[image: image9.wmf]
Ethical Considerations in the Use of Telehealth

By

Catherine A. Clancy, Ph.D., LMSW-ACP

Training Director

Houston VA Medical Center

2002 Holcombe Blvd.

Houston, Texas 77030

[image: image10.png]1 \ > SWS National Newsletter
\ S Y N E R G I] Volume 2 Number |
== v T4

— =" m\\
Ju—— Y Y
What It Takes AL 4





[image: image11.png]1 \ > SWS National Newsletter
\ S Y N E R G I] Volume 2 Number |
== v T4

— =" m\\
Ju—— Y Y
What It Takes AL 4




         




Ethical Considerations in the Use of Telehealth

(Continued from page 1)

Telehealth is also rapidly gaining acceptance as a delivery medium for health services. Nurses have used home health monitoring for patients with much success, and current projects involve inexpensive interactive, audiovisual units. (Burgiss, Enderson, Brooks, Foster, & Smith, 1998). Current technology has potential for social workers to extend services to remote patients and to allow for saving in actual cost, as it greatly expands the number of patients who can be seen in a given time frame. 

In reality, almost everyone uses some type of technology in practice, and technology is often adopted to make service delivery more efficient (Harder, 2002).  While the new technology opens many doors, it should never be applied carelessly or without the highest regard for the needs of the client.  Dr. Koen Raes, professor at the University of Ghent, highlighted the need to always put the client before the technology and to assure that service delivery is “an exercise in medicine rather than electronics”. (Versweyveld, 1997).

What are the ethical implications for social workers in this new approach to service delivery? Ethical considerations can be divided in to three major groups; informed consent, standard operating procedure, and emergencies. (Bob, 2000) A more in-depth look at each category may enhance your ethical practice and help you avoid common pitfalls.

Informed Consent:

 Does the client understand the process? Is it understood that less information may be available to each party because of the lack of kinetic and facial cues and that this lack of information may lead to misunderstandings? Remember in text-based modalities, nonverbal cues are relatively lacking, and even with videoconferencing, resolution may not always be optimal.  Clients need a very clear understanding of turnaround times if services are being delivered without regularly scheduled appointments. How often do you read your email, and what is your pattern of response?

What are the potential benefits and risks of this new type of treatment? The most obvious benefit is that services are more readily available. Another, often overlooked benefit, is that some clients are much less inhibited and may be more open if they do not have to “face” the social worker. These benefits should be tempered with the risks of misunderstandings because of lack of traditional cues, both for the client and the social worker, and the greater effort that may be needed to establish rapport.  The client should be informed of alternatives to receiving services through telecommunication.

The major issue related to informed consent is confidentiality. It is difficult enough to ensure confidentiality using traditional practice modalities, but this problem is compounded when media is introduced. There is no such thing as perfectly secure telecommunication (Reamer, 1995). Privacy laws that do exist offer protection to interstate networks only to the limited extent of the level of privacy of the state with the weakest law (Berger & Cepelewicz, 1996). The implications of HIPPA for telehealth are just emerging. Whether social worker-client privilege would be held to prevent disclosure of information sent over email or a teleconferenced image is unknown, as there are no precedents (McCarty & Clancy, 2002). Ethical considerations demand that social workers always discuss with the client all confidentiality issues and all safeguards taken to ensure client protection. The other confidentiality issue raised by telehealth, is related not to the client, but to the social worker. One has to carefully consider if he/she wants clients to have written or taped copies of all interactions.

 
Standard Operating Procedures:

Social workers have evolved a standard service delivery framework, and this should not be discarded when telehealth technology is integrated into practice. Does telehealth impact the social worker’s responsibility to practice within the boundaries of competence?  Service provision should still be based on education, training, and scope of practice and should not change just because of technological availability. The client should always be informed of the name (no pseudonyms should be allowed) and qualifications of the social worker, and the client should be given a way to confirm these qualifications. Lack of skills or improper disclosure of competence should not be hidden behind a computer screen. 

 The client should always be clear about the nuts and bolts of how services will be provided. The social worker and the client should agree on such issues as frequency and mode of communication, methods for determining fees, and cost to the client (third-party coverage may or may not apply). The use of technology should not exempt the social worker from ongoing monitoring of the quality of the clinical services provided. 

Organizations using telehealth must have clear written policies on confidentiality and security and make sure all employees are trained in the application of these policies. The guidelines published by the American Medical Informatics Association covers many of the issues related to password protection, screen savers, encryption, backups, and so forth (Kane & Sands, 1998). Practitioners are advised to develop and use consent forms specifically designed for telehealth (Slaughter & Felthous, 1998). 
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The major issue related to standard operating procedures is licensing and regulation. Telehealth practice can transcend 

state and national boundaries. This poses challenging questions to regulators. For example, which state’s laws apply – the laws of the state in which the social worker is located or the state in which the client is located?  The telemedicine report to Congress suggests two possibilities: mutual recognition, by which host states agree to accept legally the policies of the licensee’s home state; and registration, by which a health professional licensed in one state notifies authorities in another state that he or she intends to practice telehealth on a part-time basis in that state and is willing to submit to the legal authority of that state (Horton, 1977). Lawyers studying the issue related to telehealth practice argue that licensing is anything but simple, and the difficulties are unlikely to be settled in the near future (Lott, 1996).

Emergencies:

When services are provided at a distance, there may be limited ability to respond to emergency situations. Every effort should be made in the assessment process to identify clients at high risk for emergencies and to carefully consider if such clients are appropriate for telehealth services.  Even for clients deemed good candidates for telehealth, what will happen in the case of equipment failure or if the client needs face-to-face services immediately?  This is especially problematic when mental health services are being provided, as the greatest indication for the use of telehealth may be that there is not another mental health practitioner within miles. As a part of informed consent, clients should know what procedures would be followed in emergency situation The social worker should gain information on a local care provider who already knows the client or should obtain contact information on local providers and emergency personnel.

Technology does not exempt social workers from ethical practice. However, guidance in ethical practice is lagging behind technological advances. Professional organizations are scrambling to provide direction to their membership regarding the use of electronic technology. The NASW Code of Ethics states: “Social workers should take precautions to ensure and maintain confidentiality of information transmitted to other parties through the use of computers, electronic mail, facsimile machines, telephone and telephone answering machines, and other electronic or computer technology. Disclosure of identifying information should be avoided whenever possible” (NASW, 2000).  This addresses the issue of confidentiality but does not give guidance to the provision of services.

The Clinical Social Work Federation has “A Position Paper on Internet Text-Based Therapy”. This paper clearly states that “psychotherapy services cannot be delivered online because of the inherent nature of the services, and therefore, the Federation is opposed to the practice of Internet-based treatment” (Clinical Social Work Federation).  However, they do not oppose the use of technology as an adjunct to treatment.

In Conclusion:

We are dazzled every day by new innovations in technology. New approaches to service delivery far surpass anything we imagined even ten years ago. The development of ethical guidelines has not kept pace with technological development, and we are often faced with ethical dilemmas related to technology.  It is our professional responsibility to constantly examine the way we use technology in our practice. Working with clients at a distance does not ethically absolve us from our responsibility to build strong therapeutic relationships and to assure that we always place client needs before technology.
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Social Work Websites

Intranet:

http://vaww.va.gov/socialwork/
Internet:


http://www.va.gov/socialwork/
http://www.vasocialworkers.org/
Frequently Asked Questions – DATA, DATA, DATA

By

Carroll McShane, Denise Hamilton and Larry Gilligan

VHA Social Work Information Management Committee

Social workers provide a wide range of services to our veteran patient population. Oftentimes the services we provide appear intangible and not as clear as perhaps a root canal or a flu vaccine. Social workers in all settings are asked to quantify and describe the care they provide to their clients. Workload capture systems, the reporting systems and the language used to provide the information is as diverse as the cultural diversity of this country.

 This Frequently Asked Questions (FAQ) Guide is designed provide social workers with basic key issues relevant to workload for their discipline and provide links to web sites or documents for more detailed information.  

What is workload?
Workload – in its simplest interpretation means patient services provided by a social worker.  There are various terms used to describe workload, e.g. patient encounter, patient visit or occasion of service. Refer to VHA Directive 2002-023 Ambulatory Care Data Capture http://vaww.va.gov/publ/direc/health/direct/12002023.pdf 

What is a product?
Product is a term to describe the type of service provided by a social worker. Event Capture products for social workers may be found on the DSS Library Web Page: 

 social work products can be identified by “CLISW”.  While Event Capture is the data capture method endorsed by Social Work Executive Leadership, it is not mandated. Other social work products are available for utilization in Appointment Management. All products are listed on the DSS Library Web Page. 

http://vaww.dss.med.va.gov/dss/dsslibrary/library/documents/BTSO/Default.asp?URL=/dss/dsslibrary/library/documents/BTSO/National%20Lists%20and%20Directives/Products/2002%20Products 

 VHA Directive 2000-036 may also provide helpful information. Click on this link to review in detail. 

http://vaww.va.gov/publ/direc/health/direct/12000036.pdf
Consult your local DSS Team for the information that applies to your medical center.

What are workload systems?
There are a variety of computer based workload systems that allow patient care providers to enter the type of service they are providing to our patients. Examples of such are the Dental Package, Quasar, Event Capture and Appointment 

Management.  The two used by social workers are typically 

Event Capture and Appointment Management within the Scheduling Software. 

What is Event Capture?
Event Capture Software (ECS) is a database program available to the user through the VistA (DHCP) computer system or in a Graphical User Interface (GUI) format for use in the Computerized Medical Record. It is the preferred methodology endorsed by Social Work Executive Leadership for capturing social work workload. Technical 
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Information about Event Capture may be found at this link: http://vaww.vistau.med.va.gov/VistaU/EventCapture/ECS.htm
 What is Appointment Management? 
Appointment Management or Appointment Menu is designed to enable scheduling clerks to perform a variety of duties. The Appointment Menu also contains the option of capturing workload identified by Stop Codes. More detailed information is available at the following web site.  http://vista.med.va.gov/VistA_Lib/Clinical/Scheduling
Does My Progress Note Count as Workload?
Writing a progress note in the computerized medical record does not automatically create workload. While you link the progress note to a clinic visit in Appointment Management, you must check-in AND check out the appointment for transmission to Austin to generate workload. 

What is a Stop Code?
Stop Code is a numeric identifier. There are two types of Stop Codes. 

 Primary Stop Code.   The primary stop code designates the main Ambulatory Care Clinical Group or production unit responsible for the clinic, for example 505 is Day Treatment - Individual. 

Secondary Stop Code.  An additional numeric set of three numbers that serves as a modifier to provide further definition. The secondary stop code modifier can represent the type of services provided or it can represent the type of provider or team.  An example is a Day Treatment – Individual Clinic run by a social worker would be designated 505125.   The secondary stop code modifier can also represent a specially funded program.  Three numbers must always be in the first three characters for it to be valid.

Click on this link to review VHA Directive 2000-02. 

http://vaww.va.gov/publ/direc/health/direct/vhadir009.html
The same Directive along with updates pertaining to DSS Identifiers/Stop Codes is available at the following web page. Look in the yellow folder titled National Lists and Directives. 

http://vaww.dss.med.va.gov/dss/dsslibrary/library/documents/BTSO/Default.asp?URL=dss/dsslibrary/library/documents/BTSO/National%20Lists%20Directives
What is a CPT Code?
Current Procedural Terminology (CPT) is a systematic listing and coding of procedures and services performed by a provider. The purpose of a CPT code is to accurately identify the procedure or service rendered to the patient. There are only a select number of CPT codes that social workers are allowed to use. The National Association of Social Workers works collaboratively with the American Medical Association to ensure that CPT codes reflect the diverse services clinical social workers may offer. In many instances, the social worker MUST be a licensed clinical social worker. Consult with the identified coding experts at your medical center. 

What is DSS?

Decision Support System (DSS) is an executive information system that provides data related to patient care services and outcomes, staffing and costs. The data is pulled from existing VHA data systems.  Examples of VHA data systems are Event Capture and Appointment Management.  DSS is utilized nationally by VHA and many private sector healthcare organizations.  

DSS contains a wealth of information that can be organized in a variety of ways to provide information that will enhance decision-making. What kind of decisions do we have in mind? Examples are staffing needs, types of services provided in a particular program area or the cost for those services. The type of information you might be interested and the format in which it will be presented will vary based on your medical center’s current organizational structure and the need of the person requesting the information. 

What are some of the basic reports used in DSS and what information do those reports offer?

Mapping by ALBCC (Department) Report: This report shows the percentage of time each employee works in the DSS department.  It also shows the percentage of time that is administrative or supervisory.

Employee Mapping Report: This report shows the same information as the Mapping by ALBCC report but it is displayed by employee name.

FTEE Report: This report shows fiscal year-to-date Full Time Equivalent Employees by department. 

Cost Category Report: This report shows the fiscal year-to date actual costs for the department separated by cost type and category.  This report includes indirect costs so the total may be higher than the cost type report.

Workload Report: This report shows the fiscal year-to date actual captured workload and actual product mix percentage for the department sorted by product number.

Relative Value Unit (RVU) Report: This report shows the RVU for each Cost Category for each product produced in a department.   RVUs are weighted units of measure that allow for the relative comparison between different complexities and mixes of products.  RVUs take into 
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account the differing amounts of input, such as labor and materials, required for different products.  Social Work RVUs are defined by the time spent with the patient and the time directly related to that specific patient encounter, e.g. medical record documentation.

Productivity Report Fiscal Year to Date: 

This reports shows the percentage time spent with patients.  The specified hours are divided by worked hours to come up with the productivity percentage.  This report also shows the average regular and overtime FTEE for the fiscal year.  The Productivity Report can be useful in identifying uncaptured or missing workload, underutilized staff resources or inaccurate Relative Value Units.  Consult with your local DSS team for further information. 

Clinical Reports: There are a variety of clinical functions within DSS that allows patient care staff to work collaboratively with local or VISN DSS to design studies that assess patient or intervention outcomes.  Click on this link to and scroll to the Case Studies section to review examples that demonstrate the potential of DSS.  http://vaww.vistau.med.va.gov/dss/dssclinical/dssClnTrn-GrndRnds.htm


DEFINITIONS

Relative Value Unit (RVU): Weighted units of measure that allow for the relative comparison between different complexities and mixes of products.  RVUs take into account the differing amounts of input, such as labor and materials, required for different products.  Labor RVUs include time spent with the patient and documentation time for that visit.
Specified Hours: Specified hours is the time related to patient care visits and is calculated by taking the workload for each product multiplied by the RVU for each product.  

Variable Labor (VL): Labor cost associated with providing services directly to the patient within the department (e.g., doctors, nurses, lab tech.) 



VL1 - Technicians (therapists, social workers, clinical tech, dieticians)



VL2 - Nurses (RN, NP, LPN, LVN, Nursing Assistants, Anesthetists)

VL4 - MD (Physicians, Dentists, Psychologist, Psychiatrist, Physician Assistants) 

VL5 - Contract Labor

Worked Hours: Worked hours are the actual hours worked for each labor category (regular hours less leave).

Data Resources
If you have an ongoing need for workload data, you are strongly encouraged to contact your DSS Site Manager, DSS Clinical Coordinator, Financial Officers or Patient Administrative Services leader who may provide very practical guidance based on your organizational responsibilities. 

The following is a list of VHA Data Resources available on the Internet. You are encouraged to contact your medical center’s Information Management Officer to ensure you are following your local site's policies for data access. 
Allocation Resource Center: http://vaww.arc.med.va.gov
A major responsibility of the ARC is the development, implementation, and maintenance of the management information system that supports the VHA's budget process. The current system, known as Veterans Equitable Resource Allocation system (VERA), is both a corporate level decision support database and a system of policies that results in prospective, risk-adjusted, and capitation-based resource allocations to the field. Examples of reports include Annual Workload, Enrollment, DSS Reports and Patient Cost/Count. 

The VISN Support Service Center (VSSC) http://klfmenu.med.va.gov 

A healthcare information and technical support organization serving both the needs of the Assistant Deputy Under Secretary for Health (ADUSH) and the Networks. The 

VSSC supports field operations in the areas of Information Management; Capital Programs; Human Resources; 

Customer Services and Patient Advocacy; and, Operations and Planning Support. The VSSC also provides support for special projects and initiatives at the request of the ADUSH, Networks and the National Leadership 

http://vaww.dss.med.va.gov/dss/dsslibrary/library
VHA’s DSS is an executive information system that can directly impact patient management by providing data on patterns of care as well as patient outcomes. These patterns can be linked to the costs associated with providing the services. 
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http://vaww.its.cio.med.va.gov 

The mission of System Implementation (SI) is to coordinate 

the implementation and training process for approved information technologies in collaboration with all other Office of Information services, and all other interested parties. This ensures efficient, effective and quality national rollout of information systems in support of health care to veterans for the VA, through its VISNs and their health care facilities.

http://www.va.gov/vdl
The System Design & Development (SD&D) Documentation Library for VISTA (Veterans Health Information Systems & Technology Architecture), previously known as DHCP (Decentralized Hospital Computer Program). This library contains a collection of available end-user documentation for all current applications (software packages), and also includes some tools not listed in the monograph. All documents can be viewed, downloaded, and printed. 

Long Term Care Services and Workload

The Veterans Millennium Health Care and Benefits Act, Public Law 106-117 requires the development of comprehensive data collection system for Long Term Care residential and Community Care programs, both VA paid and non-VA paid. Please refer to VHA Directive 2001-037 for detailed information. Please also consult your local DSS Site Team for guidance. 

http://vaww.va.gov/publ/direc/health/direct/12001037.pdf 

Next Edition
We welcome articles from anyone who wishes to 
Address health care issues within the Department of

Veterans Affairs.  While social workers are our primary

Target group, contributors can be from any discipline.

SYNERGY is an excellent tool for communicating

information and ideas with hundreds of your peers.

Articles for the next edition of SYNERGY should be
transmitted via MS Exchange by March 31, 2003 to

Rocco P. Bagala, LICSW at Rocco.Bagala@med.va.gov  

or faxed to him at  (206) 764-2514.
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Social Workers Selected for Executive Career Development Class

Four Social Workers have been selected for the Executive Career Development Class.   Nancy Campbell (Chief of Social Work at Cincinnati VAMC and Chair of the SW Leadership Council) Chuck Clancy (Chief of Social Work at Louisville VAMC), James Burch (Geriatrics Service Line Manager in Nashville VAMC) and Clay King (Mental Health Care Line Manager at St. Cloud VAMC).  

Way to Go David Allhusen. 

David Allhusen, a social worker at the Casper VA Outpatient Clinic, who was featured in HEY VA! HAVE YOU HEARD? January 13, 2003. Mr. Allhusen received praise for the work he did with getting two veterans into needed treatment at the Sheridan VAMC. 
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Keith Armstrong, social worker at the San Francisco VAMC, co-authored a chapter titled, “Interventions for Couples with Post-Traumatic Stress Disorder” in a recently published book, Brief Treatment for the Traumatized, edited by Charles Figley.  
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Jaime Alvelo, (Social Work researcher at the San Juan VAMC published an article on “The Multi-Problem Screening Inventory:  From English to Spanish” in the September issue of Social Work Today.  
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Synergy

Welcomes your viewpoints on any current issues in the area of healthcare in general or specifically in the field of Social Work. The newsletter is a product of the contributions of anyone who wishes to speak to Social Work professionals or Health Care issues that are vital to the mission of the VA and its delivery or quality, holistic, patient-focused

Healthcare Case Management Standards

By

Jill E. Manske, ACSW, LISW

Director, Social Work Service

Department of Veterans Affairs Central Office
This document was written by a coalition of Social Work organizations/associations.  It is intended to describe a “Best Practice” standard for Social Work case management.

Introduction

Currently, the term Case Management has varied meanings within the context of its use by multiple professions.  Consequently, these variations and the lack of nationally supported standards create inconsistent understandings related to Social Workers practicing Case Management.  

The result is the inconsistent application of Social Work in Healthcare Case Management.  Case Management Social Work practice now varies from no involvement to task oriented discharge planning to complex patient care and family planning/intervention.  Our patients and families receive varied degrees of benefit from Social Workers in Case Management.  Finally, the Healthcare Industry needs to commit to the application of Social Work in Case Management and use national standards to define their application.

The Social Work Best Practice Case Management Standards document was developed by a consortium of professional organizations, which represent Social Workers. These standards are intended to assist Social Workers in their practice of Case Management.  

Definition

Social Work Case Management is a method of providing services whereby a professional Social Worker collaboratively assesses the needs of the client and the client’s family, when appropriate, and arranges, coordinates, monitors, evaluates, and advocates for a package of multiple services to meet the specific client’s complex needs.  The practice of Case Management varies greatly across Social Work settings and is even more diverse as applied by other professionals.  Despite this diversity, several elements distinguish Social Work Case Management from other forms of Case Management.  A professional Social Worker is the primary provider of Social Work Case Management.  Distinct from other forms of Case Management, Social Work Case Management addresses both the individual client’s biopsychosocial status as well as the state of the social system in which Case Management is both micro and macro in nature:  intervention occurs at both the client (patient and family) and system levels.  It requires the social worker to develop and maintain a therapeutic relationship with the client, which may include linking the client with systems that provide him or her with needed services, resources, and opportunities.  Services provided under the rubric of Social Work Case Management practice may be located in a single agency or may be spread across numerous agencies or organizations.

Case Management is sometimes confused with managed care, a term generally associated with direct cost containment measures because some (insurance) carriers use “Case Management” and “managed care” interchangeably, or use yet other terms for similar strategies.  However, the two concepts are quite different.   Managed care techniques are designed to avoid hospitalization when possible and to shorten unavoidable hospital stays – to reduce costs by discouraging the unnecessary use of medical services.

The intent of Case Management is not to avoid medical care.  On the contrary, it is designed to obtain the best and most appropriate treatment for patients whose need for care is beyond question.  Instead of discouraging consumption of medical or social services, it encourages the most effective use of health care or social services and dollars.

(Continued on page 9)
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Education & Training

Social Work Case Management requires formal education, professional work experience, and professional credentialing.  The social work case manager shall:

1. Be a graduate from a Masters program accredited by the Council on Social Work Education.

2. Maintain current professional state social work licensure/certification or national social work certification.

3. Complete two (2) years of master’s level work experience related to the

            bio-psycho-social needs of the served population.

4. Practice in accordance with applicable state and federal regulations, statutes, and laws.

5. Adhere to NASW Social Work Code of Ethics.

Social Work/Scope of Services for Case Management

Case Management has both Clinical and Psychosocial components.  With the appropriate education and training, a Social Work Professional can collaboratively address many requisite functions.  Among these are the following:

Psychosocial Assessment & Diagnoses/Planning/Intervention

Financial Assessment/Planning/Intervention

Case Facilitation

Patient and Family Counseling

Crisis Intervention

Quality Improvement

Resource Brokering/Referral/Development

Discharge Planning

System Integration

Outcome/Practice Evaluation

Teamwork/Collaboration

Patient/Family Education

Patient/Family Advocacy

The social worker works collaboratively with other professionals to maintain a team-oriented approach to Case Management.  This approach also incorporates the patient and family in care decision-making.

Quality of Care Indication Screening

The type of Case Management offered by the organization is the key to the screening criteria selected for use.  All criteria should be developed for the overall purpose of coordination of quality health care services, reduction of service fragmentation, enhancement of quality of life, and the appropriate use of health care resources.  Screening criteria are often aimed at the identification of patient’s with the following types of “high risk”:

· Those with catastrophic conditions

· Those with costly injury/illness

· Those who are non-compliant/non-adherent in following treatment plans

· Those in the acute phase of chronic illness

· Those in the terminal phase of illness

All screening should include a situational analysis of the patient.  Additionally, a functional screening of the patient must be conducted and include the following elements:

· Physical

· Psychosocial

· Financial

· Environmental

· Cultural/spiritual

· Vocational

· Learning potential

· Community reintegration potential

Assessment

The psychosocial assessment forms the basis for the Social Work Case Management process and includes the following components:

1. Personal Data

2. Health Status/Age

a. Disease Process

3. Advanced Directives Status

4. Emotional Status

5. Cognitive Functioning

a. Learning Ability

6. Functional Status

a. Spirituality

7. Cultural Issues

8. Patient Support System

9. Caregiver Support System

10. Financial Status

11. Vocational Status/Potential

12. Community Reintegration

13. Home & Community Environment

(Continued on page 10)
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Reassessment is an ongoing process, with a formal 

reassessment conducted at prescribed intervals and whenever there is a significant change in the patient’s health, abilities, living situation, family involvement, etc.  Reassessment should include evaluation of the type and intensity of case management services required, with changes made to the treatment plan accordingly.

Intervention Methods/Options

Development of Social Work Case Management Treatment Plan – Once several options have been developed, the Social Work Case Manager helps patients and family members/significant others review advantages and disadvantages to each option.  Together, the Social Work Case Manager, patient, and family/significant others formulate an individualized effective case management treatment plan and implementation strategies.  The plan will identify the patient’s strengths and support systems and utilize them in implementation strategies.

Collaboration – The Social Work Case Manager will collaborate with patients, family members/significant others and interdisciplinary team members on implementation of the plan and will keep team members informed about progress toward goals, obstacles, and changes to the plan.

Continuum of Care – Case Management is provided across the continuum of care.  Social Work Case Managers regularly follow patients from community to inpatient to ambulatory to community settings and adapt the case management treatment plan as the patient’s needs change.  Reevaluation, planning, and referrals as appropriate are required to ensure Continuity of Care.

Documentation

Case Management Plans of care are developed and documented in the patient’s medical record and are located strategically for access and notice by all relevant and authorized health professionals involved in a patient’s care.  

Social Work Case Managers will document the patient’s understanding and acceptance of the case management plan developed.

Social Work Case Manager documentation focuses on new and pertinent information relevant to the current/proposed course of treatment or future planning.

Social Work Case Management and all Medical Record Documentation are confidential in nature and should be treated accordingly.

Social Work Case Management Documentation is to be signed by the Case Manager with the individual’s specific professional credentials identified (MSW, ACSW, etc.).  

Quality of Care Indication (Outcomes)

Measurement of Outcomes – For each problem, issue, or concern identified, the Case Management treatment plan will have observable and measurable goals for each problem, issue or concern identified and expected outcomes.  Progress toward goals will be periodically measured by the social work case manager in collaboration with the patient, family member/significant others and team members.  Based on the outcomes and progress, changes will be made to the plan as needed.  Outcomes measurements should include the following:

Problem Resolution

1. Identified individual patient care plan goals met (% met, % not met, % partially met)

2. Patient adherence to treatment as measured by:

a. Increase in attendance at planned treatment sessions (i.e. dialysis treatments, doctor’s appointments, etc.) or

b. Decrease in unplanned treatments or procedures (i.e. ER visits)

3. Change in health status – measured by clinical laboratory values or other physiological testing (i.e. cardiac stress test, pulmonary function test, etc.)

4. Change in Patient functional status/degree of disability 

5. Change in patient behavior- increase in self-management activities

Utilization Management 

1. Cost of services provided (when available)

2. Utilization of resources as measured by length of hospital stay, hospital readmissions, ER visits, home health visits, etc.

3. Appropriateness of level of service (were patient needs matched with appropriate provider services)

Client Satisfaction

1. Patient satisfaction questionnaires

2. Patient-perceived quality of life (measured by questionnaire like SF-36, DUKE Health Profile or Dartmouth Co-op)

3. Client contract renewals (i.e. HMO or insurance company satisfaction)

(Continued on page 11)
Health Care Management Standards

  (continued from page 10)
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Meeting of the Health Care Consortium

December 7, 2002

By

Jill E. Manske, ACSW, LISW

Director, Social Work Service

Department of Veterans Affairs Central Office
On December 7, 2002, following the NASW Summit, the fourth meeting of the Health Care Consortium took place.  This is a group of health care organizations, which informally assembled during the NASW Summit in 1998.  This group has convened three times (beginning in May of 2000) in conjunction with the Society for Social Work Leadership in Health Care Annual Meeting to discuss social work standards, ongoing educational and presentation opportunities with the goal of finding ways to support each other and speak with one voice around key issues.

The organizations participating in this meeting were:

American Network of Home Health Care Social Workers

American Case Management Association

Association of State & Territorial Public Health Social Workers
Society for Social Work Leadership in Health Care

American Public Health Association, Social Work Section

Council on Social Work Education

Pediatric Social Workers/Children’s Hospitals

Veterans Health Administration

Council of Nephrology Social Workers

National Association of Social Workers

National Council of Hospice and Palliative Professionals/Social Work Section

Association of Oncology Social Work

National Hospice and Palliative Care Organization

This is the first time the group has decided to meet twice in the same year.  The focus was on the finalized Case Management Standard and checking the progress of the other two standards that are due this April.  Those standards are the Social Work Health Care Assessment and the standard on Domestic Violence.  By spring it is hoped that the Boards of the respective organizations will have endorsed all three standards.

Also under discussion by this group was the idea of health care social work certification, which is under development by NASW.  Questions regarding the value to the worker, the employer and the profession were raised.  This is an area where the Consortium felt that their feedback could be of value.

Other areas where it was agreed that collaboration would be of value were:

1. Including other groups as each organization develops new things.

2. Sharing ideas and examples of the economic impact of health care social work. 

3. Sharing data for joint research projects.

4. Linking web pages. 

5. Continued dialogue about issues that impact our patients and clients.

Organizations were encouraged to identify other professional associations that should also be invited to participate.  The next Consortium meeting will be held in April just prior to the SSWLHC’s Annual Meeting.  Your organization’s representative to the Consortium is Jill Manske, Director of Social Work, VA Central Office.  You can contact her at 202-273-8549 or via Outlook for further information.
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Telehealth is broadly defined as the use of modern information technology to deliver health services to remote locations (Barrett & Brecht, 1998).  Social workers know that for some clients “remote” could easily be defined as “at a great distance” or “ not very far, but I have no way to get there”. Nearly everything a social worker does face to face could theoretically be done through the use of electronic technology. Therapy, home health visits, consultation, supervision, and social work education are already being performed through various telecommunication media. (McCarty & Clancy, 2002).





Mental Health care was the first social work application of telecommunication technology, and it remains the most widely used. Interactive video has been used in mental health treatment since the mid nineties, but until recently, its use was restricted to assessment and diagnosis. However, this is changing rapidly, as counseling has gone “online”.
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