
Adaptive sports program gives rehab
patients mind and body confidence 
Waterfront facility makes good use of river

ABoston rehab hospital long has benefited from having a water-
front view, but now the picturesque scenery serves a dual pur-
pose for spinal cord injury (SCI) and other rehab patients, as it’s

the site of a new adaptive aquatics program.
The program begin in 1999 as a way to ease the transition from rehab

inpatient care to the community for severely injured patients, says Joseph
A. Martini, vice president of Network Integration and Communication at
Spaulding Rehabilitation Hospital Network in Boston.

“We wanted to motivate our patients to continue with not only their
form and more traditional rehab programs, but also with the nontradi-
tional rehab program that comes about through exercise and activity,”
Martini says.

When the aquatics program began on a trial basis, it was first run
from Community Boating, a public-access community boating club for
the city of Boston, located less than half a mile away from the hospital.
The hospital contracted with AccesSport America of Boston to provide
equipment and staff for the water sports.

Hospital moved successful program to its own pier

It was quickly apparent that the program, located on the Charles
River, was a success, so key staff at Spaulding began planning to move
the program to the hospital’s backyard. There had been a pier abutting
the property until it burned down in 1984 and, while insurance money
was available to rebuild it, approvals weren’t in place for this to happen
until 1999. The pier was ready and the program was moved to the hos-
pital’s site this year, Martini says.

“With our experience with adaptive water sports, we built into this
replacement pier an adaptable high-performance floating dock that
had many features available to facilitate our patients getting involved,”
Martini explains.
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For example, the dock has a gradual slope into
the water so watercraft can be brought very close.
It also has a patient lift so a wheelchair patient
can be put on the lift and transferred into one of
the vessels, Martini says.

The cost was $1.5 million, which was paid
entirely by the insurance money plus interest
over the years since the original pier had burned,
Martini says.

The contract with AccesSport America is paid
for with money raised from a large annual
fundraiser.

So far the rehab hospital has not pursued
obtaining insurance reimbursement for the ther-
apy involved in the aquatics sports program,
but that could be a goal down the road, Martini
says.

“It truly is therapy with inpatients, current

outpatients, and former patients,” Martini says.
Although the aquatic sports program is run

only in the summertime, it has provided many
advantages to rehab patients, Martini says.

“We have noticed increased balance, increased
strength, increased endurance, and there have
been psychological benefits,” Martini says. “It has
motivated patients and their families to work
harder and longer because they can see that there
are fewer limits to what they can do with a severe
disability.”

Kayaking helped build strength, concentration

For example, one young man who had anoxic
brain injury from surfing in Puerto Rico was
enrolled in the aquatic sports program after his
rehab inpatient discharge. He and his mother
were involved in kayaking using a two-person
kayak, Martini recalls.

“They’d go out about every day while they
were here, and the young man was able to
increase his upper body strength, range of
motion, and balance,” Martini says.

Due to the man’s brain injury, he had difficulty
with initiating behavior, but he was capable of
following cues. “If you said to him, ‘You need to
paddle now,’ he would paddle, but after a few
minutes he would forget what he was doing and
needed constant cueing,” Martini says.

“After working with his mom in the kayak,
where she was able to provide constant cueing,
he could continue paddling for longer periods 
of time, building up his strength and concentra-
tion,” Martini adds. “He went from needing cue-
ing every few minutes to a where he could
paddle for up to half an hour without cueing.”

For other patients, the adaptive sports program
is their first opportunity to be engaged in an ath-
letic pursuit, and it’s a big boost for their confi-
dence, Martini says.

“There have been no patients who have not
been able to get on either a windsurfing board,
adapted kayak, or outrigger canoe,” Martini says.
“So they see that anything is possible, and that
truly motivates them.”

Here are some of the features of the adaptive
sports program:

• Matching patients to activities: Since water
sports — including sailing, windsurfing, and
kayaking — are very popular in Boston because
of the river, rehab patients naturally are attracted
to the idea of being able to engage in some of
these activities.
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Patients have included those with SCIs,
amputees, brain-injured patients, and patients 
in pain management, substance abuse, and geri-
atric programs, Martini says.

While some of the patients have come directly
from the hospital, other participants come from
the community, he adds.

“We are able to demonstrate that it’s a benefit
to a variety of different patient populations,
including patients in their 80s,” Martini says.

Therapists help select appropriate activity

When a patient expresses a desire to be
involved, a therapist determines what the
patient will be able to do at the start and comes
up with a plan, says Patti Mechan, PT, MPH,
CCS, manager of professional development for
physical therapy.

Therapists will coax patients away from the
most difficult activities when they begin the pro-
gram, telling them that it’s better to start off with
a safer activity and build up to a more challeng-
ing one, Mechan says.

“Depending on the activity they are choosing
to do, they need a certain amount of balance to
maintain their upward posture either sitting or
standing,” Mechan says. “And sometimes they
don’t have enough sitting balance to row or shift
their weight, or they don’t have enough coordi-
nation or balance in their trunk or head to shift
their weight and hold onto objects at the same
time.”

For example, there was one patient who
wanted to windsurf, although he had never
done it before. The man could walk with fore-
arm crutches, but it was challenging for him to
walk, Mechan says.

“He wanted to go windsurfing, but he wasn’t
keen on sitting down,” Mechan says. The man’s
therapists were concerned about his attempting
to windsurf standing up when they had no idea
how good his balance would be, so they con-
vinced him to try windsurfing first in a sitting
position and then moving to a standing position
as he became more experienced with the sport,
Mechan says.

• Staffing the aquatics program: This past
summer, the program was held from 10 a.m. to 
4 p.m. three days a week for 13 weeks. Next year,
it will be held five days a week. During the pro-
gram, there is a registered therapist on site at 
all times, and other therapists are assigned as
needed, Martini says.

Participating staff include physical therapists,
an occupational therapist, and therapeutic recre-
ational therapists. The therapists work with
AccesSport’s staff in assisting patients with the
sports activities, and a therapist typically is
involved in the organizing and scheduling of
patients and sports activities, Mechan says.

Since the program so far is not reimbursed by
insurers, the staff time has been an additional
cost for the hospital, Martini says.

“The hospital was generous enough to free up
these therapists from their patient time to engage
in this,” Martini says.

• Providing therapy during activities:
Therapists will work with sports participants 
to give them individual cues about how they’re
performing the activities, Mechan says.

“If a person is kayaking, there may be a certain
way they’re kayaking, how they’re holding the
oar, that causes them to complain they are tired,”
Mechan says.

So the therapist will show the patient ways to
hold the oar, row, and rest that will decrease the
patient’s fatigue.

“Likewise, if the patient is sitting in a certain
way, their sitting posture may need to be adjusted,
such as having them straighten up their shoulders
and look up,” Mechan says.

Also, patients standing on a windsurfing board
might be given instructions on holding their feet
in a different position, Mechan says.

• Producing positive outcomes: Besides the
physical benefits from exercise and doing activities
that increase range of motion and other improve-
ments, the adaptive aquatics program has given
patients greater self-confidence and has improved
their quality of life, according to anecdotal evi-
dence, Martini and Mechan say.

“We’ve had one participant who had not
done any water sports activities before, and her
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experience with the program was so positive
that she’s been involved in doing volunteer
work and advocacy work for disabled persons,”
Mechan says.

Another participant, a college student, went
out with the program every day that he could
and told his therapists that this was the first time
he had been able to engage in sports activities,
Martini says.

“He said when he goes back to school he’ll
start an exercise and training program, and that’s
one of the goals we want with the program,”
Martini adds. “We want people to know that
exercise is going to help their overall health and
reduce infection and complications and the need
for hospitalization.”  n

Re-entry program makes
full use of community
Patients visit museums, aquariums

For a little more than a year, stroke and neurol-
ogy inpatients at Spaulding Rehabilitation

Hospital in Boston have been able to plan outings
to Boston destinations of their choice as part of
the rehab facility’s community re-entry program.

“We wanted to be able to offer patients a
chance to carry out their newly learned skills in
the greater community,” says Megan Austin, MS,
CCC, SLP, speech pathologist practice leader of
the stroke unit.

Families are encouraged to accompany
patients and therapists on the outings, which
provides a wonderful opportunity for education
and training for both patients and families,
Austin says.

“Patients love the program,” Austin notes.
“They talk about the program, and we take pic-
tures at the outings and give them the pictures.”

The re-entry program is billed by therapists 
as group therapy, and therapists document skills
and exercises used during the outings, Austin
says.

“The documentation is carried out in the weekly
note,” Austin says. “Therapists write that patients
went on a community outing and write a narrative
about what treatment they did.”

Here’s how the program works:
• Doctor referral: Physicians write orders to

send particular rehab inpatients on the community
re-entry outing. The patients selected are those
who typically have completed several weeks of
inpatient treatment. The 30-day length of stay usu-
ally involves evaluations on the first week, indi-
vidual therapies in the second week, and re-entry
outing planning in the third week. The actual out-
ing takes place in the fourth week, Austin says.

“The outing usually is done simultaneously
with discharge planning, and it helps us to make
overall recommendations about what supervision
a patient needs when they leave and to make rec-
ommendations for the next level of care,” Austin
says.

Referred patients have one opportunity for an
outing, and staff attend the outings 24 times a
year.

• Planning session: Patients who have been
approved for the outing meet the Friday prior to
the trip to decide where they will go. The outings
are from 10 a.m. to 1 p.m. on Fridays, so the desti -
nations must be in the Boston area and must not
involve a lengthy visit, such as going to see a fea-
ture film.

“Patients often report they want to go to the
movies, but we don’t go to the movies because it
takes too long,” Austin says. “We can’t afford to
have therapists out of the hospital all afternoon.”

Also, more passive activities like viewing
movies would deprive patients of some thera-
peutic experiences, Austin notes.

“So we’d rather have patients in motion than
watching a long movie,” she says.

Groups choose specific exhibits to visit

The time constraints also mean that if a group
of patients decide they would like to visit the
local art or history museum, they will have to
decide on a particular exhibit. For example, one
group decided to visit the musical instrument
room in the Museum of Fine Arts, Austin says.

“It was nice because they had to look at the
museum map and navigate their way to the
music room,” Austin adds. In this way, the time
constraint means patients have to use more of
their cognitive planning skills than if they were
to simply go into a museum and begin to view
exhibits in the very first room available.

Patients previously have selected outings 
to these Boston locations: Fleet Center Sports
Museum, the Prudential building skywalk, 
the North End’s Italian community where Paul
Revere lived, the Cambridge Side Galleria Mall,
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the 360-degree Omni theater in the round, the
Boston Aquarium, and the Museum of Science.
There also have been trips to family-style restau-
rants and bakeries.

Patients are transported in the rehab facility’s
wheelchair vans, and they are asked to bring
$10 with them to pay for any admission fees or
lunch they may purchase. However, the muse-
ums and other destinations often will reduce or
waive entry fees for patients and/or staff. When
patients have no money for the fee, the staff use
the chaplain’s fund to pay for it. Staff’s fees are
paid out of a $1,500 allocation for the program,
Austin says.

• Staffing outings: The community re-entry
team includes two physical therapists, one occu-
pational therapist, two speech pathologists, and a
therapeutic recreation specialist. There are also
volunteers who assist. The outings groups are
kept small with four to five patients, and the staff
typically accompany them in a ratio of one staffer
to two patients, Austin says.

All of the therapists, except the therapeutic
recreation specialist, bill for their services during
the outing.

Therapists often will carry clipboards with
sheets for the patients on the outing. These also
include notes about patients’ special needs, such
as whether a particular patient needs to take
medications at a certain time. The staff have cell
phones in case of emergencies.

• Therapies employed: The physical thera-
pists assess patients’ wheelchair mobility and
ambulation, as well as their level of indepen-
dence. They note whether patients are able to
ambulate on uneven surfaces, such as where
there’s a change from gravel or concrete to grass,
and they monitor patients’ ability to use stairs.

Physical therapists also assess patients’ endur-
ance with mobility issues during the long outing,
and they note their transfer status: “Can the
patient transfer from the wheelchair to the car
alone, or how much assistance does the patient
need?” Austin says. “Patients have the chance to
direct their own care, and we teach them to say
how much assistance they need.”

For instance, patients are told to tell their
families whether they need help with applying
wheelchair brakes, or whether they need some
other assistance in transferring.

The occupational therapist looks at patients’
ability to do money management in the commu-
nity, and the OT assesses patients’ ability to dress
themselves appropriately, manage toilet needs,

and feed themselves during the outing.
Speech pathologists assess the patient’s lan-

guage and cognitive ability during the outing.
“Can the patient express basic needs, under-
stand what’s being said, and read exit signs and
women’s or men’s bathroom signs?” Austin
says.

Everyone monitors the patient’s ability to cross
streets safely and remember daily routines and
appointments, Austin says.

“Patients might have jaywalked before their
stroke because they could ambulate quickly
across the street,” Austin says. “But now they
have to go to a crosswalk and wait for the light
to change because they don’t have the speed
they used to have.”

In another example, a patient who has a left
hemisphere impairment might use a communica-
tion device on the outing, giving both the patient
and staff an opportunity to see how well the
patient uses the device in a community setting,
Austin says.

Also, when patients eat out at a restaurant,
they may bring adaptive silverware to use.

So far the program has been successful with
both patients and staff, Austin says.

“Therapists love it,” Austin says. “It’s a lot of
work to plan the outings, but the staff enjoy plan-
ning it and seeing patients become successful in
the community.”  n

OSHA to begin enforcing
without ergo standard
Inspectors trained in general-duty clause actions

The U.S. Occupational Safety and Health
Administration (OSHA) is ready to begin 

citing employers that fail to identify and reduce
ergonomic hazards, says OSHA administrator
John L. Henshaw.
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This summer, OSHA inspectors received train-
ing on general-duty enforcement, including how
to conduct investigations and develop documenta-
tion. The general duty clause of the Occupational
Safety and Health Act requires employers to keep
the workplace free of serious hazards.

Yet tough talk from the head of OSHA isn’t
convincing to critics, who say an ergonomics
regulation is still necessary. There have been no
ergonomics citations issued since the agency
announced its comprehensive approach last
spring.

“This is smoke and mirrors,” says Bill
Borwegen, MPH, occupational health and safety
director of the Service Employees International
Union.

Henshaw promised action as OSHA geared up
its National Emphasis Program, which is target-
ing nursing homes with the highest injury rates.

The agency will issue the final guideline for
patient handling in nursing homes by the end 
of the year, Henshaw says. Although the draft
guideline does not specifically address the hospi-
tal environment, many of the recommendations
are applicable. And OSHA still expects action
from employers on ergonomics, he said.

“In my mind, employers who have total disre-
gard for identifying risk and controlling risk and
allowing individuals to get hurt . . . are the ones
we need to focus our efforts on,” Henshaw says.
“Those are the ones that would be candidates for
5A1 [enforcement].”

Henshaw noted that the guidelines are volun-
tary, and employers won’t be required to follow
any specific recommendations. “All we’re asking
is that they have some [way to] identify hazards
and reduce them,” he says.

OSHA has been buoyed by its success in the
Beverly case, in which the agency cited a nurs-
ing home chain for ergonomics hazards under
the general-duty clause. The case was settled
last year, about 10 years after the citations were
issued.

“We had significant input from our solicitors
who have seen the successes and failures in
bringing forth 5A1 cases,” Henshaw says of the
agency’s new enforcement strategy. “Now hav-
ing this kind of procedure developed, we will be
more successful in bringing 5A1 cases forward
and prosecuting those who have disregarded
their obligations under the law.”

OSHA created a comprehensive approach 
to ergonomics as an alternative to a regulatory
standard, which was overturned by Congress 

in 2001. The plan includes industry-specific 
voluntary guidelines and emphasizes consulta-
tion. While political pressure remains for an
enforceable standard, Henshaw insists that’s
not necessary.

“We don’t need legislation to force us into
anything,” he says, referring to a bill introduced
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Key questions to ask
suppliers of ergo devices

In its draft ergonomics guidelines for nursing
homes, OSHA offers these questions to aid

employers in the selection of a supplier of
ergonomic equipment:

• Availability of technical service — Is over-the-
phone assistance, as well as on-site assistance,
for repairs and service of the lift available?

• Availability of parts — Which parts will be in
stock and available in a short time frame, and
how soon can they be shipped to your location?

• Storage ability of the mechanical lift — Is it
too big for your facility? Can it be stored in close
proximity to the area(s) where it is used?

• If needed, are a charging unit and back-up
battery included?

• What is the simplicity of the charging unit and
space required for a battery charger if one is
needed?

• If the lift has a self-contained charging unit,
what is the amount of space necessary for charg-
ing, and what electrical receptacles are required?

• What is the minimum charging time of a 
battery?

• How high is the base of the lift, and will it fit
under the bed and various other pieces of furniture?

• How wide is the base of the lift, or is it
adjustable to a wider and lockable position? How
many people are required to operate the lift for
lifting of a typical 200-pound person?

• Does the lift activation device have remote
capabilities?

• How many sizes and types of slings are 
available?

• What type of sling is available for optimum
infection control?

• Is the device versatile? Can it be a sit-to-
stand lift, as well as a lift device? Can it be a sit-
to-stand lift and an ambulation-assist device?

• What is the speed and noise level of the
device?

• Will the lift go to floor level? How high will it
go?



in the U.S. Senate to mandate an ergonomics
rule. “I firmly believe the process we’re under-
taking now is going to be much more effective
than any other process. We can accomplish much
more in a shorter time frame and achieve more
lasting results — reducing ergonomic injuries
and [putting] less burden on what I would call 
a pretty fragile economy.”

Patient-handling guidance available

What does OSHA expect from hospitals?
Guidance can be found in OSHA’s draft ergonom-
ics guideline for nursing homes. (See the guide-
line at www.osha.gov/ergonomics/guidelines/
nursinghome/index.html.) The document, which
contains information from the safe patient-han-
dling manual developed and issued by the
Veterans Administration, includes algorithms
and a resource guide that explains different
types of ergonomic equipment. 

Borwegen criticized the guidelines as too
vague. “They don’t provide a useful recipe for
employers,” he says. “It’s not a how-to guide.
When you get into control strategies, they become
very vague.”

For example, OSHA does not address how to
determine the proper number of lifts to serve a
patient population.

OSHA broadly emphasizes the importance of
management commitment, assessment of tasks and
work sites, and control methods to reduce risk. The
draft guidelines include a training matrix, indicat-
ing which employees need inservice programs and
what topics should be included.

Yet there’s one type of training that OSHA
does not recommend: Employers can’t resolve
ergonomics hazards simply by teaching better
body mechanics. “OSHA recommends that man-
ual lifting of residents should be minimized in all
cases and eliminated when possible,” the guide-
lines state. “Minimizing and, where possible,
eliminating resident lifting is the primary goal of
the ergonomics process in the nursing home set-
ting and of these guidelines.”

Since patient-handling is very similar in the
hospital setting, the same concept applies to
them, says Guy Fragala, PhD, PE, CSP, director of
environmental health and safety at the University
of Massachusetts Medical Center in Worcester.
Tasks have to be redesigned to take into account
the use of ergonomic equipment. “Management
needs to understand that and accept that. That’s
an important statement,” he says.

That myth that good body mechanics can pre-
vent injury is widespread. “One of the problems is
that the health care professionals have been taught
that if you lift safely, you won’t get hurt,” says
Arun Garg, PhD, CPE, professor and chair of the
industrial and manufacturing engineering depart-
ment at the University of Wisconsin-Milwaukee.
“There’s no such thing. You’ve got 200-pound,
300-pound patients. You just can’t lift them safely.
That’s where we need a change in attitude.

“In that regard, I think the manufacturing
industry has done a better job,” says Garg, who
also is an ergonomics consultant. “You don’t go
into a plant and see people lifting 200- and 300-
pound objects. But in the health care environ-
ment, we continue to see that.”

Hospitals have advantages, challenges

In fact, hospitals have some advantages when
it comes to reducing ergonomic injuries, says
Fragala. They can purchase beds that have built-
in features to assist in repositioning or transfer. 
In reviewing data from seven hospitals, Fragala
found that repositioning patients in bed was the
activity that was responsible for the most injuries.

“We need to work more on solutions [to reposi-
tioning]. It is a difficult task,” he says. “It’s some-
thing that has to be done quite often. The best
route to solution may be to prevent the person
from sliding down in bed.”

OSHA may eventually issue a guideline that 
is specific to hospitals. (The next two guidelines
will cover grocery retailers and the poultry indus-
try.) The nursing home guideline states, “These
voluntary guidelines are intended for nursing
and personal care facilities only. Other employers
with similar work environments, such as hospi-
tals and home health care providers, may find the
information provided useful. Care should be
taken, however, to ensure that distinctive circum-
stances found in different work environments are
taken into account in developing ergonomic solu-
tions for specific workplaces.”

Hospitals have a wider range of patient condi-
tions and a greater number of solution options,
Fragala says.

Hospitals also have a significant history of
success in controlling musculoskeletal injuries
through ergonomic interventions, notes Garg.
“The employees that I have talked to at places
where they have implemented these kinds of
devices don’t know how they would survive
without them,” he says.  n
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Quality touch is an old
care idea made new 
Expert discusses ways to bring touch into rehab

Physiatrists might improve their patient care
by learning skills for quality touch, which is 

a holistic way of dealing with patients that incor-
porates some age-old methods and philosophies
into the new era of rehabilitation treatment.

“The ability to palpate and touch is essential,”
says Mark A. Tomski, MD, a clinical assistant
professor at the University of Washington,
Department of Rehabilitation Medicine, in
Seattle. Tomski has a private practice in Puyallup,
WA, and he gave a workshop about quality touch
at the 63rd Annual Assembly and Technical
Exhibition of the American Academy of Physical
Medicine and Rehabilitation, held Nov. 21-23 
in Orlando. 

Tomski instructs physiatrists about the impor-
tance of using manual techniques in order to
enhance function from the inpatient to outpatient
rehab setting, and he also discusses acupuncture
and other cutting-edge approaches to rehab care.

The goal is to increase physiatrists’ ability 
to diagnose and treat, and the emphasis is on
increasing their ability to have more sensitive
palpation during hands-on procedures and treat-
ments, Tomski says.

For example, if an inpatient has total joint rehab,
and the patient’s mechanics are such that the
patient is not able to bring the legs forward, there
is a major problem that needs to be addressed,
Tomski says.

“Sometimes by increasing the extension of pal-
patory skills, the physician might find that the
problem really is at the knee, and this can be
treated with counterstrain, a manual technique
or muscle energy technique,” Tomski says.

Through quality touch, the physician was able
to sense where the problem was qualitatively, he
adds.

Often, Tomski starts a workshop on quality
touch by asking participants to learn relaxation
skills. He’ll have them center themselves through
relaxation by closing their eyes and stilling their
thoughts.

It’s in this relaxed state that physicians will be
able to use touch as an instrument of diagnosis,
Tomski says.

Historically, physiatrists have always done

manual care, but this philosophy hasn’t had a
deep penetration in the rehab field, Tomski notes.

However, once physiatrists try the touching
techniques, they discover that it changes the
ways in which they interact with patients.

For instance, a physiatrist trained in quality
touch might teach patients a little of the relax-
ation techniques, using terminology that is
amenable to the patient’s personal philosophy.
“One thing I teach residents and colleagues is
that a patient may not be centered, and this
affects the patient’s ability to receive informa-
tion,” Tomski says.

Since patients often are suffering from pain,
their thoughts and energy are off-balance. As a
result, the patient may make a movement that
stiffens the neck and causes pain.

So the idea is for the physiatrist to first work 
at bringing the patient into a more centered state
of being in which the patient’s muscles begin to
relax and their agitation decreases. As these
changes occur, the patient may begin to experi-
ence some improvement in neck stiffness.

A physician can help accomplish this by mod-
eling a calm demeanor for the patient, Tomski
says.

“I’ll enter the room and sit and be centered,
and then say, ‘How can I help you?’” Tomski
says. “And this will change the dynamic for a
chronic pain patient who is used to being cut 
off and treated with an ‘Oh, no, here they are
again!’”

That simple technique of entering the patient
care room calmly and without a sense of rush or
impatience is enough to shift the patient’s mood
— and the entire patient encounter — for the bet-
ter, Tomski says.

“The typical clinical medicine doctor cuts off
the patient in 17 seconds,” he says, adding that
by spending more time with the patient and let-
ting the patient speak first, the physician can
learn more and change the way the patient per-
ceives the entire encounter.

“Most patients will speak truthfully about their
pain for seven to 10 minutes, and if the physician
can be in that room for 10 minutes to listen and
sit there, you can build a rapport,” Tomski says.

Of course, one of the keys for this to succeed is
for the physician to be relaxed and centered. “I
do centering prayer twice a day for 20 to 40 min-
utes as a practice,” Tomski says.

Once the patient has finished talking about his
or her concerns, it’s important for the physiatrist
to address those concerns, deviating a little from
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the normal routine of bringing up whatever was
noted by the referring doctor, Tomski says.

The next step is to examine the patient by
using quality touch skills and observing how 
the patient is holding him- or herself. Through
observation, the physician will note such things
as poor posture that makes it difficult for the
patient to gain any benefit from physical ther-
apy, since the patient probably is doing the exer-
cises with the incorrect posture and isn’t aware
of this, Tomski says.

The chief difference between quality touch and
the typical type of touching used in a physical
exam is that the physiatrist is open to his or her
own intuition and will be able to perceive prob-
lems in the patient’s body that aren’t readily
apparent, Tomski says.

“Those of us who have been on this road for
more than a decade can feel some very subtle
things,” Tomski says. “For example, in advanced
courses I’ve taken, people can feel a thread of hair
through multiple pages of a telephone book.”

Think of quality touch more as a way to focus
one’s attention than as a physical action. “We’re
able to actually feel different joints and whether
the joints are working properly or not and if they
are in joint alignment or joint dysfunction,”
Tomski says. “All of this has been around forever
and is part of the physical medicine literature.”

The last step is to develop a treatment plan that
takes into consideration the concerns of all par-
ties involved, including the patient, referring
physician, insurer, and therapist. This might
entail teaching patients about their own unrealis-
tic expectations or at least shifting the patient
away from goals that will not be feasible, Tomski
notes.

“If someone is sitting there and is psychotic
and wants to jump off the building and fly, your
job is to get the patient off the roof,” Tomski says.

Or, with rehab patients, it often is the case 
that patients were injured at a job in which the
patients already didn’t like the supervisor, and
so patients will say they ought to be retrained for
a new position. The physiatrist, who knows the
expectations of the employer and worker’s com-
pensation insurer, realizes that the patient’s goal
is unrealistic and won’t happen. So it’s up to the
doctor to educate patients about their work his-
tory, the worker’s compensation laws, and how
these mean that the patient must be treated with
the goal of returning to the same position as
before, Tomski says.

“Ultimately, physicians have to have a good

sense of themselves,” Tomski says. “If you know
what your limits are and set clear limits with
patients, you won’t have problems.”

Also, it’s important to be practical and realize
that there are good days and good patients as
well as bad days and troublesome patients, and
that the practice of medicine won’t run smoothly
all of the time, Tomski says.

“Our job as physicians is to help those who
are willing to accept our help to heal and to let
those go down the tube who want to go down
the tube,” Tomski says. “But we still treat every-
one with compassion.”  n

Decision-aid tool helps
patient communication 
Outcome measurement leads to patient education 

Outcome measurement at University of
Washington Medical Center in Seattle typi-

cally is tied in some way to quality improvement
office initiatives. Therefore, to improve patient
education, staff recently looked at the quarterly
patient satisfaction reports the medical center
receives from a vendor. 

Several questions on the survey pertain to
communication- and education-related aspects 
of the patient’s care experience. “We honed in on
one of our lower-performing areas, which was
‘getting answers to your questions in a way you
could understand,’” says Cezanne Garcia, MPH,
CHES, manager of Patient and Family Services at
the hospital. 

To help patients get the information they need,
a committee developed a decision-aid tool titled
“About Your Visit.” The pamphlet suggests ques-
tions for patients or family members to ask when
they come for their visit with their health care
provider, she reports. 
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It covers all medical areas, prompting ques-
tions on everything from medications to equip-
ment, and it has space for patients to write
answers. “We really wanted a tool that would 
be useful across the continuum,” says Garcia.
Patients are encouraged to select two or three
questions from the list that reflect their main con-
cern. This method for using the tool is suggested
because clinicians were concerned about patients
coming in for an appointment armed with 20
questions, she explains. 

To determine if the new pamphlet would be
effective, it first was reviewed by 20 patients for
readability and to determine if the questions
gleaned from similar tools found in the literature
and at other institutions represented the main
concerns of patients at the University of
Washington Medical Center. 

Once the pamphlet was perfected, it was pilot-
tested in two waves during the course of a
month. About 150 patients during each test
period were given the pamphlet when they came
in for their appointment and asked to fill out a
survey before they left. They were given the
option to mail the survey back, but most com-
pleted it before leaving the clinic. 

The questions on the survey were modeled
after those the vendor asked patients on its quar-
terly patient satisfaction survey. In addition, a
few questions about the pamphlet’s usefulness
were added. The questions were designed to
determine if the patient’s main concerns were
addressed during their visit and their questions
answered in a way that they understood. 

The front desk staff distributed the pamphlet at
the time that patients checked in for their appoint-
ment. They handed the pamphlet to the patient
and said: “Your questions are important to us. At
this visit, be sure to write them down. Here is a
tool to help you with that.”

Also, at a clinical staff meeting clinicians were
encouraged to ask patients during the pilot test 
if they had written down questions they wanted
answered. Extra copies of the pamphlet were
placed in the room so the clinician could point to
it and ask the patients if they had any questions
from the handout they were given that they
wanted addressed, says Garcia.

The rapid-process, quality-improvement initia-
tive provided enough data to launch the pam-
phlet systemwide. There were small margins of
change revealed during the pilot test that were
significant enough for the methodology used,
says Garcia. However, the real test came when

results from the next quarterly patient satisfac-
tion survey were released from the vendor. “We
have seen significant changes. In all areas, we hit
the median, and some areas we went beyond
that,” she adds.

While many other factors could have affected
the results, there clearly was a change during the
first quarter after releasing the tool to all clinical
areas, says Garcia. Regardless of how many
patients come into the exam room with the tool
completed, it helps staff remember to ask at the
beginning of the visit what the patient’s main
concerns are. “It’s currently a way to trigger
communication,” she says.

The brochures are distributed in clear plastic
holders in all areas of the clinic. Many outpatient
areas also send the brochure with patient appoint-
ment notices. During the pilot, many patients 
said it would be helpful to receive the brochure
before their visit. While inpatient areas can use
the brochure, its greatest impact has been in the
outpatient area, says Garcia. 

The brochures were created with the aid of a
Microsoft Word template that Patient and Family
Services uses to produce patient education mate-
rials. It costs the medical center 18 cents to create
each brochure.

There are similar decision-aid tools that can be
purchased, but the last two pages of the brochure
created for use at University of Washington
Medical Center lists resources such as education
kiosks in waiting room areas and small resource
centers on some floors and clinics. It also encour-
ages people to look at a few select web sites. 

“It was a way to encourage the concept that we
welcome and encourage their self-directed learn-
ing,” says Garcia. However, the first resource for
patients listed on the brochures is the clinicians,
and the brochure copy emphasizes the impor-
tance of partnering with the health care team. 

“We continue to score well in this area [com-
munication and education], and we know from
our stocks and materials management that the
brochures are being used,” she says.  n
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Here are 3 lessons to
learn from automaker
Toyota focuses on common-sense solutions

Progressive health care managers are increas-
ingly looking outside health care for cutting-

edge ideas to improve quality and boost efficiency. 
“It is important for us to look to other indus-

tries, because we haven’t been successful in reduc-
ing waste and errors with our status quo,” says
Cindy Jimmerson, RN, process improvement
researcher at Community Medical Center, a 108-
bed facility in Missoula, MT, and co-investigator in
a research project funded by the Arlington, VA-
based National Science Foundation on “Applying
the Principles of the Toyota Production System to
Healthcare.” 

Jimmerson says there is a lot that health care
facilities can learn from the Tokyo-based Toyota
Motor Corp. 

The automaker has mastered reducing waste;
giving the customer exactly what they want,
when they want it; and eliminating defects,
Jimmerson says. Here are three examples of
Toyota principles that health care facilities can
implement:

1. Make changes without the addition of staff
or technology. 

Jimmerson says this kind of change is made
from the “bottom up,” with workers considered
the experts. “This is not someone from the top
telling people what to do,” she underscores. 

The idea is to make changes as soon as possible
after a roadblock is identified, she says. “You fig-
ure out why it occurred and what you will do
about it,” she says. “This is very different from
reporting a problem to a supervisor, who takes it
to a director, who takes it into a meeting. In other
words, how do we fix this so that it doesn’t hap-
pen again, instead of just putting a [bandage] on
a single event at hand.” 

2. Solve problems from the perspective of
individual patients. 

A key part of Toyota’s corporate culture is
addressing problems from an individual cus -
tomer’s point of view, says Jimmerson. For exam-
ple, instead of addressing a general problem of
“the lab never gets the work done on time,” the
Toyota method would address a specific scenario,
such as, “Jones spent unnecessary time in the
examination room because his lab results were
delayed by 30 minutes.”

She says that by fixing a problem for an indi-
vidual patient, you wind up fixing that same
problem for future patients. 

Another key concept is to solve a problem by
observing a process, instead of placing blame on
individuals or departments, says Jimmerson. 

“The idea is to look at how each person along
the way can improve the process,” she says.
“Nobody has been personally attacked, and
everybody takes some ownership in finding
solutions.”

3. Eliminate non-value-added activities. 
Jimmerson underscores a key Toyota concept:

To identify and eliminate non-value-added activi-
ties. All activity should move the patient along. 

Jimmerson says the idea is to avoid work-
arounds — temporary measures designed to help
you work around a roadblock. “The goal is to
find sources of frustration and get them out of the
way,” she says. “In this era of nursing shortage,
we can’t afford to make people unhappy at work
anymore, or to waste time doing anything that
doesn’t add value to the patient.”  n
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California passes 
paid family leave

On Sept. 23, 2002, the state of California
passed the nation’s first comprehensive

paid family leave law. The new law will provide
six weeks of paid leave to workers who take
time off to care for a new child or seriously ill
family member.

“Right now, our nation’s policies are badly out
of synch with the needs of working families,” says
Judith L. Lichtman, president of the Washington,
DC-based National Partnership for Women &
Families. “But America is much closer to becom-
ing a nation in which no worker has to choose
between a paycheck and caring for a family mem-
ber who faces a medical emergency.”

The new law will give Californians partial pay
when they take leave to care for a seriously ill fam-
ily member or a new baby. It provides six weeks 
of partial pay to workers who take family leave,
funded through the State Disability Insurance pro-
gram. The program will be funded entirely by
employees; employers will contribute nothing. The
average employee payment will be less than three
dollars per month. The law will become operative
on Jan. 1, 2004, and benefits will be payable for
leave that begins on or after July 1, 2004.

For more information, contact the National
Partnership for Women & Families, 1875
Connecticut Ave. N.W., Suite 710, Washington,
DC 20009. Telephone: (202) 986-2600. Fax: (202)
986-2539.  n
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