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1. Quality and safety are integral to providing care to patients in the hospital 
setting. Barcode medication administration is an example of innovation 
improving patient safety. (T or F), this is a true statement TRUE 

2. The traditional nursing practice is based on multi‐settings, outcome driven, 
best practice oriented, emphasized by technology and minimally invasive 
interventions, user driven, health based, geared for early intervention. (T or F) 

FALSE , traditional nursing is institutionally based care, process orientated, 
procedurally driven, based on mechanical and manual intervention, provider 
driven, reflective of late stage intervention, based on vertical relationships.

3. Resistance is recognized as a natural and expected response to change. TRUE 
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4. True:  20% to 30% of health spending is waste that yields no benefit to 
patients

5. a
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CMS stands for the Centers for Medicare and Medicaid Services. It is housed in the 
Department of Health and Human Services and is the provider for both the nation’s 
Medicare and Medicaid programs. These programs were created in 1965 by the 
Johnson administration as part of the Social Security Act. The first program I will 
discuss is Medicare. This program was designed to provide lifelong coverage for the 
elderly population (those 65 or older). At the time that the program was created, 
35% of this population had no health insurance. The Medicare program was 
designed to provide lifelong healthcare coverage for this population. Eventually it 
was expanded to younger persons diagnosed with permanent disabilities. This 
distinction is important as I will explain, but it is also important to remember that 
Medicare was designed to be lifelong coverage.        
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The Medicaid program was initially designed to help individual states offer medical 
coverage for families that had fallen on hard times financially. It was designed to 
provide a temporary help to cover urgent procedures until an individual or family 
could get to a place where they could cover their own medical expenses or were 
covered under a different program or plan. A key factor to remember about 
Medicaid is that the program was originally designed for short term help and was 
not intended for long term coverage. Because Medicaid is state run, eligibility is 
based on individual state requirements and may vary from state to state. Although 
Medicaid was designed to be a temporary help for families and individuals, by the 
year 2032 we will see the possibility of the first generation of persons born under 
Medicaid age into eligibility for Medicare. This population would have had their 
healthcare during their entire life provided by the government. There have been 
changes to Medicaid in recent years and the program is beginning to provide 
coverage for items and procedures that were not originally covered. That said, there 
are still things that are covered for a Medicare patient that are not covered for a 
Medicaid patient even though CMS runs both programs.  This would include items 
that are not deemed to be an urgent need for a Medicaid patient. As I said earlier, we 
are beginning to see this change as the government considers the growing 
population that is relying solely on Medicaid for their healthcare reimbursement 
over long term periods. This is especially true as the Obama administration is 
asking states to expand their Medicaid roles as part of the affordable care act.                  
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According to the most recent census data, CMS currently covers approximately 92.9 
million patients between its Medicare and Medicaid programs.  Census data for 
2011 listed CMS reimbursements for care of patients under these programs at 47.2 
percent or about 182.7 billion of the total aggregate inpatient hospital costs in the 
United States. Additionally, the Affordable Care Act is asking states to expand their 
coverage for patients already enrolled in Medicaid programs as well as increase the 
number of overall participants. When you look at all of these factors, you can begin 
to see that the amount of money required for Medicaid programs will increase 
dramatically over the next few years. Some states have elected not to expand their 
Medicaid program eligibility - Indiana is one of these states. This is due to the fact 
that while the Affordable Care Act will provide help to states electing to expand 
coverage, this help is only temporary. Some states such as Indiana feel that they 
might not be able to sustain an expanded Medicaid population once the government 
help is gone and are looking at alternatives to expanding coverage. 

As we have discussed, the changes brought by the Affordable Care Act will increase 
the total Medicaid population.  In addition, the overall age of our population is 
increasing. The estimate is that by the year 2030, the number of Medicare eligible 
patients will increase from 48 to 80 million.  It is also known that this generation is 
sicker than previous generations: it is estimated that 20% of Baby Boomers have 
five or more chronic conditions.  

When you take all of these factors into consideration it is evident that CMS not only 
is but will continue to be the largest consumer of healthcare services in the U.S.  
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The goal of the Affordable Care Act is to provide quality care for all Americans 
with an emphasis on accountability among healthcare providers and public 
disclosure. This is part of the administration’s commitment to transparency in the 
provision of healthcare. Accountable and transparent healthcare was also the goal of 
CMS when in 2001 it looked to create quality measures. These measures placed the 
responsibility on hospitals to provide an expectation of quality care for patients 
being admitted with the top diagnoses that CMS was receiving claims for at that 
time: pneumonia, heart failure, heart attack and surgical procedures. To help in 
creating quality measures for these “Core Conditions”, CMS turned to agencies that 
were already monitoring best practice and creating evidence-based care 
recommendations. Among them were the Agency for Healthcare Research and 
Quality (AHRQ) and the National Quality Forum (NQF). With the help of these and 
other agencies, CMS released the first set of quality measures for the four core 
conditions previously mentioned. Again, these quality measures looked at what 
would entail quality care for a patient presenting to a hospital with one of these 
conditions.  An example of this would be the expectation that a patient being 
admitted to the ED for PN would have appropriate antibiotics administered within 
an appropriate time frame. This is based on research into best practice guidelines.  It 
was these guidelines that CMS used to reimburse hospitals for care. Based on a 
hospital’s performance in relation to other hospitals, hospitals could have 
reimbursement withheld or earn more money. As you will see, the bar was set pretty 
high to meet or exceed measures due to the fact that some hospitals were and 
continue in meeting measures at 100%. 
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From the CORE quality measures has branched a new parameter that CMS is using 
to gauge performance in healthcare: Value-Based Purchasing. VBP was started in 
fourth quarter of 2012 so it is a fairly new program. Under Value-Based Purchasing, 
CMS no longer pays a fee for simply caring for a patient with a certain diagnosis or 
performing a certain procedure, but bases reimbursement on how well we cared for 
the patient or did the procedure. Value-Based Purchasing also looks at the outcomes 
of that care as we will see. Hospitals are rewarded for meeting benchmarks or 
targets for delivery of care. This grading is not only on a hospital’s performance but 
also, the efficiency with which they provided that care. CMS is starting VBP with 
hospitals, but eventually will be expanding this grading system to physician offices 
and other healthcare providers such as Extended Care Facilities (ECFs).  In addition 
to incentives for meeting targets of care, VBP also has and disincentives for 
negative consequences of care such as hospital acquired conditions (HACs) . VBP 
started within hospitals because hospital systems generally have more resources and 
personnel to implement larger programs such as VBP. It is also the expectation of 
CMS that hospitals will reach out to other healthcare providers within the 
community to provide support services and education to help these providers meet 
the VBP benchmarks.     
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Data is collected and reported to CMS in regards to quality measures and Value-
Based Purchasing measures in several different ways: CMS collects data submitted 
by hospitals as well as claims sent to CMS for payment. An example would be 
many of the current CMS measures such as the global flu vaccination measure. This 
data is currently manually abstracted from charts and submitted to CMS via outside 
vendors such as Quantros and Indiana Hospital Association (IHA). Data is also 
collected when claims are sent to CMS for payment. An example of this would be 
30-day readmission rates. When a claim for a patient is sent to CMS followed 
within 30 days by another claim for the same patient, the hospital submitting the 
first claim may be penalized for a readmit within 30 days. Note that the patient does 
not have to readmit to the same hospital. If the patient readmits to any hospital 
within 30 days, the hospital that discharged the patient initially may be penalized. 
While hospital readmissions is not part of VBP, it does impact a hospital’s revenue 
when penalties such as this are levied.  
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CMS and the government have committed to providing safe, effective and efficient 
care for all Americans. Part of this commitment is transparency via public reporting.  
One way this data is available is through the public website Hospital Compare . 
This website is available for anyone to quickly access data regarding a hospital’s 
performance on any measures collected by CMS as well as the ability to compare up 
to three hospital’s performance on these measures. Future state for this site is the 
expansion of this data to include other healthcare entities such as Extended Care 
Facilities (ECFs) and physician offices. To use the site, you go to the website 
address above and begin your comparison by entering data such as your zip code or 
search a specific hospital name.  You can search up to three hospitals at a time.    
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Many other private payers and entities such as HealthGrades are utilizing the vast 
amount of data collected by CMS and are basing their reimbursement and awards 
on this data. This makes being familiar with and meeting CMS measures even more 
vital to the success of hospitals.  
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Hospitals have the ability to earn Achievement and Improvement points for each of 
the measures evaluated by CMS with the highest of the two being awarded.
Achievement points are awarded by comparing an individual hospital’s rates with 
the threshold, which is the median, or 50th percentile of all hospitals’ performance 
during the baseline period, and the benchmark, which is the mean of the top decile, 
or approximately the 95th percentile during the baseline period. So achievement 
points are awarded by comparing hospital with other hospitals. Improvement points 
are awarded by comparing a hospital’s rates during the performance period to that
same hospital’s rates from the baseline period. So improvement points are awarded 
by comparing hospital against benchmark and own baseline. It’s important to note 
that as hospitals get closer to benchmark without achieving it, the less improvement 
point opportunities, there is less significant difference between baseline and 
benchmark. 
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You have heard me talk about hospital’s receiving reimbursement or earning back 
money from CMS for performance on the measures. This illustration will help to 
explain this process. At the beginning of the Fiscal Year, CMS withholds a 
percentage of money payable to hospitals for treating their patients, currently this is 
2% withheld. This money is illustrated by the green bag in the picture. From this 
money, hospitals have the ability to earn back incentive based on their performance 
on measures in Value-Based Purchasing. It is important to note that a hospital can 
earn back more than what was withheld by being one of the hospitals in the top 
decile for performance. The hospitals with the lowest scores earn back nothing. This 
is a “fee for performance” model whereas in the past CMS reimbursement was a 
“fee for service” model. 
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Nursing plays a central role in helping hospitals meet CMS measures. In the Patient 
Experience of Care Domain nurses can focus on meeting the patient’s needs in the 
hospital during their acute phase of illness such as providing pain management and 
ensuring that patients have adequate instruction and information to successfully take 
care of themselves after discharge. Nurses can ensure the safety of their patients by 
proper aseptic technique to prevent the spread of hospital acquired infections. 
Nursing can act as patient advocates by ensuring that antibiotics and indwelling 
urinary catheters are discontinued when indicated to decrease the incidence of 
CAUTIs and C-diff.

Nursing can also focus on preventative measures such as imparting to the patient the 
importance of maintaining immunizations such as annual flu vaccinations as a 
preventative measure to help keep the patient in their optimal state of health.

Finally nurses can partner with Advanced  Practice nurses in utilizing evidence-
based research to guide their practice. 
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By educating yourselves on the CMS measures including the process by which 
hospitals are evaluated and by following the practices that ensure that measures are 
successfully met, Nursing becomes a vital partner with CMS in the overall goal of 
providing the right care for every person every time. 
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Introduction notes: Example that there are different types of change: Personal (a 
change for self improvement), Professional (a change made in one’s career), and 
Organizational change (one made in the workplace to achieve a goal). 

As a new graduate nurse change is not new for you. I can confidently say that you 
are not the same person today as you were when you entered your nursing program. 
Today we are going to talk about the importance of understanding change. When 
you think about change remember what Henry Ford said:”…whether you think you 
can or whether you think you can’t, you’re right.” *Explain a few of the changes 
you have experienced during your career (uniforms, technology, staffing, etc..) 

The answer to last question is learning, this short PowerPoint  will help illustrate the 
changing environment of healthcare and the importance of being open to the 
changes. 
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Innovation is putting a process in place for the first time, think of it as the 
idea. 

Change is a broader concept that deals with any modification in organization 
composition, structure of behavior to implement the innovation. 

Innovation can be defined as the process of creating new services or products: 
Shortell and Kaluzny state that change and innovation are different. Change is 
a broader concept that deals with modification in organization composition 
structure of behavior. Innovation is more restricted to new modifications in 
ideas or practices. 

Porter-O’Grady and Malloch (2011), authors of Quantum Leadership: 
Advancing Innovation Transforming Health Care, discuss the role of 
leadership within nursing and healthcare relative to sustainability and success. 
They outline key factors needed of leaders to create a “healing 
environment” for both the health professionals as well as their patients. In 
particular, they stress the need for including courage, creativity, emotional 
competence, and transformative leadership in all levels of management and 
care. The next slide demonstrates some of the changes in the healthcare 
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environment. 
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Talk a few minutes about how these factors are having a big impact on the 
healthcare environment and how important it is to create a healing environment.  
Examples, can hospital administrators place new computers on the floors and 
assume nurses can instantly use them as part of patient care? Of course not. When 
considering information technology one needs to consider training of the healthcare 
worker, coordinating care across different sites, rapid change of pace due to rapid 
information transfer, which all need to be planned. 

Other examples: 

In an expanding world economy we meet the challenge of new and reemerging 
infectious disease. 

We are in need of new treatment sites to accommodate new treatment options, 
compound this with our aging population and the need for the nurse to be cultural 
literate. 

For the healthcare workers and managers strive for new ways to increase efficiency, 
productivity, and quality. 

It becomes clear that “Organizations are preserved by change and constant renewal. 
Without change, the organization may stagnate and die”. 
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A good example of innovation within the context of quality of care and patient 
safety is Quality and Safety Education for Nurses project that evolved from several 
studies and initiatives by organizations such as the Institute of Medicine (IOM), the 
American Association of Colleges of Nursing (AACN), the National League for 
Nurses (NLN), and the Robert Wood Johnson Foundation. The QSEN project aimed 
to “meet the challenge of preparing future nurses who will have the knowledge, 
skills, and attitudes necessary to continuously improve the quality and safety of the 
health care system within which they work (QSEN, 2011, p. 1). 
On the slide you see the six core competencies that nurses should demonstrate with 
knowledge, skill, and attitude: patient-centered care, teamwork and collaboration, 
evidence-based practice, quality improvement, safety, and informatics. 
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Can you describe the changes that have happened in nursing practice?

Porter-O’Grady (2003) posits that the profession must examine and adapt to the 
changing context of nursing practice. How would you describe traditional nursing?

Institutionally based care, process orientated, procedurally driven, based on 
mechanical and manual intervention, provider driven, reflective of late stage 
intervention, based on vertical relationships.

The new or emerging realities of nursing practice are mobility based on 
multisettings, outcome driven, best practice oriented, emphasized by technology 
and minimally invasive interventions, user driven, health based, geared for early 
intervention. Take a few minutes to describe how nursing practice is in today’s 
healthcare setting. 
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Historically, many of the changes that have occurred in nursing or have affected the 
profession are the results of change by drift. For the next slide looks at the 
healthcare environment and how this has affected nursing practice. 
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There are numerous theories and frameworks one can use to structure change, due 
to a time restraint we will explore one: 
Complex Adaptive System Theory works well with Healthcare, because it states 
that Change is unpredictable, occurs at random and is dependent upon 
rapidly changing relationships between agents and factors in the system. 
Even small changes can effect an entire organization.  

Marquis & Huston text page 172 

Complexity science is the latest generation of systems thinking that investigates 
patterns and has emerged from the exploration of the subatomic world and quantum 
physics (Holden, 2005, p. 651). Complexity science argues that the world is 
complex as are individuals who operate within it. Thus, control and order are 
emergent rather than predetermined, and mechanistic formulas do not provide the 
flexibility needed to predict what actions will result in what outcomes. Brown 
(2006) echoes a similar assertion in his statement that complexity theory “reiterates 
that many contemporary problems are a consequence of highly interactive contexts 
and agents and cannot be reduced to a single cause and effect analysis” (p. 595). 

In applying CAS theory to planned change, it becomes clear that the 
multidimensionality of health care organizations, and the individuals who work 
within them, results in significant challenges implementing change

Next slide. 
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Change should be achieved through connections among change agents instead of 
from the top down.

There should be adaptation to uncertainty during the change instead of trying to 
predict stages of development.

Goals, plans, and structures should be allowed to emerge instead of depending on 
clear, detailed plans and goals.

Value differences should be amplified and explored instead of focusing on 
consensus in change efforts.

Patterns in one part of the organization are often repeated in another part. Thus, 
change does not need to begin at the top of an organization to be successful. The 
goal instead is self-similarity rather than differences in how change is implemented 
in different parts of the organization. 

Successful change fits with current organizational environment instead of with an 
ideal. This is what makes it sustainable. For example: In the USA, up to one quarter 
of nurses’ time

is spent on administration and documentation. Researchers have explored the 
documentation of nursing care plans from a complex adaptive system perspective 
and made practical changes by adopting a standardized nursing language. Clancy, 
Delaney, Morrison, Gunn, (2006). 

There are many more theories about change, I encourage you to learn about 
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different theories and how to apply them. 
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The level of resistance generally depends on the type of change proposed. 
Technological change encounters less resistance than changes that are perceived as 
social or that are contrary to established customs or norms. Does anyone know 
why? 

True or False: It is much easier to change a person’s behavior than it is to change an 
entire group’s behavior. Of course this is true, likewise, it is easier to change 
knowledge levels than attitudes. But all major change takes time.

In a effort to eliminate resistance to change in the workplace, managers historically 
used an autocratic leadership style with specific guidelines for work, an excessive 
number of rules, and a coercive approach to discipline. The resistance, which 
occurred anyway, was both covert (passive aggressive behavior) and overt. The 
result was wasted managerial energy and time and a high level of frustration. 

In today’s environment resistance is recognized as a natural and expected response 
to change. Contemporary administration immerse themselves in identifying and 
implementing strategies to minimize or manage this resistance to change. One such 
strategy is to encourage subordinates to speak openly so that options can be 
identified to overcome objections. 

Many times meetings are held for workers to talk about their perceptions of the 
forces driving the planned change so that the manager can accurately assess change 
support and resources. It benefits workers to celebrate progressive changes during 
the project completion. 
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How do you typically respond to change? Do you embrace it? Seek it out? Accept it 
reluctantly? Avoid it at all cost? Is this behavioral pattern similar to your friends’ 
and that of your family? Has your behavior always fit this pattern, or has the pattern 
changed throughout your life? 

What is the greatest factor contributing to resistance? Lack of trust between the 
employee and the manager or the employee and the organization. Employees want 
security and predictability. 
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This research study used a qualitative approach with phenomenological 
interviewing of 25 participants to investigate how administers can increase their 
credibility during a planned change in the organization. 

Three themes emerged: change, leaders, and communication
Suggested that leadership credibility in a planned change exists when: the 
leadership is perceived as united team that communicates planned change in a 
meaningful way and in a consistent manner, using well-structured and well planned 
multiple methods to communicate the planned change. 
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Understanding how you perceive change is key to you accepting changing in the 
work environment. 
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Eliminating waste is key to reducing cost and managing resources however one 
must identify what “waste” is in any given situation
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Nurses know there is a lot of waste in what they do…even non-essential nursing 
tasks can be seen as waste
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The following slides details different types of “WASTE” in terms of activities. 
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The following slides detail different types of “WASTE” in terms of activities. 
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Slide 70

M19 is this an original drawing?
Marian, 7/22/2015
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1. Quality and safety are integral 
to providing care to patient in 
the hospital setting. Barcode 
medication administration is an 
example of innovation 
improving patient safety. (T or 
F), this is a true statement TRUE 
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2. The traditional nursing practice is 
based on multisettings, outcome driven, 
best practice oriented, emphasized by 
technology and minimally invasive 
interventions, user driven, health based, 
geared for early intervention. (T or F) 
FALSE , traditional nursing is institutionally-based care, 

process orientated, procedurally driven, based on mechanical and manual intervention, 
provider driven, reflective of late stage intervention, based on vertical relationships.

3. Resistance is recognized as a natural and expected response to change. TRUE 
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4. True:  20% to 30% of health spending is waste that yields no benefit to 
patients

5. a

75



76


