
Rehab field starting to open eyes 
to problem of visually impaired
Medicare coverage paves way for low vision programs

Interest is growing in a relatively new field in rehab: providing help
for visually impaired patients. But experts in the field say low vision
rehab programs aren’t growing nearly fast enough to come to the aid

of the estimated 14 million Americans who have vision problems not
correctable by standard glasses, contact lenses, medicine, or surgery.

Many programs exist to help those who are totally blind, but those
who have some vision often are forgotten. “There’s an ever-growing
number of people with vision problems that can’t be cured. They’re
just thrown on the scrap heap of life,” says Don Fletcher, OD, director
of the new Center for Low Vision Rehabilitation at the University of
Alabama at Birmingham (UAB). “Ophthalmology has been a little slow
getting to rehab. There is a tremendous need for this type of service,
and Medicare coverage is past due.”

Michigan in 1997 became the first state to offer Medicare coverage
for low vision rehab, and by 2002, about half the states had followed
suit. On May 29, 2002, physician-prescribed rehabilitation services for
Medicare beneficiaries who are blind or visually impaired became a
nationally covered service. Fletcher and his colleagues at the American
Academy of Ophthalmology were delighted to learn that their 15 years
of lobbying for vision rehab coverage had finally paid off. 

Now it’s up to the rehab field to fill the void, says Fletcher, who
began providing vision rehab services to his own patients in the 1980s
despite the lack of Medicare coverage. “You might say I did it as a
hobby — an expensive hobby,” he says. But now Fletcher’s getting
paid for his expertise at UAB, where the new low vision rehab pro-
gram opened its doors in February. 

Fletcher’s model uses a multidisciplinary team approach including
ophthalmology, optometry, occupational therapy, and psychology.
Occupational therapists (OTs) play a big role at UAB, which recently
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became one of the only OT schools in the country
to offer vision rehab as part of its standard curricu-
lum. “OTs are relative newcomers to the field, but
they are wonderful because they are creative prob-
lem-solvers,” Fletcher says. (See tips for starting a
low vision rehab program, below right.)

Another hallmark of the program is the use of
the latest, most advanced electronic devices avail-
able. UAB has the only scanning laser ophthal-
moscope in Alabama. The center also uses the
Dynavision 2000, which trains patients to under-
stand and cope with their vision loss, and the
Jordy, a portable distance magnifier worn in front
of the eyes. The Jordy is named for the blind Star
Trek character.

But just as important as the high-tech gadgets
is the involvement of rehab psychologists. “I’ve
been doing this for 17 years, and I know that all

the magic I can do doesn’t cure depression and
anxiety,” Fletcher says. “The psychological
impact is a huge component of vision loss. It’s
scary to lose your vision.” 

Fletcher’s program is one of only a handful of
low vision rehab programs in the country, despite
the fact that the prevalence of visual impairment
in the United States is greater than stroke and
lower extremity amputation combined. Rehab pro-
grams for stroke victims and amputees abound,
but the visually impaired aren’t so lucky. 

And even if they are offered service, it’s more
along the lines of being handed a magnifying
glass, says Sameena Malhan, MD, medical direc-
tor for the SSM Visual Rehab Program at the
DePaul Health Center in Bridgeton, MO. “That’s
like giving an amputee a prosthesis and sending
him home,” says Malhan. “We give amputees a
lot of rehab — physical therapy, gait training, etc.
— but we offer virtually nothing for the visually
impaired.”

The SSM Rehab program is multidisciplinary,
using the skills of Malhan, a physiatrist with a
background in ophthalmology, as well as an
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Tips for starting a visual
rehab program

Experts from the University of Alabama at
Birmingham, Cedars-Sinai Medical Center in

Los Angeles, the Henry Ford Health System in
Detroit, and SSM Rehab in Bridgeton, MO, offer
the following advice for establishing a low vision
rehab program:

• Put together a multidisciplinary team including
ophthalmologists, optometrists, occupational ther-
apists, and psychologists. Get proper vision train-
ing for each team member.

• Invest in a basic set of equipment, even if 
you can’t afford the high-tech devices. A modest
group of tools can serve most patients’ needs.

• Make the program comprehensive. Low vision
rehab does not mean passing out magnifiers. 

• Assess quality of life in an initial question-
naire, and focus your efforts on improving the
things that are bothering patients the most.

• Be willing to spend some time. After 65-plus
years of living one way, patients often find it diffi-
cult to make the needed changes.

• Educate the community and referral sources
about your program. Patients and physicians are
often unaware that rehab can help people with
vision problems. ■



occupational therapist, a physical therapist, a
social worker, and a neuropsychologist. “We’re
not just looking at the visual problems; we look 
at the patient as a whole,” Malhan says. “Our
mission is to use our tools and our training to
help each patient function at the highest level
possible at home and in the community. We want
to increase their usable vision, decrease their dis-
ability, and train them in how to use visual aids.”

Malhan and the staff at SSM Rehab assess
each patient to determine his or her functional
visual skills and which strategies, techniques,

and devices might best fit the patient’s needs.
“We ask them what their main goals are and
work from that,” Malhan says. “If a patient says
her main problem is reading labels at the gro-
cery store, we find her a hand-held magnifier for
her purse. If another patient says he likes to eat
in restaurants but can’t read the menu, we’ll get
him a magnifier with a light incorporated.”

Solving problems like those is right up an
occupational therapist’s alley, and that’s why OTs
are perfect for low vision programs, says Pam
Roberts, MHSA, OTR/L, manager of quality,
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Focus on vision 
for all rehab patients
Don’t assume patients have good vision

Providing low vision rehab services can
greatly enhance patients’ daily lives, from

helping them find what they need at the gro-
cery store to seeing pictures of grandchildren.
But attention to vision can also lead to better
outcomes in the rest of your rehab program.

“There are a lot of people who have macular
degeneration — the leading cause of adult
vision loss — who come to a rehab department
with a broken hip or other problem,” says Lylas
Mogk, OD, chairwoman of the San Francisco-
based American Academy of Ophthalmology’s
Vision Rehabilitation Committee and director 
of the Visual Rehabilitation and Research Center
at the Henry Ford Health System in Detroit. “If
the therapist says, ‘you do it this way, put your
hand right here,’ and the person can’t see what
they’re demonstrating, then they’ve got a prob-
lem. People in this generation with macular
degeneration do not walk in saying, ‘I can’t see
what you’re doing.’”

Mogk’s own father, who is now 96 and has
been diagnosed with macular degeneration,
found himself in such a situation about four
years ago. He was unable to walk after a hospi-
tal stay, and a therapist came to his house to
help. “When I got home, he said to me, ‘I got all
this information about how to walk, but my
real problem is I can’t see,’” Mogk says. “The
instructions were carbon copy handwriting on
pink paper, and he couldn’t read them at all.
She probably spent an hour with him, and she
never knew he couldn’t recognize her face or

see what she was writing.”
Even if your facility does not have a specific

vision program, pay attention to visual prob-
lems throughout the course of your regular
rehab activities, Mogk says. No matter what
problem you’re addressing in rehab, if your
patient can’t see your demonstrations or read
your instructions, you won’t get far. And don’t
make the mistake of thinking this is not a prob-
lem your program faces: Statistics show that
17% of people have macular degeneration by
age 65, and 30% have it by age 75. Those num-
bers don’t count the other causes of low vision,
such as glaucoma and diabetic retinopathy.

Here are some effective ways to help visually
impaired patients, according to Mogk:

• Enhance visual contrast. Even in very
early stages of macular degeneration, patients
lose contrast sensitivity. Make all handouts
high-contrast, with big, black letters on white
paper. Take care with activities as well — don’t
have patients try to pour black coffee into a
black cup. 

• Control lighting and glare. People with
macular degeneration are especially sensitive 
to fluorescent lights.

• Reduce patterns. If you put a bunch of
pills out on a flowered tablecloth for a patient
to count, those pills will seem to disappear.  ■

Need More Information?
☎ Lylas Mogk, OD, Director, Visual Rehabilitation

and Research Center, 15401 E. Jefferson Ave.,
Grosse Pointe Park, MI 48230. Telephone:
(313) 824-2401. E-mail: lmogk@aol.com.



education and research in the Department of
Rehabilitation and Post-Acute Care at Cedars-
Sinai Medical Center in Los Angeles. “We [OTs]
started our inpatient low vision program about 
six years ago with our neurologic patients because
we were seeing that a lot of their problems were
vision-related,” Roberts says. “If a person can’t
see, they can’t do their daily activities.” (See
related story, p. 39.)

The biggest hurdle Roberts and her colleagues
faced was finding optometrists who were trained
to work with neurologically involved patients
and who bought into the idea of low vision rehab.
“When we first started, we had some resistance
from the medical division of optometry,” Roberts
says. “They had no idea what we were talking
about. They said, ‘You can’t do anything for those
patients.’ It was a whole education process, and 
it took two years to get them on staff.”

The education process went both ways: OTs
taught the optometrists how to deal with dis-
abled patients, and the optometrists gave the
OTs recommendations to help patients with
daily activities and self-care routines. “We had
to show them how to move a patient because
they were used to patients walking into their
office,” Roberts says. “We talked to them about
our different diagnostic groups and the problem
areas common to those patients. They did a lot
of education back to us as well. It has been a
major collaboration.” The OTs and optometrists
continue to meet on a quarterly basis to work
out operational issues and discuss ways to make
the system more efficient. 

Cedars-Sinai has a structured program in
which OTs do initial evaluations and vision
screens, and optometrists on a rotating panel

come in for a regularly scheduled vision clinic 
to give orders for patient treatment plans. “A
unique feature of our program is that we incorpo-
rate vision treatment early on in our neurologic
population while patients are still in the hospi-
tal,” Roberts says. “A lot of people just do that on
an outpatient basis, but we try to catch problems
early so patients can return to their daily activi-
ties quicker. It’s important to have vision be part
of the overall treatment plan.”  ■

The Road to PPS Success

Standardized orders, new
therapy hours mean profit
PPS pushes rehab unit toward greater efficiency

Rehab staff members at St. Francis Hospital in
Greenville, SC, haven’t looked at the inpa-

tient prospective payment system (PPS) as an
onerous task. Instead, they’ve treated PPS as an
opportunity to become more efficient, productive,
and profitable.

Since the 19-bed Inpatient Rehabilitation
Center began receiving reimbursement under
PPS in September, length of stay is down and
profits are up, says Bill Munley, MHSA, CRA,
administrator of the rehab/neuro/ortho service
line at St. Francis. “The patients are very, very
happy. We’ve reduced our length of stay by a
day, and their outcomes are the same or better,”
he says.

Part of the reason patients are happy is that 
St. Francis now offers physical and occupational
therapy seven days a week, which gets patients
home faster and prevents backsliding from the
progress they’ve made in therapy during the
week. “A heavy dose of therapy leads to gains 
in a shorter period of time so patients can move
on,” Munley says. 

And it helps the hospital’s bottom line as well.
Munley credits the new therapy schedule for
decreasing average length of stay from 10 days
in 2001 to nine days in the third and fourth quar-
ters of 2002. Previously, the unit offered only a
half-day of therapy on Saturdays and limited
therapy on Sundays. The change in the therapy
schedule has such an impact on the St. Francis
unit because the case mix averages about 70%
orthopedic patients, Munley says.
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Joe Golob, PT, director of the St. Francis
Inpatient Rehabilitation Center, is quick to point
out that the hospital isn’t pushing patients out
with the extended therapy schedule and that
patients aren’t necessarily getting more, or fewer,
overall hours of therapy. It’s just that the new
schedule allows therapists to be more productive
and to distribute their hours in a way that better
meets each patient’s needs. “We think it helps to
keep up the momentum through the weekend.
Some patients felt like they were taking a step
back on the weekend,” Golob says. “We did not
increase staff to add to the weekend therapy
time. We just readjusted our schedules so some-
one is off during the week. And everybody works
smarter and more efficiently with less nonpro-
ductive therapist time.”

St. Francis also boosted productivity with the
help of the hospital’s nutrition services depart-
ment via a relatively simple change in daily
schedules. “Lunch used to be delivered to our
unit at 11:30, and patients would complain if
they didn’t get back to their food before it got
cold,” Golob says. “That lunch time seemed 
to hurry things in therapy, so we worked with
nutrition services to change it. Now lunch is
delivered at noon, and therapy starts again at 
1 p.m. That allows the patients a short rest
period after lunch.” 

Implementing PPS spurred the unit to increase
communication among physicians, nurses, and
therapists about each patient. “We now have
more informal conferencing about patients and
more frequent communication with physicians,”
Golob says. “We have formal conferences weekly,
but we tell staff that if circumstances change,
they shouldn’t wait until next week to bring up
that issue.” 

Because of the nature of the IRF-PAI documen-
tation required for PPS, Golob works to be sure
he’s getting input from each member of the clini-
cal team. Staff members have attended numerous
educational sessions and meetings to understand
the importance of documentation under the new
system. “Nurses weren’t so used to documenting
on functional activities in the past,” he says.
“We’ve worked to make everybody aware of all
the information we need to complete the assess-
ment, because proper reimbursement is depen-
dent on it. For the IRF-PAI, there is a three-day
assessment period, during which time we are to
determine the patient’s most dependent level of
care for each function. We need the entire team’s
input in order to make that determination.”

Each team member is responsible for docu-
mentation in the charts, but two staff members
have been specifically trained in completing the
IRF-PAI. “We don’t have eight different people
filling out this form. One person does it, but 
it’s based on the documentation from all the 
disciplines,” Golob says. “CMS [the Centers for
Medicare & Medicaid Services] said from the
beginning that this assessment has to be justified
by the documentation. So that’s our standard.
Everything can be backed up in the chart. We
have even preprinted references to the various
functions on the nurse’s progress sheet, so they
will remember to record a score when they
observe the patient perform that function.”

Education improves teamwork

The educational process has helped staff real-
ize that time really is money, Golob says. “Our
goal is to get our patients to the next level of care
in a safe way,” he says. “We have patient care as
our highest priority, but we’re also emphasizing
improved efficiencies within that framework. 
We stress things like moving patients in a timely
manner from acute care to our unit. We also try
to leave expectations open-ended for how long
the patient will be here. Sometimes the patient
isn’t suited for our intensity of care and maybe
needs to go to a skilled nursing facility instead.
This takes some education for the referring
physicians as well.”

Another change the unit has made to keep an
eye on costs and to enhance patient care is to
employ standardized orders. Physicians formed
a more structured division of physical medicine
and rehab to work on this issue. “We strength-
ened our ties with all the physiatrists on our
medical staff and named a chairman of the divi-
sion to get things going,” he says. “It was a
group decision by the physicians to look at the
effects of their orders on cost. By all means we
want what’s best for the patients, but we also
want to get our best bang for the buck.”

The physician group came up with standard-
ized, preprinted orders that include what the
majority of physicians do for every patient. The
orders help control pharmacy and lab costs and
keep physicians aware of cost issues on a daily
basis, Munley says. “To make sure they’re not
ordering every PRN medicine in the world, they
felt they should standardize the things they do
with every patient. That way they’re not just say-
ing to continue with the meds from the patient’s
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acute care stay. If they want to give the patient
something different, the physician has to write it
in, and that forces an assessment of what each
individual patient truly needs.”

(Editor’s note: January marked a year since the first
inpatient rehab facilities began to be reimbursed under
the prospective payment system. Rehab Continuum
Report will take an ongoing look at the challenges and
successes of implementing PPS. If you know of a facility
that has done a particularly good job in this area, please
let us know for possible inclusion in the series. Contact
Editor Ellen Dockham at edockham@aol.com.)  ■

Half of orthopedic trauma
patients experience PTSD
Link between PTSD and injury discovered

Ever seen an orthopedic patient with great X-
rays who still complains of terrible pain and

can’t get back to work? If you’ve ever faced this
puzzling situation, researchers at the University
of Texas might have the answer for you: post-
traumatic stress disorder (PTSD).

As many as 52% of patients who experience
orthopedic trauma suffer from PTSD, a disorder
more commonly associated with war veterans,
according to a recent study by Adam Starr, MD,
assistant professor of orthopedic surgery at the
University of Texas Southwestern Medical Center
in Dallas. “Psychological distress after trauma
has a bigger impact than we think,” Starr says. 
“I think it is the most important factor in deter-
mining outcome.”

Starr, who is also a trauma surgeon at Parkland
Memorial Hospital in Dallas, says it’s common in

orthopedics to see patients whose X-rays indicate
they should be fully recovered but who still expe-
rience pain and are unable to get back to daily
activities. “It just doesn’t make any sense,” says
Starr, who presented the results of his research at
the February meeting of the Rosemont, IL-based
American Academy of Orthopaedic Surgeons. “So
we started asking people why they weren’t better,
and what we heard is, ‘I’m having nightmares’ or
‘I’m terrified about getting back up on that lad-
der’ or ‘I can’t get in my car.’ A lot of times the
wife will come in with the patient and say her
husband is angry all the time and yells at the kids
or he wakes up in the middle of the night crying
or shaking. Those symptoms don’t have anything
at all to do with orthopedic trauma. They’re psy-
chological symptoms. It sounded like PTSD.”

Starr began to search the literature to see if
anything had been written about PTSD in ortho-
pedic patients. He came up with some studies 
on PTSD in general surgery, which put the PTSD
rate at 20% to 30% of patients, but nothing in
orthopedics. So Starr and his colleagues gave 
330 orthopedic trauma follow-up patients the
Revised Civilian Mississippi Scale for PTSD, a
self-report questionnaire that is widely used in
the mental health industry. The team created one
additional question asking whether emotional
aspects resulting from the injury were more diffi-
cult to cope with than the physical problems.
Causes of patient injuries included in the study
were motor vehicle collision, motor-pedestrian
collision, motorcycle collision, crush injuries,
horseback riding injuries, and gunshot wounds,
with an average time elapsed since injury of 14
months. 

“Most of my patients have had some bone
broken, and I think there’s something inherently
horrible about seeing a piece of your body flop
around broken,” Starr says. “If you have a
spleen rupture or a liver laceration, you don’t
see it. Orthopedic injuries are painful, horrible
injuries. Orthopedic trauma for adults is a life-
changing event.”

To merit a diagnosis of PTSD according to 
the Diagnostic and Statistical Manual of Mental
Disorders, patients must show a specific number
of symptoms in each of these categories: intru-
sion symptoms, such as recurring recollections 
of the event; avoidance symptoms, such as
efforts to avoid certain activities, places, or
thoughts related to the event; and arousal symp-
toms, such as excessive vigilance, outbursts of
anger, or sleeplessness. Surprised that 52 percent

42 REHAB CONTINUUM REPORT ™ / April 2003

Need More Information?
☎ Bill Munley, Administrator of the Rehab/Neuro/

Ortho Service Line, St. Francis Hospital, One St.
Francis Drive, Greenville, SC 29601. Telephone:
(864) 255-1871.

☎ Joe Golob, Director of the Inpatient Rehabilitation
Center, St. Francis Hospital, One St. Francis
Drive, Greenville, SC 29601. Telephone: (864)
255-1953.



of the patients met this criteria, Starr sent the
protocol for the study to a colleague at the
Denver Health Medical Center, who repeated 
the study and got similar results.

“Most people in my job are trained to focus on
making the bone straight again, to get that bone
to heal so the patient can walk and get back to
work. We tend not to pay a whole lot of attention
to other stuff,” Starr says. “But this shows we’ve
got this disease that we have to treat.”

The main step providers need to take is to ask
patients who aren’t recovering as quickly as
expected if psychological problems have been
more difficult than the physical problems caused
by their injury. “If they say the psychological
problems have been worse, that may indicate
PTSD,” Starr says. “The thing you have to watch
out for is that asking this question is like opening
Pandora’s Box. You can take what would be a
five- or ten-minute office visit and turn it into a
half-hour-long hand-holding session. If you ask
them about it, they sure will tell you. If you start
going down that road, it validates it for them and
they see that it’s OK to talk about it.”

But asking the question can save you time in
the long run if you can get the patient some psy-
chological help that will improve the situation.
“You have to ask yourself what your goal is. If
your goal is to make the patient better, then you
have to ask the question,” Starr says. “The reason
this has gone unrecognized in orthopedics for so
long is that nobody ever asks about it. I’m not
trained to ask people how they’re sleeping or if
they’re eating OK. We ask, ‘How does your knee
feel? What’s your range of motion like?’”

One of the biggest problems with this issue is
that there aren’t a lot of psychologists who are
willing or able to treat these patients, Starr says.
“You can count on one hand the number of psy-
chologists in Dallas who have any interest in this
stuff at all,” he says. “Now that we’ve recognized
that we’ve got this disease that we have to treat,
we’ve got to actually go out and treat it. I’m sure
not trained to treat it. I want to send them to
somebody who’s trained to treat it, and that’s
hard to find.”

The next step for Starr and his colleagues is a
prospective study with orthopedic trauma patients
to determine whether psychological intervention
alters their outcomes. “In orthopedics, like most
areas of medicine now, there is this revolution
going on in how we assess what we do. The gov-
ernment and insurance carriers and HMOs are all
asking us to use outcome measures,” Starr says.

“So we give patients these outcome questionnaires
about their specific problem without realizing that
what drives their responses is probably their men-
tal health more than anything. If you have some
guy who’s having nightmares every night and
flashbacks every day and is scared to death of get-
ting behind the wheel of his car, he’s not going to
say his treatment was a complete success, even if
his knee feels fine.”  ■

Good posture can reduce
musculoskeletal problems 
The rule of opposites and micro-breaks key

Good posture is important because it facilitates
the best functioning of the musculoskeletal

system, says Scott Bautch, DC, past president of
the Occupational Health Council for the Arlington,
VA-based American Chiropractic Association
(ACA) and a practicing chiropractor in Wausau,
WI. “Muscles, ligaments, vertebrae, disks, and
nerves are meant to be in good posture,” he says.

When people sit reading with their head for-
ward, they strain their upper back, shoulders,
and neck. Good posture allows the muscles to
work more efficiently and the joints to remain in
their correct position, only carrying weight that
they were designed to carry, says Bautch. If joints
have to work harder because of poor posture,
they degenerate faster.

According to the ACA, musculoskeletal condi-
tions in the United States cost an estimated $254
billion a year, and one out of seven Americans
has a musculoskeletal impairment. 

In order for people to have good posture, they
need to be aware of where their joint is most
comfortable, says Bautch. Neutral posture for
the wrist is when hands are hanging down at
the side and the wrist is not curved up or down
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and left or right. Good posture for the neck is
directly over the top of the shoulders; for the
back, directly over the top of the hips. “The fur-
ther a person gets away from neutral posture,
the more unfriendly it is to the joint,” says
Bautch. 

People have good posture when standing if
someone can look at them and draw a line through
their ear toward the middle of their shoulder right
through the hip joint on the outside of the leg to
the bone that sticks out on the side of the ankle,
says Bautch. 

Good posture while sitting means that the
spine’s normal curves remain. The part of the
back above the beltline should have a small con-
cavity or look like a reversed C, says Bautch. The
mid-back should be fairly straight, and there
should be a slight curve at the neck. 

“People have a hard time keeping good pos-
ture for more than 10 minutes if they are sitting in
the same position,” says Bautch. That is why jobs
that require a person to sit at a computer for long
periods of time can cause pain and injury. 

Even when a workstation is set up correctly,
the body needs to move. Therefore it is important
that those working at a computer take regular
micro-breaks. “A micro-break is what I call the
rule of opposites. I need to use the muscles I am
resting and rest the muscles I am using. If I am
leaning forward even a little bit, I need to bend
backwards,” says Bautch. 

For example, when people turn their head to
the left to see materials they are typing, they
need to turn their head to the right and back-
wards during their micro-break. If arms are
down to the side and palms down typing, they
need to straighten their arms out away from the
body and then put their arms behind them, turn-
ing the palms out. 

People need to start out in good posture with
a good workstation, then take a break about
every 10 to 15 minutes for one to four seconds
and do something during the break that changes
the posture. 

With good posture, there must be motion, and
that equals micro-breaks, says Bautch. Doing
something that puts a person in an awkward or
immobile position is hard on the joints. Everyone
will develop problems at the computer unless
they do something to intervene. About 80% of
the people who work at the computer for more
than six hours a day develop neck, shoulder,
upper back, or wrist pain within three years,
says Bautch. 

The rule of opposites applies to all activities.
When people work on an assembly line twisting
to the right all the time, their posture will be right
and forward, says Bautch. Therefore, their micro-
break should include movement in the opposite
direction. People who play tennis or golf should
take a few minutes to swing the club or racket
with the opposite hand. People shouldn’t even sit
in the same chair every night to watch TV or to
eat dinner, he says. 

Because most people walk with their chins out
in front of them, everyone can benefit by stretch-
ing backwards, says Bautch. This should include
shoulder rolls, putting hands on the hips and
stretching backwards, and putting hands above
the head and leaning back as far as possible. 

“It’s important to remember the rule of oppo-
sites in everything we do,” says Bautch.  ■

Find out why people stay
and not why they leave
New consulting style cuts turnover rates 

Most of health care these days seems to be
about problem-solving — figuring out

what is wrong with a patient, a process, or a sys-
tem and fixing it. This is a negative way of view-
ing things, says Kathleen Davis, RN, MBA, vice
president of hospital and nursing services for
the Lovelace Health System in Albuquerque,
NM. Take nurse retention, she says. “Everyone
is focused on why people are leaving, not why
they stay.”

So when Davis got a grant from the Robert
Wood Johnson Foundation, she wanted to look 
at the positive side of the equation and figure 
out why the best nurses stay at Lovelace. Using 
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a consulting process called Appreciative Inquiry
(AI), she did just that. And along with finding out
the good things about the system that encourage
nurse retention, Davis saw turnover rates decline
by about 10%.

Appreciative Inquiry was developed by David
Cooperrider at Case Western Reserve University
in the 1980s. It is a strength-based approach to
consulting in which the positive aspects of an
organization are delved into and studied. “It
actively seeks that which is good and admired,”
says Davis. “You have to develop questions
based on what you think you value.”

Traditionally, an organization that wants to
have an impact on something like retention
would have taken the medical model technique
of finding an area of deficit, analyzing it, and fix-
ing it. “That puts the focus on what is bad, not
what is good. This allowed us to determine our
core values in nursing and concentrate on those
positive things.”

After learning about AI, Davis formed a steer-
ing committee that investigated the areas that
nurses value in the workplace. They came up
with four things to focus on: the privilege of
nursing, humor, appreciation, and the excep-
tional team.

The committee then interviewed nearly 100
people using a cascading process in which those
interviewed were then trained to interview others.
“We sat down and asked questions one on one.
The questions were designed to trigger stories

from the nurses.” For example, concerning team-
work, nurses were asked to:

• describe a time when they believe their team
performed exceptionally well;

• discuss the circumstances during that time;
• share a story about a time when they were

proud to be a member of a team; 
• describe the elements that made them proud.
What Davis and her team accumulated were

hundreds of stories that illuminated just what
those four core values meant to the nurses in
everyday practice. The committee took these
stories and developed a brochure that explains
the health system’s vision and values and how
these are demonstrated at work, and calendars
for nurses that include pictures of them at work
and quotes from their own stories. “It’s real feel-
good stuff,” Davis says.

Along with creating iconography and literature
that emphasized the positive aspects of being a
nurse at Lovelace, Davis says the AI project has
led to changes in many processes in the system.
For instance, interviewing prospective employees
has a different tone. “We used to ask about how
people would solve a problem. Now we ask ques-
tions in a more positive way. We ask them to tell
us about when something went really well, or
some success they had.”

Assessment tools for nurse internship pro-
grams also have been reframed to be more posi-
tive. In staff meetings, too, Davis says nurses
make use of the lessons they learned from the AI
project. “In our own monthly meetings when I
start, rather than go right into the agenda, I ask
the people there to reflect on what has been
going well. I’ll ask them what lately has made
them want to stay at Lovelace.”

Some might see the process as a Pollyanna
approach to the realities of health care, but
Davis disagrees strongly. “We still get issues to
come out. We still discuss problem areas, but
they surface differently, and our approach to
them is more positive.” Besides, she adds, with 
a declining turnover rate, what more proof does
she need that it works? 
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Information resources 
for Appreciative Inquiry

• Appreciative Inquiry Commons web site:
appreciativeinquiry.cwru.edu.

• Taos Institute web site: www.taosinstitute.
net/index.html.

• Cooperrider D, Whitney D, Sorenson P, 
et al. Appreciative Inquiry: Rethinking Human
Organization Toward a Positive Theory of
Change. Stipes Publishing Co., 1999.

• Cooperrider D, Whitney D. Collaborating for
Change: Appreciative Inquiry. Berrett-Koehler,
July 2000.

• Hammond SA. The Thin Book of
Appreciative Inquiry. The Thin Book Publishing
Company, 1998.

• Watkins JM, Mohr BJ. Appreciative Inquiry:
Change at the Speed of Imagination. Jossey-
Bass/Pfeiffer, 2000.
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“I think we have to find new ways to approach
some of the old problems we have in health
care,” Davis concludes. “Using the same old tech-
niques to deliver nursing care may be comfort-
able and may work fine for patients. But I don’t
think it works as well with environmental issues.
To a large extent, high turnover rates relate to
work environment issues. If you talk about an
issue and people walk away feeling bad, that
can’t be good for morale. We are trying to work
on issues in a purposely positive way. That way,
when people walk out of a discussion, even if it
was about a problem, they walk away feeling
good about themselves, about their work, and
about Lovelace.”  ■

Use benchmarking to
improve performance 
Look at productivity as well as costs

When considering opportunities to improve
financial performance, benchmarking may

not immediately come to mind, but health care
managers who have used benchmarking tech-
niques to enhance the fiscal well-being of their
institutions have found it to be invaluable.

“We use benchmarking to compare ourselves
[to other institutions] in terms of productivity, 
fiscal performance, volume, quality of care, and
patient satisfaction,” says Kevin Hammeran,
chief administrative officer of James Whitcombe
Riley Children’s Hospital in Indianapolis.

“Benchmarking is like a signpost to me. It indi-
cates the areas I need to go look at in more detail 
or depth to determine if opportunities for improve-
ment exist if I’m outside the benchmark,” adds
Teresa A. Stroud, RN, MSN, vice president, patient
care services, at Kosair Children’s Hospital in
Louisville, KY.

“I start by looking at all benchmarks from both 
a quality and a financial framework,” she contin-
ues. “Our mission as a pediatric hospital is to pro-
vide the best quality of care. That can be defined 
as clinical quality, but it is also entails a fiscally
responsible level of care; we have to remain fiscally
sound so we can continue to fulfill our mission.” 

“Financial benchmarking should be used as part
of the performance improvement process, just like
we use outcomes measures,” asserts Sharon Lau, 

a consultant with Medical Management Planning
(MMP) in Los Angeles.

Lau is quick to add that such benchmarking
should not be viewed in a vacuum. She says she
pictures health care as a three-legged stool com-
prising cost, quality, and speed of service. 

“Take the laboratory as an example,” she says.
“Your productivity/financial indicators may
include cost per billed test. Those numbers could
be very low, leading you to conclude you are
very productive. But what if it takes six hours 
to get a CBC with differential results, and 50% 
of them have to be redone? That’s why you have
to balance all three of those aspects.”

You certainly can use your financial data to
set targets for productivity or supply costs, she
notes. “That’s what we recommend, but you
need to look at all three ‘legs,’ making sure you
are well-balanced, and try to raise the bar in all
three areas.”

Both Stroud and Hammeran have employed
benchmarking in a wide variety of applications.
“When we first started working with MMP about
eight years ago, we were really bad on supply
costs per adjusted discharge,” recalls Stroud.
“Since that time, we’ve worked really hard on
managing supply costs. We’ve been able to use
benchmarks to give us direction, and since we’ve
benchmarked a group of hospitals, they’ve given
us ideas as well. In the process, we’ve been able
to make improvements; we’re now below the
median [in costs]. We’re not the best, but we were
the worst out of 19 to 20 hospitals, and we’ve
improved to within the top five.”

Stroud has utilized measures such as total
expense per adjusted patient day to assess perfor-
mance at her 255-bed tertiary teaching pediatric
acute care facility, which is affiliated with the
University of Louisville. “We’re part of a multi-
hospital system, so there are expectations about
our performance,” she explains. “Because we’re 
a pediatric hospital, there’s not that much bench-
marking data out there. The common practice
would be to compare us to adult hospitals, so
MMP [and its data bank of children’s hospitals]
helps me justify my staffing.”

Hammeran faces a similar challenge. “We’re
an institution within Clarian Health Partners, a
collection of facilities that includes the state’s
only university teaching hospital, its premier
private care hospital, community hospitals, and
us,” he explains. “Like any other institution that
is part of the system, we have to compete for
resources. What we usually find is that kids are
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more expensive [to treat] than their adult coun-
terparts, and children’s hospitals have higher
staffing ratios.” Hammeran says children’s hos-
pitals typically staff eight FTEs per adjusted
occupied bed, vs. five FTEs for a typical adult
hospital.

When it comes time for the system to cut
costs, the natural tendency is to treat all facilities
the same. Benchmarking, however, enables
Hammeran to demonstrate the distinct nature 
of his hospital. “It allows us to demonstrate that
an FTE cut to us has a more profound effect than
it would on an adult hospital,” he observes. “We
have consistently seen situations where if you
look at systemwide benchmarks, we’re in good
shape, but compared to other children’s hospi-
tals we need to add staff.”

Stroud has had a number of other occasions 
to use benchmarking to address financial issues.
“We put together a performance improvement
team for our emergency department [ED] and
redesigned the patient flow process and devel-
oped an admission express unit. This reduced
wait times for beds and offloaded workloads 
for the ED,” she recalls. “We saw patients in a
more efficient manner, but with the redesigned
staffing, we actually decreased total costs per
visit.”

She says she also has benchmarked length-
of-stay data for specific DRGs. She has one word
of advice for those looking to do the same:
“Revenue benchmarks, costs, and numbers in
general can be pretty straightforward, but issues
can be buried as well; you can’t just look at the
surface,” she says. “During one benchmark pro-
ject I had a blip on labor costs, and I had to go
down behind the numbers and study the prob-
lem. What I found was that my psychiatric unit
was markedly different from those in other kids’
hospitals, so in that case it told me the higher
labor cost was appropriate.”

The two major areas in which Hammeran
employs benchmarking are productivity and fis-
cal performance. His facility, a 262-bed hospital, is
the only acute care children’s hospital in Indiana.

“We’re highly specialized, which is reflected in
the case mix index [CMI], the second highest
among the members of the National Association
of Childrens’ Hospitals and Related Institutions,”
he says. CMI, Hammeran notes, is a measure of
case complexity, but it also can be used as a proxy
measure of acuity.

When it comes to productivity benchmarking,
“We measure most major departments in terms 
of worked hours per patient day, and ancillary
services by worked hours per test or procedure,
and larger areas like support or maintenance in
worked hours per square foot,” he says. “These
are the most relevant indicators of actual produc-
tion or workload. While they are not adjusted for
acuity, it is helpful to the extent you can cluster
similar patients in each unit.”

In fiscal areas, his staff looks at measures like
cost per adjusted patient day and other indicators
of fiscal health like profit before and after dispro-
portionate share revenues. “We consider operat-
ing margin, what our salary and benefit costs are
per FTE, benefits as a percentage of salary, num-
ber and vacancy rates per RNs, supply expenses,
and energy costs per patient days,” he notes.
“This way we get some sense of how we’re faring
within the local market.”

His competition is basically not other children’s
hospitals, but community hospitals in the sur-
rounding area, he explains. “If we get too big a
distance between us and them in our charges or in
our costs per patient day, insurers will simply have
patients sent someplace else,” he says. “In theory,
ultimately children’s hospitals would become
places where only transplants are done, and they
will be the most expensive hospitals around. To
avoid that, we depend on a certain amount of
‘bread and butter cases,’ and in turn we have to 
be reasonable on what these cases cost.”

Accordingly, his hospital used benchmarking
to help determine where its rate structure should
be. “We wanted to be the most economic facility
we could, despite our high case mix,” says
Hammeran. “Some insurers will refer patients
out to us across state lines, because we are one 
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of the best places to send patients for transplants.
But our charges are probably some of the best 
in the country among children’s hospitals, and
our outcome survival rates are superior, so we 
are a very good buy.”

Benchmarking can be used effectively as a
way to identify opportunities for improvement
in financial management, says Lau, but it’s
more effective if it becomes part of the culture.
“Benchmarking is like any other tool; if you use
it at the 11th hour, it will just be seen as a ‘slash
and burn’ tool,” she notes. “This makes front-
line managers afraid of it.”

You should keep your expectations reasonable,
she adds. “We don’t expect clients to get to the
top right away,” she says. “We set a reasonable
target, say 80% of your ultimate goal, for the first
year. Then, you can go for 90% the second year,
and so on. But make it part of the whole culture
of your organization; don’t wait until you have 
a dire situation to use it.”

Despite the undisputed value of benchmarking
in financial endeavors, you shouldn’t operate
with blinders on, Hammeran warns. “One of the
problems all administrators have is that they
spend a disproportionately large amount of time
on the fiscal end of the house and not enough on
clinical care indicators,” he says. “In a very real
sense, if you do the right things clinically, eco-
nomics will take care of itself. I prefer to look at
what our measures are in the clinical realm com-
pared to other children’s hospitals — cardiac
mortality rate, catheterization complication rates,
five-year survival rates, and so on. If you don’t
have the best rates or you’re not in close proxim-
ity to the best, you should be doing a gap analy-
sis to find out why other institutions have better
rates than you.”  ■

Ergo site offers free 
downloads, resources
Cost analyses of ergo programs available

Back injuries are second only to the common
cold as a cause of back injuries. And they are

more than four times more common in health
care than in other industries.

After noting those facts, a new Premier Safety
Institute web resource offers basic information
about ergonomics and links to dozens of other
resources, including cost analyses of ergonomic
programs, descriptions of equipment, and suc-
cess stories of hospitals and nursing homes. The
site contains more than 20 downloads with more
than 700 pages of information. It can be accessed
at www.premierinc.com/safety.  ■
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