
Cardiac rehab programs face task 
of attracting women for treatment
New approaches urgently needed to get women involved 

The studies continue to pile up that show women aren’t participat-
ing in cardiac rehab nearly as much as men. Maybe it’s because
heart disease is still considered a man’s problem, even though it’s

actually the No. 1 killer of women. Maybe it’s because women heart
patients tend to be older and sicker than men. Maybe it’s because not as
many women are referred to cardiac rehab or not as many stick with it. 

But whatever the reasons, now is the time for rehab programs to take
action, experts say.

“It’s time to intervene,” says Veronique Roger, MD, professor of
medicine and consultant in the division of cardiovascular diseases at
the Mayo Clinic in Rochester, MN. “Yes, we do need to understand
what the barriers are, but we need to intervene and find different ways
to approach women with heart attacks, either at the time of the hospital
stay or shortly thereafter. You can’t approach the burden of heart dis-
ease for a 70-year-old man in the same way as for a 50-year-old woman.
The implications in terms of life-cycle issues are completely different,
and we need to rethink it.”

Roger, an observational epidemiologist, has been studying utilization
of cardiac rehab in Olmsted County, MN, where the Mayo Clinic is
located. Her preliminary data in a recent study of patients after a first
heart attack showed that cardiac rehab was used less among women
and older people than among men and younger patients. The study
ruled out lack of insurance and the presence of comorbidities as a deter-
mining factor. Roger also found that women were less likely to receive
primary prevention counseling after stress testing. 

“Rehab is the vehicle for secondary prevention. With shorter hospital
stays, we need to address this,” Roger says. “Women typically experi-
ence heart attack at an older age than men, and they sometimes have
transportation issues and social isolation issues. Over the last 20 years,
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heart attacks have been increasing among women
and the elderly. There’s a sense of urgency to
exploring these issues.”

Other researchers have found similar results in
recent years. A North Carolina study showed that
although 46% of coronary heart disease deaths in
the state occurred in women, between 60% and
70% of participants in cardiac rehab programs
across the state were men.1 Another study of 3,841
patients enrolled in the Minnesota Heart Survey
Registry found that 22% of women used cardiac
rehab, compared to 41% of men.2 In a 2002 study
published in Circulation, researchers found a 47%
participation rate for women vs. 63% for men.3

Half of the studies cited in the 1995 Cardiac
Rehabilitation Clinical Practice Guidelines issued 
by the Agency for Healthcare Policy and Research
dealt only with male patients, and studies that

included women had less than 20% female
patients.4 The panel that wrote the guideline cited
the need to encourage women to participate in
cardiac rehab programs. 

Physicians lead the way

Sharonne Hayes, MD, director of the Mayo
Clinic Women’s Heart Clinic, says while more
clinicians are becoming aware of this issue, she
still is surprised by the number of women who
don’t participate in rehab programs. Hayes co-
wrote an article earlier this year based on a
national survey of women heart patients funded
by WomenHeart: The National Coalition for
Women with Heart Disease. Less than 60% of
the women in the study who had a diagnosis of
coronary artery disease had received cardiac
rehab services.5

“My feeling as a cardiologist is if you have
coronary disease and have had an intervention,
you should participate in a rehab program at
some point. What was striking in our study was
the number that had not,” Hayes says. “Women
who participate in cardiac rehab are less likely to
have a heart attack and are more likely to live at
five years. Women tend to have a higher risk bur-
den after heart attack or bypass than men. If any-
thing, we should be sending more women to
rehab than men.” 

In the WomenHeart survey, 31% of women
with coronary artery disease were not referred to
rehab. Of those who were referred, 16% did not
attend, citing such barriers as lack of insurance,
inconvenient location, and no transportation.
Fifty percent of those who went to cardiac rehab
rated the experience as very positive, while 34%
said it was helpful but lacking in selected areas
such as support systems. 

“The No. 1 predictor of a woman going to car-
diac rehab is the strength of the physician’s rec-
ommendation,” Hayes says. “If the physician
says she can go or not, she’s not going to go.
Physicians can discourage rehab by not encour-
aging it. Physicians need to realize they person-
ally have a pretty big effect on how a woman
might get her health care.”

Many of the women in the survey indicated
they were brushed aside or their worries were
minimized. “Some of them were relieved at first,
because nobody wants to have heart problems,
but they were angry later when they were found
to have real disease,” Hayes says. “We didn’t sur-
vey men, but there certainly was a perception
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among women that they might have been treated
differently if they were men.”

Both physicians and women patients need 
to think “heart” when they encounter symp-
toms, Hayes says, especially if the women are
over 65 and past menopause. “They may be 
able to quickly eliminate heart disease as a diag-
nosis, but if you never think it, that’s a prob-
lem,” she says. “For women over 75, the risk 
of heart attack approaches that of a man’s. Pre-
menopausal women have a low rate of heart 
disease, but it’s still their No. 1 killer. You’re
never immune from heart disease.”

Why women won’t go

But even when heart disease is correctly diag-
nosed, women still may avoid cardiac rehab. In
the WomenHeart survey, women who didn’t go
to rehab or who dropped out before finishing the
program cited barriers including the following: 

• For young women, it’s a sea of gray hair.
“There aren’t very many young women, but they
have particular needs that are not being met in the
rehab environment as it currently stands across the
country,” Hayes says. “They go to rehab and it’s
predominantly older men or women. Nobody 
else is worrying about carpools and child care.”
Younger women also tend to be reasonably fit and
need more psychosocial support than exercise
training. Some of Hayes’ patients have joined
breast cancer support groups because they couldn’t
find a heart-related group.

• Rural women cite location and transporta-
tion issues. And there could be a cultural issue
as well: “If you’re a farm wife, you may need
permission from your husband to go to rehab,”
Hayes says. 

• Older women may lack social support to
encourage their participation. “You’ll often see a
man who had a heart attack, and his wife drives
him in and sits there and knits while he goes on
the treadmill,” Hayes says. “Many of the women
are widowed and have a lower income level.
There’s no one driving them in.”

• Older women also tend to have more comor-
bidities such as arthritis or hip replacement that
make an exercise-based program difficult.

But perhaps the most striking piece of infor-
mation to come out of the WomenHeart survey
was the incidence of mental health issues, Hayes
says. Fifty-seven percent of the women reported
some type of mental illness, such as anxiety or
clinical depression, associated with their heart

disease. “Depression appears to be more com-
mon in women after a heart attack, and that
increases their risk of further heart problems,”
Hayes says. “If the emotional issues are not
treated, it defeats the purpose of rehab. If you’re
depressed, you’re not going to want to exercise.
The mental health aspect for rehab is critically
important to deal with.” (See story on p. 52 for
more information.)

Mayo has begun to address the problems
women heart patients face. For starters, the hos-
pital offers a monthly outpatient support group,
says Kathy Zarling, RN, MS, cardiac rehab coor-
dinator for the Mayo Medical Center. “Patients
come back and discuss their anxieties and stum-
bling blocks,” she says. “We have a whole gamut
of patients across medical, interventional, and
surgical cardiac. We want to make sure we’re
dealing with the psychosocial aspects because
that’s an important part of recovery.”

The Mayo Clinic also has stepped up its efforts
to make sure all heart patients get cardiac rehab
referrals. With ever-decreasing lengths of stay, it’s
easy to miss a patient who comes in for a stint
and goes home the next day. The hospital has put
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Tips to get more women into
your cardiac rehab program

According to experts at the Mayo Clinic in
Rochester, MN, cardiac rehab programs that

want to attract more women patients should take
the following steps:

• Make sure the hospital has a policy in place
to identify inpatients who need cardiac rehab. All
patients who have an intervention, bypass
surgery, or heart attack should get a referral.
Work with the cardiac care unit staff, surgeons,
and cath lab staff to identify these patients. 

• Dedicate an RN from cardiac rehab to visit
inpatients and start the education process before
they leave the hospital. Make sure patients leave
with an appointment for rehab. 

• Offer a range of group sessions and one-on-
one sessions in your program.

• Offer social support as a standard part of the
program.

• Consider single-gender classes on such top-
ics as weight control, stress management, and
nutrition.

• Offer flexible scheduling and more exercise
options such as aerobics, swimming, and walking.

• Search for ways to increase family support.



Women less likely to go 
to rehab without support
Cardiac rehab a low priority for many

Women are busy working, washing, cooking,
and cleaning. They take care of everyone

around them before they take care of themselves.
They have strong needs for social support. And
they frequently have no idea they are at risk for
heart disease.

Add all those components together, and you
have the perfect recipe for a population that is not
always well-served in cardiac rehab programs.
“Women with heart disease often return to a
home where the demands upon them do not
change,” says Charles Emery, PhD, associate pro-
fessor of psychology at The Ohio State University
in Columbus. “It’s very different from what men
experience with that same diagnosis. That sounds
stereotypical, but it’s often true that people at
home become more supportive when a man has 
a heart attack. For women, there is often a lack 
of recognition on the part of the people around
them.”

Emery recently presented the results of a study
on gender differences in quality of life among car-
diac patients to a meeting of the Washington, DC-
based American Psychological Association. The

study of 536 Ohio State University Medical
Center patients with a variety of heart problems
found that heart disease takes a greater toll on
quality of life in women than it does in men.
Women reported poorer physical and psychologi-
cal functioning than did men immediately after
hospital treatment and for a year following. 

“For women, lower quality of life was associ-
ated with feeling they didn’t have enough sup-
port from friends and family, but levels of social
support did not influence psychological function-
ing among men,” Emery says. “In cardiac rehab,
the way we treat women is the same way we treat
men. We don’t recognize that they have different
needs.”

Ongoing support needed

Emery and his colleagues provide monthly
stress management classes for cardiac rehab
patients, and they encourage rehab staff to refer
patients to them for counseling when needed.
Patients are given questionnaires to fill out, and
if they report any type of emotional distress,
they are referred to the psychology staff. But
more could be done at Ohio State and in rehab
programs across the country, he says.

“There is no ongoing degree of social support
built into the rehab system,” Emery says.
“Certainly in other patient populations, such 
as women with breast cancer, we have seen 
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procedures in place to identify all patients who
come in for interventional procedures, bypass
surgery, heart attacks, or coronary artery disease.
The goal is to have a rehab nurse visit those
patients before they leave the hospital, but if
patients are missed, the nurse calls them at home. 

“We try to have an outpatient appointment in

their hands before they leave the hospital,” Zarling
says. “If they’re outside our area, we find the most
convenient location for them. We send a letter to
that cardiac rehab program, we call the program,
and that provider calls the patient at home.”
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the benefits of group therapy. But it typically
hasn’t been done in women with heart disease.
In standard cardiology practice there hasn’t
been a focus on longer-term care and rehabilita-
tion. We need to pay more attention to that
aspect of treatment.”

The best and most cost-effective way to address
women’s psychosocial needs in rehab is to develop
support groups, Emery says. They don’t have to 
be formal, and they don’t have to be led by rehab
staff. Patient-led groups can create both a sense of
belonging and a sense of responsibility to the pro-
gram. The need also could be addressed through
an informal buddy system in which a long-time
patient mentors a new one. 

“The staff is overworked most of the time. We
have to find a way to get patients to help each
other and let the staff serve as a resource,” Emery
says. “The patients who stick with rehab are the
ones who connect with other patients and staff
and who feel a sense of belonging.”

Family needs often come first

Part of encouraging that sense of belonging
may lie in staff recognition of the difficulties
women face, says Amy Eyler, PhD, assistant pro-
fessor of community health at St. Louis University
School of Public Health. Eyler is editor of a book,
Environmental Policy and Cultural Factors Related 
to Physical Activity in a Diverse Sample of Women
(Haworth Press, 2002), that explores why women
exercise less than men. The book consists of seven
research studies funded by the Centers for
Disease Control and Prevention and the Robert
Wood Johnson Foundation as part of the
Women’s Cardiovascular Health Network. 

“Women were so adamant about their social
roles,” Eyler says. “They said they just don’t have
time to exercise. We heard it loud and clear: They
said, ‘We’re too busy and it’s not a priority.’ They
feel guilty about taking time away from their
duties.”

While women across cultures mentioned feel-
ing guilty about exercising and lacking social
support for the activity, there were differing
explanations for lack of physical activity among
some groups:

• African American women said they feel it is
more culturally acceptable for them to be heavier
than Caucasian women. 

• American Indian women said their commu-
nities often frowned upon women who did “pur-
poseful exercise” rather than chores.

• Latina immigrants mentioned not speaking
English and a lack of confidence as barriers.

Eyler suggests that cardiac rehab programs
emphasize the idea that women who take care
of their health will be able to take better care of
their families. She recommends being aware of
the lack of confidence older women who have
never exercised may feel. “My mother is 72 and
went through cardiac rehab, and just the idea 
of putting shorts on was really hard for her,”
Eyler says.  ■

Hospital staffing affected
by initial troop call-ups
Provide care for families left behind 

During Operation Desert Storm in 1991, the
massive call-up of local troops and National

Guard units in the Tacoma, WA, area created
huge problems for Multicare Health System.
“We lost people all the way up to the level of
vice presidents,” recalls Todd Kelley, a spokes-
man for the three-hospital system. “Even then,
though, when there was a palpable shortage in
some areas, we were able to fill in the gaps. And
fortunately, it didn’t turn into a long-term situa-
tion. Everyone was back inside six months, and
some even sooner.”

So far in the war in Iraq and the current ten-
sions surrounding North Korea, the impact for
Multicare facilities has been minimal, says Kelley.
“But it is a situation that is very difficult to plan
for. Someone who is here right now could get
their activation call at 4 this afternoon and ship
out within the week. Others who may be at risk
for call-ups never get activated. It is really hit and
miss.”
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That makes planning difficult, Kelley contin-
ues. “If we lose multiple staff to a deployment,
ramping up recruitment won’t help because the
entire local area will be affected and staff will not
be available to any of us,” he says. Adjustments
would likely occur simply by asking staff to pick
up extra shifts and using agency and traveling
staff. 

The Cape Fear Valley Health System in
Fayetteville, NC, started planning for the even-
tual call-up of troops back in June, says Terry
Stefanski, personnel services coordinator for
the system, which covers an area that includes
the Fort Bragg Army base and Pope Air Force
Base. “There was an increase in comings and
goings at the bases, so we started looking at
how we could fill the gaps that would occur.”

Most of that consists of reaching out to employ-
ees and helping them prepare emotionally and
financially for the eventual deployment, she says.
“We direct them to the right places for assistance;
we attend meetings on the bases and collect infor-
mation for them. We even have question-and-
answer books for employees.”

The system also tries to keep the entire staff
informed about resources available at the hospital,
in the community, and at the bases through work
e-mails and paycheck inserts, says Stefanski. For
instance, over Christmas, families were told when
Santa was on base for the kids and how to send
tapes to soldiers for free.

Meeting special needs in a military town

So far, says Stefanski’s colleague Charles
Stuard, director of women’s and children’s ser-
vices at the system, they haven’t lost as many
people as they feared they would — although he
admits it is still early in the deployment process.
The limited loss of staff is something Stuard cred-
its to the system’s program of being there for staff
in a time of need. “Everything we do is designed
to help keep the staff we have happy and here,”
he explains. “In military towns, when a soldier 
is deployed, if you can’t make it work for the
spouse, he or she may pack up and move back 
to be with the family. What we try to do is help
them see there is a family here for them that can
help them with issues as they arise and guide
them toward the information they need to make
it work.”

Money can be a big issue for National Guard
families. Military pay is disbursed monthly, and
it may lag behind the actual activation by some

weeks. At Multicare, Kelley says deployed
employees can cash out annual leave or get early
paychecks for their families. Health insurance is
also continued through the end of the month of
the deployment, and COBRA insurance is avail-
able for the family.

Child care can be another big issue, particu-
larly when a nonemployed spouse is called up
for Guard duty. There also are cases where sol-
diers handled night duty with the kids so the
spouse could work night shifts at the hospital,
says Stefanski. “Scheduling is the biggest issue,”
she says. “Sometimes the deployed soldier
picked up kids from school or day-care centers;
sometimes they provided the actual care for
dependent children.” As a result, scheduling
options have multiplied, Stefanski says. Workers
may still pull 12-hour shifts, but instead of work-
ing from 7 a.m. to 7 p.m., they come in from 8
a.m. to 8 p.m. Some staff members even have
been moved to other departments to make it eas-
ier for them to keep working and take care of
their families. The changes are made on a case-
by-case basis and are unlikely to be maintained
once the deployments end.

Because nearly everyone in the Fort Bragg-area
community is affected — about half the staff at
Cape Fear Valley Health System have military
ties in some way, and about 30% have a spouse
who is a member of the military — staff members
who can step up and help colleagues in need are
usually very willing to do so. “They know why
we are making unique exceptions with schedul-
ing,” says Stuard. 

The Cape Fear Valley health system also has
worked with day-care centers in the area to 
find out what care options are available, which
centers pick up from area schools, and which
ones have 24-hour care. The on-site day care 
at the system’s Highsmith-Rainey Memorial
Hospital is even considering expanding its
hours of operation. “But that depends on find-
ing adequate staff to meet state requirements,”
Stefanski explains. 

By attending base meetings, Cape Fear Valley
personnel also can alert affected employees about
military financial assistance programs, local mer-
chant discounts, family activities that occur on
base, and other programs that could be of use to 
a family trying to keep their routine during a
deployment. “Most of our employees have more
contact with us than with the base, so us going
and finding the information is a more comfort-
able option for many of them,” Stefanski says.
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There are also regular support meetings at
Highsmith-Rainey Memorial Hospital that are
advertised through the work e-mail system, she
says. People can meet each other and find a
shoulder to cry on or an ear to listen. Meetings
may also include opportunities to do activities 
to support the troops. One February meeting was
devoted to making Valentines for soldiers who
have shipped out.

Stefanski is sure that the work of the Readiness
Committee has helped the system to keep some
employees that might otherwise have been lost.
“By being proactive, we have precluded the need
to up our recruitment,” she says. “Eventually, the
deployed individuals will come back, and then
we have a more loyal employee because we took
care of them in their time of need.”  ■

Performance testing may
be better safety indicator 
Drug testing may miss ability problems

Testing for substance abuse through traditional
methods like urinalysis or saliva analysis may

be a given in many businesses and industries
today, but the practice is not without its flaws. In
fact, say some observers, there are much better
methods available to help ensure safety and opti-
mal performance.

“Drug tests are a remarkably bad idea, but they
are required [in many industries],” says Raphael
H. Warshaw of Workers’ Disease Detection
Services (WDDS,) a screening and consulting
company in Claremont, CA. 

“Remember, drug testing is mandated in
transportation and in several other areas,” he

continues. “But if you’re trying to prevent acci-
dents, that’s where you need performance-based
alternatives.”

Performance-based tests, says Warshaw, can be
divided into three major groups:

• neurological testing;
• fit-for-duty testing;
• toxicology.

Traditional testing has limits

The numerous limitations of urinalysis and
other traditional forms of drug screening create 
a need for performance-based alternatives, says
Warshaw. “Certainly, there’s the issue of what
you are trying to accomplish,” he notes. “If
you’re trying to determine if someone is fit to do
a particular task, then drug testing will not help
too much. It merely gives you the level of a sub-
stance [in someone’s system].”

WDDS’ services grew out of work Warshaw
conducted at the University of Southern
California. “What we’ve done is develop tests
on balance, vigilance [the ability to concentrate
and react appropriately], and speed of reaction,
all in one test,” he says.

Warshaw has done a lot of this kind of testing
for construction firms. “Our system is simply a
computerized device with a specially constructed
keypad that reports the difference between nor-
mal and abnormal readings,” he explains. “The
big contribution we’ve made isn’t in the test
itself, but we have developed reference values in
a number of different occupations. For example,
if you are an employer at a nuclear plant, you
want to know your employee is watching his
console. Also, in the amusement industry, if you
have a ride operator watching a roller coaster,
you want to be sure that individual is actually
paying attention.”

Warshaw recalls a study he conducted with the
Los Angeles County Sheriff’s SWAT team. “We
took a group and put them in a hotel. Then, we
took an equal number in a separate group and
dosed them selectively with alcohol,” he reports.
“A small number of the participants failed on the
tests with a blood alcohol level of zero. Then we
dosed them all the way to a .1 level of alcohol,
and about half passed the test. OK, now it’s time
to go home. Who do you ride with — the one
who passed the test, or the one with an alcohol
level of zero?”

The message here is that as an employer, in
many cases you want to find out if someone at 
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a particular time can do a particular thing, and
drug testing, says Warshaw, just will not do that.

WDDS is just one of many organizations work-
ing with performance-based alternatives, say
Warshaw. “There are very sophisticated devices
developed through the military — eye tracking,
for example, to evaluate very subtle changes,” he
notes. This can be used by sports organizations 
to evaluate people who want to be race drivers,
for example, says Warshaw. “Some electrophysio-
logical systems look at the actual performance of
the nerves; visual testing is being looked at and
used, as well as some simulators.” Researchers 
at UCLA are making superb use of technology 
in the area of toxicology, he adds.

As impressive as performance-based alterna-
tives appear to be, they also have their limita-
tions, Warshaw admits. One of the negatives is
that in order for these methods to be effective,
you have to use them frequently, he notes. “You
can do it once a year, but you’ll be giving away a
large benefit. That will tell you the baseline, but
what’s more important is whether there has been
any change.”

For example, if you have a driver who is
tested once a year and passes, you might assume
she is fine. But if you test her more often, when
she flunks you can refuse to send her out. “In
order to get the maximum benefit, optimal test-
ing would be done before every dispatch,” says
Warshaw. 

Of course, he concedes, that can get expensive,
depending on what test you are using. “Our sys-
tem is pretty inexpensive — less than $3,000,” he
says. If you use the system for recruitment and
training, it will likely pay for itself, Warshaw says.
It beats having no performance testing. “If you
put someone to work who will fail out, you’ve
made a bad investment,” he says.

The bottom line, says Warshaw, is that there is
no one method at present that serves all employ-
ers’ needs to ensure optimal employee health and
performance. “Someone who really wanted to do
a good job would use a combination of methods,”
he concludes.  ■

The big picture counts 
in mental health, too
Productivity affected across entire organization

Employee Assistance Programs and similar ser-
vices are available in many organizations to

help employees with mental health issues, but not
nearly enough attention is paid to mental health
on the organizational level, says Jeffrey P. Kahn,
president of New York City-based WorkPsych
Associates. And just as mental health issues can
affect the productivity of an individual, they can
also affect the overall productivity and perfor-
mance of an organization.

“Everybody has seen the effects of emotional
problems on productivity — from the depressed
worker who can’t concentrate on the job, to the
person with marital problems who ends up argu-
ing with the boss, too,” notes Kahn. His services,
which include individual and corporate consulta-
tion, policy development, prevention programs,
and management training, are designed to com-
plement existing management and mental health
programs. “What people don’t realize is that what
is obvious on a small scale is just as real on a large
scale, too.”

In other words, mental health issues do not
occur in a vacuum. “Employees who are happier
people tend to be more productive workers.
Everybody knows that on the micro side, but not
surprisingly, it’s equally important on the macro
side,” Kahn explains.

There are a variety of ways to look at mental
health, ranging from individual problems to
organizational problems — from bad office poli-
tics to dilemmas of organizational change, notes
Kahn, who is co-editor of a new book called
Mental Health and Productivity in the Workplace: 
A Handbook for Organizations and Clinicians
(Jossey-Bass, San Francisco). Common organiza-
tional issues include the following:

• issues of ethics;
• workplace violence;
• leadership and organizational structure;
• organizational change;
• emotional crises in the workplace;
• executive distress;
• job loss and uncertainty;
• working abroad;
• office politics.
“All of these can leave workers unhappy and
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not as effective as they might want to be,” says
Kahn, adding that “what happens at the top
makes a huge difference in terms of corporate
culture.”

In order to maximize the productivity of your
organization, you need pay attention to a number
of different potential problem areas, says Kahn.
“For example, you need to look at the corporate
culture — if the company is seen as fair or whether
people feel trusting in that environment.”

It’s very important to look at management
leadership style, Kahn adds. “Managers who act
like [Gen.] George Patton can certainly get things
done well and quickly, but only at great emo-
tional cost to employees, and in a situation where
it’s not easy for them to quit,” he points out. “For
instance, some unhappy workers on Wall Street
are paid an enormous amount of money so they
feel they cannot quit.”

In the long run, the most effective and produc-
tive approach is to try to understand what makes
your people tick and what works for them, Kahn
says. The emotional component is even important
for people with physical medical problems, he
asserts. “One recent study shows that if you tried
to predict the length of disability for workers
with back problems, the best predictor is the level
of stress and anxiety they’re experiencing,” he
observes. 

Thus, he says, it’s useful to keep in mind
when certain health issues turn up in the work-
place that you may need to understand the psy-
chiatric aspects that can be associated with those
illnesses — for example, absenteeism, violence
in the workplace, or critical incidents.

Kahn also is a strong advocate of what he refers
to as quality mental health care. “It’s important to
front-load the system with the most skilled clini-
cians you can for initial diagnosis,” he says. “Most
companies do the opposite, and use a low-level
approach. Often, employee/patients get lost in
the shuffle, not getting the help they need, or get-
ting it much later than they should.”  ■

Retention: The pound 
of cure for recruiters
Why hire, when keeping them is so much easier?

If the cost of replacing a typical employee is 
up to twice the annual salary of that worker,

why don’t organizations spend more time and
resources trying to retain their employees? It’s 
a question that Beverly Kaye, EdD, CEO and
founder of CareerSystems International in
Sherman Oaks, CA, thinks about often. “If you
walked into your office and found a computer
stolen, you would rant and rave,” she says. “But
if a $100,000-a-year employee walks out your
door, you don’t blink an eye.”

Kaye says when she talks to groups or clients
about retention, most react the same way: by telling
her they know all this stuff already. “But some-
times, even if the intentions are in the right place,
actions don’t always match up. The day’s work, the
day’s problems, get in the way,” she says.

Those who do think about it often seem to
think keeping staff is all about money. “Most of
what it takes to keep your top talent isn’t about
money or perks. Most of it is in a typical man-
ager’s control.”

There are many reasons why good performers
leave, says Kay Robinson, SPHR, director of
human resources consulting services at the con-
sulting firm RSM McGladrey in Wilmington, NC.
First, they don’t see a link between their perfor-
mance and their pay, and they see no differentia-
tion between a good employee’s treatment and
the treatment a mediocre employee gets. “They
see no opportunity for advancement, they don’t
see their contributions as valued, and they don’t
get to use their natural talents. Sometimes they
leave because there are unclear or unrealistic
expectations, which means the company has
failed to communicate well. But most impor-
tantly, good talent leaves because they refuse 
to tolerate abusive managers.”

In coming up with performance appraisals,
look at a manager’s or supervisor’s vacancy and
turnover rates, Kaye says. Be sure you ask them
why they think they lost certain talent and what
they are going to do to prevent future losses.
Make sure you also get feedback — anony-
mously is best — from employees about their
managers. And rather than focus on exit inter-
views for employees who are leaving, have
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“staying” interviews with those who remain.
Kaye explains what she does with her own

team. “I take a dozen core people on a retreat
each year and take them one by one for a walk on
the beach. I ask each one to tell me what it will
take to keep him or her on the team for another
year. It usually takes about an hour for them to
answer.”

In a tight economy, some of what they want
may be hard to give. “But I always learn some-
thing about them — something they want that is
easy and that I wouldn’t have even guessed at on
my own.” One person wanted a new title because
it would please her mother. “I never dreamed a
title would have any importance to her,” Kaye
says. Another person wanted the chance to be on
a specific project; a third wanted to be in on the
brainstorming session for Kaye’s latest book. “If
you don’t ask, you can’t know. And in health
care, where there is so much stress and so little
appreciation, you might be surprised at how far
finding ways to say ‘thank you’ will go. Just
acknowledging that a patient was really hard 
on a nurse means a lot.”

Three things make a difference in retention,
says Kaye: 

• knowing the importance of supporting the
growth and development of your staff; 

• knowing that that how you treat people one-
on-one matters and is a key builder of loyalty; 

• knowing that it is possible to build an envi-
ronment in which people truly want to work.

A top-down issue

If leaders aren’t committed to employee reten-
tion, then you can’t expect those on the front line
to pay that much attention to it, says Roger
Herman, chief executive officer of The Herman
Group in Greensboro, NC, and author of many
books on employee retention. Once the leader-
ship is engaged in the process, then you can
ensure that your organizational culture reflects
that belief.

Senior management then makes sure the lead-
ership’s statements about retention are put into
action, Herman says, and that employees are
really cared about, empowered, and given mean-
ingful work. “Human resources is in the middle
of all of this, but I think it’s not an HR issue, but 
a management issue,” he says. “HR can advise,
teach, coach, and equip the managers, but the
managers themselves have to do the retaining.
There is plenty of research that has been done

which shows conclusively that the most influen-
tial factor in how long someone stays in a posi-
tion is the relationship between an employee and
his or her immediate supervisor.”

Kaye agrees that the role of human resources
staff is not to focus on retention themselves but 
to instill in the manager the importance of having
a “talent mindset.” Talking it up isn’t enough,
either. “You have to invent accountability systems
that say you won’t tolerate managers who don’t
treat people well. If they lose talent, if they don’t
try to keep talent happy, then you’ll ding them.
It’s only about profit in that the way to profit is
through your people.”

Robinson concurs with her peers that reten-
tion must be a core issue for an organization. 
“If an organization is truly focused on being the
employer of choice, everything that you do,
from selection and orientation to training, man-
agement, and rewards will focus on employees
as an asset,” says Robinson, who works exten-
sively with health care clients.

Almost every mission statement says some-
thing about the importance of an organization’s
people, Kaye notes. “But then they don’t walk the
talk. Senior leaders have to model the behavior,
and every single manager should have a reten-
tion plan in place for their talent. Once they have
the plan written down, senior management has to
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• Keeping the People Who Keep You in
Business: 24 Ways to Hang on to Your Most
Valuable Talent by F. Leigh Branham, American
Management Association, November 2000.

• Keeping Good People: Strategies for
Solving the Dilemma of the Decade by Roger
E. Herman, McGraw-Hill, December 1991.

• How to Become an Employer of Choice 
by Roger E. Herman and Joyce L. Gioia, Oak Hill,
April 2000.

• Love ‘em or Lose ‘em: Getting Good
People to Stay by Sharon Jordan-Evans and
Beverly Kaye, Berret-Koehler, April 2002. 

• 1001 Ways to Reward Employees by Bob
Nelson and Kenneth H. Blanchard, Workman
Publishing Company, January 1994.

• First, Break All the Rules: What the
World’s Greatest Managers Do Differently 
by Marcus Buckingham and Curt Coffman,
Touchstone Books, May 1999. 



have tight systems in place to ensure it is carried
through.” After all, she adds, most managers
focus on what is inspected, not what is expected.

Robinson says having retention plans written
down can be a great help. “People have to see
and hear about the importance of retention all
the time,” she says. “It has to be listed in your
core values and be part of the way you do busi-
ness. It’s not a policy or a guideline but the very
essence of who you are.”

Put together a team of people to work on
retention, Robinson recommends. “Have a cross-
section of people from management to mainte-
nance and ask them what it would take to keep
them within the organization. Brainstorm about
the things you want to do, be it training courses,
bonuses, nonmonetary rewards, or other kinds
of recognition. Often it is the little things that
count, like loans for computers or buying lunch
at the end of a big project. This doesn’t have to
be expensive stuff.”

Indeed, Kaye says, there are several books that
have many ideas for inexpensive yet powerfully
effective tools for keeping your good employees.
(For a list of some of this reading material, see
box, p. 58.)

The retention committee should have a bud-
get and a bottom-line stated strategy of what it
hopes to achieve, such as keeping turnover low
or reducing a high rate, says Robinson.

The current shortages in health care are
expected to last well over a decade. But even
when they end, and for positions for which there
is no crisis in hiring and retention, this is some-
thing you should have in place, says Kaye. “It is
your people who deliver your service to your
patients. If you have employees who are treated
badly, they can’t deliver good service to patients.
So if patient care is important, and if your mis-
sion is to take care of sick people, then you better
learn to take care of your own employees the
same way you take care of patients.” 

Robinson says it is vital to care about retention,
regardless of the recruiting climate. “When you
do need to recruit, if you don’t show you care

about keeping your employees and keeping them
happy, then people won’t come to you. Turnover
is costly, and not just because of the costs of bring-
ing in a new person. It costs you in productivity,
low morale, overtime, and training. And in a
health care setting, it can even impact outcomes
and quality of patient care. When you lose people,
you aren’t losing the worst of your team, you are
losing the best and brightest.”

Employees are smart, she continues. “If you
want to attract and keep the best, you have to
treat them that way, and it has to be a forever
strategy.”  ■

OSHA alerts work sites
with high injury rates 

The Washington, DC-based Occupational
Safety and Health Administration (OSHA) is

alerting 14,200 employers across the country that
their injury and illness rates are higher than aver-
age and encouraging them to take steps to reduce
hazards and protect their workers. The 14,200
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sites are listed alphabetically by state on OSHA’s
web site at: www.osha.gov/as/opa/foia/hot_9.
html. However, the list does not designate those
earmarked for programmed inspections. 

“The purpose of the notification process is to
alert employers that their injury and illness rates
are above average,” says OSHA administrator
John Henshaw, “and then offer assistance that
will help reduce those rates. This process not
only raises awareness among employers of their
higher-than-average injury and illness rates, but
it also affords them a golden opportunity to take
steps to reduce those rates.”

OSHA identified establishments with the
nation’s highest lost workday injury and illness
rates based on data reported by 93,000 employers
surveyed by the agency last year (that survey col-
lected injury and illness data from calendar year
2001). This was the first year the data collection
initiative included the construction industry
(13,000 construction employers were surveyed). 

The two major groups of industries that
received the most alert letters were manufactur-
ing (7,108) and construction (1,692). When broken
down into individual industries, the industries
ranked as follows:

• Skilled Nursing Facilities (1,579);
• Nursing and Personal Care Facilities Not

Elsewhere Classified (322);
• Trucking, Except Local (303);
• Plastics Products, Not Elsewhere Classified

(291);
• Plumbing, Heating and Air Conditioning

(279);
• Department Stores (256);
• General Warehousing and Storage (250);
• Courier Services, Except by Air (208);
• General Contractors — Nonresidential

Buildings-Other than Industrial Buildings and
Warehouses (196);

• Electrical Work (187).
Workplaces receiving the alert letters had six or

more injuries or illnesses resulting in lost work-
days or restricted activity for every 100 full-time
workers. Nationwide, the average U.S. workplace
had just under three lost-time instances for every
100 workers.

Henshaw sent letters to all employers with
high injury and illness rates, and provided copies
of their injury and illness data, along with a list of
the most frequently violated OSHA standard for
their specific industry. While addressing his con-
cerns for the high rates, Henshaw also offered the
agency’s help in turning those rates around, sug-
gesting, among other things, the hiring of outside
safety and health consultants and using free
safety and health consultation services provided
by the agency through the states.

“The data collection initiative, which is con-
ducted each year, gives us a clearer picture of
those establishments with higher-than-normal
injury and illness rates,” says Henshaw. “Armed
with this information, we’ll not only be able to
place our inspection resources where they’re
most needed, but we can also use the information
to plan outreach and compliance assistance pro-
grams where they will benefit the most.”  ■
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Correction

In the April issue, Dr. Don Fletcher was
listed as an OD. He is an MD.  ■


