
Creative recruiting strategies help
facilities fill rehab nursing vacancies 
Providers try more education, better team concepts

In August 2002, the Roosevelt Warm Springs (GA) Institute for
Rehabilitation found itself with 44% of its registered nurse (RN)
positions vacant. The facility’s licensed practical nurse (LPN)

vacancy rate was 30%. 
Those numbers are high enough to make any rehab administrator

shudder. “We were in critical mode,” says institute spokesman Martin
Harmon. “We put together an interdisciplinary committee to work on
the problem, and things have stabilized. It’s still a problem, but we’ve
leveled the playing field some.”

The institute now has a vacancy rate of 13% for RNs and 10% for
LPNs. Harmon credits the improvement to a salary increase, intern-
ships with regional nursing schools, and an increased presence from
nursing staff and human resources staff at job fairs. The institute also
has encouraged nurses’ autonomy and input through an enhanced
team concept.

Nursing shortage expected to intensify

Experts expect the nursing shortage experienced at Roosevelt Warm
Springs and other hospitals across the country to intensify as baby
boomers age and the need for health care continues to grow. The Health
Resources and Services Administration estimated in a July 2002 report
that 30 states had RN shortages in 2000 and that as many as 44 states
will have a shortage by 2020 (see the report at http://bhpr.hrsa.gov/
healthworkforce/rnproject/default.htm). The U.S. Bureau of Labor
Statistics projects a 21% increase in the need for nurses nationwide from
1998 to 2008, compared with a 14% increase for all other occupations
(see www.bls.gov). The National Council of State Boards of Nursing
reports that the number of nursing school graduates who sat for the
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national RN licensure exam decreased by 31.3%
from 1995 to 2002. 

The shortage is not just a problem for admin-
istrators trying to fill shifts; it’s also a huge prob-
lem for patients. A study published in the
Journal of the American Medical Association found
that each additional patient a nurse is responsi-
ble for was associated with a 7% increase in the
patient’s likelihood of dying within 30 days of
admission. Each additional patient per nurse
also was associated with a 23% increase in the
likelihood of burnout and a 15% increase in the
likelihood of job dissatisfaction.1

“This is a nursing shortage that is not like any
other nursing shortage,” says Mary Walker,
PhD, RN, dean of the Seattle University School
of Nursing. “This is the worst nursing shortage

we’ve ever had, and the most potentially difficult
one to solve. It’s a national public health crisis.
When people are sick, they naturally assume
there will be someone there to take care of them,
and that may not always be the case.”

The crisis started in the mid-1990s when hos-
pitals across the country downsized signifi-
cantly as part of nationwide health care reform.
“They downsized beds, they downsized ser-
vices, they refocused their energies,” Walker
says. “During that process, there was a lot of
national debate around the question, ‘Do we
need as many nurses as we have?’ A number 
of organizations [had] think-tanks and they all
said, ‘No, no, we have too many nurses.’”

Walker says nearly 25% of nursing faculty
positions across the country are vacant, and neg-
ative images of nursing are hurting student
recruitment. She says nursing is frequently seen
as a career with little upward mobility, and stu-
dents are put off by low wages and long hours.

Getting the word out

The shortage is both easier and more difficult
to cope with in rehab than in other fields, says
Paul Nathenson, RN, CRRN, president of the
Glenview, IL-based Association for Rehabilitation
Nurses. Nathenson also is vice president of
patient care at Madonna Rehabilitation Hospital
in Lincoln, NE. 

“Having the CRRN [certified rehabilitation
registered nurse] certification is an advantage.
Nurses who are looking more for a profession
seek out work areas where there are specialty cre-
dentials,” Nathenson says. “A nurse who has a
greater degree of commitment to that specialty
will be more engaged and less likely to turn over
because another hospital is offering a hire-on
bonus. But on the other hand, a lot of people
don’t understand what we do in a post-acute set-
ting. Most nurses think they want to work in an
acute setting.”

Nathenson says every hospital is experiencing
a shortage in every area of nursing, and the short-
age might just get worse. “We are an aging work
force, and rehab is labor-intensive. There is a lot
of hard work, a lot of lifting; we’re very hands-on
with the patients,” he says.

Madonna has about a 5% vacancy rate now,
but the rate was over 10% a year ago. Nathenson
says the hospital is fortunate to have students
from five different area nursing schools on site
for clinicals. Because most nursing schools don’t
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have a rehab curriculum, it’s important that stu-
dents experience the rehab setting.

But the hospital isn’t resting on its reputation.
Madonna has put several ideas to work to
address its nursing shortage:

• The hospital publishes its own journal on
nursing research. Staff nurses contribute to the
journal by reading about research projects and
writing abstracts. This serves the dual purpose 
of recognizing nurses for their professionalism
and giving them a venue in which to be pub-
lished, as well as encouraging them to read about
and implement the latest best practices.

• Focus group surveys are conducted regularly
to learn what nurses like about their jobs and
what suggestions they have for improvements.

• A nurse practice council allows nurses to
have significant input into their jobs.

• More attention is paid to retention. Nathenson
found that nurses already on staff were not happy
that new nurses were offered hire-on bonuses. So
he took the money budgeted for those bonuses
and divided it among the existing full-time staff
for each pay period. An unexpected advantage of
that strategy was that a dozen part-time nurses
went to full-time hours in order to receive the
bonus. 

• Madonna pays for the CRRN certification
process. If nurses take the course offered on-site,
they also are compensated for their time.

Switching gears

At Drake Rehabilitation Hospital in Cincinnati,
CRRNs are much desired but hard to come by,
says Mark Goddard, MD, vice president for med-
ical affairs. The hospital has 150 beds, with 40
designated for rehab. The goal is to have 12
CRRNs, but the hospital has only been able to
recruit and keep five. “Part of the dilemma is that
there has been a big demand from industry, from
insurance companies, from workers’ comp to
have nursing case managers that can help expe-
dite rehabilitation care,” Goddard says. “It’s been
appealing because it’s set hours, nicer hours, and
you kind of have a managerial position. What
we’ve seen is an exodus from clinical nursing
care to more case management.”

When young nurses decide to start families,
many find pulling shifts is too hard. “You can’t
blame them for wanting to go ahead to the next
level,” Goddard says. 

Drake’s response has been to use regular RNs
and provide core competency training to instill

an appreciation for rehab techniques such as fall
prevention. “They become competent in some of
the clinical areas, and we try to encourage them
to obtain their CRRN,” Goddard says. 

Rehab can be a challenge to nurses who are
used to doing everything for their patients in an
acute care setting. “In rehab, nurses have to step
back and see what the patients can do for them-
selves instead of always helping them,” Goddard
says. “They have to learn to enable and empower
their patients, and that’s a complete turnaround
from what they are used to. It’s also more time-
consuming. It’s much easier to do something 
for the patient than to teach him how to do it
himself.”

Drake has 20 unfilled nursing positions and is
using agency nurses to fill the gaps. The hospital
promotes ongoing education and is establishing
centers of excellence that it hopes will attract
nurses who want to do research. Drake is also
trying to be more flexible when scheduling shifts
and has changed the day shift so it ends at 4 p.m.
instead of 3:30. “We have therapies from 8 a.m. to
4 p.m., and then the families are there from 4 p.m.
to 8 p.m. When the nurses were leaving at 3:30,
the families would come in and ask how the
patient did that day. Well, the new nurse didn’t
know. Now we have better communication.”

Reference

1. Aiken L, Clarke S, Sloane D, et al. Hospital nurse staffing
and patient mortality, nurse burnout, and job dissatisfaction.
JAMA 2002; 288:1987-1993.  ■
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Applications pouring in 
at innovative hospital
PR, walking rounds help fill nurse positions 

Higher salaries, better hours, bonuses, incen-
tives, education programs. You name it,

rehab directors have tried it to recruit and retain
nurses. But St. Francis Health Center in Topeka,
KS, has spent a lot of time thinking outside the
nursing shortage box. Their efforts are starting to
pay off: Within six months of implementing a
number of innovative strategies, rehab nursing
applications began rolling in the door.

Rebekah Evans, RN, MBA, director of rehabili-
tation services for St. Francis, says the rehab
department used to have three to four nursing
positions that stayed open for more than a year.
“We just could not fill them, and we could never
figure out why,” Evans says. “Then we started
targeting the schools, our nurse recruiter, started
making our own nurses happier, and it has really
helped a lot.”

Evans says she hit the jackpot by educating the
hospital’s nurse recruiter about rehab. “In rehab,
it’s difficult sometimes to interest nurses because
they don’t do a clinical rotation through here and
they misunderstand the skill set we need,” she
says. “They think it’s a nursing home.” 

Realizing that this misunderstanding was hurt-
ing the recruiting process, Evans explained the
benefits of working in rehab to the recruiter. “We
work with a team, we have a special certification,
our nurses are involved in team conferences,”
Evans says. “Once she understood, she realized
how fun this place could be. We have seen a huge
increase of applicants sent to us because of her
understanding of rehab. She can talk it up.”

To enhance nurses’ understanding of rehab, St.
Francis also has worked to improve its relation-
ships with local nursing schools and has pro-
vided a clinical rotation for student nurses.

Evans regularly meets with representatives 
of the hospital’s public relations department to
make sure they have ideas for getting stories
about rehab out to the community. They work
together on such topics as school safety, diving
safety, senior programs, and fall prevention.
“We’re probably the No. 1 department they use
now for promoting stories in the community,”
she says.

Another big draw for community interest is the

rehab program’s Easy Street program, where part
of the unit is designed to look like parts of the
community. Patients can practice using a pay
phone, getting in and out of a car, shopping at the
grocery store, or going to the bank. The hospital
has partnered with a local preschool to involve
children in decorating Easy Street for holidays.
Last year’s Halloween haunted house drew 300
visitors, giving the hospital a great chance to pro-
mote its rehab work.

Another innovative idea the hospital came up
with is making presentations to eighth-graders 
at local schools. “Through research we’ve found
that oftentimes right around eighth grade they’re
starting to think about careers and to build per-
ceptions about careers,” Evans says. “We do
activities with the students to make it enjoyable
and increase their understanding. We let them
pretend they’re a stroke victim, and they have to
sit in a wheelchair and not move one side of their
body. We show how nursing would help this type
of individual.”

But the rehab department doesn’t stop at pro-
moting itself in the community. The staff also
has looked at PR within the hospital. “Some-
times rehab departments are not seen as glam-
orous to other departments, so we’ve also had 
to check on bonuses that are given in other
departments to recruit nurses,” Evans says.
“We’ve gone back to human resources to make
sure we’re not losing nurses to other depart-
ments due to other bonus and pay structures.
We did find that was happening.”

Walking rounds

Perhaps a more concrete measure that has
helped the nursing shortage is the new concept
of walking rounds in which the whole team
meets with patients. “It makes the nurses feel
very much part of the whole rehab team and
makes them highly accountable for understand-
ing what’s going on with those patients,” Evans
says. 

The rounds are split between the day and
evening shifts so more nurses can be involved.
“Originally, our day shift did all the team confer-
ences on patients. We now have two shifts fully
involved in all aspects of patient care,” she says.
“There’s almost always conflict between the
shifts, so we’ve done a lot of teamwork between
day nursing vs. evening nursing vs. night nurs-
ing. We’re using an evaluation tool to identify
their individual personalities and how they can
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best work with each other. From there, we’ll help
the team move forward and come up with a
strategic plan that’s specific to nursing.”

A nurse runs the rehab council that includes
representatives from throughout the rehab
department. “They help identify issues and prob-
lem-solve different ways to resolve those issues.
It’s not a top-down type of resolving problems,”
Evans says. “An example of what has come out
of that is we have started having the patients go
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New study proves: It’s
cheaper to keep them
Retention can save you money

Any good human resources professional
knows that retaining existing employees is

much easier than recruiting new ones. But now
research proves that it’s a much better deal
financially, too.

In its study The Business Case for Work Force
Stability, VHA, an Irving, TX-based network of
community-owned health care organizations,
notes that hospitals with high turnover rates
can experience an increase in the average cost-
per-discharge of patients and a substantial
decrease in profitability. 

“Work force shortages are threatening the
financial viability of many hospitals,” says
Keith Kosel, PhD, MBA, director of clinical
services at VHA. “The domino effect of having
fewer workers, more delays in delivering
patient care, dissatisfaction among patients
and hospital staff, decreasing quality of care,
and loss of market share is alarming. Clearly,
work force shortages are at the core of health
care delivery and must be at the top of every
agenda.”

Staff turnover rates have a significant impact
on hospitals in terms of both time and money.
The current turnover rate for all positions in
health care staffing is 20.7%. Replacement costs,
lost productivity, and temporary staffing cost
between 50% and 150% of an individual’s base
salary. At a 100% turnover cost factor, a turn-
over rate of 20% could cost a hospital an aver-
age of $5.5 million a year, the report notes. 

VHA has created a hypothetical case study 
of turnover costs for a 180-bed hospital for
another of its studies, Tomorrow’s Work Force: 

A Strategic Approach. At that hypothetical hospi-
tal, the total cost of its 31% annual turnover rate
is more than $4 million.

High turnover rates also result in:
• higher average cost-per-discharge — 

hospitals with a turnover rate of 20% or higher
have costs that are 36% higher than hospitals
with lower staff turnover. 

• decreased return on assets — hospitals
with a 20% or more turnover rate have a 17%
return on assets, whereas hospitals with a
turnover rate of 4% to 12% have a 23% return. 

• increased risk-adjusted mortality scores
and increased severity-adjusted length-of-stay
rates — for hospitals with turnover rates higher
than 22%, the severity-adjusted average length
of stay was 1.2 days higher than for those with
the lowest turnover rates. 

Nurses represent the single largest labor
expense for hospitals. In an attempt to manage
costs, many hospitals have, over the years,
reduced nursing staff, which in some cases has
compromised quality of care and patient safety.
Nursing shortages have been shown to con-
tribute to longer lengths of stay in the intesive
care unit and increased rates of urinary tract
infections and other complications.

According to VHA research, hospitals that
improve employee satisfaction witness an aver-
age increase in revenue per employee. In hospi-
tals where employee satisfaction is high, the
turnover rate is less than 10%. Conversely, hos-
pitals with dissatisfied employees see turnover
rates of 25% or more. 

“Poor service and loss of patients to other 
hospitals ultimately mean lost revenue for a hos-
pital,” Kosel says. “Those facilities that find solu-
tions will gain a competitive advantage in their
market and achieve solid financial returns.”

To view the entire study, contact VHA at
www.vha.com or call (972) 830-0000.  ■

Need More Information?
☎ Rebekah Evans, RN, MBA, Director of Rehab-

ilitation Services, St. Francis Hospital, 1700 SW
Seventh St., Topeka, KS 66606. Telephone: (785)
295-8346.



as teams into our big gym for therapies together.
It gets nursing more involved in the whole pro-
gram because nurses help the therapists bring the
patients in, they help with scheduling, and it also
allows the nurses to spend a little more time with
the patients that aren’t in the gym.”

St. Francis has successfully educated nurses
about the benefits of rehab. “Other nurses seem to
think rehab is one of the prime places to work,”
Evans says. “That’s a form of educating our own
internal nurses so they’re choosing to work in
rehab.”  ■

Therapy cap may return 
to the back burner
Physical therapists continue to seek repeal

AMay 22 meeting between rehab advocates
and the Centers for Medicare & Medicaid

Services (CMS) may result in further delay in
implementation of the $1,590 Medicare outpatient
therapy cap. 

The Program Memorandum CMS released ear-
lier in May to address implementation of the cap
failed to alleviate the rehab field’s concerns about
potential administrative and patient notification
problems. CMS officials indicated at the meeting
that they may be willing to move the implemen-
tation date back from July 1 to Oct. 1. Starting in
October, the Medicare Summary Notice that ben-
eficiaries receive monthly will alert them to how
close they are to exceeding the cap. If the cap
were to be implemented in July, for three months
beneficiaries would only be notified when they
have already exceeded the cap. 

Dave Mason, vice president for government
affairs at the American Physical Therapy Associ-
ation (APTA) in Alexandria, VA, says the pro-
gram memorandum clarifies a few of the issues,
but a lot of uncertainty remains. “I don’t think 
it addresses all of the billing problems,” Mason
says. “And while it clarified some details regard-
ing notices to beneficiaries, it still seems very
likely that hundreds of people will probably not
be aware that the cap is in place until they’ve
exceeded $1,590 in services.”

Peter Clendenin, executive vice president of
the National Association for the Support of Long
Term Care in Alexandria, VA, says the meeting

with CMS went well and a follow-up meeting
will be scheduled. “CMS has displayed a spirit
of cooperation in working with us to make the
implementation as least harsh as possible,” he
says. 

APTA is pushing ahead with plans to urge
Congress to pass legislation that would repeal the
cap entirely. An APTA grass-roots team sched-
uled a June 19 rally on Capitol Hill. APTA hoped
to register at least 500 therapists to visit each
member of Congress to ask that they support
direct access and the repeal of the therapy cap,
says Michael Matlack, assistant director for
grass-roots and political affairs.

“I think if they pass anything, it probably
won’t be until September. That’s unfortunate
because it could mean that we’ll be under the
cap for at least a couple months,” Matlack says.
“The whole thing is just terrible.”

Co-sponsors of the legislation introduced in
March to repeal the cap have increased to 131 in
the House and 28 in the Senate. “Most members
of Congress are not against it. There’s not a vocal
opposition,” Matlack says. “We just have to get
them to focus and act on the issue. They didn’t
pass one thing last year, not just for physical ther-
apists, but for anybody in health care. Fortunately,
the war is basically over. We’ll just have to see
how it goes for this year.”

Besides encouraging Congress to pass the leg-
islation, therapists also should be researching
avenues of appeal in case their patients exceed
the cap, says Tom Howell, a physical therapist
with the Physical Therapy Clinic of Boise (ID).
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Therapists should check with their local carrier
or fiscal intermediary to see if there is an appeal
process, he says.

“I think it is important to note that your
patients and your clinics can appeal a claim
denied due to the caps. I think every practitioner
should appeal,” Howell says. “For instance, if
you have a Medicare beneficiary that you’ve
been seeing for 15 years and who doesn’t want 
to travel to a hospital outpatient department for
their PT, is this a case that should be appealed 
if their future therapy claims go over $1,590? I
think the answer is yes.”

Howell says appeals will document the arbi-
trary and hurtful nature of the cap. “If a benefi-
ciary lives close to your clinic and the nearest
hospital outpatient department is 30 miles away,
is this justification to appeal? Again, I think it 
is. The more we can, on paper, show how these
caps hurt, the more we can show to CMS and to
Congress that they have to be eliminated.”  ■

Town Hall meeting 
fails to sway CMS
75% rule continues to frustrate providers

Officials with the Centers for Medicare and
Medicaid Services (CMS) were surprised at

the number of people who participated in the
town hall meeting held May 19 in Baltimore to
allow comment on the 75% rule. But they weren’t
all that surprised at the message that came from
the rehab field. 

Tom Barker, special assistant to the administra-
tor, says he heard a couple of new ideas but that
the testimony from the nearly 300 people who
attended the meeting mostly confirmed what 
he already believed about the problem. Another
700 listened in by conference call, making it the
largest town hall meeting in CMS history. 

Much of the testimony urged CMS to use the 21
rehabilitation impairment categories (RICs) from
the prospective payment system to determine
compliance with the 75% rule (for more informa-
tion, see the June issue of Rehab Continuum
Report). This position is advocated by a rehab
coalition comprising such organizations as the
American Hospital Association, the American
Medical Rehabilitation Providers Association

(AMRPA), and the American Academy of
Physical Medicine and Rehabilitation. Barker 
told Rehab Continuum Report before the meeting
that CMS is not inclined to use the RICs. After
hearing the testimony, he says his opinion has 
not changed.

“It interested me that there was diversity of
opinion in the field. Everyone was not just parrot-
ing AMRPA’s line,” Barker says. “There were
people who said the real problem here is pol-
yarthritis, and that you don’t need to use the
RICs as the basis for definition. That confirms
what I already believed to be the case.”

Barker did hear a couple of new ideas that he
says are worthy of consideration. One speaker
urged CMS to determine compliance with the
75% rule by counting patient days instead of dis-
charges. Another advocated looking at Medicare
discharges only, which is the process CMS uses
for long-term acute care hospitals.

Ken Aitchison, president and CEO of Kessler
Rehabilitation Corporation in West Orange, NJ,
joined the meeting by conference call. He says he
heard an entirely different message. “I heard an
overwhelming number of statements that said to
CMS: Change the rule. It’s outdated and inappro-
priate,” he says. “Why in the world would any-
body put a rule out defining who is to be included
in the case mix groups knowing that less than 20%
of the population would qualify? It’s CMS’ own
definition that causes the rehab field not to be
compliant. What is the goal here? It sure as heck 
is not providing access. It’s illogical.”

Harold Ting, PhD, senior vice president of
planning, marketing, and communications at
Good Shepherd Rehabilitation Hospital in
Allentown, PA, drew laughter at the meeting
when he jokingly suggested that Tom Scully,
CMS administrator, should only receive 50% of
his pay since he spends only half of his time on
Medicare. 

“To illustrate the absurdity of this type of rule
further, would it make sense to say an OB/GYN
should not be considered an OB/GYN if a certain
percentage of his services were not deliveries?
Should we say an attorney is not providing legiti-
mate legal services because he is not billing 75%
of his time for services most lawyers provide?
The answer is, of course not. Why is inpatient
rehabilitation any different? It just doesn’t make
sense,” Ting said.

The comment drew Scully’s attention. “The
fundamental issue for me is we pay rehab hospi-
tals more than acute care hospitals,” he said via

July 2003 / REHAB CONTINUUM REPORT ™ 79



conference call to the meeting participants. “If
rehab hospitals want to act like acute care hospi-
tals, fine. But we shouldn’t be paying them for it.
I like rehab hospitals; I think they do some won-
derful things. But there’s got to be some cate-
gories of why rehab hospitals are rehab hospitals. 

“The fundamental question for me is why
should rehab hospitals get paid more, because
the issue is that for some of these patient groups,
the same care can be done in acute care hospitals
that get paid less,” he said. “That’s a giant hurdle
to get over for me. There’s got to be some differ-
entiation between an acute care hospital and a
rehab hospital or we shouldn’t have rehab hospi-
tals, period.”

Scully said there must be a definable reason
why patients are sent from one part of the hospi-
tal to another. “Obviously if the government
doesn’t define the differences, people will just
chase the higher payment, which is not what
we’re after and what unfortunately seems to
have happened in many cases,” he said.

Aitchison says he thinks most rehab providers
don’t understand Scully’s point of view. “There’s
a disconnect between his view and what the
rehab community is saying,” Aitchison says.
“The rehab field has said we have no problem
abiding by a rule that makes good sense. But this
one makes no sense. We have no problem with
saying medical necessity ought to dictate where
the patient goes.”

Providers have until July to send written com-
ments to CMS on the proposed rule. The final
rule will be published by the first of August. But
Aitchison says he doesn’t think more comment
will help. “This is so frustrating. We’ve worked
long and hard, and I just don’t see where we’re
getting anywhere. This is getting to the boiling
point of frustration with so many of us,” he says.
“If the executive branch is not listening, we will
have to go to the legislative branch.”

Rochelle Archuleta, senior associate director
for policy development — post-acute care for the
American Hospital Association in Washington,
DC, says the rehab coalition will turn its attention
to writing formal comment letters on the rule 
and supporting legislation. Congressman Frank
LoBiondo (R-NJ) introduced a bill (H.R. 2246)
along with 11 co-sponsors on May 22 that would
require CMS to use the 21 RICs to determine
compliance and would prevent retroactive rein-
forcement of the 75% rule. 

Archuleta says the rehab field showed a
united front at the town hall meeting. “Anybody

who thinks that the field wasn’t unified is selec-
tively listening,” she says. “People kept saying
the rule is out of date, that it hasn’t kept up with
medical practice. We heard that from virtually
everybody.”  ■

OSHA turns ergonomic
radar on hospitals
High injury rates raise red flags

Hospitals with high injury rates or a high
proportion of ergonomic injuries will

receive targeted inspections in some regions of
the country under a new enforcement program
for ergonomics.

Four regions have adopted a local emphasis
program in at least some areas, including New
England, New York-New Jersey, the Plains states
of Region 7, and the Mountain states of Region 8.
Each of the 14 local emphasis programs within
those regions may be structured differently, but
the bottom line is the same: Reducing ergonomic
injuries due to patient handling.

“This is a piece of the strong enforcement” as
part of the four-pronged approach to ergonomics
announced by Labor Secretary Elaine Chao, says
Mark Hatch, senior industrial hygienist in the
Occupational Safety and Health Administration’s
(OSHA) office of health enforcement. “It’s not
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limited to just enforcement. We’re also dealing
with outreach as well,” he adds.

The regional programs complement the
National Emphasis Program which has targeted
nursing homes for inspection. So far, 475 facilities
have been inspected, resulting in three citations
of nursing homes in Idaho that are owned by the
same corporation. Another 60 nursing homes
received “hazard alert letters” warning them of
high ergonomic injury rates.

Seven hospitals have received hazard alert let-
ters among the 253 hospitals inspected since Oct. 1.

Worker advocates press for citations

The ergonomics enforcement failed to impress
some worker advocates, such as Bill Borwegen,
MPH, occupational safety and health director for
the Service Employees International Union in
Washington, DC. Borwegen notes that many of
the citations of nursing homes address building
safety issues, such as electrical hazards, rather
than hazards related to patient or resident care.

“They’re refusing to cite employers on ergo-
nomics, which is the No. 1 hazard these employ-
ees face,” he says. “It’s just breathtaking that
they’re so out of sync with the hazards that are
actually threatening workers.”

About 13,000 hospital workers lost at least
one day of work in 2001 due to overexertion in
lifting, according to data from the Bureau of
Labor Statistics (BLS). Although the injuries
have decreased in recent years, the health care
industry still has among the highest rates of
work-related musculoskeletal disorders (MSDs).
Nurses who missed work due to an MSD were
out for a median of five days.

The BLS statistics don’t even reflect the full
magnitude of the problem, asserts Butch de
Castro, PhD, MSN, MPH, RN, senior staff spe-
cialist with the American Nurses Association
Center for Occupational Health and Safety in
Washington, DC. BLS only reports lost-time
injuries.

“An OSHA standard is sorely needed in order
to protect health care workers, as well as other
types of workers, from ergonomic hazards,” he
says. “Workers are continuing to be injured at
great rates and are being debilitated.”

Without a standard, OSHA issues ergonomics
citations under the “general duty” clause of the
Occupational Safety and Health Act, which
requires employers to provide a workplace free
of serious hazards. “The burden of proof is

higher” than with a standard, says Rich Fairfax,
CIH, OSHA’s director of enforcement.

Yet most employers will respond to OSHA’s
more cooperative approach, asserts Fairfax.
“We’ll use [the enforcement action] on the
employers who are not complying and meeting
their obligations under the OSHA act. There 
are far more employers who just need a little
push. We’re there with assistance and outreach
and guidelines,” he says.

The push may come from the threat of inspec-
tion. Local emphasis programs may differ in
details, but they all involve a focus on MSDs and
ergonomic interventions.

For example, the New England (Region 1) pro-
gram covers hospitals in Connecticut, Maine,
New Hampshire, and part of Massachusetts.
Inspectors will conduct a comprehensive inspec-
tion of hospitals that have an injury rate of eight
or more lost work-time cases per 100 employees,
or if more than 50% of the lost and restricted time
cases resulted from “ergonomic stressors.”

States are not part of the national or local
emphasis programs, but may have comparable
efforts. Washington and California are the only
states with an ergonomics standard.

Ergonomics expert Guy Fragala, PhD, PE, CSP,
says he is encouraged by OSHA’s emphasis on
ergonomics. “This demonstrates that they are tak-
ing ergonomics seriously,” says Fragala, who is
director of environmental health and safety at the
University of Massachusetts Medical Center in
Worcester.

OSHA’s strategic management plan calls for
reducing occupational injuries by 20% by the year
2008. Reducing musculoskeletal disorders, the
most prevalent work-related injury, will need to
be a significant part of that.

General duty sets a high threshold

Employers don’t have to follow specific
requirements as they address ergonomic hazards.
If an employer is making an effort to apply ergo-
nomic interventions, that is enough to avoid a
general duty clause citation, Fairfax says.

To make a case, OSHA inspectors must find
that four criteria apply, Fairfax says: “The
employer failed to keep the workplace free of a
hazard that the employees were exposed to. The
hazard was recognized — the employer knew
there was a hazard. The hazard was causing or
likely to cause serious injury or death. [And]
there has to be a feasible method of abatement.
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Are common performance
measures a pipe dream?
Differences present biggest challenge

The Joint Commission has them. The National
Committee on Quality Assurance has them.

The Leapfrog Group has them. The National
Quality Forum has them. It seems that every-
where you turn, some organization has issued 
its own version of the “gold standard” of quality
performance measures. Recently, the American
Hospital Association (AHA) entered the fray,
renewing its call for hospitals to participate in a
national voluntary initiative “devoted to devel-
oping a common framework for measuring hos-
pital care quality” it launched last December. 

Is a common framework for quality possible,
given the wide variety of facilities and systems
that exist? Is such a framework a worthy goal?
And, if the answer to the first two questions is
“yes,” how is a quality manager to balance that
commonality with the needs of patients and their
own unique set of priorities?

Even the Chicago-based AHA concedes the
concept is not without its flaws. “I think the con
may be that as you standardize in a national effort
like this, you clearly look at things that apply
across a broad spectrum of hospitals, and spe-
cialty hospitals are not likely, for example, to get
into the kinds of cases cared for in a tertiary facil-
ity,” notes Nancy Foster, senior associate director
for policy at the AHA. “You do limit yourself in

where you are going with measurement.
However, I see the pros as far outweighing that.”

“It is possible to have a framework for measur-
ing some quality indicators in hospitals, but
health care is locally defined and locally deliv-
ered,” notes Debora Simmons, RN, MSN, CCRN,
CCNS, senior clinical quality improvement ana-
lyst at the Institute for Healthcare Excellence at
the University of Texas M.D. Anderson Cancer
Center in Houston.

“I definitely agree,” adds Jason Etchegaray,
PhD, systems improvement specialist at M.D.
Anderson. 

“I think it’s possible if all the different groups
who have different aims can get together and
agree on that framework,” says Patrice L. Spath,
of Brown Spath & Associates, Forest Grove, OR.
“There are lots of purposes for measuring hospital
quality. For example, what consumer groups
would be interested in might be different from
what insurers are interested in, i.e., costs and
patient satisfaction. Payers interested in rewarding
hospitals for better quality base that on measures.”

What appears to be happening now, she adds,
“is that each of those different groups is trying to
convince the others that they are right. And you
have to throw into the mix the fact that there are
a lot of state initiatives going on.” 

Despite the roadblocks, however, some see
efforts like the AHA’s as positive steps. “I think
it’s about time,” says Kay Beauregard, RN,
MSA, director of Hospital Accreditation and
Nursing Quality at William Beaumont Hospital in
Royal Oak, MI. “Hospitals are asked to consider
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“If we go into a hospital and we find they
have what appears to be a problem with resident
handling, we have to go back and establish that
all four of these elements are there,” he says.

In the case of the Idaho nursing homes, any
existing lifting equipment was either broken or
unused. The staff had not been trained to use 
the equipment and the administration had not
implemented an ergonomics program, Fairfax
says. The nursing home reached a settlement
agreement with OSHA. “The employer indicated
to us that they wanted to correct the problems
and comply, and we cut the penalties down sig-
nificantly,” he says. “We also worked out a
penalty payment plan so they could spread it
out over the course of a year.”

An employer that has begun implementing 
an ergonomics plan but still has a high rate of

injuries would likely receive a hazard alert letter
with suggestions for improvement, but not a cita-
tion, says Fairfax. 

OSHA administrator John L. Henshaw has
stressed that “as long as the employer is exercis-
ing good faith, they are not likely to be a candi-
date for our enforcement efforts.”

In one case, a manufacturing employer began
an ergonomics program when the OSHA stan-
dard was imminent. When Congress repealed
the standard, the employer halted the program.
Then when OSHA inspectors appeared and
began asking about ergonomic hazards, the
employer renewed the program. That is not a
show of good faith, says Fairfax.

“They didn’t start again until we started to do 
an inspection,” he says. “For two years they were
injuring people. They are likely to get a citation.”  ■



measurements from all different sources —
AHRQ, AHA, CMS, JCAHO, Leapfrog and other
professional organizations — so it would be help-
ful if the measures are coordinated. 

“The AHA’s attempt to unify all these different
organizations into common measures is of value,”
she says. “You have to realize that collecting mea-
sures is very labor-intensive: You have to write pro-
grams, integrate things, and so on. A small change
in measures affects how we collect them. But we
have to define what are the most critical-to-quality
measures, and we’re getting closer to that.”

“This is an effort to provide information to the
public, and therefore a common set of information
for people to use that would enable them to evalu-
ate the hospitals in their area,” notes Foster. “Many
purchasers look for a resource that gives them a
way to get common information about the hospi-
tals in all the areas in which they have employees
or other beneficiaries. This achieves that goal.”

One of the goals in the AHA initiative, she says,
“is to try to encourage more and more organiza-
tions to adopt this common set of measures, this
approach to measuring.” Most of the AHA initia-
tive’s initial measures mirror some established by
the Joint Commission. “The Joint Commission is a
great partner in this, so it makes sense to start off
with what work they’ve done,” she says.

“But as we look at more conditions [the initial
three are acute myocardial infarction, heart fail-
ure, and pneumonia], we want to shrink the
number of organizations that are asking our hos-
pitals to provide data,” Foster explains. “This is
labor-intensive work. If we can encourage people
to join with us and not ask independently for dis-
parate sets of data, we enable hospitals to mar-
shal their resources and get this robust data.”

Even if a common set of measures is one day
adopted (and this is far from a sure thing), hospi-
tal quality managers will still need to take into
account the unique aspects of their own organiza-
tions, note the experts.

“Every hospital or system should choose what
they want to measure relative to their performance
based on what the priorities are in their organiza-
tion,” says Spath. “This should flow directly from
mission, vision, and strategic objectives. As part 
of that process, as strategic objectives are defined,

they will want to consider what are the national
priorities for quality of health care. Then they
should determine whether their organization is
going to select those national or state areas of inter-
est. It’s up to the individual facility to decide if the
common framework makes sense for them given
patient population, strategic objectives, and so on.” 

“Often the clinical topic or issue might seem to
be the same [diagnosis],” adds Beauregard, “but
the individual indicator could be different. For
example, the AHRQ published a whole list of
measures with evidence and literature behind
them, but even as we delved into those we had
some differences of opinion.

“Don’t get me wrong; [developing common
measures] is a good idea,” she continues. “But all
of these are trigger points. Everyone has to step
back and say, ‘Let’s validate that these are mean-
ingful and reliable, and then decide as an organi-
zation if this is of value to our patient population.’
What we did here was we took core measures to
the medical committee and hospital committee
and asked them to select which were most mean-
ingful, and we prioritized them within our orga-
nization — what would be the most meaningful
to us and still meet the requirements.” 

Even with an apparently rigid set of measures
like those created by the Joint Commission, there is
choice involved, she notes. “You can’t change the
measure, but you can change what you submit,”
she explains. “You can choose congestive heart fail-
ure over acute myocardial infarction, for example.”

“Different institutions that come from different
philosophies and guidelines will infuse the stan-
dards with their own approach,” adds Simmons.
“The Leapfrog Group, for example, was certainly
influenced by the organizations that make it up.
There is not a shortcut for sitting down and hav-
ing some thoughtful reflection on your institution
and culture and front-line providers.”

Etchegaray agrees. “You have to look at how
that quality metric fits in with your culture,” he
says. “For example, every program is at a differ-
ent level in terms of their safety culture. Some are
not as advanced as others; they still are in the cul-
ture of blame. So you can’t really have common
metrics; you have to merge or align the metrics
with the location on the continuum of culture of
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these organizations.”
“Part of the problem is that up until this time,

the delivery of health care has been driven by
individual practitioners and clinical judgment at
the point of care,” Simmons says. “Now what we
have are evidence-based guidelines. When you
look at how that is translated to the ability of a
hospital to meet those guidelines, you have to
look at a wide variety of hospitals. Certainly
someone who is part of a small rural hospital and
has no resources is not going to be able to collect
data that easily, and may not have the expertise
or the resources to look at that data objectively.”

Given the diverse needs of institutions, will
we move closer to a common set of performance
measures in the future? “My expectation is that
at least in terms of the initial core set, many qual-
ity managers already use these to improve per-
formance,” says Foster. “What we are doing is
finding a way for hospitals to begin to have a
conversation with their community about quality
and be actively engaged in efforts to improve
quality and share some of that with the public.
We may get to a point where individual con-
sumers have conversations with doctors about
what the findings might mean in terms of the
choice of a health care facility.”

“Everyone wants to be the one that has the
answer,” Spath says. “I think the AHA is trying to
take a leadership role so that individual hospitals
can define their logical priorities for themselves.”

“The AHA and JCAHO have common core mea-
sures, which is of great value to an organization —
not being asked to collect something different,”
says Beauregard. “So I would hope we move to 
a common set.” Still, she says, “that would not be
the be-all and end-all. If you walked into a hospital
and all they measured were the core measures, that
would be suspect. Performance improvement mea-
surements should be larger than that.” 

“There certainly would be less confusion, but
the reality is we don’t have one set for all institu-
tions,” says Simmons.

For her part, Spath remains skeptical. “I don’t
think one set of measures can fulfill every pur-
pose for measuring performance,” she asserts.
“As the users of the data, we will always ask new
questions, so it’s quite likely we will continue 
to have measures that evolve. I still find it diffi-
cult to believe that practitioners will use these to
make decisions about quality. As more research 
is done, as evidence changes, those measures will
change, so we never will have a standard set of
measures, or one owner of the measure.”  ■
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