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CASE STUDY 1

Speech and
. & 1age therapis
POSt Op. anguage therapist

ARDS/HAP — Proned
AKI — Filtered

2022
Adm. With chest pain —

2020

Type A dissection:
Mechanical AVR, root
replacement & hemiarch

Type B dissection. Semi
elective repair via L
thoracotomy

Ischemic SCI (T3)

Polish speaking

Covid +ve

Occupational
therapist Dietitian A CSP SUMMIT

Physiotherapist
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| Co-morbidities
Dementia

Changing Population Obesity

T2DM: implications for CVS/liver/renal
Diversity/ethnicity/cultural complexity

60

General population
aged 75+

Extrapolated ICU
admissions aged 75+

Extrapolated ICU bed-days
for admissions aged 75+
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General population (x 100,000)
ICU admissions (x 1,000)
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CASE STUDY 2

Post op issues:

¢ CVS unstable
¢ RRT
e Respiratory failure = trache

Adm. 6t July with Ml 2>
30 year old, Male. MR.

PMH: Obesity (250kg), 15/7: GA for PCI 16/7:
Asthma, Hypertension. CABG + MV repair
surgery.

2/8

e Suitable equipment/manual
handling issues = pressure
sores

L
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PMID: 10990096 Mo abstract available.
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Academic Department of Critical Care
Queen Alexandra Hospital Portsmouth

Portsmaouth Hospitals INHS | Hydrotherapy Risk Assessment — ventilated patient
S Trust
NHS Number:

D.0.B:

Hydrotherapy with a Critical Care Patient

Aim  To provide guidance of theplanning, preparation and procedurs of taking a crifical care patent for hydrothempy.
Seope All adult Critical Care patients who haue indiratinne @ ima nf hurrnfharzng 32 nart of their rehahilitafinn nrarsm

Academic Department of Critical Care
Planning

Queen Alexandra Hospital Portsmouth
(" . . L
1. Identify Suitable Patie 3. ldentify dateftime and a

Date of initial rick assessment: 13/8/19

HPC:

e S o | 1 \ 7 Diaenosis of Variant Acute Inflammatorv Demvelinatine Polvneuropathv/GBS

Portsmaouth Hospitals INHS|

S Trust. h

Academic Department of Critical Care

Portsmouth Hospitals EﬂEi

iith the patient prior to commencing any hydrotherapy treatment. Informed consent for treatment can be gained from the patient utilising

Queen Alexandra HOSDlta| Portsmouth ST pted by the ITU team. Consent for treatment will be gained prior to each session.
Indications: Key_considera_tions_: " - - - be reviewed and adjusted as required prior to each patient treatment session within the hydrotherapy pool. All members of the MDT are
- me?'-_-' nd .I'I'iI..I scle weakne: - N'_l ‘_}ther patients in pool P rocedu re ‘ Session start time: Target time to leave unit: ‘ priorto, during or as a result of treatment. The lead hydrotherapy and respiratory clinicians are charged with the final responsibility to
of critical iliness (MUSC|E { - Minimum of 1hour treatmer ntinue at anv stage on the basis of the patients’ clinical oresentation and risk.
major muscle groups — St treatment 7 \
B .Expectaltion,fea”y siﬁns ol Staff Required: 1. Prepare the Pati~=* /~— = lemiim Afminn e b mmml b staff
in muscle power with appi m ; i iti
b t_P pp m 0 Wash & change into s Academic Departmentof Critical Care Portsmouth Hospitals T2
rehabiitation. Ainway Clinician verey ] Prepare per90n3| equ Queen Alexandra HOSDIta| Portsmouth PaS Trust Actions required to minimise risk Pre-treatment Person responsible
— 3 Ensure medications g ==t
Transfer Nurse  Assistin 2 Disconnect non-esser On Arrival whom treatment session | 120 2n
\. _ohservatlt 3 Hoist to wheelchair or m | »  Patient to have continued assisted mechanical SC to liaise with ITU | X 1 trachy change |
In any me O Change to 3m length 4 . ™y ventilation throughout treatment team to set trained doctor
(’_ N patientfo | =1 g ot of Ift 3. Prepare for entering the pool ahternative poolside |
i’!d {:r-ltlcal:l:a{r:ﬁjteam to co transfers. are nrsi set ot obsen O Parkthe transfer trolley in the ‘dry are’ s Patient to be switched to dry circuitventilation para.me.ters 'OF. ) ef5C |
entify and address any p Senior Critical  Ligise witl ™ 0 Place suction unit +/- Cough assist, in plastic boxes next to the pool side in the ) f’fe""la_"c”; ;E“_'"gs X1 _"E’:'IE'W |
Key considerations: C::'(':’" mucal r;ﬁ;:lligai designated clinical area (shallow end) ¢ Fortble sucligginitto e used as required ',,;:f,:g:t unne :,T,gf;.,;if;n in I
Airway: Trache or selfventil: O Place Zoll and Ventilator + portable 02 cylinder into large plastic boxes —to be ke
mecha‘;‘licall ventilated, take Physiotherapist ainvay in (* with patient during preparatleon place hyzool once reagy tInJ} enter § = | © [TUteam toattend with fransfer kit to allow management of: | |
. v : |J00| 2 Prepare 'he Equ QTak furth t of ob ti : Check attach t di ) ludin inli ti following equipment to be poolside: 5C to secure *  Suction unit eir
(e-g. minimum 12hours) venti : . akea er sel of obsenvauons. LNeck atlachments covered including infine suction a  Rabars anaratad hark un marhanicsl additional 02 +  Cough assist |
Breathing: Self-ventilating o ATIETE e 2 Set up bed with end of catheter mount/saline port in closed position. ]
. quatic 3 Ensure main ventilator | O Hoistto pool bed hoist, wheel to pool side and hoist into pool with help of pool side i ) o i |
oxygen tu hll"lg. Theraplsts ()(2} hydrother . N ions required to minimise risk Pre-treatment Person responsible
Circulation: Ensure suitable head in w small cylinders + 1 L= assistants actions and by | during treatment X1 member of staff ]
Disability: Consider analges infout of t trolley. ~ J et st b whom session (sC) specifically l
session Lead ther 3 Attach patlent to g‘gﬂ t P P quipi aIIcuTaled forin . m
Other: Attachments: PICC | _ 0 (<20% change since |: (RGN sele] e
arteria.l lines, CVC Iin.es cani Pool side puppott € | 0 Consider need to bring staff poolside saff s Ventilator
o e Lo o assistants (x2)  hoist. Ass (trache dilators) s ] ~ o bing
wi chmrmg_‘!g e of thelpoc 0 (patient dependent —r 4. Key points ired to minimise risk Pre-treatment | Person responsible s Trachy
empty prior to session, consi following 0 Use Intra-Hospital Tr | = Transfer Nurse & Ainvay clinician: Manitor ventilation, support fram pool side if actions and by | during freatment maintenance
Bowels: If patient is L.mahlelt Hydrotherapy Be prepal © patient requires suction, be ready to manage emergency situations. hydrotherapy sessionsin |+ Oto schedule | LPand O
stools, consider ordering suit Administrabon | ermercent = Critical Care Physiotherapist: (in pool) N diary X1 member of
Transfers: Hoist — which slin F | 9 ” «  Support ventilation/O2 tubing & suction catheter/subglottic port etc. —ensure Qo poc! e ot sppoiniment hydrotherapy staff
Infections Prevention: Con: sta poot 2. Hydrotherapy Te expiratory port is not submerged be n pool accommodate (C1) specifically to
; ’ ) ; = Consider using a small flannel under the trache to absorb any waves of water Be in reception / waiting or sole use of 3 tain patient
hydro session. O Ensure plastic boxes) when completing more vigorous exercise i i 7 posttion and
Ensure risk assessment is 0 Advise staff (in neighb . pielng | 9 ; __— . il control in pool
\ . . = Continual monitoring of airway — clear STOP or directional comments if any e
4. PatientPreparation emergency concermns re: the patient position in the water. assstant saft
Ry — . Lea_d AqUﬂt!C th_eraplst_ tovi | O Review final risk asse | - Aimfor 15 minutes in the water for 1%t session, increase as patient tolerates. Any + Olosiise 0P
o + Patient/family discussiono | O Ensure pool chemistn member of the team may wish to vocalize concerns that may warrant the aquatic ehedure
rabmrinfiot ool venplpdgnorniy it + Gain patient final consentt | O Ensure last microbiolc therapist to considerterminating treatment e g. patient fatigue levels or distress. SCto ledteam in
[ e s = Agree signals/patient comt ; - / N ot
R 9 gnals/p: O Aquatic therapy recar ]
Univergityof . patient onto and
[ ] Srsiy g gaze chart with key words
. Portsmouth copy of poal chemistr off of pool bed
O Clarify contact numbe [N gUR=EE o)1) -
by telephone) Clto advise OP
» Pool side assistants to lead transfer out of the pool with aquatic therapists. colleagues of
. . = Transfer nurse to complete a set of observations & record on transfer chart. high risk patient
sraityof T N\ p
". wl\"tus’ltm « Shower patient +/- Hair wash. Top Tip: Use a plastic back over trache/shoulders to i ofre!
. rismo pf'Oi‘eGi‘ from water evacuation

Offer the patient a drink (as appropriate — dependent on patients current oral regime)
Dry off with towels and hoist back to chair/bed. Cover in towels/blankets for trip back to
ward.

Check observations and if stable transfer back to the ward to complete personal care.

tical Care

Universityof |
.4.. Portnmnzﬂ:h |
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Demands on Staff

Rotational staff vs expertise | = -
- heavy teaching burden, competencies B @ JRY de B

Increasing expectation for
- QI projects
= SerVICe development . Sarah Cleary (she/her) @sarahclearySLT - Jul 21

¢ Great simulation training session today on deep tracheal suction by

- R es e arC h o @soozyQ48 #MDTworking #CriticalCare #ICURehabDay

Burnout/emotional burden.
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From recent clinical experience, itis becoming evident that COVID13 Intubated & ventilated patients
do have physiotherapy needs and physiotherapy ingut can be beneficial to their clinical condition.

Furtherto the physiotherapy input we can offer, clinicians with experience of working in Critical Care
can provide much needed support to the nursing & medical teams —many of whom are working
outside of their normal place of work.

Proposal:

Stage 1. — Coverfor up to32 Critical Care Beds.
Allocate an experienced band 6 physiotherapist to provide support for a set of 4 COVID-19 patients
with band 7 Critical Care Team Lead to provide support/clinical reasoning tothe 6s.

Susan Calvert — B7
Critical Care Team Lead

The physio team allocated totheir patients would provide what ever support was of the greatest
pricrity. This mayinclude, but is not exclusive te:

- Physiotherapy andtr for the patient’s respiratory function

- Assistance with personal care and pressure relief repositioning for the patient including

proning and semi-proning

- Cleaning of bed space & equipment

- ‘Runner’ —topping up PPE trolleys, getting & passing equipment to colleagues.

- Ventilator adjustments/clinical reasoning

- Assistancewith datainputting toIT systems.

Cover will be needed from 8am - 6pm 7 days a week. Ideally teams the above teams would work 3
staggeredweektoallow for even coverage. This would dilute the number of beds coverad unless
more teams were formed or teams covered larger groups of patients. (e.g. 40-50 patients covered
‘with & teams working 7 days 38hour weeks?

‘ ::f::n ‘ ‘ w:i‘:m ‘ ‘ e ‘ ‘ ek | I s :::['.Vr “'::Mu Dec';:h = TeamA TeamB TeamC TeamD TeamE Teamf TeamG TeamH
Thuras Monday s
OO0 OO00 OO0 COOO 0000 CO00 OO0 OO0 Tuesday a
Wednesday s
Thursday a
Friday 5
Stage 2. - Coverfor 80 Critical Care Beds. Saturday 5
Create a pod system where by an experience band 6 physiotherapist provides support to a set of 10 Sunday 4
COVID-19p: it rt of an enhance tr d 5/6 physiotherapist {on call trained, L/ 4 4 L 4 Ll 4 4]
some critical care experience or good on call experience).
Susan Calvert—B7
Critical Care Team Lead Training Needs:
- Key presentation of COVID-19
- - - Refresher onventilator basics
Leig! o
Lo el - Newnivvents
- VHI
g o3 - PEEPrecruitment
i HIB - Manual assisted cough
I § - Semiprone & prone position
- - Non-bronchoscopic lavage
m OO0 - ABGtaking/running
- [Tsystems
- Donning/Doffing PPE & post work
;ﬁ Phenotype L Phenotype H Phenotype F
Scattered infiltrates with spared | —e|  Excessive inspiratory effort Mechanical stretch of lung
compliance siu epithelial cells { § TGF-B)

..0.0.0.0...

COOOOOOOCOO0

inflamenatory response  —

activation of
coagulation and
thrombin generation

COVID19 Interstitial pneumonia Diffuse Alveolar Damage Pathological fibroproliferation
loss of Pypaxic ion of body endothelial damage
\ > i 4 xss, G2, wGe :ﬂc
reactive axygen complexes fr6Fa. TGR, 18, anglogenests
species T PDGS I
— ' . Ve £ I
= D0 IO
thrombotic ) 4
microangiopathy ‘j / "l
|
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Increasing need for

rehabilitation / therapy ICU environment

input during AND needs to be fit for
following ICU stay purpose

Staffing levels and skill
mix need to take Into
account ALL the
complexity issues
discussed
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Neurocritical care: are we
adapting to meet the challenges
of increasing complexity?
Charandeep Malhi

Acute Neurosciences Clinical Specialist Physiotherapist
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Neurocritical care complexity

« National system change: Major trauma networks and centres 2012
19% increased odds of survival
>1600 extra trauma victims alive
no formal provision for specialist rehabilitation
Moran et al, 2018

« Workforce change: Neurosurgeons
1993 — 132.5 WTE Neurosurgeons (UK & Ireland)
2020 — 453 WTE
Whitehouse et al, 2020

o
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Neurocritical care complexity continued

« Statistics change: UK ABI admissions
356, 699 in 2019-20 (12% increase from 2005-6)
977 admissions per day
1 head injury every 3 minutes
Headway, 2022

« Evidence change/avallability: decompressive craniectomies (TBI)
lower mortality
higher rates of vegetative states & severe disability

< Hutchinson et al, 2016
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Neurocritical care complexity continued

« Guidelines change: NICE Head Injury CG 2003, 2007, 2014
2007 severe TBI management in specialist centres
reduced mortality 16-64 age group

Marincowitz et al, 2019

« Patients change: trauma
1990 — mean age 36.1 years, RTCs 59.1%, CT 33.6%
2013 — mean age 53.8 years, <2m falls 39.1%, CT 86.8%

Kehoe et al, 2015
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Neurocritical care complexity continued

« Society and behaviour change: e-scooters
MTC (London) 202 injuries Jan — Dec 2020
8ITU
Mortality 0.5% (n=1)
Ahluwalia, 2022

« Patient complexity change and challenges: PDOC
RCP guidelines 2020

Therapy provision and care pathways

egistry (UKROC pilot)

SSSSSSSSSS
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Major trauma, complex needs and rehabilitation

 TARN and UKROC data (recruitment
01/07/2016 —31/08/2017)

550/1381 (40%) category A/B needs
identified in MTC received SR

1154 in SR post MTC admission (56%
category A/B needs identified)

Increased provision 328 beds (£53M)
Annual net cost benefit >£E500M

NCASRI, 2019
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Specialist rehabilitation for TBI

e 3578 pts (289 VS) severe TBI
Copyright ® 2019 The Authors. Published by ;’ﬂltgigﬁwir?l}es?f 12;:
* /5 SR centres 2010-18 Estimated Life-Time Savings in the

* Mean episode of cost of rehab Cost of Ongoing Care Following

£42 894 (offset within 18.2 Specialist Rehabilitation for Severe
months) Traumatic Brain Injury in the United
Kingdom

J Head Trauma Rehabil

« Net life-time savings i
e I e I e S aVI n .S I n Ca re Lynne Turner-Siokes, DM, FRCP; Mendwas Dzingina, PhD; Robert Shavelle, PhD;
Alan Bill, BCom; Heather Williams, MSc; Keith Sephton, BSe(Eng), ACGI
COStS £ 6 7 9 7 7 6/ p at I e nt lan Bill, BCom; Heather Williams, MSc; Keith Sephton, BSc(kng), ACC

Objectives: To evaluate cost-efficiency of rehabilitation following severe traumatic brain injury (TBI) and estimate
. . . the life-time savings in costs of care. Setting/Participants: TBI patients (r = 3578/6043) admitted to all 75 specialist
[ > £4 B f rehabilitation services in England 2010-2018. Design: A multicenter cohort analysis of prospectively collated
S aV I n gS I n CO S O O n go I n g clinical data from the UK Rehabilitation Outcomes Collaborative national clinical database. Main Measures:

Primary outcomes: () reduction in dependency (UK Functional Assessment Measure), (b) cost-efficiency, measured

e in time taken to offset rehabilitation costs by savings in costs of ongoing care estimated by the Northwick Park

C a re Ove r 8 - e a r n a t I O n a CO O rt Dependency Scale/Care Needs Assessment (NPDS/NPCNA), and (¢) estimated life-time savings. Results: The mean
age was 49 years (74% males). Including patients who remained in persistent vegetative state on discharge, the mean

episode cost of rehabilitation was £42 894 (95% CI: £41512, £44 235), which was offset within 18.2 months by
NPCNA-estimated savings in ongoing care costs. The mean period life expectancy adjusted for TBI severity was 21.6

years, giving mean net life-time savings in care costs of £679 776/patient (95% CI: £635 972, £722 786). Conclusions:

u r n e r- to e S e t a Specialist rehabilitation proved highly cost-efficient for severely disabled patients with TBI, despite their reduced

) life-span, potentially generating over £4 billion savings in the cost of ongoing care for this 8-year national cohort.

Key words: brain injuries, Economic evaluation, outcome assessment (Healthcare), Rebabilitation, traumatic
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Specialist hyperacute inpatient rehabilitation

® TWO H A I n p at I e n t S e rv I C e S 2 O 1 2 - Downloaded from http://bmjopen.bmj.com/ on September 23, 2016 - Published by group.bmj.com
2015

. _ BM) Open Cost-efficiency of specialist hyperacute
* 180 patients with com plete data in-patient rehabilitation services
set for medically unstable patients

with complex rehabilitation needs:
Mean LOS 103 days a prospective cohort analysis

i M e a n e p i S O d e CO St £ 7 7 1 1 9 Lynne Turner-Stokes,"* Ganesh Bavikatte,® Heather Williams,2 Alan Bill,2

Keith Sephton?

* Mean reduction ‘weekly care costs’ —
£4 6 2 /We e k gﬁﬁmﬁ: Sncvﬂ?:;i S&I:taﬁ Objectives: To evaluate functional outcomes, care Streaghis and |Imitaions of s sty

hyperzcute in-pelint needs and cost-efficiency of hyperacute (HA) u Hyperacute (HA) rehabilitation is an emerging

rehabilitation services rehahﬂan 1_or alqohmt of in-patients mth complex field about which there is currently very litte in
. for medically unstable neur(_:l_uglcal disability and unstable medical/surgical the published literature.

Mean time to offset cost of SR 27.6 e

* rehabilitation needs: Design: A mutticentre cohort analysis of prospectively compares two different service models of HA

a prospective cohort analysis.  collected clinical data from the UK Rehabilitation rehabilitation from opposite ends of England.

O N t h S B Open 2016:8:¢012112.  Outcomes Collaborative (UKROC) national ciinical = Prospective routinely collected data are reflective
doi:10.1136/omjopen-2016-  gatahase, 2012-2015. of real clinical practice.

o2z Setting: Two HA specialist rehabiltation senvices in u Missing data are inevitable in routine clinical data

England, providing different service models for HA sets, but the 95% capture is high compared with

er-Stokes et al, 2016

» Preoublication history for  refabilitation. many such analyses.
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Summary

* Increasing patient numbers and complexity
e ‘Change is the constant’
* Are we adapting to meet the changes and challenges?

* Can our workforce meet complex neurocritical care and (hyper)acute
habilitation needs with services operating 5/7 with limited
ed hours cover?
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Post-Critical Care
The Rehabilitation Challenge
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N ICE National Institute for NICE National Institute for
Health and Care Excellence Health and Care Excellence

Pramating quality through

education and standards proud to be the voice of critical care since 1970

British Society of q intensive care
Rehabilitation Medicine souety

guideline

Responding to COVID-19
Rehabilitation after critical and beyond:

illness in adults A framework for assessing early rehabilitation
needs following treatment in intensive care

Rehabilitation after critical
illness in adults

Clinical guideline Quality standard National Post-Intensive Care Rehabilitation Collaborative
Publis?‘!ed: 25 Marcr'! 2009 Published: 7 September 2017 Version 1
www.nice.org.uk/guidance/cg83 www.nice.org.uk/guidance/gs158
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Case mix (i)
2019 2020 2021
Age (years), mean (SD) 60.6 (17.8) 59.7 (16.9) 59.0 (16.9)
Male, n (%) 91,528 (55.6%) 84,847 (58.1%) 81,706 (57.9%)
Ethnic group. n (%)
White 141,275 (85.8%) 118,738 (81.3%) 112,880 (80.0%)
Mixed,/multiple ethnic groups 1143 (0.7%) 1234 (0.8%) 1284 (0.9%)
Asian,/Asian British 7011 (4.3%) 8817 (6.0%) 8473 (6.0%)
Black/African/Caribbean,/Black British 4358 (2.6%) 5109 (3.5%) 5048 (3.6%)
All other 3339 (2.0%) 4229 (2.9%) 4374 (3.1%)
Mot stated 7531 (4.6%) 7839 (5.4%) 9112 (6.5%)
Index of Multiple Deprivation (IMD) quintile #, n (%)
1 (least deprived) 25,741 (15.9%) 22,050 (15.4%) 21,030 (15.2%)
2 29,574 (18.3%) 25,111 (17.5%) 24,204 (17.5%)
3 32,361 (20.0%) 28,446 (19.9%) 27,047 (19.5%)
4 35,229 (21.8%) 31,817 (22.2%) 30,997 (22.4%)
5 (most deprived) 38,783 (24.0%) 35,663 (24.9%) 35,174 (25.4%)

*|ndex of Multiple Deprivation (IMD) is based on the patient's usual residential postcode (assigned at the level of
Lower Layer Super Output Area) according to: English Index of Multiple Deprivation 2019 for postcodes in England;

Welsh Index of Multiple Deprivation 2019 for postcodes in Wales; Northemn Ireland Multiple Deprivation Measure
2017 for postcodes in Morthern Ireland.

SD - standard deviation
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challenges magnified by the COVID-19 s
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Learning objectives

* To develop an awareness of unmet rehabilitation need

* To develop an awareness of inequalities in prevalence and impact of long-
term conditions

* To consider strategies that may support the provision and delivery of
equitable rehabilitation

Scan for
references
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NHS|
The NHS Long Term Plan

COMMUNITY
REHABILITATION:

#RightToRehab

#CSPComplexitySummit

Search jobs '@ Signin O, Search The UK edition v

Guardian

News website of the year

Millions in poor health due to lack of
rehab after illness, warns UK report

Stroke, heart attack and cancer patients at risk of being ‘stuck in
downward spu'al without recovery support, say physmtheraplsts

O The Chartered Society of Physiotherapy is calling for better access to high-quality rehabilitation
services to avoid 'further entrenching health inequalities'. Photograph: Janine Wiedel
Photolibrary/Alamy
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Living with Multiple LTCs

* More likely to have poorer health, quality of life and at higher risk of dying

* Some conditions may cluster with varied impact and experiences
NIHR, 2021

J mental networks
well-being J capacity
to work

>
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e) IMD quintile
25~

Number of LTCs gained
momm:scn

— 1-mostdeprved =07 (0.7 08)

~— 5-least deprved = 0.5 (0.5, 0.6)
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d) Ethnicity

25~

Number of LTCs ganed

in 10 years (95% CI)

—— White=0.7(0.7.07)
20~

~— Black=09(09.09)

—— Asian=07(07.07)

15~

Total primary care consultation rate per patient

4650
6.00
5.50
5.00
4.50
£.00
.50
.00
.50
.00
1.50
1.00
050
0.00
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N
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= White ethnicity —— Black ethnicity ——— Asian ethnicity

~ Mized ethnicity = Other

2006 2007 2008 2009 2010 20711 2012 2013 2014 2015 2016 2017 2018 2019 2020
Year




d) Ethnicity

25~
Number of LTCs
in 10 years (95% Cl)
— White =0.7(0.7.0.7)
20~
~ PBlack=09(09.09)
—— Asian=07(07.07)
15-
10~
05-

10

Bisquera et al.,

#CSPComplexitySummit

—— White ethnicity —— Black ethnicity —— Asian ethnicity
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Pulmonary rehabilitation

“Additional RCTs comparing pulmonary rehabilitation and

conventional care in COPD are not warranted”
McCarthy et al., 2015, pp.2

*  People living with COPD in more socioeconomically deprived
areas less likely to complete PR than counterparts living in the
least deprived areas

* Ethnicity of UK PR attendees predominantly White-British*
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Influenced by: Defining components

» Environment i Uptake and ™ of cultu:e;|
° KﬂOWlEdge -' engagement ) \K/QICLV;/SG ge
* Beliefs about _‘*- in PR | . Buliot.
conseguences 3 |
* Practices

Coxetal., 2017
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Reiationships and
Networks

Systems
of Power

uonendod ¥d
Critical Conscliousness

.......

Gardiner & Singh, 202
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Toward health equity in rehabilitation

v' Knowing our population
v' Comprehensive, good-quality data

v Individual and organisational reflexivity
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Scan for reference list
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@theACPRC




