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INTRODUCTION TO THE 2010 EDITION 

 
These Standards were originally published in May 2003 by Kent, Surrey & Sussex Local 
Specialist Commissioning Group as:  
 

Review of Spinal Cord Injuries Services for Health Authorities 
in South West, South East, London and Eastern Regions 

 
Standards for Patients Requiring Spinal Cord Injury Care 

 
Joint Standard Development Groups of the South of England Review Group 

 
Following the publication of the Standards in 2003, the Steering Group of the Review 
disbanded and the South of England Spinal Cord Injury Board was set up, with 
representation from the three Spinal Cord Injury Centres in the south of England, service 
users, and Specialised Commissioning Groups covering the west, south and east of 
England.   
 
The Spinal Cord Injury Centres were audited twice by the Board against the Standards, and 
the parts of the pathways which take place outside the Centres were audited by the Audit, 
Information and Analysis Unit. 
 
A decision was then taken to revise and update the Standards, culminating in the production 
of the 2010 version.   Some sections require further review and development; these are 
marked ‘D’.   The letter ‘A’ indicates standards relating to the part of the patient pathway 
outside the Spinal Cord Injury Centres, on which the Centres hold no data, and for which 
different audit arrangements are required. 
 
The National Spinal Cord Injury Board, which came into being in March 2010, is about to 
revise these standards further with the aim of transforming them into the National Standards 
for the service.  
 
The introduction to the original version, and acknowledgements, are reproduced below. 
Many of the people involved in the production of the original version have also participated in 
the revision.  In particular, thanks are due to: 
 
Anne Seaman, DoCSTC, Salisbury Foundation NHS Trust 
Claire Guy, Stoke Mandeville Hospital 
Helen Young, RNOH Stanmore 
Nick Brunt, Divisional Clinical Lead, South Central Ambulance Service  
Katy Wood, Pressure Clinic Sister, DoCSTC, Salisbury Foundation NHS Trust 
Matt Fiddy, Outpatient Technician, DoCSTC, Salisbury Foundation NHS Trust 
Melanie Williams, Pressure Clinic Sister DoCSTC, Salisbury Foundation NHS Trust 
Mr Ayman El-Shafei, Consultant in Spinal Cord Injury, DoCSTC, Salisbury Foundation NHS Trust 
Dr Chali Vinod, locum Consultant in Spinal Cord Injury, DoCSTC, Salisbury Foundation NHS Trust 
Damian Smith, Community Liaison Charge Nurse, DoCSTC, Salisbury Foundation NHS Trust 
Melissa Benyon, Superintendant Physiotherapist, DoCSTC, Salisbury Foundation NHS Trust 
Rosemarie Castel, Head OT, DoCSTC, Salisbury Foundation NHS Trust 
Helen Aldridge, Spinal Nurse Practitioner, DoCSTC, Salisbury Foundation NHS Trust 
Elaine Gaffney, Spinal Nurse Practitioner, DoCSTC, Salisbury Foundation NHS Trust 
Emma Leadbeater, Discharge Co-ordinator, DoCSTC, Salisbury Foundation NHS Trust 
Karen Sparke, Deputy Discharge Co-ordinator, DoCSTC, Salisbury Foundation NHS Trust 



 

Tina Blake, RNOH 
The Multidisciplinary Teams at Stoke Mandeville and RNOH 
Janine Khare, South East Coast Specialised Commissioning Group.   
Helen Goodship, South East Coast Specialised Commissioning Group 

May 2010 



 

 
INTRODUCTION TO THE 2003 EDITION 

 
This document contains the standards for spinal cord injury services produced as a result 
of the review of spinal cord injuries services for Health Authorities in the South West, 
South East, London and Eastern Regions.  A rationale and terms of reference for the review 
are also included.  
 
The purpose of the Standards Document is  
 

 To provide guidance on standards of care and service delivery to three 
specialist centres providing health care for individuals sustaining 
traumatic spinal cord injury  

 
– Duke of Cornwall Spinal Treatment Centre (DoCSTC) 

Salisbury District Hospital 
 

– National Spinal Injuries Centre (N.S.I.C) 
Stoke Mandeville Hospital 
 

– Spinal Injury Unit 
Royal National Orthopaedic Hospital (R.N.O.H) 

  
 
 To serve as a developmental tool for the service 

 
 To promote consistency between centres 

 
 To enable commissioners of care to assess achievement of specified 

Standards 
 
 
The document has been prepared to share with stakeholders at an event on 20th 
May 2003, at which the outcomes of the review so far, and the way in which 
services and the commissioning of services develop in the future, will be presented. 
 
 

 



 

REVIEW RATIONALE 
 

 
 Prior to the review there was no evidence-based service specification on which to 

commission and develop services 
 
 Decisions made at the scene of the injury can have a profound impact on the 

outcome for and ongoing management of individual patients so care pathways 
are crucial 

 
 The entry points to the specialist services are many and varied, including A&E 

departments and general surgical wards from a wide geographical area 
 
 There are a limited number of providers of acute spinal injury surgery and 

rehabilitation 
 
 Models of rehabilitation offered by specialist services are widely divergent 
 
 Specialist services are expensive 
  
 The most effective type of aftercare is not clear - i.e. whether general services 

should be accessed in local, general hospitals or specialist centres 
 
 Very severely injured patients are living longer than ever before, with some 

severely disabled/ventilated patients living in the community. 



 

REVIEW TERMS OF REFERENCE  
 

 To review the specialist spinal cord injuries (SCI) surgical1 and rehabilitation 
services used by patients from South East, South West, Eastern and London 
Regions. 

 
 To use evidence to determine the most effective model of service for specialist 

SCI rehabilitation. 
 
 To develop standards against which existing services may be benchmarked. 
 
 To develop a service specification for use by all commissioning consortia in 

South East, South West, Eastern and London Regions. 
 
 To develop clinical pathways for application across general services in these 

Regions that refer patients to specialist centres. 
 
 To ensure equity of access to specialist SCI services. 
 
 To oversee the establishment of commissioning consortia. 
 
 To oversee the implementation of the service specification via the commissioning 

consortia. 
 
 To oversee local consortia action plans for investment and disinvestment where 

necessary.  
 

                                                 
1 Including specialist surgery carried out in non-specialist settings 
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Standards for Patients Requiring Spinal Cord Injury Care 



 
The aims of the Regional Standards are to:- 

 Provide guidance on standards of care and service delivery to specialist centres that provide spinal cord injury services  
 Promote consistency between SCI centres  
 Provide guidance on standards of to health care providers other than SCIC’s, e.g. Ambulance Trusts, Emergency Departments (ED) Trauma, 

orthopaedic and neurological centres as well as local District General hospitals meeting the ongoing needs of SCI patients requiring their 
care 

 Enable SCIC Teams and commissioners of care to assess achievement of specified Standards and identify area for service improvement 
 

The standards are divided into 17 topics which span the patient pathway and organisation of the spinal cord injury service.  They reflect the entire 
patient journey, some of which will take place outside of a spinal cord injury centre.   
Each standard comprises a set of explicit criteria which need to be fulfilled in order to achieve the standards. 
Each standard has a method for demonstration of adherence, identified within the audit protocol; however it will not be possible to assess some of 
these standards outside of an SCIC.    
 
Within the Standards the following indicators are used: 
A = Standards relating to parts of the pathway that it is not possible to audit outside of the SCIC environment. 
D = Standards/points that require further development and clarification.   

 
Standards 
 Topic 1 Patient Centred Care 
 Topic 2 Organisation of Spinal Cord Injury Care  
 Topic 3 Communication between Primary, Secondary and Tertiary services 
 Topic 4 Management and organisation of Spinal Cord Injury Care service 
 Topic 5 Access, assessment and diagnosis 
 Topic 6 Acute Care  
 Topic 7 Spinal surgery & follow-up 
 Topic 8 Rehabilitation 
 Topic 9 Reintegration 
 Topic 10 Review 
 Topic 11 Re-admission 
 Topic 12 Paediatric Spinal Cord Injury services  
 Topic 13 Education and training  
 Topic 14  Research and development  
 Topic 15 Information Management & Audit 
 Topic 16 Management of patients with SCI & other significant injuries 
 Topic 17 Services for SCI patients requiring respiratory assistance/Ventilation  
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Topics of Standards 

1.0 Patient Centred Care 
1.1 The spinal cord injury service will be designed and developed around the needs of the patient as an individual 
1.2 Each patient’s perceptions, expectations, and needs will be considered to maximise the benefit from spinal cord injury 

service care. 
1.3 Patients will be cared for in an appropriate environment and account taken of their special needs, which will vary according 

to their clinical condition 
1.4 The patient will be provided with information in order to participate actively in their health care programme 
1.5 Patients requiring urgent care or placed on a waiting list will receive assessment/treatment at the optimum time for their 

care 
1.6 The patient’s care will be provided as close to their home as is practicable and appropriate 

 
2.0 Organisation of Spinal Cord Injury Care 

2.1 The needs of the spinal cord injured population will be met by adequately resourced Spinal Cord Injury Centres 
2.2 A specialist team will be constantly available to meet the needs of the population served 
2.3 Adequate administrative support will be available to service both the needs of patients and clinical information 
2.4 Where care of patients is not provided within the SCIC, coordination will exist between Centres for their effective 

management 
 

3.0 Communication between Primary, Secondary and Tertiary Services 
 3.1 There will be effective communication between all levels of care and all specialities and professional groups  
 3.2 Spinal cord injury centres will promote their services to raise awareness amongst Primary, secondary and tertiary services 

3.3 There will be effective planning and communication with each individual patient, Primary, Secondary and Tertiary services 
about the services required by the patient 

3.4 The use of information technology, including electronic image transfer will be maximised as a support to consultation, 
communication and decision making 

 
4.0 Management and Organisation of the Spinal Cord Injury Care Service 

4.1 Spinal Cord Injury services will have an effective management structure with clear lines of accountability and responsibility 
 

5.0 Access, Assessment and Diagnosis 
5.1 All ‘front line’ staff in primary and secondary care will understand the need for and principles of appropriate management of 

the spinal cord injured patient and receive adequate training in onward referral. 
5.2 Spinal Cord Injury Centres will have and disseminate criteria for consultation and for admission. 
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5.3 Admission or transfer to a SCIC for treatment of an acute spinal cord injury will be completed within the agreed timescale, 

and all other admissions will be in accordance with National Waiting Time Standards  
5.4 Current information about out-patient waiting times and bed-state will be readily available to referring clinicians and 

receiving clinicians. 
 

6.0 Acute Care 
6.1 Multi-professional teams will work together, across disciplines and locations to achieve optimum decision making, 

treatment and outcome 
6.2 Management at the accident scene & during transfer to hospital will be provided in accordance with national & SCIC 

guidelines  
6.3 Management in the emergency department will be provided in accordance with national & SCIC guidelines  
6.4 All frontline staff will understand the need for and principles of appropriate patient management and receive adequate 

training in onward referral 
6.5 Referral & Clinical pathways and time scales will be established in relation to severity of injury 
6.6 All patients will have appropriate & timely access to the complete, dedicated multi-disciplinary team from the SCIC to meet 

individual patient needs  
6.7 Essential facilities & equipment required for care of the acute spinal cord injury will be available  
6.8 All patients on admission will have a comprehensive management plan  
6.9 All patients will receive comprehensive information about their injury and individual programmes of care 
6.10 Evaluation of the acute care programme will be undertaken at agreed intervals 
 

7.0 Spinal Surgery & Follow-up 
7.1 Multi-professional teams will work together across disciplines & locations to achieve optimum assessment, decision 

making, surgical management and outcome  
7.2 Spinal surgery & follow-up care will be undertaken by appropriately trained & experienced professionals 
7.3 All patients will receive comprehensive information on the proposed surgical procedure and follow-up treatment  

 7.4  Evaluation of clinical outcomes following surgical intervention will be undertaken at agreed intervals 
 
8.0 Rehabilitation 

8.1 All patients will have appropriate & timely access to the complete, dedicated multi-disciplinary team to meet individual 
patient needs  

8.2 Clinical pathways and time scales will be established for the first admission in relation to level and severity of injury  
8.3 All patients will be involved in a coordinated, patient-centered, goal planning programme  
8.4 Comprehensive patient assessment will be undertaken on an agreed time scale 
8.5 Essential facilities & equipment required for rehabilitation will be provided on an agreed time scale 
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8.6 All patients will receive comprehensive information on the rehabilitation process and their individual programmes 
8.7 Evaluation of the rehabilitation programme will be undertaken on an agreed time scale 

 
 

9.0 Reintegration  
9.1  The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for discharge  
9.2 Appropriate provision will be made to meet the immediate needs of the individual to ensure safe discharge 
9.3 All patients will receive information on their role, rights and responsibilities in the discharge planning process 
9.4 The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for referral to Community Services  
9.5  Information will be provided to appropriate community personnel within an agreed time frame. 
9.6 The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for management of discharge to 

 interim placements   
9.7 The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for their role in the training of 

appropriate carers (formal & informal) 
9.8 All patients will be provided with information and assistance regarding opportunities for education, training & employment 

 
10.0 Review 

10.1 All patients discharged or referred for review by Spinal Cord Injury Centre will receive appropriate life-time follow up from 
the SCIC multi-disciplinary team 

10.2 Defined procedure for routine review of all patients by SCIC personnel will be in place 
10.3 A proactive programme and procedure will be in place to detect problems at the earliest opportunity 
10.4 There will be effective and timely communication between the SCIC’s and the community teams 
10.5 SCIC will provide education for community personnel to support SCI patients in their community 
10.6 All patients will receive information on their role & responsibilities in the follow up programme 
10.7 Long term outcomes for individuals will be evaluated using validated outcome measures 

 
11.0 Re-Admission 

11.1 All patients will have opportunity for readmission (emergency & planned) to SCIC for management of a condition related to 
spinal cord injury requiring SCI specialist input, subject to availability of co-located services 

11.2 Pre-admission assessment will be undertaken for all planned re-admissions to SCIC 
11.3 Selected procedures will be undertaken in the Out Patient Department of the SCIC 
11.4 SCIC will provide specialist input into care of patients requiring other specialist treatment 
11.5 SCIC will provide support for routine procedures undertaken by designated hospitals 
11.6 Selected procedures will be undertaken in designated Day Surgery centres 
11.7 All SCIC will have designated beds for re-admission 
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11.8 There will be an effective process for prioritisation of patients awaiting re-admission to SCIC 
11.9 All patients will receive comprehensive information on the re-admission process and their individual circumstances 
11.10 Patients with clinical conditions not directly related to the spinal cord injury may be admitted into the SCIC provided that the 

services of the SCIC are required to achieve an optimum outcome, and the required services are co-located (added 
standard BG) 

 
12.0 Paediatric Spinal Cord Injury Services 

12.1 Delivery and development of a service for children and for adolescents with a spinal cord injury will be coordinated by 
named personnel to ensure that standards are met 

12.2 The service for patients with spinal cord injury in childhood will be designed and developed around the needs of the child 
as an individual 

12.3 Adequate resources will be available to allow assessment, admission, investigation and treatment to agreed standards at 
times appropriate to the child’s need 

12.4 Multi-professional teams will work together, across disciplines and locations, to achieve optimum decision making, 
treatment and outcome 

12.5 Care will be provided for a child with spinal cord injury in accordance with agreed national guidelines 
12.6 There will be effective communication between all those responsible for the child’s care, and with the child and their family 
12.7 There will be adequate facilities for ongoing care of children after acute spinal cord injury management 
12.8 There will be an audit process assessing outcome, to include effectiveness of care, compliance with guidelines and 

analysis of avoidable distress, disability and death 
12.9 The service for children with spinal cord injury will actively engage in research and development of relevant projects 
12.10 Audit results will inform the business cycle to allow effective planning and development of the service for children with 

spinal cord injury, according to need 
 
13.0 Education and Training 

13.1 There will be a programme of continuing education for all personnel within the Spinal Cord Injury Centre to ensure a proper 
understanding of, and compliance with local protocols, national guidelines, and integrated care pathways, to ensure 
competence and a uniformly high standard of care 

13.2 There will be a linked programme of education for referring hospitals, primary care and emergency services for aspects of 
spinal cord injury care appropriate to their practice, and for effective team working and maintenance of managed clinical 
networks within the referral area. 

13.3 Training programmes will be effective and efficient to enable all levels of staff to achieve the appropriate level of 
competence to ensure best practice. 
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14.0 Research and Development 

14.1 Development of and participation in approved research and development programmes in SCIC Centres will be encouraged 
through specified and identified support 

 
 
15.0 Information Management & Audit 

15.1 A structured, coordinated programme of individual and local clinical audit will be developed, driven by patient need and 
with demonstrable patient benefits 

15.2 Spinal Cord Injury Centres and individual clinicians will contribute to the developing quality assessment/assurance 
database 

15.3 A joint database will be created to promote uniformly high standards of clinical care 
15.4 Clinical and management data from programmes of SCI care will inform clinical decision-making and support clinical 

governance, audit and business planning cycle according to patient need 
 
16.0 Management of Patients with SCI & Other Significant Injuries  

16.1 All patients will have appropriate & timely access to the complete, dedicated multi-disciplinary team from the SCIC to meet 
individual patient needs  

16.2 Multi-disciplinary teams will work together, across disciplines and locations to achieve optimum decision making, treatment 
and outcome 

16.3 All ‘front line’ staff in primary and secondary care will understand the need for, and principles of, appropriate management 
of the spinal cord injury patient and be offered adequate training in onward referral. 

16.4 Management at the accident scene & during transfer to hospital will be provided in accordance with national & SCIC 
guidelines  

16.5 Management in the emergency department will be provided in accordance with national guidelines 
 

17.0      Services For Spinal Cord Injured Patients Requiring Respiratory Assistance/Ventilation 
 In development. 
  
 

Evaluation 
Documented evidence will be required to demonstrate adherence to standards Audit protocol to be designed and 

incorporate previous practices that provide evidence of adherence  
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TOPIC 1 PATIENT CENTRED CARE 

 
Introduction 
Recognition and respect of the individual’s care needs are of equal importance to the appropriate clinical management of their cord 
injury. Improved experiences for the patient and their family throughout the patient journey will influence patient adherence and outcome 
for the programme of SCI management (See Appendix 1.1). During the assessment and planning of rehabilitation and discharge age 
and co-morbidities will need to be taken in to consideration. 
 
Standard 1.1 The spinal cord injury service will be designed and developed around the needs of the patient as an individual 

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

1.1.1 Continuous assessment of patient needs and outcomes will be undertaken 
on an individual and group basis to inform programme planning 
 

Patient survey 
Case-note audit 
Programme audit 

  

1.1.2 Staffing requirements will be sufficient to deliver an holistic patient 
focussed programme (See Standard 8) 

Establishments for all staff 
groups for all stages of 
patient journey 

  

1.1.3 All dedicated SCIC staff will receive orientation into interdisciplinary 
working and  the principles of patient focussed care 

Training and attendance 
records 

  

1.1.4 Patients and families will be empowered to become involved in their health 
care and will have the opportunity to provide feedback on the quality of 
care provided. 

Patient surveys 
MDT meetings/Case 
Conferences 
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Standard 1.2  Each patient’s perceptions, expectations, and needs will be considered to maximise the benefit from spinal 

cord injury service care. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

1.2.1 A multidisciplinary holistic assessment of patient need will be completed as 
soon as possible after admission and reviewed on a regular basis to 
address the initial acute/critical care needs and to enable  an individualised 
rehabilitation programme (See standards (Appendix 1.2) 

Needs assessment checklist 
or equivalent process 
Case-note audit 
Patient survey 

  

1.2.2 Each patient will have a named key professional responsible for 
coordinating their care and communicating with the patient and carers 

Case-note audit 
Patient survey 

  

1.2.3 Patients and families will be empowered to deal with the effects of their 
condition through the  provision of relevant information, in an appropriate 
language, and the opportunity to discuss with the relevant  member of the 
MDT 

Patient survey 
Patient information leaflets 
available 
Patient education programme 

  

 
Standard 1.3  Patients will be cared for in an appropriate environment and account taken of their special needs, which will 

vary according to their clinical condition 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

1.3.1 Beds will be available in an appropriate location and with adequate staffing 
support 
 Single or multiple occupancy rooms 
 High dependency beds (Acute care) 
 Intensive Care beds 
(See Standard 7 & 8) 

Inventory of beds 
Staff Duty rotas 

  

1.3.2 Children will only be treated in SCICs which meet all the requirements for 
Designation (under Carter arrangements) to treat children 

 National 
guidelines 

D 
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Standard 1.4 The patient will be provided with information in order to actively participate in their health care programme 

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

1.4.1 Information on the service will be discussed & provided to the patient and 
their family in an appropriate format 

Patient survey   

1.4.2 The patient will receive information about their injury, prognosis and 
programme of management delivered by those with sufficient knowledge & 
expertise at the appropriate time 

Patient survey   

1.4.3 Discussion & assessment of patient information needs will be undertaken 
by the designated member of the SCIC MDT and the patient and reviewed 
on a regular basis 

Audit – casenote 
documentation 
Patient survey 

  

1.4.4 Where it is identified that a patient may have barriers to understanding and 
retention of information this will be assessed and appropriate measures 
can be taken as per Carter Arrangements  

Patient survey   

1.4.5 All MDT decision-making meetings will be undertaken in conjunction with 
the individual and where appropriate their families 

Patient survey 
Audit – casenote 
documentation 
Case Conference report 

  

 
Standard 1.5 Patients requiring urgent care or placed on a waiting list will receive assessment/treatment at the optimum 

time for their care 

Criteria Criteria Demonstration of 
Adherence 

Evidence/ 
Source 

 

1.5.1 Standards governing access for acute treatment based on BASCIS 
specifications will be established and achieved 

Timescales for treatment 
agreed and resourced 

BASCIS  

1.5.2 The National standards governing out-patient and in-patient waiting list 
administration will be adhered to. 

Timescales complied with 
(Clinical Indicator) 

  

19 
SCI Service Standards - Approved Jan 2010 



 
 
1.5.3 Patients will be given the opportunity to agree a date for their admission at 

the time the decision to treat is made for elective surgery or ongoing 
rehabilitation, in line with current waiting times  

Implementation of planned 
admission  

  

1.5.4 There will be sufficient facilities for both adults and children for spinal cord 
injury patients to be admitted at the optimum time for their care  

Absence of delays / 
cancellation (Clinical 
Indicator) 

National 
Standards 

 

 
Standard 1.6 The patient’s care will be provided as close to their home as is practicable and appropriate 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

1.6.1 Patients will travel as far as it is necessary to reach the level of expertise 
required for the management of their spinal cord injury 

Established clinical 
partnerships between local 
care and designated SCICs 

  

1.6.2 Where patients are admitted to SCIC not in their local catchment area, a 
request for transfer to their local SCIC will be made with patient preference 
and agreement 

Referral protocols 
documented and available 

  

1.6.3 Clinical network links between the designated SCIC and the appropriate 
local facilities will enable on-going follow-up and rehabilitation as 
appropriate local to the patients home (See Standard 10) 

Established clinical 
partnerships between local 
care and designated SCICs 
Guidelines available 

  

1.6.4 The SCIC team will be readily available for advice to other professionals 
on continuing care for patients with a SCI Provided that services of the 
SCIC are not required to achieve an optimum outcome (see Standards 
5,6,7,8,9,10 &11) 

Stakeholder surveys   
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TOPIC 2 ORGANISATION OF SPINAL CORD INJURY CARE 
 
Introduction  
The highly complex needs of spinal cord injury care require immediate access to specialised staff and facilities provided by cognate 
disciplines. 
Concentration of facilities for provision of spinal cord injury care leads to improvements in patient management and outcome through 
increased levels of expertise and experience, including sub-specialisation. Where services are not based on the same site or within the 
same organisation, this may be achieved through clinical partnership working. 
 
Standard 2.1 The needs of the spinal cord injured population will be met by adequately resourced Spinal Cord Injury 

Centres 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

2.1.1 Care of acute spinal cord injured patients will be delivered in wards 
dedicated to spinal cord injury and staffed by SCI trained nurses (See 
Standards 7 & 8) 

 Patient Access Team (PAT) 
survey 

  

2.1.2 The numbers of staffed SCI beds in SCIC’s will be in accordance with the 
incidence of SCI in the UK and Ireland & SCI related re-admission needs 

Bed status 
Incidence audit 

  

2.1.3 There will be direct access to dedicated SCI care equipped and staffed to 
provide specialised intensive monitoring and therapy (See Standard 7), 
rehabilitation (see Standard 8), reintegration (see Standard 9), Review 
(see Standard 10),  & Follow up interventions (see Standard 11) 

Referral and waiting list audit   

 
Standard 2.2 A specialist team will be constantly available to meet the needs of the population served  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

2.2.1 The  spinal cord injury programme will be provided by multidisciplinary 
teams containing adequate numbers of specifically trained staff (See 
Standards 7, 8 & 12) 

Staff establishments and 
training records 
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2.2.2 There will be 24hr, 7 day/week access to Spinal cord injury advice/care 

from a spinal cord injury specialist to health care professionals providing 
direct care to patients with SCI (See Standard 7) 

Contact records 
Patient and referring unit 
surveys 

  

2.2.3 Appropriately trained and experienced anaesthetists will be available at all 
times for the critical care of complex cases.  

Staff establishments (job 
descriptions and person 
specifications) and 
accreditation 

RCA 
guidance 

 

2.2.4 Appropriately trained and experienced physiotherapists will be available at 
all times for emergency respiratory care of all patients 

Staff establishments (job 
descriptions and person 
specifications) and 
accreditation 

Professional 
body 
guidance 

 

 
Standard 2.3 Adequate administrative support will be available to service both the needs of patients and clinical information 
 

22 

Criteria Criteria Demonstration of 
Adherence 

Evidence/ 
Source 

 

2.3.1 Administrative support will be available for the clinical staff working in the wards, 
including personal secretaries/assistants to consultants, clinic, theatre and 
therapy areas to complete all work not needing specific clinical skills. 

Clerical and therapy 
assistants on 
establishment 

  

2.3.2 GP’s and other primary care practitioners will be appraised of ongoing situation 
with patients & receive comprehensive information on patients discharge and 
follow up arrangements  
GP informed by phone within 24 hours of any in-patient death. 
Interim discharge summary given at time of discharge & formal discharge 
summary sent to GP within 10 days (See Standard 9) 

Documentation audit   

2.3.3 Patients/ family members / carers will have access to literature and multimedia 
information in relation to education about SCI including contacts for appropriate 
patient support groups. 
 
Each patient will be treated individually in respect of language and learning 
ability 

Printed information  
List of support groups 
and contact information 
Patient education 
groups 
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2.3.4 Clinical coders will receive training and input from SCI specialists to improve the 

quality of data collected to serve clinical governance needs 
Development of coding 
role 
Training seminars and 
attendance records 

  

2.3.5 Support will be provided by the host Trust audit department to help design, 
collect and interpret audit data 

Evidence of audit 
support and central 
coordination of audit 

  

2.3.6 Information systems will be developed to ensure regular production of clinically 
relevant core data and reports to support clinical governance, national and 
appropriate accreditation requirements where needed  

Regular, clinically 
relevant reports 

  

 
Standard 2.4 Where care of patients is not provided within the SCIC, coordination will exist between Centres for their  

effective management 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

2.4.1 National guidelines for the treatment of patients requiring treatment after 
sustaining spinal cord injury will be followed by all staff including ED staff, 
ambulance staff, primary care staff and NHS Direct. (JRCALC Guidelines 
2006) (See Standards 7 – 11)  

Guidelines audit  A 

2.4.2 Spinal stabilisation surgery should only be undertaken, following telephone 
consultation with the SCIC, by Designated Major Trauma Centres and/or 
Designated providers of Specialised Spinal Surgery, who have 
demonstrated that they can undertake the surgery in line with the advice of 
the SCIC, and have the staff and facilities to meet the special needs of the 
SCIC person until it is possible to transfer him or her to a SCIC. 

Audit of referrals  A 
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TOPIC 3 COMMUNICATION BETWEEN PRIMARY, SECONDARY AND TERTIARY SERVICES 
Introduction 
Care of the Spinal Cord Injury patient will be provided by a number of health care professionals based in primary, secondary and tertiary 
services. Effective communication is essential for the coordinated provision of the quality life long health care programme required by 
the patient. 
 
Standard 3.1 There will be effective communication between all levels of care and all specialities and professional  

groups  
  
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

3.1.1 Spinal Cord Injury Centres will have agreed policies for communication and 
referral criteria between primary, secondary and tertiary care and between 
different services within each SCIC Trust (See Standards 5,6,8,11) 

Written policies   

3.1.2 Patients transferring between healthcare facilities will be accompanied by 
high quality information, including a health records summary (with 
responsible clinician’s name), a management or follow-up plan when 
appropriate and radiological information/films.  

Audit of timeliness and 
completeness of information 
received about patient’s 
diagnosis and management 
at transfer 

  

3.1.3 Preliminary discharge information will be made available to general 
practitioners at the time of discharge.  Comprehensive discharge 
information will be sent to GPs & referring hospital within 10 days of 
discharge.  

Audit of preliminary 
discharge notes  
Evidence of compliance with 
10 day final discharge 
summary 

  

3.1.4 GP will be notified of the death of a patient while at SCIC within 24 hours. Regular audit of notification 
of death to GP 
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Standard 3.2     Spinal cord injury centres will promote their services to raise awareness amongst Primary, Secondary and 

Tertiary services  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

3.2.1 The SCIC will provide a directory of the services and facilities provided by 
the Centre which should include the following: 
 List of multidisciplinary teams, core members, referral and contact 

information. 
 Description of facilities for outreach, rehabilitation, reintegration, follow 

up, and re-admission. 
 Information about voluntary and support groups for patients and carers, 

with contact information 
 Referral guidelines for acute, rehabilitation and follow up care 

Directory of services and 
referral guidelines available 
Stakeholder survey 

  

3.2.2 The directory will be available to designated primary and secondary health 
teams serving the population in the SCIC catchment area and to any other 
team or service requesting information 

Distribution lists  
Audit distribution process 
Stakeholder survey 

  

 
Standard 3.3 There will be effective planning and communication with each individual patient, Primary, Secondary and 

Tertiary services about the services required by the patient  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

3.3.1 Agreed care plan based upon a multi-disciplinary assessment of individual 
needs with involvement of the patient and/or carer will be established (See 
Standard 8 and 9.1.5) 

Documented care plan 
within the case records 
including a needs 
assessment 

  

3.3.2 Information about the diagnosis and prognosis will be provided to the 
patient, and/or their family or other carer as appropriate (See Standards 7, 
8, 9 & 10) 

Case note and 
documentation audit 
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3.3.3 Communication between SCIC, primary and secondary services and social 

services about individual patient needs will use agreed criteria (See 
Standard 9) 

Case note and 
documentation audit 

  

3.3.4 SCIC’s will have available comprehensive and comprehensible patient 
information about spinal cord injury accessible both to patients and 
families. Each patient will be treated individually in respect of language and 
learning ability.  

Evidence of patient literature 
available 
Patient survey 

  

 
Standard 3.4 The use of information technology, including electronic image transfer will be maximised as a support to 

consultation, communication and decision making 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

3.4.1 A common data set including Key Performance Indicators will be used to 
transfer required information electronically between SCIC, primary, 
secondary & tertiary services and commissioners (Appendix 3.1) 

Audit of uptake of SoE 
dataset 

  

3.4.2 All data and processes for information transfer will comply with national 
standards and local policy (See Appendix 3.1) 

Policy and guidelines 
available 

  

3.4.3 SCIC will provide education to designated link services re:  information 
required and data transfer process 

Information and training 
schedules available 
 

National 
guidelines (e.g. 
Caldicott 
standards) 
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TOPIC 4   MANAGEMENT AND ORGANISATION OF THE SPINAL CORD INJURY CARE SERVICE 
Introduction 
Spinal Cord Injury services will vary in their management structures, dependent on the configuration within the host Trust. 
All models require a management structure to ensure that the Centre is able to provide the resources appropriate to the service required 
and that it will comply with issues of clinical governance. 
  
Standard 4.1 Spinal Cord Injury services will have an effective management structure with clear lines of accountability and 

responsibility 
 
Criteria Criteria Demonstration of Adherence Evidence/ 

Source 
 

4.1.1 Each SCI service will have identified lead responsible for its clinical & 
business management. Those individuals will have clearly defined 
responsibilities and lines of accountability. 

Parent Trust Management 
Structure  
Job descriptions 

  

4.1.2 There will be a team to support the identified leads with clear lines of 
accountability, which will include:- 

 Lead for issues of clinical governance 
 Leads for Nursing and AHP's 
 Leads for Medics  
 Lead for Finance, Contracts and planning 
 Lead for Human resources (personnel) 
 Leads for training, education and research (See Standard 11) 

Trust/ Directorate / 
Programme management 
structure 

  

4.1.3 SCIC will have a structure of management that will incorporate medical, 
nursing, AHP’s, A & C services and hotel services as per host Trust policy 

Management Team structures 
and nominated officers 

  

4.1.4 SCICs will have a defined budget and accounting process based on the 
service contracts 

Financial statements   

4.1.5 SCICs will play an active role in the host Trust’s contracting/procurement 
process, so as to ensure contractual requirements specific to the SCIC are 
fulfilled. 

Contracts and defined process   

4.1.6 The SCIC will have appropriate access to the Management of Human 
Resources to ensure compliance with Terms and Conditions of Service for 
its members of staff 

Agreed human resources 
support 
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4.1.7 SCIC will have a clear process for issues of clinical governance 

 Staffing - Team Working & cover, assessment & appraisal  
 Organisation of Morbidity and Mortality & other clinical audit meetings 
 Risks, incidents, and near miss reporting & review 
 Complaints and Litigation 
 Policing of Guidelines, protocols and Standards 

Appraisal structure and 
process 
IPR records / job plans 
Duty rota / cover 
arrangements 
Clinical audit and risk 
management minutes and 
attendance records 

  

4.1.8 Centres will be required to demonstrate an effective management process 
for an interdisciplinary team approach  

Contacts / budget Nominated 
officers 
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TOPIC 5 ACCESS, ASSESSMENT & DIAGNOSIS 
 
Introduction 
When patients sustain a spinal cord injury, their condition, its severity, and any associated problems must be appropriately assessed 
and emergency treatment commenced.   
Patients with established spinal cord injury presenting in primary or secondary care with problems related or unrelated to their cord injury 
also require comprehensive assessment of the primary problem and potential consequences in relation to their cord injury 
Referral to the most appropriate service according to existing protocols and guidelines is required according to need.   
 
Standard 5.1  All ‘front line’ staff in primary and secondary care will understand the need for, and principles of, appropriate 

management of the spinal cord injured patient and receive adequate training in onward referral. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

5.1.1 Guidelines will be available for ED staff and other sources of referral 
describing onward referral of patients according to the patient’s condition. 

Availability of guidelines   

5.1.2 Doctors who are responsible for the management of emergencies, 
speciality (e.g. BASICS doctors) or ED will attend courses which include 
the emergency care of a patient with an acute spinal cord injury (See 
Standard 7)  

Certificates of attendance 
at relevant courses 
New staff will attend the 
courses within the first 
three months of 
appointment 

 A 

5.1.3 
 

Paramedics & other Pre-hospital health care staff will receive training & 
education in the emergency care of a patient with an acute spinal cord 
injury as per JRCALC guidelines (2006) (See Standard 6) 

 New emergency 
ambulance staff will receive 
accredited training in 
current best practice within 
national guidelines 

IHCD accredited 
training to 
JRCALC 
guidelines  
BASCIS and 
PHTLS training 
courses 

A 
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5.1.4 Paramedics & other ambulance emergency staff will receive update 

training according to national (JRCALC Guidelines 2006) & SCIC 
guidelines (BASCIS guidelines) 

Accreditation of continuing 
education 

JRCALC 
guidelines  
IHCD accredited 
training 
PDP 
programmes 

A 

 
Standard 5.2 Spinal Cord Injury Centres will have and disseminate criteria for consultation and for admission. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

5.2.1 Guidelines for consultation with a SCI specialist will be available to all staff 
in referring hospitals and communities 

Guidelines available 
Outreach audit 

D  

5.2.2 Guidelines for admission to a SCIC will be available to all staff in referring 
hospitals. 

Guidelines available 
Outreach audit 

D  

 
Standard 5.3 Admission or transfer to a SCIC for treatment of an acute spinal cord injury will be completed within the agreed  
 timescale, and all other admissions will be in accordance with National Waiting Time Standards  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

5.3.1 Patients with diagnosed acute spinal cord injury will be admitted or 
transferred within a defined time interval (See Standard 6)  
 
London Major Trauma Centres (MTC) to both phone and submit referral 
within 4 hours of arrival of patient 

Audit of SoE referral 
datasets 
 
Audit of SoE referral 
datasets  

 
 
London 
Trauma 
Network 
Performance 
Framework 
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5.3.2 National Waiting Times standards for elective admissions will be met (See 

Standard 11) 
Waiting time audit 
Audit of SoE referral 
datasets 

National 
standards 

 

 
Standard 5.4 Current information about out-patient waiting times and bed-state will be readily available to referring 

clinicians and receiving clinicians. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

5.4.1 SCIC will provide continuous access to contemporary information about 
availability of SCI out-patient appointments, and in-patient beds for acute 
care, rehabilitation & re-admission. 

Bed availability figures 
 

 D 
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TOPIC 6 ACUTE CARE 
Introduction 
The initial management of an acute spinal cord injury is critical to the eventual prognosis and outcome for the patient. 
Management at the scene of the injury, transfer and admission to A & E/ED and subsequent referral and transfer to a Spinal Cord Injury 
Centre (SCIC) is provided by numerous agencies. Appropriate and timely management requires a coordinated care pathway, providing 
protocols and guidelines for the multi-agency and multi-disciplinary teams involved. 
 
Standard 6.1  Multi-professional teams will work together, across disciplines and locations to achieve optimum decision 

making, treatment and outcome 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.1.1 Patients with acute spinal cord injury will be cared for by multidisciplinary 
teams containing adequate numbers of specifically trained staff.  The team 
shall include Paramedic & other ambulance staff, pre-hospital care doctors, 
ED & SCIC teams (See Standard 8) 

  A 

6.1.2 Where possible A common data set will be used to transfer required 
information electronically between pre-hospital, ED  & SCIC teams 

Audit of uptake of SoE 
referral dataset 

London 
Trauma 
Network 
Performance 
Framework 

 

6.1.3 Agreed timescales for consultation will be implemented between SCIC and 
ED departments 

 Audit of SoE referral datasets London 
Trauma 
Network 
Performance 
Framework 

 

6.1.4 SCICS will participate as appropriate in the review and development of 
Protocols for the care of SCIC patients in Trauma Networks 

  D 
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Standard 6.2 Management at the accident scene & during transfer to hospital will be provided in accordance with national & 
SCIC guidelines  

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.2.1 Agreed protocols for identification of patients with suspected SCI will be 
implemented as per JRCALC guidelines (2006) (See Appendix 6.1) 

 Ambulance service 
clinical audit and 
development of relevant 
key clinical performance 
indicator set 

JRCALC 
Guidelines 
US National 
Clinical Guidelines 

A 

6.2.2 Agreed protocols for ‘immobilisation’ (‘spine in line’ care) & cardio-
respiratory stabilisation at scene & during transport. As per JRCALC 
Guidelines (2006). (See Appendix 6.1) 

Ambulance service 
clinical audit 

JRCALC 
Guidelines 
BASICS / PHTLS 
/ ATLS Guidelines 

A 

6.2.3. Patient will be transported to nearest ED or designated major trauma centre 
by Air ambulance if available or road ambulance travelling at safe speed 
 
Patient with a confirmed isolated SCI will be transferred to nearest SCIC 
with available facilities, with preferred provider as first option 

Ambulance service 
clinical audit 
Audit of SoE referral and 
outreach datasets 

  

 
Standard 6.3   Management in the Emergency department will be provided in accordance with national & SCIC guidelines 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ Source  

6.3.1 Agreed protocols for ‘spine in line’ care & cardio-respiratory stabilisation will 
be implemented (See Appendix 6.2) 
Patient to remain on long board or vacuum mattress or other spinal 
immobilisation device for as little time as essential for initial emergency 
clinical management 

 Protocols available 
Audit of clinical practice

ATLS protocols 
JRCALC guidelines 
BASCIS standards 
BASCIS standards  

A 
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6.3.2 Agreed protocols for patient assessment (including imaging) will be 

implemented (See Appendix 6.3) 
Imaging should include the whole spine & other injured areas 
 

 Protocols available 
Audit of clinical practice

ATLS protocols 
BASCIS standards 
East/US guidelines 

A 

6.3.3 Patients on long spine boards will be assessed and transferred onto 
another suitable surface where possible immediately after the primary 
survey 

 Ambulance service 
and A&E dept clinical 
audit 

JRCALC guidelines A 

 
Standard 6.4  All frontline staff will understand the need for and principles of appropriate patient management and 

receive adequate training in onward referral 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.4.1 Agreed guidelines will be available to Paramedic and other ambulance & 
ED  staff describing immediate management and onward referral of patients 
sustaining a spinal cord injury (JRCALC Guidelines 2006 for Ambulance 
staff) (See Appendix 6.1) 

Guidelines available 
Audit of clinical practice 

JRCALC 
guidelines 
ATLS protocols 
 

A 

6.4.2 Paramedic and other Ambulance staff, other pre-hospital carers & ED 
doctors who are responsible for the management of emergencies will attend 
courses which include the emergency care of a patient with an acute spinal 
cord injury  

Training records JRCALC 
guidelines 
ATLS protocols 
 

A 

6.4.3 Educational partnerships will be developed between Ambulance Services, 
Emergency departments and designated Spinal Cord Injury Centres 

   D  
A 
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Standard 6.5 Referral & Clinical pathways and time scales will be established in relation to severity of injury 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.5.1 Referral & Clinical pathways will be mapped & documented. Best practice is 
admission of the acute SCI patient to the designated link SCIC from the 
Emergency department as soon as possible after injury, provided the 
patient is fit to travel. 

 York Review 
D 

D 

6.5.2 Clinical partnerships for referral & management will be developed between 
designated Emergency  departments and designated SCIC’s 

Stakeholder feedback  D 

6.5.3 Emergency Department  consultant will contact designated SCIC 
immediately for advice & notification of injury 

Audit of SoE referral 
datasets 

  

6.5.4 A Spinal Cord Injury consultant will always be available to advise the 
Emergency Department  

Stakeholder audit   

6.5.5 A standardised SCIC referral form will be completed by Emergency 
Department  and forwarded to the designated SCIC (See Appendix 6.4) 

Audit of SoE referral 
datasets 

  

6.5.6 Patient dependency level will be assessed using critical care criteria to 
determine staffing requirements  

Documentation audit   

6.5.7 Agreed protocol for transfer of patient to appropriate Centre  dependant on 
patients condition and location  
Mode of transfer: Scene to ED 
  
Mode of patient transfer: ED to SCIC 
Journey time < 2 hours – Transfer by road ambulance  
Journey time > 2 hours – Transfer by air ambulance If available 
(See Appendix 6.5) 

Documentation audit Intensive 
Care Society 
Guidelines 

 

6.5.8 If bed not available in designated Centre the referring hospital will contact 
emergency bed service 

D  D 

6.5.9 Emergency bed service will implement agreed protocol for referral and 
admission to other SCIC 

D  D 

6.5.10 SCIC will provide information on bed availability for different categories of 
acute SCI to EBS on daily basis 

D  D 
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Standard 6.6 All patients will have appropriate & timely access to the complete, dedicated multi-disciplinary team from the 

SCIC to meet individual patient needs  
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.6.1 The acute care will be provided by a coordinated multi-disciplinary team of 
appropriately trained professionals 

Care pathways documented 
Staff establishments 

  

6.6.2 The core SCIC Team staff numbers, qualifications and experience must be 
adequate to meet the patient case load (including ITU & HDU staff) (See 
Standards 8 & 13) 

Staff establishments   

6.6.3 Time scales for allocation of team members will be identified. 
Medical team consultant – On admission (Meet with patient within 1 week of 
admission) 
Nurse – On admission 
Physio & OT – Within 2 days of admission 
Case Manager/Key worker – within 1 week of admission 
MSW – assessment within 2 weeks of admission 
Clinical Psychologist – within 2 weeks of admission 
 

   

6.6.4 Each professional group will work to their professional standards of care 
(See Standards 8 & 13) 

Profession specific 
standards 

  

6.6.5 In addition to the core clinical team, there will be established access to input 
for acute care from other disciplines as required:- 
Imaging, speech & language therapy, dietetics, phlebotomy, chaplaincy, 
patient advocates, peer counsellors 

Referral pathways available   

6.6.6 Established referral pathways will make available other specialty advice or 
intervention of sufficient expertise for the care of acute SCI patient 
Cardiology, Gastro-enterology, ENT, Plastic Surgery, General Surgery, 
Vascular Surgery, Haematology, Paediatrics, Psychiatry, Spinal surgery, 
Neurosurgery, Orthopaedic surgery, Anaesthetics, Intensive & Respiratory 
Care expertise 

Referral pathways available   
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6.6.7 Patients sustaining spinal cord injury in conjunction with other significant 

health needs (e.g. significant brain injury, cardiothoracic injury) and those 
who cannot be admitted immediately to an acute SCI bed (because there is 
no such bed available) will have access to the SCIC MDT through an acute 
outreach programme from the designated spinal cord injury centre to the 
appropriate location 
(See Standard 16) 

Audit of SoE referral and 
outreach datasets 

  

 
Standard 6.7 Essential facilities & equipment required for care of the acute spinal cord injury will be available  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.7.1 The environment must enhance and facilitate the management of an acute 
spinal cord injury patient and should include relevant facilities (to include 
ambulance, ED, ITU, HDU & SCIC facilities 

Patient and staff surveys   

6.7.2 Identified/ring fenced beds will be available for acute injuries 
 

Audit – bed status and 
occupancy 

  

6.7.3 Acute bed occupancy will run at 83% as a minimum 
 

Audit – bed status and 
occupancy 

  

Standard 6.8 All patients on admission will have a comprehensive management plan  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6 8.1 All patients on admission, will have a clearly documented, comprehensive 
multidisciplinary holistic assessment to identify primary problems/needs and 
potential secondary complications to ensure the patients receive the right 
treatment at the right time, according to SCIC’s care pathways, BASCIS, 
MASCIP, NICE guidelines, Early  Acute care (see appendix 6.3) 
 

Audit – bed status and 
occupancy 
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6.8.2 The SCIC Multidisciplinary team will formulate a clearly documented, 

management and treatment programme to meet the immediate needs of the 
patient in the acute/critical care phase of their care following SCI, which is 
continuously evaluated. 

Audit – bed status and 
occupancy 

  

6.8.3 All treatment and care will be explained to patients as appropriate to 
promote understanding and obtain consent.  

Patient survey   

 
Standard 6.9 All patients will receive comprehensive information about their injury and individual programmes of care  
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

6.9.1 Information on the service will be provided to the patient and their family in 
an appropriate format and at an appropriate time 

Patient survey   

6.9.2 The patient will have the opportunity to discuss their injury, prognosis and 
programme of management with a SCIC team member with sufficient 
knowledge & expertise and receive information in an appropriate format 

Patient survey 
 

  

6.9.3 A designated member of the SCIC MDT will discuss & assess information 
needs with the patient  

Audit – case note 
documentation 

  

6.9.4 Patient understanding & retention of information will be assessed by 
designated member of MDT to assist patient understanding and compliance 

Patient survey   

6.9.5 All decision-making meetings will be undertaken by MDT in conjunction with 
the individual and where appropriate their families 

Audit – case note 
documentation 

  

6.9.6 All patients who have a ‘Critical care’ experience following the trauma/onset 
of their SCI will be supported by Critical Care outreach to assess, plan and 
implement a plan of care to meet both their physical and non-physical 
needs in relation to their Critical Care experience () 

Audit – case note 
documentation 

NICE CG 83 
Jan 2009 
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Standard 6.10 Evaluation of the acute care programme will be undertaken at agreed intervals 

Criteria Criteria Demonstration of 
Adherence 

Evidence/ 
Source 

 

6.10.1 A Multi-disciplinary Audit programme will review practice and process in the 
management of the acute injury 
 
 Care pathway standards (Process & timing) 
 Patient outcome – impairment, Activity and Participation (ICF), 

International classification of functioning (WHO) 
 patient satisfaction 
 Documentation  
 Communication 

Audit programme in place 
and documented 
Patient forum 

  

6.10.2 SCIC’s will have a documented MDT annual audit programme Audit – case note 
documentation 

  

6.10.3 Single discipline audit will be undertaken where professional  benchmarks  
are undertaken at least annually 

Audit – case note 
documentation 
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TOPIC 7    SPINAL SURGERY & FOLLOW UP 
Introduction 
Management of skeletal injury following acute spinal trauma may include non-operative treatment or surgical correction and fixation. 
Comprehensive and skilled assessment is required to determine the appropriate treatment approach and SCIC’s will maintain their 
expertise for conservative and surgical management. Surgical intervention may enable early mobilisation for specialised rehabilitation, 
reduce incidence of immobility related problems, pain and long term spinal deformity and simplify the management of concomitant 
problems such as multiple trauma or respiratory insufficiency.  
Clinical governance mandates that care must be appropriate and conducted by appropriately trained and experienced staff in an 
environment conducive to optimum clinical outcomes. 
 
Standard 7.1 Multi-professional teams will work together across disciplines & locations to achieve optimum assessment, 

decision making, surgical management and outcome  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

7.1.1 SCIC will establish clinical partnerships with designated referring hospitals 
& tertiary centres 

 D  D 

7.1.2 All front line staff in referring hospital will understand the need and process 
for immediate consultation with SCIC 

 D  D A 

7.1.3 Agreed protocols for patient assessment (including imaging) and 
communication with SCIC will be implemented (See Standard 6) 

 D  D A 

7.1.4 SCIC will provide acute MDT outreach to provide advice on appropriate 
management, which may include surgical intervention, within 3 days (See 
Standard 6) 

D  D 

7.1.5 SCIC will provide guidelines for surgical procedures in relation to different 
types of vertebral lesions (See Appendix 7.1) 

 D  D 

7.1.6 SCIC will provide guidelines for post operative care following specific 
surgical procedures (See Appendix 7.1) 

 D  D 
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Standard 7.2 Spinal surgery & follow-up care will be undertaken by appropriately trained & experienced professionals 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

7.2.1 Spinal surgery on SCI people should only be undertaken by Designated 
providers of Specialised Spinal Surgery.  
Specialised Spinal Surgery Departments must undertake the surgery in line 
with the advice of the SCIC, and have the staff and facilities to meet the 
special needs of the SCIC person until it is possible to transfer him or her to 
a SCIC. 
Note that SCICs carrying out spinal surgery  will be expected to meet the 
Designation requirements 

D  D A 

7.2.2 Where patient is unable to be transferred to SCIC, agreed surgical 
procedure may be performed in referring hospital by appropriately 
experienced surgeon If in a Designated facility 

A D  D A 

7.2.3 Spinal surgeons must follow guidelines for competencies, experience & 
training programmes for Medical staff (Including anesthetists’), as set out in 
the Designation standards for Specialised Spinal Surgery(See Appendix 
7.2) to undertake surgery & to provide pre and peri-operative care and 
follow-up 

 D  D  

7.2.4  Guidelines will be followed for competencies & training programmes for 
Theatre personnel, Nursing & AHP’s as set out in the Designation 
standards for Specialised Spinal Surgery (See Appendix 7.2)  

 D  D  

7.2.5 Duty rota will ensure that appropriate medical cover is available 
continuously for advice and management of the spinal surgical patient 

D  D  

7.2.6 Established programme of appraisal for MDT will determine individual 
educational needs  

D  D 
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Standard 7.3 All patients will receive comprehensive information on the proposed surgical procedure and follow-up treatment  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

7.3.1 Information on the surgical and post-operative management will be 
discussed with the patient and their family/carers by a designated member 
of the surgical team with appropriate experience & knowledge 

 Patient survey BSRM 
Standards 

 

7.3.2 The patient will be provided with all available information in an appropriate 
format  

 Patient survey   

7.3.3 Procedure for obtaining informed consent for surgery will comply with 
national and local policy 

 Patient survey BSRM 
Standards 

 

 
Standard 7.4  Evaluation of clinical outcomes following surgical intervention will be undertaken at agreed intervals 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

7.4.1 A core data set including ISCOS fields, will be determined to be used by 
referring hospitals and SCIC to document clinical information & outcome 

A 
SoE referral and outreach 
datasets 

  

7.4.2 SCIC & designated link hospitals will participate in joint clinical audit 
programmes to review morbidity & mortality meetings and clinical outcomes 

AD   
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TOPIC 8 REHABILITATION 
 
Introduction 
The aim of the SCIC rehabilitation programme is to (restore)/ assist an individual to attain their full physical, psychological and social 
potential. 
The rehabilitation programme will be multidisciplinary led and will normally commence on mobilisation & is considered to be complete 
when patient has achieved a level of knowledge and skill which should prevent deterioration in the community 
 
Standard 8.1 All patients will have appropriate & timely access to the complete, dedicated multi-disciplinary team to meet 

individual patient needs 
Criteria Criteria Demonstration of 

Adherence 
 

Evidence/ 
Source 

D 

8.1.1 The rehabilitation programme will be provided by a coordinated multi-
disciplinary team through interdisciplinary working 

Team structure documented BSRM 
Standards 

 

8.1.2 The rehabilitation programme will be provided by an appropriate mix of 
junior and senior staff 

Staff establishments BSRM 
Standards 

 

8.1.3. D – section under development  
 
The Core SCIC Team staff numbers, qualifications and experience should 
be adequate to meet the in-patient caseload 
Spinal Cord Injury consultant 1 per 15 – 20 patients  
Nursing   1 per 2- 3 patients 
PT    1 per 5 - 7 patients 
OT     1 per 6 - 8 patients 
Discharge Coordinator   1 per 20 - 30 patients 
E.g. Community Liaison/MSW)  
Dietician      TBA 
Clinical Psychology   1 per 15 – 20 patients 
 
Staffing for high dependency patients (including brain injury, mental health, 
multiple pathology & intensive rehab) will be increased 

Record of staff in post 
against establishment 
 

NSIC gap 
analysis 
RNOH 
casenote 
audit  
Therapy 
activity 
analysis 
(RNOH and 
Salisbury) 
 
D 

D 
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Spinal Cord Injury consultant 1 per 12 – 16 patients  
Nursing     1 per 2 patients 
PT     1 per 4 - 6 patients 
OT     1 per 5 - 7 patients 
Discharge Coordinator   1 per 12 - 16 patients   
E.g. Community Liaison/MSW)  
Dietician      TBA  
 
Clinical Psychology   1 per 15 - 20 patients 
Dedicated sessions will be provided for spinal surgery, urology, 
anaesthetics, Liaison psychiatry, microbiology 
 
 

8.1.4 All dedicated SCIC staff will complete orientation & induction programme Documented induction 
programme 
Staff attendance records 

BSRM 
Standards 

 

8.1.5 Patients sustaining spinal cord injury in conjunction with other significant 
health needs (TBI, Mental health problems) will have access to input from 
the SCIC MDT in an appropriate location  

Documented procedure for 
referral 
Written record of referral, 
assessment and treatment 
records 

  

8.1.6 In addition to the core clinical team, there will be established access to input 
from other disciplines as required:- 
Imaging, orthotics, speech & language therapy, rehabilitation engineers, 
phlebotomy, chaplaincy, patient advocates, and peer support 

Documented procedure for 
referral 
Written record of referral 

NSIC gap 
analysis 
RNOH & 
Salisbury  

 

8.1.7 Established referral pathways will make available other specialty advice or 
intervention 
Cardiology, Gastro-enterology, Dermatology, ENT, Interventional 
Radiology, Plastic Surgery, Neurology, Psychiatry, General Surgery, 
Urology, vascular Surgery, Care of the Elderly, Haematology, Oncology, 
Paediatrics, Obstetrics & gynaecology, orthopaedic surgery, sexual function 

Documented procedure for 
referral 
Written record of referral 

NSIC gap 
analysis 
RNOH & 
Salisbury 
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8.1.8 Identified pathways will be established to access/work with  

 Social service (including wheelchair service) & Housing teams (See 
community standards) 

 Care agencies/Private sector agencies 
 Education/further education/Driving ability assessment centre/Disability 

employment advisory services 
 Financial & Legal advice (including benefits) 
 Advocacy services 
 Charities, self help groups & voluntary agencies 
 Primary Care Trust (PCT) 

Referral / access pathways 
documented and available 

BSRM 
Standards 

 

 
Standard 8.2 Clinical pathways and time scales will be established for the first admission in relation to level and severity of 

injury 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

8.2.1 The acute/initial rehabilitation pathway will be mapped and documented Rehabilitation pathway   

8.2.2 D – section under development  
Target lengths of therapeutic stay will be:- 
Motor Complete Lesions (ASIA A and B) 
- High level tetraplegics – C4 level and above – 6 months  
- C5/C6 tetraplegics   -  18 weeks (* 22 weeks) 
- C7/8/T1 – 18 weeks (* 22 weeks) 
- T2-T6 -  14 weeks (* 17 weeks) 
- T7-T12 – 14 weeks (* 17 weeks) 
Motor Incomplete Lesions (ASIA C and D) 
- Tetraplegics ASIA C – 27 weeks (* 32 weeks) 
- Tetraplegics ASIA D – 15 weeks (* 18 weeks) 
- Paraplegics ASIA C – 22 weeks (* 26 weeks) 
- Paraplegics ASIA D – 8 weeks (* 10 weeks) 
- Cauda Equina Lesions – 8 weeks (* 10 weeks) 
* High dependency patients 

SoE contract management 
dataset 
Shadow activity reports in 
new Commissioning 
Classifications 
Patient level costing (PLICS) 
system 
 
 

D - these 
levels are 
theoretical at 
the time of 
publication, 
investigation 
and 
clarification 
will be part 
of a larger, 
ongoing 
project.   
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8.2.3. D – section under development  

 
In the event of complications, the following extensions to length of stay 
should be used for guidance:-  
Brachial plexus lesion – 6 weeks  (*7 weeks) 
Upper limb fractures – 8 weeks (*10 weeks) 
Pelvic fractures – 6 -12 weeks (* 7 -14 weeks) 
Lower limb fractures – 12 weeks(*14 weeks) 
Nerve root re-grafts– 6weeks (* 7 - 8 weeks) 
Halo jacket/braces – Up to 4 weeks (* Up to 5 weeks) 
 
Pressure sores – depending on Grade of sore (EPUAP Classification) 

 Grade 1: 4 - 6 weeks (* 5 – 7 weeks) 
 Grade 2: 6 -12 weeks (*7 - 14 weeks) 
 Grade 3: 3 – 4 months(* 4 – 5 months) 
 Grade 4: 4 – 6 months (* 5 – 7 months) 

* High dependency patients 

 
Shadow activity reports in 
new Commissioning 
Classifications   
Case note audit 
Patient level costing (PLICS) 
system 
 

D  - these 
levels are 
theoretical at 
the time of 
publication, 
investigation 
and 
clarification 
will be part 
of a larger, 
ongoing 
project.   
 

 

8.2.4 D – section under development  
 
Target contact time with AHP will be established for level and severity of 
injury 
ASIA A & B 
C5/6 Lesions - 70 (* 84)Hours physio + 40 (* 48) hrs PTA 
                      - 96 (*115) OT hours + 30 (* 36) hrs OTA 
                      - Nursing – 80 (* 88.5)hours teaching/education 
C7,8,T1           - 80 (* 88.5)hours physio + 15(* 18) hrs PTA 
                       - 96 (*115) OT hours + 30 (* 36) OTA 
                        - Nursing – 55 (* 66) hours education 
T2 – T6 Lesions - Physio 60 (* 72) hours + 15 (* 18) hrs PTA 
                          – 68.5 (* 82) hours OT + 1.5 (* 2)hrs OTA 
                          - Nursing 68 (* 82) hours teaching/education 
T7 – T12 Lesions - 56 (* 67) hours physio + 10 (*12)hrs PTA 
                           – 68.5 (* 82) hours OT + 1.5 (* 2)hrs OTA 
                          - 56 (* 67) Nursing hours teaching/education 

Case note review (see 8.7) 
Patient level costing (PLICS) 
system 
 

D  - these 
levels are 
theoretical at 
the time of 
publication, 
investigation 
and 
clarification 
will be part 
of a larger, 
ongoing 
project.   
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ASIA C and D classifications 
Tetraplegic Asia C - 135 (*162) hours physio + 60 (*72) hrs PTA 
                                91 (*109)hours Nursing– teaching/education 
Tetraplegic ASIA D - Physio 75 (* 90)hours + 15 (* 18) hrs PTA 
 
Incomplete Tetra – 79 (* 95)OT hours + 47 (* 56) hrs OTA 
                          - 93 (* 12) Nursing hours teaching/education 
 
Paraplegic ASIA C - 110 (* 132)hours physio + 60 (* 72) hrs PTA 
                           – OT 36 (* 43) hours – OTA 8 (* 10) hours 
                           - 76 (* 91)Nursing hours-teaching/education 
Paraplegic ASIA D - 40 (* 48)hours physio – 15 (* 18) hrs PTA 
                              – OT 36 (* 43)hours – OTA 8 (* 10)hours 
                              - 68 Nursing hours - Teaching/education 
Cauda Equina Lesions - 40 (* 48)hours – physio– 4 (* 5)hrs PTA 
                                    - 68.5 (* 82) OT hours + 1.5 (* 2)OTA 
                                    - 68 (* 82) Nursing hours education 

 
Standard 8.3 All patients will be involved in coordinated patient centered goal planning programme  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

8.3.1 The goal planning programme should include a clear statement of aims and 
component elements to achieve that purpose 

Audit – goal planning 
documentation 

BSRM 
Standards 

 

8.3.2 Appropriate multi-disciplinary goal planning team will be identified at start & 
reviewed on regular basis 

Audit – goal planning 
documentation 

BSRM 
Standards 

 

8.3.3. A designated member of the MDT will be responsible for over-seeing,  
coordinating and documenting individual patient programmes and discharge

Audit – goal planning 
documentation 

BSRM 
Standards 

 

8.3.4 The patient will be provided with all available information in order to actively 
participate in their rehabilitation programme 

Patient survey BSRM 
Standards 
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8.3.5 A designated, trained member of the MDT will be responsible for supporting 

the patient during their programme 
Audit – goal planning 
documentation 

BSRM 
Standards 

 

8.3.6 All multi-disciplinary goal planning team members will receive training in 
goal planning  

Established training 
programme 
Attendance records 

  

8.3.7 All decision-making meetings will be undertaken by MDT in conjunction with 
the individual, their families and carers where appropriate 

Attendance records 
 

BSRM 
Standards 

 

8.3.8 Documented goal planning meetings and case conferences, involving the 
patient, their families and carers where appropriate, will be held at agreed 
intervals 
 1st goal planning routinely completed within 1 week of mobilisation 
 Subsequent review goal planning will be held no less than 4 weekly 
  Case conference /discharge planning meeting with community 

personnel half way through length of stay.  

Audit – goal planning 
documentation 

  

8.3.9 Short and long term goals will be discussed, agreed and set with the 
patient, their family/carers (if appropriate) and rehabilitation team 

Audit – goal planning 
documentation 

BSRM 
Standards 

 

8.3.10 All patients will be advised of  & have access to a patient advocate 
 Referral to voluntary sector (e.g. SIA) 
 Paid advocacy service 

Information available to 
access 
Patient survey 

BSRM 
Standards 

 

 
Standard 8.4 Comprehensive patient assessment will be undertaken on an agreed time scale 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

8.4.1 The individual rehabilitation programme will be based on physical, cognitive, 
communication, psychosocial functional and environmental assessments. 
Patient’s competency re: physical & verbal independence in the following areas 
to be assessed irrespective of level of injury, taking into account patients 
individual life role goals and aspirations.  (Using the ICF model of impairment / 

Audit – needs assessment 
tool or equivalent 

BSRM 
Standards 
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activity /participation (WHO). 
Activities of daily living:  Food management, Dressing, Facial hygiene, 
Personal hygiene 
Effective skin management:  Independent in checking skin, Able to prevent and 
manage pressure sores, Able to prevent skin insults 
Effective bladder management:  Competent in chosen technique of bladder 
management, Able to manage bladder related problems 
Bowel management:  Competent to manage bowels, Competent to deal with 
bowel related problems 
Mobility:  Able to carry out (or instruct others on) transfers and basic wheelchair 
skills, maintaining range of movement, Ambulation (if appropriate) 
Wheelchair and equipment:  Assess and test wheelchair suitability and order 
equipment in liaison with local service providers, Same as previous, but in 
respect of cushion, manage standing frame, manage splints, Equipment needs 
on discharge 
Prepare patients for community reintegration, which will include work on 
developing:  Engagement in social/ recreational activities outside centre, 
Continuing education, Employment/vocational goals, General community 
preparation and teaching, Driving 
Discharge coordination:  Personal assistant requirements, Housing and 
accommodation, Interim placements, Personal care needs and care packages 
Psychological issues:  Assessment of mood and distress, Assessment of 
sexual aspects, Enhancement of coping strategies, Adjustment and support 
Other specialist needs that may be necessary include:  Artificial ventilation; 
management  of autonomic dysreflexia; vocational rehabilitation services; 
Provision of appropriate fertility & sexual rehabilitation; Provision of Baclofen 
pumps & other specialist surgical & pharmacological requirements 

8.4.2 Neurological impairment will be assessed using ASIA classification at agreed 
time intervals, on admission, for monitoring purposes and prior to discharge as a 
minimum 

Audit- medical record ASIA  

8.4.3 Individual patient needs will be assessed using Needs Assessment Tool or 
equivalent at agreed time intervals: 
On mobilisation and pre discharge as a minimum (Appendix  1.2)  

Audit – needs assessment 
tool or equivalent 

  

8.4.4 Assessment of independence will be undertaken using measures agreed by the 
SCIC’s at agreed time intervals 

Agreed common outcome 
measure in place 
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8.4.5 Expected outcome will be predicted no later than 8 weeks post admission. 

Target standards for functional and social reintegration achievements will be 
established (See Appendix 8.1)  
 

Audit- medical record 
Audit goal planning 
documentation 

  

8.4.6 Patients body weight will be assessed and where appropriate, a referral to an 
specialist consultant in obesity/bariatric management  for advice, support and 
treatment (See appendix 8.3 for Role of Dietician)   

SoE Contract KPI 
reporting 

NICE 
CG43 Dec 
2006 

 

8.4.7 Every SCI patient who smokes will be advised to stop, unless there are 
exceptional circumstances. Those who are not ready to stop will be asked to 
consider the possibility and encouraged to seek help in the future and offered 
smoking cessation support) 

SoE Contract KPI 
reporting 

NICE PH 
01 Feb 
2006 

 

Standard 8.5 Essential facilities & equipment required for rehabilitation will be provided on an agreed time scale 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

8.5.1 The environment must enhance and facilitate the rehabilitation programme 
and should include relevant facilities 

Patient and staff surveys BSRM 
Standards 

 

8.5.2 The rehabilitation programme will be adapted to the patients specific 
individual needs and circumstances where possible 

Patient surveys BSRM 
Standards 

 

8.5.3. Identified beds will be available for rehabilitation 
 

Audit – bed status and 
occupancy 

  

8.5.4 Rehabilitation bed occupancy will run at 90 – 95% 
 

Audit – bed status and 
occupancy 

  

8.5.5 Resources & equipment available will comply with minimum requirements 
(See Appendix 8.2) 

Audit – resource / equipment 
register 
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Standard 8.6 All patients will receive comprehensive information on the rehabilitation process and their individual 
programmes 

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

8.6.1 Information on the service will be provided to the patient and their 
family/carers before or at the start of the rehabilitation programme 

Patient survey BSRM 
Standards 

 

8.6.2 The patient will participate in an orientation to the rehabilitation programme 
outlining the process and expectations 

Patient survey BSRM 
Standards 

 

8.6.3. Assessment of patient information needs will be undertaken by the 
designated member of the SCIC MDT 

Audit – goal planning 
documentation  

BSRM 
Standards 

 

8.6.4 The patient will be provided with all available information in an appropriate 
format in order to actively participate in their rehabilitation programme 

Patient survey   

8.6.5 Patient understanding & retention of information will be discussed and 
assessed by designated member of MDT to assist patient involvement and 
concordance (see 1.4.3) 

Audit – goal planning 
documentation 
Needs assessment 
checklist/other equivalent 

  

8.6.6 All decision-making meetings will be undertaken by MDT in conjunction with 
the individual, their families and carers where appropriate  

Attendance records BSRM 
Standards 

 

8.6.7 Documented goal planning meetings and case conferences, involving the 
patient, their families and carers where appropriate, will be held at agreed 
intervals 

Audit – goal planning 
documentation 

  

8.6.8 Patient will have access to goal planning & care plan documentation Patient survey 
Access policy in place 
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Standard 8.7 Evaluation of the rehabilitation programme will be undertaken on an agreed time scale 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

8.7.1 An annual Multi-disciplinary Audit programme will review rehabilitation 
practice and process 
 Patient outcome – impairment, activity & participation 
 Patient satisfaction 
 Goal planning 
 Activity analysis 
 Documentation  
 Communication 
 Nursing dependency (Acuity)  

BSRM Standards Patient 
forum 

WHO 
classifications 

 

8.7.2 Documented multi-disciplinary audit sessions will be conducted at least 
annually  

BSRM Standards   

8.7.3 Single discipline audit will be undertaken annually where professional 
standards are established 

BSRM Standards   
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TOPIC 9 REINTEGRATION 
 
Introduction 
The purpose of discharge planning is to ensure a smooth and safe transition from the Spinal Cord Injury Centre (SCIC) into the 
community in order to optimise the individual’s opportunities for reintegration and quality of life. 
The process will commence immediately after injury and involve the patient, family, carers, the SCIC multi-disciplinary team, community 
personnel and other required individuals as appropriate. 
 
Standard 9.1  The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for discharge  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.1.1 The discharge planning process will be mapped from admission to 
discharge.    

Care pathway and discharge 
policy available (Audit 6 
monthly) 

  

9.1.2 Discharge planning will take account of  
- Primary care needs 
- Accommodation 
- Equipment 
- Social care needs 
- Day time occupation of individual & carers 
- Family and social network 
- Continuing specialist involvement 
- Finance (including compensation claims) 

Case note audit 
Patient survey 
Audit process map 

  

9.1.3. A designated member of the multi-disciplinary team will coordinate the 
discharge process for each patient  

Case manager /key worker 
appointed / identified in 
notes 
Associate worker also 
identified 
Patient survey 
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9.1.4 Responsibilities of the multi-disciplinary team will be documented  Case note audit 

Patient survey 
  

9.1.5 The process and time scale for communication with community and other 
agencies will be documented  
Written referrals made:- 
District Nurses Prior to the case conference or home leave 
PT & OT – within 15 working  days of allocation 
Case Conference with Community Team half way through length of stay 
Commissioners/PCT/Social services will be notified & contact name 
requested within 2 weeks of admission in all cases. 

Case note audit 
Patient survey 

 
SoE Board 
Communica-
tions 
Specification 

 

9.1.6 Requirements for maintenance programmes will be defined by MDT Discharge summary audit 
Case note audit 

  

9.1.7 The management process for patients wishing to take their own discharge 
will be documented as per host Trust policy 

Discharge policy 
Case note audit 
Patient survey 

  

9.1.8 The management process for patients declining referral to Community 
Services will be documented 

Discharge policy 
Case note audit 
Patient survey 

  

9.1.9 The management process for patients declining interim placement will be 
documented 

Discharge policy 
Case note audit 
Patient survey 
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Standard 9.2 Appropriate provision will be made to meet the immediate needs of the individual to ensure safe discharge 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.2.1 Safe and accessible accommodation will be provided in the community with 
 minimum of 1 safe access to proposed accommodation 
 access to a suitable safe sleeping area  
 Safe method of mobilising to and from bed, furnishings and equipment  
 Safe mobilisation around essential areas of accommodation  
 Access to safe and appropriate/adequate temperature regulation 
 Safe & adequate light source and ventilation 
 Access to appropriate privacy and dignity,  and age and culture issues 

recognised  
(See appendix 9.1 for greater detail) 

See Appendix 9.1   

9.2.2 Appropriate assistance (carer, equipment, benefits) will be provided to  
 maintain appropriate level of hydration and nutrition  
 maintain acceptable standard of hygiene 
 maintain regular pressure relief 
 continue established bladder & bowel management programme 
 continue prescribed standing programme 
 follow medication prescription 
 seek assistance in event of medical emergency 
 enable dressing & undressing  
 access clean laundry 
 access to participate in social activities  
(See appendix 9.2) 

See Appendix 9.2   

9.2.3 Lifetime Access to SCIC services will be available through SCIC 
Community Liaison Team (See review standards) 
 Contact number given to patient on discharge at d/charge 

appointment/meeting 
 New outpatients given contact numbers at outpatient appointment 
 First appointment date for Community Liaison visit 

Patient survey 
 
 
SoE activity dataset 
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9.2.4 Identified appropriate personnel will be available on discharge, patients will 

be provided with contact details for the following  
 DN  
 GP  
 Allocated social worker 
 Employment advisor as required (See Standard 9.8) 
 Point of contact in Community Services for problems with 

care/equipment/service provision  

See Appendix 9.2   

9.2.5 The individual will have access to appropriate benefits & financial advice:- 
 Financial priorities & potential problems will be identified within one 

week 
 Relevant benefits review / applications will be made within one month of 

admission and reviewed prior to Discharge 
 Patients & carers will have access to identified expert financial/benefits 

advice while in SCIC  

Patient survey 
 

  

9.2.6 Advice on identified appropriate agencies and access to voluntary services 
will be given prior to discharge. 

Patient survey 
 

  

 
Standard 9.3  All patients will receive information on their role, rights & responsibilities in the discharge planning process  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.3.1 The designated lead worker will advise and discuss the discharge planning 
process with the patient 

Case note audit 
Patient survey  

  

9.3.2 A member of the SCIC MDT will discuss & assess information needs with 
the patient 

Case note audit   

9.3.3. The patient will be advised of and have access to all personnel involved in 
their discharge planning 

Patient survey   

9.3.4 The patient will be provided with all available information in an appropriate 
format in order to participate actively in their discharge arrangements 

Case note audit 
Patient survey 
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9.3.5 The patient will be provided with information on their rights and 

responsibilities at a time deemed appropriate by the MDT 
Patient survey   

9.3.6 The patient will be facilitated to take an active role in their own health care 
decisions 

Patient survey   

9.3.7 The patient will be asked to disclose any relevant information required for 
discharge planning 

Patient and staff survey   

9.3.8 The patient will have access to their medical records in line with national & 
local policy 

Patient survey 
 

  

 
Standard 9.4  The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for referral to 
 Community Services  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.4.1 The patient’s (or appropriate others) permission must  be obtained for a 
referral to be made to  community services  

Case note audit 
Patient survey 

  

9.4.2 The process will be mapped, documented & accessible 
The referral procedure will include 

 
 Process for communication – to include early contact with Community 

services requesting information & paperwork required & contact name 
 Time scales for the process 
 Community Services  attendance at case conferences 
 Management process for non-response by Community Services  

   

9.4.3. Referral will include all assessment details with essential information 
relating to needs & problems i.e. care package required/ rehousing/ 
adaptations/ interim placement/age and existing conditions that may affect 
ability to rehab 
Referral for environmental controls will be made to community health team 

Referral documentation audit   
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9.4.6 Provisional recommendations for care package will be made at the first 

case conference/discharge planning meeting with the community team  
Case note audit   

9.4.7 SCIC will ensure that the patient’s local team have been advised that  
essential  equipment is required on discharge as appropriate 

Case note audit   

9.4.8 Non-response to referral by community services  will be followed up by 
identified SCIC staff after 2 weeks 

Documentation audit   

 
 
Standard 9.5 Information will be provided to appropriate community personnel within an agreed time frame.  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.5.1 SCIC medical team will contact GP on admission  Case note audit   

9.5.2 Letter to Community  Services (PCT) from identified SCIC Case Lead will 
include  
 Details of injury 
 expected length of stay 
 Implications for care 
 

Documentation audit South of 
England SCI 
Board 
Communica-
tions 
Specification. 

 

9.5.3 SCIC OT will make referral to Community OT within 15 days of admission. Documentation audit   

9.5.4 Recommendations for potential equipment and adaptations required to be 
provided to relevant agency by the time of the case conference or home 
leave 

Documentation audit   

9.5.5 Identified SCIC team member will make initial contact with Wheelchair 
service within 14 days of mobilisation. 

Documentation audit   

9.5.6 SCIC PT will provide details of treatment, exercise regimes and equipment 
required for Community Physiotherapist prior to discharge 

Documentation audit   

9.5.7 Written details of admission and discharge date to be sent to Benefits 
Advisor by relevant SCIC staff, with patient’s permission. 

Documentation audit   
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9.5.8 Report from Case conference /discharge planning meeting, detailing 

statements of progress and plans for continuing rehab and plans for 
discharge will be circulated to all involved. 

Documentation audit SoE Board 
Communicatio
ns 
Specification 

 

9.5.9 Formal discharge letter sent to GP (+ copy to patient) within 10 days of 
discharge from SCI Consultant and will include 
 Details of admission & treatment 
 Ongoing issues 
 Medication & Medical follow-up 
A copy will be sent to patient 
 

Documentation audit   

9.5.10 Identified SCIC MDT member will provide discharge summary to community 
services on 
 Goal planning (monthly report) if requested  
 details of care required (including care plan) 
 vocational issues, social network and support 
 environmental and accommodation issues  
 Commissioners 
Written summary sent on day of discharge 

Documentation audit   

 
Standard 9.6 The Spinal Cord Injury Centres will have a comprehensive written policy and procedure for management of 

discharge to interim placements   
 
 Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.6.1 Policy and process for discharge to interim placement (DGH not included) 
will be freely accessible to staff and patients  

Policy in place   

9.6.2 Patients will be included in discussions regarding possibility of need for 
interim placement on commencement of discharge planning 

Patient survey   

9.6.3. Potential need for an interim placement will be established after multi-
agency Access/Home visit. 

Case note audit   

9.6.4 Designated SCIC  team member will liaise with community team after 
Access/Home visit 

Documentation audit   
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9.6.5 SCIC staff will advise on requirements of interim placements. (See 

Standard 9.2) 
Documentation audit   

9.6.6 SCIC’s will maintain listing of all known appropriate accessible 
accommodation/establishments appropriate for interim placements 

Database available   

9.6.7 Patient’s local health or social services will be responsible for identification 
and funding of appropriate interim placement (to include provision and 
training of carers). 

Case note audit   

9.6.8 Prior to the patient’s discharge, the Discharge Coordinator/Case Manager 
will facilitate the Interim placement staff to complete their assessment of 
patients needs and provide carers for training.   

Case note audit   

9.6.9 Where patient declines the offered appropriate interim placement(s) (see 
Appendix 9.1), local and/or national guidelines for discharge planning will 
apply, e.g. ‘Choice policy’.  

   

 
Standard 9.7 The Spinal Cord Injury Centre’s will have a comprehensive written policy and procedure for their role in the 

appointment and training of appropriate carers (formal & informal) 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.7.1 The SCIC team will assess the level of assistance required and document 
recommendations for the appropriate agency 

Assessment records audit   

9.7.2 Funding for the provision of carers will be the responsibility of the SS PCT, 
ILF, access to work, self funding or a Medico-legal team.  

Case note audit   A 

9.7.3. The SCIC will provide information for  the use of recognised specialist 
agencies as experts in providers of SCI care where appropriate 

Case note audit   

9.7.4 The SCIC MDT team will offer appropriate training to ensure carers have 
appropriate skills and knowledge to support patient post-discharge 

Training records   

9.7.5 The SCIC MDT team will provide required verbal & written information 
regarding the patient condition & care (as agreed by the patient) to the 
appointed carers 

Documentation audit   
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9.7.6 The employing agency will provide guidance on roles and responsibilities in 

the delivery of care for the patient and appointed carers 
Guidance available 
Patient / carer survey 

 A 

9.7.7 Appointed personal care assistants will receive ongoing support, review and 
training through their employing agency 

Carer survey  A 

9.7.8 The Primary Care Trust in consultation with the patient will decide which 
agency should or should not be used to provide care/assistance at home. 

Patient / carer survey   

 
Standard 9.8 All patients will be provided with information and assistance regarding opportunities for education, training & 

employment  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

9.8.1 Preliminary discussions will take place between individual and MDT team 
(primary Occupational Therapist) re: pre-injury employment and current 
status within two weeks of admission. 

Case note audit   

9.8.2 If there is potential to return to employment, a work assessment will be 
carried out. DEA & Access to Work representatives will be invited, as 
appropriate. Active involvement of existing employers in the rehabilitation 
process will be encouraged at the individual’s request and where 
appropriate. 

 
Case note audit 

  

9.8.3. Access to career guidance will be available during rehabilitation 
programme. Skills and education assessment will be arranged as 
necessary. 

Case note audit   

9.8.4 Where an individual is actively considering employment, information re: 
DEA, Access to Work scheme, workshop training and further education, 
will be initiated by MDT.  

Case note audit   

9.8.5 A resource of contact details will be kept & updated of all job centres in 
SCIC catchment area 

Resource database available   

9.8.6 A community mobility assessment (including travel to work) will be 
arranged, where appropriate by a member of MDT/Community Team 
depending on location of required assessment. 

Case note audit   
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9.8.7 The individual will have access to information pertaining to legal rights with 

regard to employment support, including DDA 1995. 
Patient survey   

9.8.8 The individual will have access to advice from Specialist Centre MDT for 
on-going employment issues, following discharge. 

Patient survey   
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TOPIC 10  REVIEW 
 
Introduction 
The Spinal Cord Injury Centres (SCIC) will provide a programme of life long follow-up and appropriate support for the spinal cord injured 
population to ensure patient well-being and optimum quality of life.   
 
The objectives for this programme will be to:- 

 Prevent secondary complications 
 Provide continuous assessment for problems and appropriate further intervention 
 Provide ongoing education 

 
Standard 10.1 All patients discharged or referred for review by a Spinal Cord Injury Centre will receive appropriate life time 

follow up from the SCIC multi-disciplinary team 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

10.1.1 The Spinal Cord Injury Centres will have a written policy and procedure for 
comprehensive, multi-format review & follow-up which will be consistently 
applied (See Appendix 10.1) 

Policies available BSRM 
Standards 

 

10.1.2 The follow-up programme will include 
 Symptom checks & appropriate clinical examination 
 Bladder & bowel assessment 
 Tissue viability 
 Pain management 
 Sexual health & function 
 Cardiovascular monitoring 
 Education 
 Physical (including mobility, posture & seating), psychological & 

vocational rehabilitation requirements 
 Monitoring discharge plan 

Assessment checklists 
available 
Medical records audit 

BSRM 
Standards 

 

10.1.3. A register will be kept of all patients requiring long-term review Database established BSRM 
Standards 

 

63 
SCI Service Standards - Approved Jan 2010 



 
 
10.1.4 Long term review will incorporate management of other specific conditions 

in accordance with national guidance 
Documentation audit 
Activity reporting in new 
Commissioning 
Classifications 

NSF  

 
Standard 10.2 Defined procedure for routine review of all patients by SCIC and community personnel will be in place 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

10.2.1 A schedule for routine review by a defined member of the SCIC multi-
disciplinary team will be adhered to for the first year post-discharge: 

 
Subsequent  review will be based on medical/clinical individual 
assessment of the patient  and appropriate documented and 
communicated (no greater than 3 year intervals) 

Audit of Activity reports in 
new commissioning 
classifications 

  

10.2.2 Routine follow-up may occur as a result of  evaluations from the patient, 
GP, District Nurse (as appropriate), other relevant community personnel & 
SCIC team 

D  D 

10.2.3 The role and Responsibilities of the  Spinal Centre Outpatient Services will 
be documented and made available to the patient, SCIC and Community 
teams 

Documentation audit   

10.2.4 The GP will be asked to be involved with post-review appointment 
symptom checks & required blood tests, as required. 

Medical notes audit   

 
Standard 10.3 A proactive programme and procedure will be in place to detect problems at the earliest opportunity 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

10.3.1 The SCIC will offer education to relevant health professionals prior to 
discharge to convey 
 Follow-up process and requirements 
 Process for contacting the SCIC for advice 

Study days 
Information packs  

Craig 
Programme 
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10.3.2 A directory of Red Flags will be issued to patients, carers, GP’, District 

Nurses (where appropriate) and other health professionals as appropriate 
Directory available   

10.3.3. Information on the red flag system will be available in hard copy and via 
the internet 

Information available in 
desired formats 

  

10.3.4 Designated members of the SCIC multi-disciplinary team will be identified 
as contact points for the patient and involved health professionals 

Case note audit   

10.3.5 Defined systems will be in place for timely referral to ensure patients gain 
access to appropriate services 

Referral pathways National 
targets 

 

 
Standard 10.4 SCIC will provide education for community personnel to support SCI patients in their community 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

10.4.1 Educational needs of the community team to support patients will be 
assessed prior to discharge (See reintegration standards) 

Assessment documentation   

10.4.2 Information on long-term management of spinal cord injury will be made 
available to community personnel through seminars, resource packs and 
the internet 

Seminar programme 
Attendance records 
Information available 

  

10.4.3 The SCIC will provide opportunities, as appropriate, following discharge  
for work-based learning for community personnel in their own environment 

Training records SIA 
information 

 

 
Standard 10.5  All patients will receive information on their role & responsibilities in the follow-up programme  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

10.5.1 An identified  member of the SCIC team will advise and discuss the follow-
up programme with patient  

Case note audit and patient 
questionnaire 

  

10.5.2 Patient understanding & retention of information will be assessed by 
designated member of MDT to assist patient participation 

Patient survey   
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10.5.3 The patient will be advised of and have access to all personnel involved in 

their follow-up programme 
Patient survey   

10.5.4 The patient will be provided with all available information in order to 
actively participate in their follow-up programme 

Patient survey   

10.5.5 The patient will be facilitated to take an active role in their own health care 
decisions 

Patient survey   

10.5.6 The patient will be asked to disclose any relevant information required for 
follow-up 

Patient and staff survey   

 
Standard 10.6  Long term outcomes for individuals will be evaluated using validated outcome measures 
Criteria Criteria  Demonstration of 

Adherence 
Evidence/ 

Source 
 

10.6.1 SCIC will evaluate patient outcome, reintegration status, complications 
and required interventions over the long term using a common minimum 
data set which incorporates validated outcome measures 

Database running   

10.6.2 An annual multi-disciplinary audit programme for long-term outcomes will 
be undertaken   

Audit schedule   

10.6.3 Long-term outcomes will be presented to SCIC team and other SCIC’s  Audit presentation schedule   
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TOPIC 11  RE-ADMISSION 
 
Introduction 
The spinal cord injury centres (SCIC) will re-admit patients requiring specialist management of their cord injury or related problems. 
An outreach service will be provided by the SCIC to patients and health professionals to support the management of other health 
problems in the appropriate healthcare setting. 
 
Standard 11.1 All patients will have opportunity for readmission (emergency & planned) to SCIC for management of a 

condition related to spinal cord injury requiring SCI specialist input, subject to availability of co-located 
services 

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.1.1 The re-admission pathway will be mapped and documented Pathway available BSRM 
Standards 

 

11.1.2 Patients will have opportunity for re-admission to designated SCIC who 
require:- 
 
 Management of direct complications  
       e.g. urology, bowels, osteoporotic fractures, heterotrophic  

ossification, subsequent spinal deformity 
 
 tissue viability, spasticity, deformity, respiratory complications  
 
 Second stage specialist rehabilitation 
 
 Functional surgery e.g. SARSI, Freehand, phrenic pacing, tendon 

transfer 
 

Activity data in new  
Commissioning Classifications

  

11.1.3. The purpose of re-admission for each patient will be clearly defined & 
documented prior to admission 

Pre-admission documentation   
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11.1.4 Waiting times for re-admission will comply with national standard 

requirements 
Audit National 

standards 
 

11.1.5 In addition to the core clinical team, there will be established access to 
input from other disciplines as required (See rehabilitation standards) 

Pathways documented BSRM 
Standards 

 

11.1.6 Established referral pathways will make available other specialty advice 
or intervention (See Standard 8) 

Pathways documented BSRM 
Standards 

 

 
Standard 11.2 Pre-admission assessment will be undertaken for all planned re-admissions to SCIC 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.2.1 The pre-admission process for elective re-admissions will be mapped and 
documented 

Process Map available BSRM 
Standards 

 

11.2.2 A pre-admission assessment plan will be determined for all planned re-
admission patients prior to admission & disseminated 

Plan documented in case note 
with distribution list 

  

11.2.3 Comprehensive information on the purpose and process of the planned 
re-admission episode will be provided pre-admission to:  
 Patient 
 GP 
 Other appropriate community health professional 
 SCIC team 

Documentation available   

 
Standard 11.3 Selected procedures will be undertaken in the Out Patient Department of the SCIC 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.3.1 The process for management of selected procedures in the out-patient 
facility will be mapped and documented. 
 

Process map available BSRM 
Standards 
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11.3.2 Each procedure will have a clinical guideline incorporating criteria for 

patient selection & risk assessment 
Clinical guidelines / 
flowcharts  

  

11.3.3 Comprehensive information on the purpose and process of the procedure 
and after care will be provided to 
 Patient 
 GP 
 Other appropriate health professional 

Documentation available   

 
Standard 11.4 SCIC will provide specialist input into care of patients requiring other specialist treatment 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.4.1 The SCIC will be notified of a referral/intervention to other services D BSRM 
Standards 

D 

11.4.2 A multi-disciplinary outreach service will be available to support patient 
and health care teams in other specialist units 

Team available Linkworker 
programme 
Sheffield 

 

11.4.3. Clinical partnerships will be developed between SCIC and other services Documentation review 
information 

Linkworker 
programme 
Sheffield 
NSF 

 

11.4.4 Required educational input to other multi-disciplinary teams will be 
provided by the SCIC 

Training dates, Educational 
programmes, MASCIP 

  

11.4.5 Relevant information will be provided by the SCIC to the 
 Patient 
 Other appropriate health professionals (Appendix 11.1)  

Publications available SIA literature, 
patient 
manuals, 
websites, 
MASCIP 
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Standard 11.5 SCIC will provide support for routine procedures undertaken by designated hospitals 
 
Criteria Criteria  Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.5.1 Designated hospitals will be identified by SCIC’s to undertake routine 
procedures 
 

List of designated hospitals Waiting list 
targets 

 

11.5.2 The process for referral and management of selected routine procedures 
will be mapped and documented by the SCIC 

Documentation available BSRM 
Standards 

 

11.5.3. Each procedure will have a clinical guideline incorporating criteria for 
patient selection & risk assessment 

Guidelines available   

11.5.4 Procedure check list with regard to issues pertaining to SCI will be 
provided to the services involved with the patient’s care 

Checklist available   

11.5.5 Comprehensive information in relation to spinal cord injury on the purpose 
and process of the procedure and after care will be provided to the 
services involved with the patient’s care 

Documentation available   

11.5.6 The outcome of the intervention will be communicated back to the SCIC 
 

Audit of outcome  A 

 
Standard 11.6  Selected procedures will be undertaken in designated Day Surgery centres 
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Criteria Criteria Demonstration of 
Adherence 

Evidence/ 
Source 

 

11.6.1 Designated Day Surgery Units & surgical teams will be identified by the 
SCIC to undertake selected procedures 

List of units, personnel and 
procedures 
 

  

11.6.2 The process for management of selected procedures in the Day surgery 
Unit will be mapped and documented. 

Map available  BSRM 
Standards 

 

11.6.3. Each procedure will have a clinical guideline incorporating criteria for 
patient selection & risk assessment 

Guidelines available   

11.6.4 Pre-procedure check list with regard to issues pertaining to SCI will 
provided to the services involved with the patient’s care 

Checklist available   
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11.6.5 Comprehensive information in relation to spinal cord injury on the purpose, 

process of the procedure and required after care will be provided to the 
services involved with the patient’s care 

Patient and staff surveys   

 
Standard 11.7 All SCIC will have designated beds for re-admission 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.7.1 An agreed percentage of beds will be ring-fenced for re-admission D BSRM 
Standards 

D 

11.7.2 Waiting lists for re-admission will be monitored in accordance to national 
requirements 

Audit BSRM 
Standards 

 

11.7.3 Minimum bed occupancy will be 87% Audit DH guidance  

11.7.4 Management of the re-admission beds will comply with host Trust bed 
management policies, provided SCIC beds are recognised as designated 
speciality within the Trust, 

   

 
Standard 11.8 There will be an effective process for prioritisation of patients awaiting re-admission to SCIC 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.8.1 The process for prioritisation of appropriate re-admissions will be 
documented and available to SCIC staff, referrers and patients 

Documentation available BSRM 
Standards 

 

11.8.2 Re-admissions will be prioritised according to clinical need 
 Emergency 
 Urgent 
 Routine 

Criteria documented BSRM 
Standards 

 

11.8.3 Guidance for classification of priorities will be available  Criteria documented   
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11.8.4 Audit of re-admissions will be undertaken on a regular basis 

 Frequency 
 case mix 
 waiting times 
 cancellations 

 
Clinical audit 

BSRM 
Standards 

 

 
Standard 11.9 All patients will receive comprehensive, comprehensible information on the re-admission process and their 

individual circumstances 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.9.1 Information on the purpose and process of the re-admission will be 
provided to the patient and their family/carers prior to admission 

Patient survey   

11.9.2 Patient understanding & retention of information will be assessed by 
designated member of MDT to assist patient compliance 

Patient survey BSRM 
Standards 

 

11.9.3 Information will be made available through a variety of formats in the 
required language 
 Information booklet 
 Patient consultation 
 Peer counsellors/support 
 Hospital & link web sites 

Patient survey 
Documentation audit (goal 
planning, case conference / 
discharge planning 
meetings) 

BSRM 
Standards 

 

11.9.4 All decision-making meetings will be undertaken by MDT in conjunction 
with the patient and their families and carers/personal assistants where 
appropriate & at the discretion of the patient 

Patient survey BSRM 
Standards 

 

11.9.5 Patient will have access to medical notes & care plan documentation, in 
line with host trust policy 

Patient survey BSRM 
Standards 

 

11.9.6 Patient will be provided with required information re: after care on 
discharge 

Patient survey   
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Standard 11.10 Patients with clinical conditions not directly related to the spinal cord injury may be admitted into the SCIC 

provided that the services of the SCIC are required to achieve an optimum outcome, and the required services 
are co-located  

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

11.10.1 Upon receiving a request for admission, SCI centres will consider if SCI 
patients with a clinical condition requiring hospital admission but where 
that condition is not directly related to the spinal cord injury, require the 
services of an SCI in order to achieve an optimal outcome.  
 

D  D 

11.10.2 If the services of an SCIC are not required to achieve an optimum 
outcome, the SCI centre needs to consider what services are required for 
the SCI patient in the Non SCI centre. 
 

D  D 

11.10.3 Where the SCI patient with a non-SCI reason for readmission requires the 
services of an SCI centre to achieve an optimum outcome, but where the 
SCI does not have the required co-located services, then the SCI centre 
will advise the SCI patient of alternative SCI centres that have the required 
co-located services.  The primary SCI centre will make appropriate 
communication with the SCI centre with the required co-located services 
as requested 

D  D 
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Topic 12  PAEDIATRIC SPINAL CORD INJURY SERVICES 
 
Introduction 
Children and adolescents require specifically trained carers and an environment that provides for their particular needs.  
The care of children with spinal cord injury will be of the highest quality, delivered by recognised paediatric spinal surgeons, Spinal Cord 
Injury specialists in conjunction with paediatric specialists, supported by appropriate staff and facilities in an appropriate paediatric 
environment according to agreed national guidelines (where present) and within a robust framework of clinical governance and audit 
 
Standard 12.1     Delivery and development of a service for children and for adolescents with a spinal cord injury will be 

coordinated by named personnel to ensure that standards are met 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.1.1 SCIC’s providing paediatric spinal cord injury services must meet the 
criteria for Designation as a provider of Specialised Children’s Services.  
 

Formal Designation as 
provider of Specialised 
Children’s Services under 
Carter arrangements 

Carter Report 
on Specialised 
Services 

 

12.1.2 Trusts providing paediatric spinal cord injury services will nominate a 
Clinical lead to oversee the service and ensure that the standards of 
patient care are addressed by the Trust 

Clinical lead identified and 
responsibilities defined 

  

12.1.3 The Clinical lead will be responsible for the establishment and coordination 
of a multi-disciplinary team tasked to provide services for this group of 
patients 

Membership list of the MDT 
with documented roles and 
responsibilities for each 

  

12.1.4 The SCIC will have an agreed policy concerning the extent of emergency 
and elective services it will provide for children.   

Agreed policy   

12.1.5 If the SCIC does not provide a fully comprehensive service for children, 
there will be formal arrangements for provision of any additional services 
required by another Centre.   

Referral pathways and 
agreements 
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Standard 12.2  The service for patients with spinal cord injury in childhood will be designed and developed around the needs 

of the child as an    individual 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.2.1 Each child will have a named key worker responsible for coordinating their 
care 

Patient survey   

12.2.2 Children and carers will be empowered to deal with the effects of spinal 
cord injury through the provision of information education and practical 
support where required 

Printed and other 
information sources 
Education and support 
programme 

  

12.2.3 Children and their families will influence the way their care is delivered Patient survey   

12.2.4 Children/carers will have the opportunity to provide feedback on the quality 
of care received 

Patient survey   

12.2.5 Children and carers will help design and develop the paediatric spinal cord 
injury service including local guidelines for care. 

Children and care 
representation 

  

 
 
Standard 12.3 Adequate resources will be available to allow assessment, admission, investigation and treatment to agreed 

standards at times  appropriate to the child’s need 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.3.1 The  SCIC providing services to children will have an environment able to 
support the requirements of the child and family – medical, educational and 
pastoral, including play areas, schooling and family accommodation 

Audit of facilities against 
nationally agreed guidelines 
e.g. Paediatric Charter 

Paediatric 
Charter 

 

12.3.2 Services for adolescents will be delivered in accord with their distinctive 
needs 

Service plan for adolescents   
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12.3.3 The service will have appropriate support facilities with access to 

 Paediatric Critical care 
 Paediatric anaesthesia 
 Paediatric Subspecialty Support 

Record of compliance with 
required unit specification 

Paediatric 
Charter 

 

12.3.4 If separate facilities are not available, children will be cared for in adult 
facilities with consultation with parent or guardian, for no longer than 
necessary and transferred to a specialist paediatric facility as soon as 
practicable. 

Description of unit in 
comparison to nationally 
agreed guidelines for 
provision of services e.g. 
Paediatric Charter 
Agreed protocols with 
paediatric units for transfer 
from adult units 

Paediatric 
Charter 

 

12.3.5 A member of the specialist SCI team will be available at all times to provide 
advice to other hospitals who may be undertaking the emergency care of 
child with spinal cord injury. 

On-call rota for medical 
cover 
Audit of responses 

  

12.3.6 Arrangements will exist for smooth transfer of responsibility for a child 
requiring continuing spinal cord injury care after reaching adult age 

Protocol for transfer of 
children with long-term 
conditions from care of 
paediatric to adult team. 

  

 
Standard 12.4    Multi-professional teams will work together, across disciplines and locations, to achieve optimum decision 

making, treatment, and outcome 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.4.1 Paediatric SCI patients will be cared for by multidisciplinary medical teams 
containing adequate numbers of specifically trained staff. (See Appendix 
12.1) 
Note:  When a medical specialty is referred to, the team member 
responsible should be a Consultant, but the delivery of care need not by a 
Consultant. 

Staff establishments, job 
descriptions and person 
specifications 
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12.4.2 The medical team will be supported by appropriately trained and qualified 

nurses, AHP’s, play leaders, teachers and social services 
 

Details of training and 
qualifications of staff 
available 

  

12.4.3 When clinically appropriate a play therapist will be available during the 
working day to both entertain and educate children undergoing treatment 

Named individuals  
Nominal workload 

  

12.4.4 Arrangements will be made for recovering patients of school age to have 
access to appropriate teaching so as to maintain scholastic ability. 

Educational facilities 
available 

  

12.4.5 A children’s support group will be available  where they can interact with 
other children with spinal cord injury and receive peer support 

Support group available 
 

  

12.4.6 The team members will meet at intervals, commensurate with the progress 
of the patient, to review diagnosis, management and future planning (See 
Standard 8). 

Entries in patient casenotes 
Register of attendances 

  

12.4.7 All members of the MDT will take part in continuing education and 
continuing professional development in paediatric management 

CPD programmes / 
attendance logs 

  

12.4.8 Members of the Multidisciplinary Team will meet at least annually to 
discuss, to review, and to record operational policies 

Minutes of at least one 
meeting per annum 

  

 
Standard 12.5 Care will be provided for a child with spinal cord injury in accordance with agreed national guidelines 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.5.1 The SCIC Team will agree and implement local network-wide clinical 
guidelines, based upon nationally established standards.   

Agreed local guidelines and 
treatment plans 
Integrated care pathways 

  

12.5.2 The Clinical lead shall be responsible for the dissemination of agreed 
guidelines for patient management and for arranging regular audit of 
compliance with guidelines/ care pathways and arrangements for their 
regular review and revision 

Evidence of dissemination of 
guidelines / care pathways to 
referring centres and to 
centres receiving patients 
after the completion of their 
acute intervention 
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Standard 12.6    There will be effective communication between all those responsible for the child’s care, and with the child 

and their Family 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.6.1 The treatment planned for each individual patient will be established or 
authorised by the responsible members of the MDT 

A written record, including 
options of management 
discussed 

  

12.6.2 The team will discuss & explain the diagnosis, and management options 
available, the likely implications and the prognosis and  sequelae of 
paediatric spinal cord injury to the patients and relatives and provide 
information in an appropriate format 

Written or other type of 
material, suitable to 
population served, available 
Patient and relative survey 

  

12.6.3 Preparation for surgery will include provision of written information about 
the condition, the treatment options, role and nature of surgery, its 
potential benefits, limitations, consequences, and risks.  The process of 
informed consent begins at this time. 

Copies of booklets 
Evidence of informed 
consent 

  

12.6.4 Information will be discussed and provided to patients & families about 
support networks, outreach services, liaison with other health and 
community services, self help groups, psychological, social and cultural 
support 

Written or other type of 
material, suitable to 
population served, available 
Patient and relative survey 

  

12.6.5 The SCIC will communicate the patient’s diagnosis and care plan to 
specialists who refer and receive patients and to general practitioners and 
to teams responsible for community reintegration (See Standard 9) 

Documentation audit   

 
Standard 12.7 There will be adequate facilities for ongoing care of children after acute spinal cord injury management 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.7.1 SCIC’s  will arrange for the necessary follow up review and after-care by 
the MDT of patients (See Standards 10 & 11) 

Review protocols 
Activity data in new 
Commissioning 
Classifications 
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12.7.2 Consultant sessions will be provided for a regular MDT follow up clinic to 

help review the outcome of patients and improve the service. 
Consultant job plans   

12.7.3 There will be links with social support e.g. social worker  
domiciliary nursing/therapy (See Standards 9, 10 & 11) 

Named team members   

 
Standard 12.8 There will be an audit process assessing outcome, to include effectiveness of care, compliance with 

guidelines and analysis of avoidable distress, disability and death 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.8.1 The SCIC will regularly review the appropriateness and timeliness of 
urgent referrals and provision of information from and to referring doctors 
and Trusts. 

Record of outcome of review   

12.8.2 Paediatric spinal surgeons will contribute to relevant national audits Clinical audit   

12.8.3 The SCIC team will undertake at least one paediatric audit project of 
demonstrable clinical significance each year. 

The names projects / 
personnel responsible 
Project Report 

  

12.8.4 Arrangements must be in place for formalised risk assessment, “near miss” 
and incident reporting, complaints and potential/actual litigation analysis. 
Such information will form part of the clinical audit programme (See 
Standard 4). 

Record of risks etc 
Minutes of meetings, audits 
performed 

  

12.8.5 Regular morbidity and mortality review meetings must take place within the 
audit programme.  All clinical staff shall be provided with sufficient time to 
prepare for and to regularly attend such meetings. (See Standard 4) 

Register of attendance 
and lessons learned / 
practice changed 

  

12.8.6 Information systems will be developed to ensure regular production of 
clinically relevant reports to support clinical governance needs (See 
Standard 4) 

Regular, clinically relevant 
reports 
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Standard 12.9 The service for children with spinal cord injury will actively engage in research and development of relevant 

projects 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.9.1 The MDT working with spinal cord injured children should develop or be 
participants in research/development projects with relevance to its 
practice. (See Standard 14) 

List of approved projects 
And of research-active 
personnel 

  

 
Standard 12.10 Audit results will inform the business cycle to allow effective planning and development of the service for 

children with spinal cord injury, according to need 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

12.10.1 Information systems will be developed to ensure regular production of 
clinically relevant reports to support performance indicators for contract 
negotiations 

Regular clinically relevant 
performance reports 
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TOPIC 13 EDUCATION AND TRAINING 
 
Introduction 
Clinical governance requires demonstration of a process of appropriate continuing education and training for all staff. The introduction of 
integrated care pathways, protocols and guidelines that are evidence based will require a wider dissemination of knowledge to referring 
hospitals, primary care and the emergency services. 
 
Standard 13.1 There will be a programme of continuing education for all personnel within the Spinal Cord Injury Centre to 

ensure a proper understanding of, and compliance with local protocols, national guidelines, and integrated 
care pathways, to ensure competence and a uniformly high standard of care 

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

13.1.1 The SCIC will have a nominated officer with defined responsibilities and 
provided with defined administrative support and funding for the provision 
of a programme of continuing medical education for medical staff 

Named officer clearly 
identified and recognised by 
management. Written 
defined responsibilities 
Evidence of a published 
programme of continuing 
education and training 
accessible for all levels and 
grades of staff. 
Attendance records for the 
components of the 
programme 
 

  

13.1.2 There will be a defined programme of continuing medical education 
attended by medical staff 

Programme schedule and 
attendance records 

  

13.1.3 The job plans of career grade medical staff will identify a formal allocation 
of time for the specific purpose of continuing education to enable 
compliance with appraisal and revalidation. 

CME logbooks 
Appraisal and completion of 
Form 4 
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13.1.4 For non-consultant grade staff not part of recognised training programme 

there will be identification in job timetable of a time for and access to 
CME/CPD. 

Assessment and job plan 
review for non-consultant, 
non-training grade medical 
staff 

  

13.1.5 For Doctors in specialist training programmes the appointed Programme 
Training Director, together with the Postgraduate Dean, will define and 
implement agreed training contracts. 
 

RITA process, including 
training and evidence of 
educational goals achieved 
by each trainee 

  

13.1.6 There will be a recognised allocation of time for consultants as trainers to 
undertake their educational duties, including clinical teaching in the ward, 
operating theatre and out patient department, as well as didactic teaching. 
There will be appropriate training for trainers. 

Consultants’ job plans 
Appropriate course 
certification, “Training the 
Trainers”, assessment and 
examiners’ courses 

  

13.1.7 For all medical staff there will be opportunity and funding for study leave as 
defined in terms and conditions of service. 

Audit of CME activity   

13.1.8 The SCIC will have a nominated officer responsible for continuing 
education of nursing staff and allied health professionals.  
The programme will reflect the increasing role of these groups of staff in 
the provision of health care. 

Documentation of a 
programme of continuing 
education for nursing and 
AHP staff. 
Records of attendance 

  

13.1.9 Individual performance review as per Agenda for Change terms and 
conditions (Knowledge and Skills Framework) for nursing & AHP staff will 
determine and monitor CPD requirements. 
 

IPR records   

13.1.10 All nursing and allied health professional staff will have the opportunity of 
fully resourced in-service continuing education and partially resourced 
externally sourced continuing education as per local policy. E.G. University 
programmes and conferences. 

Record of continuing 
education activities 
Time and funding for 
education 

  

13.1.11 All staff will be encouraged to develop additional skills for career 
advancement and for the benefit of the SCIC. 

Report of nurse and AHP 
role development 
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13.1.12 The SCIC shall be resourced to support the educational needs of nursing 

and allied professionals and others working within the framework of the 
SCIC. 

Evidence of access to 
educational resources, 
library facilities, etc for 
nursing staff and 
professionals allied to. 

  

13.1.13 There shall be facilities appropriate for the needs of education, including: 
teaching accommodation with audio-visual/multimedia support, access to 
library and Medline etc, with books and journals relevant to neurological 
disorders. 

Facilities in place   

 
Standard 13.2  There will be a linked programme of education for referring hospitals, primary care and emergency services for 

aspects of spinal cord injury care appropriate to their practice, and for effective team working and 
maintenance of managed clinical networks within the referral area 

 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

13.2.1 SCIC will work in partnership with other relevant bodies to provide a 
programme of education for referring hospitals and primary care to ensure 
effective and timely referral and post-acute continuing care of spinal cord 
injury patients after discharge. 

Educational programme 
schedule 
Attendance records 

  

13.2.2 SCIC will contribute to the provision of appropriate training and education in 
emergency care of spinal cord injury for other staff groups providing 
emergency services. 

Educational programme 
schedule 
Attendance records 

  

13.2.3 All sectors providing neuro-rehabilitation facilities must demonstrate 
effective mechanisms to guarantee minimal standards of training and 
practice for their staff, to meet the needs of patients with spinal cord injury. 

Job Descriptions 
Competency audit 

 A 
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Standard 13.3    Training programmes will be effective and efficient to enable all levels of staff to achieve the appropriate level 

of competence to ensure best practice. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

13.3.1 Each SCIC will identify its participation in the various educational and 
training programmes available for staff. 

List of available training / 
educational programmes 
available in the unit 

  

13.3.2 Each individual training programme or programme module provided by the 
Centre shall have an identified programme lead for that programme or 
training module. 

List of programmes and 
programme leads available 

  

13.3.3 Each programme provided shall have clear entry criteria and information on 
the programme should be accessible and available to all relevant categories 
of staff. 

Programme information 
provided 

  

13.3.4 Each programme provided shall have clear information on aims and 
intended learning outcomes of the programme, timetables and curriculum 
contents.  

Tables of goals, 
attainments, contents and 
curriculum available 

  

13.3.5 Each programme will have mechanics in place for assessment and 
monitoring of performance of all programme participants. 

Assessment and monitoring 
process demonstrably in 
place 

  

13.3.6 All programmes provided within SCIC may provide nationally recognised 
levels of attainment/qualification and certification where such standards 
exist. 

Evidence of qualifications 
achieved by all staff 
members 

  

13.3.7 Programmes will where necessary submit to regular external review of 
content, facilities and results. 

Record of external review   

13.3.8 Participants in training/educational programmes provided in the centre shall 
have available the necessary time, facilities and educational support to 
achieve the intended learning outcomes of the programme. 

Demonstration of available 
facilities, support and 
learning resources 
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13.3.9 Staff participating in SCIC training programmes should have exposure to 

the necessary clinical material to complete the objectives of the programme.  
Where individual Centres are unable to provide the full range of necessary 
expertise locally, arrangements must be in place for that experience to be 
provided elsewhere to enable participants to complete their programme. 
The ability to maintain competence within the SCIC must be reviewed, 
where services differ.  

 Evidence of the clinical 
material available locally or 
elsewhere as arranged 

  

13.3.10 Programme participants not achieving within a reasonable time the 
achievements and goals set out in the programme shall have access to 
necessary mentoring, support and career advice and IPR to review 
achievements of KSF job outline. 

Evidence of systems of 
support for programme 
participants 
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TOPIC 14 RESEARCH AND DEVELOPMENT 
 
Introduction 
An active research programme within a spinal cord injury centre provides an effective means of ensuring the promulgation of evidence-
based practice within the centre and invaluable training in the assessment of evidence and efficacy of treatments.  A research based 
audit programme provides an effective means of ensuring the highest standards in the delivery of clinical care and in improving 
outcomes in spinal cord injury management. 
 
Standard 14.1 Development of and participation in approved research and development programmes in SCIC’s will be 

encouraged through specified and identified support 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

14.1.1 SCIC research strategy will demonstrate commitment to and process for 
implementation of evidence based practice. 

   

14.1.2 SCIC should develop or be participants in local or national or multi centred 
research/development projects relevant to the management of spinal cord 
injury. 

List of approved projects 
and of research-active 
personnel 

  

14.1.3 Spinal Cord Injury Specialists job plans will contain sessional commitments 
to research and development. 

Job plans / job descriptions 
Professional development 
plans 

  

14.1.4 SCIC will carry out an annual audit of research activity in the Centre, open 
to participation by all professional staff within the Centre. 

Evidence of annual 
research assessment 

  

14.1.5 The research programme will comply with National Policies for Research 
Governance, including research ethical committee approval, user 
involvement, compliance with patient confidentiality, data protection, 
informed consent and compliance with latest guidance on handling of 
human tissues. 

Evidence of participation in 
research governance 
procedures; ethical and 
other approvals and 
appropriate documentation 

DH research 
governance 
framework 

 

86 
SCI Service Standards - Approved Jan 2010 



 
 
14.1.6 SCIC participating in multi-centre research programmes, from elsewhere, 

must be able to demonstrate the existence of appropriate consents, 
guidance and standards for the work. 

Evidence of local 
compliance with 
appropriate guidance and 
approvals 

  

14.1.7 Systems will be in place to allow the managed introduction of new 
treatments and techniques into the centre. 

New treatment review 
committee 
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TOPIC 15 INFORMATION MANAGEMENT & AUDIT 
 
Introduction 
Surveillance of national practice is important to assure patients that standards of care are satisfactory. Reflective practice and a 
programme of quality assurance are essential to ensure that optimum patient care is provided at all times.   
An agreed minimum data set for spinal cord injury is required; in addition an information management system to facilitate collection and 
dissemination of data. An audit programme should monitor and improve practice through the dissemination of lessons learnt and good 
practice  
 
Standard 15.1  A structured, coordinated programme of individual and local clinical audit will be developed, driven by patient 

need and with demonstrable patient benefits 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

15.1.1 Each SCIC shall have named individuals responsible for coordinating 
departmental Clinical Governance/Audit.  

Named individuals    

15.1.2 All clinicians and all members of multi-disciplinary teams will take part in a 
programme of continuing clinical audit. 

Contribution to audit 
activities 
Details of audits performed 
etc 

  

15.1.3 Audit should be multi-professional, multidisciplinary and be against agreed 
standards and guidelines. 
Patients and carers will be involved in audit process. 

Examples of multi-
disciplinary audits 
Evidence of involvement 

  

15.1.4 Where audit involves patient identifiable information explicit arrangements 
to maintain patient confidentiality must be in place. 

Evidence of explicit 
confidentiality 
arrangements 

National 
Guidelines - 
Caldicott 
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Standard 15.2 Spinal Cord Injury Centres and individual clinicians will contribute to the developing quality 

assessment/assurance database 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

15.2.1 SCIC’s will develop a minimum dataset for routine audit of clinical outcomes, 
process and service delivery to inform MDT’s and commissioners. 

Minimum dataset   

15.2.2 Regular morbidity and mortality review meetings will take place.  All clinical 
staff shall be provided with sufficient time to prepare for and to regularly 
attend such meetings. 

Registry of attendance 
and lessons learned / 
practice changed 

  

15.2.3 Arrangements will be in place for formalised risk assessment, “near miss” 
and incident reporting, complaints and litigation analysis to feed the clinical 
audit programme. 

Record of risks etc 
Minutes of meetings, 
audits performed 

  

15.2.4 All aspects of clinical practice where recognised standards exist, or 
improvements might be made, should be considered for audit. At least one 
audit of clinical practice of demonstrable clinical significance should occur 
annually. 

Details of annual audit 
programme including 
outcomes, action plans 
and effects of changing 
practice 

  

15.2.5 Information about patients referred, but not treated (out-patients, in-patients, 
and telephone referrals) should be monitored to determine the scale of SCI 
services need, appropriateness of referrals & unmet demand. 

SoE referral dataset   

 
 
Standard 15.3  A joint database will be created to promote uniformly high standards of clinical care 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

15.3.1 SCIC will contribute to databases and audits approved by the specialised 
commissioners or other appropriate body. 

Evidence of regular and 
timely contribution of data 
into existing or new 
national databases 

 D 
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15.3.2 Define clinical indicators (Database) that are monitored more frequently than 

annually  
Reporting on national or local contract KPIs is mandatory at the specified 
intervals, which may or may not be annual.  

Compliance with 
contractual KPI reporting, 
and reporting as agreed by 
SoE SCI Board 

  

15.3.3 SCIC’s will be encouraged to contribute to a central registry of risks, ‘near 
misses’ incidents, complaints, and litigation to be published annually by the 
Specialised Commissioners to help identify topics suitable for regional audit. 

Existence of Centre’s 
contribution to a central 
registry 

  

15.3.4 Self assessment data from this standards document will be compiled for 
publication.  

Publication of self-
assessment data 

  

 
Standard 15.4  Clinical & management data from programme of spinal cord injury care will inform clinical decision-making 

and support clinical governance, audit and business planning cycle according to patient need. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

15.4.1 SCIC’s will support the development of a national minimum dataset for spinal 
cord injury care. 

Participation in and 
compliance with work of 
Data Sub-Group of 
NSCISB  

  

15.4.2 Local and national pathways of care will be agreed where appropriate and 
implemented for spinal cord injury care. 

Pathways and pathway 
audits 

  

15.4.3 Appropriate changes in practice should be implemented as a result of audit 
outcomes. 

Examples of changes in 
practice as a result of 
audit 

  

 
 
 
 

90 
SCI Service Standards - Approved Jan 2010 



 
 
TOPIC 16 MANAGEMENT OF PATIENTS WITH SCI & OTHER SIGNIFICANT CONDITIONS 
 
Introduction 
When patients sustain a spinal cord injury in conjunction with other significant injuries, their condition, its severity, and any associated 
problems must be appropriately assessed to determine clinical priorities and emergency treatment commenced.   
Management at the scene of the injury, transfer and admission to ED or a major Trauma Centre and subsequent referral and transfer to 
an appropriate Specialist Centre is provided by numerous agencies. Appropriate and timely management requires a coordinated care 
pathway, providing protocols and guidelines for the multi-agency and multi-disciplinary teams involved. Where management of other 
significant injuries is seen to be the clinical priority, the SCIC will provide their specialist input through an appropriate outreach 
programme. 
 
 
Standard 16.1 All patients will have appropriate & timely access to the complete, dedicated multi-disciplinary team from the 

SCIC to meet individual patient needs 
 

91 

Criteria Criteria Demonstration of 
Adherence 

Evidence/ 
Source 

 

16.1.1 Clinical partnerships and pathways for patient management will be 
developed between designated ED’s, tertiary referral centres and designated 
SCIC’s. 

Designated link Centres 
Clinical pathways 
available 

  

16.1.2 Guidelines for consultation with a SCI consultant will be available to all staff 
in referring hospitals and communities. 

Guidelines available 
SoE referral and outreach 
datasets 

  

16.1.3 ED consultant will contact designated SCIC immediately for advice & 
notification of injury as per national guidelines  

Audit of calls received on 
referral telephone hotline  
SoE referral and outreach 
datasets 

  

16.1.4 A Spinal Cord Injury consultant will always be available to advise ED. Stakeholder audit   

16.1.5 Standardised patient information will be required for consultation with SCIC. Audit of take-up of SoE 
referral dataset 
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16.1.6 Patients with concurrent psychiatric disorders sustaining spinal cord injury 

will have equal access to specialist spinal cord injury services, in terms of in-
patient admission, outreach & outpatient follow-up 

Referral and admission 
audit 
SoE referral and outreach 
datasets 

  

16.1.7 Patients sustaining spinal cord injury in conjunction with other significant 
health needs (mental health problems (See Appendix 16.1), brain injury (See 
Appendix 16.2), cardiothoracic injury, who cannot be admitted immediately to 
an acute SCI bed will have access to the SCIC MDT through an acute 
outreach programme from the designated spinal cord injury centre to the 
appropriate location. 

Referral and outreach 
audit 
SoE referral and outreach 
datasets 

  

 
Standard 16.2 Multi-disciplinary teams will work together, across disciplines and locations to achieve optimum decision 

making, treatment and outcome 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 
Source 

 

16.2.1 Patients with acute spinal cord injury, in conjunction with other significant 
conditions will be cared for by multidisciplinary teams containing adequate 
numbers of specifically trained staff.  The team will include ambulance staff, 
pre-hospital care doctors, ED & SCIC teams (See Standard 8) 

Staff establishments 
Training programmes and 
attendance records 

  

16.2.2 A common data set will be used to transfer required information 
electronically between pre-hospital, A & E & SCIC teams. 

Audit of take-up of SoE 
referral dataset 

  

16.2.3 Agreed timescales for consultation will be implemented between SCIC and 
ED departments. 

 Audit of calls received on 
referral telephone hotline  
SoE referral and outreach 
datasets 

  

16.2.4 SCIC’s will meet annually to review Guidelines and best Practice. Review meeting minutes   
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Standard 16.3 All ‘front line’ staff in primary and secondary care will understand the need for, and principles of, appropriate 

management of the spinal cord injury patient and receive adequate training in onward referral. 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

16.3.1 Agreed guidelines will be available to ambulance & ED staff describing 
immediate management and onward referral of patients sustaining a spinal 
cord injury (See Appendix 6.1) 

Guidelines available 
Audit of clinical practice 
Audit of SoE referral and 
outreach datasets 

JRCALC 
Guidelines 
ATLS 
Protocols 

A 

16.3.2 Ambulance paramedics, other pre-hospital carers & ED doctors who are 
responsible for the management of emergencies will attend courses in the 
emergency care of a patient with an acute spinal cord injury. 

Training records JRCALC 
Guidelines 
ATLS 
Protocols 

A 

16.3.3 Educational partnerships will be developed between Ambulance services, 
ED departments and designated Spinal Cord Injury Centres. 

Educational programmes 
established between link 
hospitals  

  

 
Standard 16.4 Management at the accident scene & during transfer to hospital will be provided in accordance with national & 

SCIC guidelines  
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

16.4.1 Agreed protocols for identification of patients with suspected SCI, in 
conjunction with other significant conditions will be implemented (See 
Standard 6) 

 Protocols available 
Clinical audit 

JRCALC 
Guidelines 
US national 
clinical 
guidelines 

A 
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16.4.2 Patient will be transferred to nearest ED or designated trauma centre. Audit of SoE referral 

datasets 
  

16.4.3. Patient will be transferred to ED by Air ambulance if available or road 
ambulance travelling at a safe speed  

 Audit of SoE referral and 
outreach datasets 

BASCIS 
standards 

 

 
Standard 16.5   Management in the Emergency department will be provided in accordance with national & SCIC guidelines 
 
Criteria Criteria Demonstration of 

Adherence 
Evidence/ 

Source 
 

16.5.1 Agreed protocols for ‘spine in line’ care & cardio-respiratory stabilisation will 
be implemented (See Appendix 6.2) 
Patient to remain on long board or vacuum mattress or other spinal 
immobilisation device for as little time as essential for initial emergency 
clinical management. 

Protocols available 
Audit of clinical practice 
Audit of SoE referral and 
outreach datasets 

BASCIS 
Standards 
ATLS protocols  
JRCALC 
Guidelines 

A 

16.5.2 Agreed protocols for patient assessment (including imaging) will be 
implemented (See Appendix 6.3) 
Imaging should include the whole spine & other injured areas. 
 

 Protocols available 
Audit of clinical practice 
Audit of SoE referral and 
outreach datasets 
 

BASCIS 
Standards 
ATLS protocols 
East / US 
Guidelines 

A 
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Topic 17  SERVICES FOR SPINAL CORD INJURED PATIENTS REQUIRING RESPIRATORY ASSISTANCE/VENTILATION 
Introduction 
Spinal cord injured patients who also need long term ventilation require specifically trained carers and an environment that provides for 
their particular needs.  
The care of these patients will be of the highest quality, delivered by Spinal Cord Injury respiratory specialists, supported by appropriate 
staff and facilities in an appropriate environment according to agreed national guidelines (where present) and within a robust framework 
of clinical governance and audit. 
 
These standards are in the process of being established and refined.  When available they will be published on the South East 
Coast SCG website. 
   



 
 

 
 

Standards for Patients Requiring Spinal Cord Injury Care 
 
 

APPENDICES 
 

1.1 Guidelines for Patient & Family Consultation & Support 
1.2 Guidelines for acute SCI management  
  
3.1 Common Data Set * 
3.2 Information Transfer Guidelines * 
 
6.1 Identification of SCI at Accident Scene & ED 
6.2 Spine in Line & Cardio-respiratory Stabilisation 
6.3 ED Patient Assessment  
6.4 SCIC Referral Pro Forma * 
6.5 Guidelines for Patient Transfer * 
6.6 EBS Management Protocol * 
 
7.1 Guidelines for Surgical Intervention 
7.2 Professional Specialist Training* 
 
8.1 Target Rehabilitation Achievements 
8.2 Rehabilitation Resources & Equipment  
8.3 Role of Dietician  
 
9.1 Discharge accommodation  
9.2 Assistance required for safe discharge 
 
10.1 Review Process 
 
16.1 Management of Patient with SCI with Concurrent Psychiatric Disorders 
16.2 Care of SCI Patients With Acquired Brain Injury 

 
 
*  Work in progress 
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Appendix 1.1 
 
How should the SCI patient and family be consulted, informed and supported? 
 
Introduction 
Good communications and information giving and support are central to the eventual 
success of the acute treatment and rehabilitation for the individual and their family.  Coming 
to terms with a life threatening permanent injury such as traumatic paralysis is a difficult 
adjustment to make for the individual, family and friends.  Some newly SCI people have 
relatively little difficulty in understanding what has happened to them and the consequences 
whilst others face substantial difficulty.  For the latter adjustment may take years or they may 
never fully reach the stage where they can function effectively in the community.  The level 
of the impairment usually is a less significant factor than the individual's psychological make 
up and life experience.  How the accident happened, who was responsible, was it self 
inflicted, was a loved one to blame, etc are potentially complicating factors with the 
adjustment or adherence to the rehabilitation programme and may trouble family and friends. 
 
It does not matter how extensive the evidence-base is for the treatment and intervention, if 
the patient does not take the “medicine”, the treatment will have little or no effect.  The 
objective of the acute treatment and rehabilitation of SCI people is to achieve a patient 
expert in the management of their impairment, in self-management and self-help issues. 
 
The work of staff dealing with such a complex multi-system impairment is demanding without 
the additional complexity of the psychological reactions. The specialist multi-disciplinary SCI 
team at a specialist SCI Centre are recognised as the experts for the delivery of the best 
treatment and support for SCI people and their family.   
 
The acknowledged value of trained specialists in dealing with the psychological side of the 
SCI has developed over the last 20 years in the UK to the point where most UK SCIC 
centres have a psychologist and some have SCI trained peer counsellors.  The value of 
trained SCI peer counsellors and peer clinical psychologists being involved with the 
consultant in spinal Cord injuries at the early stages has not been explored in this country.  
Involving peer specialists would remove the credibility gap that may lead patients to think 
that, or tell, non-disabled staff they simply just don’t understand.   
 
If newly SCI people were admitted to an SCIC within 24 hours the question off dealing with 
all the psychological issues could be focused solely on the SCICs.  Unfortunately, transfer 
often takes place days or weeks after injury.  As a result the staff at the receiving hospital are 
confronted with the need to address these issues usually without the expert input from SCIC 
staff.  Staff may build up a false impression for the patient and the family of future prospects 
and have been known to re-assure them that all will be ok once transferred to an SCIC.     
 
Those patients who are deliberately not referred to an SCIC, or referred but admission is not 
possible, often seek support from SIA with their case for transfer, publications or linking them 
with an SCI or non-SCI member on the SIA Link Scheme.  Staff in non-specialist hospitals 
also approach SIA for specific or general information and publications on SCI. 
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User friendly, sensitive information and support material in various formats is essential.  
Good examples are Life after SCI provided by the Midlands Centre for Spinal Cord and SIA’s 
so you’re paralysed DVD (2009)….  
 
Initial Communication with patient and family 
The quality of communication is influenced by a number of factors such as the experience of 
the clinician, the ability of the clinician to communicate well, the ability of the patient to 
understand what is being communicated, the timing of the communication, the means by 
which the patient is admitted to an SCIC, and the quality of information such as publications, 
audio and visual material that is made available to the patient and family.  Time spent during 
examinations giving information and listening are associated with increased patient 
satisfaction.  The manner in which information is provided is also of critical concern.  
Doctors’ friendliness, courteous behaviour, social conversation, encouraging and empathic 
behaviours, partnership building and the patients’ liking of the doctor as a person, and faith 
in doctors in general, can have a positive effect on patient satisfaction.   
 
Doctors may be reluctant to disclose information relevant to making uncertain choices, 
especially when these choices involve trade-offs among risks like increased impairment and 
death. The prospect of litigation, justified or not, will also act against a relaxed approach to 
discussion of loaded issues.   
 
Non-specialist hospital 
Inadequate explanations about diagnosis or treatment, the feeling of being ignored, the 
devaluing of patient and family views will be exacerbated if SCI people are not admitted to 
SCICs within 24 hours.  After a week or so in a non-specialist hospital communication 
problems can develop due to inexperienced staff telling the patient that they are not qualified 
to meet their needs but it will be ok once they at the SCIC.  This can raise false expectations 
regarding recovery and future prospects.  Generally people feel disenfranchised by hospitals 
so are often reluctant to ask questions or think that they are not involved in the decision 
making process and such factors reinforce the importance of early admission to an SCIC 
where the concept of empowerment of the patient is acknowledged even where in practice it 
falls short.  Initial adherence to a treatment plan, perhaps not surprisingly, is a major 
predictor of long-term adherence to a successful lifestyle thus the fact that SCI people may 
spend excessive time in non-specialist centres may adversely affect outcomes and 
maintenance of adherence to the programme established in the SCIC.   
 
Patient-centred style 
The patient-centred style consists of behaviours such as empathy, openness and 
reassurance and is thought to be more egalitarian with greater patient involvement in the 
decision-making process enabling the patient to express themselves openly with increased 
satisfaction. SCIC patients who want more information during a medical consultation must be 
encouraged to ask for it and to come to meetings with their own agenda even though 
clinicians and other staff may give the impression that they cannot give the time desired.  
 
Helping the patient to arrive at the position where they freely advocate the team’s desired 
action is preferable, although not always possible.  Recognition that the patient may still not 
choose the option proposed must then be respected. SIA advocates the principles of SCI 
patient involvement in decision-making i.e. ‘nothing about us without us’ and, after the 
treatment options are spelt out as far as possible, ultimately the patient’s right to refuse any 
treatment regardless of the consequences.  It should be up to the individual to decide, unless 
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legally prevented, their level of involvement or if they wish the medical staff to decide what is 
best for them.  
 
Implications of low satisfaction, recall and understanding 
High levels of dissatisfaction have significant implications for the physical and emotional 
well-being of patients.  The causes of anxiety and depression are often unresolved practical 
issues and concerns rather than their paralysis.  Dissatisfaction with communication is likely 
to lead to poorer coping strategies, non-adherence to medical advice and potential ongoing 
problems.  The greater degree of involvement in decision-making about their own treatment 
the greater is the prospect of an improved outcome of rehabilitation. 
 
Adherence 
A greater understanding will facilitate a close link between satisfaction, understanding, recall 
and adherence. Adherence to treatment plans is considered a critical indicator of the 
effectiveness of doctor/patient communication.  It is a waste of resources if patients fail to 
follow their treatment sufficiently to obtain therapeutic benefit.   
 
There are many factors associated with poor adherence including race, gender, educational 
experience, intelligence, marital status, occupational status, income and ethnic or cultural 
background and adherent behaviors.  Younger adults may also be less adherent due to a 
culture of rejecting authority. 
 
Although the issues around the management of SCI are critical to the success of someone’s 
life patients can forget even important information given especially when absorbing 
quantities of strange new concepts. Therefore, it is important that information is repeated 
preferably in different ways and formats but the statement ‘I told the patient’ is irrelevant if 
the patient or indeed their family is not able or in a condition to absorb and remember it. 
  
Choosing whether or not to adhere to a treatment regime will also depend on a person’s 
social and cultural context. Different cultural groups may ascribe different meanings to both 
symptoms and appropriate treatment regimes, meaning that take-up of treatment will vary.  
Ethnicity interacts with age, education, health insurance and family history to influence the 
probability of adherence.  The peer pressure and competition within an SCIC can be a major 
factor in motivating to achieve yet it can also work adversely where a clique of rebels 
emerges. 
 
Collaborative management/expert patient 
Collaborative management is care that strengthens and supports self-care, in the context of 
other medical, nursing and rehabilitation interventions whereby patients’ understandings are 
included in diagnosis; targeting, goal-setting and planning focused on a specific problem, 
with realistic goals and action plans to achieve those goals; creation of a range of support 
services and self-management strategies; active follow-up. 
 
SCI patients do want to be informed of treatment alternatives and to participate in decisions 
about alternatives, although it is important for staff to be able to assess patients’ level of 
“readiness” to participate.  
 
Establishing a highly organised and busy schedule of interventions using a variety of 
behavioural strategies, emphasising self-monitoring, goal setting, behavioural contracting, 
and reinforcement would appear to be essential for a successful SCIC.  A central 
computerised record system which can also be accessed by patients to monitor and be 
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involved in their programme in and out of normal working hours has proved highly effective 
in enabling SCI patients to feel and be involved in setting targets, monitoring and achieving 
progress.  
 
Seeing the patient as an expert is as much an economic, practical and social issue as a 
medical, or even moral issue. Seeing the patient as a partner or expert does not mean either 
instructing the patient or handing over total responsibility to the patient, but developing 
patients’ confidence and motivation to use their own skills to take effective control of their 
lives with chronic illness or disability (Department of Health, 2001).  
 
The UK has recently adopted an eight point plan to develop patient self-management 
training programmes, which includes: 

 Promotion of an expectation that patients have expertise about their own conditions 
 Identification of barriers to effective self-management 
 Training staff to work collaboratively, and to value the importance of user-led self-

management.  
 Integration of self-management into existing provision 
 Development of courses concerning self-management skills for patients, to encourage 

patients’ confidence in how to manage their condition better 
In all of these initiatives, there is an attempt to help individuals to recognise and respond 
appropriately to their own symptoms, and to make the most effective use of medication and 
services. Most importantly the development of confidence and self-belief that an individual 
can indeed take control of their own life despite their illness or disability is a factor to be 
taken into consideration. 
 
Breaking bad news 
Bad news can be seen as information which negatively affects a person’s view of 
themselves and their future.  Using euphemisms can cause uncertainty and delay in 
understanding. Being abrupt can lead to a catastrophic reaction from the patient, whilst being 
intolerant of emotional reactions may damage the patient’s ability to respond appropriately, 
and may delay the process of coming to terms with (processing) the information. Giving bad 
news is not easy and clinicians do not always receive appropriate training in how to 
communicate effectively. Clinical health psychologists may be in the position of breaking bad 
news or helping a team of colleagues to do so effectively.   There are sound arguments for 
involving appropriately trained SCI people in the process with one prime advantage being 
that there is no credibility gap: newly injured patients are known to dismiss the able bodied 
intervention of the grounds that they simply do not understand what it is like to be SCI.  
 
Practice guidelines need to be established for SCICs including what should be 
communicated.  One person should be identified as being responsible for the 
communication, and that cultural sensitivity is needed given that different cultural groups 
may have different attitudes towards who should receive what type of information. The 
telephone should not be used, unless there are exceptional circumstances, and the 
information given should be documented in the patient’s notes. 
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Appendices to Appendix 1.1 
 
 
Two guidelines to help set standards and protocols. 
 

 
1. Outline of the objectives of SCI patient and family care 

 
Acute management 

 
Outcome: The patient is able to make a fully informed decision concerning all aspects of 
their acute care and management. 
 
Process: there is written evidence that; 
 
A comprehensive assessment of clinical, emotional and personal needs, appropriate to each 
individual's level of spinal cord injury and associated medical complications, is undertaken 
from the time of admission. 
  
Wherever possible, patients are consulted concerning each aspect of their clinical care. 
 
Patients are actively involved in the decision making process concerning each aspect of 
clinical care. 
  
Patients receive appropriate psychological and emotional support in each decision making 
process. 
 
Wherever possible and appropriate, the designated next-of-kin and significant other family 
members are involved in each of the above processes unless the patient says otherwise.   
 
Structures 
 
Environmental considerations;  
 
Care is provided in an environment conducive to the discussion of private and confidential 
information.  
 
The accommodation and practical support needs of the patient's family are discussed and 
met. 
 
Personnel  
 
Consultants in Spinal Cord Injuries, other medical staff, Consultant Clinical Psychologist, 
Senior Nursing, Senior Therapy and Social Work assess needs and provide care or delegate 
responsibilities for care as appropriate. 
 
Review process:  
 
Each alteration or inclusion to the care process is documented in a shared-care record which 
will be available to the patient when request by them. 
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2.       Girgis and Sanson-Fischer’s guidelines include thirteen components: 

 
 Give bad news in private 
 Provide enough time for preparation, discussion and questions 
 the patient’s level of understanding 
 Provide information truthfully, using simple language 
 Encourage emotional expression 
 Respond empathically 
 Provide a broad time frame for the patient 
 Reassure that support will be available  
 Arrange a review (ideally within 24 hours) 
 Discuss options and ensure the patient has as much control as possible 
 Discuss family involvement and sharing information 
 Discuss support available 
 Provide concise and consistent written or audio-taped information 

 
In order to make this easier for staff to use in practice, Baile, Glober, Lenzi, Beale and 
Kudelka (1999) have suggested a six-step protocol for breaking bad news: SPIKES:  
 

 Settings must be right, including privacy and comfort, with sufficient time; 
 Patients’ own perceptions of the illness must be elicited;  
 Invitations should be given to patients to say how much Information is wanted; 
 Knowledge and education about the condition should be provided after warning the 

patient that bad news is coming, in simple language, frequently checking 
understanding and avoiding the use of blunt language. Breaking bad news too 
suddenly can cause patients to deny or cause psychological disorganisation, hence a 
gradual disclosure is important;  

 Emotions should be responded to with Empathy, maybe using touch if appropriate, 
and an expression of awareness of what the patient may be feeling 

 Summaries should be provided together with a Strategy for what to do next, including 
recommendations about support services, and an offer to answer questions at a later 
date. 
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Appendix 1.2  
 
Pathway for Trauma Patients 
 
South of England Spinal Cord Injury Board 2009 
 

South of England SCI Board - Pathway for newly injured trauma patients

Immediate Assessment

or (as 
agreed)

Telephone discussion

Patient transferred to SCIC immediately

Helen Goodship May 2009 

Patient transferred to SCIC 
immediately

Patient transferred to 
SCIC for recovery as 
soon as well enough

Emergency transfer 
to SCIC

Emergency transfer to Major 
Trauma Centre

Emergency Transfer to SCIC for 
emergency spinal decompression 

Patient does NOT require 
emergency decompression

Patient requires emergency 
decompression within 4 hours of 

injury

Emergency Transfer to Major 
Trauma Centre for emergency 

spinal decompression 

Patient transferred to 
SCIC for surgical 

stabilisation

No surgical 
stabilisation. Patient 

to be managed 
conservatively

SCI requests Major 
Trauma Centre to 
surgically stabilise 

the patient          
or other injuries 

require treatment

Trauma Centre informs SCIC immediately 
using agreed mode of communication 

Patient has head, internal or other life-
threatening injury

Patient has NO head, internal or 
other life-threatening injury 

Immediate referral to SCIC using 
agreed mode of communication

Telephone discussion

If patient taken from incident to Major Trauma Centre If patient taken from incident to A&E or Trauma Centre

Immediate Assessment
A&E informs SCIC immediately, using agreed 

mode of communication

 
 
 
Patients With New Acute SCI  
 
British Association of Spinal Cord Injury Specialists (BASCIS)  
 
Management Of Individuals With Spinal Cord Injury In General Hospitals, Good 
Practice Guide 2005 British Association of Spinal Cord Injury Specialists (BASCIS)  
 
Access from: 
 
http://www.bascis.pwp.blueyonder.co.uk/philosophy.htm 

http://www.bascis.pwp.blueyonder.co.uk/philosophy.htm
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Paralysed Veterans of America  
Early Acute management with Adults with spinal cord injury: A Clinical Practice 
Guideline for Health-Care Professionals 2008 Consortium for Spinal Cord medicine 
 
http://www.pva.org/site/PageServer?pagename=pubs_main#CPG 
 
 
 
Patients Undertaking Their Rehabilitation Programme  
 
NSCIC, 2007, Needs Assessment Check List,  
Access From National SCIC, Stoke Mandeville Hospital, Aylesbury  
 
www.buckinghamshirehospitals.nhs.uk/spinal  
 
-------------------------------------------------------------------------------------------------------------- 

 

http://www.pva.org/site/PageServer?pagename=pubs_main#CPG
http://www.buckinghamshirehospitals.nhs.uk/spinal
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Appendix 3.1  
 
Common Data Set 
 
This is in the process of being established and refined.  When complete details will be 
published on the South East Coast SCG website. 
 
Further information on the International Core Data Sets is available at:  
http://www.iscos.org.uk/page.php?content=20  
 
---------------------------------------------------------------------------------------------------- 
Appendix 3.2  
 
Information Transfer Guidelines 
 
To be identified and Included 

http://www.iscos.org.uk/page.php?content=20
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Appendix 6.1  

 
Identification of SCI at Accident scene & ED 
 
 UK Ambulance Service Clinical Practice Guidelines (2006) Published by Royal Joint 

Colleges Ambulance Liaison Committee (JRALC) 
 
View at www.jrcalcguidelines.org.uk   
 
Which will provide the latest edition of the guidelines 
 
--------------------------------------------------------------------------------------------------------------------------- 
Appendix 6.2  
  
Spine in Line & Cardio-respiratory stabilization 

 
 UK Ambulance Service Clinical Practice Guidelines (2006) Published by Royal Joint 

Colleges Ambulance Liaison Committee (JRALC) 
 
View at www.jrcalcguidelines.org.uk   
 
Which will provide the latest edition of the guidelines 
 
 

 British Association of Spinal Cord Injury Specialists (BASCIS)  
 
Management Of Individuals With Spinal Cord Injury In General Hospitals, Good 
Practice Guide 2005 British Association of Spinal Cord Injury Specialists (BASCIS)  
 
Access from: 
 
http://www.bascis.pwp.blueyonder.co.uk/philosophy.htm 
 
ATLS  
 
Advanced Trauma Life Support (ATLS®) Guidelines  
 
Surgeons nearly 30 years ago and has now been adopted in over 40 countries worldwide. It 
teaches a safe reliable method for immediate management of the injured trauma patient 
 
Access course: 
http://www.rcseng.ac.uk/education/courses/trauma_life_support_advanced.html  
 
 

http://www.jrcalcguidelines.org.uk/
http://www.jrcalcguidelines.org.uk/
http://www.bascis.pwp.blueyonder.co.uk/philosophy.htm
http://www.rcseng.ac.uk/education/courses/trauma_life_support_advanced.html
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Appendix 6.3 
 
ED Patient Assessment  
 
British Association of Spinal Cord Injury Specialists (BASCIS)  
 
Management Of Individuals With Spinal Cord Injury In General Hospitals, Good 
Practice Guide 2005 British Association of Spinal Cord Injury Specialists (BASCIS)  
 
Access from: 
 
http://www.bascis.pwp.blueyonder.co.uk/philosophy.htm 
 
 
 
Early Management Guidelines  
 
Early Acute management with Adults with spinal cord injury: A Clinical Practice 
Guideline for Health-Care Professionals 2008 Consortium for Spinal Cord medicine 
 
http://www.pva.org/site/PageServer?pagename=pubs_main#CPG 
 
 
 
Referral Performa 
 
Work in Progress, Due for Publication April 2010 by SCIC’s /National Specialist 
Commissioning Group for Spinal Cord Injury  
 
Referral and Treatment pre admission/Acute Care pathway protocol  
Final document will confirm title and content  
 
 
 
ATLS  
 
Advanced Trauma Life Support (ATLS®) Guidelines  
 
 
 
Spinal Clearance  
Spinal Clearance in the Trauma Patient- Boast 2, 2008, British Orthopaedic Association  
 
Access via 
http://www.boa.ac.uk/site/showpublications.aspx?ID=59  
 
--------------------------------------------------------------------------------------------------------------------------- 
 
 

http://www.bascis.pwp.blueyonder.co.uk/philosophy.htm
http://www.pva.org/site/PageServer?pagename=pubs_main#CPG
http://www.boa.ac.uk/site/showpublications.aspx?ID=59
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Appendix 6.4 
 
SCIC Referral Pro Forma 
 
The current version is on http://www.secscg.nhs.uk/home/consortia/spinal-injuries/ 
under ‘Useful Information’. 
 
--------------------------------------------------------------------------------------------------------------------------- 
Appendix 6.5 
 
Guidelines for Patient Transfer 
 
BASCIS Guidelines  
 
Transferring the patient to a Spinal Injuries Unit, In, Harrison P., 2000, Managing Spinal 
Injury Critical Care, Spinal Injuries Association.  Available from www.spinal.co.uk 
 
 
------------------------------------------------------------------------------------------------------------------ 
Appendix 6.6 
 
EBS Management Protocol  

 
To be Included if required in the Future  
 
 
--------------------------------------------------------------------------------------------------------------------------- 

http://www.secscg.nhs.uk/home/consortia/spinal-injuries/
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Appendix 7.1 

 
Best Practice in the Spinal Treatment of Traumatic Spinal Cord Injury 

 
 

Specialised Spinal Injuries encompass any traumatic insult to the spinal column at cervical, 

thoracic, thoraco-lumbar, lumbar, lumbosacral or multiple levels, which causes or threatens 

complete or partial interruption of spinal cord function. 

National Specialised Services Definitions Set. Specialised Spinal Services. 21/09/01 

 
Introduction 

Opinion as to the role of surgery following Spinal Cord Injury remains divided, as a number 
of studies have shown no significant difference in outcome irrespective of surgical 
intervention.  Surgery has several potential advantages over recumbent care, not least of 
which is that it allows more rapid mobilisation of the patient, hastening entry into the 
rehabilitation process.  
 
The surgical approach, timing and type of instrumentation remain controversial, but in 
general terms the aim is to preserve as many motion segments as possible by short 
segment fixation.   The timing rule of decompressive surgery is also controversial.    The 
single widely accepted indication for emergency decompression is progressive neurological 
deterioration due to spinal cord compression.   
 
Non-operative management has an important part to play in the management of some 
vertebral injuries. Spinal Cord Injury Centres must maintain the expertise for the 
conservative management of patients, including the expertise for log-rolling and patient 
positioning and the provision of traction, halo-vest fixation, and external orthoses. 
 
Best Practice 
All patients with spinal cord injuries should be in a Spinal Cord Injury Centre (SCIC) within 24 
hours of injury. This has been shown to produce the best outcome for patients1. By, following 
this guideline, all patients with spinal cord injury would be treated and have their surgery in 
the setting of a specialized Spinal Cord Injury Centre, comprising spinal surgery, the 
multidisciplinary rehabilitation and the appropriate support services. Prior to transfer 
appropriate, local assessment of the patient should be carried out.  
 
There are currently circumstances where patients with associated injuries outside the spine 
should not be transferred to a Spinal Cord Injury Centre (vide infra). 
 
Current Practice 
It may not possible for all patients with Spinal Cord Injuries to be transferred to a SCIC within 
the 24-hour guideline. This may be due to bed availability and/or the condition of the patient. 
The goal of immediate admission for those with deteriorating neurology is often unachievable 
for the same reason.   
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The Proposed Solution within Current Resource Restrictions 
Each SCIC should form a network with the referring hospitals in its catchment area, which 
will be defined. A written protocol should be drawn up for the management of all SCI case 
presenting to the ED services within the network. The protocol should include 
recommendation for the appropriate surgical techniques for different types of fracture. 
Because referring hospitals have different needs, a protocol of cooperation should be 
established with each of the referring hospitals in the catchment area of each SCIC. It is 
envisaged that these protocols will be agreed after full discussion between all parties. Some 
referring hospitals will be capable of performing surgery prior to transfer to the SCIC. Factors 
involved will include capacity, facilities and capability. Those units wishing to perform surgery 
themselves should satisfy the requirements of best practice as set out in this document. The 
SCIC should act as a hub providing appropriate advice, image transfer facilities, surgery 
where required and an outreach service, if transfer is delayed.  
 
Outreach arrangements will support units outside of the Spinal Cord Injury Centres in terms 
of information, protocols, cooperative treatment, feedback and audit. Good communication 
should exist between the SCIC and the referring hospital. This includes the prompt sending 
of complete and accurate Discharge Summaries with images as appropriate. 
 
Each SCIC should aim to take action to improve the quality of surgery performed within their 
catchment area. Measures should be taken to reduce the delay in transfer for those patients 
requiring surgery 
 
Facilities Required For The Surgical Management of Spinal Injuries 
 Surgeons   Adequate number to cover on call commitment  

Appropriate expertise 
 Imaging   24 hour access to imaging modalities including MRI 
 ITU/HDU 
 Access to relevant associated surgical specialities  Cranial Surgery  

(Either on site or by strategic arrangement)   Thoracic Surgery 
          Abdominal Surgery 
 
Circumstances When Surgery Should Take Place Outside of the Spinal Injury Units 
1 Urgent decompression is required for deteriorating neurology and delay in transfer 

would be detrimental to the patient. The clinical care pathway agreed with the linked 
SCI centre should then be followed.     

2 The spinal column is considered to be so unstable that transfer will place the spinal 
cord under further risk. The clinical care pathway agreed with the linked SCI centre 
should then be followed.     

3 Some patients are unsuitable for treatment within the current Spinal Injury Cord injury 
Centres, (e.g. patients with poly-trauma or those with severe head injury requiring 
intra-cranial pressure management).   The timing and place of spinal surgery in these 
patients will need to be assessed on its merits in each individual case. The clinical 
care pathway agreed with the linked SCI centre should then be followed.     

4 Patients in whom spinal surgery is required but where admission to an SCI cannot be 
achieved in an appropriate time. The clinical care pathway agreed with the linked SCI 
centre should then be followed.  (This eventuality will hopefully only rarely be 
necessary.)   
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Who Should Perform Surgery? 
 
1) Surgery should be performed by or under the appropriate supervision of a Consultant 

Surgeon in whose practice a significant part of the workload is spinal surgery. 
2) The expertise of the surgeon should be sufficient that the operation performed should 

be determined by what is most appropriate for the patient and should not be 
compromised by the inability of the surgeon to perform a specific approach. 

 
Principles of Surgery- Best Practice  
 
If surgery is to be used, it should be of the highest quality.   The following principles should 
apply: 
1 Compromised, symptomatic neural structures should be decompressed 
2 Rigid fixation of the fewest number of spinal segments should be employed 
3 The aim is restoration of anatomical alignment. (Deformity is particularly difficult to 

compensate for in the wheelchair-bound patient.) 
4 Following fixation, early mobilisation should be encouraged 
5 Following complete lesions or partial lesions with marked sensory loss, as long as 

fixation is adequate, orthoses should be avoided due to the additional problems with 
skin care that they may cause. With intact neurology, thoraco-lumbar orthoses give 
additional support and can be helpful in some cases. 

6 Posterior decompression without stabilisation is rarely appropriate for the 
management of spinal injuries. 

 
The Timing of Surgery: 
In general, early surgery is preferred for:  

1. Decompression.  In the presence of deteriorating neurology this should take place as 
soon as practicable, and we would recommend that within four hours is the ideal.  
Decompression of the spinal cord for a static neurological deficit is less urgent but 
should also be performed early. 

 
2. Fixation. In most instances fixation should be performed early in order to hasten entry 

into the rehabilitation process.   
Severe thoracic injury may be associated with lung contusion and ARDS.  
Fixation prior to the onset of ARDS typically at 48 to 96 hours may help 
management of the chest contusion.  After seven to ten days the correction of 
deformity becomes increasingly difficult; early surgery improves the chance of 
good correction. Unstable spines in the non-compliant, especially those with 
psychiatric disorders, should be stabilised with high priority. 
 

3. Urgent Surgery 
Urgent surgical intervention should be reserved for those patients with deteriorating 
neurology and cord compression consistent with that deterioration. There is no 
evidence that emergency surgery outside of this group improves neurological 
recovery. 

 
Delay in surgery maybe appropriate in certain instances.   
1. Other Injuries. If injuries outside the spine have clinical precedence and spinal 

fixation is felt to carry a risk of worsening the overall clinical picture.    
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2 Spinal injury with improving neurological deficit. Surgical intervention may be 
delayed until recovery appears to have reached a plateau.   Once that has been 
reached, there is generally no reason for delaying surgery further, if it is required. 

 
 

References 
1. M. Smith. Making The Difference. SIA 1999. 
2 York Review 2002 
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Appendix 7.2 
 
Professional Specialist Training  

 
This is in the process of being established and refined.  When complete details will be 
published on the South East Coast SCG website. 
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Appendix 8.1 
Target Rehabilitation Outcomes 

 
Functional outcomes following spinal cord injury will vary according to sex, age, morphology, 
strength, general fitness, motivation, presence of spasticity/spasms and/or contractures, 
distribution of sparing/zones of partial preservation and pre-morbid status. Intellectual ability 
and psychological status will also impact on outcomes achieved.  
The following is a guideline of expected outcomes but is not completely predictive of 
achievements. 
 
 
C1 – C3 ASIA A/B Ventilator dependant – managed at home with trained 

carers. 
May be able to breathe for short periods of time off 
ventilator. 
Verbal independence in all areas of self care, including 
skin, bladder, bowels, ventilator/respiratory care, ADL, 
hoisting/transfers, wheelchair management and skills, 
splint management and standing programme. 
Electric wheelchair with chin, head or suck/blow control. 
Voice Activated Environmental controls. 
Tilt-table standing programme with assistance of two or 
standing bed. 
Require full time carers. 

 
C4 ASIA A/B Self ventilating during day. May require nocturnal 

ventilation non-invasively.  
 ADL and self care as above. 
 Electric wheelchair. Head or chin control. 

May accomplish some activities through use of mouth stick 
e.g. typing, page turning etc 

 Standing programme with tilt table and assistance of two 
or standing bed. 

 Environmental controls – switch/voice activated. 
 Full time carer. 
 
C5 ASIA A/B Ventilator independent. 
 ADL – Feeding and shaving face with assistance, drinking, 

washing/grooming independently with adaptations. May be 
able to dress upper body. 

 Verbally independent in skin care, bladder and bowels, 
hoisting and transfers, wheelchair management and skills, 
splint management.  
Independent pressure relief. 

 Standing programme with tilt-table or electric standing 
frame and assistance of one/two. 

 Independent in hand controlled electric chair. May be able 
to propel manual lightweight wheelchair with capstans on 
level surfaces, or use of power assisted wheels. 

 Can drive from wheelchair with adaptations. 
 Full time carer. 
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C6 ASIA A/B ADL – Feeding/drinking with devices, Grooming, washing 

independently. May require some assistance for lower 
body dressing. 
Independent bladder management with devices. 
May manage bowel care with difficulty with adaptive 
equipment. 
May be independent in skin inspection. 

 Independent in light household duties e.g. simple meals, 
ironing. 

 Manual lightweight wheelchair including minor slopes. May 
require some assistance outdoors.  

 Independent rolling in bed, may require assistance to sit 
from lying.  

 Transfers from bed to chair, shower chair to chair and car 
independently or with assistance with or without sliding 
board. 

 Standing programme with electric standing frame and 
assistance of one. 

 May be able to drive car with hand controls.  
 Part time carer.  
 
 
C7 ASIA A/B    Total independence for all ADL. 

Independent bladder and bowel care. 
Independent skin inspection. 
Independent transfers, chair to bed, car, shower chair, 
including ly to sit 
Manual wheelchair including slopes and kerbs. May 
require minimal assistance outdoors. 
Drive car with hand controls. 
Stand in standing frame independently or with some 
assistance, either electric or standard. 
May require home help. 

 
C8 – L2  ASIA A/B   Total independence for all ADL 

Independent bladder and bowel care. 
Independent in wheelchair skills 
Independent in all transfers including floor to chair. 
Stand independently in standing frame.  

 
L3 – 4 ASIA A/B Ambulation with Ankle/knee orthoses and appropriate 

walking aids. 
Wheelchair for distances and outdoors.  
Independent bladder and bowel care. 

  
 
L5 ASIA A/B Ambulation with minimal appliances. 
 May require wheelchair for long distances. 

Independent bladder and bowel care. 
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S1-S2 ASIA A/B Independent ambulation. 
Independent bladder and bowel care. 

 
ASIA C/D Functional outcome less predictable with these patients 

and can only be assessed on an individual basis. Varying 
levels of ability depending on 

 -   Neurological sparing 
- Spasticity/spasms 
- Underlying weakness. 

 
ASIA C Patients are likely to achieve the same functional 

outcomes as an ASIA A or B of the corresponding level.  
 
ASIA D Likely to achieve functional ambulation with or without 

walking aids depending on variations as above. 
 
Incomplete syndromes  Will present with varying pictures to the above and so will 

require individual assessment in relation to functional 
abilities and personal care. 

 
These target outcomes will vary with respect to age and other conditions, e.g. cognitive 
impairment. 
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Appendix 8.2 

Rehabilitation Resources & Equipment 
 
Where independent patient access is required then all thresholds should be level and doors 
on sensors/switches to open.  As necessary areas should have access to alarm/nurse call 
system, suitable for use by tetraplegic patients. 
 
ESSENTIAL ACCESS within local area or for 

assessment within not > 5 working days 
Ward Area: 
 

 

Bed spaces for varying degrees of 
supervision, including isolation rooms that 
can be closely supervised. 
Sluice, treatment room. 
Moving and handling equipment and aids. 
Accessible toileting, bathing and laundering 
facilities. 
Ventilators, humidification systems, suction 
equipment, wall gases. 
Beds – turning, profiling, standing facility. 
Shower chairs, trolleys. 
Pressure relieving mattresses. 
Patient position aids e.g. leg troughs, arm 
boards. 
Telephone access for patients 
Equipment for wounds, bladder, bowel, 
pressure area care. 
 

Outpatient beds available – these may be in 
a low dependency area. 
 

Relatives Accommodation 
 

 

To support family for initial time of admission 
to Centre. 
 

 

Patient Recreation Area: 
 

 

Dining room/Day room/Television room. 
Access to outside area e.g. patio. 
 

 

Clinic rooms: 
 

 

For outpatient 
reviews/consultation/assessments. 
Bed/plinth suitable mattress. 
Moving and handling equipment. 
 

Ultrasound scan equipment – video-
urodynamics. 
Sexual function assessment equipment. 
Sexual function aids. 
Bladder scanner. 
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ESSENTIAL ACCESS within local area or for 

assessment within not > 5 working days 
Investigations/surgery 
 
MRI Scanner 
X-ray 
Theatres 
 

 
 
CT Scanner 

Rehabilitation: 
 

 

Tables (height adjustable) 
Plinths. 
Standing equipment. 
Information Technology and IT support. 
Moving and handling equipment. 
Transfer aids. 
Splinting equipment. 
Weight training equipment. 
Walking aids (including callipers). 
Camera/video camera. 
Equipment for orientation in time and space 
e.g. mirror, reading stands. 
 

Functional electrical stimulation equipment. 
Assessment tools (e.g. cutlery). 
Environmental Control Assessment 
Equipment. 
 
 

Activity of Daily Living Area: 
 
Self-contained flat/annex. 
Area for practising ADL/staying overnight in 
semi-supported environment. 
Outdoor area for practising wheelchair skills. 
 

 

Hydrotherapy: 
 

 

 Access where on site facilities not available. 
Hoist access and suitable equipment. 
 

Wheelchairs: 
 

 

Selection of wheelchairs for assessment and 
use while patients waiting for wheelchair 
service to provide chair. 
Tools for adjustment and fitting. 
 

Selection of powered and lightweight chairs. 
 

Pressure Clinic/Seating Clinic: 
 

 

Specialist cushions/seating equipment. 
Moving and handling equipment. 
Plinth/bed. 
Tallymeter or Pressure mapping system for 
recording interface pressures. 
 

Weighing scales for wheelchair use  
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ESSENTIAL ACCESS within local area or for 

assessment within not > 5 working days 
Meetings/Education: 
 

 

Rooms available for confidential meetings 
and education. 
 

Audio-visual aids. 
 

Transport: 
 

 

Centre vehicles for staff use. 
Wheelchair accessible vehicles for home 
visits, trips out. 
Maps. 
 

 
 

Community Team/Outpatients: 
 

 

Equipment for wounds, bladder, pressure 
care management. 
Camera/video camera. 
Mobile telephone/pager. 
(see also Rehab/Ward details) 
 

 

Resource Area: 
 

 

Computer access. 
Information regarding SCI – e.g. Medical, 
Leisure, Spinal Injuries Association, CAB. 
 

 

Office space: 
 

 

Consultants. 
Senior Staff – In and Outpatients. 
Secretariat. 
Other support staff – e.g. Social Work, 
Clinical Psychology, IT Support. 
Notes storage. 
IT and IT support. 
Audio equipment. 
Telephones/fax/photocopier/shredder. 
Computer systems 
 

 

Breaks/Rest Room 
 

 

For staff. 
 

 

MRSA: 
 

 

Provision of resources for patients with 
MRSA to ensure equity of access. 
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Appendix 8.3 
 
 
Role of Dietician 
 
 
The role of Dietician in trauma / critical care has been described in the literature and 
summarised in the NHS modernisation document ‘’ The Role of Healthcare Professions 
within critical care service’’  
 

 To identify those at risk of malnutrition including both under and over nutrition 
(Obesity), and plan specific nutritional interventions on this basis to maximise 
outcomes. 

 
 To provide a consistent and qualitative approach to assessing nutritional requirements 

regardless of patient location, so providing adequate nutrition without overfeeding. 
 

 To formulate advice for patients and relatives in relation to the clinical situation e.g. 
address issues relating to early satiety, taste changes, muscle wasting, support and 
follow up at home. To manage the changing nutritional needs of patient between 
critical care, the ward and home. 

 
 To advise on the most suitable Enteral and Parenteral feeding routes and optimal 

feed composition, thereby reducing feed related complications. 
 

 To develop, implement and revise nutritional protocols in association with the multi – 
professional team, to ensure all patients receive timely, appropriate and cost effective 
nutritional support, including guidelines for initiating feeds out of hours. 

 
 To evaluate nutrition related research and implement evidence practice. 

 
 To lead nutrition related audit and research to widen the evidence base. 

 
 To provide ongoing education and training for clinicians, nurses and AHPs and act as 

a resource for other professionals. 
 
 
Reference  
 
National AHP and HCS Critical Care Advisory Group, 2003 Allied Health Professionals 
(AHP’s) and Health Care Scientists (HCS) Critical Care Staffing Guidance, Intensive 
Care Society  
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Appendix 9.1 
Discharge accommodation 

Standard 9.2.1 
 

CRITERIA 
 

DEMONSTRATION OF 
COMPLIANCE 

 
MDT MEMBER 
RESPONSIBLE 

Safe and accessible 
accommodation will 
be provided with: 

  

a) A minimum of one 
safe access to 
proposed 
accommodation 

i)  Access to accommodation must be 
deemed safe. 

Qualified OT with 
experience of SCI 

 ii)  Individual will be able to enter and 
leave the accommodation 
independently if living alone.  
(Ramps, door opening devise, 
manual / powered wheelchair to be in 
situ where necessary) 

Qualified health 
professional / under 
the guidance of a HP 

 iii)  Individual will be able to enter and 
leave the property with the 
assistance of a designated source of 
help if not living alone. 

Qualified OT/SW 
individual under the 
guidance of OT/SW 

 iv)  Individual will have a satisfactory 
method of leaving the property in 
case of fire e.g. smoke detectors, 2nd 
individual to assist.  Lifeline system. 

Qualified OT / 
individual under the 
guidance of OT  

 v)  Individual will be able to let carers 
in to the property – independently / 
with assistance from a designated 2nd 
party / key safe box / intercom and 
door release system. 

Qualified OT / 
individual under the 
guidance of OT  

b)  Access to a 
suitable sleeping 
area 

i)  Sleeping area to be deemed 
suitable. 

Qualified OT 

 ii)  Suitable equipment (bed, 
mattress), monkey pole to be 
assessed and in situ prior to 
discharge. 

Qualified OT + nursing 
staff 

 iii)  Suitable bed covers to be in situ 
prior to discharge. 

Patient / qualified SW / 
individual under 
guidance of SW 
 

c)  Safe method of 
mobilising to and 
from bed 

i)  method to be identified. Qualified OT / PT or 
individual under 
guidance of OT / PT 

 ii)  If sliding board / hoisting 
equipment is required, equipment will 
be in situ one day prior to discharge. 

Qualified OT 
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CRITERIA 

 
DEMONSTRATION OF 
COMPLIANCE 

MDT MEMBER 
RESPONSIBLE 

 iii)  If assistance / supervision is 
required for this manoeuvre, training 
will be given. 

Qualified OT/ PT 

 iv)  If hoisting is required, the 
environment in which the hoisting will 
be carried out must be deemed safe. 

Qualified OT 

d)  Safe mobilisation 
around essential 
areas of 
accommodation. 

i)  Essential areas for independent 
mobility to be assessed. 

Qualified OT 

 ii)  If individual is to live alone, 
doorways to these areas must be 
traversable independently and safely.  
(Furniture and floor covering should 
not restrict mobility). 

Qualified OT 

 iii)  If individual is to live with a 
second (or more) party, doorways to 
these areas must be safely 
traversable with assistance. 

Qualified OT / SW 

 iv)  Suitable mobility equipment must 
be assessed 

Qualified OT/ PT 

 v)  Adequate mobility equipment 
(crutches, manual / powered 
wheelchair and seating) to be 
provided prior to discharge. 

Local DSC in liaison 
with SCIC OT / PT 

e)  Access to safe, 
appropriate and 
adequate 
temperature 
regulation. 

i)  The level of temperature regulation 
required by the individual will be 
determined. 

SCI Consultant 

 ii)  Individual living independently will 
have access to heating controls, to 
maintain variability of required 
temperature. 

Qualified OT 

 iii)  Individual not living independently 
– carer / relative will have access to 
heating controls. 

Qualified OT 

f)  Safe and 
adequate light source 
and ventilation 

i)  Individual will be able to operate 
light independently (switch / 
environmental control) if living alone. 
 

Qualified OT / SW 
 

 ii)  Second party will have access to 
light switch if individual is not living 
alone. 

Qualified OT / under 
guidance of OT 
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CRITERIA DEMONSTRATION OF 

COMPLIANCE 
MDT MEMBER 
RESPONSIBLE 

 iii)  Individual will be able to open 
external door / operate window 
independently, if living alone.  
Window winders / electric openers to 
be installed where required. 

Qualified OT 

 iv)  Second party will have access to 
windows if individual is not living 
alone. 

Qualified OT / under 
guidance of OT 
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Appendix 9.2 
Assistance Required for Safe Discharge 

 
Standard  9.2.2 
 

 
CRITERIA 

DEMONSTRATION OF 
COMPLIANCE 

MDT MEMBER 
RESPONSIBLE 

Appropriate 
assistance (care, 
equipment, benefits) 
will be provided to: 

  

a)  Maintain 
appropriate level of 
hydration and 
nutrition. 

i)  The level and frequency of an 
individual’s requirement for hydration 
will be determined. 

Medical / nursing staff 

 ii)  Individual will have access to fresh 
fluid via a tap, flask, jug or hydrapak. 

Qualified OT 

 iii)  If individual is unable to access 
tap, assistance from a designated 
second party must be available to 
clean and refill fluid vessel. 

Qualified SW / under 
guidance of SW 

 iv)  If individual lives alone, they must 
be able to drink fluid from a suitable 
receptacle independently. 

Qualified OT 

 v)  If individual does not live alone, 
and is unable to drink from a 
receptacle, assistance will be 
available from a designated second 
party. 

Qualified SW / under 
guidance from SW 

 vi)  The level and frequency of an 
individuals requirement for intake of 
hot / cold food will be decided, (to 
take into account medical need e.g. 
diabetes, medication that needs to be 
taken with food etc.) 

Medical / nursing staff 

 vii)  The individual will have adequate 
financial resources to purchase 
groceries / ready meals / meal 
delivery company costs. 

Qualified SW / under 
the guidance of SW 

 viii)  The individual will be able to 
acquire groceries, independently or 
with assistance from a designated 
source, (ordering over the telephone / 
internet and having groceries 
delivered is acceptable). 

Qualified OT / SW 
under the guidance of 
OT / SW 

 ix)   The individual will be able to 
store food in appropriate facilities 
independently or with assistance 
from a designated source of 
assistance. 

Qualified OT / SW 
under the guidance of 
OT / SW 
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CRITERIA DEMONSTRATION OF 

COMPLIANCE 
MDT MEMBER 
RESPONSIBLE 

 x)  The individual will be able to 
access food from its storage facility 
and prepare it, to include a warming 
facility where necessary, 
independently or with help from a 
designated source. 

Qualified OT / SW 
under the guidance of 
OT / SW 

 xi)  The individual will be able to 
transport and eat their meal 
independently or with help from a 
designated source of assistance. 

Qualified OT / SW 
under the guidance of 
OT / SW 

b)  Maintain an 
acceptable standard 
of hygiene. 

i)  Acceptable standard of hygiene 
will be determined and will state 
reasoning for this. 

Medical / Nursing Staff 

 ii)  The individual will have direct 
access or assistance from a 
designated source of help, to a fresh 
water supply of a safe temperature 
for hygiene purposes.  (If there is 
access to a shower, it must be 
thermostatically controlled if it is to be 
used). 

Qualified OT / SW or 
staff under guidance of 
OT / SW 

 iii)  The individual will have direct 
access or assistance from a 
designated second party, to a 
disposal facility for waste products 
from personal hygiene activities. 

Qualified OT / SW or 
staff under guidance of 
OT / SW 

 iv)  The individual will be able to 
wash themselves or have assistance 
from a designated source of help. 

Qualified OT / SW or 
staff under guidance of 
OT / SW 

c)  Continue the 
established bladder 
and bowel 
management 
programme. 

i)  The method of bladder 
management will be decided and 
practised prior to discharge. 

Medical / Nursing Staff 

 ii) The method of bowel management 
will be decided and practised prior to 
discharge. 

Medical / Nursing Staff 

 iii)  The individual will have access to 
the medication and appliances 
needed to maintain their bowel and 
bladder routine. 

Nursing Staff 

 iv)  If the practised method of bowel 
management involves equipment / 
facilities that are not available in the 
proposed accommodation, a decision 
will be made with regard to the 
appropriateness and availability of 
district nursing input. 

Nursing Staff 
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CRITERIA DEMONSTRATION OF 

COMPLIANCE 
MDT MEMBER 
RESPONSIBLE 

 v)  If district nursing or other 
designated assistance is required, 
training will be offered to the 
appropriate staff, to include 
observation, practice and achieving 
competence. 

Nursing Staff 

 vi) If equipment is deemed 
essential for carrying out the 
bowel and bladder routine, this 
will be provided prior to 
discharge:- 

 
 Hoisting facilities 

 
 Shower chair / commode 

 
 Height adjustable bed and 

suitable mattress 

 
 
 
 
 
Qualified OT 
 
Qualified OT / District 
Nurse / Nursing Staff 
 
District Nurse/Nursing 
Staff 

  Sliding board Qualified OT/PT 
 vii) If shower chair / commode is 

deemed necessary, the 
equipment will afford:- 

 Adequate brakes 
 Adequate support from the 

backrest, armrests and footrests. 
 Adequate access to the rectal 

area by the individual or the 
assisting party. 

 Adequate and safe temporary / 
permanent padding 

Qualified OT 

 viii)  If a transfer is essential for bowel 
management purposes e.g. into toilet 
/ shower chair / commode, the 
transfer will be assessed by a spinal 
Centre therapist to ensure its safety. 

Qualified OT / PT 

 ix)  If hoisting is required for this 
manoeuvre, training will be offered to 
the assisting party. 

Qualified OT 

 x)  If hoisting is required, the 
environment will be assessed as 
safe. 

Qualified OT 

 xi)  There will be a safe and 
acceptable method by which the 
individual / designated second party 
can dispose of bodily waste products, 
clean the anal area effectively and 
cleanse their hands. 

Nursing Staff / 
Qualified OT 
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CRITERIA DEMONSTRATION OF 

COMPLIANCE 
MDT MEMBER 
RESPONSIBLE 

d)  Be able to get 
dressed / undressed. 

i)  An assessment of independence 
with dressing and undressing will be 
carried out. 

Qualified OT/under 
guidance of qualified 
OT 

 ii)  If an individual is unable to be 
independent with getting 
dressed/undressed, a designated 
and adequate source of assistance 
will be arranged. 

Qualified OT/SW or 
under the guidance of 
OT/SW 

 iii)  If an individual requires 
assistance, there will be an 
assessment of the amount and type 
of assistance needed. 

Qualified OT/SW 

 iv)  Appropriate training will be 
offered to assistants as required. 

Nursing Staff/Qualified 
OT/staff under the 
guidance of 

 v)  Equipment/assistance will be 
organised prior to discharge. 

Qualified OT/SW 

e)  Be able to 
maintain an effective 
and satisfactory 
method of pressure 
relief. 

i)  An assessment will be carried out 
to identify a suitable mattress. 

Nursing Staff 

 ii)  An appropriate resource for supply 
of the mattress will be identified and 
contacted. 

Nursing Staff 

 iii)  The mattress will be in situ, the 
day before discharge from hospital. 

Nursing Staff 

 iv) Formal training will be given to 
the individual, and where 
appropriate a designated 
2nd/3rd party e.g. carer/family, 
with regard to pressure area 
care.  This will include:- 

 Maintaining healthy skin 
 Issues that create risks to the 

maintenance of healthy skin 
(prevention of pressure areas) 

 What to look out for (pressure 
areas) 

 Action to be taken if pressure 
area is identified 

 Clothing and footwear 
 Contact details for advice 

Nursing Staff 

 v) Seating:  see 9.2.1 d), i) ,iv) 
and v) 

Qualified OT/PT 
Nursing Staff 
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CRITERIA DEMONSTRATION OF 

COMPLIANCE 
MDT MEMBER 
RESPONSIBLE 

 vi)  Acceptable and effective methods 
of skin checking and pressure 
relieving will be assessed and taught 
to patient, and where necessary a 
2nd/3rd party i.e. carer / family 

Nursing Staff/Qualified 
OT/PT or staff under 
the guidance of OT/PT 

 vii)  If it is deemed that an individual 
requires assistance to maintain their 
pressure areas in lying or sitting, a 
designated source of help will be 
implemented and training will be 
offered. 

Nursing Staff / 
Qualified SW 

  viii)  If equipment e.g. turning 
device is deemed necessary for 
reducing care needs, and safe 
and adequate equipment can be 
identified, assessment and 
provision will be achieved prior to 
discharge. 

Qualified OT/SW 

f)  Seek assistance in 
the event of a 
medical emergency 
e.g. fire/autonomic 
dysreflexia. 

i)  See 9.2.1. a), iv) and v). Qualified OT 

 ii)  The individual will receive formal 
training on autonomic dysreflexia 
while an inpatient. 

Nursing Staff 

 iii)  The individual will have access to a 
telephone (landline/mobile/lifeline 
system) / Environmental Control System 
or presence of a designated party to 
summon/provide assistance. 

Qualified OT/SW 
 
Environmental Control 
System 

g)  Continue a 
prescribed standing 
programme if required  

i)  An assessment will be carried out to 
establish the need for a prescribed 
standing regime post discharge.  This 
will include a timescale for instigation of 
the proposed standing regime. 

Qualified PT 

 ii)  If it is deemed mandatory for a 
standing regime to continue from the 
time of discharge, a local facility will be 
organised.  This may include:   
 Standing frame at ‘home’ (discharge 

accommodation) 
Standing frame at local PT department 
with suitable transportation to and from 
‘home’ identified as required. 

Qualified PT 

 iii)  The individual will be independent in 
the use of the standing frame, or a 
designated source of assistance will be 
identified and trained. 

Qualified PT 
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CRITERIA DEMONSTRATION OF 

COMPLIANCE 
MDT MEMBER 
RESPONSIBLE 

h)  Be able to take 
prescribed medication. 

i)  The individual will be able to gain 
access to the supply of prescribed 
medication, either independently or with 
assistance from a designated source of 
help. 

Nursing/Medical 
Staff/Qualified Social 
Worker 

 ii)  The individual will be able to gain 
access to the container in which the 
medication is stored e.g. bottle, 
blister pack, tablet storage box etc.  If 
this cannot be achieved 
independently, a designated source 
of assistance will be organised. 

Qualified Nurse/SW 

 iii)  The individual will be able to 
ingest/administer the medication 
independently, or with assistance 
from a designated source of help. 

Qualified Nurse/SW 

i)  Be able to access 
clean laundry. 

i)  The individual will have access to 
washing and drying facilities for 
laundry e.g. own 
facilities/laundrette/designated 
source of assistance. 

Qualified OT/SW 

 ii)  A contingency for leakage of body 
fluid/spillage of fluid on clothing or 
bedding, and its resolution will be 
established prior to discharge from 
hospital. 

Qualified SW 

j)  Be able to maintain 
an acceptable 
standard of hygiene 
within the proposed 
accommodation. 

i)  Acceptable standard of hygiene 
will be identified. 

Qualified SW 

 ii)  Individual will be able to maintain 
the stated standard of hygiene 
independently or with assistance 
from a designated source of help. 

Qualified SW 
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Standard 9.2.3 
 

CRITERIA DEMONSTRATION OF 
COMPLIANCE 

MDT MEMBER 
RESPONSIBLE 

Lifetime Access to 
SCIC services will be 
available through 
SCIC Community 
Liaison Team (See 
review standards) 

i) Patient will be given contact 
numbers on discharge at 
discharge appointment / 
meeting. 

ii) New outpatients given contact 
numbers at outpatient 
appointment. 

Community Liaison 
Staff 
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Standard 9.2.4 
 

CRITERIA DEMONSTRATION OF 
COMPLIANCE 

MDT MEMBER 
RESPONSIBLE 

Identified appropriate 
personnel will be 
available on 
discharge. 
 DN 
 GP  
 Allocated Social 

Worker  
 Employment 

advisor as 
required 

 Point of contact in 
SSD for problems 
with 
care/equipment/s
ervice provision  

i) District Nurse 
The District Nurse will be 
contacted by Spinal Centre 
staff and given contact 
telephone numbers to arrange 
a visit. 

ii) GP Consultation 
Individual patient to arrange 
GP appointment prior to 
discharge from the Spinal 
Centre. 

iii) Allocated Social Worker 
Date given to patient by Social 
Worker prior to discharge – if 
complex needs. 

iv) Employment Advisor 
Employment Advisor 
contacted prior to discharge 
from the Spinal Centre. 

v) Point of Contact 
Social Services contact 
numbers available to patient 
on discharge from Spinal 
Centre. 

 

-Nursing Staff /District 
Nurse 
 
 
-Appointment date 
given by GP 
 
-Appointment date 
given by Social Worker 
-Contact made initially 
by Spinal Centre OT 
-Contact numbers 
given by Community 
Social Worker / OT 
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Appendix 10.1  

Review/Follow up Process  
      
To be developed 
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Appendix 11.1 
 
Standard 11.4.5 
 
Chronic spinal cord injury: management of patients in acute hospital settings, Concise 
guidance to good practice Number 9, 2008 
 
Access via MASCIP website  www.mascip.co.uk 
 

http://www.mascip.co.uk/
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Appendix 16.1 
 

Management of Patient with SCI with Concurrent Psychiatric Disorders 
 
1. Patients with concurrent psychiatric disorders sustaining spinal cord injury will have 

equal access to specialist spinal cord injury services, in terms of in-patient admission, 
outreach & outpatient follow-up 

 
2. Spinal Cord Injury Centres should have access to psychiatric expertise, which is well 

integrated with the management & service delivery of the SCIC.  
 
3. Psychiatrists contributing to such care must be able to assist in the management of a 

diverse range of psychiatric disorders including the following:- 
 Dementia 
 Delirium 
 Any other  organic disorder 
 Mental & behavioural disorders due to alcohol use 
 Mental & behavioural disorders due to other psycho-active substance misuse 
 Schizophrenia & related disorders 
 Mood (affective) disorders 
 Neurotic stress-related & somatoform disorders (e.g. anxiety disorders, persistent 

somatoform pain disorder 
 Behavioural syndromes associated with physiological disturbances & physical 

factors (e.g. eating disorders) 
 Disorders of adult personality & behaviour 

 
4. All persons nominated as responsible for coordinating & facilitating the discharge of 

spinal cord injured persons with severe and enduring mental illness must have 
sufficient understanding of the purpose & functioning of relevant mental health 
services & be able to demonstrate that they have been practice in establishing and 
maintaining appropriate relationships with their relevant  mental health services 

 
5. All nursing and medical staff on SCIC’s should have appropriate training & 

understanding of major psychiatric disorder including severe mental illness, substance 
misuse, anxiety & related disorders, as may be relevant to their practice. 

 Job planning & time-tabling should explicitly allow for the engagement of such staff 
with patients with these problems, at a level appropriate to their profession, grade and 
knowledge. 

 
6. All cases where access to mental health team through outreach or where admission 

in an in-patient SCIC has been delayed because of psychiatric disorder should be 
documented. 

 An audit of the occurrence of such incidents should take place on an annual basis. 
The audit should involve the 3 SCIC’s, ED departments and acute injury services.  
 

7 A joint data base of patients with concurrent major psychiatric disorders and spinal 
cord injury should be established, to examine:- 
 process of care and rates of re-admission, as compared to patients with SCI and 

no major psychiatric disorder 
 SCIC experience of response of mental health services to joint patient care 
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8. Sufficient resources should be allocated for the involvement of psychiatrists in 

research, audit and service development in the management of SCIC patients with 
concurrent major psychiatric disorders. 
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Appendix 16.2 
 

Standards for the Care of SCI Patients With Acquired Brain Injury 
 
Patients with an acquired brain injury (resulting from e.g. trauma, stroke, cerebral hypoxia) 
require this to be taken into account in providing their care and rehabilitation following spinal 
cord injury.  Acquired brain injury may predate the patient’s spinal cord injury, or may be 
sustained as a result of the same incident.   
 
The following standards should be included in providing care to patients with moderate to 
severe acquired brain injury.  They may also apply to patients with mild acquired brain injury. 
 
1. Assessment.  This should include an MRI brain scan (if this has been carried out 

previously, copies of the results should be obtained), and details of assessment and 
treatment such as Glasgow Coma Scale scores and neurosurgery.  Neuropsychological 
assessment to determine the extent and pattern of cognitive impairment should be 
carried out by an appropriately qualified clinical psychologist, where necessary.  

 
2. Intervention.  All interventions provided by the inter-disciplinary team should 

accommodate patients’ cognitive problems, and may need to be appropriately adapted 
according to the individual’s needs (e.g. providing supplementary written information to 
someone with a memory impairment; reminding patients frequently of the rationale for 
an intervention). 

 
3. Goal-planning provides the most effective way to coordinate an inter-disciplinary 

approach, and may need to be conducted more frequently (e.g. weekly or fortnightly). 
 
4. Speech and language therapy should be provided to patients with speech/language or 

swallowing impairments, in terms of specialist assessment and intervention. 
 
5. Family members should be closely involved in rehabilitation (e.g. attending goal-

planning and discharge planning meetings). 
 
6. Discharge planning should include referral to the local community acquired brain injury 

service, in order for the service to assess the patient prior to discharge and enable 
seamless care provision following community re-entry.  Further inpatient or outpatient 
rehabilitation may be required from a specialist acquired brain injury service. 

 
 

End of appendices 
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	Medical team consultant – On admission (Meet with patient within 1 week of admission)

	Introduction
	Spinal surgeons must follow guidelines for competencies, experience & training programmes for Medical staff (Including anesthetists’), as set out in the Designation standards for Specialised Spinal Surgery(See Appendix 7.2) to undertake surgery & to provide pre and peri-operative care and follow-up
	Introduction


	Introduction
	Standard 9.7 The Spinal Cord Injury Centre’s will have a comprehensive written policy and procedure for their role in the appointment and training of appropriate carers (formal & informal)
	Standard 9.8 All patients will be provided with information and assistance regarding opportunities for education, training & employment 
	If there is potential to return to employment, a work assessment will be carried out. DEA & Access to Work representatives will be invited, as appropriate. Active involvement of existing employers in the rehabilitation process will be encouraged at the individual’s request and where appropriate.
	Access to career guidance will be available during rehabilitation programme. Skills and education assessment will be arranged as necessary.
	Where an individual is actively considering employment, information re: DEA, Access to Work scheme, workshop training and further education, will be initiated by MDT. 
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	The objectives for this programme will be to:-
	Standard 10.3 A proactive programme and procedure will be in place to detect problems at the earliest opportunity
	Standard 10.4 SCIC will provide education for community personnel to support SCI patients in their community
	Standard 10.6  Long term outcomes for individuals will be evaluated using validated outcome measures
	SCIC will evaluate patient outcome, reintegration status, complications and required interventions over the long term using a common minimum data set which incorporates validated outcome measures
	An annual multi-disciplinary audit programme for long-term outcomes will be undertaken  
	Long-term outcomes will be presented to SCIC team and other SCIC’s 
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	Standard 11.2 Pre-admission assessment will be undertaken for all planned re-admissions to SCIC
	Minimum bed occupancy will be 87%
	Management of the re-admission beds will comply with host Trust bed management policies, provided SCIC beds are recognised as designated speciality within the Trust,



	Each child will have a named key worker responsible for coordinating their care
	Children and their families will influence the way their care is delivered
	Standard 12.5 Care will be provided for a child with spinal cord injury in accordance with agreed national guidelines
	Standard 12.7 There will be adequate facilities for ongoing care of children after acute spinal cord injury management
	Standard 12.9 The service for children with spinal cord injury will actively engage in research and development of relevant projects

	The MDT working with spinal cord injured children should develop or be participants in research/development projects with relevance to its practice. (See Standard 14)
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	Patient-centred style


	Implications of low satisfaction, recall and understanding
	Adherence
	A greater understanding will facilitate a close link between satisfaction, understanding, recall and adherence. Adherence to treatment plans is considered a critical indicator of the effectiveness of doctor/patient communication.  It is a waste of resources if patients fail to follow their treatment sufficiently to obtain therapeutic benefit.  
	There are many factors associated with poor adherence including race, gender, educational experience, intelligence, marital status, occupational status, income and ethnic or cultural background and adherent behaviors.  Younger adults may also be less adherent due to a culture of rejecting authority.
	Collaborative management/expert patient
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	To be Included if required in the Future 
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	It may not possible for all patients with Spinal Cord Injuries to be transferred to a SCIC within the 24-hour guideline. This may be due to bed availability and/or the condition of the patient. The goal of immediate admission for those with deteriorating neurology is often unachievable for the same reason.  
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	1 Compromised, symptomatic neural structures should be decompressed
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