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Glenn A. Ramsey, M.S.


Rehabilitation Planning Specialist











Kinesiotherapy


Charles Gardner, RKT


VAMC Richmond, VA





I would like to take this opportunity to express my deepest gratitude to Arthur Robinson, RKT, and the Memphis Kinesiotherapy staff for all their hard work and efforts in bringing the 58th Annual Scientific and Clinical Conference of the American Kinesiotherapy Association to fruition.  The conference content was outstanding, and the quality of the speakers and educational sessions was exceptional.  As always, it is a pleasure to meet and socialize with our colleagues from around the country.





The Kinesiotherapy Advisory Board continues work on the remaining aspects of our profession’s conversion from Title V to Hybrid Title 38.  It is anticipated that this conversion process will be completed in October.  Again, I want to especially thank our Advisory Board members: Betsy Powers, Lorie Hansen, Mike Westmoreland, Doug Tuttle, and Bridget Collins for their contributions during this process.  Our new qualification standards are currently being reviewed and finalized.  Specific details of this conversion process will be forthcoming to our clinicians.





A Kinesiotherapy National Conference Call was held on Thursday, August 26th.  I would like to thank all the kinesiotherapists who participated.  The call was well received as a number of important issues were discussed.





My tenure as the KT representative on the PM&R Advisory Board will end after the upcoming PM&R Advisory Board meeting, which will be held in Richmond, September 28-29, 2004.  It has been my pleasure to serve in this capacity.  I have enjoyed the professional relationships as a member of this Board.  Special thanks go to all the Advisory Board members, but especially to Glenn Ramsey.  His expertise and support have been invaluable to me during the past three years as the KT representative.





I am pleased to announce that J.T. Magee will be the next KT representative on this Board.  J.T. is one of our future leaders in the profession of kinesiotherapy and will be an outstanding asset to the PM&R Advisory Board.	





Occupational Therapy


Hector Borrero, OTR


Orlando OPC, FL





First, I would like to welcome two new members to the National OT Advisory Council: Carol Cleven, OTR, and Lisa Boyajian, COTA.  Carol is the Chief of OT at the Minneapolis VAMC.   She has been with the VA since 1981, and was very instrumental in organizing the VA OT section meeting during this past AOTA Annual Conference in MN.  Lisa is our first Occupational Therapy Assistant on the council.  She has been a Subject Matter Expert for the conversion of OTA to Hybrid Title 38.  Her valuable participation and extensive knowledge in OTA practice are greatly appreciated in the development of the qualification standards for OTAs.





The conversion of the OTA qualification standards that began in January is now working its way to a second draft. The first draft was submitted to Central Office for review and was sent back with an action plan with some minor revisions to be made. The second draft is almost complete and will be sent back to Central Office and to AOTA. The goal date for this is September 3, 2004. Once the second draft is sent to the Steering Committee in Central Office, it will be sent through the other committees. The deadline to have the new qualification standards in place is October 1, 2004.





We are very happy to announce that almost half of the OT staff in the VA system (402 Therapists and Assistants) signed up to take an on-line course. There were not enough funds to accommodate everyone. AOTA received the registration sheets and have prepared the access sheets. John Jacobson sent this information on August 26, 2004, via an outlook message. Your site coordinator should guide you through this process.





The National OT Advisory Council is working closely with the American Occupational Therapy Association to strengthen our relationship for future changes of the profession and unite in efforts to guide our practice.  I encourage every OT and OTA to consider becoming members of the AOTA.  AOTA representatives Chuck Willmarth, Frank Gayner, and Elizabeth Messner were present during our last national quarterly call and informed the participants about the benefits of membership.  Everyone is welcome to freely access and explore the AOTA website including the membership section by going to � HYPERLINK "http://www.aota.org" ��www.aota.org� and in the log in section type in “freepass” with no password. 





Finally, I would like to hear from the field on issues or concerns that need attention or follow-up by the National OT Advisory Council.  My e-mail address is � HYPERLINK "mailto:Hector.Borrero@med.va.gov" ��Hector.Borrero@med.va.gov�.  I will be representing OT at the PM&R Strategic-planning meeting to be held in Richmond, VA, on September 27-29, 2004.   At the present, some of the issues are the role of OT in mental health practice, CPT codes, qualification standards for OT and OTA, and productivity guidelines.  For your information, future national OT quarterly calls are scheduled as follows:  Nov. 18, 2004, Feb. 17, May 19, and Aug. 18 in 2005.  The calls will be at 11:00 a.m. Eastern time. I will be sending reminders with the access code a week prior to each call.














Physical Therapy


Brian Murphy, MPT


VAMC Salt Lake City, UT





As summer turns to fall in Salt Lake City, we are beginning to see the signs of this change in the trees on our campus and the mountains above us.  As I looked out my window at this scene, it reminded me about change that I have seen in the VA over the past few years.  It also reminded me that while some changes are very rapid, others are very slow and sometimes arduous.  It is in this vein of thinking that I would like to discuss some of the changes that we have experienced and some that are yet to occur.





For those of you who have been with the VA for a number of years, this will be a brief history lesson.  For those of you relatively new to VA, this may come as something of a surprise.   As recently as CY 2000, the physical therapists in VHA operated largely in a vacuum, apart from one another, and with very little in the way of coordinated or facilitated communication.  There was little in the way of available education targeted toward us from a national level.  It appeared that often decisions were made that impacted our profession without the input of the people who would be affected.  Today, we are a group of professionals that numbers in excess of 1,000.  We have a national e-mail distribution list that is widely used to facilitate communication and the dissemination of ideas.  We have a monthly National PT Conference Call that typically has 40-50+ medical centers participating each month.  For the past two years we have had targeted funding from the Employee Education System to offer FREE on-line training from the APTA.  Today, we have a VHA Physical Therapy Advisory Council that is filled with highly motivated, forward thinking PTs who have a voice and who are listened to by PM&R Central Office, the Rehab SHG, and the VA as a whole.  All of these changes to enhance communication, training, and representation are critical for us in times of great change in the way that VA, and the health care community as a whole, delivers patient care.  It is imperative that we take the opportunity to lead change rather than simply react to it.  I am happy to say that there are a number of you who are doing just that, but we need more.  We need physical therapists that are members of the APTA and the VA Section that are willing to take on leadership roles.  I have just over one year left on my second term as President, Section on Veterans Affairs, APTA, and then I will have to step down due to term limits.  Several other members of the Board of Directors are in similar positions, and we are looking for the next group of professionals to assume these roles.  I encourage each of you to consider stepping up and helping to move the profession forward in the coming years.





While the changes I have outlined happened relatively rapidly, others have still not come to fruition.  A new, more up-to-date, Physical Therapist Qualification Standard has still not been approved, though a draft was completed over three years ago.  HR tells me it is now under review.  We still have work to do on the new PT Assistant Qualification Standards as well, though much work has been done.  I have received feedback from the field that tells me that we still have multiple challenges to delivering quality care in a manner consistent with the Guide to Physical Therapist Practice and practitioner licensure.  Pressures in this area are likely to increase as the VA turns more and more to third-party payers for reimbursement because the Guide is being used more and more by these providers to determine what constitutes professional physical therapy services.





Finally, I would like to take a moment to note that the positive changes I mentioned would not have been possible without the leadership of John Jacobson in the PM&R Program Office and the willingness of Drs. Bates, Sigford, and Beck to embrace change.  I want to thank them, and all of you, for the opportunity to serve as Chairman of the VHA Physical Therapy Advisory Council and the opportunity to assist in bringing this community of professionals together.  I am pleased to announce that effective October 1, Jonathan Glasberg will be assuming the duties as Chair.  I look forward to his leadership and vision for our profession as we continue to strive to deliver the best quality care to America’s veterans.














RECREATION THERAPY


Carla Carmichael


Deputy Director, CACO


Baltimore HCS, MD





ATRA Annual Conference – VA Institute





 	The VA will sponsor an all day institute at the American Therapeutic Recreation Association Annual Conference on Thursday, September 30, 2004. The session will be provided complimentary to the first 50 VA employees to register.  Interested VA employees can e-mail � HYPERLINK "mailto:carla.carmichael@med.va.gov" ��Carla.Carmichael@med.va.gov.�   The all day training will provide information on the delivery of therapy services in the Department of Veterans Affairs – Veterans Health Administration (VHA). The session will explore the structure of services and clinical treatment interventions provided by recreation/creative arts therapists to our nation’s veterans and beneficiaries. The topics will address: Data Management- Capturing Workload, National Rehabilitation Special Events, Recreation National Advisory Board, Evidence Based Practices, and History of Recreation Therapy in VHA. The speakers are well known in the field of therapeutic recreation throughout the VA system.





The Recreation Advisory Board is looking for a Recreation or Creative Arts Therapist who is interested in serving on the National Recreation Therapy Service Advisory Board.  The appointment is a collateral assignment that will consume a minimum of 25 percent of the member's work time.  Board members will not receive salary supplements and selection will be based on a.) professional credentials; b.) a minimum of 10 years experience in the Recreation or Creative Arts Therapy profession; c.)  exemplary contributions to the Recreation or Creative Arts Therapy profession on the national, regional, state or local levels.   Selection will be subject to concurrences of the respective Medical Center Director and immediate supervisor. For more information contact Chair, Recreation Therapy Advisory Board, � HYPERLINK "mailto:David.Otto@med.va.gov" ��David.Otto@med.va.gov� .


PM&R Physicians


Cathy Cruise, M.D.


VISN 3, Northport, NY





Update on Tele-rehabilitation





The Tele-rehabilitation Field Workgroup held its first meeting by conference call on August 2. Dr. Adam Darkins, Chief Consultant for the Office of Care Coordination, and Dr. Barbara Sigford, National Director of the Physical Medicine and Rehabilitation Program, welcomed everyone. Members from the group then reported on the Tele-rehabilitation projects within their VISNs. The group is very enthusiastic about moving forward with the development of a Tele-rehabilitation Toolkit and a Tele-rehabilitation website. Additionally the group looks forward to strategic planning regarding both home and clinic tele-rehabilitation applications. 





Advances in VHA Tele-rehabilitation will be highlighted through two posters presented at the American Academy of Physical Medicine and Rehabilitation annual meeting in Phoenix this fall. One poster will highlight tele-rehabilitation clinic applications while the other will focus on home tele-rehabilitation applications. Anyone interested in helping with these presentations should contact Cathy Cruise MD and/or Barbara Sigford MD.


 


Additional information on Tele-rehabilitation may be gained by viewing a taped version of the Tele-rehabilitation satellite broadcast, which originally aired on June 10, 2004. Anyone interested in being part of the Tele-rehabilitation Field Workgroup may contact Cathy Cruise, M.D. or John Peters (Telehealth CO) by Outlook. 











     Severe traumatic brain injury (BI) results in altered consciousness of varying duration and is described by three sub-syndromes: coma, vegetative state, and minimally conscious state.  Standard medical treatment and rehabilitation provided during coma recovery are based largely on pre-clinical evidence and/or clinical observations reported in case studies.  This is due, in part, to limitations in measuring meaningful treatment effects and outcomes after severe BI.  Medical and rehabilitation management during coma recovery have been, until very recently, hampered by an inability to evaluate neurobehavioral functioning, detect changes within and between these states, and detect and measure treatment effects.  





     Dr. Theresa Pape, a career development awardee with Rehabilitation Research and Development service, and Dr. Sandra Lundgren have worked closely with clinicians at the Minneapolis VAMC since 1997 to develop the capacity to evaluate neurobehavioral functioning during coma recovery. Drs. Pape and Lundgren and their colleagues developed the Disorders of Consciousness Scale (DOCS) to produce a reliable and valid measure of neurobehavioral functioning in a patient who is unconscious.  The DOCS is a bedside evaluation (Pape 2004a) conducted by allied health therapists who received two hours of training. It was designed to detect subtle changes in neurobehavioral functioning during coma recovery and to measure treatment effects (Pape 2004b) within and between the states of altered consciousness.  





Dr. Pape recently concluded her study of 95 persons with severe BI.  The findings indicate that a single DOCS measure, derived from 23 test stimuli administered in 30 minutes, is highly predictive of the recovery of consciousness up to one-year after severe BI.  The findings indicate, for example, that those patients with a DOCS measure of 48 or higher within the first 94 days of injury have a 75% chance of recovering consciousness within 154 days of injury (Figure 1).  





     The results currently are limited to two prediction contours (Figure 1) because of the small sample size.  Drs. Pape and Lundgren and their colleagues are planning to continue this research so that the probability of a patient recovering or not recovering consciousness can be plotted according to 10 unit changes in the DOCS measure.  They also plan to examine the usefulness of the DOCS measures in predicting other functional outcomes one and two-years after injury, thereby increasing the precision of prognoses.  Dr. Pape also was recently awarded an advanced career development award to use the DOCS measure in a clinical trial comparing two treatments during coma recovery.  Dr. Pape will be comparing transcranial magnetic stimulation (TMS) and methylphenidate; she will be using the DOCS, functional magnetic resonance imaging, quantitative electroencephalography, and motor evoked potential thresholds as measures of treatment effects.  Subject recruitment for phase 1 is planned to start in February 2005.





Figure 1: Probability of Recovering Consciousness Up to 1-Year after Injury (n=55)





� EMBED Excel.Chart.8 \s ���





Pape T L-B, Heinemann A, Kelly JP, Hurder AG & Lundgren S (in press: 2004a). A Measure of Neurobehavioral Functioning after Coma-Part I: Theory Reliability and Validity of the Disorders of Consciousness Scale, Journal of Rehabilitation Research and Development, 41:6, Nov/Dec.





Pape T L-B, Senno R, Guernon A & Kelly  J  (in press: 2004b). A Measure of Neurobehavioral Functioning after Coma-Part II: Detection and Measurement of Meaningful Effects during Coma Recovery, Journal of Rehabilitation Research and Development, 41:6, Nov/Dec.
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Post-Deployment Screening for Brain Injury





Gretchen C. Stephens, MPA, OTR/L


National TBI Coordinator





TBI Research Update





Theresa Pape, Dr.PH, MA, CCC-SLP/L


Sandra Lundgren, Ph.D., ABBP





A Word from the Director


Barbara Sigford, M.D.





The summer is drawing to a close and the Field Advisory Board is preparing to meet in Richmond at the end of the month.  This will provide us an opportunity to review the progress made by our field based work groups over the course of the past year, as well as to discuss new concerns and issues raised by those of you in the field.  Be sure to communicate with your discipline representatives so that we can develop our strategic plans and work groups to address as many of your concerns as possible.





  	Three of our major workgroups, the Pre- and Post-Amputation Care workgroup, the Rehabilitation and Geriatrics workgroup, and the TBI Strategic workgroup have just completed successful meetings in the past two months.  The Pre- and Post-Amputation and the TBI Strategic workgroups focused their efforts on defining the scope of care for these special populations that should be provided within the disciplines of PM&R.  Both groups are currently working on documents in the form of a Handbook that will be distributed to the field and will reflect the expected system and standard of care for these groups.  The goal of this endeavor is to ensure a consistent standard of care for veterans who have sustained an amputation or traumatic brain injury throughout the VHA healthcare system.  This is particularly important in our current environment with the return of persons who have been injured in combat or training for combat.  The Rehabilitation and Geriatrics workgroup is also working to develop a Handbook that will help to delineate the provision of rehabilitation services throughout the continuum of care.  Our colleagues in GEC are particularly interested and supportive of this project, as it will serve to define and strengthen the quality of rehabilitation services provided on our Nursing Home Care Units.  We have spent the year defining terms and settling on a common language, identifying key components to the continuum, grappling with quality and outcome measures, and discussing potential directions for research.  





	There are a few other items of note I would like to mention.  There are more and more investigators interested in multisite research studies.  I would like to encourage those of you who are considering such a study to include in your funding requests some support for the sites that you plan to include.  Expectations of PM&R staff are growing rapidly and any assistance for participation in research would be greatly appreciated.





Also, I expect that the PM&R Program Office will be collaborating with Cardiology to review and make recommendations about cardiac rehabilitation in the coming year.  I know that many of you have cardiac rehabilitation programs, but there is concern from cardiology that there is not a consistent provision of these services throughout the VA.  I expect that we will be defining the expectations for these programs and providing education as needed. 





 Finally, thanks to some of our colleagues with interest and experience in tele-rehabilitation, two posters reflecting VA work in this area will be presented at the national meetings of the American Association of PM&R in Phoenix in October.  These posters will showcase the work being done in Gainesville, Denver, Seattle, Kansas City and Poplar Bluff, and Marion, Illinois.  There will also be a meeting of VA physiatrists on Saturday, October 9th from noon to one at the Phoenix meeting.  Check your schedules for the room.
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Envision ICF’s Impact on Health Care Delivery – The Procedural Manual and Guide for a Standardized Application of the ICF





John M. Jacobson, M.S.


Rehabilitation Planning Specialist
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Through the use of the Leisure Competency Measure (LCM), Recreation Therapy Service at Northport has been able to demonstrate how data can be used to measure the effectiveness and durability of Recreational Therapy interventions.  Our challenge was to demonstrate how Recreation Therapy could significantly affect behaviors and improve use of leisure.


  The team collected data on 227 cases discharged between October 2001 and August 2004.





The patient population is a fairly typical inpatient rehabilitation population: hip & knee replacements or fractures (45%), stroke and other neurological problems (17%), debility (weakness) (17%), cardiac and pulmonary problems (9%), pain (6%), and amputation (5%).





During Fiscal Year 2002:


Average Admission FIM score was 78.4


Average Discharge FIM score was 110.7


FIM Change averaged 32 points.





During Fiscal Year 2003:


Average Admission FIM score was 65.8


Average Discharge FIM score was 108.8


FIM Change averaged 40.3 points





During Fiscal Year 2004:


Average Admission FIM score was 68.5


Average Discharge DIM score was 109.7


FIM Change averaged 41.2 points





LCM scores on admission averaged 32 points out of a possible score of 56.


LCM scores on discharge averaged 37 in September 2002.





Change at that time averaged 5.0 points on the LCM from admission to discharge.  


Follow-up data from MedTel Outcomes for FY- 02 indicated 88% of patients were followed three months after discharge to see if they maintained functional gains.  Average Total FIM score was 110.3 compared to a benchmark score of 106.  Sixty-one percent of the veterans contacted self-reported that they were “…getting out of the house and participating in community activities.”  This was an improvement from the previous year’s data (FY-01) where only 55% of veterans followed up indicated participation in their community of choice.  This also provided the team with a performance improvement goal. 





Follow-up data for FY-03 indicated 83% of patients were followed three months after discharge to see if they were still functioning well.  Total FIM score was 112.11 compared to a benchmark score of 109.34.  Average satisfaction with care provided was 3.89/4.00 with a benchmark of 3.57/4.00.  This year during the follow-up interviews, 75% of the veterans contacted answered that they were “…getting out of the house and participating in community activities.” This represents an improvement from the two previous year’s data where only 55% and 61% of veterans followed up indicated participation in their community of choice.  





Follow-up in October 2003 indicated that LCM change on average has increased from 5 points to 6 points from admission to discharge.  More importantly, 96% of patients (132/138) were showing positive increases in LCM as a result of participation in the Recreational Therapy Program on the Comprehensive Integrated Inpatient Rehabilitation Program (CIIRP).





We now have data on 227 cases.  Of these 227 cases, 219 achieved positive change in LCM scores (96%) as a result of participating in the Recreational Therapy program.  More significant is the fact that in FY-03, LCM change average 6.45 points for the patients discharged from the CIIRP.  So far in FY 04, patients are averaging 6.1 points of change in Leisure Competence.  For more information contact Domenic D’Achille at 631 261-4400, ext 7529.














FY-05 Performance Measure Thresholds Set





Cliff Marshall, M.S.


Rehabilitation Planning Specialist





The VACO Performance Measurement Work Group (PMWG), after discussions with our program office, has determined the new performance measure threshold values for FY-05.  As you recall, the FY-04 VISN threshold levels for the FSOD performance measure were 65 % to pass and 70% to reach the exceptional level of performance.  After much discussion, the PMWG recently announced that the FY-05 threshold levels for our measure have been set to a 76% passing level and 80% for an exceptional level.





Although these new levels are high, they are attainable.  Simply by reviewing the most recent FY-04 Performance Measure Summary Report, please note that six VISNs are already at the new exceptional level of 80% or better, and an additional five VISNs have already reached the new passing level of 76% or better.  A total of 11 of the 21 VISNs are already at or above the required levels of achievement for next year.  Most importantly, I am very confident that every VISN will be at or well beyond the FY-05 passing level of 76% by the close of FY-04. The message then is clear: “Stay the course.”





The measure itself remains exactly the same as last year with the exception of the new threshold levels.  The single most problematic area of our performance measure is the coding of the chronic stroke patients who are being admitted to the Extended Care bed sections of your medical center.  Many of these patients are being admitted “for rehab” which leads the coder to use the V57 code.  By coding them as such, these patients will qualify for the performance measure denominator if they have a stroke code listed as one of their secondary codes.   If you have not done so already and your Extended Care bed section scores on the performance measure are low, I would strongly encourage you to meet with your coders and discuss the possible use of the 438 code instead of the V57 code.  The 438 code indicates that the patient is being admitted due to “late effects of a stroke”.  The 438 code, when used as the admission and discharge code, will not qualify the patient for the performance measure.  Oftentimes, a meeting of this nature leads to a similar discussion with the patients’ admitting and discharging physicians because the change may need to be made at their end. 





During our discussions with the PMWG, we expressed the concerns many of you have concerning the widely used practice of passing VISN threshold levels down to facility thresholds of performance.  The PMWG understands that this practice oftentimes causes problems for those of you at smaller facilities where the sample size is small.  This is especially problematic early in the report year when everyone’s numbers are down.  The PMWG has given us assurances that they will work with any VISN or facility office where this issue is especially difficult for us.  





If you have any additional questions regarding the new threshold levels for FY-05 or for the workings of the performance measure, please feel free to call or e-mail my office.  

















2004 National Rehabilitation 


Awareness Celebration


September 19 – 25, 2004





Join the Celebration


�





As our military service members return home, they may be seeking care from their local VA medical centers.  The Physical Medicine and Rehabilitation Program Office suggests that these individuals should be screened for brain injury, particularly if he/she or family members have noticed problems with headaches, memory, concentration, irritability, etc.  Symptoms following a mild brain injury are more difficult to discern and therefore it is important to consider this possibility when responding to consultation requests.  The following tool may be useful in assessing brain injury.  These are screening questions developed by the Defense and Veterans Brain Injury Center (DVBIC) at Walter Reed Army Medical Center and are used in their standardized post-deployment screening.  A second tool, the Brain Injury Guideline Reference Card, will be posted on the PM&R Website at:  � HYPERLINK "http://vaww1.va.gov/health/rehab/SpecProg_TBI.htm" ��http://vaww1.va.gov/health/rehab/SpecProg_TBI.htm� We are sharing these tools to assist you with identification of possible undiagnosed brain injuries and to facilitate access to appropriate evaluation and treatment.














Post Deployment Injury Questionnaire








Did you have any injury(ies) during your deployment from any of the following? (Check all that apply):





Fragment


Bullet


Vehicular (any type of vehicle, including airplane)


Fall


Blast (Improvised Explosive Device, RPG, Land mine, Grenade, etc.)


Other specify: __________________________________________








Did any injury received while you were deployed result in any of the following? (Check all that apply):





Being dazed, confused or “seeing stars”


Not remembering the injury


Losing consciousness (knocked out) for less than a minute


Losing consciousness for 1-20 minutes


Losing consciousness for longer than 20 minutes


Having any symptoms of concussion afterward (such as headache, dizziness, irritability, etc.)


Head Injury


None of the above








Are you currently experiencing any of the following problems that you think might be related to a possible head injury or concussion? (Check all that apply):





( Headaches					( Ringing in the ears


( Dizziness					( Irritability


( Memory problems			( Sleep problems


( Balance problems			( Other __________________________ 








	The PM&R Program Office has been working for several months with Mary Johnson, RHIT, CCS-P, and Rebecca England, RHIA, of the Health Information Management Service (HIMS) National Coding Council, along with the Chief Business Office (CBO) to provide guidance to the field on various issues dealing with documentation of rehabilitation services.   Most Medicare supplemental insurance plans such as AARP and others require the VA to follow the Centers for Medicare and Medicaid Services (CSM) documentation requirement when submitting claims for payment.  Such requirements include:


Establishing an initial plan of treatment demonstrating the medical necessity for the therapy services with the expected goals and outcomes stated.   Additional components include diagnosis, type of therapy planned, frequency of services, and duration of services.   The referring physician or physician extender certifies the initial plan of treatment.


Re-certifying the plan at 30-day intervals to ensure the continued necessity and benefits to the patient.


Conducting a face-to-face encounter with the “certifying” clinician at the 60-day point from the beginning of therapy and 30-day visits from that point forward.





It should also be noted that a plan of care might not be the only requirement in order to bill for rehabilitation services.  Many third party carriers will require pre-authorization.  If pre-authorization is required but not obtained prior to commencement of therapy, there is a reasonable expectation that the service will not be covered or will be paid at a reduced rate.  Medicare and others may also set ceilings on the amounts they will pay during the course of the year for rehab services.  These rules are based on the individual carrier and the plan purchased by the patient.  An additional requirement for rehab services is the presence of a signed and dated order from the physician or physician extender.





More specific guidance will be forthcoming later this month via a FACT Sheet prepared by Rebecca and Mary in conjunction with our program office and the Chief Business Office.  This � HYPERLINK "http://vaww1.va.gov/cbo/rcbilling/factsheet/rehabfs2004.doc" ��FACT Sheet� specific to Rehab Services will be posted on the CBO and PM&R websites once completed.  It will provide additional information on a variety of documentation and coding topics such as use of OT and PT assistants, Kinesiotherapy, units of therapy time, individual treatment vs. group treatment, and others.





In addition to the FACT Sheet, the PM&R program office is involved with HIMS, A&SPS, and the CBO in reviewing Medicare rules and publishing guidance, possibly via a Patient Care Services Information Letter, for facilities to develop local procedures that will enable them to meet the certification and 30-day recertification requirements.  The group is considering guidance in defining therapy, reasonable and necessary, aftercare, maintenance, and supportive care and how each may be handled as part of the documentation and billing processes.  This has been precipitated by VA billing inaccuracies for rehab services, particularly those identified by AARP, and has made it necessary for the VA to develop and implement a well defined process that assures documentation of the delivery and continuation of the medical necessity for our rehab services.  As soon as we know the vehicle by which this information will be distributed, we will let you know.











The International Classification of Functioning, Disability, and Health (ICF) is a comprehensive classification system designed to capture aspects of human functioning in the context of a health condition.  The system consists of a hierarchy of classifications for each of its domains: Body Functions and Structures, Activities and Participation, and Environmental Factors. Codes can be recorded for each classified item within a domain to indicate the extent of ‘problem’ with any of these aspects of functioning. Environmental Factors can be recorded as being either barriers to or facilitators of a person’s functioning.





The classification system permits clinicians to fully discuss the complex issues encountered in clinical situations. The ICF recognizes human functioning as multi-faceted and involving more than a purely biological perspective on health.  Impairment is related to functional status, but it is not strictly predictive of functional independence and performance on an everyday basis in one’s natural environment.  By capturing information about more than level of impairment alone, the ICF allows for a more comprehensive description of functioning.





Given the prominent inclusion of Environmental Factors, the ICF is a tool that underlines the role these factors play in enhancing the level of functioning and potentially explains why measures of a person’s capacity differ from measures of his or her performance. The ICF stresses both the importance of assessing and intervening with environmental influences on functioning, and allows for documenting the extent to which the environment influences functional outcomes.





The intended use of the ICF is for research, policy, and service delivery.  This model, if adopted, could have a significant impact on how health care service is delivered and measured, as diagnosis would no longer be the sole measure of health systematically tracked in the health care system.





Since the World Health Organization (WHO) adapted ICF in 2001, its conceptual model has become widely embraced by the health care community throughout the world. Implementation activities are in full swing, and a sweeping research agenda was developed last June in Halifax, Nova Scotia.  Many rehabilitation professionals feel the ICF would provide a more reliable, valid, clinically meaningful description of functional status, make the results of specialized professional assessments broadly understandable, and provide a more rational and more meaningful basis for conceptualizing treatment needs, allocating resources, and assessing outcomes than diagnosis alone. 





Most significant, however, is the need to clarify how to use ICF concepts in clinical practice. ICF is unlikely to be widely used or influential in the U.S. without a guide for standardized application by its users. And even with such a guide, a major educational effort will be required in order for the ICF system itself to be successful.





The American Psychological Association (APA) has been closely involved with the WHO’s revision of the ICF. As an outgrowth of this involvement, APA and WHO are collaborating in the development of a Procedural Manual and Guide for a Standardized Application of the ICF for health professionals. The goals of this manual are to enable reliable, valid, and clinically useful classification using the ICF system, to provide a standard approach to the classification that is clinically grounded, to insure consistent interpretation of concepts and operational definitions of terms, and to provide text and interactive versions.





The development of this manual is a multi-organizational effort and includes the APA, the American Speech Language Hearing Association, American Occupational Therapy Association, National Association of Social Workers, American Physical Therapy Association, and the American Therapeutic Recreation Association. Plans are underway to involve medicine, nursing, and others.





To date, a prototype manual has been completed on four chapters of the ICF, which is undergoing extensive field-testing. Consensus results thus far across disciplines show that: functional status as conceptualized by ICF and clarified in the Manual is important for clinical practice and relevant to clinical assessment; concepts of performance and capacity are useful and not problematic for clinicians and are seen as corresponding to clinic vs. real-world performance; in spite of the importance of functioning as conceptualized in ICF, the system will not be used by U.S. clinicians without a health system requirement to do so, particularly if linked to reimbursement; and the importance of national professional association leadership as a means to support dissemination in both academic and clinical environments.





The next steps for this Manual are to complete field trials and analyze data, complete the remaining chapters by October 2004, provide a review and comment period into 2005, and to publish the Manual in late 2005. 
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quintile contour

		Persons recovering consciosness within 365 days (N = 55)

		% recovcering conscious by days after injury (time to consciousness)

		DOCunits		14		28		42		56		70		84		98		112		126		140		154		168		182		210		224		238		252		294		350		364		365+		total percent

		32.5		0%		0%		50%		0%		50%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		100%

		42.5		0%		0%		50%		0%		0%		0%		0%		0%		25%		0%		0%		0%		0%		0%		0%		0%		0%		0%		25%		0%		0%		100%

		52.5		0%		6%		6%		6%		6%		6%		0%		6%		0%		6%		6%		6%		6%		6%		6%		0%		0%		6%		6%		6%		6%		100%

		62.5		0%		0%		9%		18%		0%		9%		0%		9%		18%		9%		9%		0%		0%		0%		0%		9%		9%		0%		0%		0%		0%		100%

		62.6+		0%		20%		20%		20%		20%		0%		20%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		0%		100%

		cum %				DOC Measure Groupings

		Time		0-32.5		32.6-42.5		42.6-52.5		52.6 -62.5		62.6+

		14		0%		0%		0%		0%		0%

		28		0%		0%		6%		0%		20%

		42		50%		50%		12%		9%		40%

		56		50%		50%		18%		27%		60%

		70		100%		50%		24%		27%		80%

		84		100%		50%		30%		36%		80%

		98		100%		50%		30%		36%		100%

		112		100%		50%		36%		45%		100%

		126		100%		75%		36%		63%		100%

		140		100%		75%		42%		72%		100%

		154		100%		75%		48%		81%		100%

		168		100%		75%		54%		81%		100%

		182		100%		75%		60%		81%		100%

		210		100%		75%		66%		81%		100%

		224		100%		75%		72%		81%		100%

		238		100%		75%		72%		90%		100%

		252		100%		75%		72%		99%		100%

		294		100%		75%		78%		99%		100%

		350		100%		100%		84%		99%		100%

		364		100%		100%		90%		99%		100%

		365+		100%		100%		96%		100%		100%
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dichotomous  contour

		14		0		0		0		0

		28		0		0.0625		0		0.2

		42		0.5		0.12		0.0909		0.4

		56		0.5		0.18		0.27		0.6

		70		0.5		0.24		0.27		0.8

		84		0.5		0.3		0.36		0.8

		98		0.5		0.3		0.36		1

		112		0.5		0.36		0.45		1

		126		0.75		0.36		0.63		1

		140		0.75		0.42		0.72		1

		154		0.75		0.48		0.81		1

		168		0.75		0.54		0.81		1

		182		0.75		0.6		0.81		1

		210		0.75		0.66		0.81		1

		224		0.75		0.72		0.81		1

		238		0.75		0.72		0.9		1

		252		0.75		0.72		0.99		1

		294		0.75		0.78		0.99		1

		350		1		0.84		0.99		1

		364		1		0.9		0.99		1

		365+		1		0.96		1		1
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percentile contour

				Cum % ROC (n = 38 of 55 recovered conscious in 365 days)

		Time		< 48.08 DOCS-1 (n = 12)		>= 48.08 DOCS-1 (n = 26)

		14		0%		0%
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		42		25%		20%

		56		25%		35%

		70		33%		42%
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		98		41%		50%
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		126		49%		65%

		140		49%		73%

		154		49%		81%

		168		49%		85%

		182		49%		89%

		210		57%		89%

		224		65%		89%

		238		65%		93%
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		365+		100%		100%
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				percrentiles of DOCS

		DOCunitws		LT 42.2		42.3-53.8		GT 53.8

		Percentile of Doc		25th		26-75		75+

				n = 6		n = 18		n = 14

		14		0%		0		0

		28		0%		6%		7%

		42		50%		11%		21%

		56		50%		17%		43%

		70		67%		22%		50%

		84		67%		28%		57%

		98		67%		28%		64%

		112		67%		34%		71%

		126		84%		45%		71%

		140		84%		50%		78%

		154		84%		56%		85%

		168		84%		62%		85%

		182		84%		67%		85%

		210		84%		73%		85%

		224		84%		78%		85%

		238		84%		78%		93%

		252		84%		78%		100%

		294		84%		84%		100%

		350		100%		90%		100%

		364		100%		95%		100%

		365+		100%		101%		100%
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		42		0.112		0.214
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		98		0.28		0.641

		112		0.336		0.712

		126		0.447		0.712

		140		0.503		0.783

		154		0.559		0.854

		168		0.615		0.854

		182		0.671		0.854

		210		0.727		0.854

		224		0.783		0.854

		238		0.783		0.925

		252		0.783		0.996

		294		0.839		0.996

		350		0.895		0.996

		364		0.951		0.996

		365+		1.007		1



25th

26-75

75+

0

0

0.5

0.5

0.67

0.67

0.67

0.67

0.84

0.84

0.84

0.84

0.84

0.84

0.84

0.84

0.84

0.84

1

1

1




