
Create a task force to get your 
falls prevention program running
Help patients overcome their fears, complacency

In the past few years, falls have killed 7,000 to 12,000 people over age
65, and nearly one-third of older Americans fall, costing more than
$20 billion in direct health care costs, according to the U.S. Depart-

ment of Health and Human Services. Elderly people who have chronic
or serious health problems, including conditions that require rehabilita-
tion, are at even greater risk of falling and becoming injured.

“We recognize falling as a potential serious problem for our patients,
and it’s a common occurrence in rehab because what we’re trying to do
is get patients to as close to an independent level of functioning as pos-
sible,” says Dorothy Doweiko, RN, director of quality management for
Spaulding Rehabilitation Hospital in Boston. Spaulding has about 290
beds and an outpatient program and is affiliated with Massachusetts
General Hospital and Brigham and Women’s Hospital, also in Boston. 

Here’s an example of a common falling scenario: A physical therapist
and occupational therapist work to maximize a patient’s functioning dur-
ing therapeutic sessions. Eventually, the patient regains self-confidence
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Executive Summary
Subject:
Falls cause thousands of deaths each year. Falling injuries can impede patients’
rehab recovery process.
Provider: Spaulding Rehabilitation Hospital, Boston
Essential points:
❏ Reduce your facility’s fall rate by forming special task force.
❏ Collect data on all patient falls.
❏ Create a tool to help staff assess patients’ risk of falling.
❏ Educate staff, patients, and families about fall prevention strategies.



and some independence. One day after therapy
sessions, the patient is back in the room and
decides to get up and move without assistance.
Then the patient falls. 

“We try to set limits for when patients are back
in their rooms, but many times patients don’t take
the advice of their therapist or nurse, and they try
to get up to go to the bathroom independently,
and that’s when they fall,” Doweiko says.

It’s also common for elderly patients to have a
profound fear of falling, particularly if they are ill.
The fear can become an obstacle to therapy com-
pliance and hinders their return to independence.
Fear can cause these patients to restrict their activ-
ity, which leads to deconditioning that can con-
tribute to their falling and hurting themselves,
says Elizabeth Walker Peterson, MPH, OTR/L, 
a clinical assistant professor at the University of
Illinois at Chicago.

Peterson has developed a program aimed at
reducing the fear of falling among older people.
The program was tested successfully in a ran-
domized, controlled trial. 

Develop prevention programs

Spaulding Rehabilitation Hospital has had a
10% decrease in the number of falls over the past
three years, a result of the hospital’s comprehen-
sive fall prevention program. The hospital made
a number of changes in the way it dealt with falls
and the way staff evaluated patients for the risk
of falling.

Here’s how the program works:
1. The hospital formed a falls prevention task

force. First, hospital administrators decided to
make fall prevention a priority. “It was our No. 1
problem on the incidence reports,” Doweiko says.
Then employees and managers formed a fall
prevention task force, which worked with the
quality management department to develop
strategies related to reducing falls. The task
force first had to define the term “fall.”

“There are different definitions for falls, and
when you read articles about patient falls, some
institutions categorize a fall as when a patient

hits the floor involuntarily, even when the patient
is dizzy and assisted to the floor by a therapist,”
Doweiko explains. “That’s a situation where the
patient is aware of what’s going on, and for the
most part, the patient is not injured.”

The task force decided not to include that type
of situation in its definition of a fall. Instead, it
defined the term as an incident in which a patient
hits the floor involuntarily and unassisted.

Then task force members outlined strategies
for reducing the number of falls, and they devel-
oped an interdisciplinary fall risk prevention pol-
icy. (For a description of Spaulding’s fall risk
program, see insert.)

2. Staff collected data on patient falls. The
quality management department had been col-
lecting falls data over several years, so the task
force used the information as the baseline for
measuring improvement.

Employees routinely fill out incidence reports
that include falls, and the task force and quality
management department pulled all the reports
relating to patient falls. Then they collected the
information on a database and analyzed it for
trends. “We tried to categorize different types of
falls,” Doweiko says. Those situations include
falls that occur when a patient is trying to get to
the bathroom or when a patient moves to or from
a shower chair.

3. They gave staff a risk assessment tool. The
task force researched risk assessment in current
medical literature and then helped create a one-
page risk assessment tool for identifying high-
risk patient behaviors. The tool includes general
data, such as the patient’s age and whether he or
she has a history of falls. And the tool has differ-
ent categories that describe the patient’s physical
condition, ambulatory devices used, medications
prescribed, and mental status.

Each item has a place for nurses to check if 
the item applies to a particular patient. Once 
the nurse has completed the risk assessment tool,
the checkmarks are evaluated. When the tool has
four or more checkmarks, the patient is labeled
high risk for falling.

The first version of the risk assessment tool
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placed patients in three different categories: low
risk, moderate risk, and high risk. But the tool
didn’t work as expected. “The patients who were
assessed to be at moderate risk were the ones
who were falling the most,” Doweiko notes.
“They were the ones who were really our most
frequent fallers.”

The tool was good at identifying low-risk
patients who didn’t require fall prevention edu-
cation and extra assistance, and it could identify
high-risk patients who were given extra educa-
tion and interventions and therefore had fewer
than predicted falls. The problem was that
patients in the moderate category became part 
of a gray area. They didn’t receive as much atten-
tion as the high-risk patients, which led to an
unacceptable falls rate.

The task force revised risk assessment. Now the
tool has only two categories: low risk and high
risk. Patients who previously were considered at
moderate risk now receive the same education and
interventions as those who are at high risk.

The tool also lists the interventions clinicians
may choose, and it has a place to record when each
intervention began. Interventions vary according
to the patient’s condition. The risk assessment tool
for traumatic brain injury patients will be slightly
different from the tool used for cardiac or respira-
tory patients, for instance.

Here are some examples of interventions:
• ensuring a nursing call light is within the

patient’s reach at all times and that nurses
answer it as soon as possible;

• encouraging families to provide sneakers or
other types of nonskid footwear for patients;

• putting the bed in a low position;
• keeping the patient’s transfer status up-to-

date on the communication board in the patient’s
room;

• making sure the patient is not left unat-
tended during transfers or when walking.

Clinicians complete the assessment tool for
each patient each week, noting any changes in
status, such as if the patient has had a fall or
appears to be unstable.

“It’s because we take the tool so seriously that
we have good outcomes,” Doweiko says. “It
takes everybody being cognizant of the potential
problems if we’re not mindful of a safe environ-
ment for each patient.”

4. The task force educated staff, patients, and
families. First the hospital started a large educa-
tional effort, sending representatives to each floor
to talk about different types of fall prevention

measures that could be used for specific patient
populations. For example, patients who have had
strokes will need different fall prevention inter-
ventions than patients who have had a spinal
cord injury.

Task force members and quality managers
even visited the night shift staff, bringing dough-
nuts to 2 a.m. and 3 a.m. educational sessions.
The education included showing employees
videos with realistic scenarios that displayed
problems resulting in falls. “The videos provoked
discussion,” Doweiko says. “The video gave a
case study of how an employee should handle a
patient who is obviously not safe, and it discusses
the interventions the staff could take.”

Rolling out a ‘care campaign’

Each month, the hospital places 12 fall preven-
tion posters inside corridors where they can be
seen easily by staff, patients, and patients’ families.
Therapy and nursing clinical educators created the
posters, using computer graphics, and the hospital
printed them. Then the posters were laminated
and hung on the walls. Each poster highlights a
different issue related to falls and fall prevention,
and they’re changed monthly.

“We want families to participate in this need
for safety awareness, so the posters have com-
mon sense guidelines,” she explains.

Staff education included brown bag luncheon
discussions about fall prevention. The task force
gave each floor or program some data about their
own fall trends. “It’s really critical for the staff to
know how they are doing,” Doweiko says.

The task force also showed employees a com-
parison of the hospital’s fall data with fall data
from other area hospitals. Unfortunately, the only
data Doweiko could find for comparison came
from acute care hospitals, so the comparison isn’t
a true benchmark. “But at least they can see
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where we fit in when compared to acute care hos-
pitals,” she adds.

The comprehensive educational campaign paid
off. Employees began to contribute their ideas
and observations, and this helped the task force
create more specific and better interventions. For
instance, some staff said their problem wasn’t so
much that patients weren’t following directions.
Instead, most patients were on diuretics, which
caused them to urinate frequently. Because those
patients often were getting out of bed alone dur-
ing the night and risked falling, the task force
took appropriate steps, like placing commodes 
at the patients’ bedsides.  ■

Help patients recover 
from the fear of falling
It can hinder independence, recovery

Sometimes therapists will find it difficult to
motivate elderly patients to regain their

strength and mobility after an accident or surgery.
Patient recovery may lag behind for many reasons,
but one potential cause might surprise clinicians:
Patients may be afraid they will fall.

Elizabeth Walker Peterson, MPH, OTR/L, 
first became intrigued with the idea that a fear of
falling is a disability after observing older people
who had taken serious falls. “I noticed it was diffi-
cult to motivate people to participate in therapy in
the hospital because they were very concerned
about falling again,” says Peterson, who is a clini-
cal assistant professor at the University of Illinois
at Chicago. “Fear of falling is a rational response to
an event that could conceivably happen to them,
and even people who haven’t had a fall have a fear
of falling,” she says. “If the fear is intense enough,
it can lead to activity restriction, and then you get
into the vicious cycle of activity curtailment and
deconditioning caused by the fear of falling.”

Peterson was among researchers at Boston
University School of Public Health, the Univer-
sity of Illinois at Chicago, and several other uni-
versities who participated in a randomized,
controlled trial that sought to reduce the fear 
of falling among older adults.

The research led to the development of a pro-
gram called “A Matter of Balance,” which teaches
patients greater control and instills confidence in
their abilities with the purpose of eliminating their

fears of falling. The program, which is adminis-
tered through the Boston University Roybal
Center for Research on Applied Gerontology, was
designed for older adults who live independently
or in assisted-living facilities, but  it also will work
in the rehabilitation setting.

The program addresses the fear of falling that
many older adults have by providing a group
intervention in which participants are taught bet-
ter communication skills and physical exercises
and are given an opportunity to gain insight into
their own fear and the actual risk factors of
falling.

“It’s very important for health care providers
to initiate conversations about the fear of falling,
and for them to recognize that even older adults
who have not had a fall may have a fear that
threatens their sense of well-being and causes
activity curtailment,” Peterson says.

Here’s an outline of how the fear of falling 
program works:

• Create a structured group intervention.
Older adults meet as a group partly because some
parts of the education are interactive and work
better in a group setting and partly because the
participants give each other support, which has a
therapeutic effect. The trial program consisted of
eight two-hour sessions, scheduled over four
weeks, that delve into a variety of activities geared
toward physical, social, and cognitive exercises to
help reduce a person’s fear of falling. The program
used a variety of instructional activities and
devices, including videotapes, lecture, group dis-
cussion, mutual problem-solving, role playing,
exercise training, assertiveness training, home
assignments, and negotiating behavioral changes.

• Focus on cognitive restructuring. Program
leaders try to change attitudes about falling,
partly through the use of skills training in fall
prevention and presenting facts about the inci-
dence of falls and what to do if one falls. “The
early sessions in the intervention really focus on
changing attitudes before attempting to change
behavior,” Peterson says.

For example, program leaders work to change
participants’ perceived control over their envi-
ronment by helping them realize they have a
greater ability to prevent and handle a fall than
they realize and by giving them a more realistic
assessment of their failures. (See tips on reduc-
ing fall risk and fear of falling, p. 153.)

“Once we help people recognize their attitudes
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Clip these tips to reduce
falls and eliminate fear 
Strategy reduces risk, concerns

Falls cause serious injuries, health problems,
and fatalities in elderly people, and the fear

of falling can lead to social isolation and physi-
cal deconditioning as people try to avoid phys-
ical exertion that might cause a fall.

Rehabilitation providers and other health
care professionals can help their patients
reduce the risk of falling and eliminate their
fears through interventions and special pro-
grams, says Elizabeth Walker Peterson, MPH,
OTR/L, clinical assistant professor at the
University of Illinois at Chicago.

One strategy would be to give patients these
handy guidelines Peterson has created, which
are designed to help people reduce the risk of
falls and conquer their fear of falling.

How to Reduce the Risk of Falls

• Take charge: Talk to your health care
providers to identify your risk factors for falls.

• Get involved: Take an active role in creat-
ing fall prevention strategies that fit your
needs, lifestyle, and goals. If, for instance, you
still are storing food and other items on high
shelves, you may want to consider asking
someone to help you bring everything down
so you aren’t reaching up for things, even
infrequently.

• Remember: Unless you are satisfied with
a plan to reduce the risk of falling, it is unlikely
that you will follow through with it.

• Prioritize: Falls often are caused by many
factors and may require a variety of prevention
efforts, such as reducing the number of pre-
scription medications, changing positions
slowly to avoid a drop in blood pressure, and
installing grab-bars by the toilet. Once you’ve
learned what your fall risk factors are, decide
which ones you want to address first. Consider
which change is the easiest to make and which
will have the greatest positive impact on your
health. Success in eliminating one risk factor
will motivate you to continue your efforts.

• Exercise: Exercises that improve balance,
such as Tai Chi, have been shown to reduce fall
risk. Talk with your doctor and explore com-
munity resources to find an exercise program
that will work for you. You can gain the sup-
port you need to stick with an exercise pro-
gram by exercising with a friend.

• Be assertive: Make requests — for a seat
on a crowded bus, for example, or to have a
dangerous throw rug removed. Everyone
needs advice and assistance from time to time.
Such requests are a way to help you avoid a
fall and maintain independence.

• Have a contingency plan: Know what
you will do should you fall when you are
alone. Find out from your health care provider
about the best way to get up after a fall, and
have a plan for reaching help. Also, ask some-
one to routinely check on you to ensure your
safety.

How to Reduce Concerns about Falls

• Acknowledge your concerns: Your con-
cerns about falling are a rational response to a
real threat to your independence, and many
older adults share this concern. Being aware of
your concerns about falls and how they affect
your physical or emotional health is the first
step in managing the fear of falling.

• Explore your attitudes: Negative attitudes
about aging and fall prevention, such as “exer-
cise is dangerous at my age,” block your desire
and ability to take positive steps to prevent
falls. Positive thoughts, on the other hand,
inspire action.

• Practice, practice, practice: To gain confi-
dence in your abilities to reduce fall risks, you
will need to prove to yourself that you have
the necessary skills. These skills vary depend-
ing on your unique fall risk factors. Common
skills used to prevent falls include exercising
regularly, communicating assertively, and find-
ing alternatives to potentially risky behaviors.

• Be a problem solver: Set goals and create
action plans. Identify potential barriers to
accomplishing goals and address those threats
to your success. Remember that needs change
over time, so re-evaluate your fall risk factors,
goals, and action plans regularly.  ■



about falling, we try to demonstrate the connec-
tions between their attitudes, feelings, and behav-
iors,” Peterson says. 

Facilitators also try to help people think more
positively. For instance, older people who have
lost a great deal of their former physical strength
may dwell on the fact that they no longer can walk
up a flight of stairs with ease and fearlessness. The
facilitator might help them realize that walking up
the staircase still is possible as long as they hold
onto the handrail for balance.

• Provide exercise training. The program
emphasizes how exercise and strength-building
help reduce the risk of falling. Therapists or
other professionals teach participants exercises
that focus on improving balance and strength,
such as Tai Chi movements that have been
shown to reduce fall risk. Facilitators use wide
elastic bands to help people build strength and
resistance, and about 30 minutes in some of the
sessions are devoted to exercise. “One of our
goals is to have them continue to exercise after
the intervention is through,” Peterson says. “We
want them to recognize barriers and recognize
how to plan ahead of time to exercise.”

• Use a group to build social support. By pro-
viding a group setting, facilitators give partici-
pants an opportunity to share their concerns with
others who have had the same experiences, serv-
ing as a support network. Also, the participants
offer each other tips for preventing falls and over-
coming their fear of falls, and they encourage
people who have made changes in their attitudes
and behaviors. It’s like a group aerobic class or a
support group for people trying to lose weight,
where individuals are empowered to give it a little
more effort than they would on their own because
the people in the group are cheering them on,
Peterson says. “The group becomes very impor-
tant. We look to the group for answers and solu-
tions that have helped their own lives.”

For example, facilitators ask participants to
assess their own behaviors while group members
talk about some activities that concern them. The
facilitator steps back and allows the group to dis-
cuss those concerns freely, without providing feed-
back. One person might say that she no longer
travels downtown because she is concerned about
getting off and on the bus and the crowds worry
her. Another group member may respond, “I share
those concerns, but I’m not willing to give up
going downtown or to the theater, so what I do is
go with somebody, or maybe I go downtown
weekdays when it’s less crowded.”

Facilitators also share ideas, but Peterson says
group members often provide the best guidance
because they know what works for them.

• Teach assertive communication skills. Often
older adults do not know the difference between
assertive, aggressive, and passive behaviors,
Peterson says. “This is relevant to fall prevention
because older adults may be placing themselves
at risk when they’re not assertive.” For instance, a
person might be too intimidated to ask his or her
physician about the side effects of various medi-
cations. Or older people might be too passive to
ask family members to help them remove envi-
ronmental hazards.

“There are many barriers to older adults talk-
ing about falls,” Peterson says. “Falls are a loaded
issue because they symbolize dependence and
increased reliance on others.” Unfortunately,
when people don’t share their concerns about
falling, they fail to seek help in preventing falls.

• Educate about environmental hazards. The
program teaches participants, who live in their
own homes within an assisted-living facility or 
on their own, about physical hazards in the home,
such as living room extension cords or phone 
cords that trail across a floor. Other hazards
include poor lighting on staircases or bathrooms
without grab-bars. 

Rehab facilities could teach patients the same
tips as part of the educational process before a
patient is discharged. “We teach them how to
evaluate a space for environmental hazards, and
then for homework, they go home and evaluate
their own space,” Peterson says.

The facilitator helps people think about how 
to overcome barriers to improving their home’s
safety. For example, a person might decide he
needs a shower chair but not know how to order
one. Or someone who is renting an apartment
might be concerned about what the landlord
would say about physical changes to the home.

“We work with participants to help them think
about what the barriers might be so they can
come up with solutions and problem-solve,”
Peterson says.  ■

154 REHAB CONTINUUM REPORT ™ / December 1999

Need More Information?
☎ Boston Health Interventions. Telephone: (617)

559-0271. “A Matter of Balance” facilitator fee is
$250 for training; the material, including a man-
ual and video, costs $175.



Grow your rehab through
health club partnerships 
Joint ventures help you gain recognition

Fitness centers with their personal trainers offer
performance enhancement services to healthy

people, much as rehabilitation facilities offer the
same to people who have physical illnesses or
injuries. And people pay cash for the fitness cen-
ters’ services.

So why can’t a rehabilitation facility move into
that market niche? After all, rehab providers have
a greater need than ever before to find revenue
sources that are not subject to Medicare and man-
aged care cutbacks. This type of creative thinking
led a major national rehabilitation company to
begin partnerships and a joint venture with fit-
ness centers.

Placing rehab services in a fitness center gives
rehab facilities a new avenue of distribution, and
it’s a relatively inexpensive way to expand ser-
vices, says Greg Marotta, director of operations
and ambulatory care for Kessler Physical Therapy
and Rehabilitation in West Orange, NJ. Kessler
Rehab Corp., which owns Kessler Physical Ther-
apy and Rehabilitation, has acute care rehabilita-
tion hospitals, outpatient centers, assisted-living
facilities, and skilled nursing facilities primarily in
the eastern and southern United States. Marotta
spoke in November about integrated outpatient
rehabilitation at the 5th Annual Joint Conference
for Rehabilitation in New Orleans.

Kessler started partnerships with fitness cen-
ters in 1995 and formed its first joint venture with

a fitness company in 1998. The benefits of such a
relationship include opening additional locations
for rehab services at a lower cost than if the loca-
tions were opened in empty buildings, and the
partnership gives patients the opportunity to use
a wide variety of exercise equipment that a satel-
lite rehab facility normally wouldn’t have.

“We were looking to capture the ambulatory
care population with musculoskeletal and ortho-
pedic problems, the type of diagnoses that don’t
require intensive rehab services,” Marotta
explains.

First, look at centers in right location

Initially, Kessler targeted regional fitness cen-
ters that were in the same areas as four of the
company’s New Jersey hospitals. “We needed a
network to capture those patients after their dis-
charge and at a lesser acuity level.”

The marketing strategy worked, and now the
company has staff in 18 fitness centers, eight of
which are part of a joint venture with Bally Total
Fitness, a nationwide chain of more than 300 fit-
ness centers in North America. Kessler’s contract
with the non-joint-venture fitness centers includes
a licensing agreement that permits rehab patients
to use the gym facilities, and Kessler rents the
rehab space within the center. Kessler’s operations
are covered by standard rehabilitation insurance.

Next year, Kessler will target women’s fitness
clubs for rehab partnerships.

“The women’s health initiative within the
rehab industry has grown dramatically within
the last 24 months, and we’re looking for oppor-
tunities to place those services in women-only
clubs,” Marotta says. “Women’s health programs
address sensitive needs, and a special approach is
warranted to deliver these services in an appro-
priate environment.”

Marotta offers these strategies for developing a
partnership with a fitness center:

• Target the right type of facility and sell it on
the idea. Not all fitness centers are a good fit with
rehabilitation services. For example, a rehab facil-
ity probably shouldn’t target a club that focuses
entirely on weight-training. “While we may treat
some of the people who go to this sort of club, it’s
not consistent with our approach to the commu-
nity,” Marotta says.

The best strategy is to look for a fitness center
that has the same kind of market, location, and
demographics the rehab facility seeks. For exam-
ple, a good match might include a center that
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attracts families and older people as well as the
traditional 20-something market. If you do this,
you’ll save time and money by not having to
duplicate demographic and market research.

For example, perhaps your rehab facility
would like to receive referrals from physicians 
in the opposite end of town, but the doctors say
their patients don’t want to travel 30 minutes to
receive rehabilitation. Then you could select a fit-
ness center in that end of town and quite easily
have an attractive and convenient location that
will attract new clients and referral sources.

“We wanted to make sure the clubs we identi-
fied were the ones who fit our strategic plan,”
Marotta says.

Your rehab facility should meet the fitness cen-
ter’s strategic plan, as well. The fitness center
should see the benefit of having access to profes-
sional therapists in its facility, so if members have
a particular muscle or joint problem, the club can
suggest they see the physical therapist. Also, any
patients the rehab facility brings to the club could
become new members for the fitness center.

“We’re actually generating memberships for
the fitness centers,” Marotta says. “One thing we
have done to increase fitness center memberships
is to offer free musculoskeletal screenings by a
physical therapist.”

The screening is designed to pick up imbal-
ances, weaknesses, and deficiencies in flexibility
that could lead to lower back pain or neck prob-
lems. The screenings have been very popular,
Marotta adds.

• Make cost-effective physical and staff
changes. Once you find a fitness center that is a
good match, you need to carve out some space
for the rehabilitation work. Kessler has renovated
old racquetball courts and other unused space
from 600 to 1,000 square feet. The renovations
have to meet local building codes, but that typi-
cally isn’t a problem, Marotta says.

The entire start-up costs are about $65,000,
which is considerably less than if the rehab facil-
ity had expanded into new space and started
from scratch, he adds.

Another way to cut start-up costs is to assign a
minimal staff to the fitness center until business
builds up. In the Washington, DC, market, where
Kessler opened rehab services in three area fit-
ness centers, the company assigned one therapist
and one support staff person to cover all three
sites, which are within a 30-mile radius, until the
volume increased. “What we did was cluster sites
we were opening in a way that would allow us to

leverage those human resources,” Marotta
explains. That type of strategy saves more money
than if the company only opened and staffed one
site at a time and then added more sites as the
volume increased.

• Identify referral sources and begin market-
ing campaign. Kessler began marketing its rehab/
fitness center partnership and services even before
opening up the new sites.

“Early on, in new markets, we identified the
clubs that could house the clinical services, and if
we weren’t going to immediately build these, we
got our name out there through offering ancillary
services, like massage therapy,” Marotta says.

The company also marketed its services for
athletes, such as helping individuals improve
their golf game and providing high-performance
training for student athletes. The marketing
efforts targeted primary referral sources as well
as the public and the fitness center membership,
but physicians are the first priority.

“A lot of people go to their physician, saying,
‘Johnny wants to improve his basketball game,
but I’m worried about his lower back, who do
you recommend we see?’’’ Marotta explains. “It’s
an out-of-pocket expense that’s not billed to a
third-party payer.”

Sales coordinators visit doctors and educate
them about those kinds of therapy services for
athletes and healthy people. They ask physicians
questions such as these:

— We have treated some of your patients at
these locations. Do you have any other patients
who might benefit from our services?

— Do these services match up with the
patients you are seeing?

— Could you please identify any specific pro-
tocols you like to see us use for knee or shoulder
injuries?

• Work with fitness center to enhance commu-
nity awareness. Fitness centers that work with a
rehabilitation facility want to enhance their own
market niche by showing they are concerned
about their members’ overall health. They want
people to associate their names with a higher qual-
ity of service, Marotta says. “Bally Total Fitness
was looking for quality providers to bring that
level of expertise to the organization.”

Kessler has worked closely with its partner fit-
ness centers to create a seamless integration of
the rehab and fitness services.

“While we do act independently, we are not
looking to be identified as two separate identities
within the same space,” Marotta says.
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The integration includes having rehab thera-
pists provide educational classes at the fitness
center for staff and personal trainers, and it
includes joint marketing and public relations
activities. The rehab facility also may provide
special services just for the fitness center’s mem-
bership in conjunction with the club’s member-
ship drive.

“Fitness centers have multiple programs avail-
able that they can offer to their membership, but
having a health care provider’s name within that
arena gives them a seal of approval,” Marotta
says.  ■

Protect your client base
by forming a consortium
Strategy enhances market share

The managed care pressures of the 1990s have
prompted many rehabilitation facilities to

integrate or form alliances with acute care hospi-
tals and other providers. While those relation-
ships provide a financial safety net, there may be
some obstacles preventing providers from getting
the most benefit out of the alliance.

For instance, too many patients may be
referred by physicians at the larger health care
organization to competing rehab facilities that are
not owned by the organization, or vice versa. If
the rehab facility and the parent or allied hospital
system have insurance contracts with managed
care companies that shift some financial risk to
the providers, this could be a costly problem
because the health care organization could be
penalized for referring patients to out-of-network
providers.

A Sacramento, CA, rehabilitation facility and
its parent health care system ran into that prob-
lem in the mid-1990s, when 80% of the referrals
from the health system’s physicians were going

to non-network providers. The organization
decided to solve the problem by forming a rehab
consortium.

“We realized there was a large population, our
at-risk population, that was being referred to our
outpatient rehab facilities, and a tremendous num-
ber were going to non-network providers,” says
Shahab Dadjou, chief executive officer for Sutter
Ambulatory Care Corp, part of Sutter Health in
Sacramento. Sutter Regional Rehab Consortium
falls under the umbrella of Sutter Ambulatory
Care Corp., which provides occupational
medicine, rehab, and ambulatory services.

“Our market is highly penetrated with man-
aged care, and it’s very aggressive relative to
health systems fighting for market share,” Dadjou
adds. “And at the same time, a number of national
rehab providers were establishing their niche and
foothold in this area.”

The referrals to non-Sutter facilities caused two
big problems:

• First, they cost Sutter money because the
organization held financial risk on tens of thou-
sands of patients who were covered by managed
care insurance. Sutter had a capitation agreement,
which meant the health care provider was paid 
a certain amount of money per covered life, and
Sutter had to provide all of the health care ser-
vices needed to these people from within that 
set price. 

Whenever patients whose insurance was part
of the capitation agreement were sent to non-
Sutter providers, Sutter ended up spending more
money on the patients than Sutter would have
spent if the patients had seen one of Sutter’s own
providers. Also, the insurer didn’t reimburse
Sutter for the extra costs. Capitation agreements,
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Executive Summary
Subject:
Forming a rehab consortium to enhance market share
and save costs under managed care contracts
Provider: Sutter Ambulatory Care Corp., Sacramento, CA
Essential points:
❏ Managed care capitation contracts are forcing some

providers to look at trends of referring patients to
out-of-network providers.

❏ Convincing physicians and providers to keep refer-
rals in-house can save money, cut utilization, and
improve quality.

❏ A good way to achieve all these benefits is through a
rehab consortium that covers regional providers.

Need More Information?
☎ Greg Marotta, Director, Operations and Ambu-

latory Care, Kessler Physical Therapy and
Rehabilitation, 1199 Pleasant Valley Way, West
Orange, NJ 07052. Telephone: (973) 243-6913.
Fax: (973) 243-6960.



like Medicare’s prospective payment system,
shift health care financial risk to providers 
by eliminating the traditional fee-for-service
incentive.

• Second, patients who were referred to non-
Sutter providers experienced a lack of continuity
in their care. “If you went outside of our system,
they had different communication patterns, differ-
ent working relationships and protocols,” Dadjou
says. “And in addition to that, getting the patient
back to our system at times could have been a little
difficult, so we had a great deal of interest in mak-
ing sure patients enjoyed a full spectrum of care
within Sutter Health as opposed to going outside
the network.”

Clearly, the health care system needed to make
some changes that would help manage risk and
care more efficiently and address the company’s
market share. The answer was to create the con-
sortium, which is represented by 12 Sutter
Health-affiliated outpatient rehabilitation pro-
grams throughout the region.

Start-up costs are economical

The start-up costs were minimal. All the con-
sortium needed was a leader with vision, an
office, a telephone, a powerful computer, a fax
machine, and a good clinician who would serve
as the person to give authorization over the tele-
phone, Dadjou says.

“We identified six or seven locations where
Sutter Health did not have a presence and geo-
graphic convenience was not available,” Dadjou
says. “Then by mapping this out, we went out
and solicited six other non-Sutter providers to
participate in our consortium.”

The non-Sutter providers agreed to be part of
the consortium and signed contracts to accept
the capitated patients at a discounted rate. Also,
the contracted consortium members will adhere
to a list of quality indicators related to clinical
outcomes, patient satisfaction, and utilization.

“We stated to our partners that we basically
will manage the consortium based on those three
qualities,” Dadjou says. “Performance will keep
them there, and lack of performance will get
them out.”

The new consortium formed an executive com-
mittee consisting of six members who represent
the interests of all the providers and an oversight
committee with 12 members. The oversight com-
mittee is the clinical arm that addresses quality
issues.

Health care providers are accustomed to man-
aged care in that part of the country because
managed care contracts cover 80% of the market.
Sutter officials, therefore, didn’t have a great deal
of resistance to its risk-sharing reimbursement
model, which creates a risk pool for both hospi-
tal-based and outpatient consortium providers.
The outpatient providers, who are part of the
consortium but not a part of Sutter Health, are
not part of the risk pool distribution.

The risk pool works this way: The consortium
withholds 10% of the funds collected from its
capitation contracts with insurance companies,
and it forms a risk pool fund. Any money that is
not used by higher-than-anticipated health care
costs goes into the risk pool fund. (See risk pool
distribution chart, inserted in this issue.)

Both the withhold fund and the risk pool fund
are available to be distributed to participating
health care providers, based on three criteria:

• Patient satisfaction is 93% based on surveys
with six questions and a 15% return rate.

• The provider’s average visits per case are
within one standard deviation of the network’s
average visits per case.

• The provider’s referrals meet the network’s
average, with adjustments made for high-referral
programs.

Since forming the consortium, Sutter no longer
has a problem of excessive out-of-network refer-
rals. Now about 84% of the system’s referrals are
to Sutter Health affiliates, and the rest go to non-
Sutter providers who are part of the consortium.

“From the perspective of the consortium, 100%
of the referrals are being captured,” Dadjou says.
“The [number of] covered lives we serve is close
to 160,000, and we have been able to deliver
annual savings to medical groups at the tune of
15% to 20%.”

Also, the consortium has achieved an average
of 96% patient satisfaction, and its average uti-
lization per case for Medicare and commercial
patients is 5.7 visits, which is a drop from the ini-
tial utilization rate of eight visits per case.  ■
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Magnets draw attention
as effective pain therapy 
Research promising, but questions remain

Rehabilitation directors should be open to the
idea of using magnets as a form of alternative

pain medication for some patients who suffer from
chronic pain, suggests Carlos Vallbona, MD, dis-
tinguished service professor at Baylor College of
Medicine in Houston. Vallbona is affiliated with
the department of family and community medi-
cine and the department of physical medicine 
and rehabilitation.

He has used magnet therapy with more than
100 post-polio, arthritis, and other chronic pain
patients and says he’s convinced the positive
reports from patients are credible. “Frankly, the
results have been quite spectacular,” Vallbona
says. “Not everybody responded to magnet ther-
apy, but overall, the majority have responded to
the application of magnets for 30 minutes.”

Researcher Ann Gill Taylor, RN, EDD, MS,
who recently completed a study on pain manage-
ment of fibromyalgia patients using magnets, says
there is some beginning evidence of efficacy when
magnets are used for pain relief, but the jury is 
still out. “The published reports that are out are
not in uniform agreement, and we still have a lot
of unanswered questions about dose or field
strength, or the mechanism of action, the biologi-
cal effect that might be taking place,” she says. 

“Research in this area is extremely exciting and
important,” she adds. “Many people are report-
ing from an anecdotal point of view that mag-
netic applications are helpful, and we need more
data than anecdotal data.”

Taylor, who is a Norris professor of nursing and
director of the Center for the Study of Comple-
mentary and Alternative Therapy at the University
of Virginia in Charlottesville, says she cannot
release any details about her own magnet research
until the study is published, which probably will
be next year. Her research has delved into how
magnets work. 

“The little work that has been reported does
suggest magnetic fields have an effect on action
potential and firing of nerves, maybe through cal-
cium movement at the cellular level, and maybe
there is some new growth or outgrowth from the
neurons,” she says. “It’s an area that is sufficiently
complex and is in need of the work we are doing

to really confirm the theories being discussed.”
Vallbona’s first research into magnets’ effect on

pain led to one of the landmark studies on this
alternative form of treatment. While other mag-
net studies have been done in Asia, Vallbona’s
was among the first double-blind studies, which
shows that the patients he studied could not have
reported an improvement in pain simply due to a
placebo effect.

The study, published in the Archives of Physical
Medicine and Rehabilitation, showed that most
postpoliomyelitis muscular atrophy patients who
received treatment with a magnet reported a sig-
nificant decrease in pain.1 Most of the patients
who were given a placebo, which was an inactive
magnet, reported very little or no improvement.

Researchers evaluated magnet therapy in post-
polio patients who had arthritic pain in their
joints or other muscle pain. In all, 39 women and
11 men participated in the study. The patients
rated their pain on a scale of one to 10 when they
pressed on a trigger point. Then researchers ran-
domly gave them an active or inactive magnet to
strap against their trigger point for 45 minutes.
Patients re-evaluated their pain after the magnets
were removed.

Of the 29 participants who received an active
magnet, their average score was 9.6 before treat-
ment and 4.4 after wearing the magnet. The
placebo group reported an average pain level of
9.5 before treatment and 8.4 afterward. 

Until recently, there has been little incentive for
rehab facilities to use magnets to treat patients’
pain because there has been no reimbursement.

“We cannot get reimbursement for magnet ther-
apy because the Food and Drug Administration
[FDA] has not yet given approval that magnets
have a specific effect,” Vallbona says. “They feel
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Executive Summary
Subject:
Magnets may help treat rehab patients’ chronic pain.
Provider: Baylor College of Medicine, Department of
Physical Medicine and Rehabilitation, Houston
Essential points:
❏ Researchers are finding some proof that magnets

help alleviate pain, including a double-blind study 
of post-polio patients.

❏ No one can say how or why magnets work.
❏ More studies will be published in coming years on

the use of magnets with fibromyalgia patients and
others.



that more studies have to be done to replicate our
findings.” However, the FDA also acknowledges
that there is no evidence that magnet therapy is
harmful, he says.

With the prospective payment system (PPS)
looming ahead, rehab facilities could have a
greater incentive to use magnets as a complement
to other forms of pain treatment, or at least to rec-
ommend that patients use them on their own, he
says. Some of his patients have reported they
were able to reduce their amount of pain medica-
tion because of the magnet therapy.

Under PPS, facilities will need to improve
patients’ outcomes in the most efficient ways pos-
sible, and magnets are cheaper than most other
pain treatments, including acupuncture and trans-
electrical stimulation. The costs can be as low as
$30 for four magnets that will last indefinitely.

Vallbona recommends facilities that use mag-
net therapy follow a few simple guidelines:

• Select magnets that have a minimum inten-
sity of 300 to 500 gauss. Lower levels may have
no effect. “We’ve applied even up to 1,000 gauss,”
he says.

• Identify the patient’s trigger point of pain,
which is the most painful spot. Then apply the
magnet to that spot and have the patient keep it
in place for at least 30 minutes. Typically, the pain
will improve within 30 minutes. If the patient
reports only a minor improvement in pain, keep
the magnet on the spot for another 15 minutes.

• If the patient reports an improvement in
pain, recommend that the patient find a similar
magnet and apply it to the spot on an as-needed
basis, especially at the first manifestation of pain.
The magnet’s effect may last for hours or days.

Reference

1. Vallbona C; Hazlewood CF; Jurida G. Response of pain
to static magnetic fields in postpolio patients: A double-blind
pilot study. Arch Phys Med Rehabil 1997; 78:1,200-1,203.  ■
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Interdisciplinary Fall Risk Prevention
Policy and Procedure
Spaulding Rehabilitation Hospital (SRH) and Spaulding Rehabilitation Hospital Transitional
Care Unit (TCU)

I. Standard:
The potential for falls and for patient/resident is minimized.

II. Purpose:
SRH has a system in which patients/residents are kept from harm within the hospital and TCU

environment. SRH staff identifies patients/residents at risk for falls and takes appropriate inter-
ventions to provide a safe environment.

III. Policy:
SRH staff will maximize patient/resident safety and minimize patient/resident injury related to

falls.
A. Patient/resident fall prevention is the responsibility of all hospital and TCU employees.
B. Patients/residents are oriented to the environment as part of the admission process.

Particular attention is given to the location of the bathroom and the nurse call system.
C. The Fall Risk Assessment Tool (FRAT) is utilized upon admission to determine if a patient is

at risk for falls.
1. Nursing within eight hours of admission completes the FRAT. The nurse utilizes data col-

lected on the FRAT and clinical judgment to determine if a patient is at risk for falls. Each patient’s
fall risk is reassessed every week, or with any change in risk factors, or after an actual fall.

2. Nursing will complete the care plan on back of FRAT within 24 hours. The care plan must be
completed for all patients regardless of level of risk.

3. Therapists review FRAT and “Risk for Injury” care plan. The care plan may be revised at any
point with input from other disciplines.

D. Patient safety issues are discussed at the patient care conference (PCC).
E. All staff are responsible for implementing and reinforcing fall prevention strategies.
F. Post-Fall Procedures:
1. The staff person who observes or discovers a patient who falls, calls for help and:
a. A licensed nurse or a physician assesses for injury and sees that the patient is returned safely

to the bed or chair if not contraindicated.
b. Notifies the primary/assigned nurse.
c. Completes an incident report and submits it to the nurse manager/shift supervisor.
d. Documents the fall in his/her respective progress note section of the medical record or, if not

a direct caregiver, documents in the physician progress note section of the chart.
e. Writes the patient’s name in red on the main schedule board followed by the date of the fall

and the date of each subsequent fall.
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2. After the fall, the primary/assigned nurse, nurse manager, or shift supervisor assesses the
patient for any injuries.

a. Any fall that results in the patient striking his/her head will be reported immediately to the
attending physician or house officer.

b. If no injuries are noted and vital signs are stable, the attending physician is notified as soon
as he/she is available.

c. If an injury has been sustained, the attending physician is notified; if he/she is not available,
the house officer is called to see the patient (certain types of injuries do require interventions as
per Patient Care Policy #1.0.8).

3. After ensuring appropriate follow-up post-fall, the primary care nurse or designee utilizes the
FRAT to reassess the patient’s current risk for falls.

4. All team members are responsible for becoming familiar with the circumstances under which
the patient fell and for coordinating treatment interventions to prevent further falls.

5. The primary nurse or designee presents the facts of the incident during the PCC and the
patient’s current risk for falls. The team discusses the action taken and determines if additional
preventative measures are necessary to further reduce the risk of falls.

IV. Documentation:
A. Nursing admission assessment including patient orientation, FRAT, nursing standard care

plan “Risk for Injury” with appropriate interventions.
B. Each therapy evaluation identifies discipline specific issues related to fall prevention.
C. Each discipline is responsible for documenting safety information (e.g. level of assistance

patient requires) on the information board in the patient’s room and in the medical record.
Specifically, occupational therapy documents status of toilet transfers, and physical therapy docu-
ments weight-bearing status, bed-to-chair transfer status, and ambulation status. Speech and occu-
pational therapy post the feeding and swallowing form at the bedside. Nursing documents
restraint orders in the Cardex and the medical record.

V. Patient Teaching:
A. Orient to room and ensure patient has an appropriate call light at all times.
B. Explain the use of side rails.
C. Educate patient/family about patient level of risk and fall prevention plan.

VI. Outcome Criteria:
A. Patient/resident remains free from fall and related injury.
B. Patient/resident family verbalizes understanding of fall prevention program.

Source: Spaulding Rehabilitation Hospital, Quality Management Department, Boston.
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