 MEMO TO:
Administrator & Social Worker
FROM:

Glenda Harbert, Executive Director

DATE:

October 25, 2001

RE:


Revised Network Social Work Standards

The revised ESRD Network of Texas, Inc. Standards for Social Work Services in ESRD Facilities document is enclosed. The Standards, originally developed in 1990, are produced to fulfill a charge to ESRD Networks in PL 95-292 of the Social Security Act to “develop criteria and standards relating to the quality and appropriateness of patient care”. The standards were developed and approved by both the Network Medical Review Board and the Executive Committee. 

These standards are guidelines recommended by the Network Medical Review Board and can be used to develop care processes, staffing patterns, practice audits and for quality management purposes. 

The standards will be utilized in Network reviews regarding quality of care related to the provision of social services and recommendations may be made based upon the standards. It is important to note that these Network Standards ARE NOT ESRD Facility Licensure Rules of the Texas Department of Health. 

Sincere thanks are extended to Mary Beth Callahan, LMSW and Liz Havlovic, LMSW, the two social work members of the MRB for their work to revise the standards and to the many social workers that reviewed drafts and provided valuable comments. 

Two copies have been provided to facilitate dissemination of the standards to Social Workers. Mary Beth Callahan, LMSW and Ramiro Valdez, LMSW, PhD will present the standards in the Social Work Breakout Session at the Network Annual Meeting in Dallas on November 17th, 2001. 

Please review the standards in Quality Management, assess and act upon any opportunities to improve care delivery related to social services and feel free to contact Ramiro Valdez, LMSW, PhD, Network Patient Services Director, regarding any questions.

We have also included a Life Options Rehabilitation “Catalog of Materials” for your use.

ESRD NETWORK #14 – MEDICAL REVIEW BOARD (FINAL)

2000 STANDARDS for SOCIAL WORK SERVICES IN ESRD FACILITIES

Standard 1: Professional qualifications for all ESRD settings

The nephrology social worker will be qualified to perform in the capacity assigned and mandated by Federal Register, (1976; Conditions of Coverage for ESRD Facilities, 42 CFR Part 405, Subpart U) and Title 25 of the Texas Administrative Code, Chapter 117—End Stage Renal Disease Facilities Licensing Rules—effective April 11, 1999.

Measurement Criteria

A. Holds a master’s degree from a graduate school of social work accredited by the Council on Social Work Education and has completed a course of study with specialization in clinical practice leading to this master’s degree.  

B. Has a current license to practice (LMSW) through the Texas State Board of Social Work Examiners.

C. Social worker meets continuing education requirements mandated by the Texas State Board of Social Work Examiners to maintain licensure.

D. Has evidence of qualifications and required continuing education.

Considerations

A. Staffing ratio is recommended to be between 75 to 100 patients in the ESRD setting is recommended or a ratio of 1 social worker to 125 patients when a plan, approved by the facility governing body is in place that meets the needs of the patients by delegation of ancillary tasks (administrative, financial, clerical, etc.) to another staff member.

Facilities utilizing a plan that delegates ancillary tasks to other staff should develop and implement a written plan to ensure that patient needs are being met.  This plan should include documentation of delegated responsibilities and evaluation of outcome measures.

B.   Sufficient, suitable space for privacy and confidentiality in working with patients.
C. Orientation with a practicing nephrology social worker and other staff to include:

1. Review of Federal Register, 1976, (Conditions of coverage for ESRD 42 CFR Part 405, Subpart U). 

2. Review of Texas ESRD Facility Licensing Law (Health & Safety Code 251)

3. Review of psychosocial considerations of ESRD patients and their families

4. Review of psychosocial assessment and interventions appropriate for ESRD patients and families

5. Review of major categories of problems addressed 

6. Overview of ESRD treatment

7. Rehabilitation as a component of care of the ESRD patient

8. Use of quality of life measurement in ESRD settings

9.  Training on cross-cultural issues

D. Prior to the effective date of the Conditions of Coverage for ESRD 42 CFR Part 405, Subpart U (9/1/76), if a BSW had served at least 2 years as a social worker, 1 year of which was in a dialysis unit or transplantation program, the social worker could be grandfathered.  A consultative relationship with a social worker who meets Federal and state requirements for ESRD settings must be established for a BSW who has been grandfathered under this clause.

Standard 2:  Major functions and services provided by the nephrology social worker

Categories include, but are not limited to:

A. Ongoing psychosocial assessment 

B. Casework (counseling and conferences with patients, families, and support networks; crisis intervention; goal-directed counseling; discharge planning)

C. Groupwork (education, emotional support, self-help)

D. Interdisciplinary team care planning and collaboration

E. Intervention with challenging patients

F. Facilitation of community agency referrals

G. Resource development and advocacy on patients’ behalf within the setting and with appropriate local, state, and federal agencies and programs and programming

H. Patient, family and staff education and support

I. Rehabilitation assessment and intervention

J. Advanced Care Planning

K. Information and referral

L. Obtain and provide staff training on cross-cultural issues

Measurement Criteria

Documentation in medical record that indicates appropriate and timely assessment and intervention has been provided by the nephrology social worker.

Standard 3: Quality of care – new patients

A qualified social worker will provide services to patients newly admitted to the facility.

A. Patients new to ESRD treatment or to the treatment setting or modality will be seen by a qualified nephrology social worker within two weeks of admission to an out-patient treatment center or within 48 hours of inpatient admission.

B. Documentation will be evident in the medical record that a nephrology social worker had made a comprehensive psychosocial assessment within 30 days of initiating dialysis treatment in a facility or within the first 13 treatments at a facility.  

C.  Documentation will be evident in the medical record that a nephrology social worker has made a psychosocial assessment of a patient within 5 working days of admission to a transplant unit.  

E. Comprehensive psychosocial assessment will guide treatment planning, decision-making and the delivery of care.  The comprehensive psychosocial assessment addresses both problems and strengths of the patient and his/her situation.  For a detailed description of each category, see Appendix 1.  

Measurement Criteria

Documentation in medical record that critical areas have been explored to develop an optimal treatment plan for patient.

Standard 4: Psychosocial problem resolution

Major categories of problems to be addressed include, but are not limited to: 

  A.
Adjustment to chronic illness and treatment as they relate to quality of life

  B.
Physical, sexual, and emotional relationship problems

  C.
Educational, vocational, and activity of daily living problems

  D.
Crisis and chronic problem solving

  E.
Problems related to treatment options and setting transfers

  F.
Resource needs, including finances, living arrangements, transportation, and legal 


issues

  G.
Decision-making regarding advance directives and end of life care

Measurement Criteria

A. Documentation in medical record reflects that each patient is provided psychosocial assessment on an ongoing basis to identify psychosocial problems.

B. Documentation in medical record that psychosocial problem is identified, treatment plan made, intervention provided, appropriate staff made aware of impact of problem on patient’s treatment, and evaluation of intervention effectiveness.

C. Patient’s psychosocial problems are ameliorated within 90 days of problem identification or documentation is made of reason that problem has not been resolved or ameliorated.  (NASW/NKF Clinical Indicators for Social Work and Psychosocial Services in Nephrology Settings, 1994)

Standard 5: Teamwork and Interdisciplinary Collaboration

Psychosocial input is a component of informed multidisciplinary patient care.  Multidisciplinary input and active collaboration in each patient’s treatment and discharge planning ensures that all available information and expertise are considered as decisions are made.  If the social worker does not attend multidisciplinary planning, the opportunity for input and collaboration is seriously diminished. (NASW/NKF Clinical Indicators for Social Work and Psychosocial Services in Neprhology Settings, 1994; Federal Register, 1976; Texas ESRD Facility Licensing Law (Health & Safety Code 251) 

The nephrology social worker should be involved in the early identification of problematic behaviors that develop between the patient and staff.  The nephrology social worker (as part of the interdisciplinary team) can:

1. Provide education to staff and patients of acceptable/unacceptable behaviors

2. Provide education to staff in handling potential problem behaviors

3. Develop behavioral contracts

4. Provide cross-cultural training

5. Provide mediation of conflict

6. Assist with discharge planning

Measurement Criteria

A. Documentation in the medical record reflects nephrology social work involvement in multidisciplinary care planning and the management of difficult patients to achieve optimal treatment outcomes for all patients.

B. The multidisciplinary team shall consist of the patient’s primary dialysis physician, registered nurse, social worker and registered dietitian. (ESRD Facilities Licensing Rules, 117.43 (b) (1)).

C. “The patient care plan shall be developed within 30 days of patient’s admission to the facility and updated as indicated by any change in the patient’s medical, nutritional, or psychosocial condition or at least every six months.”  (ESRD Facilities Licensing Rules, 117.43 (b) (5)).

D. Development of a long-term care plan for each patient every 12 months that reflects patient’s rehabilitation status, advance directive status and goal.

Standard 6: Patient Education

Ongoing patient education is provided by the nephrology social worker (as a part of the multidisciplinary team) to the patient and family to improve patient outcomes.

Measurement Criteria

A. The patient/family confirms that they have been informed about:

1. Resources available for rehabilitation

2. Treatment options

3. Patient’s rights and responsibilities

4. Advance directives and/or other end-of-life issues as indicated

5. The relationship between following medical recommendations and treatment outcomes

B.  Documentation in the medical record that ongoing patient education is provided.

Standard 7: Ongoing Psychosocial Assessment
Ongoing psychosocial assessment is necessary to re-assess the patient's needs and circumstances so that interventions may be tailored accordingly.  

A. As indicated by changes in patient circumstances

B. At least quarterly

C. Yearly update of issues not routinely addressed

Measurement Criteria
A. The medical record will contain at least quarterly dated entries of psychosocial assessment, intervention, and outcome.

B.  The patient/family is able to verbalize assistance that has been provided by the nephrology social worker.

Standard 8: Case Management

The nephrology social worker will assist as indicated with:  

A. Disease management--an integrated healthcare system whose primary focus is delivery of quality care to the patient.

B. Risk management--the evaluation of quality of care indicators to promote optimal patient outcomes. 

C. Service coordination and continuity of care management--a collaborative process that assesses, plans, implements, coordinates, monitors, and evaluates options and services needed to meet a person’s health needs.
D. Resources for non-English speaking patients

Measurement Criteria

A. The medical record will indicate provision of patient and family education, enhancement of patient empowerment, resource mobilization, focus on medical adherence, chronic illness counseling, information and referral.

B. Minutes of quality management meetings will reflect nephrology social worker input in the continuous quality improvement process.

C. The medical record will reflect coordination of services from one organization to another and/or coordination of services within the facility that impact patient care related to psychosocial issues.  This includes transfers and possibly oversight of arrangements for transient dialysis. 

Standard 9: Review of Treatment Options

ESRD patients should be aware of all treatment options, i.e. hemodialysis, peritoneal dialysis, transplant, no treatment and discontinuation of treatment.  Patients should be aware of hospital choices for transplant, types of transplant, the transplant evaluation process, how to initiate a change in treatment modality and pros and cons of treatment options.  The social worker, in collaboration with the treatment team, should be able to assist the patient in understanding possible choices.

Measurement Criteria

Documentation in medical record will reflect review of treatment options with patient and work with the patient to achieve their goal.

Standard 10:  Rehabilitation

Nephrology social work services support and maximize the psychosocial functioning and adjustment of ESRD patients and their families.  "Renal rehabilitation is the process of helping dialysis patients resume productive activities, including independent living." (Building Quality of Life, 1997)  Rehabilitation includes vocational, psychological and emotional functioning. 

All patients between 18 and 55 will be informed of Texas Rehabilitation Commission services that are available to them.  All patients, regardless of age, will be encouraged to set a rehabilitation goal that may or may not be related to employment.  

Measurement Criteria

A. Medical record documentation will include a review of patient's rehabilitation goal at least annually that has been provided at least annually about Texas Rehabilitation Commission services.

B. Medical record documentation will reflect a review of patient's functional status and the opportunity to improve functional status as indicated

Approved by the Medical Review Board and Executive Committee

effective September 26, 2001.
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Appendix 1

The following areas are recommended for assessment to determine the strengths and barriers relevant to patient adaptation to chronic illness:

1. Developmental history

a. Ethnic/cultural background

b. Primary/other language

c. Communication barriers

d. Role of religion in coping with illness

e. Family of origin

f. Quality of relationships with family members

g. Significant childhood illness

h. If pediatric, mother's pregnancy and delivery of patient, place of birth

i. If pediatric, explore age at which patient did the following:  reached for familiar objects, sat and stood unsupported, walked alone, spoke words and short sentences, fed self with spoon, dressed self, developed bladder and bowel control

j. If pediatric, feeding and diet history

k. If pediatric, activity history including any problems associated with sleeping, walking, speaking, hearing, toilet habits, dressing, discipline

l. If pediatric, behavior history exploring problems such as excessive worries or fears, thumb sucking, temper tantrums, overactivity, underactivity, nightmares, nail biting, fighting, lying, shyness, distractibility, clumsiness, head banging, etc.

m. If pediatric, parental history, including age, health status, psychiatric history, substance use, family roles, patient's and siblings' relationships with parents, history of parenting problems, issues of separation from family, patient's birth order, relationships with extended family and level of support

2. Educational history 

a. Identification of patient’s current ability to learn

b. Identification of patient's ability to understand information relevant to treatment plan

c. Last grade level completed

d. Vocational training

e. Current learning barriers

f. Educational goals (if applicable)

g. Patient’s perception of ability to achieve

h. If pediatric, preschool history

i. If pediatric, has an Individualized Educational Plan been developed

j. If pediatric, patient's/family's perception of patient's ability to achieve future educational and vocational goals

3. Rehabilitation status and goals

Functional Status

a. Functional status including ability to perform activities of daily living

b. Amount of personal care assistance needed

c. Assistive devices used

d. Exercise (type and frequency)

e. Degree of motivation to improve functional status

f. If pediatric, participation in sports

g. If pediatric, perception of physical limitations by patient/family

h. Functional rehabilitation agency involvement

Employment 

a. Employment history

b. Transferability of skills

c. If employed, present position (work hours, job satisfaction, supervisor’s name, employer understanding and willingness to accommodate treatment needs)

d. Salary, benefits

e. Agency involved in helping patient maintain employment

f. Patient’s motivation and perception of ability to return to work

g. Patient’s perception of barriers (physical, emotional, architectural)

Homemaker

a. Perception of ability to perform pre-illness household and family functions

b. Patients perception of barriers to performing responsibilities

c. Agency involvement in skill rebuilding

Volunteer

a. Organization

b. Hours/days

c. Motivation and perception of ability to maintain pre-illness activity level

d. Patient’s perception of barriers to volunteerism

Retired

a. Motivation and perception of ability to maintain pre-illness interests

b. Level of activity and patient’s perception of barriers to active retirement

4. Financial Status

a. Economic status of household

b. Source of income

c. Eligibility for state and federal benefits

d. Real or perceived effects of illness on family’s standard of living

e. Insurance and eligibility for Medicare, Medicaid, state kidney program

f.     Eligibility for pharmaceutical company assistance programs

f. Financial agencies working with patient

5. Living situation/peer relations/social issues/support system

a. Present marital status

b. Name of significant other/spouse

c. History, strength and duration of relationship with significant other/spouse

d. If marriage terminated, reason

e. Current living situation

f. Adequacy of housing

g. Management of household tasks

h. Number and location of children

i. Number and location of siblings

j. Status of relationship with significant friends and neighbors

k. Patient’s perceptions of reactions of significant others to his/her illness

l. If pediatric, psychosocial vs. chronological age

m. If pediatric, ability to interact and form relationships with peers

6. Medical history/adaptation to illness/mental health issues

a. Cause of renal failure and other diagnoses

b. Time since ESRD diagnosis

c. Surgical history

d. Previous ESRD treatments and duration

e. Adaptation to illness (including appearance and body image concerns)

f. Patient’s perceptions of physical limitations due to health

g. Patient’s description of his/her emotional state

h. Previous treatment for mental health issues

i. Family/support network involvement 

j. Patient’s perception of adherence to diet, medications, and treatment prescription

k. If pediatric, previous childhood illnesses

l. If pediatric, difficulties taking medications

m. If pediatric, name and phone number of pediatrician

7. Suitability for treatment modalities

a. Familiarity with different renal replacement therapies

b. Reasons for choice of treatment, if made

c. Success of previous treatment modality, if applicable 

d. Assessment of patient’s suitability for home training, in-center treatment, or transplantation

1. Medical and psychological factors influencing decision, contraindications

2. Patient’s perception of barriers

3. Support system

4. Environmental resources, particularly for home dialysis

a) Adequacy of space

b) Electrical power

c) Plumbing facilities

d) Resources available to make modifications for home dialysis

5. Distance from treatment facility

6. Resources for treatment

7. Patient’s/family's understanding of risks/benefits

8. Factors that influence decision to consider treatment option

9. Availability of live donor if applicable and patient/family/potential donor’s feelings/concerns about transplantation

10. Availability of transportation

8. Clinical assessment/impressions

a. Review of psychosocial barriers to achieving NKF’s Dialysis Outcomes Quality Initiative recommendations

b. Quality of life measurement

c. Decision-making capability 

d. Reality testing

e. Cognitive functioning

f. Intellectual ability

g. Independence/dependence

h. Insight

i. Major defense mechanisms

j. Style of coping with stress

k. Ability to make use of support systems/ community resources

l. DSM diagnostic impression (when appropriate)

m. Patient level of acceptance of intervention 

n. Background or social situation which may enhance or deter staff’s ability to effectively treat patient

o. If pediatric, parents could also be assessed using the above criteria

9. Recommendations

a. Suggestions for staff to work with the patient to enhance overall adherence to medical recommendations and adaptation to illness

b. Rationale regarding specific treatment modality

10. Plan

Treatment goals and appropriate social work interventions including:

A. Education intervention to assist patient/family understanding of illness/treatment, modality selection, rights/responsibilities at facility

B. Psychosocial counseling/intervention to assist patient/family in adapting to illness, patient’s adherence to prescribed treatment regimen

C. Rehabilitation interventions including encouragement of exercise/fitness, referral for physical, vocational, and/or psychosocial rehabilitation

D. Interventions to provide information about/arrange needed services, i.e. financial assistance, personal care, peer support, transportation  

High Risk Categories for the Renal Transplant Candidate

The following can be used in conjunction with the psychosocial assessment to further assess the patient's suitability for transplant.

1. Behaviors

a. Past rejection due to non-compliance

b. Current or past abuse of substances (alcohol, drugs)

c. Healthy behaviors (physically active, nutrition)

d. Difficulty in keeping appointments or following medical instructions

2. Psychosocial issues

a. Lack of support system or care givers

b. Non-English speaking/cultural impact of medical intervention

c. Current prisoner or legal charges

d. Unhealthy or vulnerable environment or surroundings

3. Psychological

a. Past or current psychiatric diagnosis (DSM IV)

b. Developmental disorder/mental retardation

c. Prior history of coping

d. Coping with disease and treatment

e. Appropriateness of affect

f. Cognitive capacity 

4. Economic

a. Lack of insurance

b. Loss of disability if gainful activity resumed

c. Undocumented alien

d. Transportation/accommodations

e. Limited financial coverage for medications post-transplant

5. Ethical indications

a. Cadaver list vs. live donor

b. Relationship to live donor

c. Time period on "wait list"

Adapted from CNSW Standards of Practice, 1999 and The TERS (Transplant Evaluation Rating Scale) designed by Twillman et al, Psychosomatics

Transplant Donor Evaluation Suggestions

In addition to obtaining a thorough psychosocial history, the following questions should also be considered when interviewing a potential kidney donor.

A. Initial decision

· Who told you about the need for a donor?

· What was your initial reaction?

· How were you asked to donate and by whom?

· How difficult was it for you to decide to donate?

B. Knowledge about donation

· What were you told or what did you find out about the risks of donation to yourself?

· Did you receive adequate information from the transplant center (including teaching materials, discussions with surgeons, staff, videos, etc)?

· Have you ever spoken to someone who was a donor?  Have you ever spoken to someone who was a recipient?  What was their experience?

· Are you aware that the recipient can be maintained on dialysis or is eligible for a cadaveric transplant?

C. Relationship with recipient

· How would you describe/characterize your relationship with the recipient?

· What do you think recipient feels about your donating?

· What have you discussed with recipient so far about donation?  Do you feel there are any unaddressed or unresolved issues you’d like to bring up?

· Do you think the relationship with the recipient will change after surgery?  If yes, why?

D. Relationship with other significant others

· Do you have concerns about the impact of deciding to donate may have on your family?

· How has your spouse, significant other, parents, siblings, doctor, etc., reacted to your decision to donate?

E. Lifestyle Changes

· Do you have any personal concerns that could interfere with your donating a kidney?

· Can you think of any upcoming events in your life that might conflict or prevent your donating a kidney?

· Are you employed in a job that could interfere with your decision to donate?

· Do you have any concerns/questions related to the financial impact of donation?

Review

1) Common feeling donors may experience pre, during, and post hospitalization.

2) Transplant experiences from others.  

3) Recovery and healing time.  

4) Preparedness and assistance needed after discharge.

5) Kidney related support groups, networks, Internet sites.

6) Social work, surgeon, and team availability for the donor and family.

7) Offer further personal or family interventions as appropriate.

Presented at the National Kidney Foundation Annual Meeting, CNSW Transplant Forum, November 1992.

Reference:  Gift of Life, Simmons, Marine, Simmons. Transaction Books:  New Brunswick, NJ, 1987.
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