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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








Driver Rehabilitation Announcements





Glenn Ramsey, M.S.


Rehabilitation Planning Specialist





The 2004 Driver Rehabilitation Instructor’s Training Course concluded May 7, 2004, with five graduates.   It is a pleasure to congratulate the following therapists, who successfully completed the program and will assume the role of either the primary or alternate driver rehabilitation specialist at their respective facilities:





Julie Allen, KT			Central Texas HCS (Dallas)


Ulysses Baje, KT		Greater Los Angeles HCS


Matthew Funke, KT		Baltimore HCS


Dawn VonAhn, PT		Boston HCS


Micaela Pedraza, OT 	South Texas HCS (San Antonio)





Kent Mann (West Palm Beach), Roger Kelsch (Hines), and Robert Ordonez (Long Beach) did a superb job of organizing and teaching the class.  I also want to thank the Long Beach PM&R staff for their hospitality in hosting the course and the St. Louis EES staff for providing the logistical support.





The liability insurance contract for the program vehicles was renewed through McDonnell Insurance and underwritten by Travelers, effective June 1, 2004, through May 31, 2005.  Insurance cards have been forwarded to the primary instructor at each site.





The new VHA Handbook 1173.16, “� HYPERLINK "http://vaww.va.gov/publ/direc/health/handbook/1173.16HK4-27-04.pdf" ��Driver Rehabilitation for Veterans with Disabilities Program Procedures�,” was issued April 27, 2004.  This Handbook replaces the old VHA Program Guide 1173.2, “Driver Rehabilitation for the Disabled Veteran.”  The new Handbook provides procedures for all matters regarding the Driver Rehabilitation Program and establishes guidelines for the procedures.  One hard copy of the Handbook has been mailed to each primary driver rehab specialist.  Access to the document may also be obtained by clicking on the link above.





The � HYPERLINK "http://www.driver-ed.org/i4a/pages/index.cfm?pageid=1" ��28th Annual ADED Conference� will be held at the Hyatt Regency Hotel in Buffalo, NY, August 7 – 10, 2004.  Additional information is available at the above link.
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The Role of Leadership in Facilitating Creativity 


and Innovation in Work Teams





Cindy Poorman, PM&R Coordinator, VAMC Denver


VAMC Denver, CO











Kinesiotherapy


Charles Gardner, RKT


VAMC Richmond, VA





	I would like to thank all the kinesiotherapists that participated in our National Conference Call on May 27, 2004.  The major focus of the call was to update our clinicians of the conversion process to Hybrid Title 38.  There were a number of questions from the field regarding the implementation of this conversion.  Glenn Ramsey gave us an update on the on-line continuing education credits for kinesiotherapy.  Several other items of importance were discussed during this fifty-minute call.





My sincere thanks and appreciation go out to our Kinesiotherapy Advisory Board for the hard work and efforts that were required for our conversion to Hybrid Title 38.  This Work Group consisted of Bridget Collins, Lorie Hansen, Mike Westmoreland, Doug Tuttle, and Betsy Powers.   Bi-weekly conference calls were held over a period of several weeks to produce the data and information required from Human Resources.  Our draft qualification standards have been developed and submitted for review to the Central Office special committee overseeing the Hybrid Title 38 conversion.  





Plans are being finalized for the 58th Annual Scientific and Clinical Conference of the American Kinesiotherapy Association to be held in Memphis, TN, July 21-24, 2004, at Memphis Downtown Marriott.  The theme of this year’s conference is “Therapeutic Intervention and Health Promotion” including sessions on Bariatric Medicine.  Arthur Robinson, RKT, Conference Chairman and his planning committee are anticipating a successful and enjoyable conference for attendees and their families.  I hope you are making plans to attend our National Conference, and I look forward to seeing you there.  














Occupational Therapy


Hector Borrero, OTR


VAOPC Orlando, FL





The conversion of OTA into Hybrid Title 38 is currently ongoing.  During a meeting in Washington, DC, April 5-9, a Subject Matter Expert (SME) group met to perform a job analysis and complete the first draft of the OTA Qualification Standards.  Our meeting was very productive thanks to the following individuals:  Lisa Boyajian, Cynthia Heinl, Kathy Orts, and Maria Rodriguez.  In addition, I want to thank Sheila Long, Glenda Pruner, and Mary Spangler for their vital input as SMEs for this task group.  Also, I want to thank those individuals who sent OTA PDs for this task.  The Qualification Standards are expected to be approved and available for Regional Standard Boards by the beginning of the upcoming fiscal year.  This is exciting news.  This conversion to Hybrid Title 38 will facilitate the hiring and retention of OTAs in the VA system.





The OT Advisory Council held a VA Section Meeting during the Annual Conference of the American Occupational Therapy Association in Minneapolis on May 21, from 5:30 –7:20 pm.  The meeting was very productive and several concerns from the field were discussed.  The topics for discussion included: Hybrid Title 38 conversion for OTA, Mental Health issues, AOTA online courses for FY 2004, State Licensing, Scope of Practice, and PM&R strategic planning.  We had several visitors from the AOTA: Chuck Willmarth (State Policy), Judy Thomas (Commission on Reimbursement), and Chris Metzler (Commission on Federal Affairs).  In addition, we had a special guest known to many OTs in the VA, Mr. Harry Marshall, OTR/L.  I want to take the opportunity to thank Carol Cleven and her staff from the VA Minneapolis Medical Center for a warm welcome and tour of their facility on May 21.   I had the opportunity to share and exchange information with local staff.


	


At the AOTA, new motions were approved through the Representative Assembly that will have an impact on OT practices within the VA.  I will be sending emails with the information to keep you informed.   If you are not a member of the AOTA, the upcoming emails will assist you and your practice. 





Presently, the Workload Benchmark Committee of the PM&R Advisory Council is working on obtaining information from the field such as: workload data asked for by your facility leadership, databases currently used for workload, benchmarks currently used on both inpatient and outpatient (i.e. patients per day, productivity ratio, work units), and the sources of the information.  If you are an OT leader, Chief of OT, manager or coordinator, please assist us with this information.  For years, productivity has been a concern not just for leadership but for the field as well.  This is a great opportunity to help establish guidelines for the field.





The OT Advisory Council will continue to hold quarterly conference calls.  Please write in your calendars the next national conference call scheduled for August 19 at 11:00 am Eastern Time.  The number to call is 1-800-767-1750, access code 45547. 








�








Recreation Therapy


Carla Carmichael


Deputy Director, VACO


Baltimore HCS





The Outcomes-Based Practice Workgroup has collected information on recreation and music therapy protocols currently being used in VA by recreation and music therapists.  The Workgroup will be compiling this information with the ultimate goal of creating a Client Outcomes, Evidenced-Based Practice “tool kit” of protocols for VA recreation and music therapists to use. Plans are underway for a national satellite broadcast to provide an overview of best practices in Recreation Therapy Services.





Congratulations to Mr. David Otto, Topeka VAMC, who was selected to chair the National Recreation Therapy Service Advisory Board.





Performers Alliance for Veterans Entertainment (PAVE) is a group of organizations that have partnered to provide entertainment in VHA facilities.  The group is looking into national level entertainment for both Voluntary and Recreation Therapy Programs.  Their member organizations consist of the following: World Clown Assoc., International Bluegrass Music Assoc., Barbershop Harmony Society, Folk Alliance, Society of American Magicians, and The Veterans Fund.  PAVE will offer entertainment at no charge to VA.  If you are interested in scheduling a show at your medical center contact Ms. Katie Brooks, Program Director, at 615-650-2076.





July 11 – 17, 2004, has been designated National Recreational Therapy Week.  The theme for this year’s observance is “Growing to Greatness.”  I encourage each of you to plan special activities around that week to promote our VA Recreation Therapy programs.  





		


�








PM&R Physicians


Cathy Cruise, M.D.


VISN 3, Northport, NY





I am very grateful to Dr. Steven Scott, Chief of the Physical Medicine and Rehabilitation Service at the Tampa Veterans Affairs Medical Center, for bringing up on a recent monthly physician conference call the very important role of Physical Medicine and Rehabilitation in the treatment of soldiers returning from Operation Enduring Freedom and Operation Iraqi Freedom (OEF/OIF). Treating these individuals is the highest priority of Dr. Perlin, Acting Under Secretary for Health.





  	In recent reports from the VHA Office of Public Health and Environmental Hazards, it was noted that among 139,778 veterans of Operation Iraqi Freedom (OIF) who have separated from active military duty, 15% (21,021) have sought healthcare from the Department of Veterans Affairs since deployment. The most common health problems of veterans of Operation Iraqi freedom have been musculoskeletal ailments, principally joint and back disorders, and dental problems.





Similarly, the VHA Office of Public Health and Environmental Hazards notes that among the 43, 622 veterans of Operation Enduring Freedom (OEF) who have separated from active military duty, 9.9% (4,306) have sought healthcare from the Department of Veterans Affairs since deployment. Veterans of Operation Enduring Freedom have experienced similar kinds of health problems after returning to the United States as those veterans of Operation Iraqi Freedom. 





Frequently noted among the two groups have been ankle injuries ranging from strains and sprains to fractures, shoulder injuries ranging from sprains and strains to rotator cuff tears, tendonitis, fractures, and low back injuries spanning the gamut from musculoskeletal strains to pinched nerves, disc herniations, and fractures.





Women make up a significant percentage of soldiers in the OIF and OEF missions. As rehabilitation professionals, we can appreciate that women may have unique needs and injuries for which we can provide assistance, whether musculoskeletal in nature or in a more interdisciplinary setting, such as traumatic brain injury or spinal cord injury.





Within our Physical Medicine and Rehabilitation Services, we have the opportunity to be as proactive as possible in addressing the needs of the veterans of Operation Enduring Freedom and Operation Iraqi Freedom. We have the opportunity to offer specialized and expert rehabilitative care in the Emergency Room and within our Primary Care Clinics. This fits nicely with the Advanced Clinic Access principles we are implementing within PM&R.





As employees of the VA we have a unique mission and challenge to meet the needs of returning soldiers. By intervening as early as possible in the care of these individuals, we will not only provide an invaluable service to the injured veterans, but we will be demonstrating the enormous worth of physiatry and therapy services within our Medical Centers and VISNs.





Where Is Your Amputee Clinic Workload Being Captured?





In a recent Amputee Clinic Team Self-Assessment, the PM&R program office asked which Stop Code (DSS Identifier) is being used to capture amputee clinic workload.  Twenty-six percent of the respondents failed to answer the question; 20% answered with Stop Code 211; 19% responded with Stop Code 418, and 35% responded to “Other.”  The two stop codes assigned to the Amputee Clinic in VHA Directive 2003-040 (Fiscal Year 2003 Decision Support System [DSS] Outpatient Identifiers) are:





211	AMPUTATION FOLLOW-UP CLINIC	


This code is linked to CDR Account 2611 (Rehab Support Services)





Definition: Records outpatient visit for evaluation and/or treatment following removal of a limb or other appendage.  Includes physician services, nursing services, and administrative services.





418  AMPUTATION CLINIC


This code is linked to CDR Account 2614 (Prosthetics/Orthotics)





Definition: Consultation, evaluation, follow-up, and/or treatment provided following surgical removal of, or loss of, a limb, extremity (all or partial).  Includes the physician services, prosthetist services, and administrative services.





	It is unclear whether the large percentage of no responses indicates a failure to capture the workload or a lack of knowledge by the person completing the assessment.  We are unable to determine from the self-assessment other specific codes being utilized to capture the workload.  In some incidences where clinics are held within PM&R, Codes 201 (PM&RS) and 205 (Physical Therapy) may be being used.  In other incidences, Code 417 (Prosthetics/ Orthotics) may be being used.  Amputee Clinic Teams are encouraged to work with your local DSS manager to ensure that appropriate workload is being captured and reported.





	The PM&R Program Office thanks the 94 facilities that responded to the Self-Assessment.  The information enables us to have a better understanding of the resources available to meet the needs of the amputation populations.  Eighty-two percent of the Amputee Clinic Teams are chaired by physiatrists. 
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From the Desk of


Cliff Marshall, M.S.


Rehab Planning Specialist





The St. Louis VA Employee Education Service, in collaboration with the PM&R Program Office, will soon be providing an interactive, web-based training program to educate users about the VA/DoD Clinical Practice Guideline for the Management of Stroke Rehabilitation.  One of the ten Key Points of the guideline is that “Every stroke patient should have access to an experienced interdisciplinary rehabilitation team to ensure optimal outcome.”  It is my expectation that through the use of the FSOD dataset, the program office will better understand the extent to which stroke patients are provided access to such a team approach to their rehab.	





I recognize that having “access to an interdisciplinary rehab team” does not necessarily mean that each stroke patient would require an admission to a formal inpatient rehabilitation bed unit.   However, admission to a designated rehab unit would certainly satisfy the standard.  FSOD will easily provide information on those qualifying admissions.  However, what about those stroke patients that are served at locations without formal inpatient rehabilitation programs?  Part of the answer will come from the data collected for our performance measure.  The denominator of the measure provides a list of the stroke patients at each center, while the numerator provides information about the rehab services rendered to each of those patients.  Included within the FSOD data collected on each case are two indicators that will be extremely important as we seek to satisfy the standard: 1) the FRG and 2) the discharge setting.





To understand the importance of the FRG, I encourage everyone to read Dr. Stineman’s article published in the Archives of Physical Medicine and Rehabilitation (May 1998) entitled “Functional Task Benchmarks for Stroke Rehabilitation.”  In her research, Dr. Stineman separated the nine stroke FRG patient classifications into either an upper (FRG 8&9), middle (FRG 4-7), or lower (FRG 1-3) “band” of patients.  The article further states that those patients falling into the middle band will benefit most from an inpatient rehab admission, while those in the other bands may benefit from such an admission.  Since the FRG is determined from the initial FIM assessment that you provide to satisfy the requirements of the performance measure, we have the ability to identify and potentially track how many middle band stroke patients gain access to formal inpatient rehab programs.





The discharge setting data field, when properly completed, provides the next important piece to this puzzle: the number of patients that are discharged to a formal inpatient bed unit in the private sector.  Two problems surface, however, at this time.  The first is based on the premise that the discharge setting field is completed when the patient completes his/her treatment.  To satisfy the basic requirements of the performance measure, a discharge assessment was never “mandated.”  While not mandated, we have always expected these discharge assessments to be collected.  However, in some instances the cases were never closed.  Please make the effort to close all of these cases in the continuum.  Secondly, those who are using the FIM to CPRS template are familiar with the fact that the discharge setting field is not included in the current version of the CPRS template.  Instead, those using the CPRS tool are expected to enter this data directly into the FSOD through CITRIX as you did prior to the release of the CPRS tool.  In the future, we intend to change the CPRS tool to accommodate the field, but until then please understand the importance of completing the data collection process as described. 





I share this project with you to demonstrate another possible benefit of our FSOD data collection process.  Hopefully, you will agree that the FSOD has the potential to play a major role in determining our future in the VA.  Please try to stay committed to the data collection process by continuing to collect valid and reliable FIM assessment information.  




















The University of Miami Medical School developed a senior student Geriatric Clerkship in 2000 to provide medical students an opportunity to learn about the management of special populations, the biopsychosocial needs of the frail elderly, and aspects of medical directorship.  Dr. Lisa Granville, program developer and leader, desired that her students obtain a complete understanding of the needs of institutionalized elderly as much a possible in the brief two-week rotation period allowed.  She designed a set of five objectives toward reaching the overall goals stated above. Some of these objectives were particularly challenging to impart because they were not in the usual scope of a physician’s practice.  Rather, they related to provision of therapy/care that focused on improving the functional lives of people who were facing the declining period of their life cycle.  In addition, the “non-medical,” psychosocial issues would be identified and considered in light of their impact on overall health and well-being.  





Dr. Granville sought to enlist staff members from a number of services including Speech & Audiology, Psychology, Nutrition, and Recreational Therapy (RT) to help the senior medical students attain the program goals and objectives.   I was recruited to provide the Recreational Therapy component.  I hold a master’s degree in both recreational therapy and adult education with a certification in recreational and horticulture therapy.  In formulating RT’s contribution, it was felt that adult learners would do best with experiential material.  To accomplish this, the medical students were provided an orientation lecture, as well as leisure resources, and then asked to engage an assigned elder companion in a leisure activity.  After several cohorts and some refinement, the Companion Visit Project was born.  The students were allotted approximately five hours over a period of two weeks to form a relationship with their elder companion and become involved in one or more leisure activities together.  The intent was to impart the value of activities while also pointing the way toward use of recreation in a structured, therapy-based format.  In fact, the importance of life-engagement, use of leisure, use of structured and skillfully facilitated recreation, and social support were conveyed to many of the students.  However, other valuable lessons were gleaned as well.  





The medical students were asked to write a one-page essay synthesizing their companion experience, distilling some aspect of what they had learned and how they might apply it to their futures.  At the end of the first year, Dr. Rose Van Zuillen, Dr. Granville, and I qualitatively analyzed the essays.  The following anticipated outcomes from the Companion Program were revealed: 





Enhanced skill in communicating with older adults; Increased understanding of the challenges of living in a NH; 


Greater understanding (or appreciation) of the importance of leisure activities; 


Recognition of learned helplessness and increased understanding of caregiver burden; 


Greater awareness of coping strategies residents use to deal with frailty/functional dependence/institutionalization; 


Recognition (appreciation) of resident's strengths/functional capacity; 


Appreciation of the concept and patient experience of frailty.





The Geriatric Clerkship and its Companion Visit Component have been going strong for several years.  What have we learned? Many of the senior medical students have greatly enjoyed the experience and some have resented it (in fact, quite vocally).  The former were surprised at some of the insights they had gained and not previously considered.  Most had never heard of Recreational Therapy nor had they thought in terms of intentionally increasing function through leisure.  The latter resented any time that was not wholly “medical.”  It was beyond their understanding that they could be asked to spend so much time (approximately 8 out of 80 hours) focusing on psychosocial issues or “leisure pursuits.”  Yet one of the most important items to emerge from the analysis of the student essays was the gratifying experience of seeing the patient as a person. Though this was not the stated goal of the program designers, or for that matter a stated goal a recreation therapist might have, it is certainly one of the underpinning beliefs for the discipline of recreation therapy.  





Currently, we continue to evaluate and refine the Companion Visit Program.  Development of a pre and post test for this component is under consideration. The Clerkship has grown stronger since the recruitment of an additional professor/ preceptor, and the strong physician support makes it possible to continue introduction of this more holistic view of geriatric medicine.  For more information contact � HYPERLINK "mailto:Alee.Karpf@med.va.gov" ��Alee.Karpf@med.va.gov� .

















 





(Continue on Page 9)





A Word from the Director


Barbara Sigford, M.D.








PM&RS - Research Service Relationship Expands 


With New Stroke QUERI


 


PM&RS has worked closely with VA researchers over the past several years, and it looks as though this relationship will become closer and more visible with the establishment of a new Stroke Quality Enhancement Research Initiative (QUERI) Center at the Malcom Randall VA Medical Center in Gainesville, Florida.  The mission of the stroke QUERI is "to reduce stroke risk and maximize the functional status and quality of life of veterans with stroke by systematically implementing clinical research findings and evidenced-based guidelines into routine clinical practice."  This is an important initiative for our PM&R program, because it builds directly on the clinical stroke guidelines developed by VHA and DoD.  Goals 1 and 2 of the QUERI are directly related to PM&R:  to improve overall compliance with the clinical practice guidelines and to ensure that a plan for rehabilitation is considered for all stroke patients. 





There is also a call out for another QUERI Center in Amputation, another area of great interest and concern to our Service.  Researchers at the HSR&D/RR&D Rehabilitation Outcomes Research Center (RORC) Center of Excellence, also located in Gainesville, have supported the PM&RS mission in several ways.  They are eager to engage in research initiatives with direct relevance to clinicians and have expressed their willingness to continue to build a closer alliance with the PM&R Program Office.  Dean Reker, Ph.D., works closely with Cliff Marshall to produce the performance measure on FSOD capture rates each quarter.  Additionally, Dr. Reker has been responsive to requests from the Program Office when congressional inquiries requiring extensive data analysis and interpretation are received.  Dr. Reker is also working on projects, which may help us with measuring and monitoring stroke outcomes.  Dr. Vogel, a Health Economist at the RORC, is exploring ways in which we can obtain costs for rehabilitation across the continuum of care, as well as assisting Program Office staff in examining referral patterns and service utilization of persons who have sustained a traumatic brain injury.  Staff from the RORC are actively engaged in working in the telerehabilitation area with PM&R staff.  Maude Rittman, Ph.D., has built an exemplary program to develop new researchers in the rehabilitation field and is willing to share her expertise with others in PM&R. 





In turn, the Program Office supports VA's research agenda by making the FSOD data available to investigators who have an Institutional Review Board (IRB) approved protocol and have undertaken all human subjects and patient confidentiality training required by the VA.  We have also written letters of support and assisted in the recruitment of sites to participate in a number of research studies.  Both Cliff Marshall and I serve on the Executive Committee for the new Stroke QUERI Center and have high hopes that the QUERI process will translate evidence-based medicine into the clinical setting to improve both functional and cognitive outcomes of our stroke patients. We also hope to build close ties with other recognized research centers with an emphasis on rehabilitation issues.
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The Power of Recreational Therapy and Leisure Activities is Used 


At the Miami VA Medical Center to Teach Medical Students.





Alee Karpf, CTRS


VAMC Miami, FL





CARF Survey Options





John M. Jacobson, M.S.


Rehabilitation Planning Specialist





AAPMR 65th Annual Assembly & Technical Exhibition





October 7 – 10, 2004





Phoenix Civic Center Plaza


Phoenix, AZ





For more information, go to the following link:





� HYPERLINK "http://www.aapmr.org/assembly/general.htm" ��http://www.aapmr.org/assembly/general.htm�





(Continued from Page 1)














VA Prosthetic and Orthotic Labs


Pursue Accreditation





In order to upgrade the quality and management of VA PSAS Prosthetic and Orthotic Labs to industry accreditation standards, � HYPERLINK "http://vaww.va.gov/publ/direc/health/direct/12004020.pdf" ��VAH Directive 2004-020�, was issued May 17, 2004.  P&O Labs may be accredited through either the American Board for Certification (ABC) or the Board for Orthotist and/or Prosthetist Certification (BOC).  The accreditation criteria require that each facility have at least one prosthetist and/or orthotist certified by either ABC or BOC on its staff.  The accreditation of P&O Labs and certification of lab personnel are also central to a VHA strategic plan to ensure the highest quality of care and management of veterans and OIF/OEF military personnel with amputations.








Don’t Miss 


the Abilities Expo








June 11 – 13, 2004


Anaheim Convention Center


Anaheim, CA





August 13 – 15, 2004


Donald E. Stephens Convention Center


Chicago, IL








Don’t miss this opportunity to see the latest in various assistive technologies and adaptations designed to assist persons with functional deficits and to increase their independence in all aspects of daily living. 











Transition of Military Personnel with Brain Injury to VHA





Gretchen C. Stephens, MPA, OTR/L


National TBI Coordinator





The care of military personnel injured in combat is a top priority of VHA.  Our VHA TBI Lead Centers have already provided comprehensive inpatient rehabilitation to 55 active duty personnel with brain injuries sustained in combat.  Their care is frequently complicated by other injuries, i.e. vision loss, amputation, and other poly trauma.  The Lead Center Case Managers are following these patients weeks before they are transferred, which involves interacting with various military hospitals on a daily basis.  When they arrive, they are frequently accompanied by family members.  Various arrangements have to be made to meet their needs such as lodging, transportation, and childcare.  The combat experience also has its impact on the recovery process, and for many rehabilitation providers in VA, it is a new element of care.





 	With VA’s long standing Memorandum of Agreement with the Department of Defense to provide specialized care for brain injury, the TBI Centers are experienced in managing transition of active duty to veteran status.  Due to the increasing demands being placed on the military hospitals, the TBI Centers are working with the VHA staff assigned to those military treatment facilities (MTF) designated as major receiving hospitals for combat injured.  Where possible, VHA/DoD liaisons facilitate communications in order to expedite transfers to the VHA TBI Centers.





There are also combat injured military personnel who have sustained a mild brain injury and are being sent home on convalescent leave with follow-up at their local VA medical center.  In addition, there is the possibility that a mild brain injury may go undiagnosed.  Physical Medicine and Rehabilitation has an important role to play in evaluating and treating symptoms of mild TBI.  The Program Office is working on a plan to address this concern systematically.  In the meantime, if you are asked to see these patients, the Lead Centers are available for consultation.   The Veterans Health Initiative on Traumatic Brain Injury                                 ( � HYPERLINK "http://vaww.appc1.va.gov/vhi/" ��http://vaww.appc1.va.gov/vhi/� ) is another resource.  Completing the course and having a copy(s) available to PM&RS staff is a good way to review symptoms and treatment.  





� INCLUDEPICTURE "http://vaww1.va.gov/vhi/images/tbiicon.jpg" \* MERGEFORMATINET ���











American Therapeutic Recreation Association


Annual Conference





“Celebrating our Past, Growing for the Future”





September 30 – October 4, 2004





Kansas City, MO





Since the 1990’s, there has been a trend toward using teams in both business and health care to maximize creativity and innovation.  The Veterans Health Administration is no exception.  In the delivery of health care services, the Veterans Health Administration is grouped into numerous interdisciplinary teams. The challenge as leaders in this organization is to be able to facilitate creativity and innovation in these work teams to provide excellence in health care. 





There are numerous levels of leadership throughout the VHA.  As a result, the roles of the leaders in facilitating creativity and innovation differ.  The top-level leadership has more of a responsibility to create an organizational climate.  This is accomplished by creating a clear vision for the organization.  It also includes developing relationships with subordinates that display support, trust, and autonomy, as well as displaying risk-taking behaviors that employees can imitate. The top-level leaders need to create an atmosphere or climate where creativity and risk-taking are accepted as valuable assets of the organization.  





Since very few of us are at this top-level or CEO level of leadership, I will focus mainly on the role the frontline leaders, such as Service Chiefs, Coordinators, and Therapy Supervisors, have in facilitating creativity and innovation in work teams.  Unlike top-level leadership who has the responsibility of creating an organizational climate, the frontline leaders have the role of creating a team climate.  One of the major predictors of innovation is the development of a clear vision and group goals.  In most instances, the role of frontline leaders is one of team facilitator or coach.  The first step toward the innovative process is to establish clear outcomes for the team so that all members know what is expected of them.  The frontline leader must also understand the overall picture of the organization, how the team fits into that picture, and the results that are expected from the team.  The frontline leader must then be able to impart that knowledge to the team members.





Communication is the next major role of the frontline leader.  Effective communicators spend 50% of their time listening, 30% helping others express their views more clearly, 10% telling others what they think and 10% wondering how to do it better next time.  When leading a team, it is often better for the leader to delay offering solutions because the leader’s solutions are often accepted without appropriate discussion and thought.  The better action is for the leader to foster a collaborative environment, which strengthens the relationships of the team.  The leader sets the tone for that environment.  Spending time communicating with team members also allows the leader to understand each member’s strengths and lets the employees know they are valued and respected.  Good communication informs the leader of the vested interests and motivation members have in a project. 





 Another key role of the frontline leader is that of a motivator.  Successful leaders know that good workers respond better to ‘carrots than to threats.’  Different peoples’ needs are satisfied in different ways.  Good motivators adapt their style and techniques to fulfill the needs of the team.   Empowering employees is often a strong motivator.  Encouraging and respecting new thinking and risk-taking can help motivate a team toward the creative process.  Using group techniques, such as brainstorming and other normal group processes to increase participation, can also be very motivating.  Recognition, seminars, resources, time-off, and equipment are some other items that can be used to motivate employees.  The key is finding what motivates your team and then using those elements.  





	Another significant role of the frontline leader is to establish team processes.  This role builds on the previous three roles of developing clear outcomes, good communication, and strong motivation.  To have a strong team you must first develop some behavioral ground rules.  These rules identify appropriate and inappropriate behavior in the team environment.  Team members are then asked to police these behaviors.  Along with the ground rules comes the aligning of interests in the task at hand.  The literature suggests that the team performs to the level of its least invested member.  The more invested the team, the greater the chance of developing a creative solution to a problem.  It is also important to evaluate the overall team process.  This can be a formal or informal assessment of how the employees are working together.  An action plan should be developed to improve the areas of dissatisfaction.


The final role of the frontline leader is to instill a sense of humor into the team.  Humor is the fuel of creativity.  In a livable workplace, you find people doing serious work in a lighthearted way.  A great example of this is the Pike Fish Market in Seattle, where the employees spend their day tossing large slippery fish around to the delight of their customers.  Play is one of the four key factors in the FISH Principle.  The FISH Principle is a business strategy designed to catch the energy and release the potential in employees.  A good leader knows how to harness the power of lighthearted interaction to create an environment that nurtures innovation, enhances the quality of life at work, boosts productivity, and improves morale.  They have learned that play is often the best antidote to the toxic energy that finds its way into our organizations.





As frontline leaders in a large organization, we are often given teams to work with and are required or expected to foster creativity, innovation and success.  The challenge of being a leader is being able to get the most out of your employees.  The above ideas are tools that can be used to help stimulate the innovation process.  For more information on any of the above elements contact Cindy Poorman at Cindy.Poorman@med.va.gov. 























The Veterans Health Administration currently has 42 comprehensive integrated inpatient rehabilitation programs (CIIRPs) and four lead traumatic brain injury programs, which are all CARF accredited.  Some of these programs have been accredited since 1996.  Every three years, these programs apply for reaccreditation.  While most of these programs request their reaccreditation survey as a stand-alone program, or with another program within the same customer service unit (such as Medical Rehabilitation), there are other options available.





One option is the “blended survey.”  Under this option, an organization seeks accreditation for programs that require conformance to standards in more than one manual.  An example of a blended survey situation could be an organization that offers services in both medical rehabilitation and employment and community services. Blended surveys combine both the administrative survey components and the program review components.  Because the program components are combined, the accreditation outcome decision is based on the lowest level, i.e., poorest performance, of the programs surveyed.  Thus, if one program surveyed meets the standards for accreditation but another program surveyed does not, the overall decision for all programs surveyed would be that none of the programs could be accredited.  Another disadvantage is less veteran and program staff involvement.  There are also significant differences in how outcomes are surveyed across Customer Service Units (CSU); thus the survey is not as effective.  To have a successful blended survey, an individual at the facility should be appointed to coordinate all aspects of the survey. It should be someone who is integrally involved with all program elements and their respective standards manuals.  Advantages are that there is less cost due to fewer surveyors and less administrative time needed.  An organization, which is considering a blended survey, needs to contact CARF very early in the preparation phase, since a blended survey takes considerable coordination and logistical planning.





A new option is the “concurrent survey” which combines administrative survey issues but surveys programs separately.  The VHA CARF Accreditation Steering Committee has been working diligently with CARF to develop this option.  Advantages of this option are that accreditation decisions are made separately for each program, and there is more veteran and program staff involvement.  The possibility also exists for VISN wide surveys using the concurrent model. Disadvantages are that costs are slightly higher, and more staff time is required than with the blended survey.  Thus, it is like having separate surveys, except that they occur at the same time. Tucson VAMC is currently planning for a concurrent survey and will be used as a test.  Other facilities may also use this model as a test.  The VHA CARF Accreditation Steering Committee feels that the concurrent survey option may be the best option for VHA programs.  Remember, all costs associated with the CARF survey, including the Intent To Survey fee, the Survey, and ACQR fee, are paid centrally by the national VA Contract.
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