
he National Labor Relations Board (NLRB)
announced in late December that it was pro-
posing to develop a standard for determining

appropriate bargaining units in the long-term
healthcare industry, and possibly others. It
therefore invited interested parties to file briefs
on certain issues (including whether applica-
tion of current law has helped or hindered
employee choice and collective bargaining) to
help inform its decision.

In Specialty Healthcare & Rehab. Ctr., 356 NLRB
No. 56, in which the United Steelworkers union
petitioned for an election to represent certified
nursing assistants at an Alabama nursing
home, the employer contended that, under cur-
rent law, the bargaining unit had to include all
nonprofessional service and maintenance
employees, including cooks, aides, and clerks.
The NLRB regional director rejected the argu-
ment and the employer appealed to the NLRB.

The NLRB decided to revisit a two-decade-old
case, Park Manor Care Ctr., 305 NLRB 872
(1991). The Board had developed a standard-
ized rule in 1989 defining bargaining units for
acute care facilities. It indicated it would there-
after address which units were appropriate for
non-acute care facilities, including nursing
homes, “by adjudication.” Two years later, in
Park Manor, the NLRB embraced a practical or
empirical approach that would consider recur-
ring factual settings as well as the Board’s tra-
ditional “community of interest” factors.

The latest NLRB reversal seems to reflect a
more far-reaching desire to appease labor
unions — of concern to employers in all health-
care settings. Through rulemaking, the Board
can set criteria that will strongly favor union
organizing in the healthcare industry. If the
Board decides that long-term care facilities
should also have designated bargaining units,
elections might be held more quickly, to the
considerable benefit of unions. Unless suffi-

cient objections are voiced, we might soon see
rulemaking for bargaining units in other indus-
tries as well.

Not sharing the Board majority’s view, Member
Brian Hayes has highlighted the pitfalls of this
new approach, warning that his colleagues are
“contemplating a broad revision of a test for
determination of appropriate units in all indus-
tries under our jurisdiction—a test that has
stood for at least 50 years.” Hayes also consid-
ered the invitation to submit briefs addressing
unit determinations in other industries as part
of an attempt to undermine the Board’s obliga-
tion to apply the law on a case by case basis.
He predicts the start of an “initiative [that]
clearly represents broad scale rulemaking,”
one that will likely “become a lightning rod for
Congressional inquiry and protests from the
labor-management community.” (Such an
inquiry came in February before a committee
of the Republican-controlled House of
Representatives.)

“If broad-scale change was wanted, Congress
would have made it happen,” says Harold R.
Weinrich, a partner in the Washington, D.C.
region, office of Jackson Lewis. “It didn’t.
The proposed Employee Free Choice Act failed.
The Board should not be able to circumvent
that judgment.”

An update on current labor, employment, benefits and immigration issues concerning the health care industry
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n a December 2010 decision reversing a previous rul-
ing, the NLRB has drawn a clear line between picket-
ing without notice and striking without notice.

Facts of the case: On September 12, 2002, AFSCME,
a civil service employees union, picketed at the
Correctional Medical Services (CMS) healthcare facili-
ty. The off-duty employees picketed peacefully and
non-disruptively for about 40 minutes. The union,
however, did not provide 10 days’ notice of their intent
to picket, as required by Section 8(g) of the National
Labor Relations Act (NLRA). The statute requires a
labor organization “before engaging in any strike,
picketing, or other concerted refusal to work at any
health care institution,” to notify the institution and
the Federal Mediation Conciliation Service at least 10
days prior to such action of its intent to take such
action.

After the picketing, CMS sent a letter to relevant
employees saying that it would investigate their
picketing and take appropriate actions as authorized
by law. Outside counsel then interviewed the
employees and asked them to name those who
participated. Soon after, CMS fired five employees
for their picketing.

NLRB decision: In May 2007, the NLRB found that, as
the union failed to notify CMS under Section 8(g), the
picketing employees were no longer protected by the
NLRA, and CMS did not violate any rights by purport-
edly warning, interrogating and discharging some of
those employees for picketing.

Court reversal: The Second Circuit Court of Appeals,
upon review, found that under the “plain meaning of
the statute” employees who “participate in [merely

peaceful picketing] conducted by [a] labor organiza-
tion in violation of [Section 8(g)’s] notice require-
ments” are still protected under the law (as distinct
from those who engage in an 8(g)-unlawful strike).
While the union itself could be sanctioned for striking
or picketing without providing notice, individuals
would lose protection under the NLRA only for striking
without notice. 569 F.3d 88 (2d Cir. 2009).

New ruling: The Board accepted the Court’s opinion
on remand and found that CMS had violated the
NLRA by retaliating against the employees for a
legally protected concerted activity. Correctional
Medical Services, 356 NLRB No. 48 (12/9/10). It also
concluded the employee interviews were unlawful.
Examining the totality of the circumstances — but
not the employer’s intent — the NLRB found that
CMS, despite assurances it would respect employees’
rights, had concluded before its investigation the pick-
eting was illegal. Moreover, reasonable employees
would believe they had been coercively interrogated
and threatened with termination, in violation of the
NLRA.

Concluding that the terminations were illegal, the
Board ordered CMS to compensate the employees for
“any loss of earnings and other benefits suffered as a
result of the unlawful action against them.”

Lessons for Employers
Employer intent or good faith belief likely no defense
for these violations. According to the Board, an
employer’s good faith belief that employee conduct
was unprotected will not be a defense. A catch-22 for
employers: the NLRB allows employers to engage in
“legitimate investigations of unprotected conduct,”
but disallows the defense should the apparent mis-
conduct turns out to be protected.

Disruptive picketing might remain unprotected.While
the NLRB did not refer to this, the Second Circuit
noted that its decision applied only to the peaceful,
non-disruptive picketing of off-duty employees. Be
sure to consult your Jackson Lewis labor law attorney
before engaging in any initial responses to employ-
ees’ concerted activities.

Health Workers’
Picketing Sans
Notice is Protected
Activity

I

he outcome of recent contract negotiations in
Massachusetts and Michigan offer healthcare
employers a glimpse into the competitive landscape
they face in attracting and retaining their employees.

The Massachusetts Nurses Association (MNA) has
ratified an agreement with Caritas Christi Health Care
to create a Nurse’s Pension Fund for almost 1,700
registered nurses at four Caritas hospitals in
Massachusetts. This multi-employer defined-benefit
pension plan, covering the next five years, expands
nurses’ paid off-time benefits (between two to five
extra days off per year); offers a significant early
retirement package; and requires both parties
develop a “neutrality agreement” to allow nurses
employed at nonunion Caritas facilities the option
to unionize with MNA.

Nurses Unions
Obtain Enhanced
Benefits Plans
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The defined-benefit plan is particularly noteworthy at
a time when employers nationwide are freezing or
eliminating such plans in favor of defined-contribution
plans that often include no employer participation.
Caritas will invest 4% of nurses’ annual earnings in
the plan, starting in 2012, increasing to 5% the follow-
ing year. Nurses have no obligation to contribute to
the plan.

Even as many employers and municipalities have been
refusing unreasonable union demands and reducing
excessive costs to contend with budget shortfalls,
the MNA was able to implement much of its agenda,
negotiating across-the-board wage increases and
ratification bonuses at each facility and changes in
staffing procedures at some locations.

The MNA’s success will likely be used as a recruitment
tool and bargaining chip. The union said it intends to
expand its plan to include MNA bargaining units
beyond the Caritas system. Both unionized and
nonunion healthcare employers could be affected.

In the Midwest, the Michigan Nurses Association
(MINA), an affiliate of National Nurses United, has
ratified a new collective bargaining agreement with
Sparrow Hospital in Lansing, Michigan, providing for
penalties of up to $1,200 when the hospital fails to
correct staffing shortages. The union has asserted
that the provision in the December 2010 agreement
is “second to none.”

The salary increases, limited to 1.5% for each year of
the three-year agreement, were not as favorable to
the union. Employees’ health benefit costs also will
increase, although only to 8% as of this year. The
union claims these increases are less than what other
employee groups have had to contribute.

Operating without a contract after the parties’ last
agreement expired in October 2010, MINA called for a
strike on November 22, which was averted when the
hospital and the union reached a tentative deal on the
new contract three days before the strike deadline.

ismissing claims against a hospital and individual
defendants for an employee’s acts of alleged sex-
ual misconduct because the employee was acting

outside the scope of his job and the defendants took
reasonable care to investigate his background before
hiring him, the Eleventh Circuit has affirmed a holding
of a federal district court in Georgia. Jane Doe No. 1 v.
Fulton-DeKalb Hosp. Auth. (d.b.a. Grady Health
System).

The Fulton-DeKalb Hospital Authority (Grady) operates
the Grady Memorial Hospital in Atlanta. As part of its
Department of Mental Health Services (DMHS), the
hospital maintains a Drug Dependence Unit (DDU).
The plaintiffs, clients of the DDU, claimed that they
were subjected to sexual harassment from a DDU sub-
stance abuse counselor, Steve Kimbrell, while being
treated for opiate addiction. At issue was whether the
hiring hospital was liable as a joint-tortfeasor or for
negligent hiring with regard to Kimbrell’s alleged
harassment.

Hiring history. Kimbrell was hired for the counselor
position because the hospital’s human resources per-
sonnel were impressed with his job application and
credentials. He had a master’s degree and several
years’ experience as a program director and in
methadone counseling. Kimbrell also had been certi-
fied by the Georgia Addiction Counselors Association
and had passed a criminal background check, as
required by hiring protocols. Though asked about
some of the “short spurts” and gaps in his employ-

ment history, Kimbrell never provided the “complete
five year work history” the position required.

During the job interview, Kimbrell asserted that he
had moved from job to job to pursue opportunities
because of the limitations of contract work, and that
he would be eligible to return to all of his prior places
of employment. HR personnel were required to inter-
view past employers, but only some were reachable
and those relayed no negative information. HR’s vice-
president testified, “It’s a general rule throughout the
health care industry, when we call a previous employ-
er, we are only going to get certain information, dates
of employment[, and] position title.” He explained
that previous employers will not necessarily reveal
any potentially sensitive information about firings.

About nine months after Kimbrell began work, Jane
Doe No. 1 complained to HR that Kimbrell made
numerous inappropriate sexual advances toward her
during counseling sessions, including offensive touch-
ing and overtly sexual propositioning. The hospital
investigated. Kimbrell initially denied that similar
allegations had been made against him at other jobs,
contending that Jane Doe No. 1 was an addict who
fabricated the allegations. Within weeks, two other
clients complained that Kimbrell had subjected them
to similar advances during counseling sessions.
Grady’s Department of Public Safety then learned from
former employers of Kimbrell’s that he had voluntarily
left or had been terminated from three previous posi-
tions as a result of allegations of sexual harassment.

Claims of Negligent Hiring of Hospital
Addiction Counselor Dismissed

D



4

As soon as Grady established that Kimbrell had
sexually harassed the complainants and had withheld
the truth about his dismissals from previous jobs,
Kimbrell was terminated.

Initial court case. The plaintiffs filed suit for sexual
harassment (along with charges of professional negli-
gence, negligent hire and negligence per se, and
intentional infliction of emotional distress) against
Kimbrell, Grady and various individuals in charge of
the hospital’s DMHS, DDU, HR Department, and
Department of Employee Relations. They sued the
individual defendants in their official and individual
capacities. The district court dismissed most of these
claims on summary judgment, finding Kimbrell had
acted only for personal gratification and outside the
scope of his employment; and that no evidence
showed the employer hired Kimbrell in a manner
that was negligent per se or with intent to harm the
plaintiffs.

On appeal. On review, the Eleventh Circuit Court of
Appeals focused on the negligence claims that rested
on a theory of vicarious liability. Under the Georgia
law of respondeat superior, an employer is liable
“for torts committed by . . . his servant by his com-
mand or in the prosecution and within the scope of his
business, whether the same are committed by negli-
gence or voluntarily.” The employee “must be [acting]
in furtherance of the master’s business; and he must
be acting within the scope of his master’s business.”

The Court concluded that Kimbrell was not acting
within the scope of his employment because, under
Georgia law, his sexual misconduct was personal and
not engaged in to further his employer’s business.
The Court adopted the lower court’s reasoning that
the moment Kimbrell deviated from his job duties, he
was “acting not as a hospital employee, but purely for
his own personal reasons.”

The Court also rejected the plaintiffs’ argument that
Kimbrell’smotivation is a controlling factor in whether
he was acting within his duties. Seemingly intending
to implicate Grady, Kimbrell had claimed his behavior
was part of his counseling technique. The Court said
Kimbell’s behavior was not mandated or authorize by
Grady. To the contrary, the Court found Kimbrell
abused his authority solely to pursue his own agenda.
The Court further rejected the plaintiffs’ claim that the
individual defendants were “joint tortfeasors” under
the Official Code of Georgia because they “entrusted”
Kimbrell with the authority to commit the acts at
issue. As the plaintiffs failed to show that the individ-
ual defendants acted maliciously or with sufficient
recklessness, or with any intent to injure the plaintiffs,
to render them joint tortfeasors, the Court rejected
this argument as well.

No negligence in hiring. The plaintiffs contended that
any negligent hiring at issue should subject individu-
als in the HR department to joint liability for any tort

committed by Kimbrell. The Court found no indication
that the Georgia courts would accept such a far-reach-
ing definition of vicarious individual liability, but also
ruled that Kimbrell’s hiring was reasonable as a mat-
ter of Georgia law.

The plaintiffs also contended that, under Georgia tort
law, the defendants owed the plaintiffs a duty of due
care not to recommend the hiring of a substance
abuse counselor they knew, or should have known,
would likely subject them to inappropriate acts; and
that the individual defendants, and therefore Grady,
breached a standard of care prescribed by Georgia
statute and regulations, thereby committing an act of
negligence per se. Upholding the dismissal of all
claims against the defendants who were not involved
in evaluating Kimbrell, the Court assumed, for the
sake of argument, that the remaining defendants had
a duty to the plaintiffs to exercise ordinary care in hir-
ing a person who was not likely to engage in the sexu-
al misconduct at issue.

Georgia recognizes that an employer could be liable
for hiring or retaining someone if the employer knew,
or in the course of ordinary care should have known,
the employee was not suited for that employment.
The plaintiffs, however, failed to meet this standard.
They were unable to show that the individual defen-
dants, through the exercise of ordinary care, should
have known of Kimbrell’s “propensity for sexual mis-
conduct.” Though imperfect, Grady’s screening proto-
cols satisfied the standard of care Georgia law pre-
scribes. Its investigation into Kimbrell’s background
revealed no evidence of criminal activity or drug use,
and at least one former employer had been consulted
and offered no negative information. The Court found
that if an employer exercises reasonable care in inves-
tigating an employee’s background, and finds no evi-
dence of criminal activity or threat of harm, despite
uncovering “potential red flags,” it would not be liable
under Georgia law for the employee’s misrepresenta-
tions.

The fact that the former employers were not as forth-
coming as they might have been, it seems, did not
alter this result. The Court emphasized that “placing
undue emphasis on the contacting of previous
employers would greatly burden employers with little
added benefit to workplace safety.” (Here, the Court
effectively adopted the testimony and reasoning of
Grady’s HR vice-president, noted above.) Hospital
employers are understandably hesitant to share infor-
mation about past employees that might subject them
to legal liability. Accordingly, the Court concluded,
“requiring more diligence in this area could merely
send future human resources personnel on fools’
errands.”
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n a much-anticipated decision with profound impli-
cations for the healthcare industry, an administra-
tive law judge (ALJ) of the Department of Labor

(DOL) has ruled that the Office of Federal Contract
Compliance Programs (OFCCP) has jurisdiction over a
Florida hospital that provides TRICARE beneficiaries
medical services as a participating provider in the
TRICARE network. OFCCP v. Florida Hosp. of Orlando,
2009-OFC-02 (Oct. 18, 2010).

The Department of Defense’s TRICARE program pays
for the medical care of active duty and retired military
personnel and families. To implement TRICARE, the
DOD uses three direct contractors (Humana Military
Health Services (HMHS), HealthNet, and TriWest).
They, in turn, subcontract with medical care providers.

In granting summary judgment, the ALJ ruled that
Florida Hospital is a federal subcontractor because it
participates in a healthcare provider network estab-
lished by HMHS.

Background
For years, many healthcare companies that provided
medical services to federal employees relied on the
decision of the Administrative Review Board (ARB) in
OFCCP v. Bridgeport Hosp., ARB No. 00-34 (Jan. 31,
2003), to conclude that hospitals were not federal
subcontractors in such contexts. This is a vital cate-
gorical distinction. Any entity that is deemed to enter
into a federal contract worth $50,000 or more would
have to comply otherwise with OFCCP regulations,
including cumbersome affirmative action require-
ments. In Bridgeport, an ALJ ruled that a hospital that
agreed to provide medical services for insurer Blue
Cross/Blue Shield, which had a federal contract to
provide health insurance, was not a federal subcon-
tractor. While that hospital provided medical services
and was reimbursed by Blue Cross, the ARB found the
hospital’s services were not necessary to the direct
contractor’s relationship with the federal program.
That ruling led the OFCCP to issue a general directive
indicating that a mere relationship between a medical
provider and the reimbursement participants did not
itself render the provider subject to OFCCP regula-
tions.

On May 29, 2009, however, the ARB ruled in OFCCP v.
UPMC Braddock, ARB No. 08-04, that three hospitals
were federal subcontractors because they provided
healthcare services to UPMC Health Plan, a health
maintenance organization (HMO) that had a medical
services federal contract. Distinguishing the earlier
cases, the ARB stressed that in Bridgeport, Blue
Cross/Blue Shield provided insurance, while in UPMC

Braddock, UPMC Health Plan provided the actual
medical services necessary to the performance of
the contract. Therefore, hospitals providing medical
services to UPMC Health Plan were directly performing
a portion of the prime contractor’s obligations under
its federal contract.

The Present Case
In 2008, OFCCP filed suit because Florida Hospital
(which received more than $50,000 in TRICARE
reimbursements) refused to submit to a compliance
review. Such reviews assess, for example, whether the
provider has prepared annual affirmative action plans,
complied with record-keeping requirements, and
listed certain job vacancies with state workforce
agencies.

Florida Hospital asserted it was not a federal sub-
contractor and therefore not covered by certain
federal mandates (including Executive Order 11236
and its implementing regulations, Section 503 of
the Rehabilitation Act of 1973 and the Vietnam Era
Veteran’s Readjustment Assistance Act) and need
to submit to a compliance review.

Florida Hospital argued that it was not a covered sub-
contractor because (1) it was not providing personal
property or non-personal services to HMHS and was
not performing any of HMHS’s obligations under its
contract with TRICARE; (2) DOD had designated TRI-
CARE as a federal financial assistance program, and,
therefore, OFCCP did not have jurisdiction over it; (3)
its contract with HMHS did not include any federal
Equal Employment Opportunity clauses; and (4) the
DOD/TRICARE expressly did not consider HMHS
network healthcare providers to be subcontractors.

Rejecting Florida Hospital’s arguments, the ALJ ruled
that (1) Florida Hospital is a federal subcontractor
because it provides medical services to TRICARE
beneficiaries, thereby performing a portion of HMHS’s
obligations under its TRICARE contract; (2) TRICARE is
not a federal financial assistance program equivalent
to Medicare, despite the fact that DOD had designat-
ed TRICARE as such; and (3) Executive Order 11246
takes precedence over contrary regulations and con-
tractual provisions from other (non-Labor) agencies.
As a result, the absence of a contract clause and
DOD’s designation of TRICARE as a federal financial
assistance program (such as Medicaid or Medicare)
was not controlling.

The ALJ found that Florida Hospital’s case was also
analogous to UPMC Braddock, not Bridgeport. The
judge consequently held that Florida Hospital is a
covered subcontractor and must submit to OFCCP

Hospital Providing Care under TRICARE
is Subject to OFCCP Rules

I
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compliance review. Because the payments Florida
Hospital received were not federal financial assis-
tance, HMHS remained subject to the federal
regulations.

Implications for Employers
This ruling is notable because federal regulations
seemed to exempt hospitals and medical providers
from being classified as subcontractors. But despite
the DOD’s insistence that the TRICARE program pro-
vided federal financial assistance, the DOL decided
the program provided payments pursuant to a federal
contract. This likely reflects the DOL’s renewed intent
to enforce its affirmative action and other procedural
requirements more vigorously.

Employers should review their contracts with any
HMOs or similar healthcare entities or insurers and
determine whether they provide only insurance or
actual medical services, pursuant to a federal contract
to administer TRICARE or any other government-spon-
sored healthcare program. Classification as a federal
subcontractor means being subjected to random
audits and regulated by the OFCCP regulations as
summarized above.

If you have any questions about your contractual obli-
gations, reimbursement procedures, or classification
in relation to federal contracts, feel free to contact
your Jackson Lewis employment attorney.

esponding to healthcare providers’ concerns about
the need for more flexibility in the direct supervi-
sion of hospital outpatient services, the Centers

for Medicare & Medicaid Services (CMS) issued a final
rule to update policies concerning physician supervi-
sion requirements for hospital outpatient services.
The 2011 Outpatient Prospective Payment System
(OPPS) Final Rule became effective January 1.

Significant changes to the CMS physician supervision
policy include the following:

• Redefining direct supervision. Prior OPPS rules had
established, as a condition of payment, certain
requirements for physician supervision of hospital
and outpatient diagnostic and therapeutic services.
CMS defined supervision in the hospital outpatient
setting by drawing on three primary levels of super-
vision: general, direct, and personal.

A hospital or outpatient diagnostic or therapeutic
service requiring direct supervision meant that a
supervising physician or nonphysician practitioner
(NPP) must be present on the same campus or in
the office-campus department of the hospital to
provide the required supervision. The 2011 Final
Rule modifies this definition to require only that the
supervising physician be “immediately available,”
meaning “physically present, interruptible, and
able to furnish assistance and direct throughout the
performance of the procedure but without reference
to any particular physical boundary.”

This is a positive change that recognizes that
hospitals need additional flexibility in providing
services. Nevertheless, hospitals should proceed
with caution.

• Delaying enforcement of supervision requirements.
CMS announced on March 15, 2010, that it would
not enforce supervision requirements for therapeu-
tic services provided to outpatients in Critical
Access Hospitals from January 1, 2010, to December
31, 2010. The 2011 OPPS Final Rule extends this
policy through calendar year 2011 and applies the
nonenforcement policy to small rural hospitals.

With this policy extension to rural hospitals, CMS
may be acknowledging the challenges rural hospi-
tals face (particularly as to shortage of practition-
ers) that causes difficulties in meeting physician
supervision requirements.

• New categories of services requiring direct
supervision. The 2011 Final Rule identifies a new
limited category of 16 outpatient “non-surgical and
extended duration therapeutic services,” including
observation services for which direct supervision is
required for initiation of the service. After initiation
of service, only general supervision will be required.

• New committee to evaluate supervision require-
ments. The 2011 Final Rule announces that a new
independent committee will be formed to review
supervision requirements for all outpatient services.
CMS also indicated that it will establish through
future rulemaking a process to consider industry
requests for supervision levels other than direct
supervision for specific outpatient services.

For more information on the 2011 Final Rule,
please contact Nora R. Kaitfors,
Nora.Kaitfors@jacksonlewis.com.

New Rule on
Physician
Supervision
Requirements

R
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he Church Amendment (42 U.S.C. §300a-7(c)) pro-
vides that no entity receiving federal funding may
discriminate in the employment of any physician or

healthcare personnel because he or she performed or
refused to perform a lawful sterilization procedure or
abortion. Employees have sought to sue their employ-
ers for alleged violations of the Church Amendment.
In one case, an operating room nurse filed suit against
a hospital, arguing that the hospital violated her
rights under the Church Amendment because her job
duties required her participation in performing late-
term abortions.

The hospital had a written policy allowing employees
to register conscientious objections to abortions and
other procedures. As part of the hospital’s hiring
process, the nurse confirmed her unwillingness to

participate in abortions. She nevertheless later
claimed to have been compelled to participate in a
late-term abortion. In her complaint, she alleged that
her supervisors attempted to coerce her to provide
written confirmation of her willingness to assist in
emergency abortions (even though the hospital’s
objection policy lacked an “emergency” exception).

The federal district court granted the hospital’s motion
for summary judgment, dismissing the plaintiff’s
claims on the ground that the Church Amendment
did not create a private right of action.

Dismissal was affirmed by the Second Circuit Court
of Appeals. It held that a private right of action is
inferred only when there is “explicit evidence of
Congressional intent” to create a private right and a
defined private remedy. Here, the Second Circuit held,
there is “no evidence that Congress intended to create
a right of action.”

The lessons are clear for employers. Written policies
should clearly define proscriptions and obligations, as
well as the protocol for reporting potential violations.
Moreover, policies should be implemented without
exception. For additional information about this case,
contact Paul J. Siegel, SiegelP@jacksonlewis.com,
Ana C. Shields, ShieldsA@jacksonlewis.com, or
Michael S. Becker, Becker@jacksonlewis.com.

Court Holds No
Private Right of
Action in Church
Amendment

New Resource: Healthcare Blog
We are pleased to offer a new resource for employers: Healthcare Employer Blog (http://www.healthcare
workplaceupdate.com). The Blog is updated by experienced labor and employment attorneys from our
Healthcare Industry Practice. The attorneys represent for-profit, nonprofit, and faith-based acute care
hospitals, behavioral health hospitals, nursing homes, and other healthcare employers. Jackson Lewis blogs
let our attorneys notify employers of important labor and employment law issues as they develop. See the
entire menu of Jackson Lewis blogs at http://www.jacksonlewis.com/the_firm.php?AboutusID=10.
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