
Depression tops list of attending 
problems for rehabilitation patients
Researchers advocate routine depression screening

Agrowing body of research establishes a link between rehabilita-
tion and depression. There are many questions still unanswered,
but researchers agree on one fact: If you work in rehab, you’re

going to have to deal with depression.
“Depression is for many people a first- or second-tier response to

trauma,” says Greg Smith, PhD, clinical rehabilitation psychologist 
and director of Progressive Rehabilitation Associates in Portland, OR.
“Depression is No. 1 or No. 2 on anybody’s problem list in a rehab 
program when they’re dealing with chronic disabilities.”

So it’s not so much a question of if, but rather when a patient will
begin to have feelings of depression. Patients go through a range of
emotions that may start with disbelief and denial and move on to fear,
anger, or depression once they begin to confront the true nature of their
new limitations, Smith says.

“The way the rehab team functions is to say where is this person in
the process of adapting and coping and learning to address this issue,”
Smith says. “Typically, patients will find themselves on antidepressants,
but the medications are really adjunctive to the treatment. They aren’t
the treatment. The treatment should occur not only with the rehab psy-
chologist but with the other team members as well. In a rehab setting,
what we’re looking for is assisting the person to adjust. It’s a behavior-
change strategy.”

The rehab team should be looking for depressive symptoms all through
the rehab process but should be particularly alert to emotional difficulties
that rise as therapy decreases. The highest suicide rate in the United States
is among quadriplegics and paraplegics, Smith says, and it usually hap-
pens as much as a year after injury. 

“The more medically stable they are, the stronger they get, the more
they wake up,” he explains. “The therapy begins to diminish in frequency,
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and they’re kind of on their own; and it’s at that
point where they’re at the highest risk for suicide.
All the focus of attention had been on getting bet-
ter, and now this is it.”

Every rehab plan should have a behavioral
aspect that is updated weekly or even daily as
needed, Smith says.

It’s not hard to understand why patients with
sudden severe physical limitations might become
depressed. But what if the depression is a biologi-
cal reaction caused by the traumatic event itself?
Researchers now believe that depression in stroke
patients may correlate with the size and location
of the lesion on the brain. The presence of a bio-
logical mechanism may explain why a recent
study from the University of Iowa in Iowa City
found that antidepressant treatment for stroke
victims appears to reduce mortality, whether the

patients are depressed.1 “This finding suggests
that the pathophysiological processes determining
the increased mortality risk associated with post-
stroke depression last longer than the depression
itself and can be modified with antidepressants,”
the authors write.

Ricardo Jorge, MD, a co-investigator of the
study who is a neurologist and assistant profes-
sor of psychiatry at the University of Iowa, says
almost 68% of patients who received 12 weeks 
of antidepressant treatment were alive after nine
years, compared with about 36% of patients who
received 12 weeks of placebo. 

Forty percent of patients develop a depressive
disorder within two years of a stroke, he points
out. There doesn’t seem to be any association
between the severity of the stroke and the sever-
ity of the depression. 

Reasons for depression in stroke patients
include:

1. Biological causes. Patients who develop
depression tend to have a greater degree of atro-
phy in the brain, Jorge says. 

2. Socioeconomic factors. Patients who are
socially isolated with a poor social support net-
work are more vulnerable to depression.

3. Genetic endowment. Certain personality
types and reactions to stress can lead to depression.

4. Previous history of depression. According
to Jorge, the causes of depression may vary along
the course of the patient’s recovery. “Those factors
prominent in acute phases may not be so promi-
nent in later phases. Biological causes may play a
big role at the beginning, and lack of social sup-
port later on.”

Whatever the causes, adequate treatment of
depression leads to significant improvement in
activities of daily living and cognitive function,
he says. “Lack of motivation is one of the cardinal
signs of depression. Depressed patients, in gen-
eral, have less degree of involvement with every
type of rehab effort. One of the reasons those
patients don’t recover in the same way is they
don’t participate in the same degree in the rehab
process.”

Jorge and his colleagues are exploring further
the mechanism by which antidepressants seem to
be increasing stroke patients’ chances of living
longer. They say it’s possible the drug’s action
may be independent of depression. They also say
giving antidepressants early after stroke poten-
tially could prevent the onset of depression later. 

But Jorge cautions that it’s too soon to start pre-
scribing antidepressants to every stroke patient. 
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“Many rehab physicians have a very low thresh-
old to start antidepressants, even if they are in
doubt that the patient is really depressed. It’s not
easy to diagnose depression,” he continues. “But
we need more research, bigger studies, to be sure
about the results and also to select the most ade-
quate medications. Using antidepressants is not
devoid of side effects. We don’t have the empirical
evidence to start treating every patient at this point.
We need to be cautious.”

Assessment is critical

The first step, Jorge says, is to strive for correct
assessment of depression. Patients in rehab facili-
ties need an evaluation by a psychiatrist who has
rehab experience. 

At Burke Rehabilitation Hospital in White
Plains, NY, all stroke patients get a depression
evaluation, straight from a clinical investigator
himself. Pasquale Fonzetti, MD, PhD, a neurolo-
gist and principal investigator in clinical neu-
ropharmacology, is working with Jorge on a
three-site depression prevention protocol. 

So far, he has 10 patients enrolled in the study
that seeks to confirm the results of Jorge’s earlier
study and lead to a new standard of care for reha-
bilitation hospitals around the country.

They are enrolling patients who are not
depressed, starting them on a trial medication,
and following them for 18 months to see if they
develop depression or have other medical events.
Patients who do develop depression are removed
from the study and started on proper treatment.
Another arm of the study will compare the effects
of behavioral treatment with the antidepressant. 

Burke Rehab patients are fortunate, Fonzetti
says, to get the depression screening because of
the clinical trials done there. 

“But screening is not widely done unless a hos-
pital is involved in clinical trials. It should be,” he
explains. “Depressed patients have less motiva-
tion to improve, less attention and concentration.
Depression is a factor for [patients’ conditions] to
deteriorate instead of gradually improve. This is
an issue that is well known to neurologists who
work in a rehab setting, but other neurologists are
not as aware of the problem.” 

Another area of disability in which there is
not nearly enough awareness about depression
is vision loss, says Amy Horowitz, DSW, senior
vice president for research and director of 
the Arlene R. Gordon Research Institute at
Lighthouse International. 

Lighthouse is a nonprofit organization based in
New York City that serves as a worldwide resource
on vision impairment and rehabilitation.

“People absolutely do not know there is such
a thing as vision rehabilitation. It’s not like hav-
ing a hip fracture and knowing you’re going
into rehab,” Horowitz says. “They don’t know
there is anything that can be done or what’s
available, and therefore, they see the situation as
hopeless. People do not have to expect vision
loss or depression as a normal consequence of
aging. A lot of people say, ‘What do you expect?
They’re losing their vision; of course, they’re
depressed.’ But that doesn’t have to be the case.
It’s highly prevalent, but it’s not inevitable.”

Horowitz recommends that ophthalmologists
routinely screen for depression, especially in
patients with age-related macular degeneration. 

“You speak to a lot of specialists and they say,
of course, they see a lot of depression in their
practice. They just don’t do anything about it,”
she says. “It’s important to acknowledge it and
make the appropriate referral.”

Lighthouse is in the data analysis phase of a
five-year longitudinal study of the prevalence 
of depression in people with vision loss and its
relation with disability over time. The researchers
are looking at the impact of depression on reha-
bilitation and also the impact of rehabilitation on
depression.

About one-third of people older than 65 who
have vision impairment also suffer from depres-
sion, Horowitz says. That’s a higher percentage
than has been reported for elderly people in the
community and also higher than the estimates for
elderly patients with other medical conditions. 

“One thing that is clear is that the relationship
between vision impairment and functional dis-
ability is profound compared to other common
medical conditions. It’s comparable to stroke and
arthritis. There is a strong relationship between
disability and depression,” she says. 

“There’s something unique about the subjective
feelings about the loss of vision. It has a great deal
of meaning to people over and beyond sometimes
what kind of functional limitations it might cause.
It’s associated with feelings of dependence, fear,
loss of autonomy,” Horowitz explains.

According to research from the Lighthouse,
depressed people are less likely to follow through
with rehabilitation and have a bigger dropout
rate. But in a recent study published in Aging 
and Mental Health, Horowitz and her colleagues
reported that use of rehabilitation services led to
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a decline in depression over time.2

“When they do engage in services, they tend to
receive fewer hours of service. Depression dulls
the affect, dulls the ability to engage in activities
of all sort, including rehabilitation,” she explains.
“Depression should never be left untreated. The
ironic part is that rehabilitation can impact one’s
mental health status.”

The key is determining how best to address this
reciprocal relationship between depression and
rehab. “For some people, you may have to deal
with the depression before you deal with the reha-
bilitation,” Horowitz adds. “For some, you may be
able to deal with them concurrently. Which do you
need to address first so you can improve both func-
tion and mental health? The goal of rehabilitation is
not only to improve function but to improve one’s
adaptation to a disability.”

There is evidence that rehabilitation cannot
only alleviate depression but also can improve
physical problems related to the disabling condi-
tion. A large randomized trial reported in the
Journal of the American Medical Association last fall
found effective depression treatment in arthritis
patients led to less pain, enhanced functioning,
and a better quality of life.3

The IMPACT study was a multisite study of
depression care in 1,801 patients seen in their pri-
mary-care physician’s office. 

“Older adults with depression commonly cope
with several chronic illnesses on a daily basis,”
explained principal investigator Elizabeth H.B.
Lin, MD, MPH, in a news release about the
study. 

Lin is a family medicine physician at Group
Health Cooperative in Seattle. 

An estimated 15% to 20% of elderly folks in the
community have depressive symptoms, but the
prevalence of depression jumps to between 30%
and 50% in elderly patients with medical condi-
tions requiring rehabilitation. Those most fre-
quently affected tend to be patients dealing with
stroke, arthritis, and vision loss.

“This research suggests that we can lessen their
pain, improve their outcomes, and enhance their
quality of life by reorganizing primary care prac-
tices to better treat their depression. We did not
use any magic bullet — no new medication or
technology. We simply used existing treatments
more effectively,” Lin asserts. 
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No double standard: CARF
applies its own rules
New HR practices lead to excellence award

Have you ever been through a rigorous CARF
accreditation survey and wondered if CARF

walks the walk as well as it talks the talk?
The short answer is yes, CARF does apply its

own standards, those that are not specific to medi-
cal care, internally. 

Because it does it so well, the organization
recently was named the 2004 grand prize winner
of the Workplace Excellence Award of Greater
Tucson, where CARF International is based.
CARF (which accredits rehabilitation, employ-
ment, and aging service providers in the United
States, Canada, and western Europe) was named
one of the best places to work in Tucson and also
one of Tucson’s most progressive employers.

The award, sponsored by the Society for
Human Resource Management, was given to the
company that best exemplified human resource
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practice. Not bad for a company that didn’t even
have a human resources professional position
just three years ago.

And that gets us to the explanation of how
CARF applies its own standards: It starts with
Brian Boon, PhD, president and CEO of CARF.
Boon’s first order of business when he came to
CARF three years ago was to begin an organiza-
tional assessment to identify areas that needed
improvement. Human resources and utilization of
technology popped up as two such areas. “There
wasn’t a lot of investment in the things that our
standards demand of our accredited organizations
around looking at long-term strategy, financial
planning, and human resource planning,” he
explains. “We did all this because our standards
say good organizations should do this. It’s really
living up to what you preach.”

Boon says he was surprised to learn CARF had
no official human resources position. “The func-
tion was being done through different assign-
ments in the organization, but there really wasn’t
an HR professional. I said, ‘I’m sorry. I’ve never
worked in a company where we didn’t have
someone who was a human resources special-
ist,’” he adds. 

Boon created the HR position and hired Judy
Forman to be CARF’s first human resources offi-
cer. Forman reports directly to Boon. 

“I learned a long time ago that organizational
success is very much dependent upon the people,
not the suits and ties,” he notes. “Having HR
report directly to the president/CEO sends a sig-
nal that there aren’t that many degrees of differ-
ence between the leadership positions and the
frontline staff. I’ll be on the phone with the dis-
gruntled customer just like they will.”

CARF also reviewed its HR policies and proce-
dures, staff education and training, and awards
and incentives programs. “What we’ve tried to
do is make our organization more responsive to
our external environment. In order to do that, we
had to invest in our people,” Boon says. 

Changes CARF made include:
• employing a corporate balanced scorecard to

monitor progress;
• holding a quarterly president’s forum to

share information with staff about company
goals, financial results, organizational events,
and employee satisfaction survey results;

• investing in a new technology platform and
training staff to use it;

• integrating HR objectives into the company’s
strategic goals;

• making awards to individual employees for
significant contributions;

• giving goal-sharing rewards for team efforts
in achieving budget objectives and balanced
scorecard indicators.

According to Boon, while most of the CARF
standards are written for the medical rehab field,
there are many that CARF can apply to itself. 

“We look at strategic planning and financial
planning and resource planning. We now have a
five-year integrated strategic and financial plan.
We use the standards as our own benchmark,” he
says. “One of the standards says to collect infor-
mation on an ongoing basis regarding the people
you serve. We have customer satisfaction data that
we look at every quarter in front of our staff so
they can see what’s working and what’s not. The
accessibility standard — we had a university come
out and test to make sure our own work environ-
ment was accessible to persons with disabilities.”

The new efforts are paying off. In 2002, CARF
did 1,446 surveys. In 2003, CARF was able to
complete 1,898 surveys with no extra staff at the
same time it rolled out the new computer system.
Even with those challenges, CARF saw an 89%
customer satisfaction rate in the last half of the
year, up from 86%. Results of employee job satis-
faction surveys also have increased.

According to Forman, employee involvement
in the organizational changes has been a key to
success. 

“We’ve focused on communication of business
strategies so people are not working in the dark,”
she says. “Employees have been allowed to make
suggestions. People can see what their role is and
why we’re doing these things because they have
the bigger picture.”

Staff receive a weekly electronic newsletter and
frequent e-mail communication, and they partici-
pate in all-staff forums that range from the quar-
terly meeting to impromptu 15-minute discussions
in the lobby. Employees have also participated in
focus groups to make suggestions for change. One
employee group developed a value statement for
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CARF called RESPECT, which stands for respect,
excellence, stewardship, partnership, communica-
tion, and technology. 

“The feeling was that we should have an inter-
nal value statement as well as an external one,”
Forman says. “Another thing that came out of it
was people thought they had good communication
within their department but that communication
could be improved between different customer ser-
vice units. They said we’d be better placed if we
looked at each other as internal customers.”

CARF launched an intensive customer service
program to deal with that issue. Each staff mem-
ber went through 18 hours of training. “If we’re
going to deliver excellent external customer ser-
vice, our delivery chain is only as strong as our
weakest link,” she continues. “We even devel-
oped a customer service excellence slogan that
said let’s focus on what we can do, not why we
can’t do it.”

CARF also beefed up its employee recognition
programs. About a dozen employees receive the
annual president’s award for making a significant
contribution above and beyond the scope of their
jobs. One winner, for example, negotiated faster,
more reliable copy machines and saved CARF
$20,000 a year in leasing costs in the process.
CARF also pays cash bonuses to employees if the
company reaches certain levels on the balanced
scorecard. Managers receive $50 per year per staff
member to use for departmental recognition in
whatever way they choose — group lunches, gift
certificates, movie tickets, and the like. Individuals
also can qualify for merit pay increases.

“It’s a good balance between the team piece and
the individual contribution,” Forman says.  ■

Providers welcome new
admission guidelines
AAPM&R forms task force on medical necessity 

After months of gloom and doom surrounding
the 75% rule and the draft Local Medicare

Review Policies (LMRPs) on inpatient rehabilita-
tion admission, rehab advocates say they finally
see a glimmer of hope. Not a big bucket of sun-
shine — the 75% rule and the draft LMRPs still
are on the table — but a welcome ray of hope,
nonetheless.

The American Medical Rehabilitation Providers

Association in Washington, DC, sees a positive
alternative in a new local coverage determination
document released by AdminaStar Federal, says
Carolyn Zollar, JD, AMRPA’s vice president for
government relations. AdminaStar is the Medi-
care fiscal intermediary for Indiana, Illinois,
Kentucky, and Ohio.

When three other fiscal intermediaries —
Riverbend Government Benefits Administrator
(Tennessee and New Jersey), Blue Cross and Blue
Shield of Georgia, and Veritus Medicare Services
(Pennsylvania) — released their draft LMRPs 
in the fall, rehab providers worried the policies
would be a disaster for inpatient rehab. (See
Rehab Continuum Report, November 2003, cover
story.) Providers said the proposed narrow criteria
for admitting patients to inpatient rehab would
shut many patients out of services they need and
even force some rehab hospitals to close.

While the previously released LMRPs were vir-
tually identical, the AdminaStar document takes
its own tack on the issue of what types of patients
should be admitted for inpatient rehabilitation. 

According to Bruce Gans, MD, chief medical
officer at the Kessler Institute for Rehabilitation
in West Orange, NJ, that’s a good thing. 

“The AdminaStar document has absolutely no
relation to the other documents, and it was clearly
not just a minor variation or derivative of one com-
monly produced document. It’s a totally different
approach,” says Gans, who is also the president-
elect of the Chicago-based American Academy of
Physical Medicine and Rehabilitation (AAPM&R).

Fiscal intermediaries began producing local
coverage policies for inpatient rehab after a 2002
program memorandum from the Centers for
Medicare & Medicaid Services gave them the
responsibility for auditing inpatient rehab claims. 

With all the differing opinions coming from
the payer side, the AAPM&R has decided to offi-
cially weigh in on inpatient rehab admission.
The organization has formed a task force of eight
physicians and four consultants to establish its
own professional recommendations of what are
the appropriate criteria for determining medical
necessity for admission into an inpatient rehab
facility, Gans says. Over the next six months, the
task force will review the existing documents
and what little literature exists on the topic and
try to articulate the standards and criteria to
which rehab hospitals should be held. 

He maintains that fiscal intermediaries really
don’t need a local coverage document, but if they
must have one, the AdminaStar version is the best.

42 REHAB CONTINUUM REPORT ™ / April 2004



“The Medicare 110 benefit policy regulations
are quite clear and quite readily usable to assess a
patient’s appropriateness for admission by any-
body who knows and understands rehab,” he
says. 

Gans, who says he found the Riverbend LMRP
to be a “disturbing document” that couldn’t pos-
sibly have been written by physicians with rehab
experience, says the AdminaStar document does
appear to have been written by people with
knowledge of medical rehab. “It approaches the
whole concept of how to identify what patient is
appropriately cared for in inpatient rehabilitation
settings from the perspective of rehab. It recog-
nizes the purposes of admission are for function
and that need for admission doesn’t always cor-
relate well with diagnosis,” he adds. “That is one
of the problems that has been identified with the
other approach and how attendant it is on the
notion of diagnosis. What the field has said all
along is that it’s not medical diagnosis that deter-
mines appropriateness but rather functional need
and potential benefit from the kind of resources
that are available at a rehab hospital.”

The AdminaStar document (go to: www.amrpa.
org/PDF_Files/Inpatient_Rehabilitation_IAC_
Jan_Mar.pdf) does not include a listing of diag-
noses appropriate for inpatient rehabilitation but
instead asserts, “The need for inpatient rehabilita-
tion is more dependent on the effects of a patient’s
injury or illness [impairments, functional deficits,
achievable goals] than on the precipitating cause
[diagnosis].” 

The document summary states that inpatient
rehabilitation will be considered medically rea-
sonable and necessary as long as:

• There is a reasonable expectation of measur-
able improvement that will be of practical value
to the patient within a predictable and reasonable
period of time.

• The patient requires the active and ongoing

therapeutic intervention of at least two disci-
plines, one of which must be a therapy, acting in
a coordinated fashion.

• The patient requires and can tolerate at least
three hours per day of skilled therapy at least five
times per week.

• The therapy cannot be provided in a less
intensive setting.

The AdminaStar document probably would
not force hospitals to change the way they admit
patients. “But it would relieve a lot of the anxiety
that we feel when we admit somebody who we
know needs our care and services but we know
puts us in jeopardy of having a denial,” Gans
says. “That’s the good news. Each case needs to
be judged on its own merits. You can’t develop 
a blanket guideline that automatically could be
applied to people.”

But overall, both the 75% rule and the LMRPs
should be stopped, he says. Gans sees two differ-
ent questions to be answered:

1. How do you define a rehab hospital in con-
trast to an acute care hospital? “That actually has
very little to do with the attributes of the individ-
ual patient and mostly to do with what the facil-
ity does, what the services are, what the resources
are like,” he says. 

2. How do you determine which individual
patient belongs in that setting? “That’s a job for
the local coverage determination. There are specific
attributes that should be defined. The AdminaStar
document shows it’s not impossible. Now some-
body has published a model that is really close to
being right. It should be quite a usable tool for the
fiscal intermediaries but also for the field,” Gan
adds.  ■

Integrating acupuncture
improves care, profits
Occ-health program incorporates it into PT

Integrating acupuncture with conventional
physical therapy and work hardening has been

both a medical and financial success for Good
Samaritan Occupational Health Services in Avon,
MA, according to its medical director, Robert P.
Naparstek, MD. The on-site acupuncture pro-
gram was initiated in January 2000.

“I had always wanted to do this,” explains
Naparstek, whose first exposure to acupuncture
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was as a rheumatology/immunology fellow in
1983-84. “The medical center was downtown near
Chinatown. I met interesting people from Hong
Kong and Taiwan, who invited me go downstairs
to their storage room, where I met their cousin,
who was a renowned master in acupuncture.” 
When patients left, he adds, it would be with
smiles and bows, and they often left their canes
behind. 

“Since then, I have always wanted to have the
opportunity to do some integration [of acupunc-
ture] with occupational health,” Naparstek notes.
From time to time he sent patients to acupunctur-
ists, and some of them were able to get off of
drugs like Percocet. “I did not do any formal
measures, but I noticed anecdotally that there
was improvement,” he reports.

In 1995, Naparstek became medical director 
at Good Samaritan’s occ-health services. And in
1999, he became involved with the New England
School of Acupuncture, a prominent institution in
the region. “I felt it was now or never. I had signif-
icant autonomy, so I got an acupuncturist I had
met through the school to come talk with us about
integrating it into our program, and what kind of
MMI [maximum medical improvement] we could
reach with acupuncture.” After that, he says, “I
just basically did it.”

The setup was fairly simple. Naparstek brought
in the acupuncturist, Nicole Stockholm, MAc,
LicAC, of the New England School of Acupunc-
ture, to see patients on Tuesdays and Thursdays.
The rest of the team comprised Naparstek and
Good Samaritan’s physical therapist.

The facilities were fairly large, with two rooms
devoted to acupuncture. “We gave Nicole all the
support she needed, the rooms, heat lamps — we’d
even buy her needles,” he notes. “In other words,
we’d cover all the overhead and then we’d split the
money.”

Most of the patients came from corporate clients.
About 50% were workers’ comp cases; the rest of
the patients were billed direct. Acupuncture was
not covered by their insurance, but the fees were
reasonable — $86 for the initial visit and about $40
per follow-up visit. “The total cost of an average
course of acupuncture is less than that of an MRI,”
Naparstek points out.

Factors such as strength and range of motion
were measured regularly to assess patients’
progress. “Patients’ healing rates improved, he
notes. “Acupuncture was clearly making a big
difference in terms of numbers of lost days and
getting people back to work.”

He cites one case in particular to illustrate the
important role acupuncture has come to play in
treating patients. This particular patient worked
for a nearby company that makes black electric
tape. He regularly carried 50-pound barrels of
toxic powder that easily can be inhaled, dumped
the power, mixed it, and put it into special kilns.

“He was an immigrant from Portugal — uned-
ucated but intelligent, a low-wage individual who
was a heavy smoker,” Naparstek recalls. “He was
complaining of pain in his left arm. Because he
was left-handed, he moved the barrels more with
his left arm, so I felt it was logical to look for an
ergonomic cause. But I could not isolate a tendon,
bursa, muscle, or joint as the source of pain.”

His next thought was a possible cardiac prob-
lem, since the patient was a smoker. “I even sent
him to our cardio department for a stress test, but
that was normal,” he says. 

Finally, the patient visited with the acupunctur-
ist who interviewed him along with Naparstek.
“He finally confessed that he had been under a lot
of stress — he had lost his wife to breast cancer
and was feeling very sad and overwhelmed,” says
Naparstek.

In the type of acupuncture Stockholm practices,
there are a number of points associated with emo-
tions and meridian lines. “She said the patient
was terribly Yin deficient, and his lung meridian
was profoundly blocked — that there was Chi
stagnation, which she says is almost always asso-
ciated with grief,” Naparstek recalls.

She began treating him, and he got “unbeliev-
able relief [within two to three treatments],” he
adds. “He started crying for the first time; he
really grieved.” 

The patient ended up having nine to 10 appoint-
ments, went through the work hardening program
for two weeks to regain strength, and then was
back to full duty. 

“Acupuncture really does tend to stimulate the
emotional issues associated with injury,” says
Naparstek. “People who are injured feel humili-
ated at work and become angry. Once they
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started talking about it and getting acupuncture,
they no longer had symptoms.” 

Naparstek says he also is using acupuncture 
for his chronic patient resolution (CPR) program.
“This is for chronic workers’ comp cases, where
people have been out three to five years. We assert
that managed care has not worked, and we make a
deal with the adjusters: ‘Give us six months, and
we promise to state an MMI.’ This really suspends
managed care for six months.”

In CPR, acupuncture is a key part of the pro-
gram, being used in combination with aquatic
physical therapy, medical office visits, work
hardening, and clinic psychology. “We treat
them as aggressively as we can and then reach
an MMI,” he says. “We have had 30 people
moved back either to full-time work or perma-
nent modified duty, and acupuncture has played
a huge role.”

Naparstek is having some success with the

insurance representatives, but there’s still work to
be done. “I tell adjusters it will reduce future risk
and free up reserves. That appeals to some, but
others just do not want to give up authority,” he
says. 

Using acupuncture in physical therapy (PT) and
work hardening also benefits the insurer, he adds.
“These stories are great examples of how dealing
with emotions can help heal injury, push a person
out of PT faster, and close the claim. I argue with
the insurance companies that this something that
is ridiculously cheap, and it works.” 

It also can help prevent the large number of
iatrogenic gastrointestinal bleeds that result from
overprescribing anti-inflammatory agents, asserts
Naparstek.

“Acupuncture is cheap, it’s safe, and it works,”
he points out. “Hopefully, because we have reams
of data on this, we will be able to publish our expe-
rience in the near future.”  ■

Going from good to great
is Studer program’s goal
It’s all about service excellence

Aligning with the health care customer service
model of the Studer Group — whose Road

Map to Excellence is guided by five pillars: ser-
vice, quality, people, finance, and growth — was
a natural fit for Providence Health System, says
Patricia Weygandt, manager of access services at
Providence Milwaukie (OR), one of three system
hospitals in the Portland, OR, area.

“It’s all about service excellence,” she adds.
“The pillars of the [Gulf Breeze, FL-based] Studer
Group come very close to our strategic priorities.”

What’s striking about the Studer program, and
gives it more substance than the average customer
service initiative, Weygandt contends, can be
summed up in one word: accountability. 

“It’s a change in culture, and it requires buy-in
from everybody within the health system,” she
says. “It’s not just, ‘This is a good idea,’ and maybe
you do it and maybe you don’t. It requires the com-
plete support of all levels of leaders.”

Information on the company’s web site (www.
studergroup.com) describes how it has applied to
health care the concepts in the book Good to Great
by Jim Collins, which is about the momentum 
created by the power of continued improvement
and the delivery of results.

Under the Studer plan, Weygandt says, every
member of the organization is asked to sign a ser-
vice commitment and receives a star pin to wear
as evidence of that commitment. Providence
Hood River — also located in Oregon — was the
first system hospital to adopt the program, with
some modifications, she notes, and the three
Portland-area facilities began implementation in
late November and early December 2003.

A three-tiered rollout of the program started
with manager education and was continuing this
year with an employee forum, or seminar, on ser-
vice excellence, Weygandt adds. “It will take from
one year to two years to get it fully implemented.”

Highlights of the program, she says, include
the following initiatives:

• Leader rounding. Using a rounding log, man-
agers go to employees and ask a series of ques-
tions, she says. “We ask if there are any co-workers
they would like to recognize, and why, and if there
are any physicians they’d like to recognize, and
why. Then we ask, ‘Is there anything I can do that
will help you with your job?’”

The form on which these responses are recorded
also has a place to indicate action taken by the
manager, she says. “Every manager is expected to
do one rounding a week, and then the logs are sent
to administrators, who keep a record.”

Weygandt notes, for example, that she rounded
on one of the emergency department registrars,
asking the employee, “What’s going well down
here. Is there anyone I can recognize?”

The registrar immediately gave the name of a
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nurse, citing her compassionate attitude, and
then listed four physicians who always are sup-
portive of admitting staff, as well as a co-worker
and another nurse.

Asked if there was anything that could be done
to make her job easier, the registrar mentioned
that the department’s insurance eligibility soft-
ware was not working properly. Weygandt wrote
personal notes to those mentioned, citing the spe-
cific reason for the thank-you, and followed up
on the software service request.

• The 5-10 rule. Within 5 feet, employees are
expected to make eye contact with and greet
whomever they meet —  co-workers, physicians,
or patients. Within 10 feet, they are expected to
make eye contact and smile. Those who’ve made
this commitment are given a “smile” button to
wear.

At Providence Milwaukie, Weygandt says,
“We have all noticed a real difference in the hall-
ways and throughout the hospital as people have
acknowledged patients and co-workers. People
who before would put their head down and look
away are now saying ‘hello’ or ‘good morning,’”
she adds. “Those who are a little reticent can’t
help but respond.”

Asked if a required greeting might seem artifi-
cial to some, Weygandt notes, “If it is artificial,
then people need to examine their attitudes and
why they’re here. That’s how culture change hap-
pens. It’s amazing how contagious it is. You see a
light in patients’ and families’ faces when they
are recognized and acknowledged.”

• Managing up. “This means positioning
someone or something in a positive light,” she
explains. “An example would be to say to a
patient, ‘Dr. Smith is your physician. He’s a very
good surgeon. You’re in great hands.’ You can
almost always think of something positive, even
if it’s about equipment. You can say, ‘We’ve just
installed an MRI that is the best in the field.”

To contrast, Weygandt points out, “Managing
down” would be to tell employees something
such as, “Management won’t get us the equip-
ment we need,” or “I called the doctor three times
about your pain, but he won’t call back.”

Because it’s such an ingrained habit to 

consciously or unconsciously pass the buck to
avoid being blamed, she continues, managing
up is the most difficult practice for staff to
implement consistently.

Follow-up — as in the seven thank-you notes
generated by one employee — is imperative to the
program’s success, she emphasizes. “If you don’t
follow up, it’s just so much lip service. If it doesn’t
translate into action, it’s just one more program
that will fall by the wayside.” 

Although the follow-up described above was
more extensive than the norm, Weygandt notes,
there is no question the Studer program repre-
sents a major time commitment. “It’s worth it,”
she says. “It’s part of what we need to do to turn
us from a good hospital to an excellent hospital.
Many times people are happy with good, but
we’re not.”

Program practices yet to be rolled out, she says,
include identifying the level of each employee’s
performance as either a 5 (highest), 4, or 3, with
appropriate feedback given, and instituting tele-
phone calls by nurses to all patients following 
discharge. The idea behind implementing the pro-
gram in phases, Weygandt explains, is to “hard-
wire the behavior change for at least three months
and then move on to the next step. [That way], it
becomes part of the everyday routine.”  ■

Ergonomics program 
gives a lift to morale
Hospital survey shows satisfaction

Ergonomics is more than a way to lift patients.
As Butler (PA) Memorial Hospital found, it

can lift morale and employee satisfaction as well. 
The challenge is to overcome negative percep-

tions and convince staff that hospital administra-
tion is serious about reducing injuries, says Karen
Bosley, RN, manager of the employee health ser-
vice of the western Pennsylvania hospital.

In a five-question survey, she found employees
did not feel they had adequate training or equip-
ment. The survey indicated employees believed
injuries were not a high priority to hospital admin-
istration. As a consequence, employees paid little
attention to the ergonomic devices the hospital pro-
vided. “We found we had employee reluctance to
take the time to either use the equipment or get
additional staff [to help with a lift],” Bosley adds.

Need More Information?
☎ Patricia Weygandt, Manager of Access

Services, Providence Milwaukie (OR). 
E-mail: patricia.weygandt@providence.org.



During the following year, the hospital spent
$80,000 on equipment, developed a training pro-
gram, and initiated an incentive program to
reward employees who complied. 

Visible support for ergonomics was evident
from administration. Injuries declined by 33%, and
related medical costs were reduced by $123,000.
Just as important, however, was the change in atti-
tude, as demonstrated in a post-implementation
survey. “It’s absolutely amazing,” she says. “Now
people think administration cares. They know
they’ve gotten education. They know we’ve got
equipment.” 

Ergonomics now has become one aspect of the
hospital’s efforts to be an “Employer of Choice”
— a hospital that has an edge in recruitment and
retention. Butler Memorial actually began to
investigate ergonomics because of concern over
several serious injuries. It was not just the cost
that concerned Bosley; although at $400,000 in
workers’ compensation, the cost was significant. 

“We identified employees who had been injured
previously, whose quality of life had been [perma-
nently] changed.” Employees had undergone back
surgery, including fusions and diskectomy, due to
work-related injuries, she says.

“They’re still working here, but they are not
able to do the job they were doing before,” Bosley
points out. “They are RNs who will probably
never be able to go back to the nursing job they
did before. Most of them are in nonpatient care-
related jobs, such as data collection or staff educa-
tion. We didn’t want any other person to have to
go through that. We wanted to see what we could
do to prevent future injuries.”

In July 2001, the hospital’s safety committee
decided to create a subgroup to investigate the
injuries and develop a plan of action. The com-
mittee included Bosley, the safety officer/risk
manager, an ergonomist, an employee educator, a
floor nurse, the physical therapy director, and the
systems improvement manager.

The causes identified by the team are common
ones: Employees used poor transfer and lifting
techniques. The hospital had no policy defining
safe lifting techniques. It lacked adequate equip-
ment. Employees needed patient assessment
tools to define when equipment should be used,

and employees were reluctant to take the time 
to use equipment or get additional staff. Bosley
and her colleagues wrote a policy and developed
patient-assessment algorithms. But they knew
that was just the first step.

The safety team sought strong administrative
support as well as employee buy-in. She and her
colleagues were able to get a commitment for
$80,000 to purchase equipment — and the team
agreed to be accountable for results. They assured
administrators they would achieve a reduction 
in lifting injuries by at least 25% and a savings of
$100,000 in related costs. “We really were adamant

April 2004 / REHAB CONTINUUM REPORT ™ 47

■ Rehab community
outreach programs

■ Trends in telerehabilitation ■ Legislative trouble for
long-term care hospitals

■ How to handle no-shows

COMING IN FUTURE MONTHS

Your 30-day preview copy of
The Practical Guide to Discharge Planning

has been reserved for just $99!
Call (800) 688-2421 and order your copy today.

The Practical Guide to Discharge Planning provides case studies
along with practical and expert advice to nurse case managers and
social workers engaged in the practice of discharge planning in the
acute care setting. This invaluable resource provides you with:

■ techniques for overcoming
discharge delays;

■ data on using electronic systems to
improve discharge planning;

■ strategies for improving patient edu-
cation at discharge;

■ methods for maintaining adequate
follow-up after discharge;

■ and much more.

Call (800) 688-2421 and order your
copy today. PLUS — get free CE!

Take advantage of this opportunity to
receive comprehensive and practical information at the incredibly 
low price of $99, plus gain the opportunity to receive approximately
10 nursing contact hours FREE!

AND — there's no risk!

When you receive your copy of The Practical Guide to Discharge
Planning, review it. If you are not satisfied for any reason, simply
return the product within 30 days in resalable condition for a full refund.
You never risk a penny!

Call (800) 688-2421 and order your copy today.
Refer to promotion code 51202.

ACCREDITATION STATEMENT

Thomson American Health Consultants is accredited as a provider of contin-
uing education in nursing by the American Nurses Credentialing Center's
Commission on Accreditation. Provider approved by the California Board of
Registered Nursing, Provider Number CEP 10864, for approximately 10
contact hours. 

T H O M S O N  S C I E N T I F I C  &  H E A LT H C A R E

The Practical Guide 
to Discharge Planning



48 REHAB CONTINUUM REPORT ™ / April 2004

that we could do it,” Bosley stresses. “We asked for
this money and asked for a chance to prove that we
could make a difference.”

The survey of 1,500 employees provided a way
to measure another outcome: employee satisfac-
tion. The safety team was very hopeful it would
improve after the intervention.
Staff and managers were an integral part from

the start of the program. Employees helped eval-
uate and select the lifting equipment. They acted
in a video that became the training tool for the lift
devices. Supervisors added ergonomics to their
annual staff competency testing. Additionally, the
hospital’s ergonomist went to office workstations
to make adjustments and improve comfort.

They also faced a common challenge: How do
you keep employees motivated to use the equip-
ment? Bosley uses an incentive program to reward
staffwho were observed using lifts, Hover mats,
gait belts, or other ergonomic items. Employees
receive $5 gift certificates for pizza, ice cream,
movie theaters, and other local stores, along with 
a congratulatory note. 

“It wasn’t a great deal of money, but it’s made
a tremendous impact,” explains Bosley, who esti-
mates she spent about $1,000 on the incentives.
“People really do appreciate that they’ve been
noticed.” She adds that she was pleased recently
when she learned of two employees who followed
the appropriate lifting policy when a patient lost
her balance and began to fall. The nurses eased
her gently to the floor. Then, instead of manually
lifting her, one stayed with her while the other got
a lift. “They didn’t put their own backs at risk.
The patient wasn’t injured, and neither were the
employees. It’s a win-win.”  ■

IOM recommends more
diverse health work force

Arecent report from an Institute of Medicine
(IOM) panel recommends strategies for

achieving greater diversity among health profes-
sionals, a goal that would lead to improved access
to care for racial and ethnic minority patients. 

The report says health profession educational
institutions should improve their admissions poli-
cies and practices to better recognize the value of
diversity and culturally competent care, improve
the institutional climate for diversity, and affiliate
with community-based health care providers to
attract and train a more diverse and culturally
competent work force. 

It also recommends academic accreditation bod-
ies enforce diversity-related standards and include
underrepresented minorities and other experts in
cultural competence and diversity. In addition, the
report says Congress and state and local entities
should increase funding and support for programs
effective at enhancing diversity. 

At an IOM briefing on the report, Lonnie
Bristow, MD, former president of the American
Medical Association, pointed out that the “educa-
tional pipeline ruptures long before minority 
students have an opportunity to access higher
education, let alone training in a health field.” 

Ray Grady, chairman of the Institute for
Diversity in Health Management, said the report
“focuses on issues that are essential to ensuring a
diverse health care work force, [and] tapping into
this diversity can only enhance the high quality
of care that our hospitals and health care workers
provide to patients every day.”

To see the IOM report, go to: www.national
academies.org/morenews/.  ■
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