

 Complete data 
submission for 
each completed 
episode 

Evidence of patient (or patient family/carer as appropriate) 
led goal setting,. 

100% Audit of patient 
documentation 

Percentage of admitted patients with a named rehab co-
ordinator  

100% Rehabilitation 
Network dataset: 

 Complete data 
submission for 
each completed 
episode  

A summary report is provided to the patient’s Rehabilitation 
Consultant following 12 weeks of intervention  

100% Rehabilitation 
Network dataset: 

 Complete data 
submission for 
each completed 
episode 

Percentage of respondents to patient experience survey 
reporting ‘satisfactory’ or above 

90% at Yr 1 
95% at Yr 2 

Rehabilitation 
Network Survey 

Number of adverse and near miss incidents investigated 
and action taken thereafter 

100% Risk Register 

Number of complaints investigated and action taken 
thereafter 

100% Governance 
reporting 



Completion of UKROC minimum data set  and reporting at 
agreed intervals 

Fully 
compliant 

UKROC dataset 

 
The service will participate in the rehabilitation Network staff survey and support 
further service development following evaluation. 
 
7.2 Governance  
 
The service must be fully integrated into the Bridgewater NHS Trust’s corporate and 
clinical governance arrangements.   
 
The commissioners and service will conduct a formal Joint Service Review at least 
every 6 months.      
 
8. Activity  
 
To enable evidence based discussions and performance management the service will 
collect and report on an agreed data set on a monthly basis, including but not limited 
to: 

1. Clinical workload- expressed as No. patients and level of intervention accessed 
(i.e. direct or indirect contact.) 

2. Patient episodes- expressed as assessment, treatment and discharge rates per 
month. 

3. Length of episode- date of initial assessment and date of discharge from the 
service. 

4. No Face to Face contacts per profession and duration 
5. Telephone contacts either proxy or direct. 
6. Time spent on letters, reports, rehabilitation plans, risk assessment, intake, 

referrals and other documents related to client and carers. 
7. Preparation for service user sessions 
8. Group work( if appropriate) 
9. Monitor referral times and initial contact dates to establish waiting times 
10. Compliments and complaints. 
11. UKROC Outcome Measures Scores - fortnightly 

 
         Indirect Clinical Contacts 

1. Consultation and supervision with staff teams 
2. Consultation with patients  local teams prior to discharge 
3. Consultation with other external agencies 
4. Supervision of staff 

 
9. Continual Service Improvement Plan 
 
The provider of the service is required to demonstrate continual improvement in 
patient care and service delivery.  The service improvement process will be informed 
by: 
 

 Monitoring information (service standards; quality and performance standards; 
activity); 

 Provider feedback; 



 Clinical and Service Audit Plan;  

 Clinical Governance Performance Management Framework; 

 Patient feedback; 

 Research; 

 Policy/guidance on best practice; 
 
The service will agree service development improvement plans with commissioners 
and rehabilitation Network Manager and demonstrate progress at Joint Service 
Review meetings.  
 
10.  Information Governance 
 
The following sections are covered within the Service Contract:  

 

5.1 Confidentiality 
5.2 Data Protection 
5.3 Freedom of Information Act (FOIA) 
5.4 Records & Information Sharing 
 
11. Price/Cost of Service 
 
Annual Cost £ 322,376 
 

 

 

 

 

 

 

 

 

 

 
 

 

 


