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Indepth

Acquired Brain Injury (ABI) is a broad 
encompassing term, resulting in a vast 
range of projections in the fortunes of 
this sector. Some commentators say 
the market is as frothy as your morning 
cappuccino, others predict growth as 
slow as a sloth.  

The picture gets even murkier due 
to the lack of clarity around what 
providers offer.  Many claim they ‘do 
neuro rehabilitation’ or ‘do ABI’, but dig 
a little deeper and these claims soon 
unravel, revealing a large variation of both 
specialist facilities and staff.  

At Candesic, when we hear the terms 
‘ABI’ or ‘ABI rehab’, we have learned to 
expect anything from long term care for 
someone with early onset dementia to 
post-acute rehabilitation for someone with 
a persistent disorder of consciousness 
(PDOC).  To make sense of it all, we have 
created Figure 1, to define the ‘adult 
neuro-care ecosystem’ which embraces 
both ABI rehabilitation and residential 
care extending to complex home care 
and other social care services. To gather 
a comprehensive picture of the structure 

of this ecosystem, Candesic completed 
a survey of all adult providers in England 
to understand which care offerings were 
realistically specialist enough to provide 
care for neurological conditions.  

Making sense of brain injury 
numbers

The next piece of the neuro-care 
puzzle is that there is no simple data set 
which can define demand with absolute 
precision.  While ABI traditionally referred 
to ‘traumatic injury’ to the brain, resulting 
from events like car accidents or serious 
falls, it is routinely widened to include 
‘non-traumatic injury’ such as stroke 
or anoxia/hypoxia.  Further extensions 
include progressive neurological diseases 
(PND), such as multiple sclerosis and 
Huntington’s, and spinal cord injury (any 
damage to the nervous system). 

The vast majority of traumatic and non-
traumatic brain injury patients admitted 
to hospital go home after treatment. This 
means that the hundreds of thousands 
of hospital admissions often distil down 

to a handful of new patients per Clinical 
Commissioning Group (CCG) or local 
authority.  For example, in 2015/16, there 
were more than 175,000 admissions 
in England for traumatic head injury, 
but this includes diagnostic criteria for 
relatively minor things such as a fractured 
tooth.  Intracranial injury is the primary 
diagnosis for c.14% of these admissions 
and of these, ‘brain injury’ is an explicit 
diagnosis in around 7,000 admissions 
per year.  Distilling further, those with a 
primary diagnosis of ‘brain injury’ account 
for only 3,600 patients each year.  Filter 
this for patients who die before discharge 
and repeat admissions, the number of 
traumatic brain injury cases in a single 
CCG in a single year is perhaps no more 
than 20 or 30 [Figure 2] – and not all of 
these will require rehabilitation or long 
term care.

Non-traumatic injury is more difficult 
to pin down, ranging from more than 
101,000 admissions where stroke 
is the primary diagnosis to a handful 
(41) for toxic encephalopathy.  It also 
covers 23,400 admissions for benign 
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Advances in emergency and trauma medicine mean that more people are surviving brain injury than ever before. 
Although numbers remain small, that means increasing opportunities for ABI providers that can offer genuine specialist 
rehabilitation, according to research by Candesic's Dr Michelle Tempest and Paul Fegan 
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and malignant neoplasms of the brain 
and any number of these could be so 
serious as to cause profound damage to 
the brain … or so insignificant to cause 
almost no damage at all.  We spoke to 
one commissioner who commented with 
surprise about a recent ‘flurry of cases 
of hypoxia caused by heart attacks,’ so 
even conditions unrelated to the brain can 
add to potential clinical demand.  In fact, 
just as the figures for major trauma can 
be suddenly skewed by a multi-vehicle 
pile-up, the numbers of patients popping 
out of neurosurgery with serious brain 
damage are unpredictably volatile. 

Finally, there are numerous progressive 
neurological diseases (PND) which 
may require periodic rehabilitation, or 
sensitive, dignified care in the advanced 
stages of PND.  While we can research the 
incidence and prevalence of a particular 
condition, this is a poor indicator of the 
likely numbers who need care.  

For example, there are 6,700 people 
with Huntington’s Disease in England but 
many of them will be cared for at home.  
Knowing death rates and modelling need 
care for the last four years of life, the 
requirement for specialist care is around 
800, so again, a few in each of the CCG or 
local authority.

Impact on the market
How can we connect an unpredictable 

but small caseload to untapped 

opportunities?  It takes a single word: 
‘survival’. The development of emergency 
medicine and trauma & stroke networks 
means that many more people are 
surviving with ‘life-changing’ injuries; even 
longevity with PND is slowly improving.  
The Trauma Audit and Research Network 
(TARN) estimated that the odds of 
surviving major trauma were 63% better 
in 2014/15 than 2008/09, while the 
death rate from stroke has more than 
halved in twenty years.  Once stabilised 
and with good quality care, patients can 
live for many years.  In other words, while 
the number potentially requiring some 
form of post-acute rehabilitation and care 
might look small, many may well be in the 
system for a very long time. 

Neuro-care service offerings
The diverse needs of this patient cohort 

results in the line between rehabilitation 
and long term care blurring.  This is 
because therapeutic input is still required 
after goal-oriented rehabilitation ends, 
but for posture and comfort, rather than 
functional gain.  So, should a provider 
aspire to be the backstop in a system 
which requires dignified, high quality long 
term residential care?  Or should they 
focus on delivery of rehabilitation services 
which can restore physical and cognitive 
function and maximise the chances of 
independent living?  Or a bit of both?  
Should a new provider set out to serve 
people with physical disabilities, cognitive 

impairment, or both?  And what about 
those patients with such profound injuries 
that rehabilitation is ‘simply’ about getting 
them to the point where they can be cared 
for safely outside an acute hospital? 

To formalise the way stakeholders think 
about rehabilitation, the UK Rehabilitation 
Outcomes Collaborative (UKROC) defines 
three rehabilitation service levels, very 
roughly analogous to tertiary, secondary 
and community care, and ranging from 
the most specialist to the very generalist.  
Hence, Level 1 services take the most 
complex cases, whilst Level 3 is a 
‘general rehabilitation’ service, usually a 
community hospital. 

Level 1 and 2 Post-acute Specialist 
Rehabilitation:  12 week (typically) 
packages of care funded by NHS England 
for patients with the most profound and 
complex injuries, some needing further 
stabilisation prior to discharge. Most 
will require ongoing care at home or in a 
residential setting.  Almost all of these 
providers are within the NHS, with only 
Huntercombe (Blackheath and Frenchay) 
and the Royal Hospital for Neuro-disability 
(Putney) in the independent sector.  A 
handful of other independent sector 
services – including Glenside, St Andrew’s 
and Christchurch – are pretty much 
Level 2, but have not sought (or secured) 
accreditation. 

The Candesic survey identified 1,474 
beds in level 1 and 2.  Using UKROC 
stated average length of stay to be 75 
days in these beds, and assuming 90% 

SOURCE NHS DIGITAL; CANDESIC INTERVIEWS AND ANALYSIS. * BASED ON AVERAGE POPULATION OF 262,000 PER CCG

 FIGURE TWO MAKING SENSE OF BRAIN INJURY NUMBERS                                                                                                                            
 TRAUMATIC HEAD INJURY ADMISSIONS BY 'PRIMARY' DIAGNOSIS, NHS ENGLAND 2015/16  
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CCG*

Other types of injury could cause brain injury.  Diagnoses of 
brain injury from ALL causes is as high as 6k admissions

Excludes 145,000 admissions for non-
traumatic injury (neoplasm, stroke, 

infections, encephalitis, etc.) … 
94,000 after filtering for deaths and 

repeat admissions

= 1,723 per million …

… or 452 admissions per CCG* …

… but we cannot make any 
adjustments for severity. Any, all or 

none of these cases might be serious 
enough to require long term care

Assuming that any explicit 
diagnosis of brain injury must be 
serious and likely to require long 
term care 



Indepth

22   |  MAY 2017  |  HM - LaingBuisson

occupancy, this implies around 6,400 
patients nationwide leave Level 1 and 
2 services each year.  Most go home 
(60%), perhaps with a complex home 
care package or ongoing rehabilitation.  
Just over a fifth (21%) of our Level 1 
and 2 leavers, or roughly 1,300, go into 
residential care, including slow stream 
rehabilitation.

Slow-stream Rehabilitation/Long Term 
Residential Care:  In simple terms, if all 
of our 1,300 patients get 12 months of 
slow-stream, we need something like 
1,400 beds (90% occupancy).  If they are 
all highly dependent and live long enough 
to need residential care for an average of 
ten years, our bed requirement is more 
like 14,000!  If we then add prospective 
demand for late stage PND – specifically 
early onset dementia, Huntington’s, 
multiple sclerosis and motor neuron – and 
adjust for place of death (since some 
would remain at home), there is a need 
for a further 3,000 beds.  

Finally, as it has been frequently 
highlighted there are potentially 
thousands of stroke patients who could 
benefit from better quality rehabilitation 
services than are currently offered in 
community hospital settings.  Since these 
are patients currently being cared for 

somewhere in the system, this is less 
about finding new money in tight budgets 
and more about diverting that money to 
better quality, more appropriate services. 

Opportunities in the supply of 
neuro-care services

We have already highlighted that 
post-acute neuro-rehabilitation is a highly 
specialised service, largely the preserve 
of the NHS, with just a handful of 
independent sector providers.  It requires 
huge investment in clinical services to 
become established as a credible player.  
The demand-supply mismatch and hence 
opportunity seems to be in slow stream 
rehabilitation and residential.  

The Candesic survey of community-
facing neuro-care services found there 
are c.4,000 residential beds dedicated 
to neuro-care in the community, with 
regional occupancy ranging from 83% to 
96% [Figure 3].  It’s obvious with improved 
survival trends that these beds will remain 
full for longer, so the demand-supply gap 
will keep getting bigger. 

In conclusion
The point remains: numbers are 

small, but this is not the same as saying 
there is no opportunity. For investors, 
brain injury (in all its forms) can look 
disappointing at first glance.  However, 
on closer inspection there are areas of 
under or inappropriate provision all over 
the country.  Of course, clinically we 
believe in neuro-care as a specialism, in 
terms of expert multi-disciplinary teams, 
facilities and equipment which are all 
required to improve this sector, plus the 
need to offer commissioners the chance 
to place people in more appropriate care 
environments with transparent outcomes.  

It is likely that growth will be by 
displacement and replacement, rather 
than greenfield growth – pushing out 
those who say they ‘do rehab’ or ‘do 
ABI’ while actually doing neither.  By 
implication, this also means less of a 
struggle for funding, because it is about 
better spending precious health and 
social care budgets on better quality 
outcomes.  In an era of endless austerity, 
tapping into existing funds is surely better 
than building plans which depend on 
finding new.

FIGURE THREE COMMUNITY NEURO-CARE UNITS                                                                                                                                           
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