
How will you measure up to the new
CARF accreditation standards?
CARF wants to see corporate citizenship, credible budgets, yearly reports

Starting July 1, all organizations accredited by the Commission on
Accreditation of Rehabilitation Facilities (CARF) must meet a new
set of standards, regardless of what area of rehabilitation they are

involved in. The new standards put a greater emphasis on business
practices such as risk management, insurance, and performance issues,
as well as on corporate citizenship. 

“We’re trying to address the arena of good business practices for the
rehabilitation continuum,” says Christine MacDonell, managing direc-
tor of medical rehabilitation and emerging markets for the Tucson, AZ-
based CARF. “People go into rehab because they’re good caregivers,
and not necessarily because they’re good businesspeople. The new
standards would actually be a great template for people just starting a
business.”

Previously, each type of rehab organization — from medical rehabilita-
tion to assisted living to behavioral health to adult day services — had its
own specific standards manual. “It was sometimes difficult for providers
who cross over into multiple areas CARF accredits because they had to
blend a lot of the standards. It was confusing and it often required a lot of
man-hours,” MacDonell says. “The new standards are clear, very practi-
cal, and they should be very helpful to the organizations.”

In the works since 1999, the new standards were written with input
from rehab providers and with an eye to ISO 9000 and Baldridge qual-
ity standards, MacDonell says. CARF hopes the practical nature of the
standards will make it easier for organizations to commit to using them
on an ongoing basis. “We want providers to use the standards all along
rather than panic six months before the survey,” MacDonell says.
“There really shouldn’t be so many peaks and valleys, but more of an
ongoing look at whether the organization is continuing to meet the
goals.”

To encourage continuous use of the standards, CARF will begin this
year to use the nine business practices criteria as the basis for interim
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quality reports to be completed each year on the
anniversary date of the organization’s accredita-
tion. CARF already requires that organizations
use the standards for a minimum of six months
before the survey, that surveyors have access 
to all data they need while on site, and that the
organization sends CARF a quality improvement
plan that addresses the surveyors’ recommenda-
tions within 90 days of accreditation. The new
yearly quality report now will be the fourth con-
dition of accreditation.

The new standards manuals have enhanced
information on risk management plans and
insurance packages (Criterion Nine, Standards 57
and 58), MacDonell says. “We wanted to move 
in this direction because so many providers are
getting difficult allegations in these areas, and

they need to learn to be better prepared to han-
dle risk effectively,” she says. “You have to stay
focused on the fact that you’re there because of
the people you serve, but the reality of running 
a rehab program is that it’s difficult some days 
to remember that. When you have a managed
care company that’s not paying you, a personnel
issue, or some other such issue, it detracts from
the reason you’re in business. The standards
bring you back to your purpose and serve as 
a gentle reminder to focus on your patients so
that both of you can be truly successful.”

Good corporate citizens get long-term results

Another new emphasis is an item added to
Criterion Seven: Leadership that deals with corpo-
rate citizenship (Standard 43g). “We’ve always
had standards on corporate responsibility and
ethical codes of conduct, but we haven’t singled
out the idea of corporate citizenship before,”
MacDonell says. “We want to see how the orga-
nization is performing in its community. If
you’re going to be successful in meeting the
needs of the community, you’ve got to know
what those needs are.”

CARF defines corporate citizenship as “an
organization’s efforts, activities, and interest in
integrating into, contributing to, and supporting
the communities where it delivers services to bet-
ter address the needs of the persons served.” The
standards manual lists several examples of these
types of efforts, including educational events for
schools on safety issues, active involvement in
community organizations and service groups,
and positions on local boards that address such
issues as accessibility and housing.

“In a pediatric program, for example, if you’re
not advocating for those individuals and pushing
for long-term changes, then the environment they
go home to won’t be supportive,” MacDonell
says. “If you can get that child well enough to 
go back to school but they can’t go to the park
because there’s no disability access, then have
you really accomplished your goal? Or if you can
get someone back to work but they don’t have
accessible transportation, then their life really
hasn’t changed. Good corporate citizenship
makes sure there’s a durability to what rehab
providers do. Anyone can be successful in a pro-
tected environment, but it’s when the patients 
get back to the community that really counts.”

14 REHAB CONTINUUM REPORT ™ / February 2003

Rehab Continuum Report™ (ISSN# 1094-558X) is published monthly
by American Health Consultants®, 3525 Piedmont Road, Building 
Six, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-7436.
Periodical postage paid at Atlanta, GA 30304. POSTMASTER: Send
address changes to Rehab Continuum Report™, P.O. Box 740059,
Atlanta, GA 30374.

Opinions expressed are not necessarily those of this publication.
Mention of products or services does not constitute endorsement.
Clinical, legal, tax, and other comments are offered for general guidance
only; professional counsel should be sought for specific situations.

Editor: Ellen Dockham, (336) 778-0371, (edockham@aol.com).
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@ahcpub.com).
Editorial Group Head: Lee Landenberger, (404) 262-5483,

(lee.landenberger@ahcpub.com).
Managing Editor: Alison Allen, (404) 262-5431,

(alison.allen@ahcpub.com).
Production Editor: Brent Winter.

Copyright © 2003 by American Health Consultants®. Rehab Continuum
Report™ is a trademark of American Health Consultants®. The trademark
Rehab Continuum Report™ is used herein under license. All rights
reserved.

Editorial Questions
Questions or comments? 

Call Alison Allen, (404) 262-5431.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291, 
(customerservice@ahcpub.com). Hours of operation: 8:30 a.m.
-6 p.m. Monday-Thursday; 8:30 a.m.-4:30 p.m. Friday.
Subscription rates: U.S.A., one year (12 issues), $575. Outside U.S., add
$30 per year, total prepaid in U.S. funds. Two to nine additional copies,
$460 per year; 10 to 20 additional copies, $345 per year; for more than 20,
call (800) 688-2421. Missing issues will be fulfilled by customer service
free of charge when contacted within one month of the missing issue date.
Back issues, when available, are $96 each.(GST registration number
R128870672.)
Photocopying: No part of this newsletter may be reproduced in any form 
or incorporated into any information retrieval system without the written
permission of the copyright owner. For reprint permission, please contact
American Health Consultants®. Address: P.O. Box 740056, Atlanta, GA
30374. Telephone: (800) 688-2421. World Wide Web: http://www.
ahcpub.com.

(Continued on page 16)



February 2003 / REHAB CONTINUUM REPORT ™ 15

These CARF standards
take effect July 1
Some standards new, some have changed

Not only are CARF’s new manuals blended to be
useful to each type of rehab facility, but there

also are new standards in each area. Following are
the standards (copyrighted by CARF in the 2003
Standards Manuals) that are new for every type of
facility:

• Criterion Three: Information Management
and Performance Improvement 

— Standard 12: For business improvement,
information is collected and analyzed from the fol-
lowing: strategic planning information; financial
information; accessibility plans; resource allocation;
surveys; risk analysis report; technology analysis;
environmental health and safety reports; and field
trends.

— Standard 15: To support information man-
agement and performance improvement activities,
the organization has a written technology and sys-
tem plan that includes hardware, software, secu-
rity, confidentiality, backup policies, assistive
technology, disaster recovery preparedness, and
virus protection.

• Criterion Six: Human Resources
— Standard 37: The organization demonstrates

recruitment efforts, retention efforts, and identifica-
tion of any trends in personnel turnover.

— Standard 39: Annual performance manage-
ment includes: job description reviewed and/or
updated annually; promotion guidelines; job posting
guidelines; annual performance evaluations for all
personnel directly employed by the organization.

• Criterion Eight: Legal Requirements
— Standard 45: During the CARF survey, the

organization provides for review of all reports from
legal actions, regulatory agencies, and contractual
relationships.

— Standard 46: The organization provides a
synopsis report on any of the following that have
occurred within the last three years: litigation; allega-
tions of wrongdoing; malpractice; and violations of
the codes of ethics.

• Criterion Nine: Financial Planning and
Management

— Standard 53: There is evidence that the
organization has established and maintains fiscal
policies and procedures, including internal control
practices.

Following are the standards that are new for
some organizations:

• Criterion Three: Information Management
and Performance Improvement 

— Standard 16: If Internet access to the organi-
zation’s services is provided, the organization pro-
vides for security of personal information; alternative
access formats; accessibility and accommodations
and a user-friendly interface; on-line information 24
hours a day, 7 days a week; personnel to provide
instruction and guidance to accessing services pro-
vided by the organization; and connections or links
with local service providers or affiliates for personal
contact and information.

• Criterion Seven: Leadership
— Standard 44: An organization in the United

States receiving federal funding demonstrates cor-
porate compliance through a formal resolution on
corporate compliance; written designation of a per-
sonnel member to serve as the primary point of
contact for monitoring and reporting corporate
compliance; procedures to guide personnel in
responding to subpoenas, search warrants, investi-
gations and other legal actions; and provision of
initial and ongoing training on billing and coding
procedures.

• Criterion Nine: Financial Planning and
Management

— Standard 54: If the organization bills for ser-
vices provided, a quarterly review of a representa-
tive sample of records of the persons served is
conducted.

Following are the standards that have changed
from previous manuals:

• Criterion Four: Rights of Persons Served
— Standard 24: One external inspection is con-

ducted annually (previously this was done twice
every three years) that provides: evidence that all
locations owned, leased, operated, or rented by the
organization or donated to the organization have
been inspected by a designated compliance/safety
officer; a report that identifies the areas inspected;
recommendations for areas needing improvement;
and an action plan for improvements to be made.

• Criterion Five: Health and Safety 
— Standard 32: The organization defines a sys-

tem to report critical incidents that includes the fol-
lowing (this list of incidents is new) as applicable:
medication errors; incidents of seclusion or restraint;
incidents involving injury from equipment, machinery
or vehicles; communicable disease; infection control;
violence or aggression; sentinel events; weapons;
elopement and/or wandering; transportation; biohaz-
ardous materials; licit or illicit substances; and other
areas as required.  ■



Another change made under Criterion Nine:
Financial Planning and Management could easily be
missed but shouldn’t be, MacDonell says. “We
added the word ‘credible’ to the item [Standard
48] on preparing budgets with projections of rev-
enues and expenditures,” she says. “It’s one thing
to present a budget during a CARF survey, and
quite another to make it actually happen after we
leave.”

New items also have been added to the list of
corporate responsibility efforts (Standard 43),
including policies on waste, fraud, abuse, and
other wrongdoing that include a “no reprisal”
approach for personnel reporting and time frames
for investigation, as well as demonstrated corpo-
rate citizenship. 

‘CARF-ese’ removed from standards

Rest assured that the new standards should
make things easier in the long run, says Bonnie
Breit, a CARF surveyor and president of BRB
Consulting in Media, PA. The new standards are
presented in a more logical format, and much of
the “CARF-ese” has been removed in favor of
businesslike language that’s easier for a lay per-
son to understand, she says. 

“Looking at your business practices like this 
is going to keep you on the cutting edge,” Breit
says. “You need to be aware of the business side
of delivering care. That’s one of the benefits of
CARF accreditation and this particular new stan-
dards manual. Organizations know they should
look at how they’re doing, but they’re not always
clear on how they should do it. If you’re not
doing the business piece, you’re not going to be
here to deliver the clinical piece. The effort spent
on the new standards speaks highly of CARF’s
commitment to help organizations stay on the
cutting edge so they can keep being here.”  ■

Health care gearing up 
for smallpox vaccination
Focus on education, pre-screening of volunteers

The first stage of smallpox vaccination has
begun, even before the doses are released 

or a final plan formulated. Across the country,
hospitals are educating health care workers
about smallpox and the vaccinia vaccine.

It’s impossible to know how many health care
workers will decline the vaccine due to concerns
about adverse events. But already, nurses have
shown a patriotic commitment to fight bioterror-
ism: More than 2,900 have expressed interest in
becoming part of the National Nurses Response
Team, a group co-sponsored by the American
Nurses Association (ANA) and the U.S. Public
Health Service, both in Washington, DC.

The team’s mission is “to vaccinate and admin-
ister chemoprophylaxis in the case of use of a bio-
logical agent,” says Cheryl Peterson, RN, a senior
policy fellow at the ANA. “We have a number of
nurses who are concerned because they want to
help.

“What we’re seeing is that many nurses did
not feel equipped to respond on Sept. 11. They
didn’t feel they could do anything. If they did
respond, they weren’t utilized well,” she says.
“We’re seeing a lot of nurses who are saying, ‘I
want to be able to respond.’”

Otherwise, health care workers’ unions have
heard surprisingly little from their members who
may be asked to take the vaccine. That under-
scores the need for education to make sure work-
ers know what health issues, such as eczema and
other skin conditions, might make them ineligible
for the vaccine.

“Once they start vaccinating people, the
phone’s going to be ringing off the hook; by
then, it will be too late,” says Bill Borwegen,
MPH, director of occupational health and safety
for the Service Employees International Union
(SEIU) in Washington, DC.

At Memorial Sloan-Kettering Cancer Center in
New York City, Kent Sepkowitz, MD, director of
hospital infection control, has begun educational
sessions to help health care workers decide if they
should receive the vaccine. “I’ve been impressed
that most workers are of a mind to volunteer and
take their chances. It seems like the right thing do,”
says Sepkowitz, who also is associate professor of
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medicine at the Weill Medical School of Cornell
University, also in New York City.

He is encouraging a conservative approach 
to vaccination, starting with small groups of vac-
cinees and closely monitoring adverse events.
Congress removed one hurdle to the vaccina-
tions by addressing an aspect of liability: A pro-
vision added to the homeland security bill states
that the federal government will assume liability
for serious adverse effects of the vaccine. Those
administering the vaccine cannot be held person-
ally liable for adverse events, and those suffering
from the effects can receive compensation but
not punitive damages.

As the nation moved closer to smallpox vacci-
nation, the Centers for Disease Control and
Prevention (CDC) released new educational
resources. On-line continuing education training
on the vaccine and its potential adverse effects
now is available on the CDC web site at www.bt.
cdc.gov/training/smallpoxvaccine/reactions/
default.htm. The site includes images of normal
reactions and adverse reactions, such as eczema
vaccinatum, in which the vaccinia virus becomes
implanted in the diseased skin and produces
numerous lesions.

Contraindications could affect thousands

The most important aspect of the training
involves the contraindications, screening, and
reporting of complications of the vaccine. For
example, CDC recommends against vaccination
for those who have a history of eczema or who
have other skin conditions, including acne and
contact dermatitis, or those who have close
household contacts with those conditions. That
exclusion alone could affect thousands of health
care workers.

The Association for Professionals in Infection
Control and Epidemiology in Washington, DC,
has an on-line course and templates for bioterror-
ism preparedness (www.apic.org). Judith English,
RN, MSN, CIC, chair of APIC’s Bioterrorism Work
Group and director of infection control at the
National Naval Medical Center in Bethesda, MD,
lauded CDC’s educational efforts.

“Those real concerns are being addressed.
[Health care workers] know they need to self-
select out if they are personally at risk or if their
significant others are at risk,” she says.

In its Smallpox Vaccination Clinic Guide, the
CDC provides a sample screening form and
screening information. This information was

developed to help state and local governments
plan for widespread emergency vaccination fol-
lowing an actual case of smallpox. However, it
provides a useful tool to educate health care
workers about the vaccine. (More information is
available at www.bt.cdc.gov/agent/smallpox/
response-plan/files/annex-3.doc.) 

Many questions still unanswered

Even as more information emerges about the
vaccinia vaccine, many questions remain unan-
swered. Data on adverse effects of the vaccine
come from immunization that occurred more than
30 years ago, Sepkowitz notes. Today’s popula-
tion — including cancer patients and individuals
with HIV infection and other immunosuppressant
conditions — is more vulnerable to accidental
transmission of the live virus from injection sites.
Two federal expert advisory panels have stated
that precautionary measures such as covering the
site with gauze and a bandage would prevent
transmission. 

Sepkowitz reviewed the literature on nosoco-
mial transmission of vaccinia, encompassing 12
articles published between 1907 and 1975. The 
62 individuals who acquired vaccinia from noso-
comial transmission all had underlying skin dis-
orders. Most cases involved children, some of
whom were in different cribs or even different
wards from the source case, and the mortality
rate was 16%. 

“The route of transmission is still puzzling to
everyone,” he says. But by taking a slow and cau-
tious approach, hospitals can successfully vacci-
nate health care workers without putting patients
at risk, Sepkowitz adds. “I think that flexibility 
is the key. You start conservative and slowly gain
confidence.”

Meanwhile, advocates for health care workers
are looking for job protections as well as educa-
tion and screening. “Who’s going to protect peo-
ple from discrimination if their employer says,
‘We want you to be vaccinated?’ Most people are
going to be reluctant to say no; but if they say no,
are they going to be protected from discrimina-
tion?” Borwegen says. “We would argue if peo-
ple want to be reassigned because they don’t
want to be in a job that requires smallpox vacci-
nation, they should be allowed to transfer into a
job with the same pay and benefits.”

Borwegen and others want to know who will
pay for medical treatment for workers or their
family members who suffer adverse effects. They
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also want reassurance that education and vacci-
nation will occur during paid time.

“We have more questions than we have
answers,” Peterson says. “I really think some 
of these questions need to be addressed by the
[Bush] administration or there needs to a dia-
logue about them among the stakeholders.”  ■

Patients want quality,
quantity time with PTs
Research shows patients care less about wait times

Conventional wisdom — and indeed, much lit-
erature — supports the idea that satisfied

patients are impressed with short waiting times,
good parking, convenient locations, and sophisti-
cated equipment. But a new study looking at
patient satisfaction with physical therapy clinics
found that what patients really care about is the
quality and quantity of time they spend with
their therapist.

According to the study, published recently in
the journal Physical Therapy, patients rate first in
importance the amount of time the therapist
spends with them, along with the therapist’s lis-
tening and communication skills and the thera-
pist’s willingness to give clear explanations of
treatment.1 The quality of patient-therapist inter-
action counts for much more than high-tech med-
ical hardware, accessible parking, and convenient
location and office hours. Researchers surveyed a
sample of 1,868 worker’s compensation patients
from clinics in 17 states in an effort to measure
the effectiveness of a patient satisfaction survey
instrument the authors developed. 

Study findings defy conventional wisdom

“Based on the current literature regarding cus-
tomer satisfaction, as well as conventional wis-
dom, we asked questions about things like
parking, location, equipment quality, things that
arguably would be of interest to a consumer,”
says Paul Beattie, PhD, PT, OCS, clinical associ-
ate professor in the department of exercise sci-
ence at the University of South Carolina’s School
of Public Health in Columbia. “We found that
none of those things correlated significantly with
the overall satisfaction with care. The big things

were that they wanted to have quality time with
the therapist and to have that person answer
their questions, provide information, and spend
adequate time with them.

“Our primary objective was to develop an
instrument and determine its measurement
properties,” Beattie says, “but when I saw these
results, it was almost astonishing. It was a very
strong relationship, and I think it’s significant 
in terms of practice.”

The waiting time issue might be the most sur-
prising. “As a patient, you may say that a lengthy
waiting time was worth it if the therapist really
paid attention to you, answered all your ques-
tions, and provided high-quality care,” Beattie
says. “On the other hand, you could go to a pala-
tial clinic where you are quickly moved through
without adequate time or attention from your
therapist, and you’re going to be dissatisfied with
that experience.”

Maximizing income, minimizing time

Diminishing reimbursement and increasing
demands for patient care, which face all health
care providers in today’s market, motivated the
researchers to do the study. “There has been a
trend in many clinics to try to maximize income
by seeing more patients and using care exten-
ders to get more patients in, and that often
results in decreased one-on-one time between
the patient and the therapist,” Beattie says. “One
of the messages from the study is that as we
progress through this wacky health care deliv-
ery system we have now, everybody on the team
needs to come up with strategies to maximize
the time with patients to remain competitive.” 

Beattie recalls that in the late ‘90s, when he
worked in a large orthopedic practice in upstate
New York, there was a gradual demand to see
more and more patients. “Pretty soon, I was
clearly seeing more patients than I felt like I could
do and provide quality work. And yet I was told
that was the nature of practice in the current mil-
lennium,” he says. “So when I saw the results of
this study, it really confirmed my own bias and
my own observations that patients don’t like it
either.”

The problem of increasing patient volume is
particularly difficult in physical therapy, Beattie
says, because the treatment is so time-intensive.
He suggests to his students and the clinics with
whom he consults that they look at ways to lower
overhead expenses such as administrative costs,
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office space, and equipment. “Physical therapists
can be quite successful in a low-overhead envi-
ronment,” Beattie says. “They also need to look 
at how much time is allotted to each patient. At
what point, by reducing patient time to increase
revenue, do you ultimately wind up hurting your
business?”

This is a purely theoretical exercise unless you
have objective data to measure patient satisfac-
tion, which historically has been difficult for
physical therapy clinics in the absence of instru-
ments specifically designed for them. Because
patients come for frequent visits over a short
period of time and tend to stay longer at each
visit than they would at a typical physician visit,
the satisfaction surveys used by other providers
may not be appropriate. Several recent instru-
ments, including the one designed in this study,
can alleviate that problem, as long as therapists
realize the importance of making the effort to
measure satisfaction, the authors say. 

“In the United States, physical therapists are
really under the gun. They’re having to see a lot
of people, and the documentation has become
absurd,” Beattie says. “People hesitate to start to
do anything else they feel will detract from their
already stressed-out time with patients. The trick
is to administer the survey during non-patient-
care time, such as when the patient is getting
ready to leave. I think most clinics really want to
measure patient satisfaction, but they just don’t
know how to do it.” 

Satisfied patients follow regimes better

High patient satisfaction also benefits the clini-
cal side of the practice. “Patients who are satisfied
come back, and they refer others to your clinic,
but they also are more likely to follow through 
on their therapeutic regime,” says Roger Nelson,
PhD, PT, another survey author and chairman of
the department of physical therapy at Lebanon
Valley College in Annville, PA. Nelson also is vice
president of Expert Clinical Benchmarks, part of
King of Prussia, PA-based MedRisk Corp., which
is offering the survey instrument to physical ther-
apy clinics. “Physical therapists have a unique
responsibility. We teach patients how to get better
themselves. It does no good to only do the exer-
cises while they’re in the office. They have to do 
it at home as well.”

Physical therapy providers might balk at the
extra time and effort it would take to measure sat-
isfaction, but they should consider it in order to

ensure their long-term viability, says Mary Beth
Pinto, PhD, another of the study’s authors and an
assistant professor of marketing in the School of
Business at Penn State Erie in Erie, PA. “If we
think of health care as a free market, if patients
really have the opportunity to choose providers,
then they’re not going to go to people who don’t
demonstrate caring. In the long run, these people
are going to have problems,” she says. “To be a
successful health care provider, you have to func-
tion as a business that cares about its customers.
Service is the key.” 

The marketing literature is filled with evi-
dence that customer satisfaction is multidimen-
sional, Pinto says, and that’s true for health care
just as in business. But the difference is that the
environmental issues don’t seem to be as impor-
tant in a health care setting as they are in a
lawyer’s office. “A lot of people don’t have the
technical ability to evaluate the services. So when
I go into a lawyer’s office, how do I know I’m
getting a good divorce? Well, I look around for
cues that suggest this person is going to give me
a good divorce. If I see folding chairs, what am I
going to think?” Pinto says. “But what we found
in this study is that it’s not the most important
thing for physical therapy clinics. The most
important thing is the therapeutic alliance, the
patient-provider interaction.”

Another key point to remember is that physi-
cal therapists will probably define quality differ-
ently from their patients. Therapists might think
in terms of the quality of the specific treatment

Here are the top 10 ways
to satisfy PT patients 

The following items from a patient survey instru-
ment created and copyrighted by MedRisk,

Inc., had the highest correlation to patients’ overall
satisfaction and desire to return to the physical
therapy facility:

• PT answers my questions
• PT explains my treatment
• PT listens
• PT is courteous
• PT spends enough time
• PT gives detailed instructions
• PT advises me
• Office staff is courteous
• The office is clean
• Up-to-date equipment



given, but consumers don’t know how to judge
that because they don’t have the medical knowl-
edge or training. Patients are more likely to
judge the physical therapist’s attitude or the way
questions are answered. And since patients are
the ones with the pocketbooks, their opinions are
the ones that are likely to ensure the ongoing
success of the practice, according to another of
Pinto’s studies.2
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Joint Commission looking
for outcomes measurement
How do you know education is effective?

Patient education managers should make out-
comes measurement a high priority, says

Barbara Moore, MPA, CPHQ, an instructor at the
Amarillo (TX) Veterans Affairs Health Care
System. These measurements are important when
seeking funding for a new program or resources
as well as renewed funding. Administrators want
to know if the programs are worth funding and if

they are effective, she explains. 
The Oakbrook Terrace, IL-based Joint

Commission of Accreditation of Healthcare
Organizations wants to see outcome measure-
ments as well. “When the Joint Commission came
here in the spring, their No. 1 patient education
question was, how do you know your patient
education is effective?” says Moore. 

To gather outcome data, managers first must
determine what outcome they want to achieve.
For example, if many patients who are seen by
physicians at the health care facility have high
cholesterol, a class might be implemented to
teach them how to lower their cholesterol. In that
case, the goal of the class, or desired outcome,
would be to lower patients’ cholesterol. 

Don’t make measures too global

When selecting an outcome measure, select
something clearly defined that either happens or
doesn’t, says Moore. “If you are too global, then
it might be difficult to collect the data. So you
need to be very clear and precise. You also need
to think about outcomes that will happen on a
regular basis,” she says. If outcomes are infre-
quent, it takes too long to accumulate enough
numbers to analyze the data. 

There are many examples of clear and precise
outcomes. For example, if a program to teach
new mothers to breast-feed their babies has been
implemented, a patient education manager
might measure how many women who are dis-
charged successfully can nurse their newborn.
Or perhaps people coming in for surgery are not
prepared. The effectiveness of a pre-surgery edu-
cation program could be measured by looking at
the increased number of patients now prepared
for surgery as a result of the teaching. 

Ideally, a baseline measure should be taken at
the beginning of the program so there are num-
bers to measure the outcome data against. “One
of the mistakes that a lot of people make is they
leap right into a program, and they haven’t taken
much of a measurement prior to the implementa-
tion of that program,” says Moore. 

It also is important to define the population
that the expected outcome will come from, she
says. For example, if the effectiveness of a class
that teaches patients to lower cholesterol is being
measured, then everyone who attends the class is
the population. 

Determining how to collect the data is impor-
tant as well. It sometimes can be collected from
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Theme days fight stress
inexpensively, easily
Rehab facility zeroes in on workplace fun

Thomas Jefferson said we have an inalienable
right to pursue happiness, but for many people

that pursuit doesn’t take place at work. Unless, of
course, you happen to work at Roosevelt Warm
Springs Institute for Rehabilitation, the compre-
hensive rehabilitation facility founded by Franklin
Delano Roosevelt in Warm Springs, GA. Imagine
working for an employer that lists “having fun in
the workplace” as one of its institutional values.

“I’m not aware of other rehab facilities that
have fun as an institutional value,” says Carolyn
McKinley, executive administrator of services at
Roosevelt Warm Springs, which offers both medi-
cal and vocational rehabilitation. “We made a
conscious decision to make having fun a work-
place value. We believe that, particularly in a
health care environment, with all the stress and
all the sadness that oftentimes takes place in our
patients’ and students’ lives, we all need to have
a little fun. The fun is not at the expense of what
we’re doing, but to augment what we’re doing

and to make it even better.”
The Institute put some teeth in that intangible

goal recently when staff members began coordi-
nating monthly theme days designed to lighten
up a stressful environment. In 2001, the state-
run facility moved from the Georgia Department
of Human Resources to the Georgia Department
of Labor, says Martin Harmon, the Institute’s
spokesman. “There was a lot of uneasiness
among the staff about the change; it was a big
transition for everybody,” he says.

Add that to the stress every health care facility
faces — nursing shortages, competition, budget
constraints, reimbursement issues — and you have
an environment ripe for a little levity. McKinley
says the theme day idea popped into her head one
day when she was walking through one of the
units talking to the nurses. The more she thought
about it, the better it sounded, and before she
knew it, staffers were planning a luau for the first
theme day. After a day of flowered shirts, flip-
flops, a pineapple piñata, and a Hawaiian menu,
the theme day idea was a hit among the nearly 500
staff members.

“It was amazing how people responded,”
McKinley says. “Everybody was talking about
it. It was a great way to engage not only our
staff but also our patients and our students. 
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charts. To determine if an outpatient class is
effective in teaching patients to reduce choles-
terol, the figures would have to be collected from
the physicians. 

The final step once the numbers are collected
is to analyze the data, says Moore. To make this
process simpler, don’t just count the number of
patients who reduced their cholesterol follow-
ing the class, but figure a rate of those patients
who lowered their cholesterol from month to
month, such as 2% or 10%, she advises. In this
way, percentages can be compared from month
to month. 

“Once you have your measurement or rate,
you have a lot of options on how to analyze the
data,” says Moore. One way is to plot the data
along a line from month to month to see if the
program is achieving the desired outcome. 

“It is really important to know where you
began before the intervention started, and in
that way you can support your case that your
intervention was directly related to the out-
come,” she says. 

Comparisons help to show that the educational

intervention is effective. The most basic compari-
son is with the baseline measurement, says
Moore. However, comparisons can be made
between surgical units and other institutions with
similar types of patients as well. “You need to
make sure that the way you count patients and
the way you are figuring those rates are similar
enough to justify what you are doing,” she cau-
tions.

Be sure to present clear message 

When presenting findings to top management,
give them the whole picture but make sure that
the tool used, whether a chart or a graph, has a
clear message, advises Moore. For example, 60%
of patients who attended the class lowered their
cholesterol. 

The process of gathering data to support
patient education programs isn’t too compli-
cated. “Think carefully about the outcome mea-
sure, take a baseline, find a comparison, and
watch it over a period of time. Don’t try to draw
conclusions too quickly,” Moore advises.  ■



The therapists really took the idea to another
level by gearing their activities for the day to the
theme. We were still doing what we needed to
do, but in a fun, creative way.”

The luau turned into a series of monthly theme
days, including a Halloween carnival, the 1950s,
Mardi Gras, St. Patrick’s Day, Western day, and a
“Woodstock” event complete with a concert put
on by employees with musical talents. New
themes planned for 2003 include Harley
Davidson, hillbillies, hats, and international day.

“We had limbo contests, costume contests, cake
walks, and Elvis impersonators, just to name a
few,” says Rhonda Fuller, McKinley’s executive
secretary and the first theme day chairman. “We
crowned a Mardi Gras king and queen just like in
New Orleans, we played staff two-hand touch
football, and we did it all without taking away
from any of our basic programs and services. In
fact, our patients and students probably enjoyed
it more than anybody. It was a lot of fun, and it
was great to see virtually all of our direct care-
givers — nurses, therapists, doctors, technicians
— enjoying themselves by simply taking part.”

Fuller organized a group of “theme day
ambassadors” consisting of a staff member from
each department to help plan and carry out each
event. Fuller estimates she spent no more than a
day’s worth of time each month and no more
than $2,000 total for the year’s events. 

“I worked in the private sector for 15 years, and
there was never fun in the workplace. Coming to
a place that does have that, I do feel different,”
Fuller says. “I feel more valued, because they do
care about the stress you’re under. They do take
the time to encourage people.”

McKinley says that this type of activity is
especially effective in rehabilitation. “One of the
reasons the theme days have so much impact in
a rehabilitation environment is because patients
are here for an extended stay. We develop rela-
tionships with our patients and their families,
and the theme days enhance those relationships
that we already have.”

The theme days provide a welcome bright spot
in what is a stressful time for patients. “Patients
depend on us, and it’s important that we remain
upbeat and optimistic,” McKinley says. “Many 
of these patients will never be the same again.
They’re facing permanent changes in their physi-
cal and functional activity levels as well as soci-
etal, emotional, and social factors. Nothing else 
in recovery matters if you don’t address that
emotional component. We want them to leave

here feeling they are still important, whole peo-
ple, regardless of any disability.”

The theme days have been an inexpensive, no-
hassle way to plug into the Institute’s goals. “We
decided this was a way to reinforce our commit-
ment to our organizational values, to relieve a lit-
tle bit of stress and bring a little lightheartedness
into the workplace,” McKinley says. “It really has
done a great thing for the morale here. It has
carry-over even on the other days. This is part of
our culture, part of what we believe in. It’s a way
to solidify the camaraderie between the staff and
the patients and students we serve.”  ■

Licit drugs a threat 
to worker wellness
Illicit drugs are not the only problem

An exclusive focus on illicit drug use by
employees is causing the nation’s health pro-

fessionals to overlook another major threat to
worker health and safety: licit drug use. 

That’s the stark assertion made by Rick Lippin,
MD, FACOEM, a medical planner based in
Southampton, PA. Lippin, who is trained in futur-
ology, forecasts megatrends in medicine. (For
example, in 1985 he correctly forecast that the
application of the infectious disease model to
occupational medicine would, in most cases, fail.)

There are two reasons that licit drugs pose such
a serious threat, says Lippin: “No. 1 is the increase
in usage. No. 2 is the failure of our professionals
to adequately address their impact on perfor-
mance, especially in terms of the CNS [central
nervous system]. This, by extrapolation, moves
into the area of health and safety.”

Medical review officers (MROs, an occupa-
tional medicine subspecialty) have an excessive
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focus on legal drugs, but not enough of one on
licit drugs, Lippin says. “While some mecha-
nisms within MRO training do emphasize the
impact of licit drugs, it is not nearly enough,” he
says. “The reason for that is a corruption in the
licit vs. illicit mentality. We are carrying out the
policies of a society of leaders obsessed with
illicit drugs. We’re so obsessed with marijuana
and cocaine, but we have a huge number of
workers walking around with prescribed drugs
that are impacting on their performance. But we
don’t measure performance; we look for drugs 
in the urine. “

A triple threat

Lippin sees the threat coming from three dis-
tinct types of licit drugs: analgesics, psychotrop-
ics, and sedating antihistamines.

In the area of analgesics, he points out drugs
such as Tylenol with codeine or Percocet. “You
and I could very easily verify that the use of those
two meds in the last 10 years among workers has
significantly increased,” he says. “Workers are
aging, they’re in more pain for a lot of reasons,
and they’re taking more pain relief medications.
And they’re trying to work through that pain
because they’re afraid of losing their jobs.”

However, he notes, there have been a number
of studies on the impact of narcotics on perfor-
mance. “If you pull out the PDR [Physician’s
Desk Reference] on those two pills and look at
the side effects, drowsiness is clearly one, as are
impaired cognition and impaired motor abili-
ties,” says Lippin. “Does that make them the
devil? Not necessarily, but if you drive a truck 
or work around machinery, it might.”

In the area of psychotropics, over the last 10-15
years, there has been a huge prescribing shift of
physicians from anti-anxiety agents to stimulants,
and also to antidepressant medications, he says.
“The number of active workers in this country
estimated to be on drugs like Prozac, in my opin-
ion, is way under-reported,” Lippin claims. “In
essence, it’s like the elephant sitting in the living
room that no one is talking about. Not that these

drugs don’t help people, but they do have side
effects.”

In other words, he says, we have to take a good
hard look at the use of these drugs by workers in
safety-sensitive jobs. “You’ve got to look at what
Zoloft, for example, does to performance func-
tions,” he advises. 

Sedating antihistamines can be both bought
over the counter and prescribed. “The pharma-
ceutical industry has responded by coming up
with nonsedating antihistamines, and these
should be used liberally,” Lippin advises. “But
some physicians prescribe sedating antihis-
tamines because they are cheaper. People gobble
these up over the counter during allergy season
in particular, and they walk around drowsy. But
if you talk to a typical occ-med professional,
they’re not looking for that.”

What we should do

Lippin recommends that health professionals
take several steps to help offset the potential
threat posed by licit drugs.

“We should do a much better job, even though
we’re not required to by DOT [Department of
Transportation] or other agencies, to take a com-
plete medication history,” he says. “We should
aggressively pursue discussions with patients
[about licit drug use] and record whether or not
they are experiencing CNS side effects.”

Second, he says, occupational health profes-
sionals should lobby for change, both on the
micro and macro level levels, for agencies like the
DOT to be more inclusive of the whole licit drug
issue. “The FAA [Federal Aviation Administra-
tion] has formularies that list certain drugs, and
they do a better job than the average industry.
After all, they don’t want pilots to make errors 
to the point where they crash and kill hundreds
of people,” says Lippin. “They have testing pan-
els and procedures in place that are much more
aggressive in terms of licit drugs. I hold them 
up as a potential model for DOT and others to
follow.”

Last but not least, he says, we need to move
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away from policing urine to assessing perfor-
mance. “We should support the research of those
companies that are trying to replace drug testing
with CNS performance testing,” he declares.
“Even fatigue is a safety hazard. Fatigue, stress,
it doesn’t matter — what matters is the person’s
brain is not functioning. That’s the whole prob-
lem with drug testing; it misses this.”

In 20 years, the futurist predicts, this focus on
drug testing will be looked back on as a major
tragedy in the history of American medicine. “We
will be looked upon as having abandoned profes-
sional ethics — not looking at safety and health,
but instead becoming pseudo-cops,” he warns.

“We are an arm of the drug czars, instead of
being practitioners worried about whether our
workers are safe and healthy.”  ■
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