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MAINTAINING NEUROREHABILITATION SERVICES IN AN AGE OF AUSTERITY  

ABSTRACT 
In accepting the DoN Barbara Wilson Lifetime Achievement Award in November 2024, I noted that I had spent much of the last 10 years defending our community acquired brain injury rehabilitation service (CABIRS) against ongoing threats. I outlined some strategies that I had found helpful. Feedback was that these might assist others in service development/management roles. In response 20 suggestions are summarised below, building on those outlined in my acceptance speech. These are pragmatic and not based on any training or theoretical model.  Whilst employed within a CABIRS context, they are likely relevant to wider neurorehabilitation services.
CONTEXT 
After working initially in in-patient and then community neurorehabilitation, I had the opportunity from 1992 to develop the Community Head Injury Service (CHIS).  My role was Consultant Clinical Neuropsychologist and inter-disciplinary Head of Service.  CHIS was developed and refined across four community-based trusts before being transferred to Buckinghamshire Healthcare NHS Trust in 2010, where it remains. See https://www.buckshealthcare.nhs.uk/our-services/head-injuries/ 
A high point was the early 2000s amidst national optimism about service development. However, 2008 brought the financial crash and age of austerity.  Transforming Community Services led to CHIS being transferred to an acute hospital trust, initially into the medical rather than new community division. My priority thereafter was service maintenance. Over the years I learnt to anticipate likely challenges and to arm myself with strategies to counter threats, ideally before they gained traction. I outline 20 such strategies below. 
SOME POTENTIAL STRATEGIES 
1. Do not assume knowledge of ABI 
It is easy to assume that practitioners, managers and commissioners have more ABI knowledge than is often the case. ABI needs are often subsumed under neurological conditions without understanding the particular profile of ABI (or other) needs and the variation in required professional expertise. In response, I referred both to nationally 
recognised clusters of neurological conditions and to relevant national standards and guidelines. These are often condition-specific, for good reason, as illustrated by the contrasting top 10 self-reported problems after TBI, stroke and MS. I also compiled a document contrasting typical age, onset, damage, course and treatment/rehabilitation of key neurological conditions (i.e. TBI, stroke, MS and Parkinson’s disease).  
Even those with relevant experience tend to view ABI needs from the perspective of the specific context in which they have worked rather than the whole care pathway. As a result, we frequently had to explain community needs, particularly as general managers move on regularly. In 28 years as CHIS Head of Service I had 12 line managers. I had effective working relationships with most but not all of these. Only the first was a clinical psychologist. The others varied in professional background, neurorehabilitation experience, need for and interest in our ABI training materials. However, the latter provided ready access to copious reference material.   
2. Explaining the model and service 
It is important not to assume service understanding. A common assumption is that community rehabilitation is in-patient rehabilitation delivered at home. As such, we repeatedly had to explain community rehabilitation including the following: personal, vocational and family needs; community rehabilitation goals; range of rehabilitation settings; client-centred, bio-psycho-social model; and inter-disciplinary team working. This was supported by reference to relevant guidelines or formal service reviews. Participating in many related working parties served to broaden my perspective. 
We also produced various supporting documents including programme summaries and key topics (e.g. ABI and long-term needs, community rehabilitation, inter-disciplinary team working / management, client goals and feedback).  Whilst these likely often went unread, they facilitated and substantiated explanation of the service.   
3.     Staff expertise / retention 
General managers may not understand staff numbers and grading (e.g. one manager stated that all CHIS posts were a grade too high!)  Local staffing numbers can be compared with recommendations in relevant guidelines or standards. Grading of posts reflects the required specialist ABI/neurorehabilitation expertise including post-qualification neuropsychology training/experience building on core clinical psychology training. This needs clear articulation in job descriptions and person specifications. It is reassuring that agenda for change grading reviews evaluated posts positively. 
If job roles allow, a balance of grades should reduce senior staff time on duties suitable for less experienced staff or assistants. It also provides scope for career development, although this will be limited in small specialist teams. As such, we accommodated staff seeking other part-time roles. (For example, the plethora of graduate psychologists seeking clinical experience is such that we had no difficulty back-filling 0.2 wte 8a input with a 0.4 wte assistant post).  Having at least one assistant psychologist also provided flexibility as they typically move on every 1-2 years. I also set up and argued to retain an integrated inter-disciplinary budget, so that CHIS had the flexibility to vary staffing. 
4.    Monitoring local need 
It is helpful to update projected numbers in response to population growth and incidence trends, either extrapolating from national or accessing local data (e.g. hospital admissions). This may suggest a need for expansion not contraction !  Illustrative examples can be a powerful demonstration of need – early examples of unmet need were replaced by those demonstrating the value of rehabilitation. 
5. Outcome monitoring
It is obviously important to monitor and report client outcomes. From a service maintenance perspective, summary outcomes (e.g. living situation, care/support needs, vocational outcome, family coping, leisure/social life, emotional status) may be sufficient for managers and commissioners, alongside rehabilitation goal outcomes. CHIS also used emotional well-being and multi-dimensional quality of life rating scales.  These can be illustrated with examples and feedback quotations.  
6. Research 
Our local follow-up research highlighting unmet community needs was instrumental in securing funding. Our priority was then developing services. However, our internal evaluation helped to protect the vocational programme when under threat, along with its awards and citations.  Clinical audits and small project grants contributed to ongoing service monitoring/development and the CHIS profile, both within the Trust and with commissioners, as have numerous trainee projects.   
Given the bureaucratic process, services may need partnerships with academic departments in order to contribute to the evidence-base.  Whilst they likely have research expertise and infrastructure, we have the clinical expertise and service context but likely not the time or track record to go it alone.   
7. Client feedback 
Our annual feedback exercise has been invaluable. This was distributed to all clients receiving input over a set period. A draft report with liberal quotations was discussed with client/relative representatives at our steering group and a final report distributed to staff, commissioning and up the management chain. With a well-developed R&D based service, CHIS feedback has generally been very positive. However, when concerns are raised, these can be used to inform development, (e.g. client concerns about delayed referrals to CHIS led to a new GP information leaflet). 
8. Service statistics  
Being fully conversant with your service statistics facilitates internal service management but also informs and empowers you in discussions with managers and commissioners and in any service reviews.  
It is also vital to know what statistics are reported to management and passed to commissioners. These can be misleading if not set in the specific service context, particularly after Trust mergers (e.g. there can be variable length of recorded activity units (e.g. physiotherapy 30 mins. psychological therapy 60 mins).  Services also have different policies. For example, some discharge earlier and count all returners as new referrals. In contrast, CHIS operated a flexible discharge with some clients not discharged until after follow-up; others with complex needs received increasing intervals between follow-up before final discharge, with open re-access thereafter. If not understood any related service comparisons will be misleading.
9.    Quarterly commissioning reports 
Producing our own quarterly returns took time but was undoubtedly worthwhile.  With access to the Trust activity reporting system, any apparent anomalies were checked and corrected, as necessary, and any apparent changes explored. A draft report was sent for management sign off together with our commentary, anticipating any issues that they or commissioning might identify. Regular quarterly meetings with commissioning protected against misunderstandings and any misrepresentation.   
10. Benchmarking 
When management and commissioning asked about service benchmarking we devised a questionnaire covering core details (e.g. catchment area, base, diagnoses seen, inclusion/exclusion criteria, referrals, staffing, activity, group programmes and outcome measures). This was sent to 30 CABIRS in 2015. A draft report was sent to 17 responding services and CHIS responses plotted against all services to inform management, commissioning and ourselves about CHIS in the wider CABIRS context. An up-dated benchmarking exercise is in preparation.
11.    Service objectives 
 	Managers and/or commissioners will likely expect to see annual service objectives.  Suggested objectives may arise in consultation with the team and from any of the sources above and below. CHIS objectives were then proposed in our service management group, agreed/prioritised in discussion with clients and relatives at our steering group and evaluated in our annual review (see below). Service pressures and changes in-year meant that all objectives were never fully achieved. However, our client and relative representatives stressed that maintaining the best possible core service was their overwhelming priority in an age of austerity.    
12.    Annual review / report 
Annual reports raised and maintained awareness of the service across the Trust. (Whilst I produced an inter-disciplinary CHIS report, Trust psychology produced a discipline-specific report.) The CHIS review covered referrals, waiting times, activity, DNAs, goal attainment, outcomes, service objectives, other achievements, any awards, accolades/complaints, and client feedback/satisfaction.  The annual data was presented and plotted against past years to identify any trends or significant short-term fluctuations.  A draft report was discussed in our service steering group, which includes clients and relatives, as well as senior staff and partner services. The final report was distributed to staff, commissioning and up the management chain.  
13.    Service profile, citations / awards 
With multiple funding sources and management support in the 1990s, we were fortunate to be able to build a well-developed service. Our community rehabilitation, family services and vocational rehabilitation programmes were all cited as examples of good practice and CHIS has received numerous awards.  Flagging up any citations and/or awards raises the service profile. When appropriate, we have nominated our own staff, teams and volunteers for a wide range of awards. Whilst they may not win, the nomination alone is a boost for them, whilst again raising the service profile.
We also presented our own annual awards to people providing exceptional support to one or more of our clients.  The winners have mostly been employers and volunteers.  This has been very positive for the award-winner and the client(s) who received the support, as well as positive publicity for CHIS and the Trust (i.e. a win:win:win:win !).
[bookmark: _Hlk188280418]Being an innovative service was central to our early awards and citations. However, there are many ways to build the service profile. Any significant development or innovation can be reported to management and commissioning, as can conference papers/posters and publications, although the latter will likely go unread. Providing training raises the profile regionally and nationally (and potential internationally) with the proviso that such training was valued by some managers but not by some with a narrow Trust focus.  However, professional training also promotes staff recruitment.
It has also paid dividends to take any opportunities to meet with the chief executive and other senior Trust staff to raise service awareness and share developments.     
14.    Client and family representation 
We endeavoured to give a full voice to our clients and relatives, not only through feedback but also in our steering group. Meeting quarterly this group reviewed many service issues including annual statistics, objectives, developments, concerns, any complaints, staff vacancies and any proposed research projects. This enabled clients and relatives to inform service development but also enabled me to draw on their views in discussions with managers and commissioners. Whilst my professional view could be disregarded, it is not so easy to dismiss the views of clients and relatives. 
Focus groups with clients and/or relatives have addressed a few specific issues with views sent to management and commissioning. For example, when a commissioner queried length of input, we suggested meeting with clients and relatives. When this invitation was not taken up, focus groups highlighted lack of understanding amongst health professionals of hidden ABI long-term difficulties and the critical role of CHIS in both explaining these to other services and in providing an essential ‘safety net’. 
Clients contribute both as volunteers (e.g. mentors) and in various project steering groups. They also joined staff in meeting with CQC inspectors which, I suspect, was instrumental in our ‘excellent’ rating. Whilst this may be seen as a risk, as steering group members we were aware of their views. Even if concerns are raised, this provides an opportunity to illustrate how CHIS responds to any such concerns. 
15.    Highlighting value for money  
  	If the service has been successful in reducing negative outcomes, there is a risk of being a ‘victim of your own success’ with the needs and costs of ABI becoming less visible. As a result, managers or commissioners may question the current level of provision. As such, it is advisable to consider ways to show how the service continues to reduce negative outcomes and costs to the NHS and other services.  
I prepared a list of clients at high risk of costly outcomes (e.g. in-patient/residential care, supported living, imprisonment, unemployment, family breakdown), had they not been referred to CHIS. This illustrated how such outcomes and additional costs would likely rebound if CHIS was no longer able to meet the needs. If still involved, I would suggest including risk questions routinely within our initial assessments asking about (1) any identified risk and (2) the likelihood of this materialising without CHIS input. An alternative would be to invite the team to identify up-to-date examples.
16.    ‘Efficiency savings’ and risk assessments 
NHS financial pressures are, I imagine, pretty much universal. However, for small CABIRS, significant ‘efficiency savings’ will likely require reduced staffing and activity. On explaining this, it may help to show willing by reviewing the budget to identify any possible savings, however modest. It is also important to monitor your monthly budget statement to pick up and query any anomalies or changes. 
In spite of your concerns, you may still be required to make savings in staffing, most likely from any vacant posts. If so, it may be appropriate to submit a risk assessment to highlight the likely consequences. The resultant risk to clients and relatives will then be on the Trust risk register and likely seen by senior/wider management.  You can then plan how best to monitor and demonstrate any negative impact.
17.    Illustrative examples  
For professional training I have 45 video examples of clients illustrating the wide range of ABI difficulties, CHIS services and outcomes. Some of these include interviews with just clients, some also with relatives and some also with staff.  These are an invaluable resource used extensively in professional training and also in client and relatives’ educational programmes. As noted, they also enabled me to quote relevant client feedback in discussion with managers and/or commissioners.  
Some examples were adapted later as one-page summaries of ABI needs, CHIS services, outcomes and feedback. These were used to inform potential referrers and also shared with those developing or seeking to develop ABI services.  
18.   Team working 
It is obviously critical to work effectively within your respective teams. For me the foundation of teamwork is respect for the expertise, perspective, contribution and value of all team members. As an inter-disciplinary head of service this required me  to consult widely, to be responsive to the views of all team members and for key decisions and developments to be communicated openly across the whole team. 
Supporting staff who are subject to complaints or have development needs is essential, as is providing all reasonable adjustments, support and advocacy for staff with disability.  Supporting the team is an investment in individual staff, the team, the service and ultimately in our clients and relatives. In my experience this will likely pay dividends, not least in fostering reciprocal support within the team. As noted, you can also nominate individual staff or the team for relevant local, regional or national awards and take other opportunities to communicate their value to the service.     
19.   Facilitating service networks 
Services are often part of broader networks. Our county-wide ABI joint strategy across health, social care and Headway was supported by a referral protocol and ABI training programme, overseen by strategy and liaison groups. The latter morphed into an ABI rehabilitation service network group, which was cited as an example of good practice.  Senior management typically look favourably on partnership working.  
The specialist vocational rehabilitation programme attracted significant out-of-county referrals. This required liaison with neighbouring services, both to ensure appropriate referrals and to avoid either undermining those services or overstretching our own. My response to any inter-service tension was that ABI complexity means that no individual, team, service or organisation can meet the full range of needs. As such, we all need to take time to understand our respective contributions.  
20.   Looking after yourself 
I found leading services in the age of austerity to be very challenging. This was in spite of an excellent inter-disciplinary team, very experienced and supportive team leads and internal support from another consultant clinical neuropsychologist. This provided critical support for me but is likely atypical. 
If your line manager is a general manager, there may be a risk of becoming isolated professionally.  If so, it is essential to draw on local professional support, whenever needed. In a neurorehabilitation leadership role, you will often not have management support from someone experienced in the services you provide.  If so, it is important to maintain your external neurorehabilitation links and to consider external specialist support – in retrospect I wish I had made time for regular peer support.   
Summary 
Some of these strategies are routine but others less so, especially for those new to a development/management role and/or to services coming under threat. Other service leads will have their own favoured strategies.  Developing strategies and resources takes time when an urgent response may be required. As such, there is a need for specialist professional advice and support in maintaining services. I would certainly have benefited from a mentor figure, sharing their resources and experience of employing such strategies. 
Finally, never doubt the value of neuropsychological practice – if feeling demoralised, I suggest reminding yourself of client and relative feedback. Whilst we have worked hard to deliver quality services for them, their feedback was crucial in sustaining me, alongside team and peer support. 
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