
13 and counting: Top rehab hospital
recognized for research, patient care
New brain injury unit, academy top list of innovations

For 13 years in a row, the Rehabilitation Institute of Chicago (RIC) 
has landed at the top spot on the rehab section of U.S. News & World
Report’s annual list of the best hospitals in America. No other hospi-

tal in any specialty consistently has been ranked No. 1. What could be so
special in Chicago to garner this honor?

From innovative research to a new state-of-the-art brain injury unit to 
a new cohesive approach to continuing education, there’s a lot going on.
More than 250 research projects are under way at RIC, which conducts the
largest rehabilitation research effort in the world. RIC offers dedicated pro-
grams for each specialty, including spinal cord injury, brain injury, stroke,
amputation, pediatric rehabilitation, and transplants.

To be considered for the U.S. News rankings, institutions must either
be a member of the Council of Teaching Hospitals, affiliated with a
medical school, or offer at least nine of the 17 specialties surveyed. The
rankings are determined by a survey of board-certified specialists in
each category, who are asked to identify those hospitals that are leaders
in their specialty without regard to location or cost.

RIC, which has more than 20 sites of care throughout Chicago and
southern Illinois, is the home of the Northwestern University Feinberg
School of Medicine’s Department of Physical Medicine and Rehabilitation.
It operates one of the largest physiatry residency programs in the United
States.

“The ranking is due, in large part, to our staff. Everyone from the
therapists to the nurses to the case managers to the physicians to the
care techs is highly dedicated, not only to clinical work but also to
research,” says Ricardo Senno, MD, medical director of the brain injury
medicine and rehabilitation program. “We are all involved in patient
advocacy programs at the local, national, and international level. We
have a large, high-quality residency program where the lectures are all
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done by the attending physicians. That shows
you their level of dedication.”

Senno cites RIC’s continuum of care as another
reason for the top ranking. “It’s not just an inpa-
tient hospital. When a person leaves here they get
discharged to the appropriate level of care. It’s to
the point that we do consults in the intensive care
unit so we know the patients even before they
come to us.”

Senno is especially proud of RIC’s new inpa-
tient brain injury medicine and rehabilitation unit
at its flagship hospital. The $5 million unit, which
opened in July, not only serves to provide more
efficient and cost-effective care for patients, but
also incorporates innovative clinical, safety, and
design elements. Most of the ideas for the new
unit came from the staff. Features include a
soothing gray, blue, and white color scheme,

large private patient rooms and bathrooms, video
surveillance for patient safety, and glass walls in
certain patient rooms to aid observation. At the
flip of a switch, the glass wall can be turned
opaque if necessary. 

“All brain injury patients go through an agita-
tion stage, and it’s contagious,” Senno says. “With
these private rooms, we can turn the lights down
and decrease stimulation, while still keeping an
eye on the patient through the glass wall.”

The rooms include sofa beds that allow family
members to stay overnight, which enables quicker
attention to pain and agitation issues, Senno says.
The large rooms also allow space for individual
therapy. Special beds, which have pressure-relief
mattresses, turn into chairs to help prevent pneu-
monia and include a built-in scale that aids in
appropriate medicine dosage. Special lighting in
the rooms aids examinations.

The new unit also has three rooms that are set
up for patients on ventilators. In the past, those
patients were sent to another hospital for ventila-
tor weaning and then transferred back to the
brain injury program. “After we get some train-
ing for our staff, we’ll be able to wean patients off
the ventilator and do family teaching right on our
unit,” he says. 

Senno predicts the unit’s fall rate, infectious dis-
eases, and pain ratings will diminish. He expects
to see the unit’s 26-day average length of stay
decrease because of more effective monitoring,
and he’s also hoping to see an increase in func-
tional independence measure scores and patient
satisfaction rates.

Aside from improving patient care, RIC was
also looking to better use its space, says Sean
O’Grady, vice president of operations and
patient services. With a license for 155 beds, the
hospital appeared full when only 130 were occu-
pied. Most of the rooms were doubles or triples,
and with gender and infection control issues, as
well as patient preference for private rooms, there
was a problem. 

“We identified, given our historic growth rates,
and projected for the future that we needed to
create more space and flexibility within our given
licensure,” he says. “We moved the administra-
tive functions to another building in the neigh-
borhood and created a new unit to expand our
inpatient capacity. Then we determined what
specialty program could move into the new unit.
The brain injury unit was the largest unit in the
institution; and with brain injury patients, a lot of
stimulation is about the worst thing you can do
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to them. Some days, our brain injury unit had a
census of 33 patients, and that was just not con-
ducive to the patients’ goals.”

So RIC designed an entire floor with 20 private
rooms for the treatment of patients with brain
injuries. If the patient population exceeds those
rooms, patients with no significant safety issues
can be housed on the stroke unit. 

“The partnering of the brain injury and stroke
units was really an efficiency gain because we can
move staff between the two teams as the need
dictates,” O’Grady explains. “It gives staff an
avenue to move in and out of different types of
patient populations easily. That’s particularly
important for our therapy staff. They don’t want
to do just brain injury for their whole career.”

Other efficiencies include less need for one-to-
one safety monitoring because of the glass walls
and video monitors, reconfigured nursing sta-
tions that allow greater visibility, and therapy
offices located on the unit for increased staff col-
laboration and less patient transfer time. 

Research a priority

Another area that sets RIC above the crowd is
its commitment to research. RIC set up a research
corporation in 1990, a move almost unheard of
for rehab hospitals, says Zev Rymer, MD, PhD,
who directs a research staff of 120. RIC has given
tremendous administrative and financial support
to research. In fact, 40% of the proceeds for the
upcoming fundraising campaign will be ear-
marked for research. 

“RIC has understood that scholarship and
research are pivotal not just to discover important
things for treating people, but to bring a sense of
inquiry and curiosity to the clinic, which is not
normally a rehab thing,” he says. “Rehab has not
been a research-intensive area until recently. It’s a
great recruiting and retaining tool as well. People
will choose to work in academically-based pro-
grams where there is a sense of inquiry and intel-
lectual engagement.”

One of the keys to the success of the research
program is researchers continue to do clinical and
teaching work, Rymer says. Paid joint faculty
appointments with Northwestern University help
engineers, physiologists, biologists, and the like
protect their career development while they do
research. Therapists who do research in the hos-
pital’s labs can use what they learn with patients
and vice versa.

Research teams are involved in breakthrough

studies with the Lokomat, a robot that may help
people with paralysis walk again (see related
article, p. 112); brain mapping, to determine how
brain activity changes after stroke; and creating a
cyborg that connects animal brain cells with a
robot in the quest for more functional artificial
limbs. One researcher is working on a telerehab
project that would provide a web-based training
approach for stroke survivors to use at home.

RIC does not keep all of this knowledge to itself.
Last year, the institute created the RIC Academy 
to bring all of its educational and training efforts
under one corporate university umbrella, says
Laura Ferrio, RN, MSN, MBA, vice president of
patient care services and chief nurse executive.
The academy provides inservices, staff develop-
ment, and orientation for RIC staff and also offers
about 40 courses per year that are attended by
nurses, therapists, and physicians from around the
country. The courses cover best practices, rehabili-
tation techniques and information specific to dif-
ferent diagnoses. 

“Our own staff participate in these courses as
both students and faculty. That’s something unique
in that our staff have the opportunity not only to
practice clinically but also to teach,” she says. “We
find that the best teachers are still doing hands-on
care with patients.”

The academy also sends teams to teach out-
reach courses at other hospitals and provides dis-
tance-learning opportunities over the Internet. 
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“We have adopted a philosophy at the institute
that continuous learning is an investment in our
staff,” Ferrio says. “It’s part of our mission to
train others in what we do best and extend our
reach into other facilities, to be able to touch more
people with disabilities.”  ■

Robot helps paralyzed
patients learn to walk
Device could be mainstream in two to five years

Apioneering robotic device being tested at the
Rehabilitation Institute of Chicago (RIC)

could change the way therapists retrain patients
with paralysis to walk. 

The Swiss-manufactured exoskeleton robot,
called the Lokomat, delivers power to the hip and
knee joints of the patient, whose legs are strapped
to the machine. The patient is suspended over a
treadmill with a certain percentage of the body
weight supported by a harness. The Lokomat
moves the patient’s legs in a walking pattern.

Researchers say the repetitive training in move-
ment can, in time, help patients redevelop and
regain functional walking patterns. “Everyone
gets stronger; everyone gets faster,” says George
Hornby, PhD, PT, research assistant professor at
RIC. “Some patients improve their quality of
walking, so instead of dragging their leg behind
them, they may be able to move forward a little
bit. There certainly is a clinical benefit. It’s just
deciding how good is this benefit and is it as good
as therapists doing the training.” 

RIC started using the U.S. Food and Drug
Administration (FDA)-approved Lokomat in clin-
ical trials last year on patients with spinal cord
injuries who can move parts of their legs. In the
studies, all patients improved their walking abil-
ity. Work is under way to determine whether
patients using the robot have better outcomes
than those undergoing traditional manual ther-
apy in which therapists support the patient’s
body weight and move their legs in a walking
pattern. A study also is comparing the robot out-
comes to traditional overground therapy where
patients try to walk using parallel bars or other
assistive devices.

“When therapists do it, you need at least three
people; whereas with the robot, you need only
one person to run the machine. Also, therapists

will peter out in five to 10 minutes whereas the
robot can keep on going,” he adds. “The robot
can go for 45 minutes or an hour, and there’s no
way a therapist could move the patient’s leg for
that much time.”

The other issue is that manual body weight-
supported treadmill training, while highly effec-
tive, rarely is done in the clinic because of the
number of therapists required and most insur-
ance companies will not cover that cost, he says.
Most therapists have patients practice walking
over ground with the help of parallel bars or a
splint. 

“That’s good, but it’s not getting at the correct
sensory information you could get from practic-
ing stepping behaviors on a treadmill over and
over,” Hornby points out. “With the robot, you’re
not relying on your hands to push up on parallel
bars. If you compare the robot to overground,
conventional gait training, that’s when the robot
will most likely show much higher gains. We’re
in the middle of that study now.”

The Lokomat currently costs about $250,000, 
a price that researchers say likely will drop as
competitors enter the market. Within two to five
years, with a lower cost and more research to
back it up, the machine likely will be found in
more hospitals. “Any major rehabilitation center
should look at this. The major cities should all
definitely have this,” he says.

Anecdotally, the machine has worked wonders
for some patients. “We have patients who can
walk now; and if you take all the statistics across
spinal cord injury patients, their chance of walk-
ing after two years is 10% to 30%,” Hornby says. 

“One patient was a 13-year-old girl who had a
diving accident and had no movement in her legs
for five weeks. We trained her for eight weeks 
in the robot, and she was able to walk 250 feet.
Statistically, she only had a 10% to 30% chance 
of walking two years after the injury. Now it’s
been a year since her injury, and she doesn’t use 
a wheelchair at all; and she walks over ground
with the help of crutches,” he adds.

The device is likely to be most helpful for those
patients who are the weakest. David Zemon, MS,
PT, a research physical therapist at RIC, says the
Lokomat is a wonderful first step and an engi-
neering marvel. But for patients with more
strength, it may not be as effective as manual
training by a therapist. “The patient could practi-
cally fall asleep in the machine because the robot
keeps on going. It doesn’t respond to the amount
of force from the patient like a therapist could,”

112 REHAB CONTINUUM REPORT ™ / October 2003



he says. “Engineers are working on ways to make
it more compliant.”

Zemon says researchers hope to find a happy
medium between the robotic repetition and
allowing patients to learn from making mistakes
walking on their own. “The machine corrects the
patient’s mistakes a lot, so the patient is walking
the same way every time,” he says. “The thera-
pist can respond to the patients and allow them
to make mistakes. The robot is a great training
tool, but patients still need to practice walking
over ground.”

Zemon says therapists love the Lokomat.
“Everyone likes the pattern. It moves in such a
controlled gaitlike pattern,” he says.

Researchers say the Lokomat also potentially
could be useful for patients with other neurologi-
cal diagnoses such as multiple sclerosis, cerebral
palsy, head injury, and Parkinson’s disease.  ■

Some patients wired to
feel pain more intensely
Pain management should be individualized

In rehab, you deal with pain on a daily basis.
Much of patients’ treatment plans can depend

on the level of pain they are experiencing. 
But how do you know if patients are giving 

an accurate report of their pain? And why do
patients with the same diagnosis sometimes
report wildly varying degrees of pain? 

New research from Wake Forest University
Baptist Medical Center in Winston-Salem, NC,
confirms for the first time that some individuals
genetically are more sensitive to pain than others.
The research also shows that patients really are
capable of accurately reporting the pain they feel. 

“We have all met people who seem very 

sensitive to pain as well as those who appear to
tolerate pain very well,” says Robert Coghill,
PhD, lead investigator and assistant professor
of neurobiology and anatomy at Wake Forest.
“Until now, there was no objective evidence
that could confirm that these individual differ-
ences in pain sensitivity are, in fact, real.”

In the study, Coghill and his colleagues used
magnetic resonance imaging (MRI) to assess the
brain function of 17 healthy volunteers. While
their brains were scanned, a computer-controlled
heat stimulator heated a small patch of skin on
their legs to 120° F, a temperature that most peo-
ple find painful. The patients’ self-report of the
pain, using a scale of 0 to 10, ranged from a low of
1 to a high of almost 9.1

People who reported higher levels of pain
showed increased activation in areas of the brain
important in the experience of pain. Activation
was seen in the primary somatosensory cortex,
which perceives the location and intensity of a
painful stimulus, and the anterior cingulate cor-
tex, which processes the unpleasant feelings from
the pain. There was little difference between sub-
jects in activation of the thalamus, which trans-
mits pain signals from the spinal cord to higher
brain regions. 

“This difference between cortical and thalamic
patterns of activation may help explain pain dif-
ferences between individuals,” he says. “This find-
ing raises the intriguing possibility that incoming
painful information is processed by the spinal
cord in a generally similar manner. But once the
brain gets involved, the experience becomes very
different from one individual to the next.”

Coghill says his research shows pain manage-
ment should be done in a highly individualized
fashion. “One of the most difficult aspects of
treating pain has been having confidence in the
accuracy of patients’ self-reports of pain,” he
says. “These findings confirm that self-reports 
of pain intensity are highly correlated to brain
activation and that self-reports should guide
treatment of pain.”

The researchers found that the pain scale was
a true ratio: If the heat stimulus was turned
halfway down, the patients gave half the pain
rating, Coghill says.

In addition to the genetic foundation, the vari-
ability in the experience of pain also can depend
on long-term cognitive factors, such as personal-
ity aspects, a past experience with a painful stim-
ulus, or a perception that the stimulus is either
positive or negative. For example, a cancer
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patient likely will feel more negative about pain
than a woman giving birth. 

“The childbirth pain may be just as intense, but
it’s not terribly unpleasant because it’s associated
with a pleasant outcome,” he explains. “The can-
cer patient is associating the pain with something
that is leading to death.”

A person with chronic pain likely will become
depressed, withdrawn, frustrated, and less physi-
cally active, all of which can make the pain seem
more intense. “Pain can exact a significant toll on
a person’s mental health,” Coghill adds. “But just
because a patient may be suffering from mental
health issues doesn’t mean they are not actually
experiencing pain.”

So what’s a provider to do? Coghill makes the
following recommendations:

1. Use a good, quantitative pain reporting
scale that is heavily validated.

Make sure the anchors of the scale are well
defined. Don’t just ask patients to rate their pain
on a scale from 0 to 10. Define 0 as not at all
unpleasant and 10 as the most intense pain imag-
inable. Or don’t use numbers at all. Coghill rec-
ommends the slide algometer manufactured by
the Parisian Novelty Co. of Chicago. This $2 plas-
tic slide rule shows the patient a red bar that
lengthens as you pull the slider out. On the back,
the provider can see the corresponding numbers. 

“If you just ask the patient for a number, the
pain ratings will cluster around certain numbers.
The patient is not going to say his pain is a 6.725.
There is also a tendency for patients to stick with
one number at each visit rather than changing it,”
he says. “If you use the visual analog on the slide
rule, you get more precision. You might end up
seeing a 5.3 vs. a 4.8, which gives you better
information.”

2. Have the patient separately rate the inten-
sity of the pain vs. the unpleasantness of the
pain. 

Coghill tells patients to imagine the sound from
a radio. The loudness of the music would be the
intensity, and other factors such as whether they
like what’s playing would be the unpleasantness.
“This gives you insight into the impact the pain is
having on the patient’s life,” he says.

3. Most importantly, recognize that patients are
capable of rating pain in a meaningful fashion.

Take them seriously, he says. 
Coghill illustrates his point about listening to

patients with the story of a woman who recently
sent him an e-mail about her pain experience
after a laminectomy. She said she had a lot of

experience dealing with pain and had previously
figured out how to remove herself mentally from
pain. After the surgery, her physician put her on
pain medications that she felt she didn’t need. 

“She said the post-surgical recovery was awful
because of the meds. They took away her own
ability to deal with the pain,” Coghill says. “A lot
of people are suffering unduly because of physi-
cian reluctance to prescribe analgesics, but on the
other hand, some patients are getting a sledge-
hammer when they only need a little tap.”

Reference

1. Coghill R, et al. Neural correlates of interindividual dif-
ferences in the subjective experience of pain. Proc Natl Acad
Sci U S A 2003; 14:8,538-8,542.  ■

HIPAA EDI enforcement 
to be kinder, gentler
Many won’t be ready, industry groups say

The Centers for Medicare & Medicaid Services
(CMS) will use a complaint-driven process to

enforce the transactions and code sets provisions
of the Health Insurance Portability and Accounta-
bility Act (HIPAA) after the Oct. 16 implementa-
tion deadline and will focus on using voluntary
compliance.

The agency has said it will not impose penal-
ties on covered entities that deploy contingencies
to ensure the smooth flow of payments if they
have made “reasonable and diligent efforts to
become compliant and, in the case of health
plans, to facilitate the compliance of their trading
partners.”

CMS made that announcement a few days 
after a number of industry groups — including 
the American Hospital Association (AHA), the
American Medical Association, and others —
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delivered a letter to Health and Human Services
(HHS) Secretary Tommy Thompson urging his
department to act promptly to prevent an impend-
ing train wreck from an uncoordinated implemen-
tation of HIPAA standardized transactions.

“Despite the best efforts of all parties, many
covered entities will not be able to achieve full
compliance by that date due to circumstances
beyond their control,” the health care organiza-
tions wrote. 

They warned that without action by HHS,
rejection of nonstandard electronic transactions
and resulting reversion to paper transactions by
significant numbers of providers would lead to a
major disruption of payments to providers under
Medicare, Medicaid, and private-sector health
plans.

The organizations urged HHS to clarify that
during a reasonable migration period, transac-
tions standards compliance requires only that
claims be in the HIPAA-standard format, use the
standard codes, and contain only the data content
necessary for adjudication. They also urged the
agency to develop a process to ensure an ade-
quate level of cash flow to providers during the
transition. 

Pete Kraus, CHAM, business analyst for
patient accounts services at Emory University
Hospital in Atlanta, says that although “a bit
melodramatic,” AHA and the other industry
groups probably are correct in their assessment 
of payer and provider readiness.

However, Kraus said it would be hard to fault
HHS if it chose to be adamant in sticking to the
implementation schedule. “It isn’t as though the
players haven’t had plenty of notice that this was
coming,” he notes. “Had everyone treated the
deadline as they did Y2K, most participants
would be ready.”

His hospital’s clearinghouse has been sending
837-formatted claims to any payer that will take
them for months, Kraus says.

“The clearinghouse tells us the list of payers
accepting 837 claims is growing, albeit slowly,”
he says. 

“We’ve experienced significant delays attempt-
ing to test 835-formatted electronic remittances
with our Medicare and Medicaid intermediaries.”

Hospitals were to have begun testing their
electronic data interchange (EDI) processes on
April 16. Most of what has been holding up
progress in the move toward transactions and
code set implementation is that Medicare and
most state Medicaid programs were not ready 

to proceed with EDI, says Gillian Cappiello,
CHAM, senior director for access services and
chief privacy officer at Chicago’s Swedish
Covenant Hospital.

By the end of July, Kraus said, there had been
no sign of either Medicare or Medicaid being
ready to test.

The comments by CMS on its enforcement pro-
cess “could mean anything,” he adds, “although
it sounds as though they intend not to be draco-
nian in their initial enforcement. Whether that
helps or hinders the process remains to be seen.”

Next up is HIPAA security 

Cappiello says her organization has begun
meetings to strategize its approach to the next
HIPAA hurdle — the April 21, 2005, effective date
of the HIPAA security regulations. She notes that
there is significant overlap between the final
security rule and the HIPAA privacy standard,
which became effective in April.

A number of offerings on the CMS web site
have been helpful in her own preparation for the
security rule, Cappiello says, including informa-
tion found at www.cms.gov/hipaa/hipaa2/
regulations/security/default.asp. A good place 
to start, she adds, is the transcript for the Feb. 28,
2003, HIPAA implementation roundtable.

Also helpful, she adds, is Phoenix Health
Systems’ “Key Security Questions for Healthcare
Executives,” available at www.hipaadvisory.
com/action/security/0603keyques.htm.

In an article found at that site, Clyde Hewitt
and Bill Miaoulis, principals with Phoenix Health
Systems of Montgomery Village, MD, suggested
three questions that health care organizations
should ask in regard to the security rule:

1. What are the security risks to my organiza-
tion, and which are the highest priority?

2. What measures should be considered for
our plan to reduce risk and become HIPAA
security-compliant?

3. How much should we budget (money,
resources) for security?

Important security risks to be considered,
they say, likely will include many, if not all, of
the following:

• loss of financial cash flow;
• permanent loss or corruption of electronic

protected health information (ePHI);
• temporary loss or unavailability of medical

records;
• unauthorized access to or disclosure of ePHI;
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• loss of physical assets (computers, etc.);
• damage to reputation and public confidence;
• threats to patient safety;
• threats to employee safety.
In assessing risk, Hewitt and Miaoulis pointed

out, it is important to determine potential events
that could result from an organization’s vulnera-
bilities, which could include the following:

• Misuse of authorized access — an employee
divulges system passwords to a marketing firm,
or an errant e-mail containing ePHI is sent to a
large group of unauthorized users.

• Financial fraud — think Enron, WorldCom,
HealthSouth.

• Natural physical events, such as fires, floods.
• Unexpected systems downtime.
• Unauthorized access to systems by hackers

— defaced web pages, viruses.
• Harm to employees or patients. 
• Systems are not set up to effectively monitor

security incidents.
• Staff do not know how to respond to security

incidents.
• Unauthorized access to facility areas that are

not properly secured.
• Ineffective disposal of ePHI and other sensi-

tive data.
CHC Healthcare Solutions has a document with

a grid comparing the privacy rule and the security
rule, Cappiello points out, that can be found at
www.computerhorizons.com/mediastore/other
files/SecurityEssentialsforPrivacy.pdf.  ■

Cut claims — not cost 
per claim — to save
Prevention key to lower workers’ comp costs

In tight economic times, injury prevention is an
economic necessity. Consider this: Medical costs

for workers’ compensation claims involving lost
time from work rose by 12% in 2002. Payment for
lost wages rose by 7%, according to the Insurance
Information Institute.

So if your injury record stays the same, your
workers’ compensation costs will climb. The only
choice is to spend money and resources to reduce
injuries, asserts Donald Maynes, a risk analyst
consultant who spent years investigating claims
and later became involved in helping companies
settle their claims. 

Maynes now works as a consultant with
Ergologix Consulting, a Portland, OR-based firm
that specializes in injury reduction for hospitals.

While the potential for cost savings from injury
prevention may seem obvious, it’s not always
clear how to get there. 

In fact, employee health services often are
viewed as a revenue drain without regard for
the  potential to boost the bottom line. 

Based on his experience, Maynes offers some
advice for employee health professionals:

1. Build the financial case with senior 
leadership.

Hospital leaders need to understand that sav-
ing money through claims management is minis-
cule compared to reduction in claims from injury
prevention, Maynes says. Claims can be reduced
as much as 70% to 80% by focusing on preventing
injuries, he says.

Suppose, for example, that you set aside a
reserve of $100,000 to handle a claim, but the
actual cost ends up being $98,000. You didn’t
save $2,000, Maynes adds. 

You spent $98,000. “Savings on the claims side is
a fictitious thing. It can’t happen,” he says. “Claims
can only result in expense, they can never result in
savings.”

You also have to combat the belief that injuries
are inevitable and you’re going to pay for them
no matter what. “There’s a lack of knowledge
about some of the things you can try to do to pre-
vent injuries over all,” Maynes says. “There’s sort
of a mindset that exists, particularly among
financial people, that claims have occurred his-
torically at that level, [and] therefore, they’re
going to occur at that level this year.”

2. Partner with risk management allies.
Workers’ compensation insurers often provide

consultation or incentives for injury prevention.
They also may be able to provide valuable data
about claims trends that you can use to target
your injury prevention. Internally, risk managers
and the safety committee can offer support and
information.

Injury prevention also has a broader impact 
in a time of nursing shortages, and managers
may be increasingly receptive to implementing
change. “You have to begin to revise the environ-
ment for the benefit of your existing employees,
to hang on to them and reduce your recruitment
costs,” he says.

3. Engage employees in decision making.
“It becomes a matter of trying to get the

employees to become a part of the solution. If
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you’re ineffective at doing that, you’re not going
to be able to solve the problem,” he says.

Once you’ve identified your major sources of
injury, create a dialogue with employees about
the possible solutions. For example, if you have
high claims related to slips and falls, discuss pos-
sible changes in work practices that could reduce
the risk. Keep employees informed about the
interventions you’ve made and the results.

4. Respond quickly when injuries occur.
Despite your best efforts, some injuries still

will occur. Getting swift care for the injured
employee is not only a sign of good will; it is
good business.

“The most critical part of any claim occurs
within the first 15 minutes of an incident happen-
ing,” Maynes says. 

“It’s critical that knowledgeable people be
available to assist the injured employee getting
the right medical care, to make sure that the
employee will start off in a system of maximum
medical improvement,” he points out.

Conversely, if the employee’s care is disjointed
and the employee feels it’s a struggle to get help,
you will be set up for a battle. Litigated claims
are the most expensive ones.

5. Leverage your savings for more injury pre-
vention resources.

You may start with a pilot project, such as tar-
geting a high-risk unit with ergonomics interven-
tion. Document your savings, and use that to
gain an investment in equipment for other units.
Your greatest savings will come from a program
to reduce injuries related to patient lift and trans-
fer, Maynes says. 

In fact, Ergologix identified a possible $1.2 mil-
lion savings in one calendar year at a hospital by
addressing lift and transfer issues.

“Senior hospital administration at this point
has not made savings of workers’ compensation
dollars a priority because there’s a lack of under-
standing of how you get there,” Maynes explains.

“Through the leadership and guidance of
employee health personnel, we can enlighten
them as to what they are [able to accomplish],” 
he adds.  ■

Zero-lift policy boosts 
savings for hospital
Injuries and claims are cut in half

Ergonomist Laurie Wolf, MS, CPE, spent years
teaching client companies how to reduce their

workers’ compensation claims by implementing
ergonomic interventions. 

But when her own employer, BJC Health Care
in St. Louis, encountered claims of more than $4
million, she realized that she needed to turn her
attention close to home.

After spending more than $160,000 on equip-
ment and salaries, implementing a zero-lift policy,
and conducting ongoing training and performance
review, Wolf had her success: Injuries and claims
dropped by half in the health system’s long-term
care facilities. She is now adapting the program for
use by BJC’s 13 other acute care hospitals.

In three years before the lift program, six long-
term care facilities had 129 worker musculoskele-
tal injuries among employees, costing $476,913.
In the three years after the lift equipment and
policies went into place, the centers had 56
injuries, costing about $200,000.

BJC Health Care also won an award from the
National Institute for Occupational Safety and
Health (NIOSH) for its partnership with NIOSH
researcher Jim Collins, equipment manufactur-
ers, and academic researchers. 

The most important partnership, however,
involved the employees, says Collins, PhD, MSME,
an epidemiologist and engineer. “The staff felt a
sense of buy-in and were more strongly motivated
to participate in the lift program.”

Employees helped select the equipment, but
their involvement didn’t end with the purchase
of the lifts, he notes. They continue to provide
feedback to ergonomics specialists and employee
health nurses who regularly visit the sites. The
Occupational Health Nurse Council, comprised
of occupational health nurses from all BJC facili-
ties, discusses injury prevention at monthly
meetings.

“For the most part, the employees love [the
patient-handling program],” Wolf says. “We’ll go
up and down the hall for maintenance checks.
People will come by and say, ‘Don’t take that lift
away; we love that lift.’”

At BJC, zero lift means just that. Long-term
care employees are expected to use equipment to
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transfer a patient who is fully dependent and
nonweight-bearing. That is now one of their basic
job competencies, and managers are expected to
monitor employee performance. 

Wolf and her colleagues, including Kim
Gladstone, director of the WellAware wellness
program, needed to build a framework to make
zero lift possible. “Part of our success was getting
a clear-cut policy,” Wolf says.

But employees needed more than just a policy
change to help them alter their daily work prac-
tices. BJC began by selecting three possible ven-
dors of full-body lifts and arranging for a trial
period. All of the trial lifts had performed well
in laboratory testing at the NIOSH facility in
Morgantown, WV. The lifts also had to be able 
to lift a patient or long-term care resident from
the floor and to weigh residents while in the lift,
Collins says.

Employees completed evaluations on the lifts,
and BJC ended up purchasing equipment from
two vendors. The health system purchased
enough lifts to have one for every eight patient
rooms in the long-term care centers.

Training was intensive, involving just two
employees at a time. “It takes 45 minutes to an
hour to train them on lift devices,” says Wolf.
“What’s important is that they are actually lifted
in the lift devices. They do it on each other. They
feel what it feels like. They know it’s not going to
hurt the patient.”

That training is performed and reinforced by
BJC’s ergorangers. For example, they go to the
long-term care centers during the prime lifting
time in the morning when patients are getting up
and ready for breakfast. They make sure the lift
equipment is being used properly and actually
help nursing assistants with lifts. BJC has 2.5 full-
time equivalent ergorangers that address the
ergonomic needs for all hospitals and nursing
homes within BJC Health Care.

“The vendors tend to say, ‘We’ll train you
around the clock,’” says Wolf. “That initial train-
ing isn’t enough. You need someone who will
constantly be there; someone who will come back
and check.”

Color-coding helps in lift use

Becoming comfortable with the lifts is only one
hurdle for employees. They have another dilemma:
figuring out when to use them.

BJC relies on algorithms developed by the VA
Patient Safety Center in Tampa, FL, to assess

patients and determine what type of lift assis-
tance they need. 

In the long-term care facilities, a physical ther-
apist or nurse assesses patients and assigns a lift
category. A red sticker on the patient’s headboard
or nameplate means full-body lift. A yellow
sticker means the patient needs a stand-up lift,
and a green sticker means no mechanical lift is
needed. BJC developed the system based on suc-
cessful programs that had been described by
ergonomics experts Bernice Owen and Arun
Garg.1

“Ideally, upon admission, someone is evaluat-
ing that patient,” says Wolf. “If a therapist is not
available, sometimes an RN will do the assess-
ment. You have to be flexible. It depends on the
staffing and the nature of the patient.”

In hospitals, that process is challenging. While
the spinal cord unit may have lift policies that 
are similar to those in long-term care, patients in
post-intensive care or post-surgical units may be
encouraged to become mobile as soon as possi-
ble, Collins explains.

Someone in the emergency department may
need to make an initial lift assessment of an
admitted patient, but that assessment may soon
change, Wolf notes. 

The algorithm and coding system still can
work as long as physical therapists, nurses, or
other employees are given the responsibility for
assessing and reassessing patient needs. Instead
of stickers, a hospital may use color-coded mag-
nets, she says. “Things change so fast in hospi-
tals, we can’t keep up with stickers.”

Hospitals also must train nurses and aides how
to respond when patients or their family mem-
bers request they not use the lift. In one such case
at BJC, a nursing assistant who attempted a man-
ual lift with other employees suffered a serious
back injury. If a similar concern arises, ergonomic
specialists will talk to the patient and family and
try to allay their fears, pointing out that lifts pro-
vide greater stability and safety for the patient.

Wolf say she hopes to eventually see a signifi-
cant cost savings in the hospitals with a complete
ergonomics program and a campaign to prevent
slips and falls. “The goal is to help our employ-
ees,” she says.

Reference

1. Garg A, Owen B. Reducing back stress to nursing 
personnel: An ergonomic intervention in a nursing home.
Ergonomics 1992; 35:1,353-1,375.  ■
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Have fun with quality:
Host performance fair
Staff can learn about improvement projects

Looking for a fun way to share your accom-
plishments with the rest of the staff, and teach

them a little bit about quality to boot? Why not
try a performance improvement fair?

That’s what Ruby Redfield, BSN, RHIA, CPHQ,
director of performance improvement (PI) for
Unity Health Center in Shawnee, OK, has been
doing for the past 10 years and with great success.

“We highlight all of our performance improve-
ment projects; it’s one large education session,”
she says. The hospital’s vendors come in at 7 a.m.
on the day of the fair and set up until noon, at
which time the fair begins. The peer review orga-
nization also participates.

“Our peer review organization sets up a booth
and shows our own data compared to other hospi-
tals in the quality projects we do,” Redfield says.
“They love doing it. Some of the vendors we part-
ner with to improve outcomes . . .  also bring in
data.” Vendors from other areas of safety, house-
keeping, and infection control also participate.

Besides being fun, the PI fairs serve an impor-
tant purpose. “They help get people ready for the
Joint Commission [on Accreditation of Healthcare
Organizations], and they educate the entire staff
about all the busy work that goes on here,” she
explains. “It shows them the big picture on things
they think management isn’t telling them about,
and some even say, ‘Gosh, that’s neat; I want to be
a part of it.” 

A number of the presentations show how the
projects have saved money, reduced staff time, or
in other ways benefited the employees.

In addition, the employees can earn safety cred-
its at the fair. “We number the poster presentations
and give them a test,” Redfield adds. “The ques-
tions are in the same order as the posters, so traffic
flows better.”

Creative planning has helped boost the fairs’

popularity. For example, since the national
Infection Control Week and Quality Weeks always
occur in October, the quality and infection control
departments at Unity combine their efforts.

“It’s gotten bigger every year,” Redfield says.
“The last time, we had 17 vendors and maybe 40
posters from departments that had a quality pro-
ject.” Hospitalwide teams, or interdepartmental
teams, also participate, she notes.

The fairs usually were held in the hospital’s
large wellness center, but when new construction
was under way, it was held in hallways. “We have
about 640 employees, and we end up getting about
70% of them to come through,” Redfield adds.

Noting the success of fairs she has learned
about through articles and Internet sites, Linda
Wennberg, RN, is anxious to get one started for
her center, which has about 50 beds and a 90-bed
attached skilled care nursing facility.

“Let’s face it; performance improvement is
very boring,” concedes Wennberg, head coordi-
nator of performance improvement for depart-
ments in Northwest Medical Center in Thief
River Falls, MN. “We’re trying to make it more
than something that’s mandated. It should help
to get that buy-in and keep education levels up.”

Her fair will be organized by the center’s facilita-
tion team, co-chaired by Wennberg and the hospi-
tal chief operating officer, and consisting of the
board of directors and the quality council — with
representatives from different departments, includ-
ing maintenance and labs as well as. 

“We require all our departments to do some
individual [quality] work,” she explains. The PI
fair will help interdepartmental communication,
Wennberg says. “The other departments used 
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to report to us on a quarterly basis; we’d have a
pizza party and talk about what was going on.”

The same people would always talk, she notes,
and “no matter what we tried, we would not get
anywhere.” Manager buy-in clearly was needed,
she says, so the meetings were made semiannual,
with quarterly reports to management. “Now,
we’ve just begun speaking about perhaps having
a PI fair in November,” she says, “doing fun
things as a way of learning and to get people to
share. We’re learning what story boards are and
are having fun with it.”

Wennberg says she wants to use the cafeteria 
or one of the meeting rooms and involve not just
department managers but line staff as well. “We
just want to concentrate on PI. To let people know
that this is not something strange or foreign, and
that you should take pride in what you do.”  ■

Language services tool 
for health care providers

The Access Project and the National Health Law
Program have developed a resource to help

health care providers and others ensure people
with limited English proficiency receive appropri-
ate language assistance services in medical settings.
The Language Services Action Kit is available for
$25 and has information on obtaining federal fund-
ing for interpretation and other language services
for patients covered by Medicaid and the State
Children’s Health Insurance Program. 

Federal laws require health care providers to
offer language services such as interpretation and
translation, yet these services can be expensive.
In addition, the need for language services in the
health care setting is on the rise because the num-
ber of people with limited English proficiency in
the United States is growing. The materials can:

• explain federal laws and policies that require
health care providers to ensure access to services
for people with limited English proficiency;

• describe models some states have adopted
to reimburse health care providers for language
services;

• list resources for additional information
about language services. 

To order, go to: www.accessproject.org/projects.
htm. E-mail: lepactionkit@accessproject.org. An
invoice will be enclosed with the kit. The price
includes tax, shipping, and handling; and pay-
ment must be made by check or money order.  ■

Nancy J. Beckley
MS, MBA
President

Bloomingdale Consulting
Group

Brandon, FL

Bonnie Breit, MHSA, OTR
President

BRB Consulting
Media, PA

Christine MacDonell
Managing Director

Medical Rehabilitation/
Emerging Markets

CARF
Tucson, AZ

Bill Munley, MHSA, CRA
Administrator of
Rehab/Neuro/

Ortho Service Line
St. Francis Hospital,

Greenville, SC

Susanne Sonik
Director 

Section for Long-Term Care
and Rehabilitation 
American Hospital

Association 
Chicago

Gary Ulicny, PhD
Chief Executive Officer
Shepherd Spinal Center

Atlanta

Carolyn Zollar, JD
Vice President for

Government Relations
American Medical

Rehabilitation Providers
Association

Washington, DC

EDITORIAL ADVISORY BOARD
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9th 
AnnualHospital Case Management Conference

TThhee  CChhaannggiinngg  ffaaccee  
ooff Case  Management

Looking Forward, Looking Back
Program Chair Toni G. Cesta, PhD, RN, and her committee
have put together an agenda for the 2004 Hospital Case
Management Conference that promises to deliver the high level
of in-depth and insightful case management information you
have come to expect from us.

Join us in Atlanta, Georgia, MMaarrcchh  144  -  166,,  22000044 at the
Swissotel Atlanta to explore the case management issues that
affect you and your colleagues every day. Some of the topics
that will be discussed are:

•  A practical legal update for case managers
•  Role functions and departmental design
•  Best practices from the field
•  Case management for the uninsured
•  From discharge planning to transitional planning

Look for more information on program topics including 
valuable pre- and post-conferences that you will not want to miss!
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qquuaalliiffyy  ffoorr  tthhee  $$10000  eeaarrllyy  bbiirrdd  ssppeecciiaall!!**

*Paid registrations must be received by February 14
to take advantage of the $100 savings.

From the publisher of HHoossppiittaall  CCaassee  MMaannaaggeemmeenntt  and CCaassee  MMaannaaggeemmeenntt  AAddvviissoorr


