
HCFA changes assessment tool, so what
will happen to reimbursement rates?
MDS-PAC is out; FIM is in

The more than 400 letters and comments that rehab providers sent
to the Health Care Financing Administration (HCFA) in Baltimore
convinced the government to revise its proposed patient assess-

ment instrument for the rehabilitation prospective payment system
(PPS). The new tool will be far simpler and less time-consuming and is
based on the adult Functional Independence Measure (FIM) instrument,
which is what most rehab providers already use.

The new tool, called the Inpatient Rehabilitation Facility - Patient
Assessment Instrument, will be used at assessment at admission and dis-
charge. The tool has three pages with 54 numbered items. On the other
hand, the Minimum Data Set - Post Acute Care (MDS-PAC) had more
than 350 pages and would have required up to five assessments. The
new tool is estimated to take about 30-40 minutes to complete, whereas
the MDS-PAC would have required a couple of hours. (See copy of
revised proposed assessment instrument, inserted in this issue.)

Another major improvement is that the new tool uses nearly the
same rating scales as used in the FIM, while the MDS-PAC would have
had a separate and completely opposite rating scale to the FIM.

Rehab industry experts and providers say they are very pleased with
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Executive Summary
Subject:
The Health Care Financing Administration shelved its proposal to use a
350-page inpatient rehab assessment tool and instead will have facilities
use a far simpler three-page instrument.

Essential points:
❏ Proposed tool is expected to take 30 to 40 minutes to complete.
❏ The tool is based on the Functional Independence Measure, which

many rehab facilities already use.
❏ The revised instrument will only be used at admission and discharge.



the change, and they give HCFA credit for listen-
ing to their concerns. Now, the only remaining
question is what HCFA will do in regard to the
concerns centering around the weights applied to
comorbidities and reimbursement rates.

“Basically, we’re very pleased with the pro-
posed assessment tool,” says Barbara Marone,
MBA, senior associate director of policy for the
American Hospital Association in Washington,
DC.

“We could fine-tune this and tweak it a bit,
but we’re really just pleased that they were so
responsive to the field,” Marone adds.

HCFA’s move to make the major assessment
tool changes is a clear indication that it under-
stands that acute inpatient rehabilitation is a dif-
ferent level of service from either skilled nursing
care or home health care, says Susan Cerletty,
senior vice president and chief operating officer
of Rehab Institute of Chicago. Rehab Institute is
the top rehab provider in the country and has 39
locations in Illinois, representing more than 300
beds either through ownership or partnerships.

“Certainly with the adoption of the FIM tool,
we know that rehab facilities will be able to transi-
tion to the new system more easily,” Cerletty says.

Some small rehab units unfamiliar with FIM

While about 85% of rehab units use the FIM,
45% of the small rehab units inside hospitals still
don’t use the instrument, so the training and
implementation process will be more complex for
these facilities, Marone says.

“There will be a bit of a learning curve for our
members who are more likely to be hospital-
based units,” Marone adds.

The other issue with the change is timing.
Rehab providers wonder whether HCFA will be
able to implement PPS by October because
there’s still a need to create software that will
enable HCFA and rehab facilities to exchange
information by computer, Cerletty notes.

Still, it’s a good sign that HCFA has published
its revised tool within a few months of the end of

the comment period on the proposed rule,
because it brings the industry a little closer to the
Oct. 1, 2001, implementation date, says Carolyn
Zollar, JD, vice president for government rela-
tions, American Medical Rehabilitation Providers
Association in Washington, DC.

“There are some things that need to be clari-
fied, and we hope that whatever HCFA has to do
[to clarify its intent] can be done as quickly as
possible,” Zollar says.

Obviously, the shorter, new assessment instru-
ment is a vast improvement over the MDS-PAC
and will make life a lot easier for rehab facilities
and their staffs, says Sheldon Herring, PhD, clini-
cal director of the traumatic brain injury program
at Roger C. Peace Rehabilitation Hospital, which
is part of the Greenville (SC) Hospital System.

Rehab providers wait for other changes

“Everyone is breathing a sigh of relief and
waiting for the other changes,” Herring says. “We
still don’t know the financial information and the
calculations.”

Herring says he still is concerned about the
cognition scales, which he views as somewhat
weak for certain populations, and he’d like to
know what HCFA intends to do about factors
affecting cost and length of stay.

HCFA may find that it’s necessary to look in
more depth at the area of cognition for stroke and
head injury cases. Neither the MDS-PAC nor the
current proposed assessment instrument is psy-
chometrically sound in that area, Herring states.

Another detail that needs to be addressed is
the disproportionate share calculation, which is
the effort to recognize the cost of serving low-
income people. The buzz in the field has it that
there will be an effort to make sure the adjust-
ment is not so dramatic as it appeared to be in the
proposed rule, Zollar says.

“If you ended up with a policy incentive and
everyone is depending on the disproportionate
share for how the payment is calculated, then it’s
not from a policy perspective what a prospective
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payment system is all about,” Zollar says. “The
net result of that is that it should increase, and
we’d be hopeful it will increase the conversion
factor.”

Herring says the disproportionate share calcu-
lations could have a major impact on his facility’s
program. “It’s nice to know that data collection
will be easier, but we really need to know more
about the actual reimbursement,” he adds.

The Rehab Institute of Chicago also treats a
fairly large share of people who are disadvan-
taged, Cerletty says.

“Refining the disproportionate share calcula-
tion is not a bad idea,” she adds. “We just need
to be certain it will do what it’s intended to do,
and that is to provide reimbursement to hospi-
tals that are caring for more of these disadvan-
taged patients because they typically have more
medical needs than patients from more affluent
socioeconomic backgrounds.”

Rehab providers should soon learn more about
reimbursement under PPS, and that’s the most
important issue, Herring says.

“It’s almost like the debate over the MDS-PAC
was somewhat of a distracter to the field because
the largest issue always has been the actual reim-
bursement levels and how it will impact individ-
ual hospitals,” Herring says. “We still want to see
the final formula so that we can begin to look at
our actual costs in relationship to anticipated
reimbursement levels.”  ■

Facility goes from worst 
in market to best 
Key was retooling staffing and direct sales

SSM Rehab of St. Louis had a $2.7 million loss
in 1998, but after changing its operations strat-

egy the facility increased its market share, grew
28%, and made a $900,000 profit a little more than
a year later.

Moreover, the rehab facility improved its mar-
ket share from fourth in its market to No. 1.

How did the rehab facility achieve this minor
miracle? Managers took a hard look at opera-
tions, staffing, and the organization’s overall phi-
losophy and made a concerted effort to make
changes, no matter how small or large.

“Our biggest problem was we were running at
a 50% to 55% occupancy rate, and we were going
along doing business as usual,” says Melinda
Clark, president of SSM Rehab, which owns or
operates 104 rehab beds in St. Louis and 44 beds
in Oklahoma City, OK. SSM Rehab also has 14
outpatient locations.

“We were consistently losing money and
weren’t paying attention to cost details,” Clark
adds. “So we pulled a group together and said,
‘What are we going to do as an organization to
change this?’”

Managers decided to assess all jobs and job
functions for how that position could be
improved to better enhance the organization
and the employee. They also evaluated the
referral and admission process, the marketing
department’s strategies, billing, transcription
work, collections, and the organizations’ core
business and goals.

After completing a thorough assessment of
operations, they decided to make some major
changes, including cutting about 10% of jobs, all
of which were nonclinical, Clark says.

“We looked at operational areas where we
could gain efficiency with our processes,” Clark
adds.

Here are some of the strategies the organiza-
tion employed in its efforts to improve opera-
tions, market share, and financial standing:

1. Re-evaluate the value of all staff positions.
While this was in some ways the most painful

of the changes, it was enlightening and resulted
in a far more efficient work force, Clark says.

“We went through the organization and
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looked at the different functions people were
doing,” she says. “We found that the registration
processes were not as good as they should be,
and we learned more about what some employ-
ees were doing in their jobs.”

For example, they discovered one employee
who had spent the past seven years writing
reports, but none of the administrators and exec-
utives had ever seen one of her reports. “She had
a filing cabinet full of these reports, and she
thought somebody somewhere would have need
of one,” Clark says.

Managers also took a closer look at their out-
sourced activities and found that there were areas
among these that needed quality improvement.

For instance, the transcription work was done
by a contractor, but it wasn’t producing reports
that met quality standards, because the transcrip-
tionists did not accurately pick up all of the words
that were dictated, Clark explains.

Sometimes FTEs are better than contractors 

So the facility hired full-time transcriptionists
who would work more frequently with various
clinical staff and therefore have a better under-
standing of their dictation. Also, therapists were
given a dictation template for their reports, and
this makes it easier for the transcriptionists to fol-
low their words, Clark says.

Although these changes have increased tran-
scription expenses, they have also improved
quality and made it easier for staff and physi-
cians to dictate reports, Clark adds.

Also, the reports are transcribed and returned
more quickly, which has enhanced physician sat-
isfaction, Esrock says.

2. Shift focus of intake process.
“We wanted it clear that our focus was on

putting people in rehab beds,” Clark says. “We
feel that people who come to rehabilitation will
benefit and do better in their lives.”

While this may sound like a simple philoso-
phy, it actually was a change from the way the
facility previously had operated, Clark says.
“Before, physicians often said to us, ‘You come
up with more reasons to turn down my patients
than to take them.’”

Previously, the admissions department strictly
interpreted admissions criteria and would deny
admission to many patients who were referred by
physicians or hospitals, she said.

“Our definition of rehab was too tight,” Clark
admits. “We tried to make patients the perfect

candidate instead of realizing that we had a
whole lot of opportunity to serve patients that we
weren’t serving.”

The intake process also made it difficult for
physicians to make referrals. They would call and
have to leave a voice mail message. Intake staff
had spent time developing social/professional
relationships with physicians by taking the physi-
cian and staff out to lunch or playing golf with
doctors. All of this was background noise that
didn’t have a significant impact on the number of
referrals the facility received, Clark says.

As a result, about 40% of the hospital’s 60
rehab beds were unused, says Brett Esrock, chief
operating officer and director of finance for SSM
Rehab.

“Instead of our going after new business, we
had a ‘let’s build it and they’ll come’ mentality,”
Esrock says. “So we decided to open these other
beds so we could grow our business and meet the
needs of our growing market, as well.”

The intake staff’s new philosophy is to simply
determine whether a patient meets the criteria
established for rehabilitation care. If the patient
meets those criteria, then he or she is admitted
and helped to reach a maximum level of indepen-
dence, Clark says.

Intake staff assigned to regions

The facility added new intake staff and assigned
each person to a region in which they would work
with specific hospitals. Each intake coordinator
has a specific number of admissions that he or she
must deliver to the organization for the facility to
meet its financial viability goals, and these admis-
sions all have to meet Medicare criteria, Clark
explains.

“We spent three and one half to four months
pushing that process through,” she adds.

Also, the facility added new services in cardiac
and pulmonary rehabilitation care because the
strategic planning process identified these as
important needs in the market.

3. Intake staff learned more marketing skills
and targeted new referral sources.

Previously, the facility had focused primarily
on obtaining referrals from hospitals within its
own health system. Now, the intake staff —
which include two registered nurses, a speech
pathologist, a social worker, and an occupational
therapist — visit outside hospitals to meet with
physicians and hospital staff.

“Their responsibility is to build relationships
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with physicians,” Clark says. “They don’t make
social calls, and their objective is specific: it’s
‘How can we help you handle your patient popu-
lation,’ and ‘If you have a referral for us, call this
number.’”

When the intake/marketing staff first started
speaking with physicians, they provided back-
ground information about SSM Rehab, what
kinds of services the facility offered, and how to
access those services, says Jean Kestner, PT, MS,
manager of marketing.

Intake staff are more direct with doctors

“Now, we’re much more focused and much
more direct,” Kestner says. “When we talk to a
physician, we are focused on what we can do for
them and we ask, ‘Which patient do you have
that we can look at today?’ and ‘What can we do
to help you move this patient?’”

If the physician has a patient who had an
aneurysm, for example, then the intake coordina-
tor will discuss SSM Rehab’s specialists and ser-
vices available for aneurysm patients, and the
coordinator might add that the rehab facility sees
X number of these patients over the course of a
year and therefore is very experienced in treat-
ment of aneurysms, Kestner adds.

Intake and marketing staff also work with case
managers of acute care hospitals to help them
understand what a rehab patient looks like.
These staffers emphasize to case managers that
rehab patients don’t comprise just a couple of
diagnoses, but cover a broad spectrum of condi-
tions, Esrock says. “We educated a lot of case
managers in these competing hospitals to draw
more visits.”

4. Improve customer service for referral
sources.

Physicians and other people calling to make
referrals no longer have to wait long for a return
call. They have the marketing/intake coordina-
tors’ cell phone numbers and pager numbers,
and even if they do reach a voice mail box, they
can expect a return call that acknowledges the
referral quickly, Kestner says.

“We have a central intake person answer the
phones in the department, and referral sources
can speak with her directly,” Kestner says. “Then
we review the chart and speak with the physician
or case manager about the case, typically within
the same day or within 24 hours.”

The goal is to make the process as easy it can
be for referral sources, Kestner explains. “The

marketing team is working on having a one-on-
one relationship with referral sources, and we
make it a point to let them know that we can
handle whatever they need and we’ll get infor-
mation to the correct person so they won’t get
the run-around.”

Soon there will be an on-line referral service
available so physicians can send an e-mail mes-
sage when they have a question to ask or a
patient to refer.

The intake/marketing staff make the most of
each visit to a referral source or to a patient. For
example, Kestner recently drove three hours to
see a patient. While she visited the patient, she
picked up three additional referrals, and one of
those patients was moved to the rehab facility the
next day.

5. Improve billing and collecting process.
One of the major problems discovered during

the organizational review process was that all
outpatient billing and collection was done by an
outsourced company that apparently was not
doing an adequate job, Esrock says.

“They didn’t know how to do physical ther-
apy and occupational therapy billing,” Esrock
explains. “They were a physician billing com-
pany that was trying to broaden their horizons
into something new, and it wasn’t working.”

Claims collection improves dramatically

So SSM Rehab canceled that contract and
instead hired staff to do the billing and collec-
tions. A clinical and patient services system com-
pany was brought in to help streamline the
process, which took about a year to complete,
Esrock says.

As a result, the rehab facility’s claims collec-
tion time was reduced from 105 days in accounts
receivable to less than 65 days in accounts receiv-
able, he says.

“This was a significant improvement, and a
significant portion of our $2.7 million loss was
due to that,” Esrock says. “For example, for April
2001, they have collected 30% more than they
ever have as a patient accounting group.”

The billing department recently was recog-
nized by the state of Missouri as a regional role
model for its use of continuous quality improve-
ment practices, Esrock adds.

Later, the facility further consolidated inpa-
tient and outpatient billing so that it is all done in
one central billing office, Clark says.

SSM Rehab also improved its collection of
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patient co-payments. Previously, the facility was
collecting about $12,000 a year in copayments,
which resulted from 85,000 patient visits, says
Rich Lehmuth, planner and manager of decisions
of support.

Now the facility collects about $300,000 a year
in inpatient copayments alone, Clark says.

The problem was that the facility’s office staff
were uncomfortable asking for the co-payment,
and it wasn’t easy for them to do so because there
were no credit card reading machines, Lehmuth
says. Staff would often tell patients to not worry
about paying anything that day because they
would be billed for it later.

SSM Rehab added credit card machines to each
front office and had the education department
teach staff how to ask for the co-payment. At the
staff’s request, managers installed a sign saying
that payment is required at the time of service.

“Today when we collect that co-pay, it’s an
expectation by the office staff and patients,”
Lehmuth says. “It’s easy for patients.”

Making sure improvements are sustainable

All of these changes helped the facility’s finan-
cial standing and market share as well as improv-
ing quality in a way that will last for the long
term, Esrock says.

“A lot of organizations go through a change
from a financial loss to a gain, but it’s the long-
term sustainability of that which is important,
and we’ve proven that over time that we can
maintain those levels of income and provide
quality of care that meets the needs of our com-
munity,” Esrock says. “We had a $900,000 profit

again last year, and this year we’ll do a little more
and will be asked to do more than what we’re
budgeted for.”

Also, staff now understand that SSM Rehab
intends to keep its No. 1 spot in the market share
and to continue to improve both clinically and
financially.

“One thing that changed for the staff is when
the changes were occurring, we got a pretty con-
sistent message that failure to meet the plan
wasn’t an option any more,” Lehmuth says.

“It was the first time we were focusing on busi-
ness results,” Lehmuth adds. “And it was the
first time the leadership came up to the plate and
said, ‘We need to grow and you tell me how to do
it and we’ll get it done.’”  ■

21st century accreditation
preparation has arrived 
Georgia agency prepares through Intranet

Many rehab industry experts say business sur-
vival in the 21st century health care world

will require technological advances, including
greater reliance on computerized documentation.

The chief obstacles to computerized documenta-
tion so far have been time and money, because
developing or adapting useful software is both
expensive and time-consuming. However, at least
one rehab facility has found a way to make this
initial investment worthwhile. Glancy Rehab
Center of the Gwinnett Hospital System in Duluth,
GA, now has its complete accreditation documen-
tation and preparation process on computer.

Glancy Rehab Center was the first rehab facility
to be surveyed with the use of Intranet technology
by CARF…The Rehabilitation Accreditation
Commission in Tucson, AZ. The survey, which
took place in May 2000, resulted in positive feed-
back about the use of Intranet technology, and the
facility received full accreditation. “Our surveyor
said this was the easiest survey he’s ever done,”
says Katrina Stone, MA, education coordinator
for postacute services at the Gwinnett Hospital
System.

The information is on an Intranet web site that
can be accessed by staff or by others to whom
staff give permission. The information is not
available to the public. By having the informa-
tion on-line, a surveyor can review the facility’s
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survey preparation materials from a hotel room
on the evening before the survey visit, saving
pounds of paper documentation. This also pro-
vides staff with easily accessible information on
anything having to do with a facility’s proce-
dures, requirements, and standards, Stone says.

While it takes a great deal of time to put all of
the information on computer, once it’s there,
future survey preparation will be substantially
less time-consuming because most of the comput-
erized documentation will be the same, and
information that has changed will have been
updated by staff during the interim between sur-
veys, Stone explains.

Stone, whose husband Lee Stone is a com-
puter expert who owns Web Functions in
Norcross, GA, first came up with the idea of
putting the rehab facility’s accreditation infor-
mation on computer.

“The paper compilation process to show a sur-
veyor your process means hours and hours of
time are taken away from patient care just to
show that you provide good patient care, and this
doesn’t make sense,” Stone says. “I’ve prepared
for three surveys in my lifetime, and I was tired
of standing in front of that copy machine and
doing what I felt was busy work, so to avoid this
busy work I suggested we do something differ-
ently this time.”

CARF liked Intranet survey idea

Glancy Rehab Center’s management gave her
the go-ahead to implement the idea. Before start-
ing to develop a plan, Stone called CARF and
asked whether there were any other facilities that
had switched to an Intranet survey process. No
one had done this before, so CARF offered enthu-
siastic support of the idea, Stone says.

The next step was to develop a plan, which the
Stones did together.

“Lee is a technological genius, and we spent a
good amount of time at home discussing applica-
tions of the Intranet,” Stone says.

They spent about a year on the project, which
had to be started from scratch because the hospi-
tal was just beginning to use networked com-
puters. There was limited support available
internally.

“A lot of organizations already have webmas-
ters on site and Intranet services that provide all
kinds of technical support which I didn’t have,”
Stone notes.

Most of their time was spent in preparing the

documentation, whereas building the web site
took only a couple of weeks, Stone recalls.

The main problem was that the facility’s docu-
mentation was stored in various places and in
different locations within the hospital system.
Some of it was in paper format, and other parts
were stored on disks that were stuck in desk
drawers. Stone’s goal was to take all of the docu-
mentation and put it on a computer database to
shift the facility’s dependence from paper-driven
data.

Here’s how the Stones developed the Intranet
survey documentation project:

1. Consolidate and revise all policies and 
procedures.

The rehab center and the other system rehab
departments organized a committee — consisting
of a physical therapist, occupational therapist,
recreation therapist, nurse, education coordinator,
and speech-language pathologist — to learn how
to use all paper policies and procedures in a com-
puterized format. Some of the files already were
in electronic format, and these also were revised
and consolidated. The committee focused on the
policy content and improved, consolidated, and
revised where necessary.

For example, the committee found 15 policies
across three rehab departments that were related
to performance improvement. These were consoli-
dated into one policy. (See performance improve-
ment policy sample, pp. 76-77.)

“All of us put in our overtime,” Stone recalls.
“Closer to the accreditation survey time we met
weekly, but most of the time we didn’t need to
meet frequently because we were doing every-
thing over the network, and everybody could
read each other’s notes.”

The committee took guidelines and policies
from all three rehabilitation departments and
consolidated them into one set of policies and
procedures, eliminating all duplication. Initially
there were more than 800 policies, and these have
been consolidated into 120 policies.

Organizational leaders revised policies

For certain policies, the committee assigned
organizational leaders who were responsible for
writing the policy. Then other members of the
team proofread the policy before it was sent to
the medical director, the service line director, and
the facility’s vice president for approval.
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“Now the entire rehab division staff use the
same set of policies and are responsible for the
same material, and life is much easier for them as
a result of this change,” Stone says.

The revised policies and procedures were
placed into Microsoft Office software templates,
which had been designed by the Stones and
another organizational improvement educator.

“We met way before the committee got
together,” Stone says. “In the organizational
improvement department there was a policy
and procedure class that had recommended a
format for policy, and we closely followed that
format.”

2. Train staff to use a shared network drive.
Typically, any organization that has networked

computers will have more than one shared drive
that groups use together, and everyone involved
has access to those drives. Gwinnett Hospital
System had such a network, although it wasn’t
being heavily used, so Stone began to educate the
staff about what a network drive is and how they
can use it.

Changing the ‘that’s my stuff’ mentality

“We convinced everybody that sharing their
documents was positive, because at first the idea
was threatening to people,” Stone explains.
“People would say, ‘That’s my stuff, why would
anybody want to see my stuff?’”

Stone answered these concerns by explaining
how a network drive would allow staff to cut
down on paperwork through having people
share documentation rather than duplicating
information and forms that may already exist.

Staff also feared that other employees would
lose or inadvertently ruin their data, so Stone had
to explain that the hospital system backs up
information on a daily basis. If something is lost,
it can be easily retrieved by the information sys-
tems department.

Once the staff began to use the network drive,
they could see how it enabled them to spend
less time copying reports or talking on the tele-
phone to other employees when they needed
information.

Staff training has been ongoing with hospital
computer education classes, mentoring, and one-
on-one training when necessary, Stone says.

3. Create grid structures for documentation
and put these on a web site.

The facility bought an electronic version of an
accreditation preparation guide from CARF. The
accreditation preparation guide was used to cut
and paste CARF standards information into a
three-column table created in Microsoft Word.
This part of the process was tedious, but neces-
sary, Stone says.

The grid lists the standard in the first column.
It has a short narrative on how the facility meets
that standard in the second column, and then in
the third column it includes a list of the docu-
mentation that provides proof of compliance
with that standard. (See sample performance
improvement plan grid chart on p. 78.)

With the grids, they created web pages with
hyperlinks so that a surveyor reviewing any
particular standard could click on any piece of
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documentation that is offered for proof and
open it for review.

“The biggest challenge was to make it intu-
itive,” Lee Stone says. “A really good web site is
one where things are easy to find, and the bad
ones are where you can’t find anything you
need.”

So the Stones took structures that were naviga-
ble and replicated those examples in the web site
for the rehab facility. By the time they completed
putting all of the facility’s documentation and
charts and standards into the web site, they had
reduced 18 feet of binders on a shelf to one CD-
ROM.

The web site includes information about the
rehab facility, pictures of the facility, instructions
on how to use the web site, and other basic infor-
mation, Lee Stone says.

“Surveyors can access the policy and proce-
dures, the standards/compliance section, a gen-
eral information page about Glancy Rehab
Center, and a section about the team and leader-
ship of the hospital with digital photos of the
preparation team and their biographies,” he
adds.

“Our next goal is to have it all maintained on a
continuous basis so during the next survey you
would not have to do anything extra,” he says.
“All the benefits that derive from using the appli-
cation are used on a daily basis.”

The facility still will have to review the stan-
dards before an accreditation survey to make sure
the facility is in compliance, and there are always
new standards to meet, but that will be all that
remains of survey preparation, Katrina Stone
says.

“What we’re cutting out is all that busy work,
and what we’re getting in return is a product that
your staff can use on a daily basis,” Stone says.

4. Make new forms and documentation
instantly available to staff.

An additional benefit of the Intranet web site is
that when someone develops new forms, guide-
lines, documentation, or educational materials,
they are put on the web site and are immediately
available for staff use and review, Stone says.

Any information that needs to be kept private
from all but certain employees, such as financial
information, is password-protected on the net-
work, so only the people who need access can get
it, Stone adds.

In the event the computer network is inaccessi-
ble because of a mechanical problem, staff still
have access to the paper versions of some files.

Soon, however, paper access will be all but unnec-
essary, Stone notes.

Now that the hard work is complete, Stone
says staff and management are pleased with the
results, particularly because their Intranet accred-
itation survey was so successful.

“This was a whole lot of fun,” Stone says. “It
was a wonderful process, and it got us a lot of
attention, as well as an Intranet our staff can use
each day.”  ■

Nancy J. Beckley, MS, MBA
President

Bloomingdale Consulting
Group

Valrico, FL

Bonnie Breit
Administrative Director 

of Rehabilitation Services
Crozer Keystone Health

System
Upland, PA

Peggy S. Neale, MA, MBA
National Director, 

Medical Rehabilitation
CARF…The Rehabilitation
Accreditation Commission

Tucson, AZ

Clint Kreitner
President

Chief Executive Officer
Reading Rehabilitation

Hospital
Reading, PA

Martin A. Schaeffer, MD
Medical Director

Department of Physical
Medicine

and Rehabilitation
DuBois Regional Medical

Center
DuBois, PA

Susanne Sonik
Director 

Section for Rehabilitation
Hospitals and Programs 

and Long-term Programs
American Hospital

Association 
Chicago

Gary Ulicny, PhD
Chief Executive Officer

Shepherd Center
Atlanta

Carolyn Zollar, JD
Vice President for

Government Relations
American Medical

Rehabilitation Providers
Association

Washington, DC

EDITORIAL ADVISORY BOARD

Consulting Editor: Bill Munley, MHSA, CRA
Administrator of Rehabilitation and the Vitality Center

St. Francis Hospital, Greenville, SC

Need More Information?
☎ Katrina Stone, MA, Education Coordinator,

Postacute Services, Glancy Rehab Center,
Inpatient Program, Gwinnett Hospital System,
3215 McClure Bridge Road, Duluth, GA 30096.
Telephone: (678) 584-6796. E-mail: kstone@
webfunctions.com.



June 2001 / Supplement to REHAB CONTINUUM REPORT ™ 1



2 Supplement to REHAB CONTINUUM REPORT ™ / June 2001



June 2001 / Supplement to REHAB CONTINUUM REPORT ™ 3


	PI1: 
	PI2: 
	PI3: 
	assess1: 
	assess2: 
	assess3: 


