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Preface

During my specialist rehabilitation medicine training in Cambridge, I tried to
find a suitable text to refer to when dealing with the usual mix of cases seen in
a typical neurological rehabilitation service. I found many excellent large
reference textbooks and also a few pocket books with a wealth of information.
However, the popular books were either neurological texts concentrating
mainly on neurological disorders as a primarily diagnostic challenge or
general rehabilitation texts with a generalist approach and lacking the
boldness of the standard medical texts in suggesting management plans from
a medical perspective.

I wanted two main things: firstly, to know the medical management of the
cases I saw and secondly to have an overview of the management of other
impairments usually dealt with by other members of the team, such as
psychological, physical or communication disabilities.

This book is trying to address such common issues. It is not intended as a
comprehensive text covering all or even most of the common scenarios seen
in a neurological rehabilitation setting; however, I hope that it will cover
many common but difficult issues. The book takes the approach of pre-
senting material as case histories. The case itself does not usually present a
diagnostic problem but it is intended to set the scene for a discussion of a
complex neurological rehabilitation issue. My view is that rehabilitation
medicine lends itself to this kind of approach, and I have tried to make the
cases as non-specific as possible to enable the commentary to address more
general issues, probably adopting the mantra of the UK television programme
Panorama (BBC): behind the news there is a story and behind the story there is
an issue. So this book’s philosophy can be, behind the case there is a story and
behind the story there is an issue

The book concludes with 50 Multiple choice questions. I have used this
approach to present important clinical scenarios that were not covered in the
case commentaries. The style of the questions is not dissimilar to that used in
some of the board examinations in Europe and North America. Therefore, I
hope that examination candidates will find the questions useful.

This book is intended mainly for trainees and specialists in neurology
and rehabilitation medicine. However, I hope that all the members of the
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neurological rehabilitation team will find the material useful. I have tried to
present the medical material in an uncomplicated way to allow non-medically
trained clinicians to follow the arguments with ease.

I have avoided long references lists after each case as I feel that at this time,
and thanks to the Internet and sites such as Pubmed and Google Scholar, the
most recent literature is available online for everyone; probably many
ground-breaking papers will have been released by the time the book is
published. I have only suggested two or three references that might com-
plement the information the cases presented.

It is not easy to find randomised controlled trials guiding issues such as
management of frontal lobe cognitive impairments or rehabilitation of
patients with pontine myelinolysis. Therefore, the advice given is based
on both the literature available and the experiences of the author and the
contributors of cases and ideas, who all practise in the UK. I hope that the
book will be valuable for clinicians dealing with neurologically impaired
people everywhere around the world, as I have tried to avoid reference to any
UK laws as much as possible. In a few cases, such laws are mentioned, for
example the sections on mental health, I feel that the arguments can be
generalised to most societies and populations.

I would like to thank my colleagues and friends Ashraf Azer, Janet Blakeley,
Barry Clift, Salem Madi, Carolyn McAllister, Russell Sheldrick and Sarah
Wilkinson for contributing several cases and ideas for the book. I would like
also to thank Jai Kulkarni and Sue Comish for reviewing the text, my wife
Solveig for her help with the manuscript preparation and my publisher
Richard Marley for all his help throughout the project.
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The rehabilitation consultation

In a rehabilitation setting, the medical/neurological clinic should be more
than a standard consultation aiming at diagnosis and medical management
of the clinical condition. Beside this core function, the clinic appointment
should be a chance for the patient to be assessed in the most comprehensive
way. Most neurologically disabled patients will have complex problems such
as medical, physical, psychological, mental health, communication, swal-
lowing, sphincteric, tissue viability, equipment, social, financial, and probably
more obscure but nonetheless crucial issues. Most members of the rehabili-
tation team concentrate on the management of the problem relevant to them,
with relatively limited ability to appreciate the impact other disabilities are
having and the complex way they can interact together to generate a man-
agement problem. For example, a patient with multiple sclerosis who pre-
sents with falls may also have a bladder problem, with urgency and frequency
of micturition, plus a visual impairment and, consequently, may fall while
rushing to the toilet.

The rehabilitation clinic should act as the clinical setting to look at the
patient with a wide perspective. Rehabilitation physicians should have the
ability to evaluate all the relevant pieces of the puzzle and to use their
knowledge of the basic practice principles of other therapists/clinicians in
order to ‘plug’ the patient into the appropriate services and to review their
progress and ensure that goals are achieved.

Rehabilitation physicians should always work in direct contact with the
members of their team. This will avoid lengthy paper trails, misunder-
standings and, most importantly, disagreements regarding how realistic some
goals are. Some clinicians adopt the model of joint clinics, where the patients
are seen by the physician and one or two relevant members of the team.
I personally find this model extremely helpful and a very efficient way to use
time and resources. A patient with a gait impairment resulting from a
combination of weakness and spasticity can be seen by the physician and the
physiotherapist. A management plan can be formulated with the agreement
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of the clinicians and the patient. If an intervention such as botulinum toxin
injections is suggested, decisions about which muscles to be injected and
postinjection physiotherapy can be arranged on the spot without delays or
misunderstandings.

This model of service provision is very difficult to implement within the
context of a standard hospital clinic service where general practitioner (GP)
referrals are automatically placed into vacant clinic slots. From my experi-
ence, GP referrals are not the major source of patients in a rehabilitation
clinic. It is unfair to ask GPs to determine which disciplines in the rehabili-
tation team the patient should see and whether medical input will be needed
or not. A more appropriate approach is to encourage GPs to refer their
patients to the neurological rehabilitation team and then leave it for the
members of the team to determine which clinicians should see the patient.
The majority of patients will probably not need a specialist medical rehabi-
litation input and many of them will be under neurological consultants for
their primary diagnosis. An experienced member of the team can do the
initial patient’s assessment and then can refer to the rehabilitation medical
clinic accordingly. Specific groups of patients stand out as the most in need of
such a comprehensive approach as they often present with complex manage-
ment issues. Brain injury, whether traumatic or secondary to other causes
such as encephalitis, often presents with complex physical and cognitive issues
needing a holistic approach to their management. Patients with spinal injuries
are usually young with many psychological, social and vocational issues that
need to be addressed in conjunction with their primary physical problems.
Other conditions such as multiple sclerosis may also benefit from such an
approach. Patients with cerebral palsy or spina bifida will probably need
annual reviews as many of the problems they face are subtle with an insidious
onset and have the potential to lead to long-term major problems such as
chronic pain syndromes or renal failure. A specialist review will increase the
early detection of such problems.

Management of medically unexplained conditions such as conversion
syndrome, pseudo-seizures or chronic fatigue syndrome should ideally be
the responsibility of a neurological rehabilitation service. Such disorders are
difficult, complex and need a well-coordinated rehabilitation effort, with one
or two key clinicians acting as a source of motivation, support and infor-
mation for the patients.

One of the advantages of such a model of service provision is that it reduces
the need for regular medical follow-ups, freeing spaces for new patients and
for patients with active medical issues. Once the initial joint medical assess-
ment is concluded, a comprehensive action plan can be formulated and
copies distributed to clinicians involved and to the patient and/or carers. This
management plan can act as a template for reviews in the near future, with
the therapist most involved with the patient reviewing the goals. The patient
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can then be brought back into the medical clinic once a new medical issue or
a complex problem that warrants a medical review arises.

Many patients will be too immobile to be able to come to the clinic and
will need a domiciliary visit. Again a joint visit with the therapist can achieve
much more than a visit by the physician addressing only medical issues.
The visit will be a good opportunity to increase the team’s appreciation of
the psychosocial context of the patient’s presentations so that appropriate
management steps can be taken.



The rehabilitation unit

Most neurological rehabilitation units admit patients following acute
neurological damage such as brain injury, spinal injury or stroke. The
standard practice is to admit patients once they are medically stable,
assuming that the patient has good potential for rehabilitation. The necessity
of medical stability as an essential requirement for accepting the patient for
an inpatient rehabilitation programme is not only to ensure that the patient is
able to tolerate therapy but also because of the relative inexperience of the
rehabilitation team in dealing with acute and active complex medical issues.
Rehabilitation units will certainly differ in their staffing, location and phil-
osophy, with some units geared more towards accepting patients early on
after the neurological insult and others accepting patients in after the acute
stage. In the acute stage following a neurological insult such as a traumatic
head injury, encephalitis or subarachnoid haemorrhage, rehabilitation needs
are unique and involve mainly issues such as tracheostomy management,
maintaining the range of movements in joints, management of early seizures
or managing cognitive or behavioural impairments during the period of post-
traumatic amnesia. It is essential that a service dealing with this stage has the
expertise to manage such acute stage problems, sufficient staff, an intensity of
medical input and a location that ensures immediate access to specialist
medical and surgical support. A unit accepting patients at a later stage of their
rehabilitation may need less intense medical input but should have different
facilities such as designated large therapy areas, occupational therapy kitchens
or small flats for independent living to evaluate patients before discharge.
In Greater Manchester, the neurological rehabilitation services have been
configured and organised regionally to ensure that the patients’ rehabilita-
tion needs in the acute, post-acute and chronic stages are met. The regional
neuroscience unit is based at Hope Hospital, Salford with an acute neuro-
logical rehabilitation ward being a part of the neuroscience department.
This ward accepts patients in the acute stage following any neurological insult
such as brain injury or after neurosurgical interventions for conditions such
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as subdural haematomas, subarachnoid haemorrhage or brain tumour. The
acute rehabilitation unit serves three million Greater Manchester residents.
Once the patient is neurologically stable, he/she can be transferred to one of
four intermediate rehabilitation units located in different centres: Wigan,
Stockport, Rochdale and central Manchester. The acute rehabilitation unit
and the four intermediate rehabilitation units function as a service network for
issues such as clinical governance, outcome measures and lobbying for
resources. Despite the persistence of inequalities in access to some aspects of
community rehabilitation and in transfer waiting times, this model of service
has helped greatly in the provision of neurological rehabilitation services for
Greater Manchester residents irrespective of the area they live in (postcode).

Patients with chronic neurological disabilities such as multiple sclerosis or
Parkinson’s disease form an important clientele to the neurological rehabi-
litation units. Such patients are usually admitted either straight from home or
they may be transferred from an acute ward following an acute admission to
manage problems such as bony fractures, infections or general deterioration
of functional abilities through natural progression of the primary neuro-
logical condition. The intermediate neurological rehabilitation units usually
have a case mix of patients with post-acute or chronic neurological rehabili-
tation conditions.

The basic philosophy and ideas of rehabilitation should be introduced to
the patient in the early period following admission. Concepts such as goal
setting, supporting the patient to achieve independence, instead of simply
providing basic care, and interdisciplinary work of the staff are all important
and the patient should be able to grasp these concepts if he/she is going to be
able to participate fully into the rehabilitation programme. For example, a
patient accepting the philosophy of interdisciplinary work will appreciate that
help during washing and dressing, transfers or meals are all integral to the
physiotherapy and occupational therapy sessions; consequently, he/she would
not feel disappointed about the length and frequency of the formal therapy
sessions. Explicit goal setting may help another patient to appreciate the
progress that he/she is making and can also help him/her to focus on a
particular functional task even during evenings and weekends when formal
therapy is not usually available.

The length of stay for patients can be from a few weeks to several months;
consequently it is not uncommon for patients to feel low in mood and
homesick. Early assessment for home leave can help to alleviate these feelings.
We have also found that the role of an activity coordinator can greatly enhance
the patients’ enjoyment and improve their mood. The activity coordinator
usually spends long hours with the patients and is in a very good position to
pick up any subtle social, behavioural or mood problems, such as anxiety.
Our activity coordinator is a valuable member of the team and her contri-
butions in the team meetings and case conferences are invaluable as they
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increase the team member’s insight regarding their patients’ mood or other
important issues. The activity coordinator can also help in the difficult times
immediately following discharge by providing an outreach service to reduce
the potential for social isolation for vulnerable patients.

For many patients, discharge from the rehabilitation unit is synonymous
with the conclusion of their rehabilitation and the frightening prospect of
a life with their residual disability with only minimal efforts for further
rehabilitation. The community rehabilitation programme should be discussed
fully with the patient to reassure him/her about the future. A few patients will
refuse to accept discharge as they feel that they are still able to achieve further
improvement with inpatient therapy. One of the ways to demonstrate to the
patient the lack of progress is to set one or two modest goals with a specific
time frame to achieve these goals. Failure to achieve the goals in the agreed
period can demonstrate to the patient the difficulty of achieving further
improvement. For example, a patient failing to achieve good sitting balance
will be unable to achieve further goals relevant to physical transfers.

Other patients might be desperate to be discharged but the plans for dis-
charge are delayed because of the unsuitability of their discharge destination.
Such patients should be identified as soon as possible and plans made for
home adaptations or provision of equipment. The issues relevant to discharge
should be a fixed item in the case conference agenda, with the members of the
rehabilitation team using their expertise to predict the functional abilities of
the patient by the time of discharge and to set the wheels in motion for a
discharge plan as soon as possible.
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