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W h a t d oes P OW E R BACKGROUND/AIMS: A need was 1dentified for a pragmatic framework to guide trainee psychologists in

St a N d fo r? conducting rapid, holistic, and evidence-based neuropsychological assessments and formulations for very frail and

®
unwell acute stroke patients. Clinical demands, including infection control protocols and rapid patient turnover, often
necessitate assessments at the bedside without the ability to write notes or engage 1n lengthy discussion. There are

1. Pre-hospitalisation mental
health (P): Assessing premorbid
stability of mood, anxiety, and

examples of similarly principled rapid intervention models 1n the psychotherapeutic sphere (Single Session therapy, W
Dryden) but we are not aware of any similar ‘1 session’ holistic models 1n neuropsychological settings. Rather, rapid
S assessment has traditionally involved psychometric mood or cognitive screens which require follow-up assessment,
lifetime trauma. and are not always feasible due to rapid discharge. The model's primary aim 1s to ensure that trainees are formulating
based on key evidence-based psycho-social prognostic factors to inform meaningful clinical recommendations. This

2. Onus of control (0O): Evaluating
patient self-efficacy, motivation,
and coping strategies.

framework 1s designed to encourage trainees to consider the interaction and differential weighting of these factors for
each patient, supporting the MDT’s understanding of complex needs and directing pathways for onward specialty care.

3. Wits (W): Cognitive screening
and observation of objective and
subjective cognitive complaints.

METHOD: The POWER model was developed as an innovative teaching tool, utilising a memorable acronym to

serve as a shorthand for five key psychological, social, and behavioural factors known to predict stroke outcome at 12
months. While primarily a framework for collecting ‘bedside’ information directly from the patient, trainees are

4. Engagement (E): Relational

factors, optimism, rehabilitation
expectation S, and clinical factor on an axis of risk vs protection (see poster case example). This visual use of the tool 1s designed to support face

encouraged to ‘triangulate’ bedside findings with their observations on the ward, and to collect collateral information
from other sources, as appropriate. Once information 1s collated, the tool may be visually constructed to place each

goa |-settl Ng a | Ig nment. validity with the patient and the wider systems that may be involved.

5. Resources (R): Leveraging social
support networks and ca regiver RESULTS & CONCLUSIONS: The POWER model has been informally surveyed by trainee psychologists within

environment scaffoldi ng. an NHS acute stroke ward service in North London. Formal results are pending a planned service audit with a
formulation self efficacy questionnaire as the main outcome measure. Efforts to communicate the model widely to
other psychologists working with stroke populations 1s important to refine the model further, and scrutinise 1ts utility
and generalisability to other settings. Outcome measure may also include evaluation of consistency in clinical notes,
contact time efficiencies, and a shared use of language to describe neuropsychological formulations across the MDT.

Case example- 62 year old

man with a Right MCA
Vulnerabilities ++ infarct Protective Factors ++

Episodic depression in
the past (stilf on
SSRIs)

Positive previous experience of health care, help
seeking

Reported to be passive in
therapy sessions/acquiesces.
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Oriented to TPPS but
some EF difficulties shown
on the OT led cognitive
screen

He hasnt noticed the small Hopeful for recovery

gains in function.

Member of a locaf

ESL, male, wife passed away and family Mosque- regular
overseas : visitors
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enswng that the refevant nformabon is
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Previous tramee reported that the
POWER framework helped the interview
stay “on track™ when infection control

procedures restncted note taking et

Action

Contmnue to network wath research
and clinical psychologists working
N acute stroke to determine what
important prognostic factors are
missing from the model!
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