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A. Service Specifications 
 
 

Service Specification No.  

Service Community Neurological Rehabilitation Team (CNRT) 
 

Commissioner Lead  

Provider Lead  

Period 2019 – 2022 

Date of Review March 2022 

 

1. Population Needs 

 
1.1  National/local context and evidence base 

 

There are 10 million people in the UK living with a neurological condition.  These conditions 
can have a have significant impact on a person’s life.  Over 1 million people are classed as 
disabled by their neurological condition whilst over 8 million people can manage their 
condition, but are likely to need some level of rehabilitation.  Alongside the person who has 
received a neurological diagnosis is their carer.  Approximately 850,000 people in the UK 
care for someone with a neurological condition and therefore it is important to have a timely 
service that looks at a person’s needs holistically to achieve goals that are helpful.   

The NHS Five Year Forward View, published in October 2014 by NHS England, sets out a 
positive vision for the future based around new models of care, a focus towards treating 
patients in the community and timely access to care. The NHS England Commissioning 
Guidance for Rehabilitation3, March 2016, sets out the evidence and best practice for 
commissioning rehabilitation services for the population. The key messages within the 
document indicate rehabilitation interventions underpin all conditions; rehabilitation is 
everyone’s business, and acknowledges that rehabilitation intervention runs through the life 
course. It demonstrates the value of commissioning rehabilitation for service users, the 
health and care system and society. The document includes the complexity of the range 
and scope of rehabilitation in a model, and an explanation of what good rehabilitation 
means to service users and their families and carers is described. The 10 principles of good 
rehabilitation services are clearly outlined to reflect the aims of a future health and care 
system and are underpinned by peer-reviewed evidence.  These principles are reflected in 
Table 1 below. 
 

Good rehabilitation services will:  

1 Optimise physical, mental and social wellbeing and have a close working 
partnership with people to support their needs 

2 Recognise people and those who are important to them, including carers, as a 
critical part of the interdisciplinary team 

3 Instill hope, support ambition and balance risk to maximise outcome and 
independence 

4 Use an individualised, goal-based approach, informed by evidence and best 
practice which focuses on people’s role in society 

5 Require early and ongoing assessment and identification of rehabilitation needs to 
support timely planning and interventions to improve outcomes and ensure 
seamless transition 

6 Support self-management through education and information to maintain health 
and wellbeing to achieve maximum potential 
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7 Make use of a wide variety of new and established interventions to improve 
outcomes e.g. exercise, technology, Cognitive Behavioural Therapy  

8 Deliver efficient and effective rehabilitation using integrated multi-agency pathways 
including, where appropriate, seven days a week  

9 Have strong leadership and accountability at all levels – with effective 
communication 

10 Share good practice, collect data and contribute to the evidence base by 
undertaking evaluation/audit/research 

 
Table 1: Principles of Good Rehabilitation Services 
 
In Greater Manchester there are around 6,000 new neurological diagnoses every year.  
Therefore it is estimated that around (add number for relevant CCG area) people (newly 
diagnosed and existing patients) will require some level of specialist neurological 
rehabilitation each year. Patients requiring specialist rehabilitation are those that typically 
present with a diverse mixture of medical, physical, sensory, cognitive, emotional, 
communicative, behavioural and social problems, which require specialist input from a wide 
range of rehabilitation disciplines (e.g. physiotherapy, occupational therapy, speech and 
language therapy, psychology, consultants trained in rehabilitation medicine, dietetics, 
orthotics, social work etc.).   
 
The Community Neurological rehabilitation Team (CNRT) will deliver specialist neurological 
rehabilitation to predominantly Category B1 patients, with a small number of these having 
some Category A2 needs on admission to the service, and some Category C3 patients who 
would benefit from CNRT intervention. 
 
The community neuro-rehabilitation service forms part of the Greater Manchester Neuro-
Rehabilitation Service as illustrated in the diagram below. 
 

   
 
Community rehabilitation services for neurological patients are currently not standardised in 
Greater Manchester.  This has led to significant variation in the models of delivery that are 
offered, the services provided and the capacity that is available. Currently patients receive 
different post-acute care depending on where they live.  This service specification has been 
developed to ensure local services are able to reduce the long waiting lists for complex 
patients, support timely discharge and reduce the wide variation in the type and intensity of 
rehabilitation support offered.   
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Another key aspect of the specification is that CNRT will provide an equitable service for all 
neurology patients who require rehabilitation as the service will provide support based on 
level of need and not diagnosis.   
 
Specialist input from an interdisciplinary team will ensure that a patient makes the 
appropriate route towards recovery with co-ordinated and cohesive care, and a person 
centred approach.  
 

2. NHS Outcomes 

 

2.1 NHS Outcomes Framework Domains & Indicators 

 

Domain 1 Preventing people from dying prematurely X 

Domain 2 Enhancing quality of life for people with long-term 

conditions 

X 

Domain 3 Helping people to recover from episodes of ill-health or 

following injury 

X 

Domain 4 Ensuring people have a positive experience of care X 

Domain 5 Treating and caring for people in safe environment and 

protecting them from avoidable harm 

x 

 

2.2 Local defined outcomes 

 
(To be defined by each CCG and may be linked with KPIs below) 

3. Scope 

 
3.1 Aims and objectives of service 
 
The Principles of the service include: 

 Evidence based care pathways with access for patients being discharged from 
hospital or living in the community, using clinical consensus or single case study 
outcomes when no evidence exists  

 Equality of patient experience across the conurbation through access to 
appropriate, timely care including shared decision making with patients and carers 

 A consistent, flexible and needs-led approach with integration between inpatient and 
community rehabilitation teams, as well as other NHS providers (e.g. primary care) 

 Involvement of other providers such as the voluntary sector to develop a more 
blended, asset based approach to rehabilitation care that addresses the wider 
needs of the patients and carers 

 Timely discharge from the service using community assets effectively to continue 
longer term goals and ensuring there is capacity to provide responsive assessment 
and treatment times following referral to the service 

 Standardised geographical inclusion criteria for all CCGs to promote efficient 
referrals 

 Outcome measures and KPIs that are a mixture of process indicators and measures 
that include patient reported experience and outcomes 

 Timely discharge from hospital via in-reach to support people returning home more 
quickly  and prevention of unnecessary readmission to hospital or attendance at GP 

 Promotion of self-management where appropriate 
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 Ability to re-refer patients back into services they may need 
 
3.2 Service description/care pathway 

 
(See Appendix A for further details of the service pathway, description, response times) 

Overall the service must be: 

 Responsive and needs-led 

 Community-based but with in-reach to support discharge from intermediate neuro-
rehabilitation units (INRUs) 

 Clearly signposted in and out of the service 

 Person-centred 

 Co-ordinated 

 Continuously in touch with the individual’s and family’s realities 

 Adept at person and family-centred approach to risk management 

 Open to feedback from users 

 All members are accountable and performance managed by a single line manager 
with respect to service provision. In addition, team members will access 
professional line management as appropriate. 

 They work towards a common goal with shared objectives, performance indicators 
and outcomes. 

 Each member makes a contribution based on specific competencies. 

 In addition each team member contributes to the expertise of the team as a whole. 

 Most service users have needs that can be met by the team in its entirety and 
rejected referrals should be clearly indicated how it could not be met by the team. 

 The team is real, not virtual and meets regularly and has a physical base. 

 Staffing is sufficient to sustain teamwork during predictable periods of staff absence. 

 Communication and sharing of information is regular and continuous. Internal 
referrals not needed. 

 Each member is contractually committed to the team with dedicated periods of time 
not shared with other responsibilities. 

 
 
Core team members  
 
The team must include professionals primarily responsible for one or more aspects of 
rehabilitation. A good deal of role blurring, delegation and inter-professional co-working is 
essential. The team must either include a rehabilitation medicine physician or have 
guaranteed access to advice from one. Ideally the minimum core team (those who have 
contracted sessions, are managed together and regularly attend patient specific and team 
meetings) must include staff from the list below unless there are robust pathways and 
timely access guaranteed from the relevant profession: 

 team leader 

 administrative support 

 nurses with specialist expertise 

 occupational therapists 

 physiotherapists 

 speech and language therapists 

 social worker/social inclusion lead 

 clinical neuropsychology 

 dietician 

 rehabilitation support workers/therapy assistants and assistant practitioners 

 dedicated sessions from a consultant physician in rehabilitation medicine 
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Often interdisciplinary and multidisciplinary are used interchangeably despite the clear 
differences between them. Essentially a collaborative care plan is developed in 
interdisciplinary patient interventions as each team member builds on each other’s 
expertise to achieve common shared goals by engaging in teamwork, whereas in 
multidisciplinary teams each team member uses his or her own expertise to develop 
individual care goals whilst working in the team.  
 
In a CNRT where the patient requires longer term intervention that can be met by an 
individual discipline the patient will be referred onto a unidisciplinary service that can meet 
this need. For example, where a patient has longer term speech and language intervention 
beyond interdisciplinary provision this will be referred to the adult community Speech and 
Language Therapy service. 
 
Rehabilitation support workers and assistant practitioners are integral to the team and 
support the registered team members. They need to be systematically trained by the 
registered staff, across a range of competencies relevant to neuro-rehabilitation, and within 
a competency framework.  
 
Through clear pathways, the core team members will be able to access or refer to specialist 
services such as: 

 mobility/movement services e.g. gait lab, functional electrical stimulation, 
hydrotherapy, wheelchair services, orthotics, splinting, BT-x 

 Orthoptics, orthotics, podiatry etc. 

 driving assessment centres 

 rehabilitation services delivered by other agencies such as social care and the 
Department of Work and Pensions 

 Drug and alcohol teams 

 Homelessness teams 
 
 
Staffing numbers 
 
In order to determine the staffing numbers required by the service, the minimum staffing 
levels per 100 cases for stroke can be used as a guideline, provided the direct and indirect 
demands of clinical posts and the therapy intensity needs of Category B patients are taken 
into account, along with the biopsychosocial model of rehabilitation promoted in the 
Commissioning Guidance for Rehabilitation (March 2016) where the focus on activity and 
participation is strong and which lends itself towards interdisciplinary working and inclusion 
of posts not previously considered. For example, Table 3 below shows the number of 
WTEs required for each role for a CNRT treating 750 cases per annum. The table also 
compares CNRT recommended staffing levels with the Stroke community rehabilitation 
staffing per 100 cases. 
 

Disciplines GM CNRT 
recommended 
minimum staffing 
(WTE) for 750 cases 

CNRT 
Minimum 
Staffing per 
100 cases 

Community 
Stroke Rehab 
Minimum Staffing 
per 100 cases 

Team Leader 1 0.134 - 

Nurse Specialists 3 0.4 0-1.2 

Physiotherapists 8 1.07 1 

Occupational 
Therapists 

8 1.07 1 

Speech & Language 
Therapists 

3 0.4 0.4 

Clinical 1.5 0.2 0.2 
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Neuropsychology 

Social Worker and/or 
Participation/Self-
management Lead 

1 0.134 0.5 per team 

Dietician 0.5 0.067 0.67 (not part of 
core team) 

Therapy Assistants 10 1.34 1 

Neuropsychology 
Assistant 

1 0.134 - 

Consultant Dedicated sessional 
support* or 0.5 

0.067 0.1 

Administrators 3 0.4  

TOTAL WTE 40.5WTE 5.4 WTE 4.87 - 6.07 WTE 

 
Following the Carter Review (February 2016), regarding productivity in NHS (England) 
acute hospitals, there is now a focus on community providers to maximise clinical staff in 
patient focused activity. National NHS Workforce data, North West data and local 
information indicates clinical staff spends less than 50% of their time in patient related 
clinical activity. 
 
There is little reference in national guidance or available literature to reflect the most 
appropriate banding required meeting the need of this client group, and what impact this 
has on capacity and outcomes. Local audit data (Table 4 below) shows that the more junior 
staff tend to keep the patients in the service for longer to achieve the same outcome, for a 
similar disability profile, than more experienced staff. Common sense would suggest a 
balance to ensure future clinical sustainability, and should include the cost benefit analysis 
to better understand the local clinical need relative to banding. See separate CNRT briefing 
paper for examples. 

Disability MILD Moderate 

Grade Sessions 
per week 

No of 
weeks 

Cost (staff 
only) 

Sessions 
per week 

No of 
weeks 

Cost (staff 
only) 

PT 6 3 x 60’ 6 £324.18 3 x 60’ 8 £432.24 

 7 3 x 60’ 5 £307.05 3 x 60’ 6.5 £399.17 

 8a 3 x 60’ 4 £286.08 3 x 60’ 5 £357.60 

 8b 4 x 60’ 2 £235.84 4 x 60’ 2.5 £294.80 
        

     Table 4 

 
Pathway 1 as per the community neuro-rehabilitation model: 
 

Returning people home as early as possible is a key principle of the GM neuro-
rehabilitation service. Community neuro-rehabilitation teams will in-reach into inpatient 
neuro-rehabilitation services (NHS and Private providers) where practical and appropriate 
to draw people out of hospital and support a seamless transition from inpatient to 
community services. The in-reach to INRUs can include joint triage for high dependency or 
complex clinical/disability presentations; to support timely discharge where appropriate, to 
support patient case conferences; and to transition to CNRT as appropriate, including 
continuation of or planning for rehabilitation goals.  
 
Prior to discharge to CNRT from inpatient services: 

 All patients should have a comprehensive assessment covering their physical, 
psychological and social needs (including housing, financial difficulties etc.) 

 The need for equipment and adaptations (including wheelchairs, telecare) should be 
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assessed prior to discharge and provided before the patients Expected Discharged 
Date (EDD). 

 CNRTs, in collaboration with inpatient teams and the patient/family as appropriate, 
will: 

o assess potential for rehabilitation in the community 
o establish initial goals and/or identify which rehabilitation goals will be carried 

through into the community setting 
o establish with the patient and/or family when the CNRT will make contact 

following discharge e.g. telephone call within 2 working days of discharge 
 
Treatment: 

 Intervention will commence within 7 days of discharge from inpatient services, as 
appropriate 

 
 
Pathways 2 and 3 as per the community neuro-rehabilitation model: 
 
New referrals can be made by any health or social care professional and patients who have 
accessed the service can re-refer themselves into the service as required. New referrals 
will be via a standardised referral form, common to all Greater Manchester CNRTs. 
Patients who have previously accessed the community neuro-rehabilitation service can 
self-refer back into the service. 

Referrals will be triaged via telephone or face-to-face (as appropriate) by a senior clinician, 
within 2 working days of receipt. The triage is to identify overall impact of problem on the 
patient’s life plan and available evidence that indicates a delay in intervention would 
adversely affect the outcome. Patients will have an interdisciplinary assessment within 21 
days of the triage; the timescales will be based on the person’s needs as identified during 
the triage e.g. patients deemed to be at high risk will be assessed within 2 working days of 
the triage, patients at moderate risk will be assessed within 14 days of the triage and 
patients at low risk will be assessed within 21 days of the triage. 

 

 
Possible Interventions 
Direct interventions from the service may include: 

 Physical Therapy 

 Cognitive Rehabilitation Therapy 

 Psychological Therapy 

 Speech & Language Therapy 

 Fatigue Management 

 Continence Management 

 Exercise Classes 

 Vocational Rehabilitation 
 
Indirect interventions may include: 

 Provision of aids, postural support and orthotics 

 Refer to/liaise with other health and social care providers 

 Education and support groups for patients/carers 

 Liaison with GP, specialist nurses or consultants who support other clinical/medical 
need 

 
 
Duration and intensity of interventions: 
 
The majority of patients will complete their rehabilitation within 3-6 months of being 
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admitted into the CNRT service. For the small number of individuals who require 
rehabilitation beyond 6 months, a review will take place prior to the 6 month mark, to 
ensure that remaining in the service beyond 6 months is the most appropriate treatment 
option for the patient. Following discharge from the service, patients can self-refer back into 
the service as the need arises. 
 
Patients will receive therapy at intensity appropriate to their need, however CNRTs will be 
able to provide therapy at least once daily (if required by the patient) or more if this is 
clinically determined that the community contextual setting will improve the outcomes. 
Where very high intensity staffing ratios are required to prevent harm this will be delivered if 
this is clinically determined that the community contextual setting will improve the outcomes 
or whilst referral for inpatient neuro-rehabilitation in actioned. 
 
 
Discharge Planning from CNRT: 
 
Discharge will be by the interdisciplinary team (IDT) based on agreed local protocol with 
confirmation of discharge sent to the individual’s GP within 7 days. As the service is goal 
led, users of the service may be discharged from the service for one of the following 
reasons (with arrangements for subsequent review of these decisions): 

 achievement of agreed goals, no new goals 

 when an individual declines further input 

 rehabilitation no longer demonstrates any impact if goals are not achieved 

 where no feasible rehabilitation goals can be agreed 

 referred on to more appropriate services 

 joint working with the end of life care pathway where appropriate 
 

The 12 month review date will be planned at discharge. The purpose of the 12 month 
review is to review quality of life, objective markers and to determine whether people have 
sustained change. 
 
 
3.3 Hours of service 
 

 The service shall operate for 8 hours per day, Monday to Friday, between the time 
of 8am – 6pm, extending to ad hoc hours beyond 8am-6pm according to patient 
need (for example, evening meal time assessments; engagement in groups; 
specific assessments outside patient working hours) 

 The service shall operate a reduced service on Saturdays to support timely 
discharge from hospital, and continuation of high priority rehab patients already on 
the caseload or newly discharged on a Thursday or Friday for continuity of 
treatment. 

 
 
3.4 Population covered 
 

 Adults over 18, but with flexibility for young people in transition from paediatric 
services, newly diagnosed, or new to the area, should the adult service be the most 
appropriate service for the individual 

 People who are registered with a GP within the commissioning CCGs boundaries, 
but subject to reciprocal arrangements for cross boundary issues   

 The person may be living in their own home, a relative’s home, nursing home or 
residential care, and this may be their new, temporary or permanent residence. 
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3.5 Any acceptance and exclusion criteria and thresholds 
 
Referrals will be accepted if the person is: 

 diagnosed with a neurological disability  

 those who are awaiting diagnosis may be eligible 

 able to participate in rehabilitation 

 Individuals with cognitive or psychological difficulties (e.g. those with dementia or 
intellectual disabilities) are eligible if they have needs arising from concurrent 
neurological disabilities. 

 Re-referrals of people with neurological conditions are accepted if there is a specific 
rehabilitation goal. The team may advise on ‘maintenance1’ interventions that have 
a preventive rationale, and may assess care needs and co-ordinate revised care 
arrangements in response to changing needs, but does not itself provide ongoing 
‘care’. 

 There must be an appropriate space in the person’s home (or in a clinic) so that the 
rehabilitation can be delivered safely.  
 

 

Exclusion Criteria: 

 This specification describes services for adults i.e. for patients aged 18 years and 
above. However, exceptions will be considered where the neuro-rehabilitation 
services would provide the most appropriate setting for patients aged 16 years and 
above 

 If the overriding requirement is for management of symptoms rather than disabilities 
(e.g. pain, headache or seizures) without additional rehabilitation issues being 
identified or where symptoms mean rehabilitation is not possible 

 If the dominant impairment is impaired cognition or mood or behavioural disorder 
without other neurological impairments being present (e.g. primary dementia or 
intellectual disability) 

 If individuals or their families cannot identify rehabilitation goals (entailing changes 
in their current situation) 

 If the individual cannot or does not wish to participate in therapy 

 If there has been no significant change since last discharged from the service 
 

                                                      
1 Maintenance therapy: 

 
The aim of maintenance therapy is to prevent objectively measurable deterioration in a 
patient’s condition; functional capacity and quality of life. Without measurable outcome 
effects, maintenance therapy is not justifiable. 
 
Maintenance therapy is determined by need, not diagnosis, and may fall into 2 categories: 

1. Following neuro-rehabilitation intervention the patients will maintain themselves 
independently and self-manage. 

2. Following neuro-rehabilitation intervention the patients, who, despite their own best 
efforts, are unable to maintain themselves independently, and will continue to require 
some ongoing maintenance therapy to prevent measurable deterioration. This is 
likely to be delivered by trained carers. Where the need for more skilled carer is 
required this should be demonstrable objectively with a clear rationale of the need. 
This is likely to be demonstrated where a quantifiable deterioration occurs despite 
maintenance therapy from trained carers. 
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3.6 Interdependence with other services/providers 
 

 The service should work in partnership with GPs, local integrated services and other 
primary and secondary care services to provide a holistic approach to patient care 
 

 Forge relationships with other relevant statutory and non-statutory providers within the 
health economy (e.g. MS society, Parkinsons UK) 

 

 The service will not be responsible for the management of complex health needs, for 
example, management of tracheostomy. The service will however work alongside other 
clinicians and services to provide neuro-rehabilitation, whilst those services are 
managing patients complex healthcare needs. 

  

4. Applicable Service Standards 

 
4.1 Applicable national standards (eg NICE) 
 
NICE (CG 68) - https://www.nice.org.uk/guidance/CG68 
NICE (CG 162) - https://www.nice.org.uk/Guidance/CG162 
NICE (CG 186) – https://www.nice.org.uk/Guidance/CG186 
NICE (NG71) – https://www.nice.org.uk/guidance/ng71 
NICE (IPG 278) – https://www.nice.org.uk/Guidance/IPG278 
BRSM relevant Guidance 
RCP relevant Guidance 
 
 
4.2 Applicable standards set out in Guidance and/or issued by a competent body 
 
NHS England (2014) Five Year Forward View. NHS England. London, Department of 
Health (2013). 
 
NHS England (2016) Commissioning Guidance for Rehabilitation. Department of health. 
London.  
 
Rehabilitation is Everyone’s Business: Principles and Expectations for Good Adult 
Rehabilitation (2015) Wessex Strategic Clinical Networks 
 
 
4.3 Applicable local standards 
Under development 
 

5. Applicable quality requirements and CQUIN goals 

 
5.1 Applicable Quality Requirements  

 
NHS England, through Data Improvement leads have recognised data sets, collections and 
extractions for commissioners, clinical audit and government statistics lends itself useful for 
acute hospitals and less so in community services. It is easy to measure when a biomedical 
model is used, yet much harder to measure in the biopsychosocial or holistic model. NHS 
England is encouraging a focus towards data capture that is focused towards self-care, 
independence, productivity and a higher quality of life. 
The service will work in partnership with (to add as appropriate for local service) and will 
provide data and information as agreed to support open and transparent reporting of 

https://www.nice.org.uk/guidance/CG68
https://www.nice.org.uk/Guidance/CG162
https://www.nice.org.uk/Guidance/CG186
https://www.nice.org.uk/guidance/ng71
https://www.nice.org.uk/Guidance/IPG278
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service structure, process measures and outcomes. Examples include: 
 

 Number of self-referrals to the CNRT (e.g. self-referral to musculoskeletal 
physiotherapy services reduced patient-related costs such as prescribing, X-rays 
and magnetic resonance imaging. Self-referral saved £25,000 per 100 population; 
self-referral to MSK physiotherapy costs 25% less than traditional GP referral and 
GP-prompted self-referral costs 10% less per episode. Self-referral releases 
capacity in primary and secondary care 
 

 Number and timely response to dysphagia problems (e.g. every £1 invested in 
low-intensity speech and language therapy for swallowing difficulties is estimated to 
generate £2.30 in healthcare cost savings through the avoidance of chest infections. 
 
 

The core data will include: 

 Total number of referrals per year 

 Total number of patients admitted per year 

 Disability Complexity Profile and diagnosis group 

 Length of stay in CNRT 

 Length of stay in inpatient neuro-rehabilitation service prior to referral to CNRT 

 Reduction in in-patient bed days 

 Wait times to access service and, where appropriate, any wait times along the 
rehabilitation pathway. 

 Change in referrals received from GPs/other health professionals; percentage of 
self-referrals 

 DNA and cancellation rates 

 Number of and response time to dysphagia problems 

 Total numbers of reviews completed and how many individuals have sustained 
change/self-management at 12 months post discharge. 

 How many are in employment and returned to employment/voluntary work on 
discharge 

 Numbers of patients are discharged from acute care with a clear and agreed plan of 
how their rehabilitation and care will continue in the community. 

 Reduction in Consultant follow-up appointments per year 

 Total amount of clinical time available/used to the service 

 Number of referrals resulting in a reduction in care needs 

 Quality of Life and Carer burden 

 Referral by referral type 

 Waits at point of referral to other specialist services e.g. provision of 
technology/equipment/wheelchair & seating etc. 

 Number of Continuing Care patients assessed 

 Individuals’ confidence to self-manage 
 
 
Expected service outcomes 

 Disability Complexity Profile (Pre & Post) 

 Change in person-centred goals post rehabilitation 

 Change in Quality of Life as perceived by the patient 

 Change in therapy objective and outcome measures 
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5.2. Key Performance Indicators and Information Requirements:  

Community Neuro-Rehabilitation Service Measures 

  Measure Threshold 

1 Source of Referral N/A 

2 Number of re-referrals Benchmarking locally 

3 Rehabilitation Caseload Complexity on Commencing Therapy Benchmarking locally 

4 Pathway 1 
Percentage of patients commencing therapy within 7 day of discharge from 
hospital 95% 

5 

Pathways 
2 & 3 

Percentage of patients triaged within 2 working days of referral 95% 

6 

Percentage of patients assessed within: 
- 2 working days of triage for high risk patients 
- 14 days of triage for moderate risk patients 
- 21 days of triage for low risk patients 95% 

7 Average number of days from referral to commencing therapy Benchmarking locally 

8 (optional) Delay in days (average) commencing therapy by uni-professional group Benchmarking locally 

9 Percentage of goals achieved Benchmarking locally 

10 Average length of stay in the service  
Benchmarking locally 

10a Length of Stay (Range) 
Benchmarking locally 

11 
Percentage of patients reporting positive experience on friends and family 
test or patient experience survey 90% 

12 
Percentage of patients who report that their quality of life has improved as 
a result of CNRT intervention Benchmarking locally 

13 (optional) Onward Referrals/Sign-postings N/A 

14 
Percentage of patients who have sustained change/self-management at 12 
months post discharge Benchmarking locally 

 
 

6. Location of Provider Premises 

 
The Provider’s Premises are located at: 
 
 

7. REFERENCES 

 

http://www.bsrm.org.uk/downloads/specialised-neurorehabilitation-service-standards--7-30-
4-2015-forweb.pdf - Category of Patient Need for Rehabilitation Services: 
1Category B- patient rehabilitation needs (applicable domains):  

 Patient goals for rehabilitation may include: 
o Improved physical, cognitive, social and psychological function / independence 

in activities in and around the home; 
o Participation in societal roles (e.g. work / parenting / relationships); 
o Disability management e.g. to maintain existing function; manage unwanted 

behaviours / facilitate adjustment to change; 
o Improved quality of life and living including symptom management, complex 

care planning, support for family and carers, including neuro-palliative 
rehabilitation 

 Patients have moderate to severe physical, cognitive and/or communicative 
disabilities which may include mild moderate behavioural problems 

 Patients require rehabilitation from expert staff in a variety of contextual settings 

http://www.bsrm.org.uk/downloads/specialised-neurorehabilitation-service-standards--7-30-4-2015-forweb.pdf
http://www.bsrm.org.uk/downloads/specialised-neurorehabilitation-service-standards--7-30-4-2015-forweb.pdf
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 In particular rehabilitation will usually include one or more of the following: 
o intensive co-ordinated interdisciplinary intervention from therapy disciplines  
o medium length rehabilitation programme required to achieve rehabilitation goals 

– typically 1-3 months, but up to a maximum of 6 months, providing this can be 
justified by measurable outcomes 

o special equipment (e.g. specialist mobility/ training aids, orthotics, assistive 
technology) or interventions (e.g. spasticity management with botulinum toxin) 

o interventions to support goals such as return to work, or resumption of other 
extended activities of daily living, e.g. home-making, managing personal 
finances. 

o patients may also have medical problems requiring ongoing 
investigation/treatment 

 
2Category A- patient rehabilitation needs (applicable domains):  

 Patient goals for rehabilitation as above 

 medium length to long term rehabilitation programme required to achieve 
rehabilitation goals – typically 2-4 months, but up 6 months or more, providing this 
can be justified by measurable outcomes 

 very high intensity staffing ratios e.g. individual patient therapy sessions involving 2-
3 trained therapists at any one time 

 equipment e.g. bespoke assistive technology / seating systems, orthotics, 
environmental control systems/computers or communication aids. 

 complex vocational rehabilitation including inter-disciplinary assessment / multi-
agency intervention to support return to work , vocational retraining, or withdrawal 
from work / financial planning as appropriate 
 

3Category C- patient rehabilitation needs (applicable domains):  

 Patients require rehabilitation in the context of their specialist treatment as part of a 
specific diagnostic group (e.g. stroke) 

 Patients may require specialist medical investigation / procedures for the specific 
condition 

 Patients usually require less intensive rehabilitation intervention from 1-3 therapy 
disciplines in relatively short rehabilitation programmes (i.e. up to 6 weeks) 

 Patients are treated by a local specialist team and staffed by therapy and nursing 
teams with specialist expertise in the target condition. 

 
 
Wade D (2015) ‘Rehabilitation – a new approach. Overview and Part One: the problems’ 
Clinical Rehabilitation Vol 29 (11) 1041-1050 
 
Wade D (2015) ‘Rehabilitation – a new approach. Part two: the underlying theories’ Clinical 
Rehabilitation Vol 29 (12) 1145-1154 
 
Wade D (2016) ‘Rehabilitation – a new approach. Part three: the implications of the 
theories’ Clinical Rehabilitation Vol 30 (1) 3-10 
 
Wade D (2016) ‘Rehabilitation – a new approach. Part four: a new paradigm, and its 
implications’ Clinical Rehabilitation Vol 30 (2) 109-118 
 
 
National Audit Office (2015) Services for people with neurological conditions: progress 
review. National Audit Office, London. 
 
NHS England (2014) Five Year Forward View. NHS England. London,  Department of 



Greater Manchester Community Neuro-Rehabilitation Model and Service Specification: version 1.3, 6
th

 March 2019  

14 

 

Health (2013)  
 
The NHS Outcomes Framework 2014/15. Department of Health, London. 
 
Thornhill S, Teasdale G. M, Murray, G.D, McEwen J, Roy C. W, Penny K.I. (2000) 
‘Disability in young people and adults one year after head injury: prospective cohort study’ 
BMJ 320 :1631  
 
Stroke Association (2015) State of the Nation: Stroke statistics 
[https://www.stroke.org.uk/sites/default/files/stroke_statistics_2015.pdf] 
 
National Audit Office (2011) Report on services for people with neurological 
conditions. National Audit Office, London 
 
World Health Organization (2002) International Classification of Functioning, Disability 
and Health [http://www.who.int/classifications/icf/en/] 
 
Department of Health (2014) The Adult Social Care Outcomes Framework 2015/16. 
Department of Health, London. 
 
Department of Health (2005) National Service Framework for Long-term Conditions 
[https://www.gov.uk/government/uploads/system/uploads/attachment_data/file 
/198114/National_Service_Framework_for_Long_Term_Conditions.pdf] 
 
Turner-Stokes L. The UK FIM+FAM (Functional Assessment Measure) Developed by 
the UK FIM+FAM Users Group Version 2.1 Brief overview 
[http://www.bsrm.co.uk/publications/LeamingtonSpa2010Docs/V2- 
1%20FIMFAM%20Overview%20sendout.pdf] 
 
Department of Health (2011) Transforming Community Services Demonstrating and 
Measuring Achievement: Community Indicators for Quality Improvement. Department 
of Health, London 
 

Commissioning Guidance for Rehabilitation, NHS England March 2016 
 
Rehabilitation is Everyone’s Business: Principles and Expectations for Good Adult 
Rehabilitation June 2015 
 
Wessex Strategic Clinical Networks Rehabilitation, Reablement & Recovery Quality 
Guidance Document September 2014 
 
Walter C. Chop Regular H. Robnett, ed., Gerontology for the Health Care Professional, ed. 
(Boston: Jones and Bartlett Publishers, 2010). 
 
Andrew Booth, Steven Ariss,Tony Smith, Pam Enderby, and Alison Roots, Susan A 
Nancarrow, “Ten principles of good interdisciplinary team work,” Human Resource Health, 
2013: 1-11 
 
 

 
 

 
 
 
 
 



Greater Manchester Community Neuro-Rehabilitation Model and Service Specification: version 1.3, 6
th

 March 2019  

15 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
APPENDIX A: Service pathway, description 



Greater Manchester Community Neuro-Rehabilitation Model and Service Specification: version 1.3, 6
th

 March 2019 

16 

 

INTEGRATED COMMUNITY NEURO-REHABILITATION MODEL 

Pathway 3  
Discharged to residential/nursing home 

 

  
  
  

  

Pathway 2  
Therapy at home/community with CNRT & appropriate care 

package 

  
  

Interdisciplinary Community Neuro-rehabilitation Team (CNRT) 

CORE: Specialist SW; OT, PT, SLT, Nurse, Clinical Neuropsychologist, 
RSW/Therapy Assistants, Medical and Administration 

  

  

COMMUNITY REFERRALS 

GP    General Rehabilitation   Falls Prevention     UCCT/Rapid Response     District 
Nursing     Tissue viability   Continence Services   Respite    Palliative   Support 
groups      IAPT Healthy Lifestyle services    Activity groups     Exercise classes    

Carer Resources services   Leisure & Vocational activities & groups   etc 

    INTEGRATED COMMUNITY PROVISION 
  
  

ONGOING REHABILITATION NEEDS 
In reach by CNRT to pull patients out of hospital earlier 
Triage with CNRT to support ethical, risk and clinical decision 
making (pathways) 
Holistic approach towards activity and participation 

 

NO REHABILITATION NEEDS IDENTIFIED 
Integrated Community Provision as appropriate 
Consultation with CNRT to support ethical, risk and clinical 
decision making for non-specialist support 

 

INPATIENT REFERRALS 

 

 

 

 
 

NO REHABILITATION NEEDS IDENTIFIED 
Integrated Community Provision as appropriate 
Consultation with CNRT to support ethical, risk and clinical 
decision making for non-specialist support 

 

ONGOING REHABILITATION NEEDS 
Contact by phone/face-to-face, as appropriate 
Triage with CNRT to support ethical, risk and clinical decision 
making (pathways) within 2 working days 
Holistic approach towards activity and participation 

 

SUPPORT SERVICES ACCESSED AS NEEDED 
Orthotics; Orthoptics; Podiatry; Posture & Mobility Services; Spasticity Management; FES; Splinting; Review Clinics (AHP & Medical); Return to Work; Vocational Support;   

Case Management; Personal health Budgets; Voluntary & Charity Networks, Exercises & Activity sessions; Communication groups etc 
 

Pathway 1  
Supported Discharge with CNRT & appropriate care 

package 
 
 

  
  

  

ONGOING REHABILITATION NEEDS 
 

In-reach to pull patient out of hospital & triage clinical need 
based on ethical and clinical risk 
 
Agree contact e.g. telephone call within 2 working days; 
intervention within 7 days 
 
Therapy based on need, including appropriate environment 
& equipment 
 
Intervention based on Activity & Participation goals & for as 
long as needed (appropriate outcome & impact measures 
apply) 
 
NO FURTHER GOALS THEN DISCHARGE & TO MORE/LESS 

SPECIALIST; SELF-MANAGEMENT; REVIEW CLINICS 
 

 

ONGOING REHABILITATION NEEDS 
 

Triage clinical need based on ethical and clinical risk within 2 
working days of referral 
 
IDT Assessment within 2 to 21 days based on risk as defined 
during triage 
 
Therapy based on need, including appropriate maintenance 
programmes & carer training 
 
Support services referrals as needed 
 
Referral to Community Matron as appropriate 

 
NO FURTHER GOALS THEN DISCHARGE & TO MORE/LESS 

SPECIALIST; SELF-MANAGEMENT; REVIEW CLINICS 
 

ONGOING REHABILITATION NEEDS 
 

 Triage clinical need based on ethical and clinical risk within 2 
working days of referral 

 
IDT Assessment within 2 to 21 days based on risk as defined 
during triage 
 
Therapy based on need, including appropriate environment & 
equipment 
 
Intervention based on Activity & Participation goals & for as long 
as needed (appropriate outcome & impact measures apply) 

 
 

NO FURTHER GOALS THEN DISCHARGE & TO MORE/LESS 
SPECIALIST; SELF-MANAGEMENT; REVIEW CLINICS 
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 The Community Neuro Rehabilitation Team 

 The Community Neuro Rehabilitation Team (CNRT) will provide rehabilitation support to anyone with a neurological diagnosis and that 
support will be provided in a timely way dependent upon the persons need and not their diagnosis.   

. 
  
Inter-disciplinary team approaches integrate separate discipline approaches into a single initial consultation and approach. That is, the 
patient-history taking, assessment, diagnosis, intervention and short- and long-term management goals are conducted by the team, together 
with the patient, at the one time. The patient is intimately involved in any discussions regarding their condition or prognosis and the plans 
about their care. 
 
The CNRT will follow the holistic model as described by Wade (Clinical Rehabilitation Editorials 2015/2016 1-4), including patient choice and 
their perception of their quality of life, to enable the individual accessing CNRT to take responsibility for their behaviour and the opportunity 
for CNRT to influence this choice.  

 

Overview The NHS England Commissioning Guidance for Rehabilitation advocates the biopsychosocial approach which considers biological, 
psychological, and social factors and their complex interactions in understanding health, illness, and health care delivery. The holistic model8-

11 is an extension of this model and looks at the individual as a whole person and promotes wellness and keeping well. It includes 
appreciation of individual choice (free-will) and quality of life.  
 
Appreciating choice enables individuals to take responsibility for their behaviours and offers the rehabilitation professional the opportunity 
influence the choice made and helps the individual understand the consequence of their choice. Quality of Life is recognised as difficult to 
define or measure as it is the judgement made by the individual about their circumstance.  
 
Given that there is no certainty that individuals will stop being ‘ill’ once their disease or impairments have been addressed, services will need 
to fully understand the individual persons context and aim to return to this as soon as is safe and possible to ensure the individual continues 
to engage in their life plan. 

Service 
Actions 

Descriptor Standard/Specific Detail 

1 People with disability as a result of neurological condition receive 
appropriate rehabilitation from a specialist neuro-rehabilitation team 
within the community with the relevant specialist neurological skills 
to meet the needs of the patient. 

BSRM Specialised Neuro-rehabilitation Service Standards (2015): 
recognized experience and specialist training to meet neuro-
rehabilitation needs. 
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2 The specialist Community Neuro-rehabilitation Team (CNRT) shall 
be interdisciplinary in its approach from core disciplines including 
psychologists, occupational therapists, physiotherapists, speech 
and language therapists and nursing and be sufficiently staffed to 
meet the individual patient’s needs and the treatment pathways 
identified. 

Dedicated sessions from a Consultant in Rehabilitation Medicine 
 
The team must include professionals primarily responsible for one or 
more aspects of rehabilitation. A good deal of role blurring, delegation 
and inter-professional co-working is essential. 

3 In-reach into in-patient services to draw people out of hospital and 
support a seamless transition from inpatient to community services 
can include joint triage for high dependency or complex 
clinical/disability presentations; to support early discharge where 
appropriate, and to support patient case conferences; transition to 
CNRT as appropriate. 
 
 
 
 

Referrals from Hospital In-patient Services/Intermediate Neuro-
rehabilitation Units (INRU)/Private Neuro-rehabilitation In-patient 
Units: 

 Single referral form common to all CNRTs in GM 

 Joint triage  for high dependency or complex clinical/disability 

presentations 

 In-reach to support early discharge where appropriate 

 In-reach to support patient case conferences; transition to 

CNRT as appropriate 

 Prioritise CNRT intervention (assessment/treatment/advice etc)  

relative to clinical risk 

4 All patients shall be effectively discharged into the community at the 
earliest point once the acute team have identified the patient is 
medically stable and does not require any further in-patient care.  

The appropriate pathway within the model of rehabilitation will be 
identified and provided based on patient need, without delay. 
 

5 Where appropriate, the CNRT will attend home visits to support a 
seamless transition from in-patient to community services. 
 

Prior to discharge all patients should have a comprehensive 
assessment covering their physical, psychological and social needs 
(including housing, financial difficulties etc.). Equipment: The need for 
equipment and adaptations (including wheelchairs, telecare) should 
be assessed prior to discharge and provided before the patient goes 
home.  The CNRT shall attend home visits as needed to support 
coordination of pathways and discharge planning. 
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6 Community referrals will receive an interdisciplinary holistic 
assessment to triage clinical need. 

 
 

Triage is a complex person-centred decision about risk that must be 
made by a highly skilled and competent practitioner as it needs 
sophisticated reasoning through of the root of the person’s request for 
help, the factors that will predispose them to and protect them from 
the precipitation of harm/impact, and the factors that will perpetuate or 
worsen their current harm/impact. 
 
It requires an in-depth knowledge of evidence-base; local services and 
resources to help direct people to the most likely source of help in as 
timely a way as possible. 
 
Any patient living in the community who are eligible for the CNRT shall 
be triaged by the CNRT and contact made with the patient within 48 
hours to determine need and management pathway. 

7 Access for referrals to the specialist community neuro-rehabilitation 
team is through direct contact with the team via referral. Self-
referrals will be dealt with by trained team administrators who can 
deal with the wide variety of communication and behaviour 
problems of this client group. Access for assessment will be 
delivered through an interdisciplinary holistic approach in the most 
appropriate environment determined by the team. 

A single point of contact for the CNRT shall be provided when patients 
leave hospital as part of the joint health and social care plan provided 
by the acute team 

8 Interventions will be needs led and time-limited to this need with the 
intensity and duration of interventions being based on clinical need 
tailored to goals and outcomes. Interventions will be person-centred 
and meaningful to the disabled individual. Goals will be specific, 
measurable, realistic, achievable and timely and set in collaboration 
with the individual and/or their carers. They will be reviewed in an 
appropriate timescale depending on the needs of the person. 
Individuals will be encouraged and supported to self-manage 
through practice between rehabilitation sessions 
 

Interventions will be needs-led, time-limited to this need. 

9. Discharge will be by the interdisciplinary team (IDT) based on 
agreed local protocol with confirmation of discharge sent to the 
individual’s GP within 7 days. As the service is goal led, users of the 
service may be discharged from the service for one of the following 

The GP shall be informed of admission to the team by the CNRT 
within a week of admission. A discharge summary must be sent to 
them within a week post discharge from the CNRT with a summary of 
functional ability, progress and any recommendations following the 
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reasons (with arrangements for subsequent review of these 
decisions): 

 achievement of agreed goals, no new goals 

 when an individual declines further input 

 rehabilitation no longer demonstrates any impact if goals are 
not achieved 

 where no feasible rehabilitation goals can be agreed 

 referred on to more appropriate services 

 joint working with the end of life care pathway where 
appropriate 

team’s intervention. 
 
The decision to refer on to other generic community rehabilitation 
teams should only be made by the CNRT when it is deemed specialist 
CNRT management and treatment is no longer needed and patient 
needs can be met by a generic rehabilitation service or other services 

10 A range of services must be in place and easily accessible to 
support the long term needs of individuals and their carers/families 
encouraging self-management where appropriate. 

These will be accessed/coordinated by the CNRT as needed to 
ensure holistic coordinated care planning with other services 

11 The service shall operate for 8 hours between the hours of 8am – 
6pm, 5 days a week Monday to Friday, extended to the evenings 
(ad hoc) and weekend (6 days) dependent on patient need.   
 

Priorities for the weekend working should be to support hospital 
discharge or continuation of high priority rehab patients already on the 
caseload or newly discharged on a Thursday or Friday for continuity of 
treatment. 


