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Supported Employment for Veterans with TraumatiaiBinjury: Provider Perspectives

Abstract

Objective: In 2006, 13 sites were provided with one-time pilotding to provide supported
employment (SE) to Veterans with traumatic brajaryn (TBI) history. In 2014, we surveyed
SE providers at pilot and non-pilot sites thatwiad receive this funding. Our objectives were to
identify any pilot and non-pilot site differencegarding current: (1) provision of SE to
Veterans with TBI; (2) staffing and communicaticetween the SE and polytrauma/TBI teams;
and (3) provider perceptions on facilitators andibes to providing, and suggestions for

improving, SE.

Setting: Veterans Health Administration (VHA) SE programs.

Design: Mixed methods cross-sectional survey study.

Participants: Providers included a total of BE supervisors and 90 vocational rehabilitation

specialists (VRSS).

Interventions: Not applicable.

Main Outcome M easur es. Web-basedurveys of forced-choice and open-ended items dieclu
guestions on SE team characteristics, communicatitthpolytrauma/TBI teams, and

experiences with providing SE to Veterans with Tistory.

Results. SE was provided to Veterans with TBI at 100% ¢tdtpand 59.2% of non-pilot sites (p
=.09). However, VRSs at pilot sites reported tmhmunication with the polytrauma/TBI team
about SE referrals was more frequent than at nlm-gtes (p = .003). In open-ended items,

suggestions for improving SE were similar acrosst gind non-pilot sites, and included
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increasing staffing for VRSs and case managemehgreeing communication and education
between SE and polytrauma/TBI teams, and exparidangcope of the SE program so that

eligibility is based on employment support neetheathan diagnosis.

Conclusions; These findings may contribute to an evidence baseinforms SE research and
clinical directions on service provision, resouatlecation, team integration efforts, and

outreach to Veterans with TBI who have employmeipp®rt needs.

Keywords: Supported Employment, Traumatic Braimiyj Veterans; Interdisciplinary Health

Team; Community Integration
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Compensated Work Therapy (CWT)

Full-time employee equivalent (FTEE)

Individual Placement and Support (IPS) model offuied Employment (SE)

Institutional Review Board (IRB)

Polytrauma Network Site (PNS)

Polytrauma Support Clinic Team (PSCT)

Polytrauma Point of Contact (PPOC)

Polytrauma/TBI System of Care (PSC)

Posttraumatic stress disorder (PTSD)

Severe mental illness (SMI)

Therapeutic and Supported Employment Services (JSES

Traumatic brain injury (TBI)

Department of Veterans Affairs (VA)

Veterans Health Administration (VHA)

Vocational rehabilitation specialist (VRS)
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More than 2.7 million U.S. service members havenlsployed in support of the Iraq and
Afghanistan war$.As many Veterans return to civilian life with sieerrelated physical and
psychological injuries, including traumatic bramury (TBI), it is critical that healthcare
systems are adequately resourced to address &aihland psychosocial ne€dgtontline
clinicians and healthcare managers can providengabmacro-level perspectives on patient
health service need¥.This key stakeholder input allows for successdsetdocumented and
shared, but is also important for identifying gapsare. A methodology that identifies
facilitators and barriers to service provisionnmgbrtant for informing recommendations on
future implementation efforts that address heafthcancernd?® Here, we report the results of a
survey of Veterans Health Administration (VHA) Coaemgated Work Therapy (CWT) program
supervisors and frontline vocational rehabilitatspecialists (VRSs) about their experiences
with and perceptions of providing the evidence-ddsdividual Placement and Support (IPS)
model of Supported Employmérthereafter referred to as SE) to Veterans with. TBI

VHA provides a range of vocational rehabilitati@msces through its Therapeutic and
Supported Employment Services (TSES) CWT prograrfistal year 2005, SE for individuals
with severe mental illness (SMI) was implementedAviide.'° Policy allowed up to 25% of an
SE caseload to include Veterans without SMI but Wwad intense employment support needs.
SE is designed for individuals unable to work inglegiently without intense intervention.
Various models of supported employment, includimgPS model of SE, have been evaluated
in civilian populations and shown to be effective those with intellectual/developmental
disabilities, physical disabilities, and moderatgése TBI history>'? SE’s core principles
include no pre-requisite vocational training, rajuid searches for competitive work that matches

the individual's interests, long-term workplace gap as needed, and integration between the
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SE and clinical treatment teams so that healtheamployment-related issues can be addressed in
tanden™*? A significant minority of Iraq and Afghanistan mdeterans using VHA services
have TBI history and are unemployéddowever, among those with a history of TBI, a
substantial proportion may have intense employreepport needs. In a national survey of
Veterans with TBI, 45% reported unemployment. is #ame survey, 42% reported at least
moderate interest in S&. Providing SE to these Veterans, many of whoniratieeir prime
working years;" could positively impact their long-term employmsntcess.

In the U.S. civilian population, approximately 2rillion individuals sustain a TBI
annually*® and since 2000, more than 360,000 TBIs have begorted in U.S. military service
members. In an analysis of more than 600,000 Iraq and Afiggtan war Veterans accessing
VHA services between 2009 and 2011, 9.6% had adi@jnosis® For both civilian’ and
recent U.S. service membéPst least 75% of diagnosed cases are classifietldsTBI.

Workforce participation is considered a significartticator of recovery and has been closely
studied in those who sustained TBF® The return to work rate following TBI varies wigi&°
and is associated with various demographic, infefgted, and post-injury rehabilitation factors,
including use of vocational rehabilitation servié&®® For many civilians, return to pre-injury
levels of functioning following mild TBI usually @ars within 3 to 1% months or sooné¥;*®
although up to 2098 continue to experience a range of cognitive, eonali, and physical
symptom&’ years after the injury that impact function. Fooge who served in the Iraq and
Afghanistan wars, recovery from mild TBI is diffittio measure and is confounded by such
factors as reporting deldysand comorbid conditions like posttraumatic strtissrder
(PTSD)*“243 depression, and substance tfsghich may complicate evaluation and

rehabilitation®®
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VHA'’s Polytrauma/TBI System of Care (PSC) was deped to address the multiple
healthcare needs of Iraq and Afghanistan war Viesarath TBI and comorbid conditions. Its
outpatient services include 23 regional PolytralNeéwork Sites (PNS), 87 Polytrauma Support
Clinic Teams (PSCT) that are more geographicabpelised, and 39 Polytrauma Points of
Contact (PPOC) that do not have polytrauma/TBI loéiiation teams but can make referrals for
appropriate caré®*’ Interdisciplinary polytrauma/TBI rehabilitationais include physiatrists,
psychologists, and case manadéi¢ocational rehabilitation specialists (VRSs) act typically
core team members, but may be co-located in the sa@dical center or available for referral.

In 2006, VHA TSES provided 13 CWT programs with -¢imee funding for that fiscal
year for a dedicated VRS to provide SE to Veteraitts TBI history. At most pilot sites there
was also funding for a psychologist to facilitateegration between vocational rehabilitation and
clinical providers. Due to limited resources, thewes no contemporaneous evaluation of this
implementation. In 2014, we followed up with SE sryisors and VRSs from the 13 pilot sites
and their counterparts at other (non-pilot) sitex tlid not receive this specialized funding. This
study’s objectives were to identify any differentesween pilot and non-pilot sites with regard
to providing SE to Veterans with TBI; staffing abommunication between the SE and
polytrauma/TBI teams; and provider perceptionsamilitators and barriers to, and suggestions
for, improving SE for this Veteran population. Wigpbthesized that compared to non-pilot sites,
pilot sites would: (1) have a higher rate of pding SE to Veterans with TBI history, (2) report
better interactions between the SE and polytrauBia@ams, and (3) experience fewer

challenges with providing SE to Veterans with TBitory.
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Methods
Design.This was a mixed methods cross-sectional surwelyswith forced choice and open-
ended questions.
Participants.Target participants were identified through VHA adistrative records, and
included SE program supervisors (pilot sites: r8=rbn-pilot sites: n = 133) and VRSs (pilot
sites: n = 90; non-pilot sites: n = 159). SE pdevs could not be identified at 2 of the 152
Department of Veterans Affairs (VA) medical centensd therefore these 2 sites were excluded
from participating.
ProcedureThe Research and Development Committees and/orreuoigects Institutional
Review Boards (IRBs) of the research team investigaapproved all procedures. Prior to
recruitment, we notified 150 VA medical center digs about the study. Of these, four
prohibited the survey from proceeding locally bessaaf privacy concerns or lack of local IRB
guidance, and were subsequently excluded. Usingdified Dillman method for mailing
timelines?® in August 2014 we emailed invitations to parti¢cepm a web-based survey to SE
providers at the remaining 146 sites. The surveypvagrammed in and administered using
Verint Enterprise Feedback Management softwareaareigs5 (Melville, NY), which securely
captured responses within the VA firewall.

Survey questions differed by participant type. feoced-choice items, supervisors were
asked to provide information on broader progranelléssues, such as which clinical populations
their SE program served, and current and ideatiimk employee equivalent (FTEE) hours
dedicated to providing SE to Veterans with TBI biigt Questions for SE VRSs focused on
field-level experiences, such as working with the’s polytrauma/TBI clinic team (yes/no),

communication frequency with the polytrauma/TBhaiteam about SE referrals on a 1 (never)
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to 9 (daily or almost daily) Likert-type scale, goerceived helpfulness in working with the
polytrauma/TBI clinic team on a 1 (not at all) tgextremely) Likert-type scale. The software
had automated skip patterns so that participadteal respond to questions that previous
responses indicated were not applicable. For ex@rpgltticipants at sites without a
polytrauma/TBI team (PPOC) were not presented giistions about their interactions with
them.

Open-ended questions asked respondents to: lisideal SE team composition
(supervisors only), describe their experiences wmgriwith Veterans and the local
polytrauma/TBI clinic team (VRSs only), identifyatning they have received (VRSs only), and
suggest program improvements (supervisors and VRSSs)

Statistical Analysis

Means, standard deviations, percentages, and piapowere used to describe the
guantitative outcome variables. Continuous outcowsre compared using independent and
pairwise t-tests. For categorical data, we usedghare test for independence, and Fisher’s
Exact Test (one-sided) when the statistical assiompfor chi-square were not met. We also
tested VA medical center characteristics, inclugiigt site status, region of country (West,
Midwest, South, Northeast), and outpatient PSCI IS, PSCT, PPOC) to identify any
differences between responders and non-responfiea/ses were performed with IBM SPSS
Statistics v20°
Qualitative Analysis

Open-ended responses were coded with NVivo™20priori constructs focused on
general experiences providing SE to Veterans whhistory; working with polytrauma/TBI

clinic providers; and facilitators, challenges, auggested improvements for providing SE to



173  these Veterans. Any new themes that emerged weegictnter-rater reliability between two

174  team members (TKP, KEG) was established using eclcltoding” proces¥ Open-ended

175 responses were coded independently for 10 respts)demd initial reliability estimates

176  (agreements as a proportion of agreements plugrdesaents) were at least 85%. Consensus
177  was reached after discussing areas of initial desagent. Additional open-ended responses from
178 5 different participants were then independentigezbby both team members, maintaining a

179  stable level of percent agreementaf0. Finally, the remaining open-ended responses we

180 coded independently.

181

182 Results

183  Quantitative.

184  Response ratdResponse rate for SE supervisors was similar agitst (5/13; 38.5%) and non-
185  pilot (49/133; 36.8%) sites (p = .51), and wasindependently associated with country region
186 (p =.81), or PSC level (p = .87). For VRSs, trepmnse rate between the pilot (14/40; 35.0%)
187  and non-pilot (76/209; 36.4%) sites was also coedgar(p = .87), and did not vary by country
188  region (p = .70) or PSC level (p = .97).

189  SE Supervisord.ength of time supervising the SE program was coaiga across pilot and

190 non-pilot sites (Table 1). The percentage of gitesiding SE to Veterans with TBI history was
191  higher among pilot (100%) than non-pilot (59%) sitalthough this result did not reach

192  statistical significance (p = .09\cross sites, supervisors reported comparable VREEFhours
193  dedicated to serving Veterans with TBI history. &y, there was more than a twofold gap in

194  the current versus perceived ideal FTEE hourstioviding SE to Veterans with TBI history at
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both pilot (M = .70, SD = .45 vs. M = 1.80, SD 5,4 < .02) and non-pilot (M = .76, SD = .87
vs. M =1.67, SD = .93, p <.0001) sites.
SE VRSd.ength of time working in the SE program was compé across pilot and non-pilot
sites. Respondents across sites were similarlgelivin their perceptions on how providing SE
to Veterans with TBI history compared to Veterarthwther conditions, with approximately
half endorsing that it was about the same to eamnel half stating that it was more difficult.
After excluding participants from PPOCs, there wastatistically significant difference
in percentages of pilot and non-pilot sites thatked with the polytrauma/TBI teams. Among
sites that reported working with the polytrauma/T&m, communication between the SE and
polytrauma/TBI clinic teams about SE referrals wggsorted to be more frequent among pilot
site VRSs compared to what was reported from ntot-pite VRSs. Despite communication
frequency differences, across sites the VRSs perddhe polytrauma/TBI teams to be
moderately to very helpful when they worked togethe
Qualitative
SupervisorsSE program supervisors were asked to list whicbiglises they would add to their
SE teams to further support the needs of VeterasT| history. Because of similarities,
responses are collapsed across pilot and nongiiést (Table 2). The three most frequently
identified disciplines were: peer support spedslisase managers/social workers, and job
developers that were separate from VRSs. Othehsded mental/behavioral health
professionals, medical providers, and other reliatdn providers.
SE supervisor perspectives on how to improve SHer for Veterans with TBI history
may be seen in Table Ihe most frequent suggestion for program improvemes to increase

VRS FTEE dedicated to serving Veterans with TBtdrig Some supervisors were concerned

10
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that employment was not prioritized during the remy process and recommended that
vocational rehabilitation be discussed as parebébilitation treatment planning. They also
suggested that SE eligibility be based on levamployment support need, rather than
diagnosis. Finally, although employment is an obsigoal of vocational rehabilitation, some
supervisors were concerned that the CWT programewmicused on jobs, rather than careers,
and suggested that continuing education be coresiceer important gateway to future
employment.

SE VRSsTable 4 illustrates content domains and exemplates by VRSs regarding their
experiences with providing SE to Veterans with TiBitory. The most noted challenge in
working with these clients was their co-occurrirngyeitive and behavioral conditions, especially
problems with memory and anger, which require nitense workplace support. At the facility
level, perceived facilitators of SE success weaedéeship providing administrative resources;
clinicians taking a team-based approach to carehaaas further supported by VRSs attending
weekly meetings and having ongoing communicatidi wie team; supportive community
employers; and family and peer support involvemdteported barriers to providing SE
included leadership not wanting to expand it teceottlinical populations, like those with TBI;
clinicians not valuing employment or understandimg SE model, and the case management

needs of Veterans not being met.

Discussion
There was strong support by SE supervisors and WRSSE would be a positive and
integral support for readjustment to civilian Ifte Veterans with TBI who have intense

employment support needs. Across pilot and naot-pites, SE supervisors advocated for an

11



241  expansion of services for Veterans with TBI historymultiple levels: increased staffing for

242 VRSs and other Veteran supports (e.g., peer suppedialists, case managers); emphasizing the
243  importance of employment during rehabilitation tre@nt planning; extending SE eligibility to
244  those with functional limitations, irrespectivedifignosis; and broadening SE services to

245 include support for continuing education. We nbt ISE focuses on competitive employment,
246  rather than education. It de-emphasizes pre-vaaatiraining, and promotes working with

247  Veterans to find jobs that match their currentld&irel and interests. However, our findings are
248  consistent with the growing literature on suppogedcatiort>">* which can assist returning

249  Veterans with TBI with educational pursuits.

250 A recent survey of Veterans with TBI who use VHAnducted in parallel to the current one,
251  demonstrated a high rate of unemployment and aneisitin receiving SE. Together, these

252  studies suggest that offering SE to Veterans wighwould be well-received by both patients
253 and SE providers. These findings are also comgigtith earlier studies of provider

254  perspectives. In interviews about the rehabibtatieeds of Veterans with polytrauma/TBlI,

255  VHA providers reported that those with jobs worbpat maintaining them as they cope with
256 memory los$,and a “need for more and tailored vocational ses/i (p. 708 for these

257  Veterans. Difficulty with vocational and clinicedam integration, the need for provider

258  education, and lack of resources have also beamilded in smaller, time-limited studies that
259  implemented SE for Veterans with spinal cord inftagd SMI> Addressing Veteran vocational
260 rehabilitation needs and implementing SE remairoomgychallenges.

261 SE supervisors at nearly 60% and 100% of responubngpilot and pilot sites,

262  respectively, reported that their SE programs cilyeserved Veterans with TBI. This was more

263  prevalent than we had anticipated, since VeteratisSMI are the intended recipients of most

12
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SE services. Our hypothesis that a higher ratél@if gites would provide SE to Veterans with
TBI history was not supported by statistical sigr@ihce testing; however, the difference in
percentages suggests a trend that pilot sites are likely to provide SE to Veterans with TBI
history.

Among sites that had polytrauma/TBI teams, a simpiacentage of VRSs from pilot and
non-pilot sites indicated that they worked withglelinicians. This may reflect greater VHA-
wide awareness of vocational rehabilitation needd/eterans with TBI or a growing trend of
interdisciplinary collaboration for this clinicabpulation. Nonetheless, VRSs at pilot sites
reported more frequent communication about SE naethan VRSs at non-pilot sites. Thus, the
pilot funding may have been a facilitating mechants develop and sustain communications
between the SE and polytrauma/TBI teams that coetirafter the funding ended. However, it is
not possible to parse out cause and effect inctioiss-sectional study; it is also possible thaissit
that received pilot funding were already coordingttare between their polytrauma/TBIl and SE
teams or were better positioned to integrate dee sites that did not receive pilot funding.
Despite this, these findings are consistent withhypothesis that better interactions between the
SE and clinical teams would be associated withiptes/funding suppor't Our third hypothesis
that pilot sites would have fewer current SE chrgks was not supported. Open-ended
responses revealed concerns that there was natedsknowledge-base about SE program
principles and education on TBI, perceptions tlagtecnanagement needs were not being met
(e.g., by the polytrauma/TBI team), and perceivedkvmanagement support to expand SE to
Veterans with TBI history.

The majority of Iraq and Afghanistan war VeteranthwBI have co-occurring psychiatric

diagnoses, pain, and other symptdfit€;>*>which underscores the importance of

13
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interdisciplinary treatment. Unlike other federsthte, or local agencies in which supported
employment is compromised by a fragmented systesreutn employment and clinical
providers may work in different healthcare settjfigfthe VHA provides a national
infrastructure for SE and polytrauma/TBI programsao-exist within many VA medical centers
or regional VA healthcare systems. The extent twlwvbmployment and clinical providers
integrate, rather than work in parallel, is modifeg™® but may be constrained by local resources.
Without adequate supports, local implementatiortpres can drift from the SE modkel’

Historically, VHA SE implementation efforts havecinded technical assistance and on-site
monitoring by SE experts who conduct thorough nesiée.g., SE providers, client, and
employer interviews), evaluate each site’s SE madbEkrence, and report results to local
leadership to facilitate engageméht®>°Any future implementation efforts to provide SE to
Veterans with TBI will benefit from a small-scalerdonstration study that incorporates these
elements, in addition to systematic and contemp@mas documentation and assessment of
facilitators and barriers. Lessons learned from ¢fflart can be used to tailor strategies to
maximize successful implementation in any largedescollout®

In 2016, the VHA TSES program announced a Transtion Plan that includes a focus on
competitive employment services, including SE, ameéw program called Community Based
Employment Services, an evidence-infornpedctice that follows SE principles but is intended
for those not requiring the employment supportrieiiy that is offered through SE. These
program shifts may provide additional opportunifi@sVeterans with TBI history to reach their
vocational potential.

Study Limitations

14
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The study is limited by several factors, includitggcross-sectional design which precludes
interpretations about cause and effect. Surveydate captured eight years after the pilot
funding. Without a detailed accounting of each'si&E implementation efforts, we cannot
determine whether the snapshot represents andgeraew development, sustainment, or
devolvement in process. We also assumed thattbaeseported providing SE were providing
the IPS model of SE, but we could not verify theeex of SE implementation fidelity/.

Approximately one-third of VA employees from pilatd non-pilot sites responded; their
experiences may not be representative of the VHA@EMuUNity. This concern is tempered by
the range of positive and negative responses asitess and geographic and PSC-level
similarities between responders and non-responders.

Finally, administratively obtained site-level datathe number of Veterans with TBI history
utilizing SE, their TBI history severity, comorbidis, and employment outcomes, in addition to
Veteran-reported experiencEsyould have provided broader and richer dimensioprovider
responses, but was outside the scope of this skudyre research into the implementation of SE

for Veterans with TBI history would be enhancedalsgertaining these patient characteristics.

Conclusions
SE supervisor and VRS experiences on providingoSEeterans with TBI discussed
here complement the vocational rehabilitation needesrests, and service use described by
Veterans with TBI history in a parallel survey eff® Together, these findings can contribute to
an evidence base that informs VHA research anétaliconsiderations of service provision,
resource allocation, team integration efforts, antteach to Veterans with intense employment

support needs.
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Table 1. Supervisor and vocational rehabilitatipacsalist experiences with providing SE to

Veterans with TBI history, by site type.

Site Type
p-value or
Fisher’s
Pilot Non-pilot Exact Test
SE Supervisors N=5 N =49
SE provided to Veterans with TBI 100% 59.2% .09
history (n=05) (n=29)
Time working with SE program .39
< 5years 40.0% 57.1%
(n=2) (n=28)
> 5 years 60.0% 42.9%
(n=3) (n=21)
SE vocational rehabilitation specialist
FTEE dedicated to Veterans with TBI
history
Current .70 £ .45 (0-1) .76 £ .87 (0-4) .89
(n=15) (n = 46)
Ideal 1.80 £ .45 (1-2) 1.67 £.93 (.25-5) .77
(n=5) (n = 46)
SE Vocational Rehabilitation
Specialists N=9 N =56
Time working with SE program .25
<5 years 33.3% 51.8%
(n=3) (n=29)
> 5 years 66.7% 48.2%
(n=16) (n=27)
Providing SE to Veterans with TBI 40
history compared to other conditions
About the same to much easier 55.6% 44.6%
(n=15) (n=25)
Somewhat to much more 44.4% 55.4%
difficult (n=4) (n=31)
Worked with polytrauma/TBI clinic 77.8% 53.8% .18



team (n=7) (n=21/39)*

Communication frequency with 3.86+1.35(2-6) 1.86+1.46 (0-6) 0.003
polytrauma/TBI clinic team about SE (n = 7) (n =22/39)
referrals

Perceived helpfulness in working with4.29 £ 1.11 (2-5) 3.27 £1.45 (0-5) .10
polytrauma/TBI clinic tearn (n=7) (n = 22/39)

Note. Values are mean = SD (range) or as othemwieated.

*Denominator is reduced after Polytrauma Point ohtact sites indicate they have no
polytrauma/TBI clinic team. One Polytrauma Poih€Contact site did not respond. All pilot
sites had a polytrauma/TBI clinic team.

0 (Never) to 7 (Daily or almost daily)

*1 (Not at all) to 5 (Extremely)



Table 2. SE supervisor responses to which disciplines would be helpful to better support the

vocational rehabilitation needs of Veterans with TBI history.

Ideal Team (ranked by frequency of response)

1.

2.

Peer support specialists

Case managers/social workers

Job devel opers (separate from vocational rehabilitation specialists)

Mental/behavioral health professionals (e.g., psychol ogist, neuropsychologist, psychiatrist,
substance abuse counsel or)

Medical providers (e.g., physician, physician assistant, nurse)

Other rehabilitation staff (e.g., occupational therapists, recreational therapists, and speech-

language pathol ogi sts)




1

Table 3. SE supervisor suggestions for programorngment

Suggestion

Exemplar Quotes

1. Increase SE

Staffing

2. Add vocational
rehabilitation as
part of
rehabilitation

treatment plan

3. Base SE
eligibility on

employment

"To have a VRS/VRC staff dedicated to, or embeddesipporting
the Polytrauma/TBI program providing SE servicestréntly only

providing CWT/SE to Veterans with SMI." (Non-pilot)

“Most often active Polytrauma cases are staffeddisclissed in a
very ‘medical/acute rehab’ manner. Vocational relitabion is seen
as a tertiary referral that often comes just praodischarge from
other Polytrauma services. This delay in referral focus on
vocational rehabilitation also results in veterfeeding that
vocational options are not part of their futurenpieng, and also
allows complacency and/or a focus/mindset on ‘olixtgy/

maintaining disability benefits’ to set in.” (Nonlqt)

“To be effective, the SE program has to be arvagiarticipant in
the Psychosocial Rehab Treatment Team. This previgebest

wrap around services possible.” (Non-pilot)

"SE needs to be expanded to vets with TBI and PT®kond the
25% rule. This would be invaluable to our prograife often refer

[veterans with] PTSD & TBI for voc[ational] assistee and they




support needs, not

diagnosis

. Continuing
education
considered as part
of the vocational
rehabilitation

process

receive less intensive services than is neededibea@e can't fit
them in the 25% SE. Flexibility to assess Veteranise needs
based on functional capacity and support needser#tan

diagnosis, is better service for veterans. (Pilot)

"Integration of VBA [Veterans Business Administcat] Chapter 31
Voclational] Rehab Counselors to the VHA TBI Tealve have a
lot of veterans with TBI who are younger compam@adur other SE
(SMI) population and a significant number of theavé SC
[service-connected] disability. As such, they arteliested in

obtaining the necessary education to develop acar@on-pilot)

Please avoid ‘just get then a job syndrome’; focusareers,
education, and training. DO NOT let these vetesgnumnder their
Gl bill benefits or Chapter 31 when they have thiditst to go to
school. TSES needs to know that education andrnigaare of equal
value to employment and result in better jobs dedjuality. Let
TSES/CWT programs support education as well as@mpnt.

(Pilot)




Table 4. SE vocational rehabilitation specialigtex¥ences with, and suggestions for, providing

SE to Veterans with TBI history

Experience

Exemplar Quotes

1. Challenging health and functional characteristics of Veteranswith TBI

Cognition and

Behavior

2. Stakeholder support

A. Facilitators

“Often those with TBI have more complex underlyisgues that
can pose barriers to employment, such as memoggran
management or organic personality syndromes. T¢esenake it
more difficult for the person as an employee iroian complex
work environment to navigate all the accompanyingssors when

compared to those with less complex issues....” (Nitot)

“Job supports require more assistance at work@maching,

developing tools for assistance with cognitive ésst(Pilot)

“Support by VA administration regarding scheduld assources to
provide services to [the TBI] population, weekljaf meetings]
and on-site trainings also assist with providingses to [the TBI]

population.” (Pilot)

“Clinicians who have recognized and diagnosed TBYeterans,




access to on-line training and information, teamraach to service
provision, quality case management, good family @eer support,

motivation on the Veterans' part, understandingleygps.” (Non-

pilot)

» “Great relationships with some employers that aitkng to employ

and monitor this population of Veterans.” (Non-pjlo

B. Barriers * More restrictions from management and other clithes are
clueless in the realities of job placement of repulation diminish

the SE VRS from being more effective (Non-pilot)

» There is a great potential to provide a breadiBBfServices to
Veterans [with TBI] at this VA [medical center]. @ CWT
management are not interested in the CWT/SE programing

beyond what it already is. (Pilot)

3. Integration of the SE and TBI clinical teams

A. Facilitators * “Our polytrauma team is very engaged in seekingtipesoutcomes
for each of the Veterans they serve - this showsyinnteractions
with them. We have one of our SE specialists assigo the
polytrauma weekly meetings.... | can send messagsgaak

directly when needed and am confident in gettiggest response




B. Barriers

(Non-pilot)

“The communication and integration that the SE ises/have with
treatment team which consist of case managers aathhination of
psychiatrist, psychologist and or physician hafiyeaade the

outcome successful.” (Non-pilot)

“They [TBI clinic providers] did not understand tB& model and

the send inappropriate referrals. (Non-pilot)

“Many of the polytrauma staff hold the belief tltaimpetitive
employment is not a realistic goal for patientdwiBlI.
Furthermore, they are not quick to follow evidemesed practice
and refer for employment services when a patieptesses an

interest; they wait for the patient ‘to be readyPilot)

4. Education and training on SE and post-TBI symptoms

A. Faclilitators

“SE staff at this VA has been provided direct Sinting from our
mentor training VA site; we have been provided Imaccess to
websites, therapeutic email workgroup, professipodlications,

etc.; and professional training seminars.” (Norogjl

“Several trainings yearly, to include national letraining for SE




staff, local SE trainings, webinars, and continoexhthly staffings
and in-services to emphasize EBSE [evidence-baBggractices.”

(Pilot)

B. Barriers * "I believe the Polytrauma/TBI program could bené&fiim further
education on EBSE [evidence-based supported empglatm
practices and success stories to further encoumagkvement and

integration with SE.” (Pilot)

* “lI'would like more training and education regardifigl so that |
am more prepared when employers talk with me atheuTBI as

well as the potential benefits/concerns.” (Non-filo

5. Suggestionsfor SE program improvement for Veteranswith TBI
Case management « “SE staff can't provide ‘case management’ howelrat's exactly

and Resources what many of our Vets need to gain/retain employrii¢Non-

pilot)
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