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Facilitating the Implementation of Evidence-Based
Practice Through Contextual Support and
Nursing Leadership
Angela Kueny, Melissa Lehan Mackin, Leah Shever, and Marita Titler

Summary
Nurse managers (NMs) play an important role promoting evidence-based practice (EBP) on clinical units
within hospitals. However, there is a dearth of research focused on NM perspectives about institutional
contextual factors to support the goal of EBP on the clinical unit. The purpose of this article is to identify
contextual factors described by NMs to drive change and facilitate EBP at the unit level, comparing and
contrasting these perspectives across nursing units. This study employed a qualitative descriptive design using
interviews with nine NMs who were participating in a large effectiveness study. To stratify the sample, NMs
were selected from nursing units designated as high or low performing based on implementation of EBP
interventions, scores on the Meyer and Goes research use scale, and fall rates. Descriptive content analysis
was used to identify themes that reflect the complex nature of infrastructure described by NMs and contextual
influences that supported or hindered their promotion of EBP on the clinical unit.

Key Points
•
•
•

NMs perceived workplace culture, structure, and resources as facilitators or barriers to empowering
nurses under their supervision to use EBP and drive change.
A workplace culture that provides clear communication of EBP goals or regulatory changes, direct
contact with CEOs, and clear expectations supported NMs in their promotion of EBP on their units.
High-performing unit NMs described a structure that included nursing-specific committees,
allowing nurses to drive change and EBP from within the unit. NMs from high-performing units
were more likely to articulate internal resources, such as quality-monitoring departments, as critical
to the implementation of EBP on their units.

A CRUCIAL FACTOR IN DELIVERING HIGH-QUALITY
patient care is nursing implementation of evidence-based practice
(EBP); institutional leadership, such as nurse managers (NMs),
plays an integral role in the implementation of EBP on nursing
units.1 EBP allows nurses to make complex health care decisions
based on findings from rigorous or high-quality research reports,
clinical expertise, and patient perspectives.2,3 NMs have dynamic
roles to help facilitate EBP at the unit level, and a more thorough
description of their role related to EBP at the unit level is discussed
by Shever et al (unpublished data, 2014). Original models of
implementing EBP within the health care setting suggest that there
is a systematic process that moves in cyclical patterns to support
providers making these complex decisions. This process begins
with an impetus for change, such as a recent research report,
patient outcomes, or clinical audit. Subsequent steps include
conducting a literature review and evaluation of the identified
topic, implementing and evaluating trial changes within practice,
and proposing recommendations for clinical practice guidelines.4,5
The process allows nurses to be an integral part of the health care
team and can drive EBP change and contribute to the provision
4

of high-quality care. NMs need institutional contextual support
for themselves and their staff on the hospital unit to create an
environment that drives change with EBP.
Models for EBP implementation provide stepwise guidance;
however, particular contextual factors act as facilitators or barriers
to the process. A concept analysis by McCormack et al6 defined
context as a dynamic component impacting the implementation of
EBP, working in conjunction with workplace culture and leadership.
NMs are one of the hallmark components of the health care context
impacting whether or not EBP is successfully adopted.1 Shever et
al identified tactics and roles of the NM in the implementation of
EBP (unpublished data, 2014). It is important to understand how
an institutional context supports NMs in their roles to facilitate
implementation of EBP on their supervising units. To address this
gap, the purpose of this article is to identify contextual factors
described by NMs, to compare and contrast these perspectives
across nursing units, and to relate this to driving change within the
institution. The aims of this qualitative study were to: a) describe
NMs’ perspectives of contextual factors related to implementation
of EBP; b) identify driving forces recognized by NMs to facilitate
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EBP; and c) compare contextual factors and driving forces across
high- and low-performing nursing units.
Background
Change in practice relies not only on the nature and strength
of the evidence but also on the practice environment in which
practice is to be placed and the method by which the process is
facilitated.1,7 Ellis et al recognized that original models of EBP
did not necessarily emphasize the influence of existing workplace
environment or cultural factors.8
“…it is recognized that getting the best evidence into
practice relies on more than just the provision of best
information. The translation from workshop to work
practice is also influenced by a range of other factors such
as work culture and environment, management structures,
and resources.”8
McCormack et al elaborate on the workplace environment and
culture by delineating characteristics of context, including nuanced
differences between context, culture, and leadership.6 Similarly,
prior research highlights organizational factors supportive of
implementing EBP and suggests a necessity for the combination
of all three components, including the following: a) leadership of
supportive and committed managers; b) a workplace culture that
empowers nurses and reinforces EBP; and c) measurement of
ways in which patient outcomes are improved through EBP.2,9–11
The integration of these factors facilitated within the institutional
approach to EBP allows nurses to feel empowered to create
change in practice that is supported by contemporary and relevant
evidence. A supportive institutional culture, an impetus to drive
change, and an established process by which change is initiated
and managed (preferably, by health care team members) can be
further complemented by contextual factors that include easily
accessible information, ample resources to make change, and
the presence of personnel skilled to drive change in practice.8
Prerequisite skill and strong leadership become a catalyst for
the culture and contextual resources required to implement EBP.
Nurses identify administrative support as necessary for research
utilization and simultaneously recognize a lack of administrative
support as a barrier to EBP implementation.11 Therefore, NMs play
an integral role in advocating the creation of a culture supportive
of EBP and may be required to transfer administrative support to
staff nurses in order to make change happen.
In addition to contextual influences internal to the institution,
external factors and bodies impact the implementation of EBP. As
examples, Transforming Care at the Bedside (TCAB) and Magnet
models recommend change initiatives involving nurses at every
level of the organization.12,13 TCAB is an initiative from the Institute
for Healthcare Improvement that supports health care settings to
improve care, improve staff satisfaction, and implement change.12
The Magnet Recognition Program through the American Nurses
Credentialing Center (ANCC) recognizes health care organizations
focused on quality patient care and nursing excellence using a
thorough review of facilities desiring designation.13 These models
focus on the shared responsibilities of EBP implementation
at every level of nursing practice including bedside nurses,
highlighting the need for managers and nursing leaders to become
facilitators in the empowerment process. Furthermore, TCAB and

Magnet models encourage decentralized institutional governance
structures that would allow more individuals to become change
catalysts. Facilitating nurses to move into these positions will shift
institutions toward development and evaluation of EBP-based
guidelines that may likely result in higher quality patient care.
The 2011 strategic plan of the National Institute of Nursing
Research recognizes the need to bring evidence to patients. The
report calls forth, “As we move forward in this rapidly evolving
landscape, the expertise, innovation, and leadership skills of
nursing scientists and clinicians will be increasingly called upon to
guide and shape practices and policies” (p 3).14 Given the need for
an existing infrastructure to allow for EBP as a reality in nursing
and hospital environments, we describe NMs’ perceptions of the
support available for their role and needs in promoting EBP with
their nursing staff on nursing units.
Methods
A descriptive qualitative design was utilized to collect and
analyze data from NMs from high-performing units (HPUs) and
low-performing units (LPUs).15 It provided a rich picture of the
type of contextual factors that support NMs as they implement
EBP on their hospital units. Following data collection, inductive
descriptive content analysis was used to analyze the data. This
study was reviewed and approved by the University of Iowa
Institutional Review Board.
Sampling and procedures
The sample of NMs was identified from 148 nursing units
from 48 hospitals that participated in a larger nursing effectiveness
study.16 Results of that study have been published elsewhere.
Nursing units included in the original study provided care to
a variety of patients that included medical, surgical, medical/
surgical mixed, specialty (eg, orthopedics, oncology, cardiology/
telemetry), pediatric, mother–baby, rehabilitation, and psychiatric.
The primary investigator intended to compare NMs regarding
promotion of EBPs across different types of units with varying
sizes, patient outcomes, and EBP implementation. The original
nursing units were stratified by size of the hospital in which they
were housed: 1) small (≤100 licensed beds), 2) medium (101–400
licensed beds), and 3) large (>400 beds). Further stratification was
done by identifying both HPUs and LPUs in EBP implementation
based on factors identified in the larger study regarding the number
of evidence-based interventions performed, scores on the Meyer
and Goes research use scale,17 unit fall rate, and fall injury rate.
The Meyer and Goes scale measured assimilation of innovations
onto hospital units focusing on contextual attributes, innovation
attributes, and the interaction between these.17 Unit fall injury rate
was used because it was one of the two outcome variables of interest
of the original study (falls and falls with injuries). The better the
fall rates, the better the units were doing toward preventing falls.
Project managers, interviewers, and data analysts were all kept blind
to performance designations until comparison of findings across
units was required. NMs were randomly selected from each level
of stratification and invited via e-mail to participate in telephone
interviews. Table 1 presents NM stratification. The study includes
nine NM participants representing all six subgroups. Three groups
had only one participant because saturation was reached before
additional participants were interviewed.
All of the NMs who participated in this study were female.

www.aamcn.org | Vol. 4, No. 4 | Journal of Managed Care Nursing

5

Table 1:

The average experience as an NM was 6.5 years (range from 9
months to 33 years). The degrees held by NM participants varied,
including diploma (1), Associate’s Degree (2), Bachelor’s Degree
(1), and Master’s Degree in Nursing (5). Almost all of the NMs
had at least one certification, including Medical-Surgical Nursing
Certification, Oncology Nursing Certification, and Critical Care
Registered Nurse Certification.
Interviews
The structured interview guide was developed for this study
by the study investigators. Questions were developed based on a
review of the literature as well as feedback from experts in EBP
implementation. There were approximately 30 questions divided
into five parts: personal understanding of EBP (eg, definition,
examples), institutional infrastructure for EBP (eg, triggers
for change, resources to facilitate change, education, training),
personal strategies to promote implementation of evidence on
the unit (eg, examples, ways to recognize staff, assets, barrier),
administrative practices (eg, use of evidence for administrative
decisions, accountability for using EBP), and demographics (eg,
education, number of years as manager). Example questions
include the following: a) Please describe any group, council, or
committee within your hospital that is helpful in fostering the use
of EBPs on your unit; b) What are your immediate supervisor’s
expectations regarding EBP? Verbal consent was attained at the
time of acceptance to interview, and NMs mailed written informed
consent forms to the research team. Three trained research
assistants conducted interviews over the phone at a time that was
convenient for both the subject and the interviewer. Interview
duration was between 40 minutes and 60 minutes. The interviewer
was blinded to the unit’s status as either an HPU or LPU. The
interviews were audio recorded and then later transcribed for
analysis. Saturation was determined when we received multiple
overlapping responses across participants, and we had NMs from
each of the performance/hospital size categories in Table 1.
Analysis
Two researchers read each interview transcript using
descriptive inductive content analysis to identify overarching
patterns across participants. Identified patterns along with the
specific aims of the research study created a set of descriptive
constructs and codes and provided a framework to build a more
in-depth analysis of themes and concepts across participants.
The initial basic framework, or the basic descriptive constructs,
included “role of NM”, “clinical content areas”, “administrative
practices supported by EBP”, and “infrastructure/driving forces”.
By consensus, the researchers defined each construct to facilitate
consistent identification of themes across all interviews. Each
interview transcript was analyzed by two researchers with a third
“checker” to ensure consistency across coding as definitions for
constructs, themes, and subthemes became more refined.15 Any
discrepancies in theme identification were discussed and in all
6

cases were resolved by consensus. At this phase of the analysis,
performance designations were unblinded so that HPUs and LPUs
could be identified and comparisons made across units. A software
program was not used to aid analysis, but content-analytic summary
tables were used to categorize codes and themes by HPUs and
LPUs.18 HPUs and LPUs within each theme were then compared
using both codes and quotes from interviews. For the purpose of
this paper, the theme and constructs related to infrastructure and
driving forces are the focus.
Results
Within the overarching theme of institutional infrastructure,
three major subthemes evolved from the analysis that highlighted
contextual factors perceived by NMs to influence implementation of
EBP in the clinical environment. Some examples describe support
provided directly to the NM in her role, while other examples
describe support for staff nurses under the NM supervision; both
of these support NM’s expectation and oversight of the use of EBP
at the unit level. These examples are woven together because NMs
recognized both these types of support as helpful to their goal to
provide EBP at the unit level. Culture, structure, and resources were
perceived by NMs to empower nurses and initiate change on their
nursing units to improve patient care. Additionally, NMs of HPUs
and LPUs recognized varying driving forces to implementation of
EBP.
Culture
Although workplace culture is sometimes subsumed under
context, or even structure, it is discussed as unique here because
NMs identified specific factors attributed to culture that impacted
EBP change on their unit. Culture is defined here as the values
and beliefs that drive behaviors and decisions within an institution.
Different aspects of institutional culture served as both facilitators
and barriers of EBP.
Hospital culture
Overwhelmingly, NMs of both HPUs and LPUs described a
hospital-level culture supportive of EBP. Four NMs from HPUs
described an overarching hospital culture that held specific
nursing units accountable to initiate EBP change and implement
EBP practices, while NMs representing two LPUs also described
a supportive hospital culture. Specific to support for NMs in their
role, a common thread among NMs from HPUs was cultural
support of NM-comprised management teams that provided
mentorship and immediate feedback, and served as a collaborative
body that empowered NMs to make effective changes on their
units. One HPU manager says,
“[…] we [NM Management Team] actually all sit down
every quarter and have educational opportunities for
[unit] leaders. Sometimes it’s management or evidencebased techniques or practices, sometimes it’s clinical
processes. We all sit down together as a group and go
over […] and determine a plan of action on how we’re
going to institute those kinds of things. Before we give
education to the staff, we’re usually sitting down together
as a group because […] we have to figure out how we’re
going to be able to incorporate being able to maintain
[and] hardwire the processes.”
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This highlights that supportive culture not only values a high
level of responsibility for NMs to implement EBP, but also they are
provided a collaborative atmosphere in which to create strategies
and operationalize the processes required to make change.
One HPU NM described her institutional administration as a
barrier to making changes in policies despite the parallel expectation
of EBP adoption and implementation. She described how she
wanted to make changes across departments, but lacked support
from administrative superiors to make these changes. This NM
described situations where units had evidence to support improved
practice; however, administrative support for sharing findings
with other units was absent. Although the high performance of
this nursing unit suggests that the NM was motivated to promote
EBP change, she was frustrated by the inconsistency between
administrative expectations and administrative support.
Although many of the NMs from LPUs described a supportive
atmosphere, they were vague about strategies employed to assist
NMs to motivate nurses at the unit level to take accountability for
EBP. As an example, one LPU NM articulated the general support
of hospital administration for EBP as a concept, “I think the
vocabulary itself of evidence-based is the whole aura throughout
the hospital.” LPU NMs described a lack of administrative
guidance in methods or approaches by which to assist staff to
implement EBP. One NM described the administrative approach
of taking national initiatives to the unit nurses to have them decide
how to implement necessary changes without providing a vision
of how to support this change. While it may be beneficial for unit
nurses to be involved in the change adoption process, many are
likely to lack the necessary knowledge and skills required by the
EBP implementation process to lead efforts at practice change.
This approach may be indicative of the low performance in EBP
earned by this nursing unit.
When Joint Commission or another regulating body demands
a change in practice, the hospital is expected to make the required
changes in order to be accredited and demonstrate a commitment
to patient safety and quality issues. NMs in all groups recognized
the impact that external regulatory forces had on administrative
expectations for EBP. One NM reflects, “… overall, it comes
from a national patient safety goal or a joint commission’s goal.
So you know, it’s not something you say … we all need to do
it.” Despite this shared understanding, the communication of
necessary changes from administrative to staff nurse levels
differed between HPUs and LPUs. HPU NMs tended to describe
environments where communication about necessary change was
openly discussed and advertised. For example, one HPU NM said
that her CEO hosts “Town Hall Meetings” to directly inform the
managers of change, in addition to flyers placed on nursing units
to announce changes in practice. Additionally, HPU NMs had
opportunities to attend conferences or in-services that provided
education about practice changes required by regulatory bodies,
which gave these NMs foundational information on how to
communicate with the hospital administration about strategies and
foreseen barriers of implementing the change on their respective
units. LPU NMs provided examples of hospitals sending nurses
to external programs such as TCAB conferences, the Chapman
Scholar Program (identified by the NMs as an opportunity funded
by their hospital to conduct research), or Magnet meetings, which
furthered NMs knowledge and skills in supporting unit-level
EBP change. The hospital culture is an important component

that helps to bring some of the expectations of regulatory bodies
and health care trends to nursing units. A hospital culture that
transmits new messages from regulatory bodies using organized
meetings and pertinent information helped NMs to feel supported
in implementation of EBP on their nursing units with a greater
understanding.
A supportive hospital culture supports interdisciplinary buyin from across disciplines and up and down the power hierarchy
within the organization to make change happen. An HPU NM
describes this collaboration as,
“So, from our board of trustees downward we get the
buy-in and then, sometimes when we’re trying to change
nursing process–sometimes it comes from the quality
side, sometimes it comes from the nursing side. But we
collaborate with everybody involved in the room, because
there are representatives from all the clinical areas […]”
The NM identified that the advantage of this process is that
nurses’ voices are heard across the organization, and it results
in faster implementation of changes in practice. Considering
the relationship of multidisciplinary team members, is critical
to understanding change, and those who will be invested in the
change at the unit level.
Culture of expectations
The NM heavily influences the shaping of a unit environment,
and these NMs described leadership strategies to empower their
staff nurses to implement EBP. A NM from an HPU describes her
staff,
“I set really high expectations for my staff and they have
really risen to the occasion. I’m just now starting to really
reap the benefits of having very active committees, my
staff experts […] they drive their own work environment
[…] I can’t be in the committees–if they want me to go
and answer some questions I will. But I pretty much have
said, I trust you […] . I know what your capabilities are,
you don’t need a unit coordinator to be sitting in these
committees because you all are the experts.”
Nursing managers ensure opportunities for staff nurses to be
active participants in implementing EBP on the unit.
“I send people to programs and send them to evidencebased in-services, and we try to cover them so they can go
while they’re at work. We take decisions back to the area
coordinating team and let them do the work […]. I see my
staff being more as a unit presentation, not me presenting
everything […] I want them to be accountable for their
unit and for the best patient care on this unit. I don’t know
if everybody sees it that way, but I can see it and I hope
eventually they see all of it.”
These NMs are actively building units in which the staff
nurses are involved with committees, hospital-wide initiatives,
unit decisions, and education. One NM from an HPU had extra
assistance with this process by creating a position, in addition
to another manager or a charge nurse, that she called a ‘unit
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coordinator’. She reported her role as,
“[…] we reinforce that the unit coordinators, […] they’re
not charge nurses, they’re considered management.
They’re reinforcing […] new information and new
technology, new skills […] every shift they’re here
having a rounding with my staff.”
She recognized that she cannot be present for every shift and
the importance of having someone designated as oversight for
EBP implementation. These NMs who were motivated and set
high expectations for their staff transferred their motivation to the
nursing staff to drive change and current practice.
NMs expressed understanding their role as communicators of
administrative expectations for necessary change and consistent
implementation of EBP. NMs on HPUs described an atmosphere
where administrative expectations of EBP were met with rewards
and consequences and provided impetus for EBP implementation
to be prioritized on these units. As one HPU NM discussed, she
described a merit scale that was proportionate to their participation
in driving change on their units and ultimately impacted their
salaries. This tangible stimulus encouraged NMs to hold unitlevel nurses responsible for carrying out EBP strategies that were
administrative expectations.
Structure
The structure of an institution guides the processes of care.
This includes the hierarchy of leadership, and the hierarchy of
decision making within the institution. NMs reflected on these
aspects of structure impacting their ability to implement EBP.
Engaging Nurses in Decision Making Through Shared
Governance
Nursing managers from all units saw shared governance
models as avenues for nurses’ involvement in hospital-wide
EBP initiatives. More LPU NMs described working with shared
governance models than HPU NMs. The shared governance model
ensures activity from all levels of employees to participate, and
gives the structure that some organizations need to work together
toward EBP goals. One LPU NM defines it clearly by stating,
“We have six shared governance committees–a nursing
practice committee, a nursing research committee, a
nursing education committee– the shared leadership
committee members bring forth the issues of the unit,
based on the quality committee. Then [they] bring it to
the most appropriate shared governance […] you have
representation from all of the divisions, there’s the
medicine representative, the surgical representative, so
it’s brought up to a higher level […] they in turn look
at it on an organizations stand-point; practice, education,
research, everything, and make decisions […] they focus
and filter it up and down in order to change policies,
protocols, and things like that.”
On one LPU, the nursing assistants recognized the need for
more equipment at the bedside, and had a place to bring those
concerns to the shared governance committees to be heard hospitalwide. Their NM recognized, “And I think having more people
8

involved on your shared governance committees and letting them
bring back the updates is needed.” Shared governance is certainly
an avenue for all staff to contribute ideas or strategies within the
larger hospital structure, relieving some pressure from the NM to
provide avenues toward change on her own.
NMs described nurses’ involvement in shared governance
committees as positive, but their level of power for decision making
was sometimes unclear. The committees would make the policies
and procedures, and nurses helped to disseminate mass e-mails to
communicate the changes coming to the hospital. Nurses brought
policy change suggestions to the meetings, attended the meetings,
and brought information back to the nursing units. To describe the
process of nursing involvement in a policy/procedure committee,
one NM explains,
“[…] she [nurse] did research […] and found a study that
was published […] so we’re changing our neutropenic
diet and allowing flowers and kind of changed that
because of the research that she found […] if it involves
anything that is a policy or procedure, then it has to go
in front of the practice council and then they basically
review them at the council and any changes that were
made […] get sent out.”
Although nurses are actively involved in information presented
at these councils, the final decision making for policy change does
not necessarily rest in the hands of nursing alone, as described
here, because the shared governance committee makes that final
decision. This has the potential to remove some of the autonomy
in decision making for EBP recommendations.
Despite some of the uncertainty of nurses’ final decisionmaking capabilities within the institution, HPU NMs articulated
avenues that nurses were making decisions within the institutions
on nursing-specific committees within units. Unit-based
committees were an important aspect of institutional structure that
allowed nurses to be involved in decisions to implement EBPs,
supporting NM expectations to drive change.
Engaging Nurses in Decision Making Through Committees
While more LPUs use shared governance models and
multidisciplinary committees than HPUs, nurse-specific
committees are mentioned more frequently by HPU than LPU NMs.
NMs recognized the power of nurses in decision making reflective
of their scope of practice. HPUs had a variety of specific practiceoriented committees, such as wound care, infection protection,
and diabetic education. NMs of LPUs mentioned one specialty
committee for pressure ulcers, and involvement in TCAB through
committee work. The overlaps across HPUs and LPUs are the
research/EBP committees, nursing practice, unit-based councils,
nursing practice committees, and nursing education committees.
None of the LPU NMs mentioned nurses’ involvement in quality
improvement committees.
HPU NMs expressed nursing committee membership as a
way to create change in nursing practice, and describe their nurses
feeling empowered to create and implement these changes through
their committee membership. One NM from an HPU told us,
“We also have a nurse practice council that actually looks
at policies and through evidence-based practice what is
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computer information to support their
expectations of staff use of EBP. Internet
managers as supporting EBP on hospital units.
and computer information included the
Abbreviations: HPUs, high-performing units; LPUs, low-performing units;
Intranet services that allow employees to
EBP, evidence-based practice; dept, department; APN, advanced practice
spread information from committee work,
nurses; VP, vice president.
and minutes from meetings. Only HPUs
had access to a quality department, and
NMs from LPUs described a research
board to help them make their decisions
for any practice changes.
With recent budget constraints, NMs
acknowledged the need for institutional
financial resources to accomplish necessary
education and projects they desired based
on EBP. NMs considered conferences an
important piece of implementing EBP,
and they attended conferences themselves
and sent staff nurses from their units to
conferences for educational advancement.
One NM mentioned that, with the downturn
in the economy recently, she received less
funding for attending conferences. One of
the HPU’s hospital administrations paid
for the staff involvement in committee
work or non-patient care days to conduct
best and how to change these policies […] if you do it
research or education on a topic of staff choice. One of the HPU
right and do a quality rounding instead of just to stand in
NMs received funds for high performers on her unit to use as an
the room to make sure that they’re okay […] and this is
incentive to promote EBP, stating,
now policy […] we’ve tweaked the policy a couple times
as to making sure that it identifies what we want- that the
“We have a zero to five percent [increase] merit […] I
actual outcome is what we want.”
mean one they get highlighted, you know, they get a lot of
personal praise and recognition, like we have a newsletter
The structural arrangement of hospitals that focused on
that goes out to our staff, so of course they get recognized
nurses’ involvement in committees pulled forward nurses from all
in that […] in order to get a five percent [increase salary]
levels to be part of change recommendations and implementations
you have to be an active participant in driving change.”
for patient care. NMs need hospitals that encourage structures
for nursing-specific committees and allow
nurses to make EBP recommendations for
Figure 2: External resources for HPUs and LPUs identified by nurse
practice.
managers as supporting EBP on hospital units.

Figure 1: Internal resources for HPUs and LPUs identified by nurse

Resources
Accessibility and types of resources
motivate and influence how hospitals and
NMs can work with staff to change policy in
support of the best practice. Despite positive
aspirations and supportive hospital cultures
of EBP, NMs articulated the continual need
for resources to support these aspirations to
make change and implement EBP at the unit
level. HPUs and LPUs have resources that
NMs reflect as internal and external. Figure
1 displays the internal resources, while
Figure 2 displays the external resources
described by these NMs. From these figures,
it is clear that HPUs were able to describe
a greater quantity of internal resources
than the LPUs. LPU NMs concentrated on
library resources, advanced practice nurses
within their organization, and Internet or

Abbreviations: HPUs, high-performing units; LPUs, low-performing units;
EBP, evidence-based practice; dept, department; RN, registered nurse.
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LPU NMs mentioned conferences as their main reason for
seeking funding from their organization’s administration.
Paid internships by the institution provided another source of
education and research for staff nurses. Two LPU NMs described
internships that assisted staff nurses in developing leadership skills
and in conducting research to present new information to their
units. These were both internally and externally funded internships.
“One of the [internship staff] did one [project] on
neutropenic diet for our cancer unit and one of the things
[…] they don’t get flowers, they don’t get peppers, raw
vegetables, that kind of thing […] she was looking for a
project for the leadership and so she did research on that
and found a study, so we’re changing our neutropenic diet
and allowing flowers and kind of changed that because of
the research she found.”
These resources are helping nurses to keep current with
research to maintain EBP on their units, building a culture of EBP
the NMs desired.
Nursing managers provided insights and suggestions of ways
to help them to motivate and involve their staff in implementing
EBP. NMs called for the need for more advanced practice nurses
available to every unit to help educate and implement EBPs with
their staff nurses. Multiple NMs mentioned education funding for
themselves and their staff for attending conferences and education
sessions.
Driving change to implement EBP
Forces that influence change and implementation of EBP
on nursing units were divided into two categories, internal and
external. Internal forces that drive change were considered those
inside of the hospital/institution and the nursing unit. Both HPU
and LPU NMs emphasized that staff nursing recommendations
helped to drive change. One HPU NM stated, “Basically a lot of
these changes are nurse-driven. They come to me with ideas and
I basically research the idea and come up with a decision. And
that’s how I go about initiating whatever needs to be initiated.”
Internal change also comes from the committees described in
the “Structure” section. With administrative support, NMs were
able to create new committees and keep their staff nurses active
in committees. As an example, one HPU NM described, “I’m
just now starting to really reap the benefits of having very active
committees; they’re starting to see how they drive their own work
environment.” Because of internal communication styles, such
as Town Hall Meetings, there was a difference in how NMs felt
that administrative expectations were passed down. This impacted
the way NMs felt they were part of the process of driving change
within the institution. HPU NM units tended to see change as
positive and noted a more comprehensive effort to put the change
into effect. LPU NMs, on the other hand, noted that change was
sometimes perceived as more of a “top down” mandate. One LPU
NM expressed, “It gets filtered down from the executive level to the
managers and the managers filter it down to staff – but it’s always
the what and why. The why is the most important because that –
that’s what drives more understanding by us.” One of the most
significant drivers of change for one HPU NM was the patient. She
stated, “The bottom line is best patient outcome.” Internal forces
that drive change included institutional avenues to receive direct

staff nurse input and empowerment to review and implement EBP,
clear and open communication with administrative levels, and the
recognition of working toward change for the benefit of the patient.
External forces originating from outside the institution acted
to produce change within institutions. The process of obtaining
Magnet status and its relationship to producing evidence-based
change were most frequently mentioned by LPUs. One LPU NM
reflected,
“We just finished re-designation for Magnet yesterday
[…] and to hear every one of the staff in all of those
meetings talk about evidence-based [practice] […] it’s
not just a term anymore […] people really understand it.”
Conversely, HPU NMs identified external forces related to
national safety initiatives or reaction to payment for services. One
HPU NM described,
“Money is certainly a factor and monetary principles. So
when you talk about things like, that CMS [US Center
for Medicare and Medicaid Services] is no longer going
to pay for, you know, catheter associated infections,
then you have a monetary, um, force that’s driving you
to change practice to eliminate those – to change your
benchmarks. Um, you know, so I would say that that’s
part of what drives change.”
Reflected within the culture of expectations earlier in this
paper, the way that these external forces are passed to NMs to pass
to nursing staff differed between HPU and LPU NM descriptions.
All NMs recognized that there were external bodies that played
a role in emphasizing EBP, providing resources to implement
EBP, and driving change. However, NMs from LPUs identified
the primary drivers of change as external forces such as Magnet
status, without as much articulated support from internal forces as
HPU NMs.
This research revealed that institutional contextual factors
weighed heavily on NMs as they were supporting staff in the
implementation of EBP on their units. Components of the context
described by NMs include culture, structure, and resources
available to support the implementation of EBP. Supportive
cultural aspects included setting expectations and evaluations
for NM and staff focused on EBP, institutional appreciation for
involving staff in decisions, and collaboration or teamwork among
the managers of different units. When these cultural supports were
not in place, especially from upper administration, NMs turned to
outside agencies for reasons why they had to make changes. On a
practical level, supportive structures included shared governance
models, or flat hierarchical institution models, and specialty/
nursing/unit-specific committees. It was also apparent that internal
resources supported HPUs, while LPUs’ had lower access to
internal resources or quality departments within the institution.
Creative strategies by NMs for educating and empowering staff to
implement EBP are needed. The NMs were incredibly insightful
of the resources available and the resources needed to implement
EBP.
Discussion and Conclusion
Ample research supports the importance of reviewing
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an institution’s context to understand how to best support the
implementation of EBP at all levels of nursing.1,7,8,10,11 Qualitative
research provides an opportunity to explain and reflect on in-depth
explanations from the perspective of NMs as they are working
to implement EBP themselves and serving in a role encouraging
and empowering staff nurses to implement EBP at the unit level.19
McCormack et al gives us a summary of indicators related to
structure, culture, context, leadership, and evaluation that are
related to strong and weak enablers of effective practice.6 NMs
described here that culture, structure, and resources within the
institutional context either empowered them to independently
drive change or created barriers to them resulting in feeling
disempowered to make change on their units. HPU NMs were
talking about nurses driving change within the institution,
demonstrating a sense of empowerment and accountability for that
change. The NMs from those units had an independent voice with
regard to their expectations and desires for action and committee
work. Meanwhile, LPU NMs spoke more about external forces,
administration, and outside influences for making changes or
gathering teams. The independence of HPU NMs resulted from
both the culture and structure of the larger institution. Their
independence also reflects support from management team
meetings and mentorship more so than LPU NMs. In addition, they
also described more resources, both financially and strategically
to support their role in empowering staff to use EBP at the unit
level. These trends demonstrate the need for institutions to
build a context that empowers NMs. Cummings et al state, “By
providing opportunities for staff development and nurse-to-nurse
collaboration and sufficient nurse staffing and support services,
administrations make investments that result ultimately in better
quality care for patients” (p S32).20 NMs can provide a catalyst
to bring administrative support to unit and staff nurse level. They
can create much from little but need to feel empowerment and
accountability to make those changes happen.
Stetler emphasized the need to have an organized structure
supportive of implementing EBP, allowing a culture of support
for EBP to be enacted.10 Educational support was both desired
and accessible at different levels across NM institutions. Previous
research supports educational support for implementing EBP.
One suggestion is education outreach visits.21 Another suggestion
is to use the interns from Clinical Scholars Program,22 who
receive mentorship and are motivated to implement EBP. These
research findings support these recommendations with examples
and excitement about education opportunities for staff nurses.
Staff nurses can then bring those models back to their unit and
committees, keeping with the trends of current evidence.
The Crossing the Quality Chasm Report23 defines goals for
21st century for implementing research into practice through EBP.
This report focuses on the complex relationship between quality
measurement within institutions and the health care delivery
structure. Stronger quality departments within hospitals would
help to achieve Institute of Medicine goals. Only HPU NMs in
this study mentioned quality departments being readily available
as a resource for nurses within the institution, although LPU
NMs did mention area coordinators or patient care and delivery
teams. Resources in place can bridge quality and risk assessments
or policy reviews with other responsibilities to support NMs to
implement EBP on their units.
In a qualitative study about middle managers, Dopson and

Fitzgerald24 found important components to implement EBP,
including collaborative relationships, EBP changes focused on
targeted outcomes, the need to train managers to facilitate change,
encouragement of open debate about best practice and evidence,
and offering meaningful levers for change (ie, monetary or study
leave). The findings from this study are reflective of some of these
recommendations.
The limitations of this study are inherent within the qualitative
method. Although we could report summative results of committees
and resources available within these institutions, the number of
participants (with only nine NMs) limits the generalizability to
other NM experiences. While this study contributes to a deeper
understanding of some of these contextual institutional factors
affecting NMs ability to implement EBP on units with their staff,
continual efforts to refine the measurement of context and its
impact on practice are needed.25 Furthermore, it calls for future
research developing a system to measure contextual factors related
to HPUs and LPUs to identify large-scale differences and motivate
institutions to make changes where necessary to create HPUs.
NMs perceived workplace culture, structure, and resources
as facilitators or barriers to empowering nurses under their
supervision to use EBP and drive change. A workplace culture that
provides clear communication of EBP goals or regulatory changes,
direct contact with CEOs, and clear expectations supported NMs
in their promotion of EBP on their units. HPU NMs described a
structure that included nursing-specific committees, allowing
nurses to drive change and EBP from within the unit. NMs from
HPUs were more likely to articulate internal resources, such as
quality-monitoring departments, as critical to the implementation
of EBP on their units. Workplace culture, structure, unit-level
resources, availability of institutional resources, and institutional
prioritization and expectation of EBP implementation supported
NMs in their implementation of EBP in the clinical environment.
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Managing Older Patients with
Cognitive Impairment
The National Institute on Aging (NIA)

Summary
This quick guide provided by the The National Institute on Aging (NIA) suggests care strategies for older adult
patients with dementia or cognitive impairment following their diagnostic evaluation.

Key Points
•
•

People with cognitive impairment may require both drug treatment and other types of support.
Ideally, a team approach integrating the services of physicians, nurses, other healthcare
professionals, social workers, and community organizations may improve medical and behavioral
outcomes for both the patient and caregiver.1,2

DEVELOP A MANAGEMENT PLAN
Review the patient’s prescription and over-the-counter
medications. Consider whether any might be contributing
to cognitive deficits. In particular, reassess the need for
anticholinergics, antihistamines, narcotics, sedatives, and
benzodiazepines. Review whether the patient takes medications as
prescribed, a pill organizer is being used, and a caregiver oversees
medication intake to avoid undertreatment and overdoses.
Consider Alzheimer’s disease medications when indicated.
Note that drug treatment outcomes are modest and may be
associated with adverse side effects. Discuss treatment goals and
possible side effects with patients and caregivers before beginning
therapy. Adjust therapy if desired effects are not seen within 12
weeks.3
For most non-Alzheimer’s dementias, there is limited
information about the efficacy and safety of drug treatment
for cognitive symptoms. The exception is Parkinson’s disease
dementia, for which the cholinesterase inhibitor rivastigmine
(Exelon®) is approved.
Evaluate behavioral problems. Determine whether a more
structured environment or other nonpharmacological approaches
could replace or delay the need for antipsychotic medications.4
Use great caution for any off-label use of antipsychotic
medications in patients with dementia, with constant monitoring
for efficacy and safety. No medications are specifically approved
to treat behavioral and psychotic symptoms in older adults with
dementia. Patients with Parkinson’s disease dementia or dementia
with Lewy bodies are particularly sensitive to classic antipsychotics
such as haloperidol (Haldol®).5
Make an appointment for a follow-up visit within a specific

timeframe (e.g., 4 to 6 weeks), especially if new medication is
prescribed. Ask the patient to bring to each visit a relative or friend
who can serve as a care partner, as diminished self-awareness of
cognitive decline is common, and reliable information transfer is
more likely with the presence of a care partner.
Communicate with the Patient and Caregiver
Discuss the diagnosis and treatment plans. Write down all
recommendations. Ensure that treatment plans are understood and
feasible for the patient and caregiver.
Address potential issues of driving, getting lost, and home
safety each time the person is seen. These issues are especially
critical for people with dementia who live alone.
Ask for permission to contact a close relative or friend who
can serve as a care partner. Establish and maintain a dialogue
with the care partner to discuss safety concerns and help monitor
changes in the patient’s daily routine, mood, behavior, and sleep.
Also, use this opportunity to ask the care partner how he or she
is doing, and what assistance and resources are needed to deliver
care and manage stress.
Offer the patient and caregiver a checklist of “next steps and
resources” about Alzheimer’s disease or other dementias.
For tips on communicating with older patients with cognitive
impairment, see “Talking with Older Patients About Cognitive
Problems” at www.nia.nih.gov/health/talking-older-patientsabout-cognitive-problems. For example, to gain the patient’s
attention, sit in front of him or her and maintain eye contact.
Present one question, instruction, or statement at a time. Write
down important information, especially resources.
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Develop a Patient and Caregiver Support Plan
Suggest aids for daily functioning, such as to-do lists,
a calendar, and other reminders. Technology for medication
management, safety (e.g., emergency response, door alarms), and
other care is also available.
Suggest regular physical activity, a healthy diet, social
activity, hobbies, and intellectual stimulation, which may help
slow cognitive decline.6
Refer the person and caregiver to national and community
resources, including support groups. It is important that the
caregiver learns about and uses respite care.
• NIA Alzheimer’s and related Dementias Education and
Referral (ADEAR) Center: 1-800-438-4380
• Alzheimer’s Association : 1-800-272-3900
• Alzheimer’s Foundation of America: 1-866-232-8484
• Eldercare Locator: 1-800-677-1166
• Local nonprofit organizations
Consider referring the person with impairment to a dementia
specialty clinic if diagnostic or management concerns remain.
In the case of young-onset dementia, planning and management
concerns are complex; specialty clinics can address such rare
conditions.
Discuss Clinical Trials
Inform the patient and family about opportunities to
participate in clinical trials and research studies. Find trials and
resources at:
• NIA ADEAR Center clinical trials finder (www.nia.nih.
gov/alzheimers/clinical-trials)
• Alzheimer’s Association’s TrialMatch service (www.
alz.org/research/clinical_trials/find_clinical_trials_
trialmatch.asp)
• ClinicalTrials.gov
The ADEAR Center website has information about
volunteering for clinical trials. It also offers a free consumer
booklet, Participating in Alzheimer’s Research: For Yourself and
Future Generations. Order online or call 1-800-438-4380.
Resources
Alzheimer’s Resources
• Aging Brain Care Tools (Indiana University and
Regenstrief Institute) (www.agingbraincare.org/tools)
• ACT on Alzheimer’s Provider Practice Tools (ACT on
Alzheimer’s) (www.actonalz.org/provider-practice-tools)
• Caring for a Person with Alzheimer’s Disease (NIA)
(https://order.nia.nih.gov/publication/270)
• Disclosing an Alzheimer’s Diagnosis (video from
Actionalz) (www.youtube.com/watch?v=jBJ6XccZnPg
&feature=youtu.be)
• Management & Patient Care (Alzheimer’s Association)
(www.alz.org/health-care-professionals/medicalmanagement-patient-care.asp)
• Physicians Guide to Assessing and Counseling Older
Drivers (American Geriatrics Society and National
Highway Traffic Safety Administration) (https://

geriatricscareonline.org/ProductAbstract/clinician’sguide-to-assessing-and-counseling-older-drivers/B022)
Resources for Other Dementias
Frontotemporal Disorders
• Association for Frontotemporal Degeneration (www.
theaftd.org)
• Frontotemporal Disorders: Information for Patients,
Families, and Caregivers (National Institutes of Health)
(https://order.nia.nih.gov/publication/272)
Lewy Body Dementia
• Lewy Body Dementia Association (www.lbda.org)
• Lewy Body Dementia: Information for Patients,
Families, and Professionals (National Institutes of
Health) (https://order.nia.nih.gov/publication/448)
The National Institute on Aging (NIA), one of the 27 Institutes
and Centers of the National Institutes of Health (NIH), leads a
broad scientific effort to understand the nature of aging and to
extend the healthy, active years of life. NIA is the primary Federal
agency supporting and conducting Alzheimer’s disease research.
This article first appeared on the National Institute on Aging’s
website and is republished here under a Creative Commons
license. https://www.nia.nih.gov/health/managing-older-patientscognitive-impairment
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Achieving Positive ROI via Targeted
Care Coordination Programs
The Scan Foundation and Avalere

Summary
The purpose of this article is to analyze and identify the types of services that are cost-effective for Medicare
beneficiaries whose Fee-for-Service (FFS) spending is in the top 20 percent of total Medicare spending.
Common components of the effective models included cooridination by various health professionals during
care delivery and through the transition to the patient’s next care setting. The results suggest that these care
transition/coordination models are cost-effective and can reduce overall health care costs when deployed with
the right population.

Key Points
•
•

Program models that integrate care transition and long-term care management are cost-effective in
reducing high-cost utilizations.
Evidence-based care transitionsand coordination programs can result in positive return on investment
(ROI) for Medicare Advantage (MA) plans looking to better manage their high risk members.

FOR YEARS, HEALTHCARE ANALYSTS HAVE POINTED
to poor care transitions as a major contributor to adverse health
events and high Medicare spending. In particular, older people
with chronic illnesses and functional limitations frequently do not
receive adequate care during and after these transitions, which
can span community, acute, post-acute, and long-term care (LTC)
settings. As a result, this population accounts for a disproportionate
share of Medicare expenditures. Policymakers and healthcare
payers are exploring services and programs to identify and provide
support to people who are most at risk of adverse events, with
the goal of improving healthcare delivery, patient outcomes,
and bending the cost trend. Several models for improving care
transitions and coordination have been developed, but publically
available research on the cost-effectiveness of these models is very
limited. Avalere Health conducted a return on investment (ROI)
analysis to identify the types of services that are cost-effective
for Medicare beneficiaries whose Fee-for-Service (FFS) spending
is in the top 20 percent of total Medicare spending. Six widely
adopted care transition/care coordination models were selected for
the ROI analysis: Care Transitions Intervention; Care Transitions
Intervention (Group Visit); Geriatric Resources for Assessment
and Care of Elders (GRACE); Project RED (Re-Engineered
Discharge); Project BOOST and Transitional Care Model (Project
BOOST was also reviewed as part of the ROI analysis, but results
of the ROI analysis on the program were not included because of
the limitations of the evidence).
ROI Calculator: ROI is a standard measure used in both the
public and private sector to gain a concise under-standing of an

investment’s net benefit. The simplicity of the equation below
allows for versatile use across all types of investment.

Avalere found that effective models emphasize close
coordination amongst care providers, such as nurses, physicians,
social workers, and pharmacists, during care delivery and through
the transition to the patient’s next care setting (or home). The
common components of these models include standard discharge
protocols, discharge planning and implementation, patient
education, and transition counselors performing regular followup. Further, a comprehensive approach that integrates key care
transition processes with LTC management can be highly effective
in reducing high-cost utilization. For example, the programs that
adopted Care Transition Intervention (Group Visit) or GRACE
model were implemented over two years and they not only engaged
a wide variety of health care providers in the care transition process,
but also provided appropriate care management through continuous
patient education as well as health assessment, monitoring, and
counseling. These efforts resulted in substantial reductions in
emergency department (ED) visits and hospitalizations.
It is important to note that these models cannot be compared
solely based on the ROI results due to limited data available. The
results suggest that these care transition/coordination models
are cost-effective and can reduce overall health care costs when
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Based on 16 studies on the implementation of coordinated care models1 and Medicare data for year 2012,2 an ROI calculator was
built to provide an estimate of the financial returns associated with implementing each of the selected care models. The algorithm
for this calculator is shown below.

Average program cost and effect for implementing each care model were estimated based on the relevant information provided
in the studies.
2
Five percent Medicare Standard Analytical Files (SAFs) for year 2012 which contain detailed medical claims information about
health care services rendered to Medicare FFS beneficiaries.
1

deployed with the right population. To do so, plans need to
implement the following two strategies first.
Identify the right risk factors—Avalere’s modeling shows
that non-medical factors are as powerful as medical factors in
determining health care utilization. Plans must develop risk
profiles using a variety of data sources beyond traditional claims or
financial data. These can include health risk assessments (HRAs),
medical records, and clinical input.
Improve data collection through existing tools—Through
the HRA process, plans have an opportunity to collect member
information that builds upon administrative data to strengthen risk
stratification.
After plans understand the full range of individual factors that

contribute to high health care utilization and identify members
at highest risk through existing tools, they can select appropriate
care coordination programs that address the needs of the target
members. This research shows that implementing targeted care
coordination program can not only improve the health outcomes
for the target members, but also yield a positive ROI for the plans.
The information in this fact sheet was developed from
“Effective Management of High-Risk Medicare Populations” and
supported by a grant from The SCAN Foundation.1
The SCAN Foundation’s mission is to advance a coordinated
and easily navigated system of high-quality services for older
adults that preserve dignity and independence. See more at: www.
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thescanfoundation.org.
Avalere is dedicated to solving the challenges of the healthcare
system and improving care delivery through better data, insights
and strategies. See more at: www.avalere.com.
This article first appeared on The Scan Foundation’s website and
is republished here under a Creative Commons license. http://
www.thescanfoundation.org/sites/thescanfoundation.org/files/

achieving_positive_roi_fact_sheet_3_0.pdf
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Safer and More Appropriate Opioid Prescribing: A
Large Healthcare System’s Comprehensive Approach
Grant Baldwin, PhD, MPH, Joel Hyatt, MD, Jan L. Losby, PhD, MSW, and Denis Matsuoka, PharmD

Summary
The United States is in the midst of a public health epidemic with more than 40 people dying each day from
prescription opioid overdoses. Health care systems are taking steps to address the opioid overdose epidemic
by implementing policy and practice interventions to mitigate the risks of long-term opioid therapy. Kaiser
Permanente Southern California launched a comprehensive initiative to transform the way that chronic pain
is viewed and treated. Kaiser Permanente Southern California created prescribing and dispensing policies,
monitoring and follow-up processes, and clinical coordination through electronic health record integration.
The purpose of this paper is to describe the implementation of these interventions and assess the impact of this
set of interventions on opioid prescribing. The study used a retrospective pre-post evaluation design to track
outcomes before and after the intervention. Kaiser Permanente Southern California members age 18 and older
excluding cancer, hospice, and palliative care patients and this sub-population of 3,203,880 was approximately
75% of all Kaiser Permanente Southern California members. All data are from Kaiser Permanente’s pharmacy
data systems and electronic health record collected on a rolling basis as interventions were implemented from
January 2010 to December 2015.

Key Points
•

•
•

There were reductions in all tracked outcomes: a 30% reduction in prescribing opioids at high
doses; a 98% reduction in the number of prescriptions with quantities greater than 200 pills; a 90%
decrease in the combination of an opioid prescription with benzodiazepines and carisoprodol; a
72% reduction in the prescribing of Long Acting/Extended Release opioids; and a 95% reduction in
prescriptions of brand name opioid-acetaminophen products.
In addition, methadone prescribing did not increase during this period.
This study adds promising results that a comprehensive system-level strategy has the ability to
positively affect opioid prescribing. The basic components of the intervention are generalizable and
applicable to other health care settings.

INTRODUCTION
The treatment of chronic pain is a priority and challenge for
health care providers and health systems across the United States.1
Beginning in the late 1990s, prescription opioids were increasingly
used to treat pain—with an estimated 20% of patients presenting to
physician offices with non-cancer pain symptoms or pain-related
diagnoses receiving an opioid prescription.2 In 2013, an estimated
1.9 million persons in the United States abused or were dependent
on prescription opioid pain medication.3 In 2015, there were more
than 15,000 deaths involving prescription opioids, in the United
States. Given the recent surge in illegally-made fentanyl, the CDC
Injury Center is analyzing synthetic opioids (other than methadone)
separately from other prescription opioids. This new analysis can
provide a more detailed understanding of the increase in different
categories of opioid deaths from previous years. Changing the
way deaths are analyzed seems to result in a decrease in deaths
18

involving prescription opioids. But, this new number is likely an
undercount of deaths related to prescription opioids, because it
does not include deaths that are associated with pharmaceutical
fentanyl, tramadol, and other synthetic opioids that are used as
pain relievers.4 The 4-fold increase in deaths since 1999 parallels
a concomitant increase in sales of opioid pain medications during
the same period.5 Among patients receiving opioid prescriptions
for pain, higher opioid dosages are associated with increased risk
of opioid overdose.6-9
A range of system-level strategies are being explored to
alleviate the problem of inappropriate prescribing of opioids.10
Interventions include the use of prescription drug monitoring
programs,11 restricting patients to a single pharmacy or provider,12
state pill mill laws,13 and patient and provider education.14 In
addition, in March 2016, the Centers for Disease Control and
Prevention released the CDC Guideline for Prescribing Opioids
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for Chronic Pain to provide recommendations about opioid
prescribing for primary care physicians treating adult patients with
chronic pain outside of active cancer treatment, palliative care,
and end-of-life care.15
Health care systems are also taking steps to address this
epidemic by implementing policy and practice interventions to
mitigate the risks of long-term opioid therapy. Since 2010, Kaiser
Permanente Southern California (KPSC) has targeted long-term
opioid therapy across multiple settings of care. Kaiser Permanente
Southern California created prescribing and dispensing policies,
follow-up and monitoring processes, organizational and clinical
coordination, and information technology integration to reduce
inappropriate opioid prescribing.
The Safe and Appropriate Opioid Prescribing (SAOP) program
is a clinically-driven initiative led by physicians from primary
care, pain management, and addiction medicine departments,
and pharmacy operations. The purpose of this paper is to (1)
describe the elements of KPSC’s intervention and outline the
implementation process, and (2) report on short- and intermediateoutcomes.
METHODS
Evaluation design
Kaiser Permanente Southern California used a retrospective
pre-post evaluation design to track these outcomes before and
after the intervention:
• Reduce prescribing large quantities (>200 pills per
prescription) of opioid-acetaminophen combination
prescriptions
• Reduce prescribing high dose opioids (≥120 mg
morphine milligram equivalent (MME) per day)
• Reduce combination prescribing of opioids with
benzodiazepines and carisoprodol
• Reduce prescribing of Long Acting (LA)/Extended
Release (ER) opioids, specifically OxyContin
(oxycodone-LA) and Opana (oxymorphone) and
tracking prescribing of methadone as it is an alternative
long acting opioid to OxyContin and Opana
• Reduce prescribing of brand name opioids when
generics are available
Data
All patient data are from Kaiser Permanente’s pharmacy data
system and electronic health record (EHR). Over 95% of patient
prescriptions are filled in Kaiser Permanente. Kaiser Permanente’s
Pharmacy Analytical Services Department extracted all data. All
analyses are descriptive in nature, and statistical testing was not
conducted. Data were collected on a rolling basis as interventions
were implemented from January 2010 to December 2015. Nearly all
outcomes (high dose, combination prescriptions, LA/ER opioids,
generics) have pre-intervention data and post-intervention data
while other outcomes (high MME) only have post-implementation
data. Data timeframes are noted in the results section and included
in the figures. Morphine milligram equivalent calculations were
based on the Centers for Medicare and Medicaid Services (CMS)
conversion factor table.16

Patients
Kaiser Permanente Southern California is a large integrated
health care delivery system where currently over 6,600 physicians
in the Southern California Permanente Medical Group provide care
to 4.2 million Kaiser Foundation Health Plan members in various
inpatient and outpatient settings, including 14 Medical Centers
and 217 medical offices with 131 outpatient retail pharmacies.17
The KPSC SAOP program serves Kaiser Permanente members
age 18 and older excluding cancer, hospice, and palliative care
patients. This patient sub-population is approximately 75% of the
total KPSC members and grew from 2,503,883 in December 2010
to 3,203,880 in December 2015.
RESULTS
Intervention description
In 2010, KPSC launched SAOP to leverage multidisciplinary
stakeholders from across the organization to transform the way
that chronic pain is viewed and treated at Kaiser Permanente. The
architects of SAOP—physician specialties and pharmacists—
reviewed the literature to determine how to design a successful
program. Research supports a multi-pronged approach rather than
one single strategy and incorporating auditing and monitoring
elements of continuous quality improvement.18 Organizational
support, automated decision support systems, and tools for
individual feedback are the basis of SAOP.19 Less effective methods
for implementing change (ie, traditional continuing medical
education, didactic learning, and dissemination of materials) were
intentionally de-emphasized.20, 21
Interventions were introduced in a step-wise approach
that allowed for refinements over time and a natural grouping
of interventions. Also, interventions were rolled out first in
smaller medical service areas and then adopted region wide.
The interventions were standardized across the region by
having common reports, letters, communications, templates, and
implementation instructions. A brief description of the elements of
the intervention is described in the next section. The introduction
of the interventions in years 2010 through 2015 and additional
details about the efforts are found within Table 1.
Organizational Support:
• Obtaining strong sponsorship from senior leaders in
the Medical Group and pharmacy operations for this
initiative;
• Forming a multi-disciplinary executive team composed
of physician administrative leaders, clinical leaders
from primary care, pain management, addiction
medicine, physical medicine, psychiatry, pharmacists,
and information technology to develop, oversee, and
communicate opioid work;
• Implementing inter-disciplinary controlled substances
review teams in each Medical Center to oversee and
support review of patients; receiving ≥120 MME per day
(later reduced to ≥100 MME per day); and
• Developing opioids specialty support agreements
between primary care and specialists.
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Year
2010

2011

Month
Jan
Mar

Table 1
Activity
Drug utilization action team initiative on opioids started
Implemented EHR decision support: Alternative alerts and order entry questionnaires for oxycodone-LA (OxyContin)

Jul

Implemented restriction of new prescriptions of OxyContin to pain management department, oncology, and
hospice/palliative care
Safer prescribing of methadone
Implemented restriction of new prescriptions of oxymorphone (Opana ER) to pain management department, oncology,
and hospice/palliative care
Implemented EHR decision support: Alternative alerts and order entry questionnaires for oxymorphone (Opana ER)

Aug
Sept
Nov

2012

Jan

Formed regional controlled substances executive team and medical center teams with representatives from the clinical
departments of pain management, primary care, addiction medicine, pharmacy, psychiatry, and physical medicine

2013

Oct
Nov
Jan

Produced first opioids high risk of diversion report, called Drug Seeking Behavior
Finalized controlled substances treatment agreement into EHR
Implemented required education programs at each medical center for all prescribers (physicians and advance practice
providers such as nurse practitioners and physician assistants) through programs, classes, academic detailing, webbased materials, regular communications, and newsletters

Jun

Detailed patient lists sent by the medical center level SAOP team to prescribers generated by KP's pharmacy analytic
services department based on data from EHR and KP prescription database
Instituted an online DR.ADVICE feature in the EHR for physicians to easily request advice from pain management,
addiction medicine and other specialists to support collaborative care.
Methadone added to 30/30 Drug supply list (30 day supply, no refills in under 30 days)
Implemented corresponding responsibility: Escalation of Opioid Therapy Concerns Policy for outpatient pharmacists
for all prescriptions for acetaminophen/opioid combination products >200 pills & any opioid prescription >1000 pills;
or ≥120 MME/day (excluding cancer, palliative care and hospice) for all prescriptions for acetaminophen/opioid
combination products and any opioid prescription Online chronic pain pharmacy training released

Jul
Sept
Oct

2014

Jan

Feb

2015

Apr

Implemented emails based on EHR and KP prescription database to prescribers when high dose opioids patients have
not had an office visit with the prescribing physician in 6 months or more and emails accompanied by a restatement of
program goals, and applicable evidence and guidelines (emails sent by medical center level SAOP team)

May

Added all schedule II opioids (except morphine) to 30/30 Drug supply list (30 day supply, no refills in under 30 days)

Jul
Nov

All prescriptions for acetaminophen/opioid combination products limited to 200 pills maximum
Implemented initiative to decrease triad or “trinity” combination medication prescribing. (opioid product +
benzodiazepines + carisoprodol)
Implemented National Pharmacy Controls Improvement Program: Provided pharmacy with tools (policies, monitoring,
reporting, training, physical security) to comply with regulations on controlled substances

Jan

Jun

Jul
Oct
Dec

20

Created fentanyl prescribing memo
implemented Emergency Department (ED) and urgent care practice change to no longer provide opioid injectables for
exacerbations of chronic, non-cancer, non-hospice pain in urgent care and the emergency department based on
American Academy of emergency medicine guideline
Finalized interdepartmental specialty support agreement with primary care
Implemented “So long to Soma” initiative with training of all Drug education coordinators through academic detailers

Updated pharmacy corresponding responsibility: Escalation of Opioid Therapy Concerns Policy for outpatient
pharmacists to reflect changes: Red flags for ≥100 MME/day, any short-acting opioids >200 pills, any long acting opioid
>400 pills
Implemented electronic prescribing of controlled substances
implemented new comprehensive urine Drug screen for prescription and illegal drugs
Implemented hospital practice recommendations for inpatient patients on long-term opioid therapy on high dose
opioids (≥100 MME/day)
Lowered 100 mg MME threshold to 60 mg MME for reporting and case review. [note: In march 2016, lowered to 50 mg
MME/day based on the CDC Guideline for Prescribing Opioids for Chronic Pain.[20]]
Developed opioid tapering plan and guide to prescribers for implementation in 2016.
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Figure 1

Source: Kaiser Permanente Pharmacy Analytical Services Department analysis of data from pharmacy data system and
electronic health record between 1/2010 and 12/2015.
Notes: Membership adjusted per 1000 members; the number of opioid prescription policy was implemented in Oct 2013, as
indicated by the vertical line; excludes cancer, hospice, and palliative care patients.
Prescribing and Dispensing Policies:
• Implementing a self-imposed restriction policy for new
prescribing of OxyContin (oxycodone-LA) and Opana
(hydromorphone) to pain management, oncology, and
continuing care clinicians (palliative and hospice care);
• Adding prescriptions of OxyContin and Opana to the list
of high-risk medications limited to a 30-day supply, and
patients are not allowed to refill these before 30 days;
• Avoiding daily doses of methadone (an alternative long
acting opioid to OxyContin and Opana) ≥ 40 mg; †
• Instituting “Brand When Generic Available” initiative to
reduce prescribing of brand name drugs when generics
are available; and
• Encouraging prescribers to schedule office visits at least
once every 6 months for patients on long-term opioid
therapy (ie, prescribers were provided an individualized
list of their patients who required a visit).
Performance Feedback:
• Using prescribing data to generate prescriber-specific
data on patients with high dose opioids accompanied by
treatment and tapering recommendations based on best
practices and clinical guidelines;
• Using EHR and prescribing data to send prescribers
emails when patients on high dose opioids have not had
an office visit with the prescribing physician in 8 months
or more; and
• Instituting pharmacy calls to prescribers for high dosing to
limit prescriptions to 200 pills for opioid-acetaminophen
combination products and to 1000 pills for any opioids for
all opioids, excluding cancer, hospice, and palliative care.

Prescriber Education:
• Providing pain management continuing medical education
to prescribers on current evidence-based pain assessment
and safe opioid prescribing practices; and
• Implementing customized education sessions at KPSC’s
Medical Centers and one-on-one academic detailing
using KPSC’s leading pain and addiction specialists.22
Decision Support Tools:
• Adding features to the EHR to provide medication
menus, medication and safety alerts, questionnaires to
inform prescribing physicians of the risks, preferred and
maximum doses, links to evidence-based guidelines,
prompts for alternative treatments or medications, and
patient treatment agreements. Strived to ensure EHR
alerts and pop-ups are optimized and do not interrupt
work flow or introduce “alert fatigue” (ie, having too
many alerts which could cause them to be ignored by
prescribers); and
• Adding a link from the EHR to the California Prescription
Drug Monitoring Program called the Controlled Substance
Utilization Review and Evaluation System.
Short and Intermediate Outcomes
Reductions were seen in all outcomes. In terms of the number
of opioid-acetaminophen combination prescriptions with a
quantity greater than 200 pills, there was a 98% reduction from
pre-implementation (2521 prescriptions) to post-implementation
(47 prescriptions). Pre-post implementation refers to the
specific policy of limiting the number of opioid-acetaminophen
combination prescriptions to 200, see Figure 1. For opioid
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prescriptions with ≥120 mg MME per day, reduced 30% over a
32-month period starting 8 months post-implementation in May
2013 to December 2015. Pre-implementation data as of November
2013 were not collected on this high MME measure, see Figure 2.
Concurrent use of an opioid prescription with benzodiazepines
and carisoprodol decreased by 90% over a 14-month period from
policy implementation in November 2014 to December 2015. The
number of pills prescribed for OxyContin-long acting (oxycodoneLA) decreased by 88% over a 6-year period—January 2010
(policy implementation) to December 2015. The number of pills
prescribed for Opana (oxymorphone) decreased 66% from January
2011 (policy implementation) to December 2015. Prescriptions
of brand name opioids (such as hydrocodone products including
hydrocodone-acetaminophen,
oxycodone-acetaminophen
products, and codeine-acetaminophen products) declined by 95%
(422 prescriptions to 21 prescriptions) from policy implementation
in January 2010 to December 2015 (see Table 2).
As OxyContin-long acting (oxycodone-LA) and Opana
(oxymorphone) decreased and brand name prescribing decreased,
it is important to note that methadone (an alternative long acting
opioid to OxyContin and Opana) prescribing did not increase
between 2011 and 2015. The monthly prescribing rate for
methadone stayed steady at .75 with a slight increase in 2014 to
.77 and then .72 in 2015.
DISCUSSION
This study adds promising results that a comprehensive systemlevel strategy has the ability to positively affect inappropriate
opioid prescribing. Kaiser Permanente Southern California’s
approach focused on multiple levers to create prescribing and

dispensing policies, monitor processes, organizational and clinical
coordination that included information technology integration.
Kaiser Permanente Southern California saw sustained reductions
in all 5 outcomes of interest. Also, methadone (an alternative
long acting opioid to OxyContin and Opana) prescribing did not
increase during this period. All of these reductions were achieved
with an ever changing patient population over 6 years.
There are limitations to this study. First, long-term health
outcomes were not measured (ie, improved pain management
and function; reduced prescription opioid overuse, misuse, abuse
and addiction; reduced complications from opioids; and reduce
unintentional overdose from opioids). As a next step in the research,
it will be important to document the status of these measures,
report how patient pain management and function was affected
as prescribing was reduced, and if there were any unintended
consequences. Second, there are methodological limitations such
as a pre-post design without having a comparison group, limited
availability of pre-implementation data, and statistical analyses
were determined to be beyond the scope of this preliminary
investigation. Third, KPSC implemented a continuous quality
improvement process over 6 years. Many of these interventions
occurred simultaneously. The relative contribution of any single
intervention is unknown. Fourth, the KPSC population is reflective
of a culturally diverse and insured population (including Medicaid,
commercial, and Medicare) in southern California, so it is possible
that the findings are not generalizable to uninsured populations or
populations in other parts of the country. Despite these limitations,
important lessons learned have been gleaned related to patient safety,
multi-disciplinary engagement and corresponding responsibility,
data-driven interventions and accountability, and generalizability.

Figure 2

Source: Kaiser Permanente Pharmacy Analytical Services Department analysis of data from pharmacy data system and
electronic health record between 5/2013 and 12/2015.
Notes: Membership adjusted per 1000 members; The high-dose policy was implemented in October 2012, therefore preimplementation data are not available; All schedule II, III, and IV opioids (excluding Suboxone products and cough cold
products) are included in the morphine milligram equivalent calculation; excludes cancer, hospice, and palliative care patients.
22
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Table 2: Specific Opioid Prescriptions or Number of Tablets Prescribed
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Patient Safety
Opioid prescribing should be done judiciously and with
frequent determination that benefits outweigh risks. Kaiser
Permanente Southern California supported safer prescribing
guidelines through policies and procedures to exclude unsafe
or high-risk medications, doses, or medication combinations,
instituted limit quantities, restricted certain drugs to specialists,
created a limit for daily maximum opioid dose, and created policies
on early refills.
Kaiser Permanente Southern California took these steps
to enhance patient safety and effective pain management and
to align opioid prescribing with the best available science. Pain
management and addiction medicine specialists were involved
in all aspects, and to assure appropriate patient care—pain
management and/or substance abuse care. The multi-disciplinary
team approach (primary care, pain management, addiction
medicine, physical medicine, psychiatry, neurology) has helped
create a culture of mutual specialty support to provide patients
high-quality integrated and patient-centered care.
Kaiser Permanente Southern California also promotes
alternative and effective non-opioid medications, as appropriate
(acetaminophen, NSAIDs, antidepressants). This is a key part of
the education and decision support provided to clinicians. Kaiser
Permanente plan benefits include access to pain management,
addiction medicine (both substance abuse and rehabilitation
services), and treatment alternatives, including physical therapy,
cognitive behavioral therapy, acupuncture/pressure, exercise
programs, health education programs, and chiropractic services.
Multi-Disciplinary Engagement and Corresponding
Responsibility
Kaiser Permanente Southern California’s intervention was
developed and overseen by a multi-disciplinary team composed of
physician administrative leaders, primary care, pain management
and addiction medicine physicians, pharmacists, information
technology leaders, and education specialists. For example, in
terms of clinical oversight to review patients receiving ≥120 MME
per day, each Medical Center has a multi-disciplinary controlled
substances review team chaired by a pharmacist or physician leader
with representatives from the departments of pain management,
primary care, addiction medicine, pharmacy, psychiatry, and
physical medicine. This structure provides the critical framework
needed to develop, communicate, implement, and sustain the
initiative. The intervention reinforces corresponding responsibility
of pharmacist practices. Policies and procedures were crafted to
support and recognize the important role of pharmacists. For
example, pharmacists can implement escalations based on red flag
criteria, are empowered to not fill prescriptions when there are
signs of diversion or misuse, can stop early refills, and can initiate
calls to prescribers who appear to have excessive dosing.
Data-Driven Interventions and Accountability
Continuous quality improvement over the 6 years—looking at
data and tracking trends was a key driver. Local multi-disciplinary
review teams compared actual practice with policies and gave
providers data on their patients on high-risk regimens. Comparative
performance feedback was also provided by sharing aggregate
as well as provider-specific data. There was a commitment to
develop measurement and analytic tools to support ongoing real
24

time identification and monitoring of high utilizers. Through all
of these touch-points, there was a cascade of accountability for
performance improvement that emerged.
Generalizability
The basic components of KPSC’s intervention—prescribing
and dispensing policies, provider education, clinical decision
support tools, and organizational support—are potentially
generalizable and applicable to other health care settings. These
interventions can be done in any setting, as long as there is
leadership commitment, multi-stakeholder collaboration and
cooperation, as well as accurate and timely data. Certainly, the fully
integrated health care delivery system of KPSC is an important
contextual factor that offers inherent benefits to implementing a
comprehensive system-level intervention. However, every health
care system has its own culture and “way of doing business”
that can be harnessed to help advance a similar initiative. While
SAOP was implemented in a single region of one state and with
an insured population, it is hoped that the interventions could be
effective with different patient populations and in other states.
Implementing these strategies in other settings will help assess
their generalizability.
The United States is in the midst of a public health epidemic
with more than 40 people dying each day from prescription
opioid overdoses. Promising strategies such as those of KPSC
demonstrate concrete ways to reduce inappropriate prescribing.
Kaiser Permanente Southern California’s systematic and evidencebased approach is changing the culture of pain management and
opioid prescribing by “hard wiring” more effective, safer care
into work flow through use of decision support, alerts, protocols,
collaborative and integrated multi-specialty care, performance
feedback, and ongoing communication about safer and appropriate
opioid prescribing. Combining these strategies with efforts to
collaborate with local and national efforts—support spread of
safer prescribing, enhanced continuing education for providers,
access to medication-assisted treatment, and increased availability,
training, and use of naloxone—are ways to broaden the potential
impact of health care system strategies. Continuing efforts to refine,
evaluate, and strengthen these efforts are necessary to effectively
reduce inappropriate opioid prescribing.
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PRESCRIPTION DRUG
MONITORING PROGRAMS (PDMPs)
Checking the PDMP: An Important Step to
Improving Opioid Prescribing Practices
WHAT IS A PDMP?

249M

A PDMP is a statewide electronic database
that tracks all controlled substance
prescriptions. Authorized users can access

prescriptions for opioids
were written by healthcare
providers in 2013

prescription data such as medications
dispensed and doses.
PDMPs improve patient safety by allowing clinicians to:
•

Identify patients who are obtaining opioids from
multiple providers.

•

Calculate the total amount of opioids prescribed per
day (in MME/day).

•

Identify patients who are being prescribed other
substances that may increase risk of opioids—such
as benzodiazepines.

Improving the way opioids
are prescribed will ensure
patients have access

enough prescriptions for every
American adult to have a bottle of pills

WHEN SHOULD I CHECK THE PDMP?
State requirements
vary, but CDC

to safer, more effective

recommends

chronic pain treatment

checking at

while reducing opioid misuse, abuse, and

least once every
3 months and

overdose. Checking your state’s PDMP is

consider checking

an important step in safer prescribing of

prior to every

these drugs.

opioid prescription.
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WHAT SHOULD I CONSIDER WHEN PRESCRIBING OPIOIDS?

High
Dosage

Talk to your patient about the
risks for respiratory depression
and overdose. Consider offering to
taper opioids as well as prescribing
naloxone for patients taking 50
MME/day or more.

Multiple
Providers

Counsel your patient and coordinate
care with their other prescribers to
improve safety and discuss the need to
obtain opioids from a single provider.
Check the PDMP regularly and
consider tapering or discontinuation of
opioids if pattern continues.

Drug
Interactions

Whenever possible, avoid
prescribing opioids and
benzodiazepines concurrently.
Communicate with other
prescribers to prioritize patient
goals and weigh risks of concurrent
opioid and benzodiazepine use.

WHAT SHOULD I DO IF I FIND INFORMATION ABOUT A PATIENT IN THE PDMP
THAT CONCERNS ME?
Patients should not be dismissed from care based on PDMP information. Use the opportunity to provide
potentially life-saving information and interventions.

1

Confirm that the information in the PDMP is correct.

2

Assess for possible misuse or abuse.

3

Discuss any areas of concern with your patient and emphasize your interest in their safety.

Check for potential data entry errors, use of a nickname or maiden name, or possible identity theft to
obtain prescriptions.

Offer or arrange evidence-based treatment (usually medication-assisted treatment with buprenorphine or
methadone in combination with behavioral therapies) for patients who meet criteria for opioid use disorder.
If you suspect diversion, urine drug testing can assist in determining whether opioids can be discontinued
without causing withdrawal.

HOW CAN I REGISTER AND USE
THE PDMP IN MY STATE?
Processes for registering and using PDMPs vary from state to state.
For information on your state’s requirements, check The National
Alliance for Model State Drug Laws online:

www.namsdl.org/prescription-monitoring-programs.cfm
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Advising in a Multigenerational Workplace
Margaret J. Steele and Virginia N. Gordon

Summary
Communication between people of different ages can prove challenging if one does not recognize the
generational differences that are present between them. Some of these generational differences influence why
we work, how we work, where we work and what we expect from our work. Acknowledging and incorporating
the values, ideas and perceptions of each generation can have a positive impact on the climate and overall
effectiveness of an advising program.

Key Points
•
•

It is important to recognize the generational differences that affect our working relationships.
Learning other’s workplace expectations, work ethics, and preferred learning methods will help one to
create a team environment in which all participants’ strengths are utilized.

ACADEMIC ADVISORS WORKING IN OUR COLLEGES
and universities today mirror the generational makeup of the
overall United States work force. Four distinct generations
comprise the cadre of faculty and non-faculty academic advisors
who are involved in advising programs and services. Since
advisors in the Traditionalist (or Veterans) generation (born 19221945) have already or are about to retire, the remaining generations
of Baby Boomers, Gen-Xers, and the Millennials make up the
majority of the advisor population. The Boomers (born 19461964), now representing the largest group, are in many leadership
and management positions. The Gen-Xers (born 1965-1980) are a
smaller group and also are moving into leadership positions. The
Millennials (born 1981-2000) are entering the advising workplace
in greater numbers, sometimes as full-time advisors but also as
part-time graduate students or peer advisors. Whether they are
in faculty or professional advising roles, different generational
groups bring different attitudes toward work, work environment
preferences, and administrative styles to the advising endeavor.1
It is always dangerous to describe or stereotype different
generations’ characteristics since individuals within that generation
do not always fit the qualities ascribed to them. This is especially
true of those on the ‘cusp’ or the overlapping years who stand in
the gap between two generations. Many writers and researchers,
however, have developed generational profiles that are widely
accepted.2, 3, 4, 5, 6, 7 Some of these generational differences influence
why we work, how we work, where we work and what we expect
from our work. Advisors from different generations, therefore,
might have different expectations from their co-workers and
administrators for how they perceive their advising tasks and what
they desire in their work environment.
28

There are many factors that cause generations to prefer
certain characteristics or qualities in the college and advising
environments. Each generation’s work attitudes, habits and
expectations were formed by the historical and social events that
took place during its formative years. As Raines (2003) points out
in describing work cultures, most Boomers prefer a workplace
that is more egalitarian, humane and democratic. Gen-Xers tend to
prefer a fast-paced, more functional culture with looser boundaries
around leadership. Many Millennials prefer a collaborative,
creative and positive work culture. Rather than base the culture
of a work environment on age, Raines suggests it be based on
structure, policies and procedures, pace, and rewards.5
Most Boomers prefer a workplace that provides personal
growth and gratification, involves a team orientation, and rewards
that include money, titles, and recognition. Many Gen-Xers prefer
a more balanced personal-work perspective that takes into account
their life outside the work place. They thrive in a workplace that
is flexible, informal, fun and offers freedom in regard to work
hours and dress. Millennials are comfortable in a workplace that
offers more supervision and structure and takes advantage of their
multitasking capabilities. They prefer to be rewarded for their
achievements and their technological savvy. Members of this
newest generation want clear goals to strive for and prefer frequent
feedback.
Many advisors prefer administrators who give clear directions,
set realistic and relevant goals, and support individual talent. As
Martin and Tulgan (2002) suggest, most workers ‘prefer coaches
over bosses’.4 Clear and positive communication is critical in a
multi-generational environment since it will aid in situations that
call for conflict resolution.
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Tips for Working in the Generational Mix
Although the advising workplace is unique in many ways,
there are certain factors that pertain to generational differences
in all work environments. Some of these may be applied to
administrating or working in advising programs.
Generational Awareness
It is important that advisors who are working together are
sensitive to some of the generational differences that might
be affecting their daily relationships. Training sessions that
highlight generational information can help advisors recognize
and appreciate these differences. Another way to enhance this
awareness is through mentoring. Mentoring is especially important
to Xers and Millennials who usually welcome the opportunity to
learn from an experienced advisor. The mentoring process can
also foster an exchange of expertise where different generations
learn from each other (for example, a Millennial’s technological
assistance in exchange for a Boomer’s student relationship
technique). Helping advisors from different generations understand
the history, experiences and talents each generation brings to the
advising endeavor fosters an appreciation for how differences can
produce positive outcomes.
Workplace Expectations
Monitoring the climate in the advising workplace is not just the
responsibility of the person designated to perform administrative
tasks. All advisors need to take responsibility for the quality of
their relationships with supervisors and co-workers. Boomers are
more process oriented while Xers and Millennials are known to
be questioning generations. Boomers are caring and personable
and like agreement and harmony. They are adept at forming
relationships and want to avoid conflicts when possible. Since
their technology skills are acquired, they may not be as willing to
incorporate these skills into their advising or administrative work.
Most Gen-Xers are often frank and honest. They evaluate
ideas on merit, not on years of experience and welcome change as
an opportunity. Once assigned a task, Xers like the freedom to do
it their way. Xers admire competence but don’t work well under
micromanagers and lines of authority tend to be blurred for them.
They consider time as their own; therefore they prefer to set up their
own advising schedules, routines and work terms. This generation
is very comfortable with technology and can find creative ways to
incorporate it in their advising tasks and responsibilities.
Millennials can be positive and engaging. They are ambitious
and loyal. Millennials are willing to take risks and see career change
as normal. Technology is a way of life for them; they embrace
new technological ideas and implement them easily. According to
Raines (2003), Millennials expect to earn a living in a workplace
that is fair to all and where diversity is the norm.5
Impatient Xers and Millennials who want everything now,
need to appreciate the Boomer’s need for consensus. A slower
pace offers the opportunity for input and ownership, so younger
workers need to learn to be patient. Boomer administrators
especially will need to pay more attention to flexibility where
attendance, punctuality and dress are concerned, and work schedule
policies may need to be rethought. Younger generations are more
concerned about getting the job done than by ‘work rules’ imposed
by authority. Zemke, et al. (2000) suggest that Millennials will be
a very demanding workforce since they have a clear understanding

of the way work ought to be and they are used to getting what
they want. They bring to the workplace a trust for central authority,
optimism about the future, and a will to get things done.7
Work Ethic
A quote from Martin and Tulgan (2002) from a 56-year-old
Boomer illustrates a cross-generational complaint: ‘No one wants
to pay their dues any more. They want the corner office right now
without earning it - or sacrificing for it. These young people just
don’t have our work ethic’.4 A key issue in work ethic differences
between generations is the conflict between the old paradigm of
‘face time’ management (being at your desk at certain hours) and
the new paradigm of ‘reality’ management (getting the work done
whenever and wherever it may be). Generally Gen Xers have
a different attitude toward work and for some it is ‘just a job’.7
They can be motivated to work, however, when the conditions are
informal, flexible and they are given the freedom to be creative.
According to Zemke, et al, Millennials ‘combine the teamwork
ethic of the Boomers with the can-do attitude of the Veterans and
the technological savvy of the Xers’.7 They believe in working
within the system.
Advisor Training
Boomers prefer training that involves a variety of formats and
team building. They like training seminars and workshops with
a casual atmosphere. Gen-Xers prefer computer-based learning,
like to learn by doing and want the opportunity to practice their
skills. They also like immediate feedback. Millennials are the
best educated workforce ever and are open to learning anytime,
anywhere. They want a clear orientation to the work expected of
them including job performance goals.
Working for the Common Good
There are many advantages to a multi-generational advising
workplace. Decisions made from many perspectives will reflect the
diverse needs of advisors as well as the students they serve. Many
talents may be recognized when advisors are working as a group
and different perspectives will foster innovation. Acknowledging
and incorporating the values, ideas and perceptions of each
generation can have a positive impact on the climate and overall
effectiveness of the advising program. As Raines (2003) points
out, when differences are encouraged, creativity and productivity
increase.5
To create a positive, encouraging, respectful workplace,
advisors need to concentrate on what unites them in a common
cause - that of serving students. The ability to create a work
environment that encourages thoughtful and kind behavior does
not depend on age but on mutual respect for what each advisor
contributes to the overall quality of the advising endeavor.
Margaret J. Steele is a Coordinator at The Ohio State University.
Virginia N. Gordon is an Assistant Dean of Emeritus at The Ohio
State University.
This article first appeared on the NACADA Clearing House of
Academic Advising Resources website and is republished here
under a Creative Commons license. https://www.nacada.ksu.edu/
Resources/Clearinghouse/View-Articles/Generational-issues-inthe-workplace.aspx
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The Global Spread of Zika Virus:
Is Public and Media Concern Justified in
Regions Currently Unaffected?
Richard Bradbury, Narayan Gyawali, and Andrew Taylor-Robinson

Summary
Despite understandable concern among the general public that has been fuelled by the media, in regions where
Zika is not present, such as North America, Europe and Australia, at this time any outbreak (initiated by an
infected traveler returning from an endemic area) would very probably be contained locally. Since Aedes spp.
has very limited spatial dispersal, overlapping high population densities of mosquitoes and humans would
be needed to sustain a focus of infection. However, as A. aegypti is distinctly anthropophilic, future control
strategies for Zika should be considered in tandem with the continuing threat to human wellbeing that is
presented by dengue, yellow fever and Japanese encephalitis, all of which are transmitted by the same vector
species. This article was written in early 2016.

Key Points
•
•

•

•

Zika virus, an Aedes mosquito-borne flavivirus, is fast becoming a worldwide public health concern
following its suspected association with over 4000 recent cases of microcephaly among newborn
infants in Brazil.
Prior to its emergence in Latin America in 2015–2016, Zika was known to exist at a relatively
low prevalence in parts of Africa, Asia and the Pacific islands. An extension of its apparent global
dispersion may be enabled by climate conditions suitable to support the population growth of A.
aegypti and A. albopictus mosquitoes over an expanding geographical range.
Suspicions of alternative modes of virus transmission (sexual and vertical), if proven, provide
a platform for outbreaks in mosquito non-endemic regions as well. Since a vaccine or anti-viral
therapy is not yet available, current means of disease prevention involve protection from mosquito
bites, excluding pregnant females from travelling to Zika-endemic territories, and practicing safe
sex in those countries.
In countries where Zika is reported as endemic, caution is advised in planning to conceive a baby
until such time as the apparent association between infection with the virus and microcephaly is
either confirmed or refuted. The question arises as to what advice is appropriate to give in more
economically developed countries distant to the current epidemic and in which Zika has not yet
been reported.

THE START OF 2016 HAS BEEN MARKED BY GLOBAL
alarm over the sudden and explosive emergence of a Zika virus
(ZIKV) outbreak in the majority of Latin American and Caribbean
countries, with estimated cases of 440,000–1,300,000 in Brazil
alone.1, 2 The virus has been linked to more than 4,000 recent
cases of microcephaly in Brazil3, a rare congenital disease that is
associated with incomplete brain development and which causes
babies to be born with unusually small heads and, in the majority
of cases, brain damage. It should be noted that this association,
whilst compelling still requires extensive scientific study to be
proven as attributable to congenital ZIKV infection. Further
research is already underway in Brazil, Colombia and El Salvador
to understand the effects of ZIKV in pregnant women.4
Serological evidence has been shown recently to link
ZIKV infection with another neurological disorder, Guillain-

Barré syndrome (GBS), a neural demyelination disorder often
identified as being an autoimmune sequela of infectious disease
which causes acute or subacute flaccid paralysis.5 After a large
cluster of microcephaly and GBS was found to occur in areas
newly infected with ZIKV, on February 1, 2016 the International
Health Regulations Emergency Committee of the World Health
Organization declared ZIKV as “a public health emergency
of international concern” and highlighted the importance of
aggressive measures to reduce infection, particularly among
pregnant women and women of childbearing age.6 Subsequently,
the US Centers for Disease Control and Prevention (CDC) have
moved ZIKV to a level 1 activation,7 the highest response level
at the agency. This is significant as within its three different
operational areas of surveillance, diagnostics and awareness,
CDC collaborates with international governments and their health
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agencies, industry partners at home and abroad, and with state and
local health departments to strengthen response efforts to educate,
alert and direct healthcare providers, media and the public about
the threat posed by Zika.
This article aims to provide a balanced perspective on the
possibility of a global spread of Zika, and the impact this may have
on those regions currently unaffected, in light of growing public
and media concern.
Causative Agent of Infection and Clinical Manifestations of
Disease
Zika is a single-stranded, positive sense RNA virus,8 a member
of the Flaviviridae family that notably also includes dengue, yellow
fever and Japanese encephalitis viruses, each of which is the cause
of a significant re-emerging infectious disease in humans. Zika
was originally isolated in 1947 from a Rhesus macaque that was
captured in the remote Zika forest of Uganda, East Africa, during
the course of mosquito and primate surveillance.9 Subsequently,
the first human case was described in 1952 in Nigeria.10
Similarly to the globally established fellow flaviviruses
dengue and yellow fever, as well as the alphavirus chikungunya,
ZIKV is transmitted by species of Aedes mosquitoes, including
the widespread A. aegypti and A. albopictus.11 Moreover,
sexual contact has also been implicated as a potential mode of
transmission.12, 13 This suspicion has intensified further after the
detection of ZIKV in a man in the USA who had no travel history
to any Zika-endemic country but who did have a history of sexual
contact with a female from a Zika-endemic region.14
Clinically, apart from the profound effects on the unborn child
apparently attributable to congenital infection, Zika infection in
humans is relatively benign. In adults it is characterised as a mild,
often unapparent, dengue-like disease with fever, muscle pain,
conjunctivitis, eye pain, prostration and maculopapular rash.15 In
fact, around four in five adults may be infected without showing
any clinical signs, in which instance they may act as asymptomatic
carriers of infection for a period of several days after being bitten
by an infectious mosquito.16

Chronology of Zika Outbreaks
Based on phylogenetic analysis, the earliest date of the
emergence of ZIKV is considered to be 1920 with a confidence
range of 1882–1947.17 The enzootic cycle of ZIKV was
maintained between wild primates and their vectors, possibly
Aedes mosquitoes and occasional human infection was considered
as no more than inadvertent spill over.18 It is suspected that around
1945 the virus transferred from Africa to South East Asia, where
it became geographically widespread by the 1960s.19 In 2007,
ZIKV emerged on the Micronesian island of Yap, the detection
of which was suspected as an Asian lineage virus.20 A subsequent
outbreak occurred in 2013 and 2014 in French Polynesia, which
was associated with 42 cases of GBS.21 A serological finding of
0.8 % antibody positivity to ZIKV in that region suggests that the
virus was not introduced prior to the outbreak.22 A phylogenetic
assessment found the Polynesian ZIKV to be very closely related
to South East Asian strain. In the last year, further spread has
occurred in several countries of Oceania, including New Caledonia,
the Cook Islands and Easter Island.23
From the start of 2015, patients with Zika symptoms began
to be reported in the north-east of Brazil.24 The presence of Aedes
mosquitoes across Latin America coupled with a suitable climate
for their population growth, combined with an ever increasing
movement of people globally, appears to have triggered the current
remarkable rise in Zika cases. Moreover, as the region is presumed
to be a novel location for Zika, the inhabitants will likely not have
any prior exposure to ZIKV and thus will not have ever produced
specific antibodies, which act as natural vaccine against the virus.
In circumstances that are distinct from the sporadic infections
which have arisen within populations in Africa and Asia for
several decades, in the present Zika epidemic a substantial number
of people must have been affected over a short period of time in
order for the outbreak to expand rapidly from its initial localized
focus of infection.
By the end of 2015, ZIKV had spread to at least 18 states of
Brazil. The strain of ZIKV in Latin America is thought to have
originated from the Pacific islands, quite possibly brought into

Figure 1
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Brazil by one or more infected persons associated with a mass
gathering such as a carnival or sporting event.1 As an example, the
international canoe race, which was held in Rio de Janeiro, Brazil,
in August 2014 involved the participation of athletes from four
Pacific Ocean territories (French Polynesia, New Caledonia, Cook
Islands and Easter Island). Introduction by Brazilian travellers
returning from the Pacific islands also cannot be excluded. By the
start of March 2016, ongoing transmission of ZIKV has now been
reported in 34 South and Central American countries and territories
(Fig. 1). Hitherto considered for many years to be of little clinical or
epidemiological importance, why this Zika epidemic has occurred
now in such an explosive fashion throughout the Americas is not
entirely clear, although inadequate mosquito control might be
implicated as one contributing factor. In many ways, Zika is a
prime example of a re-emerging infectious disease; an old disease
presenting in large numbers and in a new context.
Global Spread and Risk to Mosquito Non-Endemic Regions
The risk of local transmission of ZIKV and the threat
of outbreaks is equal for all the countries where mosquitoes
susceptible to or competent for ZIKV are found. Such species
include Aedes aegypti, A. albopictus, A. luteocephalus, A.
unilineatus and A. vittatus.25 The potential for A. aegypti and A.
albopictus - well known vectors for dengue, yellow fever and
chikungunya – to transmit ZIKV is acknowledged. However, some
strains within the same species may not be able to transfer ZIKV.26,27
Nonetheless, nations that are endemic for dengue, yellow fever
and chikungunya are potentially at risk for Zika. It may be that
a similar pattern of global spread could be observed when Zika,
dengue and chikungunya are compared. Chikungunya was first
identified in Africa before reaching South Asia, South East Asia,
Pacific islands and the Americas.28 However, no sufficiently welldefined and robust mathematical model of epidemiology applies to
any communicable infectious disease.29
Increased globalisation continues to pose a risk for disease
spread. The breakdown of the destination of international travellers
(9.9 million in 2015) flying from Brazilian airports (ZIKV-affected
area) to North America, Europe, Asia and Africa are 65, 27, 5 and
3 %, respectively.30 Taken together, the earlier experiences of the
route of spread of dengue and chikungunya and the current data
on people travelling from Brazil to overseas, point to the threat of
ZIKV potentially spreading across Latin America, the Caribbean
and into southern parts of the USA. By early March 2016, 153
travel-associated and 107 locally acquired Zika cases had been
reported in the USA and in its territories.31 In Asia, although there
are no reports of severe outbreaks yet, sporadic cases have been
described from different parts of that region.32, 33, 34, 35 The isolation
of ZIKV from a mosquito in Malaysia in the 1960s19 suggests that
the virus has existed there for a long time and so may have caused
morbidity for many years, probably being underreported due to
confusion of diagnosis with dengue fever, pyrexia of unknown
origin or other unknown diseases. Serological or phylogenetic
studies are required in order to determine the extent of the spread
of ZIKV in regions of South Asia, where dengue already has a
strong presence. It may be possible that people in such areas could
have developed antibodies through infection with ZIKV over an
extended period, which could provide a naturally acquired form
of prophylaxis. This possibility lowers the assumed risk of the

immediate spread and outbreaks of Zika in tropical parts of Asia.
In addition to the spread of Zika via mosquito bite, the current
news media is awash with stories regarding the possibilities
of sexual, blood-borne and vertical transmission of ZIKV. In
a scenario in which one or more of these routes proves to be a
potential mode of transmission, paradoxically the effect may be to
facilitate any outbreak of Zika in those areas regardless of Aedes
mosquito availability. This would pose a serious threat for the
global spread of ZIKV and thus constitutes a major public health
problem.
Limited Risk of Local Transmission in Currently Unaffected
Regions
While it is possible that the distribution of Zika in the Asia
Pacific region could eventually reach as far as Australia, it should
be containable in this and other developed countries where Aedes
spp. mosquitoes are found through adherence to current measures
of mosquito control. Such vector control programs are in place
to combat dengue, yellow fever and Japanese encephalitis. It
is highly likely that any outbreak initiated by an infected index
case returning from overseas would be locally restricted, just
like current dengue outbreaks that occur sporadically in northern
Queensland.36 As A. aegypti has a very limited flight range37, to
sustain a significant outbreak requires a high population density
of both mosquitoes and humans. In this context, it should be noted
that this is a mosquito species that thrives in urban environments
which is a consideration for future control programs, both for Zika
itself but also in unison with the ongoing public health threat posed
by dengue and other medically important arboviruses.
Strategies to Combat ZIKV
There is no vaccine available to immunize people against
Zika. Since ZIKV is a relative of yellow fever and Japanese
encephalitis viruses, for which efficacious vaccines are available38,
there is hope that a similar preparation can be developed against
Zika but this may take several years to design, trial and gain
regulatory approval for public administration.39 With anti-viral
therapy also not available, at present alternative interventions
are being used to combat Zika. These include low technology
measures that focus on vector control such as insecticide spraying,
limit mosquito breeding and providing protection from mosquito
bites.40 Aedes mosquitoes are active and bite during the day41, so
use of an effective repellent is highly recommended. The fitting of
house door and window screens, use of air-conditioning, removal
of yard and household debris and containers (e.g. disposed tyres,
broken bowls and cups, flower vases) that provide breeding sites
for mosquitoes, are all measures that contribute to control of the
vector within a local community.40
Integrated vector management (IVM), advocated by the
World Health Organization as a method of combating Aedes
transmission of dengue,42 would also be an appropriate strategy
for ZIKV. IVM is defined as “a rational decision-making process
for the optimal use of resources for vector control”, where an
integrated collaborative sector implements evidence-based
selection and delivery of different interventions (or combinations
of interventions) that are informed by, and thereby tailored
to, local settings.42 Until such time as the apparent association
between ZIKV infection and microcephaly is either established or
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disproved, women should be cautious in planning to conceive a
baby or to travel to a Zika-endemic country if already pregnant.
An effective approach to surveillance of infection among pregnant
women, at least in current endemic regions, should be initiated.43
While the mooted possibility of sexual and vertical transmission of
ZIKV remains to be substantiated,13 practicing safe sex in Zika ‘hot
spots’ would beneficially reinforce existing protection programs
against sexually transmitted diseases including HIV/AIDS. The
real possibility of ZIKV transmission through blood transfusion
should not be ignored.44 Thus, if not already in place, a stringent
safety policy for managing blood and blood products should be
established and practiced.

those now heavily affected and small scale, easily controlled,
outbreaks may occur through travel in industrialized nations.
However, given the significant capacity for mosquito control in
developed countries, we consider that the widespread public and
media concern regarding the spread of Zika to, and potential to
reach epidemic proportions in, currently unaffected industrialized
nations as difficult to justify.

Research Priorities to Prevent a ZIKV Pandemic
Given the magnitude of the current explosive spread of Zika,1,2
public and private key stakeholders, funding agencies and public
health experts worldwide should consider what issues need to be
prioritized for research in order to produce effective approaches to
combat ZIKV. Very little is known about this virus45; the shortfall
in research includes epidemiological characteristics, surveillance
and diagnostics, virus reservoirs/vectors/transmission, disease
manifestations and sequelae, clinical management and public
health interventions. The drivers responsible for Zika emergence
and outbreak are evidently complex and multifactorial.45 This
collective knowledge gap demands urgent action to characterise
better both the virus and the pathologies it causes, especially those
related to infection during pregnancy, which represents a serious
public health challenge. Beyond short term emergency management
of the Latin American epidemic6, 7, a major consideration is to
research strategies for prevention of a global pandemic, including
effective vaccine development and implementation of vector
control programs.

This article first appeared on the BioMed Central’s website and
is republished here under a Creative Commons license. https://
idpjournal.biomedcentral.com/articles/10.1186/s40249-016-0132-y

Conclusions
The recent striking emergence of cases of Zika in Latin
America poses a threat for a worldwide outbreak of this mosquitoborne viral infection. The globalization of the human population
promotes the movement of asymptomatic carriers between
countries in the same or different continents. Pregnant women
are considered a high-risk group for Zika, as infection is strongly
associated with, if as yet unproven as a cause of, microcephaly in
the developing fetus. Furthermore, increasing suspicion of diverse
modes of virus transmission, sexual and vertical, if confirmed,
makes the life cycle of the virus extremely complex and limits
the scope of predictive models, which in turn may impede control
efforts. No vaccine has been developed yet and even though this
has been prioritized by multiple funding agencies, it may take
several years to become commercially available. In this context,
performing clinical trials on pregnant women would present
difficult practical and ethical hurdles to overcome.
Overall, the public health challenges presented by ZIKV raise
a significant threat for a global outbreak unless and until the current
deficit of knowledge relating to the epidemiology of this virus is
rectified. In more economically developed countries, however,
Zika may not have the same impact as it is making in regions in
which there is insufficient funding or infrastructure to support
effective implementation of mosquito control programs. In this
regard, it would be appropriate to consider Zika as an infectious
disease of poverty. ZIKV may spread to countries adjoining
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Determinants of Health and Managed Care
Deborah Keller, RN, BSN, CMCN

Summary
While access to care and insurance coverage to pay for health care are important factors in the health of an
individual or a population, other social factors and determinants are as, if not more, important in the ability to
achieve the best health possible. In the absence of managing social and behavioral risk, medical care alone
acts as symptom management for a large portion of the U.S. population, rather than as a cure. Managed care
organizations have a unique role in pulling medical care and social care closer together, which is the most
common sense approach to controlling healthcare costs and improving the health of our country one person
at a time.

Key Points
•
•
•
•
•

Despite above average national health and social expenditures and a renewed focus on quality and
outcome metrics, the United States is still below average in achieving health outcomes.
Medical care has a minor impact on health outcomes compared to social circumstances and
individual behavior.
Several federal programs have been developed to drive payers and providers to address
determinants of health beyond medical care, but progress is slow.
Managed care organizations are uniquely able to address social determinants within their program
structures and data analytics frameworks.
Organizations that are addressing social determinants experience significant benefits to member
outcomes.

INTRODUCTION
Despite spending more on health and social policy than
the average reported for countries in the Organization for
Economic
Cooperation
and Development (OECD)
statistics, the United States
still falls below its peers in
achieving health outcomes
(see Exhibit 1, Exhibit 2).
As the U.S. tries to improve
population health and also
control costs, it is clear that
healthcare is not the only
factor to consider.
Since the passage of
the Affordable Care Act
(ACA) in 2010, there has
been no significant change
to overall health and social
expenditures as a percentage
of GDP (Exhibit 3). By
moving healthcare delivery
from a fee for sevice model

to a pay for perfomance model, the ACA has driven a renewed
focus on healthcare quality and outcome metrics. However, in the
absence of improved health coordination and social care, it is a

www.aamcn.org | Vol. 4, No. 4 | Journal of Managed Care Nursing 37

thirteen other sources, the tool
provides a weighted visual of
the five broad factors impacting
health, including environment,
medical care, genetics and
biology, individual behavior,
and social circumstances. Of
the 135 identified factors,
medical care as category
accounts for only 11% of
health impact, while social
circumstances and individual
behavior account for a
combined 61% (Exhibit 4). As
noted by Robert Hill, RN, the
Director of Care Management
for Mount Auburn Cambridge
Independent
Practice
Association, “I look at the chart
and wonder why so many case
managers are RNs with clinical
backgrounds (rather than)
social workers with relevant
community based experience
with an RN available for
consultation.”6
commonly held opinion that the current national spending strategy
does not correlate with the overall health of our society.
DETERMINANTS OF HEALTH AND
SOCIAL DETERMINANTS OF HEALTH
Understanding the factors that impact health is the first step
towards improving it. The Centers for Disease Control (CDC)
defines determinants of health as “factors that contribute to a
person’s current state of health. These factors may be biological,
socioeconomic, psychosocial, behavioral, or social in nature.”4
Clearly, some determinants
of health can be impacted
while others are not, such
as age. Social determinants
of health, a subset of the
determinants of health, is
defined by the World Health
Organization (WHO) as “the
conditions in which people
are born, grow, live, work
and age, including the health
system.”5
Edwin Choi, a designer
with Involution Studios
created a visualization tool
that offers an overview of
the relationship between
determinants of health and
social determinants of health.
Comprised of data analysis
from the CDC, the WHO,
Healthy People 2020, and
38

GOVERNMENT PROGRAMS AIMED AT POSITIVELY
IMPACTING HEALTH
The federal government has already developed multiple
programs to improve the health of our population, many of which
encompass determinants of health beyond medical care alone.
Each of the following programs are designed not only to improve
the quality of healthcare but also to address other determinants of
health such as behavior changes, education, and coordination of
medical and behavioral health care.
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The National Quality
Strategy
The National Quality
Strategy (NQS) was
published by the Agency
for Healthcare Research
& Quality in 2011 in
order to respond to an
ACA mandate requiring
the Department of Health
and Human Services
(HHS) to develop a
national strategy to
improve the delivery
of health care services,
patient health outcomes,
and population health.
Developed in partnership
with over 300 groups,
organizations,
and
individuals, the NQS includes three broad aims:
• Better Care: Improve overall quality by making health
care more patient centered, reliable, accessible, and safe.
• Healthy People/Healthy Communities: Improve the
health of the U.S. population by supporting proven
interventions to address behavioral, social, and
environmental determinants of health, in addition to
delivering higher-quality care.
• Affordable Care: Reduce the cost of quality health care
for individuals, families, employers, and government.
The NQS includes six priorities to support these three aims:
1. Make care safer by reducing harm caused by the delivery
of care.
2. Ensure that each person and family is engaged as
partners in their care.
3. Promote effective communication and coordination of
care.
4. Promote the most effective prevention and treatment
practices for the leading causes of mortality, starting
with cardiovascular disease.
5. Work with communities to promote wide use of best
practices to enable healthy living.
6. Make quality care more affordable for individuals,
families, employers, and governments by developing and
spreading new health delivery models.8
Healthy People 2020
Healthy People is a federal program overseen by the HHS
that aims to improve the health of our population using 10-year
objectives.9 The latest version, Healthy People 2020, follows four
previous initiatives, beginning with a ground-breaking 1979 report
from the then Surgeon General, Julius Richmond that focused
on disease prevention, national health metrics, and personal
responsibility for health.10 Later iterations, including Healthy
People 1990, Healthy People 2000, and Healthy People 2010,
continued to increase the program’s focus on the social aspects of
health. Healthy People 2020 includes objectives to improve health
by striving to impact health across the following five key domains:

1.
2.
3.
4.
5.

Economic Stability
Education
Health and Health Care
Neighborhood and Built Environment
Social and Community Context

Each of the five key domains are explained on the Healthy
People 2020 website and include national, state, local, federal
and private resources. https://www.healthypeople.gov/2020/
topics-objectives/topic/social-determinants-health/interventionsresources11
National Health Initiatives, Strategies, and Action Plans
The CDC provides a website which lists national health
initiatives, strategies, and action plans developed in partnership
with other government agencies. This site functions as a central
location for resources geared to communities, organizations,
healthcare providers, and individuals by covering topics such as
Alzheimer’s Disease, emergency preparedness, immunizations
and vaccinations, infectious disease, and reproductive health.
The site includes multi-layered coverage on social topics at the
community level, such as pollution, as well as health concerns at
the individual level, such as family support and the social stigmas
associated with certain diseases.12
Effect of Government Programs
These federal programs impact the focus of healthcare in the
U.S. Yet, despite federal efforts to drive payers and providers to
focus on the impact of social determinants of health, progress is
slow.
“In my experience, the medical world rarely addresses social
determinants of health; it’s hard to do and many times we don’t
know how. From a primary care perspective, it is unusual to have
a practice resource that can evaluate social needs and address
them. Even in mature Patient Centered Medical Home practices
with functioning care managers, the primary focus at the point of
care remains medical.” says Dr. Jonathan Burke, Medical Director
for Populytics, Inc.13
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accordingly and additional resources are tapped to help address
the needs identified.”18

Program Structure
The managed care industry is becoming increasingly aware
that there is a need to address more than just the delivery of
and payment for healthcare. Audrey Spence, RN, BSN, MBA,
CCM, Director of Integrated Care for Blue Cross Blue Shield of
Vermont states, “The focus on social determinants of health and
their significance in maximizing good health outcomes seems to
be more of a mainstream topic in health care now, which is great,
because without addressing barriers in the areas of basic human
needs such as food, shelter, and transportation, we are unlikely to
see vast improvement in quality of life and patient outcomes.”14
As managed care organizations develop clinical programs to both
control costs and improve the health outcomes of their members,
balancing the additional work required to address social issues,
both during and between points of care, can be a major challenge.
Payer-driven programs often rely on healthcare providers
to perfrom tasks above and beyond the delivery of care, which
causes a variation in compliance among providers. To address this
challenge, many managed care organizations are changing their
program structures and focusing resources to assess and support
the social needs of their members directly. Tristan Diaz, RN,
CCM, the Director of Case Management for CentMass Association
of Physicians (CAP) managing Medicare Advantage members,
describes the CAP case management program as “a more holistic
approach to health than that of a disease management focus.”
Diaz continues, “We include social determinants of health in our
initial program assessment to increase healthcare outcomes and
link patients to resources as needed. Currently, we assess health
literacy, financial and social support, access to healthy food,
transportation, cognitive decline, depression and social isolation
as well as caregiver stress, depression and caregiver burnout.”15
In addition, an increasing number of managed care
organizations are integrating case managers into facilities and
provider offices as well as carrying out case management activities
within the member’s homes. Some Medicaid managed care
organizations take advantage of ACA provisions that encourage
the use of community health workers (CHWs) as allowed by their
state.16 One such example is Neighborhood Health Plan of Rhode
Island (NHPRI), who integrated community care coordinators
(CCCs) into their program five years ago. The CCCs help
members manage non-clinical needs such as transportation for
medical care, meals, and housing by working in conjunction with
an interdisciplinary care team and leveraging their expertise in
community resources. This approach has proven to be both cost
efficient and effective for NHPRI.17
Medicare and Medicaid organizations are not the only ones
developing programs to address both the medical and the social
aspects of member needs. Jane Johnson, RN, BSN, Vice President
of Medical Management for RGA Reinsurance Company says,
“We have incorporated many psycho-social factors into the care
plans for RGA’s ROSEBUD program (a pregnancy program),
including language, cultural and religious beliefs, educational
background, available support system, vision and hearing
limitations, and others. The case managers routinely assess how
these factors impact the member’s ability to access care and
actively participate in her treatment plan. Care plans are adjusted

Data and Information
Even beyond a program’s structure or the location of support
activities, overall success is largely driven by the ability to
accurately identify members for enrollment. Member health risk
assessments (HRAs) are now moving forward to include social
indicators that put the member at risk of poor health outcomes,
such as homelessness and illiteracy. In addition, a member’s HRA
is now being updated much more frequently than the previous
annual cycle, often driven by a health event such as an inpatient
admission.
Organizations now rely heavily on data analytics not only to
meet the needs of individual members identified at high social risk,
but also to proactively manage the health of the entire member
population. The sheer amount of member level data generated
from a wide spectrum of sources including cliams, points of care,
lab, pharmacy, biometrics, and member provided data is enormous
as indicated by the 135 factors identified in the Determinants of
Health tool. Churning large amounts of disparate member data
to identify both medical and social risk is not a small task for any
organization. It is not surprising that, as a result, more managed care
organizations are utilizing predictive modelers and stratification
tools to handle these complex tasks. As the industry looks beyond
medical risk, predictive modelers and stratification tools must
evolve their weighting and member risk score algorithms to better
account for risks caused by social circumstances. For example, a
managed care organization may weigh homelessness as a higher
risk factor than a recent diagnosis of a chronic condition.
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A MEDICAID MEMBER’S STORY
While the success or failure of a managed care program is
typically measured in aggregate against pre-defined benchmarks
and look-back periods, individual member cases can be the
strongest evidence that a provider or a managed care organization
is doing the right thing.
Yvonne Heredia, RN, MS, PhD PH CDOE, and Manager of
Care Management for Neighborhood Health Plan of Rhode Island
(NHPRI), was once a Medicaid member herself. After leaving
home due to an abusive relationship, she was homeless with three
children and pregnant with her fourth. She had no income and
relied on food stamps to feed herself and her children. Obstetric
visits were infrequent and did not address her social situation.
Suffering premature labor, Yvonne presented to Women’s and
Infants Hospital in Rhode Island and delivered the baby at twentyfour weeks.
The baby, Xavier, survived but required intensive
hospitalization for five months. As Xavier received all the
care he needed, Yvonne and her other three children remained
homeless within the hospital waiting room, which happened to be
the warmest and most stable environment in their life. A social
worker at the hospital managed Xavier’s discharge, including
his cardiac monitor and oxygen. When Xavier was discharged,
the family home was the back of a record store. Looking back,
Yvonne credits the persistence, support, and encouragement of
the hospital’s Neonatal Intensive Care Unit (NICU) nurses with
helping her the most. “The NICU nurses –– it was their support
that really changed my life,” she says. “They really gave me the
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most nonjudgmental care you could ever give anybody. I came
in with so many issues and yet they treated me like anybody else.
That was just deep for me.”
Inspired by these nurses, Yvonne enrolled in nursing school,
received her nursing degree and went on to spend fourteen years
as an obstetrics nurse. Now holding a Masters, a PhD, and a
leadership role in a Medicaid managed care organization, Yvonne
strives to close the gaps between the medical and social needs of
members in ways that did not exist when she and her children
needed it the most.19
Deborah Keller, RN, BSN, CMCN is a registered nurse with a
clinical background in trauma and surgery. Upon transitioning to
managed care, Deborah has served in leadership roles in small to
very large managed care organizations across the United States.
Presently, she serves as Chief Operating Officer for TCS Healthcare
Technologies, a company which develops managed care software.
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Managed Care UPDATES

FDA Approval Brings First Gene Therapy to the United States
The U.S. Food and DrugAdministration issued a historic action today making the first gene therapy available in the United States, ushering
in a new approach to the treatment of cancer and other serious and life-threatening diseases. The FDA approved Kymriah (tisagenlecleucel)
for certain pediatric and young adult patients with a form of acute lymphoblastic leukemia (ALL). “We’re entering a new frontier in medical
innovation with the ability to reprogram a patient’s own cells to attack a deadly cancer,” said FDA Commissioner Scott Gottlieb, M.D.
“New technologies such as gene and cell therapies hold out the potential to transform medicine...” Read more at www.goo.gl/R2dXk1

Fiscal Year (FY) 2018 Medicare Hospital Inpatient Prospective Payment System (IPPS) and Long Term Acute Care Hospital
(LTCH) Prospective Payment System Final Rule (CMS-1677-F)
On August 2, 2017, the Centers for Medicare & Medicaid Services (CMS) issued a final rule that updates Medicare payment and
polices when patients are discharged from hospitals from October 1, 2017, to September 30, 2018. The final rule relieves regulatory
burdens for providers; supports the patient-doctor relationship in healthcare; and promotes transparency, flexibility, and innovation in
the delivery of care. This fact sheet discusses major payment and policy provisions of the final rule... Read more at www.goo.gl/6CR3hr

The Medicaid EHR Incentive Program Continues Through 2021
The Centers for Medicare & Medicaid Services (CMS) would like to remind eligible professionals (EPs) and eligible hospitals
that the Medicaid EHR Incentive Program, which is administered voluntarily by states and territories, will continue through 2021.
To participate in the program in 2017, EPs and eligible hospitals must attest to Modified Stage 2 objectives and measures, or Stage
3 objectives and measures. To learn more, visit the 2017 program requirements page on the EHR Incentive Programs website.
For state-specific information and resources, review the Medicaid State Information page... Read more at www.goo.gl/nxqHsD

FDA Approves Mavyret for Hepatitis C
The U.S. Food and Drug Administration today approved Mavyret (glecaprevir and pibrentasvir) to treat adults with chronic hepatitis
C virus (HCV) genotypes 1-6 without cirrhosis (liver disease) or with mild cirrhosis, including patients with moderate to severe kidney
disease and those who are on dialysis. Mavyret is also approved for adult patients with HCV genotype 1 infection who have been
previously treated with a regimen either containing an NS5A inhibitor or an NS3/4A protease inhibitor but not both. Mavyret is the
first treatment of eight weeks duration approved for all HCV genotypes 1-6 in adult patients...Read more at www.goo.gl/UwZ5JA

FDA Approves First Treatment for Certain Types of Poor-Prognosis Acute Myeloid Leukemia
The U.S. Food and Drug Administration today approved Vyxeos for the treatment of adults with two types of acute myeloid leukemia
(AML): newly diagnosed therapy-related AML (t-AML) or AML with myelodysplasia-related changes (AML-MRC). Vyxeos is a fixedcombination of chemotherapy drugs daunorubicin and cytarabine. “This is the first approved treatment specifically for patients with
certain types of high-risk AML,” said Richard Pazdur, M.D., director of the FDA’s Oncology Center of Excellence and acting director
of the Office of Hematology and Oncology Products in the FDA’s Center for Drug Evaluation... Read more at www.goo.gl/fxDGoE

NIH Accelerates the Use of Genomics in Clinical Care
The National Institutes of Health (NIH) is awarding $18.9 million towards research that aims to accelerate the use of genome sequencing
in clinical care. The new awards will generate innovative approaches and best practices to ensure that the effectiveness of genomic
medicine can be applied to all individuals and groups, including diverse and underserved populations, and in healthcare settings that
extend beyond academic medical centers. The research is being funded as part of the Clinical Sequencing Evidence-Generating Research
(CSER2) Consortium. CSER2 builds upon the Clinical Sequencing Exploratory Research (CSER)... Read more at www.goo.gl/ZTQNp2
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