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MEMORANDUM

TO: Lex Freiden
FROM: Mark Fuhrer w
DATE: May 15, 1991 |

After my April 15 memo transmitting to you strategic planning
material for TIRR research, the enclosed proposal was received
from Diane Atkins. I’d appreciate your adding it to the
documents supplied earlier. Further, I’ve modified the third
page of the cover memo to add item # 14 that alludes to Diane’s
contribution.



5. Cardiopulmonary Research and Development
Margaret A. Nosek, Ph.D.

6. Rehabilitation Engineering--Product Deve
submitted by Tom Krouskop, Ph.D.
7. Rehabilitation Engineering--Pressure Sor

submitted by Tom Krouskop, Ph.D.

8. Product Demonstration Center, submitted
Tom Krouskop, Ph.D.

9. Rehabilitation Services Research Program
Diana Rintala, Ph.D., Marcus J. Fuhrer, Ph.D., and
Karen Hart, Ph.D.

; submitted by

lopnment,

T Prevention,
by

; submitted by

10. Pharmacologic Management of Early and Late Effects of
Traumatic Brain Injury, submitted by L. Don Lehmkuhl, Ph.D.

11. Models of Community Supports for Living and Working

Following Traumatic Brain Injury, submitted by L.
Ph.D.

12. Injury Prevention, submitted by L. Don L
e

» 13. Development of an Noninvasive Adjustable
Immobilizer, submitted by Thorkild Engen, C.O.

Don Lehmkuhl,

ehmkuhl, Ph.D.

Cervical Spine

14. Next Generation of Myoelectric Prostheses, submitted by

Diane J. Atk¥ns, O.T.R.




For Functional Strategic Planning Regarding TIRR Research

AN AMERICAN INITIATIVE
The Next Generation of Myoelectric Prostheses

A Workshop of the Limbs of Love Foundation, Inc., The Institute for Rehabilitation and Research and NASA

Mission Statement:

To design a more technologically advanced, yet cost-effective myoelectric prosthesis for children
and adults with upper extremity limb loss.

Overall Mission Obijectives:

1. To Develop a better, less expensive myoelectric prosthesis alternative.

2. Integrate more advanced features into an upper extremity prosthesis. IFor example; tactile
sensation, and increased degrees of freedom in prehensors and wrist units
3. Development of an advanced prototype prosthetic hand that incorporates applicable features

of robotic hands for Prosthetic applications.

Concept:

To apply the combined expertise of specialists in the prosthetic field, with the exp
emerging technologies to improved devices for limb deficient individuals.

erts at NASA, to apply

Background:

Technologies have matured in recent years that will allow development of improve
for children and adults.. A reality, however, is that many of these devices and con
for children, are presently designed and manufactured outside of the United State

more can be accomplished much faster through a coordinated effort by national ex

and robotics technology. Accordingly, we have taken this initiative to bring togeth
the objective of initiating on-geing collaborations that will yield advanced, yet cost
devices developed and produced in the United States.

The Limbs of Love Foundation is a not for profit parent and family based organiz

d prosthetic devices
nponents, particularly
S, It is our belief that
perts in prosthetics
cr these experts with
effective prosthetic

ation that promotes

the needs of limb deficient children nationally. The organization accomplishes its

tasks through; A

national Support Group network, Philanthropy, and through stimulation of Research and Development
activities. This Foundation has taken a lead role in surfacing these needs within the community and in
developing the framework for this initiative. The Institute for Rehabilitation and Research (TIRR),
tocated in the Texas Medicai Center, will be actively involved as well. TIRR is nationally recognized as
a "center of excellence” in amputee rehabilitation. Their participation in clinical aﬁd patient field testing

of prototypes’ will be an integrated component of this research. Additionally, TIRR is a national
"Rehabilitation Engineering Center" (REC), and has the potential to provide the rehabilitation

engineering expertise to guide these efforts. Recognizing that relevant technologie:

] .
s are emerging from

the ficld of robotics, electronics, and materials, NASA has cosponsored this initiati{l/e to provide its

engineers an opportunity to be involved with the application of these technologies
need.

Those that have already committed to participate in this effort are listed as follows.

represent the nccessary expertise nationwide to embark on this effort.

to this important

These individuals




Projected List of Participants:

Diane J. Atkins, O.T.R.

Rehabilitation Specialist

Baylor College of Medicine

Instructor, Department of Physical Medicine
The Institute for Rehabilitation and Research
Houston, Texas

Dudley S. Childress, Ph.D.
Director,

Rehabilitation Engineering Program and Prosthetics Research Laboratory
Northwestern University Medical School
Chicago, Illincis

John L. Combs

Chairman

The Limbs of Love Foundation, Inc.
Houston, Texas

Jodie L. Combs

Vice President

The Limbs of Love Foundation, Inc.
Houston, Texas

Don Cummings, CP
Director of Prosthetics
Texas Scottish Rite Hospital
Dallas, Texas

William H. Donovan, M.D.

Professor, Department of Physical Medicine
and Rehabilitation

Baylor College of Medicine

Director, Amputee Program

The Institute for Rehabilitation and Research
Houston, Texas

Rick Emshoff

Systems Engineer

Lockheed Engineering & Sciences Company
Space Station-EVA Systems

Vice President

The Limbs of Love Foundation, Inc.
Houston, Texas

Denise C.Y. Heard

Masters Degree, Biomedical Engineering
Wright State University

Dayton, Ohio 45324

Stephen C. Jacobsen, Ph.D. .
Professor, Dept. of Mechanical Engineering
Director, Center for Biomedical Design
Institute for Biomedical Engineers

The University of Utah

Salt Lake City, Utah 84112




Maurice Le Blanc, MSME, CP
Director of Research

Children’s Hospital at Stanford
Rehabilitation Engineering Center
Palo Alto, California

John Michael, M.Ed.,CPO
Assistant Clinical Professor

Director, Department of Prosthetics and Orthotics

Duke University Medical Center
Durham, North Carolina

Joanna Patton, O.T.R.
Child Amputee Project
Department of Pediatrics
UCLA School of Medicine
Los Angeles, California

Jamies Perrone

Consultant

The Limbs of Love Foundation, Inc.
Houston, Texas

T. Walley Williams, III

Project Director, Prosthetics
Loss Prevention Research Center
Liberty Mutual Insurance Group
Hopkinton, Massachusetts

Deboral Wilde

Chief of Prosthestics and Orthotics
Children’s Hospital at Stanford
Rehabilitation Engineering Center
Palo Alto, California

Daniel L. Winfield

Senior Rescarch Engineer

Research Triangle Institute

Research Triangle Park, North Carolina

NASA JSC Personnel:

Richard Bozeman
Thermochemical Test Branch Chief

Bobby Bragg
Prograr: Manager
Battery Systems

Fred Dawn Ph.D
Special Assistant
Crew and Thermal Systems Division

Eric Darcy
Project Engineer
Battery Systems

Dean Glenn
Fred Grissom

" Program Manager
Applications Engineering




Cliff Hess
Project Engineer
EVA Retriever development
" Robotic Smart Hand Development

Larry Li
Manager
Robotic Smart Hand Development

Anne Murray
Robotics Research Engineer
Automation and Robotics Division

Paul Svejkovsky

Manager
Lockheed

First Meeting Objectives;

1. To, Identify common goals.
2. To Identify tasks and task oriented goals that need to be accomplished.
3. To Establish groups that can start up and approach these goals
4. To define the roles and identify a project director and project coordinator.

5. To identify and obtain necessary funding sources within government and the private sector in
order for this project to meet it's stated goals.

Examples of Common Goals:

1. Decreased costs of componentry and fabrication, while developing better integrity and

reliability of the electronics that operate the device, to withstand childhodd play and overall use
rigors.
2. Downsizing of batteries and electric components, therefore decreasing weight.
3. A more durable glove for the myoelectric hand.

4. Sensory feedback, and increased responsiveness of prosthesis.

5. Replace current wire bundles with conformal printed circuits.

Initial Phase/Initial Meeting:

'

1. A workshop to be held in the spring of 1991, with the designated participants.

2. Identification of a Project Director and Project Coordinator(s).

3. Each participant to give a brief synopsis of their background, interest, involvement, and long
term goals related to this project. Specifically, what have been their individual and
institutional experiences as it relates to the stated goals. Further go into what limitations
technologically have been experienced in the past from the prosthetics point of view,




Specific Examples of Possible Task-Oriented Goals:

4. Explore the history of myoelectric prostheses, discussing the pros and cons from the
prosthetic, engineering, rehabilitation, medical and wearer’s perspectives. In addition, a brief
historical review of body-powered prosthetic devices, advantages and disadvantages.

|

5. A Historical/Developmental review of NASA JSC’s activities in the field of robotic smart
hands and dexterous arms with discussions of their goals related to this project.

6. Identification of stated goals.
7. Focused discussion and finalization of each of the goals.

8. Establishment of project teams to address specific goals.

Project "Process";

1. Develop a better, functional, and more cost-effective myoelectric arm for the immediate use of
upper extremity amputees.
a. Ideally, this would be accomplished on a systemized approach so the progression of
prosthetic fitting would remain coordinated and consistent from age|6 months to
adulthood. (This is essential to be consonant with the consequences of growth
and development.)

2. Explore what is available in robotics presently and develop a 3-5 year plan that includes all
aspects of "state-ol-the-art" advances.
a. that have potential utility for No. 1 and when feasible, mutual design and use
advantage. .
3. Design a "retro" fit arrangement where a prostheses could be modified to finclude the
proposed technological advances.
a. Specifically, discussion of the Tactile Sensing Capabilities system. |

4. Exploration of a prosthetic hand-arm unit that would incorporate approprifate technology
advances as demonstrated in the NASA/JSC systems utilizing the UTAH/MIT Dexterous Hand
and the Jameson Hand.

6. Feasibility of a Biopotential Control interface that permits effective and efficient patterned
intent and action.

1. Prototype development.

2. Commence manufacturing of prototypes.

3. "Field test" with amputee population as a national effort.
4. Once findings of the field testing are available, disseminate this information through various
conferences, journal articles, and in-service efforts to medical students,
rehabilitation physicians, prosthetists and students in training, therapy staffs, and

interested "consumers."

5. Identify and explere various manufacturers who could become involved with project
recommendations.

6. A coordinated effort to quantify and identify primarily congenital amputees in order to assist
in the dissemination of information and results.

Pre-Requisite of Symposium:

Once a Participant List is established, a comprehensive syllabus of CVs, paper publications and related
journal articles will be compiled prior to the proposed symposium in order to fully familiarize all
involved individuals with the various backgrounds of each participant. We would like for these items to




be concise and as brief as possible. We would like for each participant to write 1

focused on these objectives. Where possible we would like the shorter version of
page maximum. :

Proposed Dates of Workshop:

May 30 & 31, 1991

Proposed Site of Workshop:

1. The Johnson Space Center, Houston, TX

or 2 pages maximum i
CV’s, 1 paragraph to 1 |

e e
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MEMORANDUM

Date: April 29, 1991

To: Charles C. Beall, Jr.
President

From: Rebecca R. Clearman, M.D.

Re: Long Range Planning

The following suggestions are in response to your request

for input on long range planning.

1. Expansion of outpatient services
As competition for health care dollars among p
becomes increasingly vigorous, and medical faciliti
increasing amounts of energy and resources on justi
expenses to third party payvors, TIRR must develop a
strategy in order to survive in the 21st century.
outpatient care is the future of medicine, and TIRR
the forefront of this shifting emphasis. TIRR’s ba
needs both expansion and reevaluation regarding eas
outpatient administration.

A. Development of complete comprehensive out
treatment program options for each disabi

Foviders

es are .
fication of
proactive

I believe that
must be at
sic structure
of

-]

patient/day
Lity category.

Although the brain injury program has such a program,

this is a glaring deficiency in the spina
program, and other programs as well.

1 cord injury

Day treatment would require expansion of
services for all therapeutic modalities,
involvement of a case manager at perhaps

gxisting
and require

leven nmore

intense levels than inpatient case management requires.

Administrative personnel would be reguire
with coordination, and the importance of

| . .
d to assist
computerized

scheduling and tracking is absolute to deYelop this

sort of program.

TIRR’s program oriented strategy to patie

nt management

is a great strength and development of comprehensive
day treatment programs would be relativel§ simple.

However, the current TIRR structure is no
to outpatient care. The admissions proce
outpatient financial clearance is slow at
outpatient work fluctuates in volume. Ca
of staffing requirements is critical in o
provide appropriate staff utilization.

F well suited
§s and
itimes;
reful thinking
rder to




Rebecca R. Clearman, M.D.
April 29, 1991

D. Space utilization is a problem. Patients in a day
treatment program may require an area to rest between
therapeutic treatments. In addition, family members
who accompany outpatients to therapy must have a place
during treatments. '

Some of these issues around space utilization could be
resolved by the development of after hour and weekend
utilization opportunities. Rather than operating from
8:00 a.m. - 4:00 p.m., therapies, clinicé, etc. could
be kept open until 8:00 or 9:00 p.m., théreby utilizing
the space most fully during a 24 hour period.

|

E. Regarding how TIRR would be different in lthree vears, I
believe there would be a improved understanding from
all TIRR staff that TIRR is not operating in a market
vacuum. Although we do offer unique serviices, today’s
health care consumers and third party pavors are
increasingly sophisticated regarding their service
requirements. Simply put, TIRR would become more

market driven. _ |




Rebecca R. Clearman, M.D.
April 29, 1991

|
Development of truly comprehensive care strate
persons with disabilities. Currently we have
Plastic Surgery, Surgery, Podiatry, Obstetrics
Gynecology, etc. The development of a Family
Internal Medicine Clinic, Orthopedics Clinic,

Otorhinolaryngology Clinic, Optometry Clinic,

provide needed services to the disabled person

community.

gies for
clinics in
and

Practice or

etc., could
s within the

A. The development of these clinics would re
outpatient clinic space and personnel. S
equipment needed for these specific clini
sought by donation from various fraternit
and other charitable groups. This equipm
well utilized both by outpatients,
who very frequently have need of these se

B. Service to the disabled population is the

TIRR admission. Countless numbers of pat
without needed services because of the re
physicians in the community to treat them
example, it is not uncommon for women wit
injury to go without a Pap smear for many
the inability to find a physician willing

and bV

quire more
pecialized
cs should be
ies, clubs,
ent could be
inpatients
rvices.

|mainstay of
ients go
lTuctance of

. For

h spinal cord
vears due to
to work with

the mobility constraints, spasticity, etc
Particularly regarding family practice an
medicine concerns, patients are sent 1nto
where the treatlnq physicians have limite
understanding of the rehabilitation proble
collaboration between the TIRR physicians!

physicians oceur to the detriment to the
health.
C. Closer liaisons with the Baylor College o

the University of Texas Medical Schools m:
dual benefit of training opportunities fo
medical schools and health care benefits

patients. In addition, the exposure duri
years of physicians to the catastrophical
very positively impact on their ability t
patients in their communities once traini
completed. The development of such nmulti
clinics would change TIRR’s reputation in
for inpatient rehabilitation only. A bro

of patient’s could be expected to be attr
Institute.

d internal

the community
d
ems and no

and outside
Datlent’

f Medicine or
1qht provide a
r these

for our

nq training

lv injured may

| =
0 manage such

ﬁq in
spe01altv

| the community
ader spectrum

acted to the
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Rebecca R. Clearman, M.D.
April 29, 1991

3. Development of a physician directed
psychiatric/psychological program. TIRR is in the inviable
position of having Dr. Arlinghaus in attehdanqe at the
Institute. She is both a gifted psychotherapist as well as
a talented teacher and administrator. Under her guidance a
complete clinical psychiatric service could be developed
which would benefit both our patient nonulatlon and provide
needed services for those patients who we must now refer to

| other facilities. i
|
‘ A. Beginning with more extensive outpatient %ervices.
individual and group psychotherapy should be Drov1ded
| for our patients. Currently Dr. Arllnqhaus is -
providing individual psychotherapy, but under her
‘ direction a more extensive psychological serv1ces
i program could develop. This might include both
individual and group psychotherapy from clinical
therapists.
|
B. Equally important is the eventual developﬁent of an
inpatient med/psych unit to address the n%eds of the
severely depressed spinal cord injured persons, and
brain injured persons who become a benav1ora1 problem.
Currently, we send those patients with fundlnq to other
(competing!) facilities. Patients w1thout funding, we
keep at TIRR.

|
|
|
|
i
|
|




Rebecca R. Clearman, M.D.
April 29, 1991 !

|
!
4. Development of an alternate housing and transportation

system for patients and their families.

A. Transportation concerns continue to be a ma1or source
of difficulty in providing outpatient serv1ces for the
disabled. 1In addition, housing for outnatlents and
families who are with the catastrophically inijured is
difficult to obtain. Modeling after Ronald Mcdonald
House, perhaps off-site housing could be arranqed to

~ meet these needs.

Metrolift currently is inadequate to meeﬂ the needs of
our patients. Through a collaborative effort with the
Houston Metro Bus Service and TIRR, a more reasonable
approach to patient transportation could occur. Rather
than develop a unigque TIRR transportatlonlsystem,
perhaps a contract with Metro could be developed to the
advantage of both parties.
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A 900 square foot space on the first floor of TIRR that currently serves as a
five bed Intensive Care Unit (ICU) will no longer be needed in 1991 as these
beds will be relocated to the new patient tower that is currently under
construction. The location for a trial apartment is ideal, away from the
patient care units, near the new cafeteria and outdoor cafe, but still
within the confines of the hospital. The current ICU space has the necessary
plumbing, electrical outlets, heating and cooling and existing header wall
units contain oxygen, suction and compressed air to make conversion to a
trial apartment. extremely cost-effective. Renovation will include enlarging

| the windows, sealing off multiple doorways, converting a medicine room with

| a sink into a shower and removing three header wall units so that the oxygen,
air and suction can still be used by families and patients if necessary. The
current nurse's station will be enlarged and fitted with kitchen appliances.
New furnishings will include two double beds (for use by the patient and
family), a dining room table, sofa and television. Attractive, functional
lighting and plants will be used to create a homelike setting. The budget
will provide for the structural changes and appliances. New furnishings will
be sought through community donations by the Director of Volunteers.

|
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MEMORANDUM

DATE: April 12, 1991

TO: Lex Frieden
Senior Vice President for Planning

FROM: Frances Pendergraft ;é;?7~4,1/,
Executive Director of Counseling Services

RE: Strategic Planning - Proposals for Service
Lex, attached are the suggestions related to strategic planning
and ideas from the departments I manage:

Social Work/Vocational Service

Challenge Program

Outpatient Clinic

Good luck in putting all the suggestions you will be receiving.

It has been fun participating in the process. I look forward to
the retreat.

FPP/std
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/ %JV Community Out-Reach Program

"Community Case Manager"

Program objectives: An out—reach, post-discharge program with
four main areas of activity:

1) Coordination of post-discharge care recommendations to ensure
optimal rehabilitation outcome.

2) Assistance to patients and families in making communlty
linkages for needed and existing services.

3) Counsellng to assist patients/families with coplng/adjustment
issues, integration of information learned in rehabilitation,
etc.

4) Development of community service contacts for networking,
service provision and community planning to fill service
gaps.

Staffing

1) A multispeciality planning team (already existing) to develop
a "Community Re—entry Plan" for each patient prior to dis-
charge.

2} Outpatient case managers. under the direction of ‘the Social

Work Department to monitor plan.

Service Focus

1)
2)
3)
4)
)
)

Individualized post—-discharge plan of care.

Arrangement for and monitoring of community based services.
In-home assessment of care needs.

Assistance in resolving problems.

Counseling and education of individuals and their families.
Monitoring progress and early identification of problems.

Allocation of resources:

Staff of two to four case managers to be managed out of Social

Work Department.

1) This proposal is related to overall research, education
and clinical service mission of TIRR.

2) It will meet the needs of patients, ensure better rehabi-
litation outcome, keep patients connected to TIRR and
address the needs that occur in the transition from re-
habilitation to the community.

3) TIRR strength - Our experience and expertise with in-
patient case management, our knowledge of ex1st1ng
community resources.

4) TIRR weaknesses — While we have a good outpatient medical
follow—up program, we have put little emphasis on
community reentry and vocational follow-up.

5) Competitive forces -~ fragmented and limited.

(To some extent insurance representatives maintain follow-—
up intervention with Workers Compensation patients)
Houston Center for Independent Living in fragmented way.
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Community Out—-Reach Program

6)

7.

8)

9)

10)

FP/bb
4/91

Sponsorship - Grant and/or foundation funding. Some option
for reimbursement under Medicare to qualified MSW's under
"outpatient patient counseling." (See Attached)

Health care trends are to shorten rehabilitation stays and
force services to the community.

Health care financing and industry trends are also moving
toward community based programs although funding is not
necessarily assured.

Trends in rehabilitation - We would be unique. Such a
program would set us apart from the for profit group who
cut services at discharge.

Three years from now TIRR would have the reputation of a
commitment to a continuum of care approach to rehabilita-
tion.



MEDICARE REIMBURSEMENT FOR OUTPATIENT CLINICAL SOCIAL WORKERS SERVICES VALID

HCFA officials recently assured the Society for Hospital
Social Work Directors (SHSWD) and the AHA that Medicare Part B
will pay for services provided to outpatients by hospital based
clinical social workers (CSW) despite conflicting instructions
issued by several Medicare carriers. CSW's, however, will not be
allowed to direct bill Medicare for services.

As part of the Omnibus Budget and Reconciliation Act of 1989,
Congress extended Medicare Part B coverage to include services
provided by CSW's on or after July 1, 1990. The act defines
covered services as those provided by a CSW for the diagnoses and
treatment of mental illness that the CSW is legally authorized to
perform under state law, except for services furnished to hospital
and skilled nursing facility inpatients.

While the law clearly allows payment for CSW services
provided to hospital outpatients, carriers in Indiana and Ohio
have 1issued bulletins erroneously stating that Medicare Part B
will not pay for CSW outpatient services. And the SHSWD and the
AHA already have received reports that some claims for outpatient
services have been denied.

Although HCFA officials readily acknowledged that outpatients
CSW services are covered, they stressed that current law does not
allow CSWs to direct Dbill Medicare for covered outpatient
services. Instead, CSWs must bill hospitals for outpatient
services, and the hospitals in turn must bundle their CSW claims
and submit them to their Part A Intermediaries for payment.

Faxed 1-16-91

To be published in AHA's Washington Watch February, 1991.




Vocational Program
Inpatient, Outpatient (Sheltered Workshop)

Program Objective:

1)

2)

Inpatient vocational counseling to be continued in an out-
patient structured program.

Outpatient vocational services - including follow-up with TRC
referrals. :

Continue our present Vocational Evaluation Program.

Employ Job Find/Employer Liaison to:

A. Create an Advisory Committee of community business/
industry leaders. Advisory Committee would be asked to
provide direction and advice in job opportunities, entry
into market place, etc. and lend advice to program
development and provide support to our Vocational
Department.

B. Maintain contact with client's employer during his rehabi-
litation stay and negotiate for same job with modifica-
tions or other options with same firm or company.

C) Provide job find services and job coaching when
appropriate.

Sheltered workshop for patients/clients who are too disabled
or cognitively impaired to wmake it in a competitive job
market.

Staffing : _
At least two additional vocational specialists to begin such a
program.

A)

Allocation of existing resources - Two additional staff to
provide vocational services. One of the two would need to
have strong organizational skills and an interest in
developing community/industry liaisons.

1) Relates to TIRR's overall mission.

2) Would meet patient/client need by expanding our present
service of evaluation and referrals to a more active,
participatory, approach to return to work.

3) TIRR strength - A history of a strong vocational program
that set the standard for vocational rehabilitation
several years ago.

4) TIRR weakness - our deemphasis on vocational services
because of poor reimbursement.

5) Competitive forces - None. TRC would be a resource, not a
competitor.

6) Sponsorship is, at most, 30% to 40% from insurance.
Industry and business might find supporting a "return to
work of disabled individuals" an appealing project.




page 2
Vocational Program
IP/OP Sheltered Workshop

7) Health care and disability policy trend is to ignore vo-
cational services. They like to assume the state take
care of vocational needs. Unfortunately, TRC can provide
some resources for training and education but are short on
individual counseling and placement - especially for the
severely disabled.

8) Same as 7

9) The few successful vocational departments in rehabilita-
tion facilities have very creative, innovative leadership
that has found ways to put together services to attract
funding.

C) TIRR in three years would have a better return to work outcome
for our clients.

FP/bb
4/91




Transitional Living Center/Outpatient Treatment (CARP)

A transitional living environment with attendant/support services
adjacent to an outpatient rehabilitation facility (CARF).

The program would be designed to serve:

1) Patients in transition from hospital to independent living who
require continued rehabilitation services in a less skilled
environment (lower cost).

2) Out-of-town patients who could functionally receive rehabili-
tation services in an outpatient facility if they had access
to local housing.

3) Post injury patients who did not receive rehabilitation or who
did but need a refresher to rehabilitation and need a total
program approach in a non skilled environment.

This model would be educationally focused.

a. Resources:
1) A community based facility with separate space for housing
and rehabilitation treatment.
2) A complete rehabilitation staff for provision of out-
patient services (suggest provision of services in groups
when possible to keep cost low). E
3) Attendant services available in housing unit.

b. 1) Relates to TIRR's overall mission.
2) Meets patient/client needs.
3) TIRR strength - past experience in transitional living
programming (New Options, Rehab III) and Systems experi-
ence in outpatient program development.

4) TIRR weakness - We have beéen inpatient focused in recent
years.

5) Competitive forces - I am not aware of a program of this
kind.

6) Sponsorship options: Insurance would like lower cost but

might hesitate to support need for housing.

7) Health care following trend to move toward delivery of
effective servies at less cost.

8) Health care financing — probably a negative.

9) Trends and expected development in rehabilitation-unsure.

c. In three years TIRR would have a wider service base with more
options to service delivery that emphasizes cost containment.

FP/bb
4/91




1)

Undeveloped Ideas

An attendant registery/training program.
We have discussed this need and encouraged Houston Center for
Independent Living to develop and implement this program.

Refinement of the services offered to Spanish speaking
patients to ensure they have complete/comprehensive services
including all materials in Spanish.

A larger, newer fleet of vehicles to more completely provide
in and outpatient needs.

In-Hospital apartment for home care training to give families
and patient opportunity to practice in safe environment and
build confidence in ability to do care at home.

FP/bb
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' STRATEGIC PLAN: A CONTINUUM OF EMPLOYMENT SERVICES

The Challenge Program has experienced heavy demand for employment
services because of its success in helping people with brain
injury return to work. The model utilized by the team is the
time-limited transitional employment training model in which
clients are trained and placed in community work settings and job
support is gradually withdrawn (faded) after work performance has
been stabilized at a level commensurate with employers’ standards
(Szymanski & Parker, 1987). 1In addition, the experlence of
working on a practice job trial prior to placement in a paid job,
allows for clients and staff to determine job appropriateness and
to develop techniques for enhancing performance prior to actual
job placement.

This plan proposes that TIRR develop an Employment Resource
Center in the Challenge Program that will expand the current
successful approaches of the Challenge Program Employment Track
and the TIRR Vocational Department to a larger number of brain
injured adults ‘and to patients and former patients served in
TIRR’s other programs.

A. The specific objectives of the Center would include:

1. Involving the Houston business/industrial/commercial
sectors in the funding, planning, direction and specific
activities of the Center, possibly including TIRR Board members
and other interested TIRR benefactors.

2. Developing a team of employment specialists who would
cultivate the Houston and Harris -County business communities to
develop job opportunities, be knowledgeable about specific
techniques that are successful in returning hard-to-place persons
with disabilities into competitive employment; be informed about
the legal and psychological issues associated with on the job
injuries.

3. Providing a vocational assessment program that would
efficiently and economically help clients and referrers identify
feasible, realistic vocational objectives in light of the
disability, individual capabilities and potentials, the local job
market, and other critical factors such as transportation,
financial disincentives, and family responsibilities.

4. Serving as a resource to TIRR patients and former
patients, Texas Rehabilitation Commission, worker compensation
carriers, employers and other members of the community who need
specific disability related employment services.

5. Operating a clearinghouse between employers who seek
qualified workers to fill manpower needs and applicants. with
disabilities.
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6. Providing specific employment-related services and
consultation for the Challenge Program, other TIRR entities, and
employers including vocational counseling, job placement, job
coaching, job readiness training, job site modification.

7. Operating a TIRR industry using paid Challenge or other
TIRR clients/trainees in a work crew.

B. The staff would include a Center director, 2 employer
liaison/job development specialists, job coaches (contracted as
needed), vocational rehabilitation counselor, vocational
evaluator. A TIRR industry would require staff such as director
and supervisor.

C. Resource requirements would include 2 offices (at the
Challenge Program and at the hospital - $12,000), annual staff
salaries ($170,000), funds to contract job coaches ($25,000), and
travel expenses ($4,000). Total for these expenses would be
approximately $211,000. The TIRR industry would require its own
budget.

1. Long term outcome of TIRR patients is an element of TIRR’s
effectiveness that can be easily overlooked by staff providing
acute rehabilitation services, but is viewed critically by
referrers and payors since vocational success typically indicates
good health (and lower costs). Providing services that will help
clients access the most important indicator of social and
economic participation, a job, is a missing link in TIRR’s
fulfilling its mission.

2. Before the Challenge Program began its Employment Track,
patient need for job placement assistance was largely
unaddressed. Vocational evaluation and counseling, currently
part of the TIRR service package, are important first steps in
the employment process. However, very poor rates of employment
among TIRR’s spinal cord injured patients testify to the lack of
vocational help and opportunity available.

3. The current success of The Challenge Program’s Employment
Track in helping brain injured clients return to work could be a
basis for developing an effective Employment Resource Center that
would serve all TIRR patients. We have developed credibility
with the Texas Rehabilitation Commission and insurance case
managers. .

4. This program would fill a currently existing gap in services
that addresses TIRR’s mission of our patient’s achieving
productive functioning.

5. Of TIRR’s hospital competitors, none currently have a
substantial commitment to employment services. Project ReEntry
and the Neurobehavioral Institute have one staff person assigned
to job development/placement. 1In the head injury arena,
Transitional Learning Community in Galveston has a very active
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employment program. However, T.L.C. provides basically different
services from TIRR and competes in a different market,
residential facilities.

6. Sponsorship options include Texas Rehabilitation Commission,
worker compensation insurance companies, and employers. TIRR may
be able to look to Houston’s business community to find
development resources or other support for this project,
especially in light of the Americans with Disabilities Act of
1990. o

7. Besides addressing the above cited issue of long term
outcomes of our patients, the Employment Resource Center would
provide a resource for employers in Houston and Harris County who
will seek qualified applicants with disabilities; this is
anticipated to be an effect of the Americans with Disabilities
Act. In addition, there is a growing movement to require worker
compensation benefits to include vocational rehabilitation. Most
private rehabilitation providers are preparing for this by
employing small vocational rehabilitation units.

8. This program is not typically part of most hospital services.
However, there are some rehabilitation hospitals who do have
similar types of services ‘including the National Rehabilitation
Hospital and the Rehabilitation Institute of Chicago.

9. Preparing ourselves for the impact of the Americans with
Disabilities Act should be an important part of our strategic
plan. The Employment Resource Center could play a key role in
the strategy.

With a successful employment program in place, TIRR would be
valued as a facility that produces healthy and productive former
patients who require fewer subsequent hospital admissions, who
contribute to society as taxpayers and who have an enhanced
quality of life. -

04-11-91
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Strategic Plan: The Challenge Program

The Challenge Program (TCP} is an outpatient, comprehensive brain injury
rehabilitation program. TCP addresses the needs of brain injured patients through
one of three primary "tracks": Vocational, Independence, or Educational. A small
portion of clients also receive individual services. Please see Figure 1 for a
current distribution of patient enrollment. Patients are supported by a variety
of funding sources. Please see Figure 2 for a current distribution of funding
sources. Since October of 1990 the Challenge Program has been experiencing an
upswing both in client attendance and financial success (See Figures 3 & 4). As
may be seen from Figures 3 & 4, this trend is continuing into 1991. One of the
negative components of this trend is that the quantity of patient need is-
beginning to outstrip available resources.

In terms of TCP’'s conceptual framework of "The Community is our Classroom,"”
necessary resources are threefold: sufficient space to serve clients during in-
house, group-based therapies; sufficient staff to be available for in-house
groups, community-based groups, and community-based vocational supervision; and
sufficient transportation to reach the community that is our classroom. At the
current attendance of approximately 18 patients per day, TCP is one of the
largest outpatient brain injury rehab programs in the country. 18 patients per
day is also stretching the-5.5 person rehabilitation 'Staff. The single van,
available to the program, only comfortably holds 6 persons.

If the program were to remain static in terms of patient demand, over time
accommodations would cccur to the client load. However, at present there a 12
reported, outstanding referrals. Additional limitation to the program relates to
its locations. Though referrals are frequently made from northwest Houston and
beyond, patients referred from such areas find the travel distance prohibitive.

The purpose of this proposal is to make several recommendations:

1. Consider the development of satellite Challenge Programs in a variety
of areas including the Cy-Fair/1960 area and or the Clear Lake area. The
programs could develop different primary tracks based on local need. For
example, the Klein School District has a very strong interest in providing
services for brain injured students. The "Challenge Program" in the Klein
area could have a stronger Educational Track than the "Challenge Program"
in the Bellaire area.

2. As an alternative or corollary to "1", consider developing the
Challenge Program Model as a transferable package which may be sold/ joint
ventured with other facilities. This has the advantage of more immediate
return with less start up cost.

3. Develop a more responsive transportation system for TCP. Consider a
fleet of 3 vehicles for the current program which are leased.
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Establish a collections office on the first floor for clients whose accounts are "self pay"”

b. 1)

2).

3).

4).

5).

6).

7.

8).

9).

Space and a collector

Such a program will assist to coordinate and improve services to
outpatients

Currently, self pay patiénts must go to the cashier’s window on the second
floor to pay after they have registered and received services on the first
floor.

TIRR’s commitment to providing access to services and a barrier-free
environment to rehabilitation clients will support this program.

A collections office on the first floor will address a weakness of client
dissatisfaction, inconvenience to mobile patients and of extreme difficulty
to some less mobile patients. It will also improve a current weakness for
collecting from self pay patients who deliberately avoid gomg to the
cashier’s window to pay before leaving.

A convenient collections office relates to competition because such a
service will portray an image of “client first" and of meeting the special
needs of the rehabilitation patient.

Options for the location and staffing of a collections office include options
in Outpatient Clini¢, Admitting, or a collections office under the
management of Accountirnig or Patient Accounts.

A convenient collections office will relate well to the trend to decrease
barriers to the handicapped.

A convenient collections office on the first floor is congruent with the
industry trends to emphasize client service. Such an area will improve
collections by decreasing opportunities for self pay patients to avoid paying
at the time of service.

A convenient collections office relates well to the trends in rehabilitation
to decrease barriers for clients and to facilitate access to all areas of
rehabilitation providers.

A collections office on the first floor will improve collections from "self pay”

clients and improve an area of client dissatisfaction.
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2. Enhance Services Offered Through Outpatient Clinic

a. Resource requirements include additional space for examination/treatment rooms
and patient conference areas plus the additional nursing and clerical personnel as
volume indicates. :

b. 1).

2).

3).

4).

3).

6).

.

Enhancing services will s{xpport the mission of developing and managing
coordinated services to outpatients with speed of delivery,. integrated
scheduling and space.

Enhanced services relevant to patient needs include the following:

- Pain Clinic

- Internal Medicine Clinic

- Extended hours
for select clinics
for assessing medical problems that occur after regular
clinic hours

- Gynecology Clinic

- Fertility -Clinic

- Sexual Dysfunction Clinic

- Others as Identified

- "Call the Nurse" Program for questions and answers about

rehabilitation needs

TIRR’s multidisciplinary team approach to rehabilitating and treating the
total patient is a strength that will support this program. Having an onsite
Outpatient Clinic that is establishing itself as a provider of convenient,
quality services will strongly support this program.

Enhancing these services will address a current weakness by filling “gaps”
in services not readily available to the rehabilitation patient.

These services will help TIRR to compete in the market place by providing
services not readily available to the rehabilitation patient but that will
address their total care needs.

TIRR’s Outpatient Clinic has the components to sponsor enhancing
outpatient services. Consulting physicians such as gynecologist, urologist,
anesthesiologist, etc. currently have privileges at TIRR. An internist, who
previously provided employee pre-employment physicals in Outpatient
Clinic, has expressed an interest in staffing an Internal Medicine Clinic.

Enhancing oufpatient services relates to health care and disability policy

2
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trends to provide a multidisciplinary approach to the total needs of the
rehabilitation patient.

8). Enhancing outpatient services fits the current health care financing and
industry trends to increase the services available in an outpatient rather
than an inpatient setting.

9). Enhancing services for the total well being and enjoyment of the life of the
rehabilitation patient relates to the trends and expected developments in the
field of rehabilitation.

The expected outcome and effects of enhancing the services available through
Outpatient Clinic are increased client satisfaction and loyalty from both patients
and referral sources, increased outpatient revenue, and stronger competitive
advantage in an increasingly competitive environment.



3. Enhancing Transportation for Outpatients To and From Therapies and Visits to TIRR

a.

b.

Resource requirements include additional vehicles with patient lifts and drivers.

1).

2).

3).

4).

3).

6).

7).

8).

9).

Enhancing transportation for outpatients will support the mission of
developing and managing coordinated services to outpatients with speed of
service delivery.

Transportation issues currently contribute to patients canceling or failing
to keep scheduled appointments due to transportation problems which
include lateness of Metrolift, ineligibility for Metrolift services, and
special care needs.

TIRR strength that will support enhancing transportation of outpatients is
the staff of Patient Escort/Valets, who are trained to lift and transfer
rehabilitation patients.

Enhancing transportation to outpatients will correct a current weakness: the
number of therapies or visits cancelled and "no shows". *

Enhancing transbortation will provide TIRR a competitive edge against its
competition inside and outside The Texas Medical Center by improving
access to services available.

Sponsorship for this program is available through TIRR’s Patient
Escort/Valet Services, which currently provides transportation services to
and from therapies on a limited basis.

Enhancing transportation for outpatients relates to removing barriers to
services experienced by the rehabilitation patient.

Enhancing transportation for outpatients relates to the health care industry
trend to take services to the patient through satellite facilities (which often
duplicate services and compete with anchor facility) by reversing this
principle - taking the patient to the services centralized in a world renown
facility.

Enhancing this program relates to trends and developments in the field of
rehabilitation by making access to services easier for the handicapped
client.
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Enhancing transportation for outpatients to and from therapies at TIRR will
improve productivity by increasing productive therapy time, increase client
satisfaction and loyalty, increase referrals, and provide TIRR with a stronger
competitive edge in an increasingly competitive environment.



Computerizing Medication Histories

a. Computer hardware and software

b. ).

2).

3).

4).

5).

6).

7).

Developing and networking a computerized data base of patients medication
histories is compatible with the goal of developing and managing
coordinated services to outpatients with speed of service delivery and
integration.

Currently TIRR pharmacy and Outpatient Clinic maintain separate records
of patients’ medications prescribed and refilled. Patients needs could

be better addressed if Pharmacy had access to records of medications
prescribed by TIRR physicians and/or outside physicians which are fitled
by outside pharmacies. If computerized records were maintained, a current
medication history could be generated for each patient seen in Outpatient
Clinic. This would provide a convenient and more accurate history, which
is especially important due to TIRR’s multidisciplinary approach to patient
care. Networking between pharmacy and Outpatient Clinic will provide .
continuity of care between outpatient and inpatient care status.

TIRR strength that will support the program are the computer programming
ability of TIRR’s MIS Department. Outpatient Clinic’s nursing staff, are
designated agents of TIRR physicians with their authority to approve
medication refills. These nurses are in communication with patients,
physicians, home health nurses and other professionals involved in the
care of outpatients.

A computerized data base with access by Pharmacy and Outpatient Clinic
will improve the speed, efficiently and accuracy of medication dispensing
and refilling.

Such a data base will provide efficient and up-to-date information to
ensure quality patient care, which is TIRR’s greatest marketing tool to
patients and referral sources.

Pharmacy and Outpatient Clinic both strongly support this concept, which
has been discussed with MIS. MIS can develop a computer program, or
TIRR can investigate the feasibility of purchasing commercial software.

A centralized data base of medication histories will relate well to the
multidisciplinary approach to providing care to rehabilitation patients.
It will provide continuity of care between inpatient and outpatient status.




8). Such a program fits well with the industry trends which focus on quality
and continuity of care.

9).  The program relates well to rehabilitation’s focus on multidisciplinary care
and the growing emphasis on ambulatory care.

Developing a centralized data base of patients medication histories for TIRR
Pharmacy and Outpatient Clinic to access with provide benefits that include:

- greater speed of service delivery of refill approvals .

- integrated services between Pharmacy and Outpatient Clinic

- enhanced quality of patient care

- enhanced client satisfaction

- enhanced physician satisfaction and efficiency

- enhanced productivity in Pharmacy and Outpatient Clinic.




STRATEGIC PLAN: RESIDENTIAL SERVICES

In 1989 TIRR Challenge Program and the Volunteers of America
submitted a proposal to the U.S. Department of Housing and Urban
Development to build a 25 unit apartment project intended for
residents with moblllty impairments and brain injuries who may
need some supervision. The proposal was approved by H.U.D. Now
the Volunteers of America, acting as landlord, is building the
apartment in the Heights area of Houston. The project calls for
the outfitting of a "practice apartment" in which clients can
prepare for independent living under the supervision of the
Challenge Program. A specific plan for TIRR’s management and
staffing of the rehabilitation portion of the project is under
discussion. TIRR’s role in this project and other housing
initiatives should be part of the strategic plan.

TIRR Challenge Program and other outpatient services of TIRR
could also benefit from the availability of supervised temporary
or transitional housing for clients/patients needing extended
services such as Challenge Program (up to 6 months) or other
outpatient treatment. Currently clients seek their housing in
the Medical Center area, with family members providing
supervision if necessary. However, clients who do not have
family members able to stay with them for a period of months
either receive inadequate outpatient services near thelr homes or
go without. :

Low cost, supervised temporary housing would probably be used by
three groups of patients: (1) outpatients needing easy to access
housing for the period of their treatment; (2) Challenge clients
from outside of the area served by Metro Transit Authority who
need transportation and supervision in order to stay away from
home; (3) TIRR patients and former patients and Challenge clients
who need safe, accessible temporary housing until they can find
something appropriate in the community.

This proposal states the need for TIRR to develop a systematic
plan to include residential/housing resources in its continuum of
services as part of this strategic plan.

At this time TIRR is very much a Medlcal Center orlented
facility. At the same time Houston is a community that is
increas1ngly decentralized, with its residents looking for
services in their nelghborhoods or at least delivered in a
fashion that clients and families can manage, given the demands
of commuting and other family responsibilities. Although in the
past TIRR had a presence outside of the Medical Center, until
recently TIRR demanded that its patients come to the Medical
Center for all its services.: Planning TIRR’s growth in the
direction of outpatient:services and housing that is connected to
those outpatient. services would allow for expansion in the
communities where patients are, making our services. attractive to
people who otherwise would not have considered then. :




Resources are available to develop more long term living H.U.D.
apartment housing. The Volunteers of America anticipate more
projects like the V.0.A./TIRR project if this one is successful.
It makes sense for the Volunteers of America to continue as
landlord since they have much experience in federal housing
programs for persons who are elderly and disabled.

Resources are also available for patients/clients to live in
various types of housing, including worker compensation
insurance, Texas Rehabilitation Commission and H.U.D. housing
subsidies. In addition, the Texas Department of Human Services
as part of its program for Intermediate Care Facilities for
Persons with Related Conditions (ICF/RC’s) and for Community
Living and Support Services (CLASS) will have resources available
to both purchase housing in group homes and to purchase services
to keep developmentally disabled persons with brain injuries out
of "institutions.

At present, TIRR’s competition offers the following housing
options (that I know of):

Project ReEntry at Del Oro makes arrangements for
unsupervised housing in area motels.

Neurobehavioral Institute has a long term residential group
home.

Memorial City Rehabilitation offers supervised housing in
their extended care facility.

Transitional Learning Community in Galveston has several
levels of supervised housing including a practice apartment,
Bay Ridge Village in League City which provides assistance
for cognitive needs and apartment living.

This proposal is by no means a comprehensive exploration of the
housing program options available to TIRR. Much more study is

_required.  However I see two important issues:

1. Insurance companies and patients want more outpatient
services. Providing temporary housing so that patients and
insurance companies can access the best outpatient rehabilitation
services (those of TIRR, of course), makes us a more likely
choice.




2. The number of brain injury survivors increases by 4,930 per
year in Texas. Many of these survivors will require varying
levels of assistance in order to make the transition to
independence or to live with minimal supervision. For those
persons who do have access to financial resources to pay for
housing and housing~related services, TIRR has little to offer.
If we are to be known as a provider of excellent and complete
brain injury rehabilitation services across the continuum of
care, some type of residential program should be part of our
system.

0O4-resfac-pk



MEMORANDUM

April 15, 1991

DATE:

TO: Charlie Beall

FROM: William H. Donovan, M.D.

RE: Strategic Plan for TIRR - Recommendations
1. Features

The Amputee Program - mainly an outpatient service has
many unique and outstanding features.

a) 20 years experience.

b) Far greater than average experience with upper
extremity amputees.

c) Offers comprehensive services beyond ordinary
amputee programs.

Medical management including amputatlon
revisions utilizing the latest in plastic
surgical techniques.

Prosthetic ~ Muilenberg’s experience and
reputation for excellence. This includes

fitting "state of the Art" upper extremity
myoelectric components for children and

adults.

Rehabilitation - inpatient and outpatient
preparation for and training in the use of the
prosthesis along with instruction in
alternative means of mobility and self care.
Follow-up care - improved clinic services that
facilitate all aspects of ongoing care.

d) Location of the Limb Bank at TIRR - working with
community resources to raise money to continue
this community service.

2. Resource Requirements:
A. Personnel
1. Program Coordinator, 1 FTE - Major duties

are to facilitate referrals to TIRR, assist
with securing details of sponsorshlp, assist
with intake, through-put, coordination of
services, feedback to sponsors, also acts as
community liaison and coordinator of limb bank
operations including screening of applicants,



selection of prosthesis and rehabilitation
course of treatment.

Program Secretary, 1/2 FTE - Major duties are
to maintain the data bank on all amputee
patients, handle all correspondence and files,
type up minutes and chart round notes as well
as replies to 3rd party payors.

Nurse, 1/3 Time - Major duties are to assess
clinic patients prior to their medical exami-
nation, collect information relative to the
data bank on all clinic patients, provide
assistance to the physicians, respond to phone
calls from patients needing appointments or
other assistance.

Medical Director, 1/3 Time - Major duties are
to provide medical direction to the progran,
provide medical treatment to the patients,
supervise the duties and performance of the
above persons as well as the residents and
medical students, supervise educational
activities for medical and allied health
personnel and direct research emanating from
this program.

Social Worker, 1/5 Time Outpatients, 1/3 Time
Inpatients - Major duties are to counsel
patients to help resolve problems and adjust to
disability as well as assist with seeking
funds.

More readiiy available psychiatric services are
needed to help meet the emotional needs of
these patients.

B. Space

1.

Office for Director of Program (now currently
shared with Vice President for Medical
Affairs).

Office for Coordinator of Program (currently
shared with Chief of Surgery Office).

Clinic wutilization every Wednesday A.M. ~and
alternate Friday PM.

Limb Bank Office



C. Equipment - Standard office equipment for Director
and Coordinator

D. Supplies - Standard office supplies for Director and
Coordinator. :

3. Relevance of Program to TIRR’s Mission

The relevance of the Amputee Program hardly needs

explanation. Amputations produce catastrophic disabilities.
TIRR specializes in catastrophic disabilities. Beyond that,
this program offers more than any other amputee facilityin
this region (see above). This places it above -the

competition Its major strengths are its comprehensiveness
and the experience of the medical director, the surgeon, the
prosthetist, the coordinator, the therapists and the nurse.
It’s weaknesses can and are being corrected. Namely, we need
a newer, more competitive hospital (physical plant) as do all
the other programs. We also need a better marketing effort
to let referees know of our strengths. Even so, we continue
to receive many referrals on a National basis from Workman’s
Compensation insurance nurses who know of our reputation.

4. Health Care Trends

This program, like the others must follow health care and
disability policy trends. The program has modified its
treatment strategies to accommodate for more outpatient
treatment; it has taken a cautious approach to newer
expensive, "high tech", devices while continuing to prescribe
less experience but tried and true components for those who
lack sponsorship for newer devices; it has never refused
medical evaluations for anyone approved by TIRR.

5. Discussion

This program should definitely continue. Its strengths
should be marketed more widely. Current level of hospital
support for space and staff support is adequate except for a
larger fraction of social work support that is needed - at
least 1/4 FTE. Space will be required in the very near future
for the Limb Bank Headquarters of Houston.

In the future, the program will need more physician time,
a full time secretary, and a 1/3 time social worker for the
Outpatient Clinic. :
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Urology Clinic

a.

1.

Full-time urodynamics/urologist.
C-arm.

Necessary to evaluate/treat voiding dysfunction secondary to
neurologic disease/injury. :

Voiding dysfunction, sexual dysfunction, stone disease and
infection are sources of significant patient
morbidity/mortality.

TIRR provides appropriate patient population.

TIRR has been underserved in this regard in the past.

The only competition is at Methodist/St. Luke’s. There is no

other egquivalent competition that I am aware at other local
rehabilitation centers.

The Hermann Voiding Dysfunction and Incontinence Center that
is currently under construction.

Voiding dysfunction is probably the urologic ‘disease’ of the
1990’s. ‘

Preventative and diagnostic care are obvious industry trends.

Over the next ten to 15 years, I think we will certainly see
new developments in our ability to manage voiding dysfunction.

Patient retention, reduce patient morbidity, improve quality of

life.
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Inpatient urology care/surgery.

a.v

b.

Dedicated inpatient beds.

1.

2.

3.

4.

Voiding dysfunction secondary to neurologic disease/injury.

Voiding dysfunction, sexual dysfunction, stone disease and
infection are sources of significant patient morbidity.

TIRR provides appropfiate patient pépulation.

TIRR has been underserved in this regard in the past.

To provide for more centralized care instead of ’farming-out’
urology care to other institutions. Patients clearly like
receiving urologic care at TIRR.

Inpatient urology care can easily be done at other hospitals
as has been done in the past.

More efficient.
More efficient.

As capabilities to treat voiding dysfunction expand, it will
be important for institutions such as TIRR to be involved.

Improved hospital utilization and patient satisfaction.
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ITI. Urodynamics

a.

b.

C-arm, full-time urodynamics nurse.

1.
2.
3.
4.
5.
6.

7.

8.

g.

Necessary to manage neurogenic bladder.

Most TIRR patients have neurogenic bladder.
Attracts suitable patient population.

Largely unavailable in the past.

Only real competition is at Methodist/St. Luke’s.
Hermann.

Preventative and diagnostic focus of urodynamics is clearly in
keeping with industry and funding trends.

See 7.

This would allow- TIRR to take -advantage of future new
developments in the treatment of voiding dysfunction.

Increased revenue, facilitate clinical research in voiding
dysfunction, facilitate patient care.
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IV. Pediatric Voiding Dysfunction Clinic (e.g. myelodysplasia)

a.

b.

Clinic resources, pediatrician, orthopedist, neurosurgeon,
pediatric rehabilitation specialist, neurourologist, ostomy nurse.

l'

2.

3.

4.

Pediatric physical disability is a major problem and certainly
in the scope of TIRR’s mission.

The only other clinic I know of in this regard outside of the
Shrine Hospital for indigent patients is at Texas Children’s
Hospital. ,

The rehabilitation ability and reputation of TIRR.

This would need to be a multi-disciplinary clinic which might
serve as a model for other clinics at TIRR.

The only current private medicine competition is really from
St. Luke’s Hospital that I am aware of. There is a clinic at
the Shrine, however, this is primarily for indigent patients.
I would think that this would be a highly marketable
enterprise on a PPO/HMO model.

The therapeutic options open to treating the pediatric patient
population is changing rapidly and requires a ‘cutting edge’
institution like TIRR to provide optimal care. For example,
Dr. Kaplan’s work with bladder stimulation would be a natural
for the setting at TIRR.

New Resource.



V.

Urology Research

Qe

b.

Research coordinator.

1.

2.

3.

Voiding dysfunction research obviously fits the mission at
TIRR.

This is fertile research area.

TIRR has the appropriate patient population, reputation, and
research qualification.

This is largely an untapped resource at TIRR.

Federal, institutional, and private (drug companies, for
example).

Voiding dysfunction is clearly a major industry focus in terms
of development of new capabilities with regards to drugs and
equipment. For example, such a focus would be a natural
marriage with the research already underway regarding the
Baclofen pump at TIRR. ‘

Active productive urologic research would enhance the reputation at

TIRR, increase the availability of institutional funds and attract
patients.



"

MEMORANDUM

TO: Charlie Beall

FROM: Charlotte Stelly-Seitz, Mp &7
RE: Strategic Plan

DATE: April 22, 1991

Enclosed you will find some additional pieces to the strategic plan
developed by the pediatric team. If you need any clarifications,
please do not hesitate to contact me at 799-5052.
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. MEMORANDUM

. © Charlie'Beall |~ L
| Cliarlotte Stelly-seitz, Mp :
‘ f : S#rétegié'Plaﬁf,u -’-':W . . » 2‘;'
DATE;h.- Aéfiii15, 1991 R |

o

Enclosed you will find the strateéic plan deVelbped by the
pediatric team as.requested. More information may be forthcoming
in the next day or two. e " :

If you need any'clafificatioﬁé, please do not hesitate to contact
me at 799-5052. |
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an basic managed care concepts  tion followed “a trend of signiﬁcant
be applied to a hospital setting?
Yes, say officials at 562-bed Hermann
Hospital, but not without an organiza-
tional overhaul and careful consider-
ation of internal politics. :

“The doctors are the key,” says
Jeptha Dalston, Ph.D., president of
Houston-based Hermann. “You have to
identify the willing, enthusiastic physi-
cians and then link tightly with them
and march forward together.™

Nearly two years into the managed
care program, the effort is still reaping
rewards, officials say. Patient census is
down 3 percent, and the average length
of stay is down about 9.5 percent, says
Jeffrey Woodside, M.D., vice-president
at Hermann.

The hospital also recently com-
pleted a three-month pilot program that
provided intensive managed care for 73
indigent patients and patients in high-
cost DRGs. Average length of stay
dropped 23 percent for pilot partici-
pants, while total average charges de-
creased 16 percent, according to Wood-
side.

Financial turnaround. Managed
care played an important—if subtle—
role in Hermann’s recent financial turn-
around. The hospital eamed $6.4 mil-
lion in FY 1990, after losing $6.6
million and experiencing one-time
write-downs of $22.5 million in FY

an increase in unreimbursed indigent
care services and some non-recurring
reimbursement adjustments,” Goetz
adds.

Intemally managing care has also
helped Hermann’s contract negotia-
tions with HMOs and preferred pro-
vider organizations (PPOs), according

Dalston: “Much of the delivery
mode of the future is going to be
along the lines of managed care.”

Case study , Managed 'careﬂ»
helps hospital contam

- financial deterioration resulting from .

. io&tly_se__g,.Woodsxde says.

1989. i
Hermann achieved the turnaround

to Larty Smith, chief financial officer '

by slashing costs, reducing its work-
. force and inventories, and improving

-wide focus on utilization management
: - ~.f ““had a distinct benefit in reduction of
-F 'expenses " says | Dalston. Operanonal

.

- .atthe hospital. “We have a liandle on. .

_.its payer mix. However, the hospital- ..

' negol]ate a type of payment rate we

the appropnateness of our charges .
.. Smith says. “We know that if we do

"aq“*'u,x <

charge: plahnm The“depamnent’ on A
stantlyguides clinicians to'seek thes=
most appropriate care in the least <

“We truly attempt to manage the
care that patients receive during the
course of an illness when they’re in the
hospital,” he adds. “This involves re-
source conservation, cost-efficient
treatment, and very early identification
of discharge planning needs.”

Consultant Randee Lehrer-Wright,
R.N., director of Tampa Bay (FL) As- .
sociates, designed Hermann’s managed
care initiative to achieve three specific
goals:

* To overcome operatlonal and depart-
mental barriers to moving patients
through the hospital as cost-effectively
as possible

* To improve utilization patterns of the
medical staff and residents from the
hospital-affiliated University of Texas
Medical School and to eventually de-
velop patient care guidelines

* To use medical resources more cost-
effectively and improve the hospital’s
financial performance while maintain-
ing good patient outcomes P :

“To really affect any kind of
change in health care, you have to look
at the delivery process,” Lehrer-Wright
says. “Organizationally, hospitals are

: not structured to perform adequate cost
> containment. Much'of hat hospitals
5 do_xs fragment

oA ior




Managed Care

important to gather together the man-
agers of the involved departments and
then come up with a workable plan for
conserving resources.”

Hermann’s top
management got
the managed care
ball rolling in re-
sponse to pressure
from local business
coalitions, Dalston
says. “We became
convinced that
much of the deliv-
ery mode of the fu-
ture is going to be
along the lines of managed care,” he
adds.

.. Inearly 1989, Dalston brought in
Lehrer-Wright to turn this abstract con-
cept into a viable program. After six
months of planning, the hespital cre-
ated the office of managed care, di-
réctly reporting to the CFO.

“It makes for better coordination
between the social services and those
wheo are negotiating with HMOs and

Woodside -

PPOs " CFO Smith says.

. - From June 1989 on, much of the
nitty-gritty work of makmg the pro-
gram run fell to the setvice chiefs. As a
result, the organizational changes cre-
ated some turf battles, Lehrer-Wright

says. “It’s difficult because you have to -

cross territories where staff aren’t used
to working with one another or are now
reporting to different people.”

But the resulting efficiency gains
won dissenters over, Lehrer-Wrght
says. “All of the areas could see how
they now had complete information
from preadmission to discharge. They
could see why the consolidation was
done.”

Management’s role. Top manage-
ment played a key role in minimizing
turf battles between departments, hos-

" pital officials say.

“We had some turf battles ini-
tially,” says Woodside, who is also
medical director of Hermann’s Office
of Managed Care and professor of
urology at the University of Texas
Medical School. “They were made

top leadership. ; :

“We had a common vision about
this,” he adds. “We stuck together an |
worked with the managers involved to
try to make this smooth out.”

Active support by top managemen
is cruc1al to a program of this nature,
adds administrator Dalston. “It’s too ~
hard to do otherwise. It’s too much of a.
change. . . .If you don’t have a strong,
forceful expression by top management °
to do this, it isn’t going to happen.”

Medical staff:

Partners in change
‘Woodside played a key role in building -
physiciar support for the managed care .
department. “He was really able to
move physicians through the program,
show why we had to have the pro-
gram,” says Lehrer-Wright.

Introducing physicians at the hos-
pital to managed care is not easy, she
adds. “It could have been much more
difficult without physician leadership

NAQA®B

National Association
of Quality Assurance
* Professionals .

Promotmg Healthmre

104 Wilmot Rd Siiite 201 Deerfiels

IL 60015-5195 "(708) 940-8800
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- to guide the program.”

Woodside started by selling the
service chiefs on the program’s worth.
“I explained what managed care was,
how the department was going to be
organized, and the contact between the
[nurse reviewer] and physicians,”
Woodside says. .

He also met, and continues to
meet, monthly with the house staff. In
addmon Woodside works one-on-one

with physicians,

§ resideats and fac-

ulty.

Physician edu-
cation is a “con-
tinual process,”
Woodside says.
“There’s so much to
learn, so much in
the whole reim-
bursement arena.

On almost a case-
to-case basis, physicians and nurses
learn to handle a particular diagnosis
for a particular patient.”

Eye-opener. For example, during
the past eight months, the managed
care department has focused a special
utilization review effort on Hermann’s
observation unit.

Medicare and Medicaid rules for
observation units differ regarding pa-
tient admisston and length of stay crite-
ria. So the managed care department is
working closely with physicians to en-.
sure that their treatment falls within the
appropriate guidélines, says Rachel
Bodne, R.N., the hospital’s administra-
tive director of managed care support
services. .

“This has been a real eye-opener
for physicians,” Woodside says.: :.-;- :

-“They’re getting patients out of the .

- unit cxpedmously, and we’re seeing

| much better'resource utilization

It s lmportant to g1ve chmcxans

Lehrer erght

Nurse reviewers:
Managing care and

Cuts in résource usé should be -
done ‘on a case-by-casg basis; she adds

“You can’t look at clinical ¢are and say,

‘We have to have a 5 perccnt reductlon
" across the board e

collecting data

“It takes a while for a new departmcnt
to gain acceptance,” says Rachel
Bodne, who oversees Hermann’s office
of managed care. “But a cost-contain-
ment department has a couple of
strikes against it before it begins.”

Bodne has worked hard to combat
any antagonism toward her department.
“The nurses that she manages have
made an extraordinary effort in sooth-
ing relations,” says Woodside.
“They’re seen as a helper rather than
an inquisitor by the attending physi-
cians. They’ve overcome that knee-jerk
reaction by physicians to having nurses
do concurrent review.”

Bodne has trained her seven man-
aged care coordinators and four dis-
charge planners to handle every situa-
tion coolly and professionally. “Were
trying to make sure they understand
that we’re not a threat,” she says.
“We’re not trying to tell them how to
care for the patient.”

If a physician is recalcitrant,
Bodne’s staff are trained to wait until
they are back at the managed care de-
partment before venting their frustra-
tion. “I’ve never had an irate physician
call and complain about any of our ac-
tivities on the floor,” Bodne adds.

Sensitive role. Such professional- - -

ism is key, given the sensitive tasks
that Bodne’s nurse reviewers perform. -

‘ -__AVVnhm 24 hours of a patlent s admis-
sion, the department receives a work-

shect—format printout with the patient’s -
emographxcs the admlttmg or attcnd— -

':bramstorm for dcalm'
-patients, or panents w1th especmlly
‘complex discharge needs:For ¢ example,
- the group typlcally handles Medlcare :
. ipatxents who are outliérs_‘, _unmsured pa—
“_ tients or patients who need specnal at-
- -tention. “Out of these sessions come re-
S ally good ideas,” Bodne says.": -

- Utilization revxew. The depart :

ment also conducts utilization review .\

- for commercial insurers, HMOs, PPOs

5

and employers. This reduces i 1merrup-

‘tions for physicians and helps speed up

claims payment, Bodne says.

The department also tracks utiliza- .
tion and resource use by clinical ser-
vice. However, Hermann doesn’t have
the information system capability to
track this information by physician,
Woodside says. “You can look at length
of stay by physician, and we do,” he
says. “But beyond that, this is going to
require a better information systerm.”

For example, a patient admitted
through the emer-
gency department
with upper gastroin-
testinal bleeding is
typically treated by
a team of physi-
cians. Two days
later, the team
changes. The ques-
tion here, says
Woodside, is: To ~~

" whom do you attri-
bute the panent s $70,000 bill?

“It’s absolutely counterproductive,
if you don’t have absolutely reliable

_data on physicians, to start beating up

on physicians,” Woodside says. “As
soon as one physician can show the

- data aren’t accurate, you’ve lost all

credibility S
- Goals. In addition to upgrading

' .Hcrmann s data capabilities, Woodside

hopes the hospital will-eventually use
its new infrastructure to implement
- physician ptactice guldelmes.

- Meanwhile, Dalston’s primary goal
isto hght a ﬁrc under his staff. “We -
want to get people who understand .’
hat S mvolved and are willing and en—

ig 'toward that. We have a growing
nucleu S of physxcnans and health care

March 5, 1991 Hospitals  *



