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The risk of TBI is highest among males, young adults and those older than 75.1 The actual number veterans having suffered a TBI is unknown.  Often we are unaware that we are working with a brain injury survivor.  In the past, a diagnosis of  “brain syndrome” was frequently used, however, there are numerous diagnostic codes (ICD-9) indicative of brain injury, e.g., subdural hematoma, anoxia, closed head injury, various skull fractures, etc. (see Commonly used diagnoses for brain injury).

Brain injury is often called a hidden disability.  Its survivors are the walking wounded, their deficits not easily identifiable.  Sometimes it is only after a clinician pieces together a list of symptoms is it learned that the patient had a previous brain injury.  It is essential that the VA social worker acquaint themselves with basic knowledge of brain injury and resources available.

Brain Injury 101

Brain Injuries can be generally classified as follows:

· Mild brain injury or also known as a “concussion” is when there is brief loss of consciousness.  Often there is no hospitalization, however, there are mild symptoms that may occur such as headaches, dizziness, mental slowness and fatigue. 

· Moderate brain injury results in a loss of consciousness ranging from minutes to a few hours.  This may be followed by days or weeks of mental confusion.  There most often is brain contusion or hematoma. Individuals with this level of injury usually have long lasting cognitive and psychosocial impairments. These individuals may have some long-term deficits that impact higher level functioning. 

· Severe brain injury generally results in prolonged unconsciousness or coma that may last weeks or even longer. The trauma to brain is more extensive and these individuals tend to have a poorer long-term prognosis.  

Brain injury can affect a person cognitively, physically and emotionally.  Cognitive consequences can include: short and long term memory loss, slowed ability to process information, trouble concentrating or paying attention for periods of time, difficulty keeping up with a conversation, communication difficulties such as word finding problems, spatial disorientation, organizational problems, and impaired judgment.  Physical consequences can include:  seizures, muscle spasticity, double vision or low vision, blindness, loss of smell or taste, speech impairments such as slow or slurred speech, pain including headaches or migraines, fatigue, sleep disturbances, balance problems.  Emotional consequences can include: a lack of initiating activities, difficulty in completing tasks without reminders, increased anxiety, depression and mood swings, denial of deficits, impulsive behavior, agitation, egocentric behaviors, and blunted or flattened affect.  In short, all of the cognitive, 

physical, and emotional resources we need to live independently are compromised.  Cognitive deficits and behavioral problems carry the stigma of “being brain damaged” or “crazy”.  The survivor may become quite good at covering deficits.  Research indicates that brain injury survivors experience a higher rate of substance abuse post injury than the general population.  

Persons with a brain injury enter the VA system by numerous routes. We would hope that most enter treatment in a VA shortly after injury as soon as they are able to benefit from treatment, however a common occurrence is that of veterans with a history of brain injury seeking services months or years after the initial injury.  Many times after they have exhausted all options through private insurance or in the community.  This may pose not only a misuse/loss of benefits to the survivor but a loss of revenue to VA.  Often brain injury survivors are followed in the psychiatric and substance abuse treatment arenas, as many other services feel unprepared to manage the complex social problems that arise following brain injury.  Those individuals who present to VHA years after their injury require intense education about the etiology of their impairments, in self-management, unusual behavior, and difficulty performing basic and high level functional activities.  They have often suffered through years of failure and declining self-image and may have developed serious secondary problems such as substance abuse, chronic mental illness, homelessness and even criminal behavior as a result.  The physical, cognitive, and emotional aspects of brain injury compound the onset of additional medical conditions typical to adults as we age. 

We know that the brain injury does not only impact the survivor negatively, but also the family.  Research shows that brain injury survivors experience social role changes, suffer a higher prevalence of marital discord and divorce, and lose of income  (Curtiss, Klemz, and Vanderploeg).  Caregiver stress is found to be higher amongst those caring for persons with brain injury as the care needs are often compounded by physical and cognitive care needs.  Spouses relate the same losses that widows/widowers report.  In addition to assistance in locating concrete services such as respite, these caregivers also need to undergo grief counseling in individual and/or group settings as well as traditional caregiver support services. 

There are a number of resources including the National BIA website, www.biausa.org, state affiliates, state programs such as Florida’s Brain and Spinal Cord Injury Program and Texas’ Texas Rehabilitation Commission.                                                                         
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Resources in the VA TBI Network of Care

By utilizing the Network of Care the social worker can facilitate the veteran with a brain injury in obtaining the specialized care that is needed to maximize return to the highest level of functioning in the community.  

This may also help minimize the development of secondary conditions and decrease costs.  Utilizing the VA centers reduces the need to outsource costly specialized rehabilitation.   This will also assist in maximizing resources instead of waiting until all other resources, e.g., private insurance, state, and community, are depleted.  

In 1992, VHA and the Department of Defense initiated a collaborative research and clinical care project for the medical management and rehabilitation of brain injury.  It is known as the Defense and Veterans Head Injury Program (DVHIP).  Four VA facilities for TBI care.  The VA Lead Centers provide care not only to veterans eligible for VA services but also to active duty service members, and TRICARE beneficiaries eligible for the DVHIP study under the TRICARE Demonstration project.

The TBI Lead Centers have dedicated staff specifically trained and experienced in brain injury rehabilitation.  They are VA’s main resource for specialty care for this population. The lead centers offer several services including acute rehabilitation, evaluation, and coma/minimally conscious evaluation. Primarily, they provide specialized acute brain injury rehabilitative treatment to patients.  Candidates for acute rehabilitation are usually newly injured, medically stable, non-ventilator dependent, responsive to stimuli, and have the potential to participate in 3 to 5 hours of treatment daily.  Length of stay is based upon the clients needs, but is typically between 2 to 4 weeks.   The lead centers also offer short stay evaluations.  These are typically for a survivor who is a year or more post injury, had previous rehab, and has experienced a decline in function.  These evaluations are meant to provide the client, family, and the referring VA with recommendations to appropriately care for the client once they return to their local area.  Although the most significant improvement/recovery generally occurs within the first year after injury, there can continue to be slow or gradual improvement for years after an injury.  The lead centers also provide evaluation of coma or minimally conscious patients.  This evaluation helps determine the current and suggested future needs of the patient including nutritional needs, possible ongoing therapy needs at the sub-acute level, and follow up needs.

In addition to meeting the needs of the patient, the lead centers also educate family/care givers and offer ongoing support to the local centers.  The programs are accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF) and provide a full range of services which may include: rehabilitation nursing, physical therapy, occupational therapy, speech therapy, kinesiotherapy, therapeutic recreation, vocational counseling, case management, social work service, and neuropsychology.   Full ranges of ancillary services are available such as psychiatry, orthopedics, and neurology.  Appropriate referral diagnoses include (and are not necessarily limited to), closed head injury, anoxic injury, cerebral lacerations and contusions, penetrating head injury, tumors and cerebral infections.  If a person is determined to not be an appropriate candidate for any of the programs offered at a lead center, the brain injury case manager may still be able to offer recommendation and guidance to the referring social worker.  

In addition to the lead centers there are 22 VA TBI Network Sites.  Rehabilitation services at the network sites vary from acute rehabilitation on a general rehabilitation inpatient unit to sub-acute rehabilitation or case management to facilitate coordination of care.  Some Network sites that do not have an inpatient rehab bed service have developed programs within the framework of existing resources.  For example, the Tuscaloosa VAMC utilizes their strengths in neurobehavioral management and community re-entry.  The domiciliary at the Martinsburg VAMC provides a transitional living program and accepts persons with brain injury.  

How to Make a Referral  

A social worker encountering an inpatient with a recent head injury in need of acute rehabilitation should contact the lead center case manager for their region.  The case manager can help determine if the possible candidate is appropriate for a referral and walk them through the referral process.  A social worker encountering a pt. with a remote head injury should contact the network site case manger for assistance in locating resources.

When preparing to make a referral to a Lead Center or Network Site, it will expedite the process if pertinent medical information is available.  Typically the following information is desirable:

· History and Physical

  Trauma information

  Other existing medical conditions

· Lab, Radiology and other Diagnostic Reports

· Operative and/or procedure reports, if applicable

· Medications

· Recent Physician notes

· Rehab physician and therapy notes

· Social History and next of kin

· Advance Directives

· Contact persons, e.g., M.D., Case Manager,

        Social Worker, etc. 

                                          (Continued on page 4)
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For those who do not routinely work with individuals having a brain injury, finding appropriate services can seem time consuming and difficult.   This flow chart demonstrates the referral process.                                                                                                                                    

TBI Referral Flow Chart

Request for TBI Rehab received

         At a VAMC

             
 (
Referral Site Has Appropriate

Appropriate Resources to
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               Yes
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Was Referral Received at     No(         
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A TBI Lead Center?                                     Lead Center

               Yes


(
TBI Case Manager Requests

Information to Determine Eligibility

And Initiates Rehab Screening
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VA designated Traumatic Brain Injury (TBI) as both a Special Emphasis and Special Disability Population. Providing access to specialized care, maintaining capacity, and monitoring outcomes are a high priority.

VA TBI Network

The TBI Network is organized into four regions each with a Lead Center and a cluster of network sites:

EAST

VISN’s 1-6

SOUTH

VISN’s 7,8,9, 16 and 17

MIDWEST
VISN’s 10-15

WEST

VISN’s 18-22

Every Network has a Point of Contact for Brain Injury
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  (Clip Me)  

National TBI Coordinator

Gretchen Stephens (804) 675-5597

EAST

Lead Center Richmond /Marion Baxter (804) 675-5332

(  Network Centers 


West Roxbury/ Jim Isherwood  (617) 278-4513

Albany/ Gina Nunziato (518) 462-3311, ext 3236

Northport/ Mary Ferguson (516) 261-4400, ext 2589

Pittsburgh/ Helen Smith (412) 688-6285

Martinsburg/ Thomas Van Den Abell (304) 263-0811, ext 3839

SOUTH

Lead Center Tampa/ Rebecca Mullins (813) 972-2000, ext 6185

(  Network Centers

Bay Pines/ Mike Lyons (727) 398-6661, ext 6185

San Juan/  Maria Rodriquez (787) 641-9359

Tuscaloosa/  Betsy Hass (205) 554-2000, ext 2810

Huntington/  Pat Wiseman (304) 429-6741, ext 3202

Little Rock/ Danell Mauldin (501) 257-3040

Houston/  Teresa Kessel (713) 794-7793

Temple/  Carol Venus (254) 778-4811

MIDWEST

Lead Center  Minneapolis/ Susan Kirk (612) 725-2000, ext 3562

( Network Centers

Cincinnati/  Alice Holder (513) 475-6546

Indianapolis/ JoLee Coleman (317) 554-0000, ext. 2816

Hines/ Dr. Subbarraro (708) 202-8387, ext. 24912

Knoxville/  Charmaine Gilbert (515) 842-3101, ext. 6199

Wichita/  Irby Ferguson (316) 685-2221, ext 3907

WEST

Lead Center  Palo Alto/  Renee Kawahara (650) 849-0393

( Network Centers

Albuquerque/  Adrienne Toubbeh (505) 265-1711

Denver/ Susan Langer (303) 399-8020, ext. 3269

Seattle/ Tara Stablein (206) 277-6696

Long Beach/ Judy Kapton (562) 494-5868

West LA/ Keri Ann Asakura (478-3711, ext 48405
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As a social worker, you are quite likely to come in contact with individuals having sustained a brain injury.  You are a key player in helping these veterans obtain services that will enable them to function at their optimal level.

        COMMONLY USED DIAGNOSIS FOR BRAIN INJURY

Traumatic Diagnoses

Skull Fracture (s)

  Open/Closed

Gun Shot Wound (GSW)

  To Head

Cerebral Laceration and Contusion

Intracranial Injury

Brain Hemorrhage after

Trauma

   Subdural (SDH),

   Subarachnoid (SAH)

   Intracranial (ICH

Concussion 

Often Concurrent With TBI:

   Facial Fractures

   Multiple Trauma

   Spinal Cord Injury 


Non-traumatic Diagnoses

Aneurysm

Encephalitis

Anoxia

  Cardiac Arrest

   Asphyxiation

    Near Drowning

Brain Tumors

   Blastoma

   Neoplasm

Brain Abscess 
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    THE CENTRAL NEW YORK DIVISION OF NATIONAL ASSOCIATION OF SOCIAL WORKERS

SOCIAL WORKER OF THE YEAR

FOR 2001

Is Awarded To

ODIE FREEMAN, CSW

Chief, Social Work Service

VAMC Syracuse

Syracuse, New York

To honor individuals that represents the best practices and advocacy of Social Work

Presented By

The Central New York Division of National Association of Social Workers
Mr. Freeman has been a social worker for over 35 years. For the last Twenty-nine years, he has worked at the Syracuse VAMC.  Throughout his career he has been seen as a dedicated advocate for his clients, fellow social workers and the profession of Social Work. 

                                      (Continued on page 6)
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In his current role, Mr. Freeman is responsible for the professional oversight of the clinical social work practice at the Syracuse VAMC.  He continues to provide inspiration, leadership, guidance and moral support to social workers in the organization                                                                                                                                          
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UPCOMING PRESENTATION

Isabel Rose, Ph.D. originally from State University of New York at Albany, now on faculty at Wayne State University will present findings from her dissertation on "Intimate Partner Violence and Sexual Harassment in Female Veterans". The VA Office of Academic Affiliations-Pre Doctoral Social Work Fellowship Stipend funded the research. The findings will be presented at the first interagency symposium on Health Issues of Military and Veteran Women September 20-21, 2001 at the Women in the Military Memorial (Washington DC).  This conference is made possible through DoD, DVA, HHS, Uniformed Services University of the Health Sciences, and Women in the Military Service for American Memorial Foundations.  The purpose of the conference is to highlight research achievements and challenges in the area of health of military and veteran women. 
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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

 

faxed by November 30, 2001 to Rocco Bagala at

 

(206) 764

-

2514 or transmitted to him via MS Exc

hange.
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By                                                            Kate Buike, MSW, LICSW                       

 Primary Care Social Worker                            

VA Puget Sound Health Care System – Seattle Division

This article is about the PDA and how one can be used in social work practice. PDA means Personal Digital Assistant. PDA is the general name for handheld devices.  You might have heard of the Palm, or Palm Pilot.  That is a one example.   Essentially the PDA is a computer in your pocket.  

Some of you may have read my previous article on how to use Outlook to catalog your social work resources.    A PDA then makes it possible to take all that data with you as you go about your duties in the clinic, on the ward, in the field, or on the road.

[image: image15.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





This is possible because most PDA's will connect to your desktop computer and synchronize with Outlook.  That means your computer and the PDA "talk to each other" and exchange data so that they both have exactly the same information.  

I will briefly touch on the assorted PDA models.  Perhaps the most famous is the Palm Pilot (http://www.palm.com/).  It is about 3 inches by 5 inches.  There are several models available now, ranging in price from  $149 to $329.                       

(continued on page 7)

PDA (continued from page 6)
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Another option is the Visor (http://www.handspring.com).  It looks like a Palm and acts like a Palm as it has the same operating system (OS).  It has more flexibility, though, in that there is a slot in the back, called a springboard, that allows for more memory, a cell phone, a GPS, a camera, a PDR and many more add-ons.  It costs between $250 and $450.  The springboards are all sold separately.  The camera costs about $250 and the additional 8mb of memory about $70.  

[image: image17.wmf]
Another increasingly popular type is known as the PocketPC.  One of these is the iPaq made by Compaq  (http://www.compaq.com/products/handhelds/pocketpc/bridge.html).  It has a Windows CE operating system so it works somewhat similarly to the Windows operating system on your desktop computer.    It costs about $450.  Beware of previous versions, which have failed the test of time.  Only those Windows PDA's calling them Pocket PC are worth getting.

[image: image18.wmf]                                         
You might have noticed that none of these have a keyboard. One enters information by writing on the screen with a plastic pen called a stylus.  Or one can bring up a keyboard on the screen with which to type by touching the letters with the stylus.  

Or one can purchase a folding keyboard.  At this time, they are made for the Palm, Visor, HP Journada and the iPaq.
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One of the first of these PDA devices is the Sharp Wizard (http://www.mywizard.com/).  You will notice, that, unlike the others, it has a keyboard.
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There's a new device, called the VR3 Agenda, which uses the Linux operating System  

(http://www.agendacomputing.com/products/agenda_linux.html) 
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                                                                 (Continued page 8) 

PDA (continued from page 7)
There are also other devices with which I am less familiar:  the HP Jornada, for one.  

Before deciding that you want to use this method to take your resources on the road, you will need to consult with the Information Management section at your facility.  If you want to be able to synchronize your device with Outlook, then IM will have to approve installation of the software.   Your IM section may have a particular device they support and this could influence your decision on which to purchase.  

Most of these devices have the capability of "beaming" to other devices of the same brand.  This means that it uses an                                             
infrared beam to send information from one device to another (like a TV remote).  The exception is that the Visor can beam to the Palm and vice versa.  I have so far had one patient with a Palm and I "beamed" him my Contact information.  This is an item in Outlook that amounts to an electronic business card.  In the Palm/Visor, it is called Address Book.  Mainly I use the beam function as a quick way to share resources with co-workers who also have a Palm/Visor.  

There are many additional applications, which can be added to these devices.  Because the OS is so easily written for, the Palm/Visor have hundreds, if not thousands.  There are any number of companies that develop medical applications.  Handheld Med is one (www.handheldmed.com).  Other software is available from HandHeld News (http://www.palmpilot.org/), Palm Gear HQ (http://store.yahoo.com/pilotgear/). 

At one point, I'd thought to use one of the medical progress note packages to do my inpatient notes at bedside.   I recently had an email exchange with one of the VA's national computer security experts.  In a nutshell, her response was that it should not be done at this time.  This is for reasons of information security and patient confidentiality.  Though most of these devices can be passworded, the program is not "strong" enough to prevent it being broken into.  There is even a known flaw in the password for Palm OS, which makes it easier to crack.  I've had another email exchange with the lead developer for CPRS.  The software development team for CPRS are working toward wireless CPRS access using a handheld but we are not there yet.  

My favorite medical application is ePocrates.  It is free from www.epocrates.com   It is a medication reference similar to the Physician's Desk Reference.  It is only available for the Palm OS.

With a document reader/converter, one can keep MS Word documents on a Palm OS device.  One such program is Documents-to-Go.   This is available from Dataviz (http://www.dataviz.com/products/documentstogo/index.html).  Another such document program is AportisDoc, available at http://www.aportis.com/.  

 I use this to keep hospital policies, articles to read, or even books, on my device.  

Documents-to-Go also includes an Excel converter.  With that I can keep my facility's list of contract community nursing homes on my Visor.

The iPaq, since it is a Windows device, can read MS Word documents and use limited (CE) versions of other Microsoft software.  

So, if you've decided to use a handheld, palm sized device, which one to purchase?  It depends on what you want to do with it.  If you only want to use the applications that come with it, then any will probably do.

If you want to use additional applications (software), then the Palm or Visor probably have the most software available at this time, much of it at low cost or even free.   If you want to add devices (phone, wireless capability) than the Visor and iPaq offer those options.

By the time this is published, Palm may also have an add-on for such additional devices.  However, I find the Visor's system less bulky, with one exception.  Since I began writing this article, a new Visor, the "Edge" has been released.  Though very thin, if one uses the springboard slot for additional devices, it becomes bulky and sub optimal for leaving the springboard continuously attached.  

Overall recommendations, in brief:
For overall flexibility I would recommend the Visor.  For variety of software, I recommend the Palm OS, either a Palm or a Visor.  If remaining with a Windows-like operating system is paramount, than chose a "Pocket PC" such as the iPaq.  If price is the deciding factor, one of the older and more basic Palm devices would probably be best.

Other sources for information:

The O’Reilly Ultimate Guide for Palm Pilot.  http://www.oreilly.com/catalog/palmpilot2/
There is an article on the Targus website about choosing a PDA:

http://www.targususa.com/t5/v1/i9/article1.htm
Palm OS Tips and Tricks:

http://www.cnet.com/electronics/0-3622-8-3173398-1.html
                                                         (Continued page 9) 

PDA (continued from page 8)
Downloads for various PDA's:

http://download.cnet.com/downloads/0-1726360.html?tag=smpl
As always, I am available for questions or comments at mkbuike@med.va.gov
Kate Buike, LICSW, is a Licensed Independent Clinical Social Worker in the General Internal Medicine Clinic of the Puget Sound Health Care System, Seattle, WA.  
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Change in Social Work Service in the VA System: Tracking Managers’ Perceptions



By

Jane Gockel, LCSW,                                                                           Social Work Manager, St. Louis VAMC 


Jaime Alvelo, DSW,                                                   Social Work Researcher, San Juan VAMC  



And  

Martha Farris, PhD                                                  Social Worker, Alaska VASRO

The Department of Veterans Affairs (VA) is the largest health care system in the United States. It has not been immune to the financial pressures on the health care field to “do more with less.” In 1995, under the leadership of Dr. Kenneth Kizer, former Veterans Health Administration’s Under- Secretary for Health, the VA reorganized its 172 facilities into 22 Veteran Integrated Service Networks (VISNs). The purpose of the reengineering was to contain costs without compromising the delivery and quality of care. According to Fihn, the reorganization has met its goals (Fihn, 2001). He cites a reduction in bed days of care, greater access to medical care, and a substantial reduction in costs without compromising quality. 


Despite reports of such positive results, there has been very little research to understand the impact these changes have had on the delivery of social work services in the VA system or the impact that these changes have had on the system’s patients. Reengineering has resulted in unprecedented changes in the infrastructure of the Department of Veterans Affairs in general, and anecdotal reports indicate that many social work departments in particular have been dismantled or decentralized. 


In comparison, the exhaustive national study of public and private hospitals by Berger and her colleagues reported somewhat different results in 1996. (Berger and others) Although there had been an undercurrent of anxiety regarding the future of social work in the health care setting during the period the study was conducted, Berger’s results showed that 78 percent of the 750 hospitals surveyed still had centralized social work departments. Fourteen percent of the respondents reported matrixed systems, while only 4 percent indicated that social work was decentralized. The study also reported equal numbers of hospitals increasing, decreasing, or making no changes in their staff size. The only area that showed a decrease in staff across settings was in the number and layers of administrative personnel. Another interesting result was that a significant percentage of social work directors had broadened their span of control.


Also of importance was Berger’s finding that most staff perceived the reengineering changes as neutral or positive. The exception to this was in the areas of student training programs and research, which showed a negative result. Supervision was predominantly performed by a social worker. Discharge planning was still a social work function. Respondents reported a negative impact on clinical staff, which could be attributed to an increased workload. However, this negative affect did not “spill over” to create a negative impact on patient care. 

                                               (Continued on page 10)

Tracking managers perceptions (continued from page9)

In exploring the perception of social work managers regarding the impact of VA changes on the structure and organization of social work services, the authors posed the following questions: 

•
What changes over time occurred in the VA system, specifically in the Social Work Service?

•
How were governance functions handled at facilities that no longer had Social Work Chiefs? 

•
Did social work gain, lose, or experience no change in the number of positions? 

•   Did social work responsibility and authority increase, decrease, or remain unchanged?

•
Did social work research increase, decrease, or continue with no change at facilities that no longer had Chiefs? 

•
Did social work maintain responsibility for the student training program? 

•
Did social work maintain the traditional roles in discharge planning and community care? 

•
Did social work control professional standards such as clinical privileging/credentialing, competency assessment, and evaluation of staff?

•
Was there a perceived difference in overall productivity at facilities that maintained a Chief versus those that dismantled social work as a service? 

•  Was there a perceived difference in the length of hospital stay at medical centers with no social work departments and those facilities that retained social work as a service?                                                          
•  What were the perceived effects of the changes in social work organizational structure on patient satisfaction and staff morale?

Method

The study design consisted of a survey soliciting comments regarding their perceptions of changes in the VA from social work administrators who attended the VA Social Work Leaders Conference in Las Vegas, Nevada in September 1999. The VA Social Work headquarters corporate office and the National Social Work Education Committee organizes this annual seminar, which has enjoyed a high participation rate over the years.


A five-page, self-administered questionnaire was developed containing close-ended items on the following dimensions: facility and manager variables, social work departmental structure, and governance functions. Three open-ended questions were included asking respondents to first identify the most significant changes since FY 96 and then to describe the impact these changes had on social work morale and patient satisfaction. In addition, the instrument examined the perceived impact of changes on social work administrative authority and responsibility, morale, workload, patient satisfaction, student supervision, being valued by top management, social work’s ability to advocate for patients, research and publications, and patient length of hospital stay. The instrument was pretested, and three Social Work Chiefs reviewed it for content validity.


Information obtained from the Social Work Public Relations Committee regarding maintenance of Chiefs’ positions and centralized social work departments for the years 1996 and 1997 was also utilized in the analysis. This is a national VA social work committee with the mission to promote and market social work practice, activities and leadership as a core and essential component of integrated and holistic health care. The authors followed the “yes/no” format used by the Public Relations Committee to obtain information regarding which facilities retained a Chief of Social Work and a Social Work Service, so that data from the different time periods could be compared. Consequently, the questionnaire did not capture information regarding hybrid or matrixed systems.


The questionnaire was administered simultaneously to all managers as part of the scheduled activities of the conference proceedings. Respondents were instructed to candidly answer all questions. Members of the research team answered participants’ questions and reviewed all surveys as they were returned, to ensure completeness.


One hundred fifty-four questionnaires were completed, for a 94 percent return rate. One hundred thirty-seven facilities were represented, which included data from all 22 VISNs. There were multiple responses from 17 hospitals since more than one manager attended the conference from those facilities. To ensure accurate data, duplicate responses were eliminated to compute percentages for the following: 

•
Facilities retaining a Chief of Social Work versus those medical centers that eliminated this position;

•
Hospitals maintaining a Social Work Service and those that dismantled the department;

•
Facilities that broadened social work’s span of control versus those that did not;

•    Number of gained or lost positions. 


When there were duplicate responses from a given facility, the questionnaire utilized was the one completed by the Chief of Social Work. If a Chief was not identified, the answers from the senior subject completing the survey were used, assuming he/she was most likely the social work manager. Obviously, if a station did not send a manager to 
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the conference, data from that facility were not included. Data entry, processing, and analysis for questions were done using SPSSPC for Windows.

Changes within Social Work over Time

A comparison of survey results revealed an ever increasing 

trend of dismantling social work departments. In 1996, 33 percent of managers stated that social work had been abolished as a service compared to 41 percent in 1997 and 71 percent in 1999, with an additional 7 percent expecting to follow suit. This change has been quite dramatic, with only 22 percent of managers indicating their medical centers planned on maintaining an intact social work department


Data analysis for the years 1996, 1997, and 1999 indicated that elimination of Chief positions had almost doubled from one survey to the next. The questionnaire reflected that 17 percent had eliminated the Chief position in 1996, 32 percent had done so in 1997, and 57 percent had done so in 1999, with an additional 8 percent anticipating that this would occur at their medical center. Close to two-thirds of all the managers came from facilities that had abolished or had plans to eliminate the Chief Social Work position.


Results showed a likelihood for twice as many social work managers to assume responsibility for departments other than social work as reorganization efforts occurred. 


The data reflected that 11 percent of managers were assigned this expansion role in 1996, 22 percent in 1997, 26 percent in 1999, with another 3 percent anticipating this would occur at their facility within the next year. Although this tendency has been one of increasing authority, it was not the experience of the overwhelming majority of managers (71%).


Thirty-five percent of social work managers indicated that other disciplines had assumed the role of discharge planner that had formerly been assigned to social work. In addition, 27 percent stated that other professions now had community care responsibilities that had been a social work function. Based on recall, the managers attending this conference estimated that, since 1996, their facilities had eliminated 482 social work positions. Non-management MSWs comprised 44 percent of the total loss. The list on this page, left margin, details this breakdown. Some of the losses resulted from hospital consolidations. 

Governance Functions

The governance functions of Chiefs had been clearly articulated in job descriptions within the VA system. At facilities that abolished this position, a social work manager/supervisor was often appointed. The authors wanted to know what governance functions social work maintained at those medical centers that no longer had a Chief. The researchers therefore divided the social work managers’ group (N=154) in two subcategories to analyze the impact of organizational change on social work governance functions. One group consisted of managers who indicated that the Chief Social Work position had been eliminated at their facility (57% or N=88). The other group included those where the position of Chief had not been abolished, combined with those that anticipated that this position would be lost (42% or N=66). Table 1, below, summarizes the results of the first group.

Table1: 

Percentage of Social Work Managers in Product Lines with Governance Functions (N=88)

Function 


                Percentage





Oversees SW student training program


 79%

Maintains clinical privileging/

credentialing/ competency assessment 


70%

Monitors quality of SW services



60% 












Conducts peer review 






57%








Develops position descriptions 




57%








Serves as liaison with SW agencies 



55%








Conducts performance evaluations 



44%








Coordinates SW services 





43%








Recruits staff 







43%









Oversees workload coverage 




 42%








Assures compliance with facility policies 

 41%









Plans SW services 






 39%









Issues discipline/warnings/reprimands 


 33%








Deals with SW staff union grievances 


 33%








Approves/endorses funding for 

continuing education 






 30%

Selects consultants 






 29%








Completes budgeting for resources 

and travel and cost distribution report 


 29%

Manages staff leave 






 26%









As the table indicates, the top six functions (at least 50%) maintained by social work managers were: overseeing the 
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social work student training program, maintaining clinical privileging/credentialing and competency assessment, monitoring the quality of social work services, conducting peer reviews, writing position descriptions, and serving as a liaison with other social work agencies. Governance functions performed less than one-third of the time by social work managers were: disciplining/issuing reprimands, 

dealing with social work staff union grievances, 

approving/endorsing funding for continuing education, selecting consultants, budgeting/resource allocations and managing leave. 

Areas of Perceived Change

Table 2 (below) compares perceptions of social work Chiefs and managers at medical centers that had eliminated the Social Work Chief position versus facilities that had retained a Chief. As expected, the greatest perceived percentage differences were in a decrease in administrative authority (53%) and responsibility (46%) for facilities where there was no longer a Chief of Social Work. As the authors examined the data between both groups, there was a consistent difference (20% to 29%) of a perceived decrease 

in social work research, the value of social work by top management, patient satisfaction, number of social work publications, acceptance of students for supervision, and social work morale at centers that retained a Chief position versus those that had not.

Table 2: Perceived Decrease in Social Work Functions

                                                                     No
Areas of Perceived Decrease 
      Chief
  Chief     Difference

SW Administrative authority 


29% 
       82% 
       53%

SW Administrative responsibility 

15% 
       61%            46%

SW Research 




21% 
       50% 
       29%

Value of SW by management 

17% 
       45% 
       29% 

Patient satisfaction 



16% 
       40% 
       24%

Number of SW articles published 

15% 
       38% 
       22%

Acceptance of student supervision 

26% 
       47% 
       21%

SW Morale 




69% 
       89% 
       20%

SW’s Ability to advocate 


28% 
       33% 
         6%

SW Staff workload 



  8% 

8% 
         0 %

Length of Hospital Stay 


84% 
       78% 
        -7% 

Patient Satisfaction

A total of 45 percent of social work managers perceived patient satisfaction as remaining consistent since the changes in FY 96. However, when one looked at the results, managers at medical centers that had organized into product lines were more than twice as likely as Chiefs to perceive that patient satisfaction had decreased since the 1996 changes (40% versus 16%). Furthermore, facilities that maintained a Chief of Social Work were almost three times as likely to perceive that patient satisfaction had actually increased (37% versus 14%). Thus one can conclude that managers in product lines in general perceived greater patient dissatisfaction than those facilities that still had a Chief position, but on the whole the greater percentage of both groups believe that the changes in the VA have had no affect on patient satisfaction.

Staff Morale and Workload

The great majority of managers (80%) perceived that social work staff morale had decreased since 1996. This perceived discontent was greater at facilities whose managers had gone into product lines (89%) compared to medical centers still having a Chief position (68%). There was no perceived difference in facilities organized into product lines versus sites retaining a Chief regarding social work staff workload: i.e., both groups agreed (79%) that workload had increased. Perception of length of stay was slightly higher at those medical centers structured into product lines (7%), compared to those hospitals that still had a Chief of Social Work.

Open-Ended Questions

Three open-ended questions queried the social work managers’ assessment of the most significant changes in the past three years and the effects these changes had on staff morale and patient care. Respondents described multiple levels of losses within social work services, including the loss of entire departments, loss of staff through changes to product lines, substitution of undergraduate for graduate social workers, and replacement of social workers by nurses. Social work leadership was also lost, not only through the loss of Chief and Assistant Chief positions, but also by moving social workers under other disciplines, such as nursing and psychiatry. Loss of social work leadership meant the loss of supervision, and this was cited as a primary factor in the loss of professional identity.


The effects of these losses included an increase in workload, with the perception of greater expectations for social workers, but less support. Social work managers overwhelmingly cited decreased morale as a major consequence of the changes in VA social work. Along with this change in morale came leadership confusion, anxiety 
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about the increased workload, feelings of abandonment, increased staff turnover, and conflict between social workers in different product lines. The loss of professional identity was mentioned as a repercussion of the loss of social work leadership, which was further reinforced by the loss of peer 

support and isolation from other social workers. 


Concomitant with these losses was the sense of loss of respect and value for social work as a profession. Thus, managers perceived decreases in grade and upward mobility as well as loss of stature and insecure job status. In line with comments of social work being replaced by other disciplines was the sense of social work being treated as a non-profession.


While most of the effects of the changes listed by the respondents were negative, some positive consequences were mentioned. For example, a few managers said that social workers were given new responsibilities and new roles, including a key role in case management.


Most of the effects on patient satisfaction were described as negative; the consequences of the losses already outlined. Thus, extended hospital stays and waiting times to see a 

social worker, less staff and fewer services, lack of community referrals, fragmented services, chaotic services due to lack of supervision, lack of accountability and responsibility, increased complaints, and reduced continuum of care were cited. On the other hand, some respondents cites such positive effects as improved services in primary 

care, improved continuity of care, ability to advocate for patients, increased resources in ambulatory care, and better access to community clinics.

Discussion

A direct comparison with Berger’s results cannot be made since the years of her study were 1992-1994, and this survey covered the years 1996-1999. In addition, her findings included a random selection of public and private hospitals, while the study reported here only addressed changes in the VA system. However, there are some striking and disturbing differences perceived by social work managers in the VA. 


Berger indicated that 78 percent of hospitals had a centralized social work department. This compared with 22 percent of VA facilities with a centralized social work service. The authors speculate that there are a number of matrixed departments in the VA, but the instrument utilized was not able to gather this data. Berger reported equal numbers of hospitals increasing, decreasing, or making no changes in their staff size. VA social work managers estimated that 482 social work jobs have been eliminated, with 44 percent being non-supervisory MSW positions. In computing the number of losses, the authors subtracted position gains from each category. Some losses were due to facility mergers.


Berger’s results indicated that changes had been neutral or positive. The VA social work managers did not share this outlook. There has been a perceived decrease in social work authority, responsibility, supervision, morale, and ability to advocate for veterans since the changes that have been instituted in 1996. The findings were perceived as more negative at those facilities that have organized into product lines and no longer have a Social Work Chief. The only exceptions to these negative findings were in the areas of social work staff productivity and length of hospital stay. The perception of increased workload was the same at medical centers that retained a Social Work Chief and those that had eliminated this position. The perception of length of hospital stay was slightly higher (7%) at those facilities that did not have a Social Work Chief.


The authors’ conclusions agree with the Berger study regarding the finding that there has been a negative impact on clinical staff because of increased workload. In addition, her results suggested this has not “spilled over” to effect patient care. The results in this survey were similar. Social work staffs are to be applauded that, in their efforts to do “more with less,” they have not let increased pressures negatively impact the services veterans receive.


An obvious limitation of the study is that these finding were subjective and responses to the questionnaire may have been self-serving; i.e., there may have been some loss of objectivity because of the impact these changes have had on social work as a department and an inability to “look at the big picture”— what is in the best interests of the VA as a system. In addition, respondents were using retrospective recall, so there may be some inaccuracies in the numbers reported. Also, there may be a built-in bias since the questionnaire was distributed at a Social Work conference, where participants tend to voice complaints to their colleagues; therefore they may have been more likely to respond more positively if they had been completing the questionnaire in their office. There were multiple responses from 17 facilities, and all social work managers were not represented, so the results cannot be generalized to the VA as a whole.

Conclusions

Historical and methodological differences prevent a direct comparison with the Berger study. The authors speculate the results in this article do not mirror the present status of 
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social work in the private and public sector, since managed care took hold much earlier in those systems. However, it is possible the Berger data reflected a period when social work was still enjoying a reasonably strong position in health care facilities and that matters changed considerably soon after 

this study was completed. It would be interesting to

duplicate this research to determine the current status of social work outside of the VA system.


The authors also suggest other professions within the VA undertake this type of study. Anecdotal reports suggest other departments have also been dismantled. It would be interesting to see what impact decentralization has had on the delivery of patient care. Of particular concern is the decreased staff morale (89% at medical centers with no Chief, 68% at facilities with a Chief). This leads the authors to ask, how long can a health care organization “stretch” workers before they become “burned out,” resulting in a negative impact on patient care? The authors urge further research to determine realistic staffing guidelines.


The goal of reengineering the VA was to contain costs and become more productive, and many of these objectives have been achieved. One could argue that the impact on social work was unfortunate but that the changes have been worthwhile. There is some indication that the VA system may have “overcorrected,” much like HMOs did. However, the system may now be on its way to finding a “middle ground,” so good staff do not opt to seek other employment.  


A Director of Social Work was hired last year at VA Headquarters. This position had not been filled since the retirement of the previous Director in 1994 and suggests that the VA recognizes the need and benefit of having a Social Work Director to establish clinical standards, implement practice guidelines, and ensure quality care.
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Comfort Kits- A coordinated effort to 

meet the needs of homeless Veterans

By

Linda Gillespie-Gateley, MSW

Primary Care Social Worker

VA Puget Sound Health Care System- Seattle Division 

What does $1.69 buy?  You could probably purchase a latte from a local coffee stand if it was the “Special” of the week.  

                                                 (continued on page 15)
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You could also probably have a pretty satisfying long distance call if you subscribed to one of the multitude of telephone vendors offering discounted rates.  But according to Voluntary Services, $1.69 will buy one very basic hygiene kit (“comfort kit”) that is often distributed to homeless veterans in our community.

Although the items that comprise these kits are not purchased with federal dollars, they are obtained either through direct donation or financial support from a variety of donors not the least of which are the veteran service organizations.  At the VA Puget Sound Medical Center in Seattle, the Disabled American Veterans (DAV) organization spends approximately $1000 every 6 weeks to assure that the wards throughout our facility have access to an array of hygiene items that includes such things as toothbrushes, razors, soap, etc. 

The program to solicit donations of these essential hygiene items was borne out of a desire to meet the increasing demand for “comfort kits” without increasing the financial outlay.  My goal as a social worker was to make hygiene kits available not only to homeless veterans but to enable all health care practitioners the opportunity to distribute these items to any veteran in need.

[image: image24.jpg]


The initial campaign was kicked-off during Social Work Month, (March 2001) and included distribution of posters and collection bins throughout the facility.  Since the introduction, we have collected hundreds of pounds of surplus travel size shampoos, toothpastes, hand creams, etc.  The campaign shows no signs of slowing.
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In a collaborative effort with the community, we joined with West Seattle High School Transition Program to help collect and prepare the kits for distribution on a weekly basis. 

This partnership has been beneficial not only to the veterans that we serve at our facility, but it has provided opportunities for these special education students to learn valuable job skills and gain work experience.

Due to the volume of donated items, “comfort kits” are now distributed throughout the facility. Kits can be found in the General Internal Medicine Clinic, Women Health Care Program, The Problem Evaluation Clinic and walk in areas, Compensation and Pension Section, Health Care for Homeless Veterans Clinic as well as with many individual social workers through out the facility.

Given the success that we have experienced within our own hospital facility, we are now ready to take this concept to the next step.  Working in collaboration with the DAV, we are now beginning to develop a strategy in which we can begin to solicit other governmental agencies as well as military facilities within our greater geographical community.  We feel that this program has have only just begun.
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Linda Gillespie-Gateley, MSW, is a Clinical Social Worker in the General Internal Medicine Clinic of the Puget Sound Health Care 
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Brain injury poses unique challenges to inpatient and out patient social workers alike.  This article addresses basic educational needs for social workers regarding brain injury, the needs of brain injury survivors & caregivers, and resources available within the VA.  The appropriate use of the Brain Injury Network of Care can diminish contract dollars, maximize a client’s resources, and provide direction for care needs to clinicians floundering to help this special population. 





Every 21 seconds, one person in the U.S. sustains a brain injury. An estimated 5.3 million Americans—a little more than 2% of the U.S. population—currently live with disabilities resulting from brain injury.1  Traumatic brain injury (TBI) is an insult to the brain, not of degenerative or congenital nature caused by an external physical force such as a blow or gun shot wound to the head. Acquired brain injury (ABI) is an injury to the brain, which is not hereditary, congenital or degenerative such as a near drowning, or anoxic injury. After one brain injury, the risk for a second injury is three times greater; after the second injury, the risk for a third injury is eight times greater. 1 Vehicle crashes are the leading cause of brain injury, accounting for 50% of all TBIs.1 Falls are the second leading cause, and the leading cause of brain injury in the elderly.  
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