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PM&RS VACO FIELD


ADVISORY BOARD





Physician:


   	Cathy Cruise, M.D. (2006)


   	VISN 3, Northport, NY


   	(631) 261-4400, E 5491





Coordinator:


   	Cindy Poorman (2004)


   	Denver VAMC


   	(303) 399-8020, E 2243





Kinesiotherapy:


   	Charles Gardner (2004)


   	Richmond VAMC


   	(804) 675-5325





Occupational Therapy:


   	Hector L. Borrero (2006)


   	Orlando VA OPC


   	(407) 629-1599, E 1928





Physical Therapy:


   	Brian Murphy (2004)


   	Salt Lake City VAMC


   	(801) 582-1565, E 1578





Rehabilitation Nursing


   	Marian L. Baxter  (2004)


   	Richmond VAMC


  	(804) 675-5332





Educational/Vocational:


   	James MacAulay, Assoc. Mem. 


   	Tampa VAMC


   	(813) 972-2000, E 7830





Recreation Therapy:


   	Carla Carmichael, Assoc. Mem. 


   	VA Baltimore HCS


   	(410) 605-7377





Audiology & Speech Pathology:


   	Dr. Gene Bratt, Assoc. Mem. 


   	Nashville VAMC


   	(615) 327-5325








CPRS Document Templates Available on PM&RS Website





The following electronic documentation templates are available to be downloaded from the PM&RS Website:





Electronic Mobility					Hip Evaluation							PT Orders	


Fall Risk Assessment and Plan		Knee Evaluation						Rehab MD


FIM Addendum Assessment			Modified Rankin Scale for Stroke		Shoulder Evaluation


FIM Addendum/Discharge			OT Evaluation							Total Hip Evaluation


FIM Addendum Progress Note		OT Orders								Total Knee Evaluation


Gait Instruction						PACT MD								National Institute of Health Stroke Scale





Check them out at: � HYPERLINK "http://vaww.appc1.va.gov/health/rehab/CPRS_Templates.htm" ��http://vaww.appc1.va.gov/health/rehab/CPRS_Templates.htm�
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The PM&R Central Office Staff


Wishes Everyone a Most Joyous Holiday Season!





Barbara Sigford, M.D.			John Jacobson


Glenn Ramsey						Gretchen Stephens


Cliff Marshall						Sharon Jayne











Kinesiotherapy


Charles Gardner, RKT


VAMC Richmond, VA





	I am pleased to announce that the profession of Kinesiotherapy has been included in Congressional Bill S.1156.  This Bill will convert approximately twenty health care professions from Title V to Hybrid Title 38.  The President recently signed this Bill into law.  I received a number of calls and messages that questioned the advantages of such a conversion.   I believe this is a positive move for our profession and will hopefully provide advantages in the recruitment process as well as equity of salaries and benefits for our clinicians.      





The work we have done with the Office of Personnel Management (OPM) to revise the Kinesiotherapy Classification and Qualification Standards will position us to more readily develop similar standards under the new Hybrid Title 38 legislation.  Due to the complexity of working through the new legislative requirements for the new professions, Central Office expects that it will be several months before this is implemented in the field.  We will keep everyone apprised of the progress.





One of the major concerns affecting our VA and private practice clinicians is the issue of reimbursement for Kinesiotherapy services.  Michael Westmoreland and Bridget Collins have dedicated unlimited hours in an attempt to better understand the complexities of these reimbursement guidelines.  Recently, the VA Central Office approved our request to establish a Kinesiotherapy Advisory Review Board.  The Board will consist of Michael Westmoreland, Bridget Collins, Lorie Hansen, Charlie Gardner and Josie Boisvert (Program Analyst in Chief Business Office in Washington).   This Board will attempt to respond in a more accurate and unified fashion to problems and concerns relating to Kinesiotherapy reimbursement issues as they are presented from the field.  





In September, we learned that The Center for Medicare and Medicaid Services (CMS), formerly known as the Health Care Finance Administration (HCFA), was considering changing the guidelines to “incident to” procedures so that only PTs, PTAs, OTs and OTAs could perform these “incident to” procedures.  The ability of all discipline services regarding reimbursement is linked to physician supervision.  If this guideline had changed, it would have rendered Kinesiotherapy and other allied health professionals not listed above as non-billable.  A major letter writing campaign ensued from many of these disciplines including Athletic Trainers, Exercise Physiologists, Kinesiotherapy, et. al.  On November 4, 2003, we learned that because of the number of responses received, CMS decided not to make any changes to the “incident to” outpatient therapy rules at this time.  We wish to thank those who submitted letters questioning this ruling.  Your active participation had an impact on this very important decision.





The VA is in the developmental stage of a new initiative called the MOVE Project.  Managing Overweight/Obesity in Veterans Everywhere (MOVE) is a primary preventative program of diet/nutrition and exercise/activity guidelines, which will target veterans who are overweight and obese.  There will be several different avenues of intervention to this special patient population.  Last April, I had the opportunity to attend a two-day workshop in Durham, North Carolina, which introduced this initiative to the various disciplines.  I believe this is a program in which many of our clinicians could and should become involved when it is introduced to the field.   More information on this project can be found at:  � HYPERLINK "http://www.va.gov/nchp/MOVEIntro.asp" ��http://www.va.gov/nchp/MOVEIntro.asp� . The MOVE project, along with the topic of Bariatric medicine, will be featured at our National Conference in Memphis, Tennessee, in July 2004.





At this time, I would like to extend to you and your family a blessed holiday season.  I truly hope that the upcoming year will provide you with both personal and professional growth.  














Physical Therapy


Brian Murphy, MPT


VAMC Salt Lake City, UT





As we wind down another year and await passage of a new budget, I am optimistic for a positive new year.  The PM&R Strategic Planning Retreat was held in Richmond, VA, in September and was a big success.  It was the first opportunity for the Field Advisory Board to meet with Dr. Sigford and discuss her vision for the future of our services.  I came away with a feeling that there will be much positive change, and I re-affirmed my commitment to being part of that process.  





I wanted everyone to be aware that the Section on Veterans Affairs of the APTA will be holding their annual elections at the APTA’s Combined Sections Meeting in Nashville this February.  We are seeking nominees for President, Secretary, Delegate, and Regional Representatives.  Gail Pearce will be seeking another term as Delegate, as will I as President.  The position of Secretary is currently unopposed.  If you are a Section member, you are eligible to run for a Regional Representative position.  In order to run for the other positions, which are positions on the Board of Directors, you must have been a member for at least the past two years.  If anyone has questions about running, feel free to contact me.  I encourage you to get involved.





Many of you may have heard of the new initiative called Advanced Clinic Access that is being rolled out across some clinics.  With Dr. Beck’s assistance, Physical Therapy has been added as one of the clinics that will be targeted.  As the fifth busiest clinic in the VA, this initiative is important to improving efficiency, reducing no-show rates, and delivering more timely care.  I will keep you posted via our national e-mail distribution list on progress with this initiative.  If any physical therapists reading this are not on our e-mail list, please contact me to be added.





Finally, I’d like to thank John Jacobson for his hard work and leadership in pulling together the on-line training initiative this past year with PT and OT.  The APTA sponsored courses have been widely received and the feedback I’ve received indicates their quality has been exceptional.  If you signed up for a course and have not yet completed it, please do so quickly.  We need to demonstrate to EES that we are using the resources they provided to us in order to seek funding for next year.





As always, if you have questions or concerns regarding Physical Therapy practice in VA, please feel free to contact me at brian.murphy@med.va.gov. 





�


Recreation Therapy


“The Duet Bike Program at VAMC Miami”


Lisa A. Martin, CTRS





Imagine being 80 years old and having the opportunity to experience a bike ride.  Recreational Therapists at the Miami VA Medical Center are providing an innovative program to address the most common mood disorder in the elderly - depression.  As the elderly population continues to grow, there is higher incidence of depression in older adults living in long term care facilities.  Depression can have negative psychological and physical effects as demonstrated by a decrease in functional abilities, social involvement, independence, and motivation.  These symptoms can further contribute to other symptoms of chronic conditions that call for increased medical care.





How can Recreational Therapy services help combat the symptoms of depression?  Recreational therapists can help reduce signs and symptoms of depression through a pleasurable experience such as a bike ride.  The goals of the Duet Bike program focus on promoting a positive change in behavior by improving mood and affect and increasing social interaction, motivation, and participation in one’s daily activities and leisure.  Evidenced-based research shows this unique intervention is successful in promoting a positive change in behavior (Buettner & Fitzsimmons, 1999).  A change in behavior and mood is monitored by administration of the Geriatric Depression Scale (GDS) before and after treatment.  The plan of care is determined by the Certified Therapeutic Recreation Specialist (CTRS).  A doctor’s order is obtained to determine the resident’s need for the program as identified in the GDS score and observed behaviors.  If the therapist determines the resident exhibits a need for the program, a functional assessment is conducted to identify any physical, cognitive, social and/or mental barriers and abilities.   Progress is documented in a CARE note format, which identifies the concern, activity/approach, response to intervention, and evaluation.  A follow-up GDS is administered to identify any changes and improvements.  This program meets JCAHO’s standard TX.1.5.2, which states “Activities are provided to residents according to their interests, needs, and capacity to participate and benefit” including “community and group activities inside and outside the facility” (Comprehensive Accreditation Manual for LTC, 2002-2003).  The ultimate goal of the program is to increase resident’s involvement in a healthy leisure lifestyle to prevent further debilitating medical conditions, thereby promoting a healthy quality of life in older adults living in long-term care facilities.





Therapeutic benefit for the residents has been most evident.  All residents who participate in the program are encouraged to increase their engagement in on-ward or independent leisure pursuits in order to maintain the gains made from the program.  Many who complete the program pursue other therapeutic activities such as gardening, exercising, music, and social events.

















PM&R PHYSICIANS


Cathy Cruise, M.D., 


VISN 3, Northport, NY 





“Care Coordination and Rehabilitation”





Care Coordination represents an exciting opportunity for rehabilitation staff to use health technology to provide care to veterans. The Office of Care Coordination was developed in Central Office to provide veterans with the right care at the right time in the right place. By providing “just in time” care rather than “just in case” care, the VA hopes to intervene at critical points to prevent morbidities and mortalities. The Office of Care Coordination, the Office of Social Work, and the Office of Telemedicine fall under the newly created Care Coordination Strategic Healthcare Group in the Office of Patient Care Services.





The use of technology to provide rehabilitative care is known as Tele-rehabilitation, which can be divided into two broad categories: Telemedicine and Care Coordination.  Telemedicine applications within Physical Medicine and Rehabilitation have involved tele-clinic visits via monitors set up between medical centers and community based outpatient clinics. Through these visits, veterans have been evaluated for wheelchairs, scooters, orthotics and prosthetics, and they have received other needed care without traveling great distances to hospital facilities. Additionally, telemonitors may be used to connect veterans with conditions such as Spinal Cord Injury, Multiple Sclerosis, and Parkinson’s Disease to referral centers.





The use of home health technology through Care Coordination allows veterans to be monitored in their homes via a spectrum of equipment ranging from text messaging devices to video monitors. This allows on-going assessment for worsening health status, changing equipment needs, changing social support systems, declining ability to carry out ADL and IADL skills, and difficulties with medication management. Two populations where this may prove to be extremely valuable are with the frail elderly and those post rehabilitation unit discharge.





It is well known that the incidence of disability increases with age. Individuals over age 85 represent the fastest growing segment of the population and those with the greatest incidence of functional decline. Veterans in this group are at increased risk for falls, a known predictor for admission to a nursing home. By connecting these veterans to their healthcare providers through telehealth technology, we hope to intervene to prevent functional decompensation.





Veterans discharged from inpatient rehabilitation units represent another group that may benefit from telehealth technology.  Home monitors may help to provide the security and reassurance at home that the rehabilitation team provides in the hospital. By extending the continuum of care directly into the home, we can assess changing equipment and caregiver needs and monitor functional status consistent with the philosophy of CARF, the Rehabilitation Accreditation Commission. This is extremely important in the case of veterans with stroke, where potential neurologic recovery is often not expected to be complete during the brief hospital stay.





In addition to monitoring outcomes such as number of hospitalizations, number of Emergency Room and clinic visits, costs, and veteran satisfaction, PM&R is in a very unique position to monitor function through the use of the Functional Status and Outcomes Database (FSOD). Through FSOD we can collect outcomes data on cases of new stroke, amputation, and brain injury, comparing cases with tele-health intervention to those with traditional care through carefully designed research studies.





The opportunities tele-rehabilitation offers are endless. All rehabilitation professionals are encouraged to explore and utilize tele-health technology in creative ways to enhance the excellent care we provide to veterans throughout the country.























	





	





Pictured from left to right, Dr. Thomas Bowen, Chief of Staff (Tampa VA) who presented the award, Clinton Daniel, Dr. Steven Scott, Chief of PM&RS (Tampa VA), and Douglas Gephart, Health Science Officer, PM&RS (Tampa VA).  Not in the picture but present was Jose Seymour, Chief of Information Resource Management (Tampa VA)








Modern Warfare and Brain Injury





L. M. Ryan, Ph.D., L. M. French, Psy.D, & D. L. Warden, M.D.


Defense and Veterans Brain Injury Center Headquarters at Walter Reed Army Medical Center





� EMBED MS_ClipArt_Gallery  ���





Clinton Daniel, from the VA OPC New Port Richey, James A. Haley Veterans’ Hospital, Tampa, FL, recently received a Special Contribution Award from Dr. Thomas V. Holohan, Veterans Health Administration Patient Care Services Officer in VA Central Office, for development of an Electronic CARF Consulting Package (E-CARF) for medical rehabilitation and blind rehabilitation programs throughout the VHA system of healthcare facilities.  E-CARF has significantly improved the preparation process for a CARF survey by reducing the time and staff resources needed for such preparation.  Six VHA rehabilitation programs have now utilized E-CARF to prepare for their survey and speak highly about its effectiveness prior to and during the survey process.





� INCLUDEPICTURE "C:\\Documents and Settings\\vharicjacobj\\Local Settings\\Temporary Internet Files\\OLK93\\Awards_ChristmasNov20030014.jpg" \* MERGEFORMATINET ���








Mr. Daniel was a physical therapy assistant at Tampa when he began this project.  He has since been promoted to the position of Information Technology Specialist.  Because of its success at Tampa, Mr. Daniel independently developed the E-CARF Consulting Package consisting of a written manual and sample CD-ROMs, which are designed to guide any CARF preparation team through the process of completing a survey through the means of an electronic medium.  This facet of the E-CARF design provides an avenue for continuous quality improvement for the program and a state of readiness between surveys. 





On April 29, 2003, the facility Director, Richard A. Silver, signed a memorandum, concurred by the Network 8 Director, to share this E-CARF Consulting Manual and Package with CARF Accredited VHA Rehabilitation Program Leaders throughout the Veterans Health Administration.  In that memorandum, Mr. Silver applauded Mr. Daniel and the PM&RS leadership at his facility for being on the “cutting edge” of technology to improve processes and for their willingness to share their efforts and successes with others.  It is anticipated that in the future, most VHA medical rehabilitation programs will make the decision to progress from a cumbersome paper based system to prepare documentation of adherence to accreditation standards to this newly developed electronic based system. 





Mr. Daniel is well deserving of this national VHA award for developing E-CARF, motivated only by the fact that others would be able to benefit from his knowledge and expertise. The National PM&R Program Office congratulates Mr. Daniel, and on behalf of all those responsible for preparing for CARF at the program level, thanks him for going way beyond the call of duty to help us do our jobs better.











A Word from the Director


Barbara Sigford, M.D.





First, I want to wish everyone Happy Holidays.


 


This time of the year also marks the time of the annual PM&R Program Office presentation to the Federal Advisory Committee on Prosthetics and Special Disabilities.  This is a Congressionally Chartered group that directly advises Secretary Principi on issues related to rehabilitation.  Our update this year will touch on several significant issues and accomplishments.


  


First, we have completed a successful year with our Performance Measure.  We were able to show a 60.25% growth in patients captured in FY-03 compared to FY-02.  In real numbers, there were 1,431 additional stroke patients, 215 additional brain injury patients, and 423 additional amputee patients identified, assessed, and entered into the FSOD database in FY-03 versus FY-02.  This represents a significant gain in assessing the numbers of patients who can benefit from rehabilitation services.  The information on these patients is then entered into our supporting indicators, as reported on the quarterly VISN Report Card, which is a measure of the quality of the services we provide.  For FY-03, there were no low achieving VISNs in the areas of stroke rehabilitation and brain injury rehabilitation outcomes, but there were six VISNs with low achievement in the area of amputee rehabilitation.  New thresholds of achievement have now been set for the FY-04 Performance Measure, which should again help us to highlight the numbers of patients who have the potential to benefit from rehabilitation services.  


A second area of interest to the Advisory Group has been the status of rehabilitation beds nationwide.  From FY-02 to FY-03, there has been a gain of one CARF accredited acute rehabilitation bed unit and four CARF accredited subacute units.  However, it remains a concern of the Federal Advisory Committee that areas of the nation with minimal representation for inpatient care of persons requiring interdisciplinary team oriented services still remain.  





Third, we were able to report that our Driver’s Rehabilitation program continues to have 39 active sites nationwide.  There were 5,570 new consults representing 26,286 hours of assessment/instruction.  The primary groups referred for this service included SCI (21%), hemiplegia (14%), other neurological (18%), and mature driver (14%).  





Fourth, the Advisory group was informed about our two new collaborative work groups reviewing (1) pre-amputation and post-amputation care, and (2) rehabilitation services provided across the continuum.  These groups are making good progress, and I will provide more information on this in the new year.  





Finally, the current status of rehabilitation services for TBI patients was discussed, but final recommendations are pending.





Another issue that many of you may be encountering is rehabilitation for combat wounded active duty personnel returning from Iraq and Afghanistan.  VHA has put systems into place to ensure a smooth transition from military treatment facilities to VA facilities.  There are VHA social workers assigned to the major military treatment facilities to help with this process.  In addition, every VA facility has a designated point of contact.  At some VA sites, PM&R has taken an active lead in the point of contact process. To date, we have had good feedback about the role of PM&R in this effort.





Once again, I wish everyone Happy Holidays and a wonderful new year.








	





	


 











(Continued on page 2)








PM&R 2004 National Call Schedule


1-800-767-1750, Access Code 20094





January 5 			July (No Call)


February 2			August 2


March 2			September (No Call)


April 5				October 4


May 3				November 1


June 7				December 6








I frequently receive complaints from the field regarding the difficulty of collecting data to support the FSOD performance measure.  The complaints generally focus on “Why are we widget counting?” or “What is the data being used for?”  I generally try to steer the caller to the FSOD VISN Report Card representing quality of care outcomes.  I trust that by reviewing the report cards, the caller will better understand that the intention of the measure is to encourage everyone to monitor the quality of the rehabilitation being rendered to these important patient populations (stroke, brain dysfunction, and lower extremity amputations).  If you haven’t yet reviewed your outcomes, please take the time to visit the Austin Automation Center FSOD web page that follows and begin the process of reviewing your outcomes:


 � HYPERLINK "http://vaww.aac.va.gov/fsod/Deanpages/FunctionalStatusOutcomesDatabase.htm" ��http://vaww.aac.va.gov/fsod/Deanpages/FunctionalStatusOutcomesDatabase.htm�





I would like to provide you with some additional feedback on the usefulness of the performance measure data that you collected during FY03.  As you know, our office in collaboration with the Office of Quality and Performance of VACO recently published an evidence-based Clinical Practice Guideline for Stroke Rehabilitation.  Soon, the VACO Employee Education Service will be releasing an online training opportunity regarding the content of the stroke guideline.  A point of emphasis in the online educational program will be that “Level A” evidence exists to make the recommendation that “every candidate for stroke rehabilitation should have access to an experienced and coordinated rehabilitation team to ensure optimal outcomes.”  Thinking that everyone would agree that an admission to a formal inpatient rehabilitation bed unit would satisfy the definition of an “experienced and coordinated rehabilitation team,” I thought it would be useful for us to determine exactly how many good stroke rehabilitation candidates had access to an inpatient rehabilitation bed unit during FY03.





I used the 7,220 stroke patients collected from the FY03 performance measure for this analysis.  There were 936 patients excluded due to either missing data or missing FRGs leaving 6,284 stroke patients.  To define “good candidates,” I used the middle band of the stroke FRGs (ST4 - 7) as recommended by Dr. Margaret Stineman (“Functional Task Benchmarks for Stroke Rehabilitation,” Archives of PM&R, Volume 79, May 1998).  The final pool of qualifying patients (ST4 - 7s) consisted of 2,346 patients.  Of that total, only 786 (33.5%) of the candidates were admitted to formal inpatient rehab bed programs.   I then further split the pool into two groups: one representing locations with an existing inpatient rehabilitation bed unit (either acute or subacute) and a second group which consisted of  VA locations without formal inpatient bed units.  Less than 5% (50 of 1,071) of the candidates located at VA locations without a formal rehab unit were discharged or transferred to such a unit.  Only 58% (736 of 1,275) of the stroke candidates admitted to VA facilities with inpatient rehab bed units actually received rehabilitative care on that specialized unit. 





We all can draw our own conclusions from this type of data.  Surely, more formal research in this area is necessary before any specific conclusions could be drawn, but at least it is clear that we have identified an area that needs some attention.  What might be the implication of such a study?  Would more bed units be established?  Would VA contract out more of these patients?  Would the VA identify more “experienced” stroke teams within Extended Care?  Could this become a new performance measure?  Could it be a combination or all of the above?


  


	The intention of this article is to emphasize the importance of our data collection process.  This type of data analysis will clearly play an important role in our understanding of the care we are currently delivering and the improved care that we intend to deliver in the future.    


	 














ANNOUNCEMENT





Recreation Therapy Service and the American Therapeutic Recreation Association will present an Audio Conference Series again in 2004.





ATRA CEU credits will be offered to participants that attend the complete series, and EES will cover the cost of the CEUs.





For more information contact Carla Carmichael at (401) 605-7550, or e-mail to � HYPERLINK "mailto:Carla.Carmichael@med.va.gov" ��Carla.Carmichael@med.va.gov�





Regional Professional Standards Boards 





Occupational Therapy:





Northeast Region (VISNs 1 – 6 and 10


Primary Board – Richmond, VA


Alternate Board – Philadelphia, PA





Southeast Region (VISNs 7 - 9, 16, and 17)


Primary Board – Tampa, FL


Alternate Board – Atlanta, GA





Midwest Region (VISNs 11 – 15 and 23)


Primary Board – Ann Arbor, MI


Alternate Board – Seattle, WA





West Region (VISN 18 – 22)


Primary Board – Long Beach, CA


Alternate Board – Seattle, WA





Physical Therapy:





Northeast Region (VISNs 1 – 6 and 10)


Primary Board – Boston, MA


Alternate Board – Cincinnati, OH





Southeast Region (VISNs 7 – 9, 16, and 17)


Primary Board – Atlanta, GA


Alternate Board – Shreveport, LA





Midwest Region (VISNs 11 – 15 and 23)


Primary Board – Milwaukee, WI


Alternate Board – Minneapolis





West Region (VISNs 18 – 22)


Primary Board – Palo Alto, CA


Alternate Board – San Francisco








(Continued from Page 1)





Driver Rehabilitation Update


Glenn A. Ramsey, M.S.


Rehabilitation Planning Specialist





Annual Report: I want to thank everyone for the timely completion of the Annual Driver Rehab Report.  We had a good year with 5,570 new consults and nearly 27,000 hours of actual assessments and individual instruction.  The impairments generating the most consults were SCI (21%), Other Neuro (18%), and Hemiplegia and Mature Driver (14%) each.  About 73% were treated as outpatients and 27% as inpatients.





New Instructor’s Training Course: The annual 2-week Instructor’s Training Course will be held in Long Beach during the 3rd quarter for new primary and alternate instructors, but the specific dates have not be determined.  We still have about 12 sites with no backup or alternate instructor.  As in the past, we will only be able to accommodate six new driver instructor candidates for the course.  Participant funding for travel, lodging, and per diem will be the responsibility of the local facility.  Please  let me know the name of your candidate as soon as possible.  A formal announcement should be made by February, but stations considering sending a candidate to the course should request local funding at this time.  Please let me know if you are seeking funding, so that I may tentatively add the person’s name to the candidate list.





Driver Rehabilitation Handbook: The new “Driver Rehabilitation for Veterans with Disabilities Program Procedures” Handbook 1173.16 has been completed and should be released by the Publications Office to the field in the next few days.  This is an upgrade of the old VHA Program Guide 1173.2, “Driver Rehabilitation for the Disabled Veteran,” released in 1997.  I want to especially thank Kent Mann (West Palm Beach) and Kelly Anderson (Houston) for assisting with the revision and upgrade of the old Program Guide.





Educational Opportunities: The National Mobility Equipment Dealers Association (NMEDA) Annual Conference is scheduled for February 25-28, 2004, in Dallas.  This is an excellent opportunity to learn the latest in vehicle modifications, adaptive driving devices, and lift equipment, as well as National Highway Traffic Safety Administration (NHTSA) standards and compliance for both vehicle modifications and vehicle adaptive equipment.  During the NMEDA conference, the Association of Driver Educators for the Disabled (ADED) will be hosting a Pre-Conference Workshop on Wednesday, February 25, entitled, “Achieving the Best Results for Your Customers.”  The course will include Overview of Driver Assessment, Disabilities and Driving, Visual Defects and Driving, Vehicle Selection and Modification, Adaptive Equipment, Training, and Inspections.   Continuing education credit will be available upon completion of the pre-conference course for ADED members and Certified Driver Rehab Specialists.  





Additional information about the NMEDA Conference and ADED Pre-Conference Course may be obtained by calling NMEDA at (800) 833-0427 or by going on-line at � HYPERLINK "http://www.nmeda.org" ��www.nmeda.org� .





Managing Overweight/Obesity for Veterans Everywhere





Watch for featured presentations on Tele-Rehab on upcoming monthly PM&RS Conference Calls.





Blast injuries are injuries that result from the complex pressure wave generated by an explosion.  The explosion causes an instantaneous rise in pressure over atmospheric pressure, i.e., blast overpressure wave.   The over-pressurization wave dissipates quickly, causing the greatest risk of injury to those closest to the explosion.  Primary blast injury occurs from an interaction of the over-pressurization wave and the body with differences occurring from one organ system to another.  While air-filled organs such as the ear, lung, and gastrointestinal tract are especially susceptible to primary blast injury, the brain is also vulnerable, and direct injury such as cerebral contusion may occur, as well as indirect injury such as cerebral infarction secondary to air emboli (Elsayed, 1997;Mayorga, 1997).  In addition to injuries caused by direct exposure to the over-pressurization wave, injuries can occur from: (1) impact, (2) blast-energized debris both penetrating and non-penetrating, (3) the individual being physically thrown, and (4) from burns and inhalation of gases and vapors.  





Blast injuries are a common occurrence in the modern world, both in civilian disasters and military conflicts.  It has been suggested that over 50% of injuries sustained in combat are the result of explosive munitions including bombs, grenades, land mines, missiles, and mortar/artillery shells (Coupland & Meddings, 1999).   Brain injury from blasts is also common.  Statistics provided by Scott and colleagues (1986) from the October 23, 1983, terrorist bombing of the US Marine barracks indicated that the large explosion (equivalent to approximately 12 tons of TNT) resulted in 234 immediate deaths and at least 122 survivors.  Of the immediate deaths, 167 demonstrated evidence of head injury.  There was a 59% rate of head injury and a 70% fatality rate from head injury.  





However, the data on blast injury induced brain injury is limited.  Blast injury induced brain injury with resultant cognitive dysfunction has been described in rats exposed to both whole body over-pressurization waves, as well as more focal blasts to the torso while the head was protected (Cernak et al., 2001).  The clinical characteristics of primary blast injuries in humans are not well described in the literature.  Moreover, much of the research on blast injury to date has focused on injuries to arms and legs, torso, and to the potential for penetrating head injuries from shrapnel and flying debris.   While penetrating injuries are important to address, they are typically identified and cared for immediately.  Closed head injury, especially more mild injuries, however, may not be as readily identified, particularly when occurring with other more life threatening injuries such as amputation requiring immediate attention.   Difficulties experienced as a result of such blast injuries include post concussion complaints of decreased memory and attention/concentration, slower thinking, irritability, and depression.  





The Defense and Veterans Brain Injury Center (DVBIC) is working to identify all soldiers who have sustained a closed head injury during combat operations to ensure that they receive the best care available.  Established in 1992, the DVBIC serves active duty military, their dependents, and veterans with TBI through state-of-the-art medical care, innovative clinical research initiatives, and educational programs.  The specialized focus on the unique needs of soldiers necessitates specialization in blast injuries.  America’s armed forces sustain attacks by rocket-propelled grenades, improvised explosive devices, and land mines almost daily.  At the Walter Reed Army Medical Center DVBIC we review all incoming casualty reports and screen all patients who may have sustained a brain injury based on the mechanism of injury (i.e., blast, motor vehicle accident, fall, gunshot wound to the head).  To date, the DVBIC has screened 155 patients from combat operations.  Ninety-six of the 155 or 62% were identified as having sustained a brain injury.  Eighty-eight 


of the 155 or 57% of the patients screened were involved in blasts.  Of the 88 blast cases, 


54 or 61% were identified as having sustained a brain injury.  Patients identified as having sustained a brain injury are further followed up with screening of their cognitive functioning and/or comprehensive multidisciplinary brain injury evaluation as clinically indicated.  The goal is to make appropriate recommendations for treatment and return-to-duty status.  
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New electronic documentation templates have been posted on the PM&R Website along with screen captures to enable you to see their presentation prior to downloading to CPRS.  Additional templates will be posted in the next few weeks.





Check them out at:





� HYPERLINK "http://vaww.appc1.va.gov/health/rehab/CPRS_Templates.htm" ��http://vaww.appc1.va.gov/health/rehab/CPRS_Templates.htm� 

















PM&R should be actively involved in this program when it is rolled out to the field sometime next summer.  For more information, check the VA National Center for Health Promotion and Disease Prevention website:


� HYPERLINK "http://www.va.gov/nchp/MOVEIntro.asp" ��http://www.va.gov/nchp/MOVEIntro.asp�





The Defense and Veterans Brain Injury Center Launches New Website





� HYPERLINK "http://www.dvbic.org" ��www.dvbic.org�





Gretchen C. Stephens, MPA, OTR/L


VHA National TBI Coordinator
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The Defense and Veterans Brain Injury Center (DVBIC) has launched its’ own website.  In the past, you may have accessed information from the website of the American Brain Injury Association.  The DVBIC funded a position for an education coordinator and getting this website up was a high priority.  Although it is still evolving, it already contains considerable information about the clinical, research, and educational components of the program provided by the military, VHA, and civilian partner. Many of the centers have links to their own websites containing center specific information. 


The education page contains downloadable brochures, fact sheets, and links to other resources for information and materials related to brain injury.  For example, there is a link to CDC’s new downloadable tool kit on mild TBI.  There is already a “coming soon” link to the VHA Traumatic Brain Injury Veterans Health Initiative.








Tampa Employee Receives Special Recognition From VHA





John M. Jacobson, M.S.


Rehabilitation Planning Specialist





Performance Measure Data Feedback





Cliff Marshall, MS


Rehabilitation Planning Specialist








Special Health Observances





Cardiac Rehabilitation Week (February 8 – 14)





Pulmonary Rehabilitation Week (March 14 – 20)





Additional information may be obtained from the American Association of Cardiovascular and Pulmonary Rehabilitation.


� HYPERLINK "http://www.aacvpr.org" ��www.aacvpr.org�
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