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1.Background
There are a wide range of disorders that cause children to require rehabilitation but traumatic brain injury, (TBI) has been the subject of more research and is therefore used as the primary model for this introduction. Acquired brain injury (ABI) encompasses both traumatic and non-traumatic causes of insult to a brain that hitherto had been developing normally. Whilst typically a one-time insult, the consequences of the injury change rapidly with time, particularly in the early post-injury stages. Meeting these needs challenges services and processes in both health and education, typically built around the needs of children (e.g. with cerebral palsy) with much more stable, slowly changing needs.  It also raises specific issues, particularly of integration of Social Services and voluntary agencies.  Although the needs of the head-injured adult on returning to the community are increasingly recognised, even the most recent 1996 United Kingdom discussion of best practice (Social Services Inspectorate, 1996) merely comments that children’s services have not been evaluated. The discrepancy between problem and provision is even more striking for children than for adults (Middleton, 1989).

TBI typically due to involvement in road traffic accidents or falls is a major cause of ABI (Kraus, 1995), particularly affecting older children. TBI particularly highlights the issue of relatively invisible, cognitive-only, patterns of disability. Many survivors of childhood TBI “walk and talk”, and may even return to their former school, yet experience characteristic problems typically some years after injury that are repeatedly under-recognised and under-estimated.
1.1 Effect of age at injury

Despite the now considerable body of evidence to the contrary, a mistaken optimism persists that outcomes for childhood TBI are in general superior to those for similar injuries in adults: a misconception based on naive concepts of greater “plasticity” in the immature central nervous system (Webb et al., 1996).  Such unrealistic expectations in parents and professionals may cause subsequent events to be perceived as academic or employment “failure”. Importantly they may also lead to inadequate litigation settlements (Johnson, 1992).  TBI damage selectively impacts new learning. Unless the brain is mature at the time of injury, TBI can alter a child’s entire subsequent developmental trajectory. Such considerations lead to particular concern for the pre-school child sustaining TBI, a relatively unstudied group (Bryan, 1995). The full effects of TBI may not become apparent for some years, and early absence of problems cannot be taken as evidence that they will not evolve: children with TBI can grow into a deficit. 

1.2 Epidemiology

Traumatic Brain Injury (TBI) typically follows road traffic accidents (RTAs), falls, and assault. The estimated all-age incidence rate is approximately 100 per 100,000 persons . The highest incidence is among persons 15 to 24 years of age (where there is a significant male excess) and 75 years and older, with an additional less striking peak in incidence in children ages 5 and younger (NIH, 1998). Approximately 25% of the TBI acquired below the age of five, and the majority below the age of one, is of non-accidental origin.

In the UK, estimates of hospital attendance rates for children after TBI range from 150,000 children under 14 (Sharples et al., 1990) to 500,000 under 16 (Petit-Zeman, 2001). Hospital inpatient activity data from the mid-1980s suggested admission rates of approximately 40,000 pa, or 5% of all admissions (Hayes & Jackson, 1989). There is however no simple relationship between hospital attendance or admission and TBI severity and morbidity.  It is estimated that approximately  20 per 100,000 children under 16 sustain significant new disability as a result of TBI annually (Kraus, 1995). For a large comprehensive school with 1500 pupils this equates to one new child every other year.

Another significant cause of acquired brain injury (ABI) is non-traumatic brain injury, due to infection, hypoxia, poisoning etc. Non-traumatic ABI in general affects younger children and comprises a more heterogeneous group of causes and outcomes (Forsyth et al., 2001; Wong et al., 2001). A recent UK population based study showed an annual mortality rate of approximately 15 per 100,000 children and a new morbidity rate of at least 2 per 100,000 children pa (Wong et al., 2001). Other causes of acquired brain injury that are not necessarily associated with significant encephalopathy (e.g. stroke) will be under-represented in these figures.

1.3 Mechanisms of recovery from ABI
Although considerable light has been shed on the pathophysiological responses to TBI (including cellular plasticity) in animal models, their relevance to the functional recovery seen in children after TBI is as yet unclear. The primary roles of the early rehabilitative environment remain therefore to achieve medical stability, to prevent complications of (particularly of abnormal tone and movement) and to re-establish mobility and communication through environmental modification, pharmacological intervention and guided therapeutic exercise. 

1.4 Patterns of disability

ABI results in both visible (i.e. motor) and invisible (largely cognitive) patterns of injury. The first challenge for children with largely cognitive consequences of ABI is often simply persuading agencies that problems exist. At least the visibly injured, with acquired motor impairments, avoid this, but again in this group the visible components of their impairments are often addressed at the expense of the less visible. 

A key issue relates to the consequence s of the fact that ABI (particularly TBI) selectively impacts new learning. Those skills acquired before injury are typically relatively preserved, however the child fails to continue learning at the same rate as peers. Difficulties thus typically emerge with time and will be more evident the younger the child was at the time of injury (Schneider, 1979; Webb et al., 1996). Over-simplistic concepts of “recovery” from an injury; resulting in beliefs amongst professionals that a child has “got over it” and that the chapter is closed remain a major obstacle to the recognition of and provision for children’s needs. An initial return to a child’s former school is no guarantee that all will be well: a mechanism for ongoing surveillance for emerging difficulties is required.

Effective multiagency and interagency working (within health) is the key to ensuring comprehensive care for these changing and varied patterns of disability.

1.5 The challenge to existing models of provision

The design and provision of services for TBI children is hampered by the ongoing lack of theoretical or empirical trial-based guidance. Despite a recent proliferation of short term studies, there remain very few controlled, prospective studies of the long term sequel of childhood TBI (Klonoff et al., 1995) and meta-analysis of such studies as exist is hampered by lack of uniformity of study populations and outcome parameters. Consequently this review can only sketch broad principles which will need to be adapted to the specifics of particular situations, until they can be better informed by further experimental data.

1.6 Acute sector

Acute-phase rehabilitation is arguably a paediatric sub-speciality in its own right. Such expertise should be available during and beyond the intensive care phase. In addition to the management of the specific medical conditions seen in this context there is a crucial need for familiarity with the philosophy of rehabilitation medicine. This is characterised by interdisciplinary goal-based team working and self-audit, and proactive planning toward the provision of the child’s needs through community based services often involving a process of transitional discharge. 

A recent British Paediatric Neurology Association survey revealed an acute-phase rehabilitative provision in 16 tertiary centres around the UK. Such provision was however informal and had arisen in an ad-hoc manner. Sessions were rarely explicitly funded and there was wide variability in the disciplines the programmes could access beyond core therapy services. Regrettably several provider units accepting children for neurointensive care were identified that do not offer even a basic service of this nature, defaulting on their responsibilities in this area. 

1.7 Community sector

In the UK, most districts do not have specialist dedicated TBI services, and provision is usually co-ordinated through child development/disability teams (Crouchman, 1990; Crouchman, 1991). In large part this is an appropriate response to the recognition that a child with ABI is a child or young person first, and “head-injured” second, and that their need to be with their family and community is paramount. Provision is usually offered within an educational context and although not explicitly stated, the role of encouraging reintegration into academic and peer-group social life falls to education. This contrasts with the increased North American emphasis on specialist rehabilitation centres with a medical or paramedical ethos.

School-centred approaches should have the advantage of being locally based and ecologically appropriate. Returning to a pattern of daily school attendance helps restore previous family working patterns (ending the parents’ bedside vigil). Children with TBI often perform misleadingly well in highly structured settings such as psychological assessments. The real world problems that have great impact on long term independence, such as executive difficulties and distractibility, are best evaluated in real world settings such as school. The theoretical advantages of a school-based approach can only be realised however if the school is equipped to recognise and address the issues being seen (see below)

In addition, there is a major role for Social Services and within the community for leisure, housing and voluntary bodies in aspects of rehabilitation.  They contribute with education to the overall aim of inclusion of the child in as wide a range of activities as possible.  This process is embodied in recent policy and legislation changes (Special Education Needs and Disability Discrimination Act, the new SEN Code of Practice and revised Department of Education and Skills guidance on the education of such children.

It is important to appreciate that the generic childhood disability services available in most communities are in many ways not ideally suited particularly to the more severely injured TBI child. Physical disability services are geared largely to the needs of children with relatively static disabilities often acquired in early life. TBI children can demonstrate many different combinations of deficit that may vary significantly with time, requiring a flexibility of provision that such services may find difficult. For example, children sustaining motor impairments as a result of TBI often have relatively preservation of those cognitive skills they possessed at injury, which may be therefore much greater than a child with similar levels of motor impairment due to CP. This makes access to augmentative communication through assistive switching and other technology a priority. 

TBI children do not fit readily into established educational “categories” of special need. Placement of a child in a Severe Learning Difficulty (SLD) school on the basis of global IQ-based classifications may be very unhelpful as TBI children may have a relatively intact memory of their pre-morbid abilities and gains in ability can be made at rates much greater than other SLD children (Middleton, 1989)
It should be clear from the above discussion that local generic services as currently configured in the UK will, and indeed should, struggle to meet these children’s needs. If they are not struggling, they are probably not recognising them. Ongoing surveillance and liaison with education, particularly at times of transition, is required. The most important fact to remember however may be that the family, and almost always the child also, remember the life they’ve lost. As well as the practical challenge for the family of becoming familiar with “The System” overnight, there is a grieving process to be permitted. Child psychiatry liaison is crucial. Post traumatic stress symptoms are also under-recognised.

1.8 Specialist Rehabilitation Facilities

In practice the major limitation of community based services is the intensity, flexibility and expertise of remedial input that can be offered. For those with greater needs, the availability of specialist, centralised services offering intensive input on a day-attender basis may outweigh disadvantages of separation from community. Such facilities for more severely injured children are currently underdeveloped and very unevenly distributed in the UK. There are less than 50 children’s rehabilitation beds in the UK: all three units are in the south of England. (Chailey Heritage, The Children’s Trust, Tadworth and Bath) Not surprisingly, referrals to such units show a geographic bias, with very limited use of these facilities by children outside the South of England. The fact that such units have not developed elsewhere suggests either that children outwith the south east are being disadvantaged, or that alternative models for meeting these children’s needs can be, and to some extent have, developed. The David Lewis Centre is opening a unit in Cheshire in 2002.(It could even be argued that the continuing viability of these units speculation reflects the underdevelopment in the south east of alternative models of provision.) A facility for delivery of intensive rehabilitation will undoubtedly be required in all parts of the country.  Adult studies have suggested a need for 10 rehabilitation “beds” per 250,000 population (Society, 1988) Children might be expected to comprise 10 or 20% of this population.  In areas without access to dedicated rehabilitation units such as The Children’s Trust, Tadworth, this rehabilitation typically takes place in paediatric wards. A small number of very damaged children currently remain for prolonged periods in general paediatric wards, their stays being prolonged either by ongoing needs for intense and/or specialist therapy that cannot be delivered in the community, or house adaptation delays. Such medicalised settings are clearly far from ideal and it could be argued that an educational ethos is the appropriate setting for such delivery.

1.9 Medical Training

There has been no specific training programme for paediatric neuro-rehabilitation.  A number of paediatric neurologists have developed a special interest in this area.  A training programme in neuro-rehabilitation has been agreed (2003) and this contains a general experience of rehabilitation and the possibility of developing more expertise in the subject. (see 2.18).

1.10 Education

There has been a long overdue change of emphasis in the field, seeing TBI in particular primarily as a late educational and behavioural problem than an early medical one. Nevertheless, awareness of these issues among educationalists is still inadequate, and health professionals have an important role to play in awareness raising. Mistaken concepts of “recovery” from TBI leading educationalists to consider the episode closed are sometimes the result of ill-informed medical advice.

Educational processes as currently configured struggle to monitor the evolving nature of the consequences of ABI: the high turnover of staff around a child, particularly in secondary education, results in a poor “professional memory” for the child-as-was, and slowly-evolving pictures are often not recognised.

Most teachers’ expertise lies in training for specific academic skills (such as arithmetic or reading) in children with essentially intact underlying “deep processes” of reasoning and judgement. In contrast the TBI child may be able to perform previously-learned arithmetical or reading tasks deceptively well, but struggle with new learning (Carney & Gerring, 1990). This is an area requiring specialist educational expertise. TBI can also affect school life outside the classroom, in the challenges of getting the school bus, getting to the next lesson, or even choosing what to eat in the cafeteria. 

The child may lack insight that his or her difficulties have a basis in a past TBI, and it is not uncommon for such children to have experienced years of failure without understanding why. Children may construct alternative “explanations” for their behaviour and difficulties: the homework they forgot to bring to school was “stolen”. Insight is vital as without it they can find the responses of others baffling, leading to loss of social confidence (Jacobs, 1993)

2. Key issues in childhood rehabilitation 
2.1 Rehabilitation is the process by which those who have sustained significant impairments are supported in achieving their maximal recovery and level of functioning in society.

2.2 Although medical and social models of rehabilitation have been contrasted, it is clear that children and their families need medical, educational, social and community resources in different proportions at different stages of these processes. We support therefore a model that integrates all of these domains. It is nevertheless the responsibility of RCPCH specifically to contribute medical aspects to the development of comprehensive services and training.

2.3 Parental and older child involvement in planning and management of rehabilitation services is essential.  The service models should ensure full parental involvement in their child’s rehabilitation and discharge planning.

2.4 Despite the overlap of service requirements between their children with congenital and acquired impairments, we separate the latter to highlight their specific needs. The Scandinavian term, habitation, for the former seems useful in this context.

2.5 Rehabilitation can be seen as an appropriate style of management for who become technology dependent or who have for major interventions, which may leave them medically unstable. These children need careful consideration, both during an admission and around re-integration into the community. It may be that some specialities manage these children well, but some (particularly in surgery) may not provide for developmental, educational and psychological issues. All specialities will struggle to provide an appropriate environment for such long-stay children. The main purpose of this paper is to deal with the areas traditionally included within rehabilitation.

2.6 The types of problems that require rehabilitation include children with the following causes of persisting impairments:

· Head injury

· Acute infective encephalopathies (meningitis, encephalitis)

· Acute ischaemic encephalopathies, which may be focal (stroke) or global (Following acute illness with inadequate cardiac or respiratory function)

· Acute metabolic encephalopathy, which may be monophasic, i.e. part of acute illness or part of a potentially episodic genetically determined metabolic disease.

· Acute epileptic encephalopathy.

· Acute spinal cord damage (trauma, ischaemia, infective, surgical, 

      degenerative neurological disease).

· Post neurosurgical brain and spinal cord impairments and chronic 

      impairments in association with oncological management.

· Acute inflammatory disease of peripheral nerves and muscles.

· Progressive peripheral neuromuscular disease.

· Ventilator dependency, which may arise from some of the above diseases or from severe respiratory disease.

· Acute events in children with long standing, including congenital, impairments (orthopaedic surgery for cerebral palsies, osteogenesis imperfecta etc., severe epilepsy or behavioural deterioration in child with previous impairments).

· Severe illness behaviour *either primary or associated with other impairments.

· Acute loss of special senses.

· Juvenile arthritis*

It is however recognised that services for this wide range of disorders will be provided in a number of different ways and by professionals with a range of different skills and training.  This list sets the agenda, it does not prescribe the content of a unit or its staffing.

2.7 There is a strong behavioural aspect to all of these conditions and, for example, all the listed conditions may be complicated by depression.

2.8 These are essentially paediatric problems and co-operation with adult services is likely to be limited to bridging late adolescent services and specific highly specialised areas of bioengineering.

2.9 Probably at least 80% of the conditions involved are neurological with important exceptions (see above*).

2.10 Specialist (tertiary) paediatric hospitals and units have significant numbers of children with rehabilitation needs who are staying in hospital, not necessarily appropriately, often for long periods, e.g. Great Ormond Street had 48 of its 320 beds occupied by such patients in a single survey recently (see enclosure).

2.11 There are no agreed standards of care and very few units, some of which are outside the NHS. 

2.12 There are currently no training programmes for professionals dealing with children.

2.13 Medical rehabilitation involves multiple medical specialists and is multidisciplinary.

2.14 The numbers and diagnosis of children with rehabilitation needs have not been investigated.

2.15 Ideally, as much of the work of rehabilitation should take place near to where families live, both for convenience and to allow integration with educational, social and community based voluntary services.

2.16 Much of the process starts in intensive care units and high dependency beds of tertiary units. It may continue in DGH beds, rehabilitation units and the community, i.e. at home.

2.17 Specialist hospital experience suggests that lack of co-ordinated services not only blocks beds but perhaps more importantly causes dysfunction in professional/ parental/ multiagency relationships because the rehabilitation dimension is not recognised and management protocols do not exist. Some paediatric specialities have however developed good systems for shared care, which meet some of these needs (e.g. oncology and rheumatology).

2.18 The lack of a specialist discipline of paediatric rehabilitation is a major problem. Academic initiatives are required to develop and support this discipline and research needs to include its multi-agency dimensions.

2.19
There is also a general lack of trained paediatric therapists in the field of 

      neurodisability which will require resources and strategic attention if this process is

      to succeed.

3. The way forward

When so much is not in place in a discipline it is both difficult to know where to start and there must be a significant danger of allowing the development of substandard services. There is a need for a national working party/ steering group to develop a policy.

3.1 National Steering group
3.1.1 This should represent each of the disciplines involved:

· Paediatrics/ paediatric neurology/paediatric neurodisability

· College of Speech and Language

· College of Occupational Therapists
Paediatric representatives 

· College of Physiotherapy


of these organisations

· Clinical psychology

· Child psychiatry

· Nursing

· Department of Health

· Social Services Inspectorate 

· Department for Education and Skills

· Bioengineering

· Education

· Social services

· Parents

· Voluntary bodies

3.1.2 Their task is to:

· Develop a national strategy for paediatric rehabilitation.

· To review models of care available, including those from overseas.

· To monitor progress within Regions on an annual basis and to have input from regional representatives.

· Through this contact with locally based services to identify general issues that need to be addressed e.g. Transition to adult services.

· The responsibilities include the development of staffing, training, resource and research aspects of rehabilitation. The training problems are formidable but a rehabilitation module of training should be made available for paediatricians and paediatric neurologists in training or as retraining. Something like one year of rehabilitation and one year of disability training seems to be the minimum. Initially there will be limited sites for such training. (separate document to be agreed).

3.2 The current U.K. group studying ventilator dependent children should contribute recommendations to the working party and elect a representative, i.e. we treat this as a sub-group.

3.3 We also propose that illness behaviour should be dealt with as a sub-group.

3.4 Population based Paediatric rehabilitation service providers

 3.4.1 We propose that these services are organised in a way which the local team feel     best suits their local situation providing it meets the service delivery criteria. The population served needs normally to be at least a total of 1million and perhaps up 3 million following discussion with Commissioners and paediatric teams who will develop the core rehabilitation team. This will be developed in close relationship to the specialist (tertiary) paediatric neurology/neurodisability service.

3.4.2 Some of the elements of the process should include the following:

Specialists paediatric units should examine their rehabilitation needs. In discussion with commissioning bodies, they should develop a core team of professionals concerned with rehabilitation. Sessions for professionals should be agreed. The consultant is likely to come from neurology/neurodisability training, recognising the high content of neurological disease in the acute situation and subsequent impairments. It may not be practicable at this stage, to be advocating setting up inpatient population rehabilitation units. This may come later but the initial proposal is for population based rehabilitation units (see later). The team would include representatives from parents, paediatrics, paediatrics neurology, intensive care, physiotherapy, occupational therapy, speech and language therapy, clinical psychology, nursing, social work, psychiatry, educational and social services. Representatives of secondary level paediatrics, nursing and therapy should be part of this group. Administrative input at a senior level is key to its success. This should not require new resources for all of these professionals because the children are already in the system.
3.4.3 The main tasks of the combined tertiary/ secondary (population based) core teams are:

· To fund a clinician and administrator to act as co-ordinators for an initial term of 3 years.

· To decide on their catchment population’s need (numerically and intensity) for rehabilitation in co-ordination with surrounding areas and the National Steering Group.

· To access the local strengths, which could contribute to a rehabilitation service.

· To set up a population based clinical team, whose brief is to provide a rehabilitation service between the tertiary hospital, and secondary level and community services.

· To work with NHS and charitable rehabilitation units where possible to develop services.

· To work with the national steering group (see section) on the development of locally based paediatric rehabilitation services (see section).

· To develop a business plan for the population based service, which will be in a form which can be audited annually (see section on audit). This plan may include an inpatient unit.

· To develop research, both locally and contribute to national research priorities. 

·  To assess training needs.

· To develop joint working practices with social services and education services

They are intended initially as development and management teams but as the process continues it is envisaged that this team will contain members of the clinical team.

3.5 Services

3.5.1 There are issues that will influence how a service is delivered in a particular area.

· The population density
· Currently available resources for rehabilitation (NHS and charitable)
· The style and intensity and resources for rehabilitation of the acute services.
We propose that the service should be defined primarily by outcomes but with a number of possible models of implementation being suggested which must be open to audit.

3.5.2 A service that is provided for a population should:

· Define its population

· Offer a service for all of those within its catchment population.

· Meet agreed standards for the management of the child with a specific condition.  

3.5.3 These standards will include:

· The rehabilitation team makes contact with the child, family and acute team within 3 working days of notification by the acute team.

· A provisional plan for rehabilitation is made between all parties within one week of the notification and that plan is circulated to all involved and is in the hospital notes.  At this time a member of the rehabilitation team will be designated as key worker and will maintain regular contact with child/family/acute team and paediatrician/child development team where the family live.

· A plan is developed by investigation of the needs of the child and resources available over a further period of 1-2 weeks which may need to be put back because of deterioration in the child’s condition and this process will include a group meeting to which all interested parties will be invited.  This will include representatives of education, social services and the health authorities involved.  The key worker will have the responsibility for discussing issues with these interested parties.  It is essential that the acute team regard the key worker as a member of their unit as well as recognising that they are part of the rehabilitation team.  A timed rehabilitation plan is drawn up on the basis of what the child needs (not on what is available) and this is implemented.  This process requires clerical back up which is available to all parties.

3.5.4 The Process

The aim of the process is for the child to return to the community fully supported and in school in full-time education.

There will be access to the professionals required recognising that there is a limit to the number of people who can provide an integrated service.

The full team appoints a small implementation group, which meet as necessary.

In general once a child’s condition is medically stable they should be moved from the acute bed with 1-2 weeks.

If a medical intervention is predicted to cause the need for rehabilitation the first meeting of the interested parties should be convened shortly after the decision has been made.  It is very important to anticipate needs wherever possible.


3.6 Units  

 Although setting up residential rehabilitation units may not be the initial aim we feel that there  is a need for a base for the rehabilitation team with beds.The siting of such a unit may be at regional/subregional or district level.  The unit has the same brief as the service but coverage may be achieved by using specialist services of other units.  We are not prescribing the ideal sized population to be served which may be between 1 and 3 million. Although the aim of the unit is to be as non-hospital as possible the children and adolescents will have continuing medical needs which require medical, nursing and therapy input. One model for this is to have the unit in close relationship to specialist or general paediatrics units.  In the former case it would share resources with the paediatric neurology/neurodisability service.  In the latter case a district paediatric unit would require strengthening but would generally be a relatively large paediatric unit with a good neurodisability service.

Educational input to such a unit should create a normal school class atmosphere as much as possible ideally there should be in a separate classroom.

In each case the plan is not for a long-stay rehabilitation unit but for transition to community services and has implications for community-based disability services.

3.7 Implications for community child development services  

Community child development services need to deal with the final stage of community integration.  This means that they should be units which provide services for children and adolescents i.e. for all ages.  There should be a locally based forum that allows integration of the health, educational and social services needs of children with both acute rehabilitation and chronic disability needs.  Voluntary groups should be involved in such a forum. Since one of the primary aims is reintegration in school, education authorities have the responsibility for providing for the changing and challenging needs of these children.

3.8 Services that overlap with rehabilitation

The obvious overlap with paediatric, a paediatric neurology and disability service allows sharing of resources but there are wider overlaps, which need to be investigated.

3.8.1 The interrelationships between paediatrics and child psychiatry are too wide an issue to be dealt with as part of rehabilitation. However, in the plans for developing neuropsychiatry and behavioural paediatrics, particularly in respect of the needs of children and families with disability, epilepsy and paediatric neurology more generally, it is important that rehabilitation is included in future plans.  The main requirements are for paediatric neuropsychiatry and neuropsychology are for professionals trained in paediatric neurodisability and behavioural and cognitive neurosciences whose service is integrated with the rest of the paediatric team under single clinical leadership.

3.8.2 There is a strong relationship between rehabilitation and neurodisability. An agreed training programme for the latter is only just being completed. It may be timely to include rehabilitation as a competence within this training, recognising that the doctor may come from a paediatric or paediatric neurology background. Much of the management experience required in rehabilitation overlaps with paediatric neurology and neurodisability.  This includes general neurodisability and specialist services such as augmentative communication and specialist seating.   We are not in a position as this stage to advocate a new discipline of paediatric rehabilitation. It is of interest however that a number of trainees in paediatric neurology and community paediatrics have expressed an interest in a career in rehabilitation.

3.8.3 Some aspects of rehabilitation are identical to those managed by paediatric disability and neurology services and should be managed by using existing teams, e.g. spinal surgery, orthopaedics, neuropathic bladder, epilepsy, dysphagia etc. and protocols for the relationship between rehabilitation teams and these groups should be written.

4 Resources
Although all of the children that will be managed by rehabilitation teams are currently receiving some sort of care, it is unrealistic to think of setting up new services without new staff. Both National Steering Group and Population based service providers have a role in the development of budgeted business plans. The National Group assisting locally based groups on the basis of their wider experiences. There may need to be national policy agreements on joint working between statuary services in this area. Models of provision can only be evaluated if they are funded and in existence. At this stage the detailed funding requirements cannot be given. There is a need for funded audit of current and new initiatives.

5
Commissioning of Services

The commissioning of the medical aspects of these services through Primary 

Care Trusts and Strategic Health Authorities will occur.  However the multiagency teams are intended to develop joint strategic planning within localities in relation to services for health, social care and education.  The services commissioned may come from Statutory, Charitable and Private Services but that in no way reduces the need for integration of specialist services with community services.
6
Research / Audit

Because of the uncertainties about case mix, resources and likely effectiveness of the collaborations we propose a research model for studying

· Patients passing through the system

· The efficacy of the Unit in meeting its standards of care. This involves meeting standards of care for specific disorders the meeting standards for the processes and meeting specific aims for each child.

· The coverage of the population served. i.e. the ability to meet the needs of all children with all appropriate conditions from all social and ethnic groups. 

· Costs of the services

· School attendance
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