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NETWORK 2 FUNCTIONAL STATUS & OUTCOMES DATABASE FOR PHYSICAL MEDICINE & REHABILITATION

1.  PURPOSE:  To establish the policies and procedures for the implementation and collection of data for the VA Functional Status & Outcomes Database (FSOD), to be used for performance improvement and outcomes measurement in Physical Medicine & Rehabilitation (PM&R).

2.  POLICY:  

     a.  The FSOD is the National VHA database that has been created, in conjunction with the Uniform Data System for Medical Rehabilitation (UDSmr) and the Austin Automation Center (AAC), where all patient data, records and facility information is stored regarding patients who are receiving rehabilitation care. This provides access to mainframe-strength data collection, updating and customer access.

     b.  Information regarding rehabilitation outcomes on the PM&R bed units is transferred electronically to the UDSMR each quarter for preparation of individual facility reports including comparison of data to the private sector.  Since incorporation of FSOD at the AAC, outcomes data may now be tracked on any selected impairment group without regard to the bed unit or setting in which rehabilitative care is provided.  FSOD provides the flexibility for tracking rehabilitation outcomes across the full continuum of care for the stroke, amputee, and TBI populations.  

     c.  The key components of FSOD include:

          1) Case information and demographics.

          2) Functional Improvement (utilizing the Functional Independence Measure (FIM), as well as the Functional Related Groups (FRG) system.

          3) Cost information.

          4) Satisfaction information.

          5) Aggregate information, furnished by UDSmr, which contains a series of quarterly reports, based on the data submitted, and comparing the facility data with the VHA and the National Private Sector.

     d.  The FSOD is applied to patients receiving rehabilitation care:

          1)  On acute rehabilitation bed services,

          2)  As per VHA Directive 2000-016, Medical Rehabilitation Outcomes For Stroke, Traumatic Brain Injury, And Lower-Extremity Amputee Patients,

          3)  As designated at each local medical center for specific impairment groups or rehabilitation settings in order to support local performance management plans. Rehabilitation settings that may be included are: acute care, extended care, outpatient care, and follow-up status, and any combination thereof.

     e.  The data contained within the FSOD is used to assess outcomes of indicators of care and performance measures including:

          1)  Change in functional status (FIM Change) 


          2)  Length of Stay

          3)  Cost

          4)  Onset Days

          5)  Efficiency

          6)  Patient Satisfaction

          7)  Discharge Disposition

     f.  The credentialing process of FIM assures that the integrity of the information gathered is maintained. The FIM is considered to be reliable and valid in the international rehabilitation and research community.

3.  RESPONSIBILITIES:

     a.  VISN 2 Rehab Council has overall responsibilities for implementation of the FSOD, and appointing VISN FSOD Liaison(s).

     b.  VISN FSOD Liaison(s): are responsible for coaching local FIM/FSOD Coordinators and generating VISN-level reports used for performance management activities.

     c.  PM&R Leadership at each medical center is responsible for:

          1)  Insuring that their staff complete the required data collection and submit complete patient information within the time frames established by the FSOD Coordinator, to insure all data is submitted to AAC within their time frames.

         2)  Designation of a FIM/FSOD Coordinator locally to coordinate administration of the FIM, data entry into the FSOD, and management of the facility’s data.  The designee will be the primary liaison to the PM&R HQ Program Office and VISN 2 Rehab Council for monitoring and tracking outcomes.  NOTE:  It is recommended that the designee be a rehabilitation manager, clinician, TBI case manager, PACT coordinator, or quality management person actively involved in rehabilitation care management.

          3)  Maintenance of connectivity to the Functional Status and Outcomes Database for Rehabilitation at the AAC.

     d.  FIM/FSOD Coordinator at each medical center is responsible for:

          1)  Organizing the training of clinical staff in the use of the FIM.

          2)  Administering credentialing examinations in conjunction with UDSmr.

          3)  Monitoring staff who need FIM credentialing or FIM reviews.

          4)  Data entry of data collected into the FSOD database in a timely fashion and within AAC and National Follow-up Services (NFS) requirements.

          5)  Generation of reports as required by PM&R leaders and clinicians for use in performance improvement activities.

     e.  Designated rehab therapy staff shall be trained and credentialed prior to assigning FIM scores for patients and take the credentialing examination every two years.

     f.  Local IS will be responsible for maintaining connectivity to FSOD at AAC in coordination with the VA FIM Help Desk at Austin.  

4.  PROCEDURES:

     a.  FSOD will be utilized at all VISN 2 medical centers to measure and track the rehabilitation outcomes, at a minimum, on all new stroke, lower-extremity amputees, and TBI patients.  This procedure took effect on January l, 2001.  

     b.  The Acute Rehab Unit at the Syracuse will be required to collect FIM data on all patients admitted to and discharged from the program.  

     c.  The assigned therapist completes FIM admission scores within 48 hours of receiving the referral using the appropriate FIM form. The FIM form when completed is forwarded to the FIM/FSOD Coordinator.

     d.  Discharge FIM is completed upon the patient being discontinued from restorative services and the completed FIM form is forwarded to the FIM/FSOD Coordinator.

     e.  Interim FIM scores may be collected as per local medical center procedures.

     f.  The FIM/FSOD Coordinator enters the FIM data insuring that all applicable bed section data has been entered in the Case Information for Continuum of Care and generates reports as requested.

     g.  The Acute Rehab Unit at Syracuse will collect follow-up FIM and satisfaction data by utilizing National Follow-up Services.

     h.  Facilities should request credentialing in administration of the FIM assessment tool directly to UDSMR in Buffalo, NY.  NOTE:  The UDSMR telephone number is (716) 829-2076.  Under the VHA national contract with UDSMR, each facility without a designated rehabilitation bed unit may request two clinicians to be credentialed in administration of the FIM at no charge.  NOTE:  Facilities desiring to have additional staff credentialed in administering the FIM will be charged a rate per examination as established by the national contract, which is currently $35 per person.
5.  REFERENCES:

     a.  “Guide for the Uniform Data Set for Medical Rehabilitation (Version 5),” Uniform Data System   for Medical Rehabilitation, State University of New York at Buffalo, NY, 1997.

     b.  VHA Directive 2000-016 “Medical Rehabilitation Outcomes For Stroke, Traumatic Brain Injury, And Lower-Extremity Amputee Patients.”

     c.  CARF Manual for Medical Rehabilitation Programs.

6.  RECISSIONS:  None.

7.  FOLLOW-UP RESPONSIBILITY:  Barbara E. Bates, MD, Acting Director, Physical Medical & Rehabilitation, VHA, phone (518) 626-5800. 
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