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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








The Tampa VA has established a specialty medical evaluation, treatment, and management program for active duty military personnel and veterans who have sustained blast injuries. Service personnel and civilians are increasingly being exposed to high-energy explosions and blasts.  Rarely does a day go by where there is no report of causalities from explosive blasts.  Blasts cause injuries through multiple mechanisms.  Severe enough blasts will result in total body disruptions, inhalation injuries, and death to those closest to the blast site.  However, the primary blast injuries (PBI) are caused by overpressure to gas-containing organ systems, with the most frequent acute injuries involving the lung, bowel, and inner ear.  PBI may also result in traumatic limb or partial limb amputations.  Secondary blast injuries occur by fragments and other missiles and can cause head injuries and soft tissue trauma.  Tertiary blast injuries result from displacement of the individual as a whole by the combined pressure loads on the body (shockwave and dynamic overpressure).  Miscellaneous injuries, such as burns and crush injuries from collapsed structures and displaced heavy objects, also occur.  Head injuries are common and many minor head injuries are associated with post concussion syndrome.  These head injuries may go undiagnosed and untreated as attention is focused on more "visible" injuries. A significant number of causalities sustain emotional shock and may develop post-traumatic stress disorder (PTSD). The Tampa VA has developed a coordinated rehabilitation program to treat these injuries.





The frequency and unique nature of blast injuries create the need for an Interdisciplinary Blast Injury Program to handle the medical, psychological, rehabilitation, and prosthetic needs of these individuals.  The Blast Injury Program:  1) provides post-acute medical assessment, 2) provides required medical, rehabilitation, and psychological treatment services, and 3) monitors short- and long-term outcomes for these individuals. The Physical Medicine and Rehabilitation (PM&R) Service at the James A. Haley Veterans Hospital (JAHVH) in Tampa, FL, coordinates the Tampa Blast Injury Program. The PM&R Service uses an interdisciplinary team consisting of physicians, therapists, audiologists, neuropsychologists, social workers, and many other disciplines, with access to the full range of medical and support services within the hospital to meet the patient's needs. The JAHVH has CARF-accredited programs in comprehensive rehabilitation, chronic pain, and traumatic brain injury and serves as one of seven lead centers comprising the Defense/Veterans Brain Injury Center, a cooperative treatment and research program in traumatic brain injury.





Individuals referred to the proposed Blast Injury Program will receive a comprehensive evaluation that includes self-reported medical history and current complaints, followed by a comprehensive medical examination from a physician specializing in rehabilitation medicine.  Findings from these initial assessments will trigger appropriate referrals to specialists in the areas of brain injury evaluation and treatment, amputation management and prosthetics, hearing impairment, and/or emotional adjustment/stress management.   Case management of these injured individuals across the clinical pathways, utilizing the services of the DOD and VA, will accomplish medical rehabilitation goals. 





For Further Information Contact:


Steven G. Scott, D.O., Chief, Physical Medicine and Rehabilitation Service (117)


Voice: (813) 972-7506


Fax: (813) 978-5852


E-mail: � HYPERLINK "mailto:Steven.Scott@med.va.gov" ��Steven.Scott@med.va.gov�
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VHA Meets Intent of CARF Memorandum of Understanding





John M. Jacobson, MS


Rehabilitation Planning Specialist/VACO














Kinesiotherapy


Charles Gardner, RKT


VAMC Richmond, VA





	On January 28-30, 2004, I had the opportunity to attend the Hybrid Title 38 orientation for subject-matter experts (SMEs) and human resource officials in Washington, D.C.  The two and a half day meeting attempted to give the SMEs in the twenty-two affected health care professions an overview of the responsibilities and the duties that each professional group would need to complete before the conversion to Hybrid Title 38.  The sessions were both informative and beneficial.  It is very clear that there is a major push to have this conversion completed as soon as possible. 





	On February 13, 2004, SMEs submitted responses to an extensive listing of questions, which evaluated the current qualification standards for their respective professions.  The Hybrid Title 38 Qualification Standards (QSD) Work Group reviewed the assessments provided by the SMEs.  As a result of these responses, the Hybrid Title 38 Steering Committee reported that the profession of kinesiotherapy was categorized as needing significant changes to its existing qualification standards.  A follow- up conference call is scheduled for Tuesday, March 2, 2004, to provide an update to the SMEs and HR Advisors.





	Glenn Ramsey and I are in the process of selecting sites to serve as primary and secondary Regional Standards Boards.  These Boards will be utilized in those cases when local KT Professional Standards Boards cannot be convened due to staffing limitations at the local site.  The recommended board will consist of either: (1) two kinesiotherapists and one physician or (2) two physicians and one kinesiotherapist.  A Central Office Professional Standards Board for Kinesiotherapy shall consist of either: (1) a qualified kinesiotherapist on the PM&R Program Office Staff, the KT representative to the PM&R Field Advisory Board, and a physician or (2) in the absence of a qualified KT among the program office staff, two physicians and the Kinesiotherapy Representative to the PM&R Field Advisory Board.  This process is currently being finalized and will be officially announced at a later date.





	The Kinesiotherapy Advisory Board will attempt to update our clinicians in the field as this conversion process continues.

















Occupational Therapy


Hector Borrero, OTR


VAOPC Orlando, FL





I want to take this opportunity to thank Susan Parker and Dyanne Havner, whose term on the VHA Occupational Therapy Advisory Council ended on October 1.  Dyanne was the chairperson of the OT Council for the past three years and due to her experience, she has consented to stay with us as a senior advisor.  I would also like to take this opportunity to welcome the two new members appointed to the OT Advisory Council:  Pam Bergbigler, Mountain Home VAMC, and Mercedes Gross, Puget Sound (Seattle) VAMC.





I am happy to announce the following accomplishments, as a result of hard work from the OT Council during the past year: 


Two mail groups, OT Point of Contacts and the OT Mental Health Practitioners, were established.  These e-mail groups will facilitate dissemination of information and interaction among occupational therapists in the field nationwide.


The OT survey was completed with 65% participation nationwide.  Some very useful information affecting the practice of occupational therapy in the VA nationwide was gathered.  The OT council will gradually release the results of the survey to the field during quarterly OT conference calls.


Quarterly national calls were established.  Our first call was very successful in prompting discussion and participation from the field.  Our next conference calls are scheduled on the third Thursday at 11 A.M. Eastern Time for the months of February, May, and August of 2004.


AOTA online training was begun – first time the AOTA and the EES in a shared effort were able to offer continued education online.  Since the length of each course and the cost varied considerably, only 144 participants were able to register this past year.  However, do not get discouraged if you were not selected, since it was on a “first come-first served” basis.  Those that were not selected will have priority for this year.  Soon, we will be informing you about the new courses that will be available for the field this year. We will continue to encourage these efforts to promote skill enhancement and learning experiences to the field, in order to serve our veterans with the latest techniques and research knowledge.





As you may be aware by now, the President signed PL 108-170 on December 6, 2003, that includes occupational therapy assistants among other occupations into the Hybrid Title 38.  The Advisory Council, as well as Sheila Long, Kathy Orts, Mary Spangler, Lisa Boyajian, Cynthia Heinl, and Glenda Pruner, have stated an interest in participating in a work group to develop the qualification standards for OTAs.  The field will be kept informed as the process evolves.





 	As a quick reminder, our Occupational Therapy Advisory Council is comprised of the following individuals:





� HYPERLINK "mailto:Hector.Borrero@med.va.gov" ��Hector.Borrero@med.va.gov�


� HYPERLINK "mailto:Candace.Kim@med.va.gov" ��Candace.Kim@med.va.gov�


� HYPERLINK "mailto:Maria.Rodrigues@med.va.gov" ��Maria.Rodrigues@med.va.gov�


� HYPERLINK "mailto:Susan.Home@med.va.gov" ��Susan.Home@med.va.gov�


� HYPERLINK "mailto:Mercedes.Gross@med.va.gov" ��Mercedes.Gross@med.va.gov�


� HYPERLINK "mailto:Pamela.Bergbigler@med.va.gov" ��Pamela.Bergbigler@med.va.gov�




















Physical Therapy


Brian Murphy, MPT


VAMC Salt Lake City, UT





	I hope everyone has had a safe and healthy winter.  Here in Salt Lake City, we have been buried under record snow falls since the day after Christmas.   It was nice to have a break in February to attend the APTA’s Combined Sections’ Meeting in Nashville, Tennessee.  Attendance this year was in excess of 7,000 and included a large number of very high-quality presentations.  During the meeting, the VA Section Board of Directors did a site visit to the Nashville VAMC, where we were warmly greeted and given a tour of the facility.  The Board likes to take opportunities like this to enable people at the local medical centers to put faces to the names they see on e-mails.





One potentially exciting topic came up for discussion at the VA Issues Forum.  This Forum provides an opportunity for the small number of VA members who attend the national meetings to speak directly with the Board on issues with which they are dealing.  This year we invited a U.S. Army physical therapist, who recently returned from Iraq, to give a presentation on the role of physical therapists in the Afghanistan and Iraq conflicts.  His presentation was entitled, “Sports Medicine on the Battlefield.”  We had over 100 people in attendance for a very interesting and thought provoking presentation.  We were informed that the widely viewed video of Army Rangers jumping into Afghanistan at night included one physical therapist.  The Army has now assigned a PT to each Ranger Battalion, Special Forces Group, and other unspecified areas. This truly represents a fantastic advancement for our profession!





	Following this presentation, the senior leadership in DOD representing physical therapists approached me about the possibility of expanding the VA Section of APTA to include all Federally employed physical therapists: VA, DOD, Public Health, etc.  At the VA Section Business Meeting, a motion was proposed and passed to charge the Board to explore this possibility with APTA and the other stakeholders.  Look for more on this potentially very exciting development.





	There is much going on at the moment on several fronts in VHA.  One item you may not have heard much about yet is the conversion of several professions, including PTA, COTA, and KT from Title 5 to Quasi-Title 38.  This was done because of the great difficulty some areas across VHA have in hiring new staff and retaining current staff.  Title 38 allows for greater flexibility in special salary rates and other areas that should result in improved hiring ability.  As a result of this change, a great deal of work will have to be done to update the PTA Qualification Standards, perform a job analysis, and do other tasks related to this project.  A work group from the field has been established that includes: the VHA PT advisory council, as well the following individuals: Andrew Robertson, CPTA (Topeka), Angela Bailey, PTA (Salt Lake City), and Lisa Gillespie, PTA (Bronx).  We will do our best to keep everyone informed as we move forward with this important matter. 





	As always, if any of you have questions or concerns please feel free to contact me at � HYPERLINK "mailto:brian.Murphy@med.va.gov" ��brian.Murphy@med.va.gov�.  I’m happy to help, or at least point you in the right direction.








	





Recreation Therapy


Carla Carmichael, Deputy Director, VACO


Baltimore VA HCS





Upcoming Events





ATRA Mid-Tear Professional Issues Forum 


Albuquerque, New Mexico


March 27-30, 2004


� HYPERLINK "http://www.atra-tr.org" ��www.atra-tr.org�





Marieke Van Puymbroeck, MS, CTRS, Recreation Therapist, has been selected as VA Pre-doctoral Associated Health Rehabilitation Research Fellow. The VA Office of Academic Affiliations in collaboration with Rehabilitation Research and Development Service sponsors up to six pre- doctoral-associated health rehabilitation research fellowships each year.  In 1994, Ms. Puymbroeck received a Bachelor of Science Degree from Longwood College and a Masters of Science Degree from the University of Florida in 2001.  Ms. Puymbroeck will be working with Dr. Pam Duncan, a highly respected researcher at the Rehabilitation Outcomes Research Center in Gainesville, FL.





Florida Gulf Coast University is now offering a Master of Science (MS) degree in Geriatric Recreational Therapy.  For additional information about this program e-mail � HYPERLINK "mailto:lbuettne@fgcu.edu" ��lbuettne@fgcu.edu� .


 


Educational opportunities – Series C: Maintaining Quality Programs in the Mental Health Setting: April – June:





Session C1: Post Traumatic Stress disorder


Session C2: Sexual Trauma and Recreation Therapy


Session C3: Utilizing Principles of Cognitive Behavioral Therapy within Recreation Therapy.  





For more information contact Carla Carmichael at (410) 605-7550 or � HYPERLINK "mailto:carla.carmichael@med.va.gov" ��carla.carmichael@med.va.gov�.


PM&R Physicians


Cathy Cruise, M.D.


VISN 3, Northport, NY





VA Physiatry in 2004: Thinking Outside the Box





The opportunities for VA physiatrists continue to grow. We must all work together to further the rehabilitative care of veterans. We must think “outside the box” to increase our efficiency, flexibility, and value within VHA. Below is an update of several important topics for all VA physiatrists.





PM&R Physician Conference Calls:





Monthly PM&R Physician Conference Calls are held on the fourth Monday of every month at 3:00 P.M. Eastern Time.  The call-in number is 1-800-767-1750 access code 49315.  These calls are open to all PM&R physicians and are meant to be an open forum for the expression of concerns and the sharing of ideas.  We welcome and encourage physiatrists in all positions within our PM&R Services to participate. Through your input, the PM&R Program Office can be made aware of your needs and be in a better position to respond to them.  Without your input, the Program Office may not know of relevant local issues and cannot assist.  Further, the more participation and input, the more worthwhile these calls will be for everyone.  Issues of great importance that have been presented and addressed on recent calls include the ordering of prosthetic and orthotic devices, systems of referral to physical and occupational therapy, physician re-certification of therapy orders, and chiropractic care.





Advance Clinic Access:





The Advance Clinic Access principles, as they relate to rehabilitation, allow physiatrists to think “outside the box” in terms of clinic profiles and therapy referral processes.  By working innovatively with related Services such as Podiatry, Orthopedics, Neurology, and Rheumatology, we can promote the values of physiatry while improving the timeliness of care.  Further, close work with Primary Care can open the door to new pathways for clinic processes. It is clear that there are a variety of systems in place throughout the VA nationwide.  This is very fortunate, as it provides us with best practices from which we can all learn.  Of course, all successful changes in clinic structure can only be achieved through close collaboration with our entire interdisciplinary team.





Prosthetic and Sensory Aids Services:





It is imperative that PM&R Services across the country work closely with local Prosthetic and Sensory Aids Services. Just as PSAS is a resource to us in obtaining adaptive equipment and assistive devices, we are a resource to them in determining which items to stock and in what quantities. While Clinical Practice Recommendations are being developed in many categories, our input is critical to the process at the local level. Many issues regarding Prosthetic and Orthotic Clinics, Wheelchair Clinics, and major medical equipment have been brought up on our physician calls. It has been very helpful to hear how rehabilitation teams all over the country have dealt with these issues.





Tele-Rehabilitation:





Tele-rehabilitation offers exciting ways to deliver rehabilitative care. Through remote clinic access, PM&R Services in rural areas have been able to provide devices and services to veterans who might otherwise have been unable to attend a PM&R clinic due to inability to travel. For some, this has meant the ability to remain independent. In developing systems of remote clinic access, PM&R is very fortunate to have strong interdisciplinary teams whose members can work together to make remote evaluations as comprehensive as possible.  Further, home telehealth applications can make functional assessments and equipment delivery possible. This may result in the prevention of falls and intervention when social support systems change.


Rehabilitation Outcomes Research Center:





The Rehabilitation Outcomes Research Center (RORC) located in Gainesville, Florida, offers a wonderful resource for VA physiatrists and rehabilitation teams interested in research. Directed by Pam Duncan, Ph.D., the RORC is the first jointly funded VA HSR&D and RR&D center.   The overall mission of the RORC is to enhance the quality and efficiency of rehabilitation services throughout VA.  Currently the main research areas include evaluating, developing, and integrating clinical administrative data to evaluate structure, process, and outcomes of rehabilitation services, advancing outcome measurement in central nervous system damage in rehabilitation, developing field-based assessments looking at veterans who have survived stroke, and evaluating care coordination through home telehealth, with a particular focus on veterans who have survived a stroke.  All physiatrists who are interested in any of these research areas are encouraged to contact Dr. Pam Duncan or Dr. Neale Chumbler at the RORC.





It is essential that as physiatrists we work together to strengthen our PM&R Services nationwide through closer communication and collaboration. If we put all of our heads together, we can develop innovative strategies, which will allow us all to succeed as we move forward within VHA.






































	





	





For CIIRPs, this would not include programs, which have been recently opened or reactivated. When a new CIIRP is begun, the program needs to achieve CARF accreditation within 18 months.





The VHA – CARF Memorandum of Understanding was signed by the VA Undersecretary for Health and the CARF CEO in February 1996. While VA rehabilitation programs at that time were reporting outcomes and measuring efficiency and effectiveness, program officials needed something that would determine if VA was providing rehabilitation care which was equal to or better than community care. Thus it was determined that a systematic external peer review was needed, which would insure consistent care based on appropriate stakeholder involvement and strategic planning.





VHA felt that the standards and guidelines published by CARF would offer medical center directors a benchmark by which to assure quality rehabilitation programs. Thus VHA chose CARF because those standards provide a consistent template for governance and strategic planning. It would also cause an evaluation of cost effectiveness and efficiency of care, as well as review patient safety and risk management systems.





Thus, in 1997, a major training initiative began to help VHA staff  prepare for a CARF survey.  From 1997 to the end of 2003, close to 1,700 VHA employees have received CARF training.  Recently, VHA’s Chief Patient Care Services Officer, Thomas V. Holohan, M.D., cited Nathan Clayton, the national Employee Education Service coordinator for this training, stating “your leadership of the training component has significantly contributed to the success of the VHA-CARF partnership.”  With the intent of the MoU met, centralized funding for CARF training came to an end on Dec. 31, 2003.





The first VHA CIIRPs to be surveyed were in 1996, and included Albany, Tampa, and Knoxville. There are now 41 CARF accredited CIIRPs, with two additional new or reactivated CIIRPs who hope to be accredited in 2004, plus one or two CIIRPs in the initial planning stages. There are four lead TBI centers.  We also have two programs accredited for outpatient medical rehab, and one for interdisciplinary pain.  Neither program is required to be accredited, but it is certainly encouraged. All VHA programs that have been surveyed have achieved accreditation.  None have failed.





VHA is committed to providing specialized treatment and quality rehabilitative care to veterans with disabilities. This is a significant accomplishment for VHA, and one of which we can all be proud.  It shows our consumers, public officials, and the general public that our VHA rehabilitation programs meet or exceed recognized standards of quality, which veterans expect and deserve. 
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A Word from the Director


Barbara Sigford, M.D.





Greetings from the Program Office.  I would like to take this opportunity to update you on the work of the Pre/Post Amputation Care Workgroup.  This group has been meeting regularly by teleconference to develop plans and strategies to improve amputation care across the continuum.  The group has identified and has been addressing issues in the areas of clinical care, prosthetic and orthotic labs, new technology, outcomes, and research.  





In the area of clinical care, the group has worked to revise the Amputee Clinic Team Handbook, is working to improve the coordination of care, and is developing a directory of amputee care services in the VA to aid transition of care for new combat wounded patients.  An intensive literature review is underway which will allow us to identify best practices.  


The subgroup addressing prosthetic/orthotic labs is identifying currently accredited labs and personnel as well as identifying appropriate time frames for timely prosthetic services and a means to track and report this data.  


The subgroup charged with looking at new technology is focusing on identifying a system to remain abreast of technological developments in the field and assess their clinical utility and application.  They also will make recommendations on methods for ongoing education of professional staff and patients.  


The Outcome subgroup is working to identify pertinent outcomes to measure the quality of the care we provide to amputee patients.  They plan to identify measures of access, timeliness, costs, functional status, and satisfaction.  They will also identify ways to make outcome data easily accessible and useful to the field.


Finally, the Research subgroup is reviewing strategies to support an interface between research and clinical practice.  The group will be working to collaborate with Rehabilitation R&D in this endeavor. 





The Pre/Post Amputation Workgroup, as a whole, is to be commended for their timely work, which will be incorporated into a collaborative strategic plan involving Rehabilitation, Prosthetic and Sensory Aides, Podiatry, and Research.  The plan will be presented to the Deputy Under Secretary for Health as a guide to providing high quality amputation care throughout the VA.








	


 











(Continued on page 2)











American Medical Association


Physician’s Guide to Assessing and Counseling Older Drivers





This 226 page Guide is an excellent resource for physicians, driver rehabilitation specialists, and therapists who work with patients and families in determining an older person’s ability to safely operate a motor vehicle.  Individual state requirements are also presented.  These free guides are available in hard copies or CD at:





� HYPERLINK "http://www.ama-assn.org/ama/pub/category/10791.html" ��http://www.ama-assn.org/ama/pub/category/10791.html�








Tampa VA Blast Injury Program





Steven Scott, D.O.


Chief, PM&RS, VAMC Tampa, FL





Determining an Appropriate Rehabilitation Bed Unit Size





	The PM&R Office is frequently asked to provide input into the “right sizing” of existing or newly proposed bed units.  Projecting a reliable bed unit has always been difficult, because the appropriate number of beds is dependent upon the ability to project patient demand.  One must first determine the types and number of patients that could benefit from inpatient rehab care.





	Experience with the FSOD performance measure has enabled us to extract data from the Patient Treatment File specific to stroke, brain injury, L/E amputations, total knee and hip replacement, and hip fractures.  UDSmr reports that these patient populations constitute 68% of the case mix in VA and the private sector.  Additionally, Dr. Margaret Stineman’s research indicates that the FRG middle band (ST4-7) strokes achieve better outcomes if they are admitted to an inpatient rehab program.  By looking at the numerator data, we are able to isolate the number of middle band stroke patients at each location.  Using that data to project the right bed size, we have made the following assumptions.


The remaining 32% of the patient population consists of a mix of patients, and the average length of stay for this group would most closely approximate the “Debility” impairment category of the UDSmr system.


The Bed Day of Care (BDOC) figures are calculated by multiplying the number of cases by the average LOS figures for both the acute and subacute units in the VA.


An acceptable occupancy rate for the proposed bed unit is 85%, meaning that an additional 15% must be added prior to the final bed recommendation.





The table below is an illustration with fictitious data.  Our Memphis office has the FY03 numbers for most facilities that can be substituted into the calculation table to project the model for your facility.  If you would like to apply the model to your specific station, you may contact Cliff Marshall by e-mail or by calling 901-523-8990, Ext. 1-2508.  This is not a perfect model, but it is a start.





(Continued from Page 1)





The Veterans Health Initiative on Traumatic Brain Injury is now available at the following Intranet web address:





� HYPERLINK "http://vaww.sites.lrn.va.gov/vacatalog/cu_detail.asp?id=18006" ��http://vaww.sites.lrn.va.gov/vacatalog/cu_detail.asp?id=18006�





Following a technical trial, it will be available on the VA Intranet and Internet websites with all other Veterans Health Initiatives.








(Continued on Page 8)





Performance Improvement: Leisure Competency Measure (LCM)





Domenic D’Achille, CTRS


VAMC Northport, NY





Summary Statement: Through the use of the LCM, the treatment team has been able to demonstrate how data can be used to measure the effectiveness and durability of Recreational Therapy interventions. 


It falls to the expertise of a Recreational Therapist to use recreation and leisure as an intervention for change.  A concern for the recreation therapy profession is how to integrate leisure and recreation into the clinical environment, and more importantly, how involvement in leisure and recreation influences the achievement of positive health outcomes for the people we serve.  


Individuals with physical, social, cognitive, or emotional disabilities can benefit from involvement in recreational therapy.  However, subjective descriptions did nothing to improve the credibility of the profession. The challenge is to demonstrate how recreational therapy can significantly affect behaviors and improve leisure.





Analyze:	1.	Function – Assessment of Patients


2.	Dimension of Performance – Community Reintegration





In order to implement the Leisure Competence Measure, the CIIRP Treatment Team identified outcomes of importance to the veterans served on the unit, determined that these outcomes were achievable within the patient’s length of stay and were maintained following discharge from the program.  The outcomes were meaningful, predictable, measurable, and documented.  This meant that we needed a valid, reliable tool to measure targeted behaviors, attitudes, and knowledge. This is why we chose the LCM.





In order to measure the effectiveness of the treatment process, the members of the team asked questions about the person and their role in society at least three times during the rehabilitation process.





To establish baseline for predicted outcomes 


At discharge


At follow-up after discharge





 The VA uses the Functional Independence Measure (FIM) to measure outcomes related to the person’s ability to self-care.  It is the measure chosen by the VA and the basis for the Functional Status & Outcomes Data Base and the national performance measure for PM&R.  The LCM shares the same scoring system as the FIM and looks at leisure awareness, leisure attitude, leisure skills, community integration skills, cultural/social behaviors, interpersonal skills, social contact, and community-based participation. 


This tool provides a tremendous opportunity for Recreational Therapy Service to educate the treatment team about their unique role within the team and provide essential information about the effectiveness of the outcomes achieved. 





Collect & Organize Data: 





Data Source: Medical Record Recreational Therapy Assessment Note


Data Collection Method: LCM administered at admission and discharge. Three-month follow-up survey asking veterans if they are able to utilize community resources. 


Numerator:	 Number of patients with a positive increase in LCM score, number of veterans indicating use of their community.


Denominator:	All patients scored on the LCM and all patients who are available for interview three months following discharge.


Frequency of data collection:  At admission, discharge and 3-month follow-up.


Threshold: We wanted to find out if an average of five points is a “significant” change from admission to discharge on the LCM scale.  Kloseck, Crilly, & Hutchinson-Troyer published data on the LCM in 2001 (Therapeutic Recreation Journal, Vol. 35 No.1).  “It should be noted that the average change within each group was not large. Not all clients are deficient on all subscales of the LCM.”  The mean admission score for CVA in an inpatient setting was 5.85 and the mean discharge score was 6.42. (N=95).  That represents a change of 0.57 and, assuming the patients were scored on all eight subscales, would represent a total improvement of 4.56 points of change.  The team used five points of LCM change as a benchmark of significant change in the admission to discharge LCM score.


 


Design a New System:





In October 2001, the team decided to use the LCM to track outcomes in Recreational Therapy Service. The reasons for this were to define the clinical outcomes and to participate in an information and outcomes management approach to measuring results of care provided.





Assess if Improvement Has Occurred:





We collected data on 50 cases discharged between October 2001 and September 2002.





It is a fairly typical inpatient rehabilitation population: 18 % were CVAs, 12 % had other neurological issues such as MS, Parkinson's, etc., 8% were amputees (BK/AK), 38% were orthopedic (TKA, THA, Fractures), 24% were other medical issues, e.g., arthritis, pain, cardiac, debility, or medically complex.





(Average admission FIM score was 78.4


(Average Discharge FIM score was 110.7


(FIM change averaged 32 points. 


(Average LCM score on admission was 32


(LCM score on discharge averaged 37 


(Change averaged 5.0 points on the LCM from admission to discharge


(44/50 (88%) of patients showed positive increase in leisure competence as a result of participating in recreation therapy program.





Follow-up data indicated 88% of patients are followed 3-months post discharge.  Sixty-one percent of the veterans contacted answered that they were “…getting out of the house and participating in community activities.”  This represented a 6% increase over the previous year.





More recent data indicates that for the first three quarters of FY 2003, 76% of veterans surveyed three months after discharge are getting out of their homes and experiencing leisure in their communities. This is a direct result of recreation therapist interventions and involvement with the rehabilitation team.  For more information contact   Domenic D’Achille at (631) 261-4400, ext 7529.



































By the end of calendar year 2003, all of VHA’s rehabilitation programs appropriate for accreditation had been accredited by CARF, the rehabilitation accreditation commission. Those programs identified as appropriate for accreditation include rehabilitative spinal cord injury centers, comprehensive integrated inpatient rehabilitation programs (CIIRP), lead TBI centers, comprehensive blind rehabilitation centers, Health Care for Homeless Veterans programs (with staff of 4.0 FTE or more), and all Employment programs, such as CWT, TR (with staff of 4.0 FTE or more).








The chart shown above is provided by the Uniform Data System for Medical Rehabilitation (UDS).








(Continued from Page 4 – Recreation)
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