
Lymphedema program helps facility
launch new cancer rehab services
Services grew with word of mouth

When a St. Louis rehab facility expanded with a lymphedema
program, physicians and patients quickly filled the facility
and pressed for additional cancer rehab services.

SSM Rehab Outpatient Bellevue Clinic in St. Louis began its lym-
phedema program in the third quarter of 2000 with two physical thera-
pists. By the fall of 2002, the program had grown to 73 patients and five
therapists, says Sarah Stolker, MSPT, CLT-LANA, manager and market
leader as well as program manager for cancer rehab services for SSM
Rehab.

Lymphedema occurs with the accumulation of lymph tissue and
swelling caused by inflammation. While congenital lymphedema is 
a hereditary disorder of chronic lymphatic obstruction and there are
other causes of the condition, most cases of lymphedema are the result
of surgical removal of lymph channels in mastectomy.

“We’re now trying to fill a void in the St. Louis area to be the resource
for our past and current patients in lymphedema,” Stolker says.

Community lectures get the word out

Stolker has helped to get the word out about the program through
community lectures, such as visiting wellness programs and church
groups. She explains to physicians, prospective patients, and others
that lymphedema treatment is a complete decongestive therapy that
involves manual lymph drainage through a superficial massage that
stimulates the lymphatic system.

“I start with defining lymphedema and talk about current treatment
approaches, prevention strategies, and goals of treatment,” Stolker says.
“We had a few breast cancer awareness days where I was invited to
speak, and after meeting with physicians they would volunteer me to
speak at these types of events.”

Once the program began to treat patients, there was an increase in
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referrals from patients and their families, as well
as from other clinics where lymphedema services
were unavailable.

“The program grew, and that definitely neces-
sitated an increase in staffing,” Stolker says.
“Then we started working on doing patient 
education for the treatment of cancer, the kinds 
of things I really thought were separate from
lymphedema.”

Soon it became clear that by focusing only 
on lymphedema, the program was missing an
opportunity to provide even greater service to
the area, because there are many patients who
either may not have lymphedema or may have
the condition in addition to other problems that
could be resolved through cancer rehab.

Stolker started to look into cancer treatment-
related fatigue, treatment after head and neck

cancer, and rehab protocol after breast reconstruc-
tion. Here’s why and how these cancer services
work in a rehab environment:

• Cancer fatigue.
“Once lymphedema opened the door, it

showed me many other areas where cancer
patients might benefit from our services,” Stolker
says.

For example, cancer fatigue affects nearly 70%
of all cancer patients, Stolker explains. “It’s the
result of a combination of things, like treatment
itself, radiation, chemotherapy, and the stress of
having cancer.”

People with cancer have higher nutritional
demands, and if they experience depression, then
they may also have an appetite loss that means a
decreased nutritional intake at a time when they
need more calories and vitamins, she adds.

“Research does support exercise as an effective
treatment for cancer patients who have fatigue,
because exercise will increase physical energy,
including energy for daily activities,” Stolker
says. “It decreases the heart rate, improves the
quality of life, and provides a sense of well-
being.” So this is how cancer rehab services can
provide marked benefits to cancer patients expe-
riencing fatigue.

“The best training is interval training, short
maximal regimens that allow for recovery between
them so the patient doesn’t spend the afternoon in
bed after a session,” Stolker says. “And physical
therapists can easily provide a springboard for
patients to do this exercise in a controlled environ-
ment, monitoring them in the current medical situ-
ation, and kind of be their coach.”

Physical therapy increases jaw function

• Head and neck cancer.
Typically, patients receiving head and neck

cancer treatment will receive speech therapy, but
physical therapy may not be ordered routinely,
and this is where a cancer rehab program may
help.

“Rehab therapy can make a big difference in
range of motion,” Stolker says. “There are often 
a lot of jaw restrictions, and therapy can increase
jaw function and improve the fitting of a prosthe-
sis for speech and swallowing.”

If a patient’s nasal pharynx is removed or if the
patient’s teeth are removed, then the patient will
have altered speech and will have difficulty swal-
lowing, all of which can be improved through
therapy.
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These same patients may also develop lym-
phedema, as there are 300 lymph nodes in the
head and neck, creating ample opportunity for
fluid to collect and cause facial swelling. So these
patients also could be candidates for lymphe-
dema treatment, Stolker says.

“Because these patients usually undergo radi-
cal neck dissection or modified neck dissection,
they usually do have nerve damage of the spinal
accessory nerve, and they actually get paralysis
of the trapezius muscles,” Stolker says. “The
whole shoulder drops down, and it becomes
very uncomfortable, causing shoulder pain.”

Physical therapists can teach these patients
exercises that will strengthen their other muscles
around the shoulder muscle and help to prop it
up, Stolker says.

New breast surgery eschews implants

• Breast reconstruction.
Stolker’s experience mirrors recent research

showing that there’s a new trend of breast cancer
patients opting for immediate breast reconstruc-
tion at the time of breast surgery.

“People are opting for these procedures that
take part of their own bodies to reconstruct a
breast, instead of using breast implants,” Stolker
says. “They do this because it decreases anesthe-
sia risk by having only one surgery, and women
have some fear of implants, which don’t look as
natural as a reconstructed breast from your own
tissue.”

One type of this newer surgery involves breast
reconstruction that uses abdominal musculature
to reconstruct the breast. While this procedure
has many advantages, there are drawbacks that
bring rehab into the picture, Stolker notes. The
surgery may result in abdominal hernia, abdomi-
nal weakness, back pain, and overall functional
limitations, she says.

Also, these patients are advised to flex at the
hips and lean forward for about a week to 10
days, both of which can exacerbate an existing
back condition, Stolker adds.

“We really do find that rehab therapy can accel-
erate the patient’s return to function,” Stolker
says. “I’ve started to design a study with a local
plastic surgeon on the benefits of rehab with these
patients.”

Part of cancer rehab treatment includes educa-
tion on back safety and a slow introduction to
truncal stabilization exercises.

“We take very careful steps to make sure that

any abdominal strengthening that we do does not
put patients at risk for abdominal hernias or any
sort of back injuries,” Stolker says.

“Also because of scar distribution, people can
develop fluid trapping in the trunk, and so with
lymphedema we can intervene there too,” Stolker
says.

• Lymphedema.
The cancer treatment program bases the lym-

phedema therapy on a technique first established
in Germany in the 1980s, which is a combination
of four techniques: skin care, manual lymph
drainage, compressive bandaging, and exercise. 

The lymphedema treatment typically is pro-
vided five days a week for two weeks, Stolker
says. The first part of the treatment involves hav-
ing therapists massage the area where fluid accu-
mulates and stimulate the lymphatic system to
drain. 

Cancer patients who have lymphedema are at
greater risk for infection. Because these patients
have had lymph nodes removed and because
lymphedema involves a protein-rich fluid, bacte -
ria that penetrate the skin can proliferate rapidly,
Stolker explains.

“So it’s not uncommon to see someone who
has had several infections since the development
of lymphedema,” she says.

These patients will be prescribed antibiotics,
but the decongestive therapy also can help
reduce the patient’s infection rate. Patients also
receive skin care treatment with a pH lotion to
decrease the amount of bacteria on the skin’s sur-
face, Stolker says.

The third part of the treatment involves apply-
ing a low-stretch bandage on the limb after the
massage. This helps prevent the accumulation of
fluid in the limb and facilitates the pumping out
of additional fluid after exercise, Stolker says.

Last, therapists instruct patients about exer-
cises that help them overcome any limitations
they may have post-surgery and that help reduce
fluid volume. These are light exercises performed
in a specific sequence, Stolker says.  n
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Family stress plays part 
in children’s TBI recovery
But access to resources makes a difference

Arecent study has found that children ages 6
to 12 who sustained a moderate-to-severe

traumatic brain injury (TBI) were prone to having
difficulty in school and behavioral problems long
after their recovery. 1

One of the more interesting aspects of the
research was the finding that TBI children had
less favorable post-injury outcomes when their
families scored high on various stress measures.

“Severely injured children from relatively
unstressed families had good recovery in math
abilities in that first-year follow-up,” says Gerry
Taylor, PhD, professor of pediatrics at Rainbow
Babies and Children’s Hospital, University
Hospitals of Cleveland and Case Western Reserve
University in Cleveland. Taylor is a co-author of
the study, which was published in Neuropsychology
this year. 

The family’s level of stress was measured
using the Socioeconomic Composite Index, 
computed by averaging sample scores for the
Duncan Socioeconomic Index, the annual family
income as coded on the Life Stressors and Social
Resources Inventory - Adult Form, and years of
maternal education. The family stressors score
also was determined by scores on measures of
health, work, spouse, extended family, and
friends.

The study included 53 children with severe
TBI, 56 children with moderate TBI, and a com-
parison group of 80 children who had orthopedic
injuries that did not involve TBI. Investigators
measured the children’s and families’ pre-injury
status and post-injury achievement skills shortly
after the injuries occurred and followed the chil-
dren’s progress at three assessments over an aver-
age of four years.

Among their findings were that children with
severe TBI were able to maintain the same progress
as the children who suffered orthopedic injuries on
socialization measures, but this was only true if
they were from families of relatively higher socioe-
conomic status, Taylor says.

Investigators first met with families when the
TBI children were medically stable but still in the
hospital, Taylor says.

“We asked parents how they viewed their

child’s behavior before injury and about the fam-
ily’s functioning before injury,” Taylor says. “We
then scheduled them for a first formal assessment
at about three weeks after injury, and in most
cases the children were still in the hospital.”

Follow-up assessments were done at six months
after baseline, 12 months after, and then a final
time about four years post-injury, Taylor adds.

“We had this long-term follow-up, and we
could then track their recovery or lack of recovery
over that period of time,” Taylor says. “We subse-
quently saw them again annually two more times
at five and six years out.”

However, the last two assessments were not
included in the published report. There had been
a significant study drop-out by participants at
that point, whereas the attrition at four years
post-injury was more reasonable, Taylor adds.

Among the outcomes measures studied were
measures of the child’s IQ and other cognitive
ability, academic achievement in reading and
math, and measures of behavior as rated by par-
ents and teachers.

The group of children with severe TBI tended
to do poorly on most outcome measures and had
the most difficulty with recovery, continuing to
have behavioral and learning problems long after
the injury, Taylor says.

“Fifty percent of those with severe TBI were in
some kind of special education program four years
after injury,” Taylor says. “And about 30% of the
children with severe TBI had a behavior problem.”

Although rehab professionals who work with
TBI children will not find these results surprising,
the study does provide a sophisticated method-
ological demonstration of what they may have
understood intuitively.

The study’s more interesting findings are that
children with severe TBIs can grow and improve
in their abilities, socialization, and behavior over
time, but this improvement is dependent on the
child’s environment, Taylor says.

“Children from families with lower socioeco-
nomic status failed to maintain the same progress
as the orthopedic group in terms of socialization
six to 12 months after injury,” Taylor says. “Those
trends became more evident the further you got
away from the average level of socioeconomic sta-
tus, and we saw differences from conditions of
disadvantage relative to conditions of advantage.”

Also, teachers rated academic performance
lower in severe TBI children who were from fami-
lies of lower socioeconomic status, Taylor says.

“Only under conditions of disadvantage did we
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see that effect, and it applies to a longer-term fol-
low-up interval,” Taylor notes. “What we conclude
is that the environment can either facilitate or
retard recovery, and thus the family environment 
is important to consider in facilitating recovery.”

Taylor says he hopes the research will help
rehab providers identify high-risk children and
provide an impetus for their receiving family
treatment and environmental modification as a
component of rehab services.

“TBI kids may need more support,” Taylor
says. “We may do some things that may help the
process along the way.”

Some strategies that rehab providers can
employ include:

• teaching families how to provide a support-
ive environment for the child to help optimize
the child’s recovery;

• suggesting families become involved in TBI
support groups where they can receive informa-
tion and emotional support;

• referring families to web-based support and
information about TBI;

• providing counseling and neuropsychology
services to the entire family;

• working with schools to provide TBI chil-
dren with tutors and homework assistance.

While this study looked only at TBI’s impact on
children, there could be some broader-reaching
implications for TBIs and adults, Taylor suggests.

“There is evidence that the effect of severe TBI
on adults and their families is similar to the effects
on children with severe TBI and their families,”
Taylor says. “You would expect to see similar
kinds of neurocognitive and behavioral problems,
and thus the need for behavioral support and
facilitation of recovery would be similar, I think.”

The general take-home message of this
research is that the impact of TBIs is not entirely
physiological, and rehab providers need to be
aware of the impact of the child’s environment
on recovery, Taylor says.

“It should encourage rehab centers to do even
more with the families and provide even more

intensive interventions,” Taylor says. “It encour-
ages us to look at injury in terms of the context
of family and environment.”

Reference
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Team approach improves
staff documentation skills
Georgia facility focuses on functional measurements

Preparing and training staff for the rehab
prospective payment system (PPS) over the

past year has been a challenge for Glancy Reha-
bilitation Center in Duluth, GA, but the rehab
hospital has met its goals.

The rehab staff’s documentation has improved
significantly in the past year, and everyone has
become skilled in the new charting style and
strategies of determining patients’ functional
measurements, says Janet Patrick, RN, PPS coor-
dinator for Glancy Rehabilitation Center -
Inpatient Rehab Program, which is part of
Gwinnett Hospital System.

“We’ve had to change the style of documenta-
tion, and that’s one of the areas I looked at prior
to our switching to PPS,” Patrick says.

Also, staff have always had a team approach to
rehab, but under PPS they’ve had to improve on
this and involve more disciplines in documenta-
tion of patients’ scores, such as having nurses
assess some functional improvement measures,
Patrick adds.

Here are some of the strategies the rehab facil-
ity has used to make the transition to PPS run
smoothly:

• Address department communication and
team involvement.

A committee involving nursing, management,
case management, medical records, billing, and
the various therapy disciplines began meeting in
2001 before PPS was implemented.

“They would get together to plan ahead and
see how the communication lines would go and
try to make adjustments to how the different
departments would interact,” Patrick says.

November 2002 / REHAB CONTINUUM REPORT ™ 125

Need More Information?

% Gerry Taylor, PhD, Professor of Pediatrics,
Rainbow Babies and Children’s Hospital,
University Hospitals of Cleveland, Case Western
Reserve University, 11100 Euclid Ave., Cleveland,
OH 44106-6038. Telephone: (216) 844-6227.



In January 2002, Patrick became the PPS coor-
dinator, and she and the committee developed a
process for how she would interact with the dif-
ferent departments as she assisted the staff in
making the transition to PPS.

Patrick daily contacted the medical records
department to discuss coding, and she worked
on making certain the PPS forms were properly
completed.

• Check scores for precision and accuracy.
Patrick audits every chart, pulling information

from the documentation and looking for missing
items or incomplete data.

“If there’s information I’m not certain is realis-
tic, then I’ll go to that therapist or nurse and just
confirm it,” she says.

For example, if a person scored a patient as
independent on the functional improvement mea-
sure (FIM) for lower body dressing, Patrick may
remind staff that if the patient is wearing Ted hose
stockings, the score needs to be adjusted, because
Medicare considers that the patient could not put
on the hose without assistance.

“I have a FIM book with guidelines in every
department and also some scenarios that people
might go through when treating a patient,”
Patrick says.

She will use the book to show staff why they
may need to adjust a score to include a patient’s
limitation or a nuance that previously wasn’t
considered.

“There are simple things that tend to affect the
score that we may not have been thinking about
from the beginning, and now everyone is think-
ing about these and looking at it from a different
light,” Patrick says.

• Encourage staff to change their rehab mind-
set to include PPS concerns.

Patrick interacts with staff on an individual
basis to help them focus on how the information
they collect affects reimbursement.

“We focus on what’s required of a facility and
how it’s a requirement of their job to provide
accurate information,” Patrick says.

“In the very beginning, it was difficult, because
we went through different processes along the
way,” she notes. “I had a worksheet on the chart,
and I showed people what I was looking for.”

The staff would fill in the chart, and then
Patrick would look at it and make certain that it
reflected what was required. The rehab unit was
divided into five zones, and each zone was
responsible for achieving 100% complete and
accurate documentation in these PPS exercises.

When staff in a particular zone showed that
they were filling in all documentation correctly,
the facility held an ice cream party in recognition
of their success.

“Each zone made sure their team members
filled out the information correctly on the work-
sheet,” Patrick recalls.

This provided peer support that encouraged
individual staff to succeed, and it created a healthy
competition, Patrick says.

It took a little while to change employees’ mind-
sets about the documentation, but now everyone
is doing very well and realizes that documentation
is at the forefront of their work, Patrick adds.

• Provide ongoing education.
Each new employee watches educational tapes

about completing the PPS documentation.
Also, if employees have a question about a par-

ticular documentation item or if Patrick finds a
new point that must be emphasized, these are
brought to everyone’s attention.

“I ask key people in each discipline if they’ve
found something new to make sure their whole
discipline is aware of it, and so there’s a lot of inter-
action within the discipline itself,” Patrick says.  n

Rehab facilities could 
be left with ED bill 
CMS provides ambiguous answer to concern

One of the odd twists that some rehab admin-
istrators fear could occur under the inpatient

rehabilitation facility (IRF) prospective payment
system (PPS) is a situation in which an inpatient
rehab patient requires a brief emergency depart-
ment (ED) visit and is then returned to the rehab
facility, which then must foot the ED bill.

“The rehab facility would have no say over
what the ED does, which tests are run, but the bill
is sent back to the rehab provider to pay,” says
David Ross, CPA, director of reimbursement and
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internal audit for Kessler Rehabilitation Corp. 
in West Orange, NJ.

This scenario is a possibility, because under
PPS rehab facilities are paid a set amount for all
care provided to the patient during the inpatient
rehab stay. This means that a rehab patient who
experiences symptoms of a heart attack or stroke
and is sent to the ED may be held in the emer-
gency department for up to 48 hours for observa-
tion and never be admitted to an acute care
hospital. If this happens, the rehab facility may be
responsible for all of the charges associated with
that ED visit and observation stay, Ross explains.

Under the rehab PPS interrupted stay criteria,
a patient can be gone from the rehab facility for
up to three days and then return. Such an inter-
ruption results in no additional Medicare pay-
ment to the rehab facility, Ross says.

This raises the question of whether the Center
for Medicare & Medicaid Services (CMS) in
Baltimore intended for rehab facilities to foot the
bill for services provided by other health care
facilities during a patient’s rehab stay.

The American Medical Rehabilitation Providers
Association (AMRPA) in Washington, DC,
requested an explanation about this issue from
CMS, but the resulting brief letter still leaves the
situation ambiguous, Ross says.

AMRPA will review the CMS response and dis-
cuss the issue with rehab directors who have
expressed concern, says Carolyn Zollar, JD, vice
president for government relations for AMRPA.

“To my mind, the sole question of when
someone is discharged is still an issue in play
here,” Zollar says. “It appears in this letter that
much of what happens depends on when some-
one is discharged.”

Laurence Wilson, director of the Division of
Institutional Post Acute Care for CMS, responded
to Zollar’s questions on Aug. 28, 2002, with a letter

that states, in part:
“As you know, with the implementation of the

IRF PPS, CMS did not change the billing process
for payment of ED services or observation beds.
Further, under the interrupted stay policy, the
date of discharge is key in determining the begin-
ning of an interruption of the inpatient rehabilita-
tion stay.”

The letter continues: “The date of discharge
should not be determined retrospectively in order
to suit a particular billing objective with respect
to ED services. If the beneficiary is discharged to
receive services and returns to the same IRF on
the same day, only the IRF will receive payment.
If the beneficiary is discharged to receive services
and does not return to the same IRF on the same
day (but does return within 3 consecutive calen-
dar days), the IRF receives payment based on the
IRF PPS and the acute care hospital receives a
DRG-based payment.”

Ross says he would like to see CMS revisit this
topic by answering questions posed by the full
rehab provider community and by expanding on
the letter to AMRPA.  n

HIPAA privacy education:
Start with defining policy 
Strategies lead to sound education practices

HIPAA may sound like a made-up children’s
word, but this funny-sounding acronym has

serious implications for heath care organizations.
Proposed revisions to the Health Insurance
Portability and Accountability Act of 1996 were
published in the Federal Register on March 27 of
this year, and the new regulations regarding pri-
vacy standards become effective on April 14, 2003. 

Violations of HIPAA are a major concern and
can come with a stiff punishment. The criminal
penalty for disclosing patient information with-
out malicious intent is up to $50,000 plus one
year in prison. 

With the compliance deadline now less than a
year away, many facilities are scrambling to put
together some kind of HIPAA training program. 

“When you read through [the regulations], so
much of the information is buried in legal talk,
and it’s hard to figure out what’s what and then
design something that you then teach to different
groups of staff,” says a staff education director
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for a large urban hospital. 
The challenge of preparing for HIPAA is that

there are so many different aspects — privacy,
security, transaction standards, code sets — that
it’s difficult to know where to begin. For most,
patient privacy and information security issues
will the biggest task to tackle. 

“In terms of education, it really is quite broad,”
says Debbie Mikels, corporate manager, confi-
dentiality, for Boston-based Partners Health Care
System. Partners has more than 30,000 employees
in its network, which includes Brigham and
Women’s Hospital and Massachusetts General
Hospital, its founding members, and Dana-
Farber/Partners CancerCare and Harvard
Medical School. 

Network members adapt centralized processes

With an organization the size of Partners, edu-
cation is not something that is left until the last
minute, Mikels says. To meet the challenge of
establishing education protocols for all the affili-
ates in the Partners network, Mikels and her team
have worked to design centralized processes and
procedures that different members of the net-
work can adapt to best suit the needs of their
own facility. This is a challenge, because the facil-
ities have very different cultures, she says. 

Mikels has designed core training slides outlin-
ing what every employee needs to know. This
training includes such topics as: 

• What is HIPAA? 
• Why is privacy important? 
• How HIPAA impacts patient rights and

impacts employee responsibility
• What to do in case of a breach
Then she breaks down training depending on

the needs of each department, such as finance,
medical staff, research, nursing and patient care
services, and admitting. 

Partners also has conducted privacy awareness
campaigns at its different entities. To make access
to the information easier, much of the informa-
tion is included on an intranet site. Partners
Health also has a corporate privacy officer who
outlines privacy policy for the company and its
entities, which also have privacy officers. 

“The key is to first identify what your policies
and procedures are and begin educating around
that,” Mikels says. “Hospitals have been conduct-
ing confidentiality training for years.” Attitudes
toward privacy are pretty well ingrained at most
facilities, she says. But HIPAA goes a step further. 

“When you tell people they have to keep
patient information private, of course people 
are going to say ‘yeah, yeah, yeah,’” says Mikels.
“But if you go out and observe, you’ll start to
see breaches. And that can happen even in the
best facility. There’s always an opportunity to
increase awareness and change people’s behav-
ior.” She stresses that clinical staff need educa-
tion to increase awareness, and that changing
the culture of a facility takes time. 

“Policy needs to come before education,” says
Chris Wierz, RN, MBA, vice president of HIPAA
services for Houston-based Healthlink, a health
care consulting firm. “The problem is that people
try to teach before they define what their organi-
zation’s policy and procedures are. The biggest
challenge is trying to educate a work force that
thinks it knows everything about privacy to
begin with.”

But Wierz says this is a different level of pri-
vacy. She advises telling people not to think infor-
mation is being taken away, but just to think of it
as a better way of protecting patient information.
“It’s just another level of security that eventually
will become second nature.”

“Everyone needs to know the basics. But some-
one who works on the janitorial staff doesn’t need
to know about code sets. They do need to know
that if they find a piece of paper with personal
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HIPAA Education Resources
For more information on proposed HIPAA

changes and educational resources, visit:
• www.hhs.gov/ocr/hipaa/ — This govern-

ment site outlines the original HIPAA regs as well
as the proposed changes, background, general
information, and additional administrative sites. 

• www.ahima.org — The web site for the
American Health Information Management
Association.

• www.hipaadvisory.com — An on-line
resource sponsored by Phoenix Health Systems
that offers the latest HIPAA news, regulation infor-
mation, and education opportunities 

• www.mahealthdata.org — The web site for
the Massachusetts Health Data Consortium, an
organization created “for the purpose of develop-
ing, collecting, analyzing and disseminating health
care information to improve the health and health
care of the region.” This is a good source of gen-
eral HIPAA-related information.



information in it, they should put it in one of the
containers of paper to be shredded.” 

Computer-based training is important, espe-
cially when dealing with such volume. Mikels
says people need to be able to have convenient
access to the information. “Physicians and nurses
like on-line education,” she says. “Physicians
don’t have time at work, and very often want to
work on their own from home.”

In a recent presentation, Mikels outlined some
of the privacy training need-to-knows. Some of
the myths about privacy training include:

• Every employee must receive one hour of
privacy training annually.

• Employees must complete a certification fol-
lowing privacy training.

• The facility must require employees to certify
training every three years.

• Business associates and agents must be
trained. 

Content, frequency of training not specified

According to HIPAA, every employee must be
trained with regard to protected health informa-
tion “as necessary and appropriate for the mem-
bers of the work force to carry out their function
within the covered entity.” But the content and fre-
quency of the required training are not specified;
nor is the nature of the training. This leaves the
method of training and format pretty flexible. As
long as each employee is trained no later than
April 14 and new employees receive training in a
reasonable period of time, the facility is covered.
Retraining only is required in the case of a material
or policy change by the health care organization. 

“[HHS] didn’t want to be that prescriptive,”
she says. “HIPAA is all about reasonableness.” 

The health care facility must document that
the required training has been provided. In her
presentation, Mikels suggested that information
provided in the documentation include names
and titles of attendees, presenter, time, date, and
topic addressed. She also suggested some sort of
employee acknowledgement of the education. 

Part of the proposed revision to HIPAA
requires facilities to give patients a written notice
of their privacy practices that explains how the
health care facility is permitted to use the patient’s
medical information. The notice also explains the
patient’s medical privacy rights. Facilities will be
required to have patients verify in writing that
they received the notice. 

“Go back and look at similar types of programs

you’ve had to implement, and use that as a model
for HIPAA regulations,” Wierz says. “Use real-
life examples. Be realistic and don’t panic. It’s an
issue of reasonableness, which needs to be part of
education.”  n
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Audio conference tackles
HIPAA privacy concerns

The recently released final privacy rule
under the Health Insurance Portability

and Accountability Act (HIPAA) makes sig-
nificant changes to the existing regulations. 

To help you and your staff prepare,
American Health Consultants offers HIPAA’s
Final Privacy Regulations: What You Must
Know to Comply, an hour-long audio confer-
ence on Dec. 4, 2002, from 2:30-3:30 p.m.,
Eastern time. You'll learn detailed information
on changes to the privacy rule, as well as
practical methods to implement new proce-
dures within your facility. Also learn how to
successfully manage privacy issues with busi-
ness associates, and how to spot and avoid
costly HIPAA violations. Do you know what
your enforcement priorities are? Do you need
real-world examples? Our expert speakers,
Debra Mikels and Chris Wierz, BSN, MBA,
will help you understand your responsibili-
ties and identify potential liabilities. 

The cost of the conference is $299, which
includes free CE or CME for your entire staff,
program handouts, and additional reading, a
convenient 48-hour replay, and a conference
CD. Don’t miss out. Educate your entire facil-
ity for one low price.  n

Need More Information?

% Debbie Mikels, Corporate Manager, Confidentiality,
Partners Healthcare System, Boston. E-mail:
dmikels@partners.org.

% Chris Wierz, RN, MBA, Vice President of HIPAA
Services, Healthlink Inc., Houston. Web site:
www.healthlinkinc.com.



Organizational learning:
Key to improved quality?
Shared learning can work wonders

Do you work for a Learning Organization?
Given the fact that you’re a health care pro-

fessional, the odds are pretty good that you don’t.
However, a number of quality experts say that if
you did, both you and your organization would
be performing much more efficiently — and that
your personal sense of professional fulfillment
would be dramatically increased.

Sound too good to be true? Perhaps, but that’s
the picture painted by proponents of Organiza-
tional Learning (OL). (The seminal publication on
Organizational Learning, Peter M. Senge’s The
Fifth Discipline: The Art and Practice of the Learning
Organization, was published in 1990 by Random
House.)

“The key shift I see happening when organiza-
tions — including health care organizations —
apply OL methods and tools is that they actually
integrate learning with work. Specifically, they
engage in a collective learning process that often
yields extraordinary results,” says Jeff Clanon,
MS, director of partnership development for the
Society of Organizational Learning (SOL), based
in Cambridge, MA. The SOL is the successor orga-
nization to the Organizational Learning Center,
originally established at the Massachusetts
Institute of Technology.

“A Learning Organization is a place where
people seek to learn rather than to know; where
they admit they need to learn from each other to
get a complete picture of their system,” explains
Sue Nieboer, RN, vice president, patient care
services and quality management, at Gerber
Memorial Health Services in Fremont, MI. 

“Health care is under continual pressure to
change,” she adds. “One of the things a Learning
Organization does is it allows you to turn on a
dime. People are so invested in the organization
and its processes that if something hits you, like
changes in federal government reimbursement,
you are able to fully mobilize your resources.”

“In health care organizations in particular, the
communication between departments and func-
tions could be better,” notes Judy Homa-Lowry,
RN, MS, CPHQ, director of patient care services
at Brighton (MI) Hospital. “There are a lot of
breakdowns and delays involved in rework.

When you begin to flatten leadership levels and
make employees more accountable for systems
and processes they own, you really improve the
efficiency and effectiveness of the processes in
the organization.”

Clanon explains that Organizational Learning
is distinguished by a set of core learning compe-
tencies. According to Clanon, these three core
competencies are: 

• Aspiration. This involves people in the orga-
nization being really clear on what they want to
create in their own lives and in the organization.
“What is it that they really want to get done?”
Clanon asks. “This is different from manage-
ment’s vision, which is supposed to mean some-
thing to the organization. We talk about having
people be really clear about and engaged in clari-
fying their personal visions and how those per-
sonal ones connect on an organizational level.”

• Reflective conversation. A lot of time is
spent in organizations talking about tasks, but
much of that talk is not truthful, Clanon asserts.
“The real meetings happen in the men’s room or
women’s room,” he says. “There’s not a lot of
reflection and assumption testing to understand
our thinking — and thinking drives behavior.”

• Understanding complexity. In most organi-
zations, particularly health care organizations,
the issues are really complex, says Clanon, yet
most people in those organizations don’t have
the tools and methods to deal with that complex-
ity. “To view things from a systemic perspective
[systems thinking] — this is the hard piece of this
process,” he says.

“We have found that when groups develop
these three competencies, they are clear on what
they want, and they talk things through with
each other,” says Clanon. “They get the big pic-
ture, and they get incredible results.”

“This a cultural change,” Nieboer explains. To
implement this change at Gerber Memorial, a cul -
tural survey was conducted, and then a dream
team was pulled together to envision the Gerber
of the future. 

The new approach was put to the test in 1998
with the passage of the Balanced Budget Act. “We
were looking at a $1.2 million deficit; we knew
we had to downsize if we were going to survive,”
says Nieboer. “Through systems thinking tools
and the use of our people, we pulled our whole
leadership group together and redesigned the
leadership structure.”

Within two months Gerber went from five vice
presidents down to two, and leadership shrank
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from 35 to about half that. 
With such a lean structure, there was concern

that the voice of the organization would not be
heard, so the Organizational Improvement Council
was created. Three board members, three medical
staff, and three administrative staff then were
joined by a community member and three front-
line staff to form the new body. 

“We knew we had to build volume,” says
Nieboer. “It was the only way to survive with less
reimbursement. Our first initiative was customer
satisfaction and reimbursement — we had to get
people in the door and serve them very, very well.” 

The OL model was driven down to the whole
organization. “We even worked closely with the
union, and they trusted us — they accepted less
of an increase. The following year, we were able
to reward them with a larger bonus than the con-
tract called for,” says Nieboer. “Last year, we will
have made 3.6% profit on the bottom line.”

Organizational learning works, says Nieboer,
because it is dramatically different from the 
traditional approach to health care. “It’s very
customer-service focused. We have very high
morale, a lot of trust in the organization, very
few recruitment/retention problems, very high
customer satisfaction, and high patient safety,”
she says.

Sounds like nirvana, but there are practical rea-
sons why it works, she explains. “Take the nursing
shortage,” she suggests. “A quick-fix approach is
to offer a $5,000 bonus to get an RN in the door.
Once they’re in, they start working in an organiza-
tion where nurses are not empowered and not
viewed as an important piece of the organization.
They have mandated overtime, they’re given a
larger patient load than they can handle safely,
they’re never asked their opinion, and their talent
is not used to the fullest in terms of improving sys-
tems. A year later, she has her bonus and leaves, so
the hospital has to start over with another $5,000
bonus.”

In a Learning Organization, Nieboer says, 
the nurse is valued. “We work intensely on 
trust and communication and on learning
what’s wrong, how to do things better. We 

don’t mandate overtime, because we respect the
fact that the nurse also has a family. It’s about
the person, too,” Nieboer observes. “We estab-
lish committees that include nurses, and we
empower them to make changes.”

“Gerber has actually been able to retain
nurses,” notes Homa-Lowry, who has worked
with Nieboer. “And the CEO says that as a result
of the move to this approach not only has quality
of patient care improved, but they’ve seen quite
an increase in revenue for the hospital.”

The Organizational Learning approach recog-
nizes an ongoing process, as opposed to a finite
beginning and conclusion, Nieboer explains.

“You don’t ever become a Learning Organiza-
tion, because you are always becoming one —
you can always go to another level,” she says.
“That’s the other beauty of it; it helps you keep
evolving. It eliminates the sense of ‘Here we are,
we don’t have to do any more.’”

As part of that ongoing process, Gerber does a
lot of benchmarking with culture and customer
satisfaction. “We benchmark internally and exter-
nally,” she explains. “We have a balanced score-
card that reports to the board and the organization
the results of those surveys.”

Every quarter, a scorecard is posted for the
employees. “Information is the key,” says
Nieboer. “If people don’t know, how can they
help you get better?”

“Now we’ve developed a structure,” she
adds. “There are communication officers in each
department who are responsible for getting the
information out. In systems thinking, there is a
concept called circles of influence — you need 
to spread information out through those circles,
which we mostly do through e-mail.”

In a lot of organizations, she says, there are
functions that don’t relate to patient care or
improve the core business. “In a learning organi-
zation, you focus on what can help you become
more efficient, not on rework or a lot of adminis-
trative overhead, so you save money. You become
streamlined down to a few people who are all on
the same page.”

If health care organizations became Learning
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n A year into PPS, and some
problems still need resolution

n Rehab caregivers may
need additional support,
counseling

n Model may help improve
patient safety

n Pros and cons of using one
form for documentation

COMING IN FUTURE MONTHS
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Organizations, “They’d be much safer places,”
says Nieboer. “Physicians would listen to nurses,
nurses to dietary people. You take away the hier-
archy and focus on patient satisfaction and safety
because every one of us contributes to achieving
those goals.”  n
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% The Society for Organizational Learning, 955
Massachusetts Ave., Suite 201, Cambridge, MA
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