From the ABI Rehabilitation Research Office
February 2016

On-site CARF survey
We have recently finished another major on-site survey by the Commission on Accreditation of Rehabilitation Facilities (CARF).  
CARF accreditation signals our commitment to continually improving services, encouraging feedback, and serving the community.   ABI Rehabilitation was the first Australasian rehabilitation provider to achieve CARF certification, and we have been continually accredited since 2011.
We wanted to share with you some of the information that we presented to CARF; we think you’ll agree that it shows just how much a small organisation can do, when quality is everyone’s goal!
1.  The CARF surveyors asked our research team:  How does ABI Rehabilitation contribute to the professional knowledge base?  We looked back in our records and it was quite impressive to realise how busy our team has really been!  Since 2012, our team of doctors, nurses, allied health professionals, and data analysts have produced an amazing library of outputs.
· Published 11 articles in medical journals.
· Presented over 50 lectures and poster presentations at 13 New Zealand and international academic conferences.
· Led 7 professional training sessions.
· Gave over 40 lectures to professional groups and special interest groups.
· Collaborated on 17 academic research studies.
A booklet with the full listings is available for download here:


2. The CARF surveyors also asked us:  How do you use your research outcomes to improve outcomes for your current and/or future clients?  We put together several examples:
· We are using information about the age groups of our clients to provide better services.
· Our in-depth analysis of clients with disorders of consciousness has led to the development of a nation-wide Emerging Consciousness rehabilitation service.
· We learned more about the events in which a client fell while at our facility, and have put preventative safety measures in place.
· Our medical team has learned about clients’ experiences after discharge from our service, and have implemented strategies that may help clients to have better outcomes.
· We use information based on the tracking-and-trending of client stays to be able to better predict expected discharge dates.
· Our satisfaction surveys take into account the feedback from our clients, their families, ACC case managers, hospital staff, and community provider staff.  
A full summary can be downloaded here:




Research studies are seeking people to participate!
The aim of research studies is to help others by contributing to the development of new treatment options.  
ABI Rehabilitation helps to match university research studies and clinical trials with the people who may be interested in participating.
Depending on the study, people with brain injuries, their family members, and members of the public may be eligible to participate.  Depending on the study, activities could include taking surveys, participating in interviews or focus groups, health tests, or testing a new medication.  
Would you like to get a message when a research study becomes available?   If yes, please send an email with your name, phone number, and address to research@abi-rehab.co.nz.  We will contact you if a research study becomes available in your area.  We won’t share your contact information with anyone.
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Highlights  


 ABI Rehabilitation was selected by ACC as its lead provider under the TBIRR contract.  Under this contract, 
we serve approximately 80% of New Zealand’s moderate/severe TBIs in 16 of the 20 District Health Boards 
(DHBs).  In addition, our provision and interpretation of empirical data was used by ACC to design the many 
key features of the TBIRR contract, including the feasible number of sites, an emerging consciousness 
programme, a day rehabilitation programme, and an input-dependent funding model.    


 ABI Rehabilitation is currently shortlisted on a tender to MOH on a social impact bond project.  A social 
impact bond “is a contract with the public sector in which a commitment is made to pay for improved social 
outcomes that result in public sector savings (Wikipedia).”  ABI Rehabilitation submitted a proposal entitled, 
“Reducing re-offending through brain injury rehabilitation.” 


 ABI Rehabilitation has implemented Medimap, an electronic medications/prescriptions management system 
that has been demonstrated to make medication administration safer.  


 We have added new Residential facilities in Auckland and Wellington. 


 We are launching a new website. 


 We have restructured to a national management organisation, and made key staff additions. 


 Since the start of the TBIRR contract, we have a quality forum every 6 months.  Attendees include all three 
TBIRR providers, ACC, and the Australasian Rehabilitation Outcomes Commission (AROC). 


 We have made major enhancements to our CMS, including new reporti9ng functions, the alerts/concerns 
function, and the Funder Portal.   We are marketing the CMS and it has been successful implemented by one 
of the other TBIRR providers. 


 We have implemented a number of quality projects, including telehealth, visual screening/intervention, 
upper limb assessment and process, cognitive rehabilitation workshops, improving discharge planning, client 
portal, pet therapy, swallowing training for staff, interdisciplinary teamwork, manual handling guidelines, 
driving after TBI, ‘About Me’, music therapy, and complex case studies. 


 


Journal articles 


1. Foster AM, Armstrong J, Buckley A, Sherry J, Young T, Foliaki S, James-Hohaia TM, Theadom A, McPherson 
KM. Encouraging family engagement in the rehabilitation process: a rehabilitation provider's development of 
support strategies for family members of people with traumatic brain injury.  Disabil Rehabil. 
2012;34(22):1855-62.  


2. Armstrong J, McPherson K, Nayar S.  External memory aid training after traumatic brain injury.  British 
Journal of Occupational Therapy. 2012;75(12):541-548. 


3. Bennett R, Seemann R, Stormer P.  How to treat concussion. New Zealand Doctor. 2013; October:37-40. 


4. Davenport A, Foster A.  Early hospital prediction of length of stay in a post-acute inpatient rehabilitation 
programme for traumatic brain injury (TBI). Journal of the Australasian Rehabilitation Nursing Association.  
2013;16(3):12-15. 


5. Perry E, Skirrow P, Jackson P, Hare D. I collect therefore I am: autonoetic consciousness and hoarding in 
Asperger syndrome.  Clinical Psychology & Psychotherapy. 2015;22(3):278-84. 


6. Theadom A, Fadyl J, Hollands T, Foster A, McPherson K.  Exploring participant experiences of research after 
traumatic brain injury Brain Injury.  2014; 28(7): 995-1002. 


7. Sekerak RJ, Stewart JT Caring for the patient with end-stage dementia Annals of Long Term Care; 2014.  
22(12): 36-42. 


8. Seemann R, Kaplan M.  The State-Of-The-Art of Physical Medicine and Rehabilitation in New Zealand: Guest 
Editorial. Critical Reviews™ in Physical and Rehabilitation Medicine.  DOI: 
10.1615/CritRevPhysRehabilMed.2014010806; pages i-iii. 



http://www.ncbi.nlm.nih.gov/pubmed/?term=Foster%20AM%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=Armstrong%20J%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=Buckley%20A%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=Sherry%20J%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=Young%20T%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=Foliaki%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=James-Hohaia%20TM%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=Theadom%20A%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=McPherson%20KM%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/?term=McPherson%20KM%5BAuthor%5D&cauthor=true&cauthor_uid=22489631

http://www.ncbi.nlm.nih.gov/pubmed/22489631





Innovation Portfolio Page 3 


9. Seemann R.  Prediction of outcome following severe traumatic brain injury.  Critical Reviews™ in Physical and 
Rehabilitation Medicine.  DOI: 10.1615/CritRevPhysRehabilMed. 2014010603; pages 13-25. 


10. Andraweera N, Seemann R.  Acute rehospitalisation during the first 3 months of in-patient rehabilitation for 
traumatic brain injury.  Australian Health Review.  2015; http://dx.doi.org/10.1071/ AH15062 


11. Kersten P, Cummins C, Weatherall M, Kayes NM, Siegert RJ, Babbage DR, Elder H, Smith G, Foster A, 
McPherson K.  Feasibility study of peer mentoring in traumatic brain injury: planning issues for a controlled 
trial. BMC Medical Research Methodology; submitted. 


 


Conference talks and posters 


1. Brain Injury World Congress.  21-25 Mar, 2012. Edinburgh, Scotland. 


a. Seemann, Richard; Foster, Allison: Can Initial Scores on the Westmead Post-Traumatic Amnesia 
(PTA) Scale Predict Duration of PTA After Severe Traumatic Brain Injury? 


2. 7th World Congress for NeuroRehabilitation (WCNR). 16-19 May, 2012. Melbourne, Australia. 


a. Cridge, Stefanie: Identifying and managing clinical risks in the TBI population 


b. Foster, Allison; Buckley, Ann; Cavit, Max: Designing a touch-screen technology system to engage 
non-professional rehabilitation workers in a 24/7 rehabilitation programme 


c. Foster, Allison; Davenport, Angela; VanSolkema, Maegan; Seemann, Richard: Outcomes from an 
emerging consciousness programme in New Zealand 


3. New Zealand Speech-language Therapists' Association (NZSTA) General Meeting.  23 May 2012. Auckland. 


a. Maegan VanSolkema; Jenny Sissingh; Sheila Barnes; Mandy Bailey; Allison Foster: Speech Language 
Therapists can do more than just "wait around": How early intervention can impact duration of Post 
Traumatic Amnesia 


4. AUT interprofessional Health Studies Conference.  12-15 August, 2012. AUT University, Akoranga campus. 


a. Sherry, Joanne; Armstrong, Jonathan: An integrated rehabilitation experience: The family as a team 
member 


b. Cridge, Stefanie: Identifying and Managing Clinical Risks in the TBI Population 


c. Foster, Allison; Davenport, Angela; VanSolkema, Maegan; Seemann, Richard: Outcomes from an 
emerging consciousness programme in New Zealand   


d. Buckley, Ann; Polson, Murray; Foster, Allison:  Developing a Web-Based Database for Client 
Management and Outcomes Research for Traumatic Brain Injury in New Zealand  


e. Maegan VanSolkema; Jenny Sissingh; Sheila Barnes; Mandy Bailey; Allison Foster: Speech Language 
Therapists can do more than just "wait around": How early intervention can impact duration of Post 
Traumatic Amnesia   


f. Seemann, Richard; Foster, Allison: Can Initial Scores on the Westmead Post-Traumatic Amnesia 
(PTA) Scale Predict Duration of PTA After Severe Traumatic Brain Injury? 


g. Foster, Allison: Integrated rehabilitation for traumatic brain injury in New Zealand: clinical services 
and client data 


5. International Aphasia Conference.  7-10th October 2012. Melbourne. 


a. Sheila Barnes:  Melodic intonation therapy as a successful rehabilitation intervention for verbal 
communication difficulties following acquired brain injury: a single New Zealand case example 


6. ARNA.  18-19 October 2012. Hobart. 


a. Angela Davenport: Predictions of rehabilitation length of stay 


7. NZRC.  8-10 March 2013. Nelson. 
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a. Angela Davenport: Will Rehabilitation Nurses ever get it together? 


b. Garry Dillon, Allison Foster: Rehabilitation Efficiency and Rehabilitation Effect: The creation of an 
effective numerical measurement. 


c. Te Miria James-Hohaia: Whakaritenga Mahi - Effective Relationship Building and Engagement 


d. Sarah Robertson: The Role of the Acute Rehab Coordinator in Traumatic Brain Injury (TBI) 
Rehabilitation 


e. Richard Seemann, Tony Young, Angela Davenport, Maegan Van Solkema, Mandy Bailey, Allison 
Foster: AN ANALYSIS OF OUTCOMES OF PATIENTS IN EMERGING STATES OF CONSCIOUSNESS DUE 
TO TRAUMATIC BRAIN INJURY 


f. Paul Skirrow, Annie Talbot, James McGuire, Shelly Morris-King: "Getting my life back"•: Subjective 
Experiences of Client Recovery Following Moderate to Severe ABI. 


g. Paul Skirrow, Erika Brennan, Jude Robinson, Pamela Fisher: BUILDING GROUP NARRATIVES AFTER 
ACQUIRED BRAIN INJURY- THE EXPERIENCE OF SUPPORT GROUP MEMBERS 


h. Jonathan Armstrong, Tony Young: Is the Rehabilitation Complexity Scale (RCS) sensitive to change 
during intensive inpatient rehabilitation post-traumatic brain injury (TBI)? 


i.  Jonathan Armstrong: Self-awareness training following brain injury 


j. Mandy Bailey, Marina Farac, Mary Jaynes: To highlight the importance of multiple treatment 
approaches to gain the best functional outcomes of upper limb function.  


k. Angela Davenport, Allison Foster: When functional gain doesn’t tell the whole story: nursing 
dependence as an outcomes measure  


l. Scott Nash, Sheila Barnes, Jennifer Sissingh, Maegan VanSolkema: Client experiences of an 
educational group after traumatic brain injury 


m. Scott Nash: The effects of capacity, working memory and processing speed on auditory learning in an 
acute traumatic brain injury population  


n. Richard Seemann, Allison Foster: Prediction of PTA Duration in Severe Traumatic Brain Injury using 
the Westmead Post-Traumatic Amnesia (PTA) Scale  


o. Sheila Barnes, Maegan VanSolkema: Effective but impractical: A critical analysis of the use of the 
Coma Recovery Scale – Revised with clients emerging from consciousness.  


p. Mandy Bailey, Sheila Barnes, Jennifer Sissingh, Maegan VanSolkema: A Successful Inter-disciplinary 
Approach to Cognitive Rehabilitation for Clients in Post Traumatic Amnesia  


q. Sheila Barnes, Maegan VanSolkema: Group therapy as a means of developing trans-disciplinary team 
work, building on client centred practice in a more natural forum for clients with Acquired Brain 
Injury (ABI).  


r. Sheila Barnes, Maegan VanSolkema: Using iPad technology as an adjunct to aphasia therapy: A single 
case study in increasing intensity for speech language therapy  


s. Mandy Bailey, Jennifer Sissingh: Stake holder perspectives and recommended best practice for 
Community Re-Integration for clients with Acquired Brain Injury...Are we on the right track?  


t. Paul Skirrow, Garry Dillon, Megan Constable, Te Miria James-Hohaia: The ‘recovery tree’ – a ‘survival 
to participation’ approach to client-centred goal planning. 


8. Santa Clara Valley Brain Injury Conference.  5-7 Feb, 2015.  Santa Clara, California . 


a. Robin Sekerak:  Neuropharmacology in Rehabilitation and Beyond: A Practical Review  


9. New Zealand Association for the Study of Intellectual Disabilities (NZASID).  9-10 April, 2014. Hamilton. 


a. Annie Talbot, Paul Skirrow, Amanda Roberts, Beth Greenhill, Meryl Cuzak: ‘Standing up for my 
human rights’: a group’s journey beyond consultation towards co-production  
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b. Paul Skirrow, Annie Talbot: “The only thing I did well was having Rosey.” Experiences of parents with 
intellectual disabilities and the people who support them. 


10. Asia Pacific Occupational Therapy Conference. 14-17th September, 2015.  Rotorua. 


a. Jonathan Armstrong: Making it real – external memory aid training following brain injury  


b. Jonathan Armstrong:  “Doing Well Together” – An integrated approach to brain injury rehabilitation 


11. ACRM.  25-30 October, 2015. Dallas, Texas. 


a. Jonathan Armstrong, Kristine T Kingsley, Barbara O’Connell, Eli Vakil: Community integration for 
individuals with brain injury: a cross-cultural review of service delivery models. (Symposium abstract) 


b.  Paula Kersten, Nicola Kayes; Christine Cummins; Richard Siegert; Hinemoa Elder; Mark Weatherall; 
Richard Seemann; Allison Foster; Duncan Babbage; Kath McPherson:  Feasibility study of peer 
mentoring for people with a traumatic brain injury (TBI).  


c. James Malec, Paula Kersten (ABI data and citations included): Instructional Course:   
“Diversity of Outcomes: From person-centered to international neurorehabilitation perspectives” 
Part II: Measurement and Statistics 


12. NZRA-AFRM conference.  14-17 October, 2015. Wellington. 


a. Richard Seemann: Emerging Technologies in Rehabilitation  (Workshop)  


b. Young T, Andreas N: FUNDER PORTAL – A MEANS OF SECURE INFORMATION SHARING  


c. Krishnan C, Young T, Feist S, Hodge K: BUILDING GOOD REHABILTIATION BY DESIGN; PART 1: 
LEVERAGING INFORMATION TO CREATE A NATION-WIDE PATHWAY FOR TRAUMATIC BRAIN INJURY 


d. Young T, Krishnan C, Feist S, Hodge K: BUILDING GOOD REHABILTIATION BY DESIGN; PART 2: 
DEVELOPING A NEEDS-BASED SYSTEM OF FUNDING TRAUMATIC BRAIN INJURY REHABILITATION 


e. Hodge K, Auchinvole T, Krishnan C, Young T: BUILDING GOOD REHABILTIATION BY DESIGN; PART 3: 
OUTCOMES OF A NATIONALLY-CONSISTENT SYSTEM FOR TRAUMATIC BRAIN INJURY 
REHABILITATION 


f. Gardiner, J., VanSolkema, M., Jacobs, N., Silcock, L: A NEW WAY TO IMPROVE CONFIDENCE IN STAFF 
MEMBERS INVOLVED IN DYSPHAGIA MANAGEMENT.  


g. Sekerak, R: I AM SO CONFUSED: THE CONCEPT OF POST TRAUMATIC CONFUSIONAL STATE IN 
DISORDERS OF CONSCIOUSNESS AFTER TRAUMATIC BRAIN INJURY.  


h. Sekerak, R: PHARMACOLOGY AND THE INJURED BRAIN: INTENDED BENEFITS AND POTENTIAL 
HARMS 


i. Young T, Andreas N, Anstis H, Sully E: RESIDENTIAL REHAB LENGTH OF STAY POST TBI – KEY 
CONTRIBUTING FACTORS  


j. Sekerak R, Tham LP, Dwyer A: Seeing Is Believing: Vision Impairment After Subarachnoid 
Haemorrhage May Be Reversible - A Case Report of Delayed Diagnosis And Treatment Of Terson’s 
Syndrome.  


k. Anstis H, Brown K, Gardiner J, VanSolkema M: DOES PET THERAPY BENEFIT CLIENTS IN A BRAIN 
INJURY REHABILITATION CENTRE?  


l. VanSolkema M McLauchlan, C: SINGLE CASE STUDY: THE EFFECTIVENESS OF AN ADAPTED EXECUTIVE 
FUNCTION PROGRAMME DELIVERED BY SLT/OT IN IMPROVING PARTICIPATION AND INDEPENDENCE 
FOLLOWING A SEVERE TBI 


13. Health Care Chaplaincy; 28 September 2015. 


a. Michael Blakely: Chaplaincy at ABI Rehabilitation. 
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Professional training sessions 


1. Armstrong, Jonathan.  24 May 2013.  Apraxia for the NZ Stroke Nurses Forum at ACH 


2. Skirrow, Paul.  12-13 April, 2014.  The Changing Role of Clinical Psychology: Past, Present & Future; a 
workshop presented at the ACPA and NZCCP joint conference, Christchurch. 


3. Solkema, Maegan, Donaldson, Selena.  22-23 July 2014.  Cognitive communication disorders workshop (2 
days) 


4. Van Solkema, Maegan; Jacobs, Nick; Gardiner, Jessica; Morse, Phil.  13 Nov 2014.  Cognitive Communication 
Disorder Special Interest Group Workshop on executive dysfunction  


5. Davenport, Angela; Seemann, Richard; Henshall, Kevin; Fougere, Chris; Bennett, Rachelle; Theadom, Alice; 
Tan-Rapues, Carmel.  29 Sept 2015.  Concussion seminar:  44 attendees MMH, ACH & NSH + ABI staff (mostly 
OT & NSG) 


6. Nina Andreas, Tony Young.  06 Mar 2014, 29 Apr 2014.  CMS training (two separate days); LFT Christchurch: 
Initial CMS set up and follow up training in Christchurch 


7. Nina Andreas, Tony Young.  10-11 Feb 2015.  CMS training (two-day); LFT Christchurch CMS training at ABI 
Auckland. 


 


External presentations 


1. Epps, Catherine.  27 Feb, 2012.  Palmerston North.  TBI rehab in Wellington at ABI Rehabilitation. 


2. Epps, Catherine; Slater, Stephanie. 09 May, 2012. Grand Rounds, Grand Valley Hutt DHB.  Concussion. 


3. Foster, Allison; Davenport, Angela. 30 May, 2012. AUT.  Cycles of Traumatic Brain Injury admissions: process 
or prevention. 


4. Armstrong, Jonathan. 27 June, 2012. AUT. External Memory Aid Training – “Making it real”. 


5. Armstrong, Jonathan. 10 Sept, 2012. ADHB Stroke Training Day. Apraxia: Evidence based assessment and 
intervention. 


6. Seemann, Richard. 17 Oct, 2012. THINK, Hamilton. ADVANCES IN THE REHABILITATION OF TRAUMATIC  
BRAIN INJURY 


7. Seemann, Richard. 5 Feb 2013. Rehab physicians' journal club talk:  Commercially available functional 
electrical stimulation 


8. Van Solkema, Maegan. March 2013. New Zealand Speech-Language Therapy Association; Articles appearing 
in the National publication ‘Communication Matters’ 


9. Skirrow, Paul.  March 2013. Capital and Coast DHB. Autism spectrum disorders 


10. Skirrow, Paul. March 2013. Health Pasifika, Wellington. Head injury and Pasifika clients 


11. Skirrow, Paul. 23 Mar, 2013. University of Otago’s Rehabilitation course in Wellington “People are Like 
Letters” Human Stories in Healthcare.  Person centred process. 


12. Seemann, Richard. 23 Mar, 2013. Goodfellow Symposium. Mild TBI and its management - Take home 
messages 


13. Seemann, Richard. 28 Mar, 2013. ADHB Trauma. Mild and Moderate TBI – an Update 


14. Skirrow, Paul. 17 Apr, 2013. Psychiatrists, CCDHB 


15. Skirrow, Paul. 19 Apr, 2013. Cognitive-Analytic Therapy. Victoria Clinical Psychology training course 


16. Davenport, Angela. 8 May, 2013. ADHB Neuro study day. Rehabilitation for clients with TBI 


17. Seemann, Richard. 4 March 2014. ProCare GPs. Rehabilitation medicine – an overview 
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18. Seemann, Richard. 25 March 2014. Waikato DHB neurosurgery team. ABI Rehabilitation and our approach to 
severe traumatic brain injury 


19. Seemann, Richard. 28 March 2014. AUT, training for mentoring partners after brain injury. Key points in head 
injury 


20. Seemann, Richard. 17 April 2014. ABI Community Services. Mild TBI – learnings from IBIA Conference 2014 


21. Van Solkema, Maegan. Summer 2013/2014. New Zealand Speech-Language Therapists Association. Cognitive 
Communication Impairments (article) 


22. Davenport, Angela. 7 May 2014. Auckland District Health Board. Neuro study day:  Long term recovery post 
traumatic brain injury 


23. Stevenson, Sian. 8 May 2014 (2 sessions). Hawkes Bay DHB. New TBIRR service and general TBI admission 
info.  


24. Seemann, Richard. 3 June 2014. Whanganui GP group. Traumatic brain injury: its evaluation and 
management 


25. Seemann, Richard. 1 July 2014. Auckland rehab physicians and registrars. Issues of competency and consent 


26. Seemann, Richard. 14 Nov 2014. NZ rehab registrars. Brain injury and consciousness 


27. Seemann, Richard. 28 Feb 2015. Annual meeting of the NZ Branch of the AFRM. Outcome prediction after 
severe TBI 


28. Seemann, Richard. 31 Mar 2015. Waitemata Pain Service at North Shore Hospital. Headache in the 
concussion clinic 


29. Seemann, Richard. 08 April 2015. Tairawhiti DHB. Improving outcomes after severe TBI 


30. Seemann, Richard, 28 March 2015, Trauma Service ACH, Mild and Moderate TBI – an Update 


31. Seemann, Richard. 31 March 2015. Waitemata Pain Service at North Shore Hospital. Headache in concussion 


32. Seemann, Richard. 30 April 2015. Total Health PHO. Concussion (Mild TBI) – an Update for the Busy GP 


33. Michael Blakely. Spring 2015. New Zealand Healthcare Chaplains’ Association ‘C-Mail’ newsletter. Chaplaincy 
and Acquired Brain Injury 


34. Vanessa Pullen, Emma Weeks. 13 Aug 2015. Hutt Valley DHB. First year’s data in TBIRR contract 


35. Morse, Phil.  Stroke central region meeting, Palmerston North.  The neuropsychology of the ‘fractured sense 
of self’ in Right CVA individuals. 


36. Dr John Manning. 1/10/15. Otangarei MC. Concussion community services 


37. Alison Riddle. 2/10/15. Whangarei Hospital, Outpatient / Community Therapists. Concussion community 
services. 


38. Northland Community team. 6/10/15. Dargaville Docs, 77 Awakino St, Dargaville. Concussion community 
services 


39. Van Solkema, Maegan. Spring 2015. New Zealand Speech-Language Therapists Association. Awareness Week 
(article) 


40. Sekerak, Robin.  Spring 2015.  Grand Rounds presentations at Nelson and MedCentral hospitals. 


41. Seemann, Richard.  11 Nov 2015.  RACP Maori Health Hui in Palmerston North, Cultural compentence. 


42. Seemann, Richard.  16 Nov 2015.  Weraroa Marae hui for the Brain Injury Whanau Action Project, Medical 
rehabilitation for Brain injury. 


43. Morse, Phil.  21 Nov 2015.  Brain Injury Awareness Day, Rotorua.  Neuropsychology of Forgetting. 
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Collaborative support of academic research projects 


1. Living Well Toolkit:  Living well with a long term neurological condition.  AUT. 


2. Mentoring study:  Improving participatory outcomes in TBI: a feasibility study.  AUT. 


3. Inpatient rehabilitation goals portal.  AUT. 


4. BIONIC; BIONIC follow-up.  AUT. 


5. NeuroAid.  AUT. 


6. Online sleep intervention.  AUT. 


7. Factors affecting recovery and symptoms after concussion.  University of Auckland. 


8. Creatine as a dietary supplement for neuro-recovery.  University of Auckland. 


9. When Mum or Dad has a TBI: experiences of children. AUT. 


10. Goals after TBI.  AUT. 


11. Caregivers sense of stress.  AUT. 


12. Experience of TBI recovery.  AUT. 


13. EnCoR: Enhancing collaboration in rehabilitation - clinician/patient connections; ENCoR Maori culture sub-
study.  AUT. 


14. Sense of self.   University of Otago at Wellington. 


15. Heart Rate.  University of Auckland. 


16. Experience of Research Participation.  AUT. 


17. Fatigue Management.  AUT. 


 


 


 


 


 


                                                           
i
 Full-text versions of the publications referenced here are available upon request. 
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Aged data 


Why it was needed:  We talked about improving quality for our long-term clients with brain injuries who are aging (a 
CARF standard).  The question then arose:  ‘What about the intensive-rehab clients who are elderly at the time of 
their TBI?’  We could think of some clients, anecdotally, who had been over-65 and came to us because they had 
high ‘rehabilitation potential’ (frail/ unwell elderly clients would otherwise be referred from hospital to older-
persons services), but we didn’t really know if we were seeing any significant numbers in this group, nor their 
outcomes. 


What we did, and what we found:  We did a quick ‘snapshot’ just to get our arms around the data.  Over a two-year 
period (2013-2014), we had 40 clients at our Auckland facility who were older than 65, including one 91-year-old.  
This is approximately 10-15% of our admissions.  The average length of stay for this group was only about 4 days 
longer than our AROC benchmark.  We re-did the analysis for all clients discharged in 2015 and found that 20-23% of 
our clients are over-65.  LOS values, similarly, were not appreciably longer than for the under-65 clients. 


How it changed our practice:   


 We were surprised that the LOS for this group was similar to the benchmark (we expected it to be longer).   
This suggested that things were going OK at a very high-level and we didn’t need to immediately act to 
change practice. 


 Because we are seeing more elderly clients in the intensive service than we had thought, we added this 
group into our quality projects around aging (ongoing). 


 There could still be some trends that we didn’t pick up.  We are currently doing a deeper data dive re: clinical 
outcomes by various demographic categories (specifically—young people, older people, and Maori).  We will 
try to 1), detect any differences for these groups from the overall population; 2), determine why those 
differences exist; 3), determine if this indicates a problem in our services; and 4), determine what to do 
about it. 
 


Emerging consciousness service 


Why it was needed:  The prevailing notion held by ACC was that minimally-conscious clients were ‘lost causes’ and 
should go directly to a nursing home after hospital.  We argued that many such clients had good rehab potential, or 
could at least have a reduction in disability by preventing secondary complications.  Prior to about 2010, we had to 
argue with ACC prior to accepting any client with a GCS of 8 or lower. 


What we did, and what we found:  We did a systematic analysis of every minimally-conscious client we’d had, 
including their LOS, WHIM, and FIM scores (and NPDS scores in some cases), as well as return to consciousness and 
discharge destination after rehab.  We had 88 clients between 2008-2015.  We found that: 


 Of all clients who come to us in a minimally conscious state, we send 53% directly home.  These clients have 
an average FIM gain of 72 points. 


 An additional 30% go to long-term rehabilitation, where further gains can be expected. 


 Only 16% of our minimally-conscious clients go to a nursing home. 


 69% of our minimally conscious clients regain consciousness while they are with us.  Most people ‘wake up’ 
within the first 90 days. 


 WHIM assessments give us the information to help guide our discharge planning (instead of adopting a ‘wait 
and see’ approach in the absence of any information).  The average length of stay for clients who had WHIM 
scores was about 160 days, while the length of stay for clients who didn’t have WHIM scores was about 220 
days. 


 NPDS scores, which can be converted into the financial cost of care, were captured for some of our 
minimally conscious clients.   We found that even for the clients who never regained consciousness, 
disability could be reduced (e.g., incontinence management) which could equate to lifetime care-cost 
savings of about 33%. 


How it changed our practice: 


 We presented our empirical data to ACC, together with a literature review which showed that our data was 
in general agreement with findings from all over the world. 
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 We made a proposal to ACC for an Emerging Consciousness Service.  We presented evidence for the cost-
savings that this could provide to the funder, in addition to the obvious human benefit. 


 ACC has implemented the Emerging Consciousness Service, almost verbatim to our original design, across 
the entire country.  Best estimates are that 15-20 clients per year enter this service (instead of an immediate 
nursing home referral which would have been the default position five years ago). 


 


Falls reports 


Why it was needed:  We were tracking the number of clients’ falls in the Intensive service.  But we didn’t know why 
they fell, and how we could improve this.  It also seemed like we were suddenly seeing more falls happening. 


What we did, and what we found:  We began collecting systematic data about falls (where, when, client 
characteristics).  We conducted a literature review to get benchmark for our findings.  We found that: 


 Our rate of falls had not actually been systematically increasing at our facility—instead we were simply 
getting better at recording them. 


 Although any fall is a concern, the rate of client falls at our facilities is within the expected range for neuro-
rehab facilities.   


 Very few clients had more than one fall. 


 The majority of clients who fell were in PTA.  


 Most falls happened in client’s bedrooms or in the lounge, during the hours from 5-8 pm. 


 Most falls were unsupervised (at times even with a one-on-one in place). 


How it changed our practice: 


 Falls risks in the CMS are now rated as high for clients in PTA. 


 The falls risk is made clear to Specials. 


 We have higher staffing in the late-afternoon/ evening time period to mitigate the risk of falls associated 
with the dinner-time activity amidst fatigue from the day. 


 


Post-discharge data 


Why it was needed:  We wanted to know if our rehab gains were durable after going home.  And if they weren’t, 
why?  And what could we do about it? 


What we did, and what we found:  We collected M2PI assessments from all clients at least 6 weeks after going 
home.  We also asked what else is going on—what they think could be accounting for their M2PI responses?  We 
found that: 


 About two-thirds of our clients either maintain or improve their participatory outcomes upon returning 
home.  This meets or exceeds international reports. 


 About one-third of our clients deteriorate on participatory outcomes after returning home.  Only a small 
minority of these clients, however, actually reach clinically-significant ranges when compared with other 
people with brain injury. 


 The biggest deteriorations were in the domains of social contact and leisure/recreation. 


 Deterioration in participation was strongly related to mood problems. 


How it changed our practice: 


 We now proactively address mood problems while clients are inpatient, including our doctors considering 
starting anti-depressant therapy to maximise neural plasticity and making recommendations for 
psychological support after discharge. 


 


AROC reporting  


Why it was needed:  We wanted to know how our clinical outcomes stacked up with other rehab providers in NZ, 
and internationally. 
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What we did, and what we found:  We began submitting our data to AROC, and receiving 6-monthly reports.  We 
found that: 


 At first, our LOS was higher than benchmarks.  But it decreased over time. 


 Our FIM scores have always been better than benchmarks. 


 We noticed a problem in the way that AN-SNAP classes (a method for case-mix grouping) were categorised.  
We brought this to AROC’s attention and asked them to reconsider their grouping method. 


How it changed our practice: 


 We can now calculate an ‘expected discharge date’ for every client based on their AN-SNAP class.  That goes 
on their Info page on the CMS so that staff can keep this in mind. 


 Our LOS has reduced from about 50 days in 2009 to just above 30 days in 2015, while maintaining the same 
FIM gains. 


 The AROC data collection procedure ensures that we’re using our assessment tools in line with best practice 
for all clients (e.g., FIM completed within 72 hours of admission).  This means that our data quality has 
improved and we can compare apples-to-apples. 


 Based on our feedback, AROC changed the way that some of their AN-SNAP classes were calculated, and our 
reports are now much more relevant to us. 


 We now have Quality Forums every 6 months in which we go over the AROC data.  The Forums include staff 
from each of the 3 TBIRR providers in New Zealand, AROC, and ACC. 


 Our Wellington LOS was noted to be much longer than the Auckland LOS, so the Wellington team has been 
included a lot more in the Quality Forum procedure in order to shed some light on this. 


 


Satisfaction surveys 


Why it was needed: The satisfaction surveys that we were using for clients were too long, hard to understand, and 
didn’t make sense to a New Zealand audience.  Also we weren’t capturing satisfaction at all for our other 
stakeholders. 


What we did, and what we found:  We developed five new satisfaction surveys, for clients, family-whanau, ACC case 
managers, hospital staff, and community/long-term providers.  Each one was less than 10 questions.  We developed 
them together with the stakeholders:   


 We (the 3 TBIRR providers, working together) made some ‘test’ surveys based on questionnaires that we’d 
successfully used in the past. 


 We ‘focus-group’ tested those surveys with the relevant stakeholders (i.e., we brought the family survey 
around to ~10 families and asked them to tell us which questions were good, which ones were confusing, 
what should change). 


 We then revised the document and had ACC’s survey team revise it to a structure and final wording that 
would be most likely to yield good results (e.g., using a 4-point scale instead of a 5-point scale). 


How it changed our practice: 


 We now give out the surveys to all clients, families, and ACC case managers after discharge, and to hospitals 
and providers at least quarterly. 


 We started out by doing the surveys only in the Intensive service, but it has spread to Residential and 
Community too. 


 Managers review comments received on the surveys on a monthly basis.  Charts/graphs are circulated 
quarterly and annually. 


 Our results have been largely very good (80% or more of respondents are satisfied or very satisfied on all 
domains).   


 However, the surveys also point out areas where we could improve or where we want to be aware of 
needing to make an extra effort.   


 Looking at the trends over time shows us how our service is evolving. 






