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You'll read about many of these initiatives 
throughout yet another outstanding issue of 
our CAHQ Journal, for example the significant 
upgrade to our website, which is taking us into 
territory far beyond where CAHQ has ever  
gone before! I particularly want to highlight two 
upcoming training and leadership development 
opportunities that I'm excited to share with you. 

Save the Date!!! On Monday, January 13, 2014 
CAHQ will again co-sponsor with the National  
Association for Healthcare Quality (NAHQ) a 
one-day Introduction to Healthcare Quality 
training course scheduled to take place in the 
heart of Los Angeles at the California Endow-
ment Center. You may recall that in September, 
we co-sponsored a pilot project with NAHQ by 
providing this training in San Francisco. Based on 
its success, the CAHQ Board voted unanimously 
to offer the course again, this time in Southern 
California. As an introduction or as a refresher, the 
training encompasses the essential components 
that comprise the foundational underpinnings  
of our profession. More information on this event  
is available at www.cahq.org.

Save the Date!!! On Monday, March 17,2014 our 
CAHQ Spring Conference and Annual Meeting 
will be held at the California Endowment Center in 
Los Angeles. Among many outstanding speakers 
is Jack Jordan, who in 2011 was appointed by  
Don Berwick as Deputy Director, Partnership 
for Patients Center for Medicare and Medicaid 
Innovation, Department of Health and Human 
Services. Jack is currently Director of Advanced 
Analytics for the Henry Ford Health System, and 
will speak on Leading Change and Maneuvering 
Through the Challenging Times in Health Care. 

Many thanks to Kathy Fiechter, our CAHQ Board 
Leadership Development Chair, who is leading 
the way in planning multiple excellent CAHQ 
educational opportunities for you, both in-person 
and via webinar sessions. The Upcoming Events 
section of this Journal has additional information 
regarding these and other training events. In  
addition, announcements are posted regularly  
at www.cahq.org and in our CAHQ Weekly 
emails; please let us know if you are not currently 
included in our distribution.

I also want to express appreciation to Andree 
Neddermeyer, an elected member of our CAHQ 
Nominating Committee. Andree has generously 
stepped up into the Nominating Committee Chair 
position and is actively assembling a slate of 
candidates, both elected and appointed, for next 
year's CAHQ Board of Directors. If you would like 
to be considered for a Board position, now is the 
time to let us know! Ballots for elected positions 
will be sent out to our CAHQ membership after 
the first of the year.

In closing, I wish you a wonderful holiday season 
shared with your colleagues and loved ones. As 
we approach the new year with renewed energy 
and conviction of purpose, I am confident in our 
collective ability to optimize our expertise and 
influence to improve the quality of care and safety 
for the patients and families we serve.   
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HIgHlIgHtIng ProfeSSIonAl trAInIng oPPortunItIeS

k a message frOm the PresiDent

As we marvel at the beautiful changing colors that surround us this autumn season and prepare  
for renewal in the year that lies ahead, your CAHQ Board of Directors is working diligently on  
your behalf. Dedicated to bringing value to our professional lives in healthcare quality, your  
Board is acting upon your input to provide those things that would be most helpful to you as  
we all strive to provide effective leadership through these challenging times.   
 

beth rOWett  

ma, mha, cPhQ 

x



In our previous edition of the CAHQ journal  
we focused on fostering positive change within 
your organizations. Now the time has come for 
leaders to hone in on their decision making  
skills to select and implement needed changes 
within their organizations. This is particularly 
important in the face of healthcare reform, pay 
for performance and increasing emphasis on 
core measures and patient outcomes.

As you read Julie Kliger’s article on the pace  
of change in improvement work, transformation 
to the next level is a long term process to sustain 
lasting improvement. This article provides key 
strategies to determine your organization’s  

culture and readiness for change. As you know, 
we are now mandated to assess and evaluate  
our hospital readmission rate from both a  
patient outcome perspective as well as a  
financial perspective. Pat Teske provides an  
in-depth approach to reducing readmissions  
in her article entitled “Avoid Readmissions 
Through Collaboration”.

We believe that this edition of the journal will 
provide you with practical tools and examples  
to assist you in making decisions on how to 
meet the on-going challenges of healthcare  
today. As Lao-tzu stated, “A journey of a  
thousand miles begins with a single step”.
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It’S DeCISIon tIMe!

k a message frOm the cO-eDitOr

Theodore Roosevelt once said “In any moment of decision, the best thing you  
can do is the right thing, the next best thing is the wrong thing, and the worst  
thing you can do is nothing”. 

DOnna hansen 

bsn, cPhQ,  

cPhrm, hacP

x



In many cases it is, but not all. In healthcare we 
have the benefit of a governing body telling us 
what outcomes we need to achieve, thus noting 
what the right thing is. Getting there is where 
we get to do our stuff… but the questions about 
“how” remain!

We are filled with information from our peers, 
outside agencies, accrediting & governing bodies, 
individual leaders within our organization, from 
our payers and our patients as well as what we 
personally believe to be the best thing. In short, 
there is no easy answer on how exactly to get 
to the desired outcome. If there were a single 
“best” way to do it wouldn’t we all be doing it? 
What works for one doesn’t necessarily work for 
another? This is based on a variety of reasons 
including resources available/allocated to us,  
our leaders' focus and intent, as well as the  
interplay between one effort and another. In the 
end it is our ability to implement programs for 
improvement that are solid, valid and reliable, 
which will give us the best chance for success. 

The article on program evaluation is a great start 
to learning about effective program management. 
In many cases we take existing data sources and 
information that we have always used to build 
our programs, (the stuff that’s easy to get).  
We note what the issue is and then a group of 
individual leaders sit down at the table and work 
out what is believed to be the best means of 
achieving the desired outcome. We keep heading 
down the same road, which I think ends up leading 
us to the same end point, (not quite where we 
want to be). I suggest putting the work up front 
ensuring that you have a valid program and that 
the implementation and evaluation is sound so 
that you can be assured that the outcomes you 

achieve are related to the strategies implemented 
and not just luck, (sometimes don’t you see a 
great month and just cross your fingers rather 
than feeling assured it will repeat). I am all about 
celebrating our success and sharing, but I want 
to know it is because of the program and process 
rather than just the way “the cards fell?” 

You will note that a theoretical framework is  
necessary, for without it how would we assure 
that assumptions and biases are accounted  
for. We must define our evaluation goals and 
objectives including stakeholders and individuals 
who the program will most impact. We must  
ensure that there is a model design and that  
objective measures are assigned. We must have  
a method, data analysis strategy and reporting 
mechanisms that ensure the right people receive 
the right information at the right time. We must 
also include economic evaluation so that our 
finance people/leaders understand the cost of 
implementation as well as omission. We must  
ensure that ethical, equity and leadership  
considerations are considered and that there are 
well defined criteria decreasing the likelihood  
of misunderstandings. We do a great job at  
analyzing results; however we need first to 
make sure that the results we are evaluating  
are truly being impacted by the programs we  
are implementing.

I truly hope you enjoy the journal this quarter  
and that the information is valuable to you. 
Please make sure to read all the articles and get 
your CEU’s…and don’t forget to check out the  
new website at CAHQ.org and begin to use it  
to access information that will assist you in  
“doing the right thing.”
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DoIng tHe rIgHt tHIng 

k a message frOm the cO-eDitOr

As you know “Doing the Right Thing” is easier said than done. Not because we don’t all want  
to do the right thing, (because I believe most everyone does) but rather because it is somewhat  
subjective. Sometimes doing the right thing now leads to a bad outcome down the road. Sifting  
through morals and ethics and individual subjective feelings on topics and getting to the heart  
of doing the right thing is difficult. But isn’t doing the right thing all about morals and ethics  
and individuals subjective feelings on a topic?

mattheW Whaley 

rn, bsn, mba, cPhQ 
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october 31, 2013

by Matthew A. Whaley, RN, MBA, BSN, CPHQ

evaluation

The purpose of this article is to examine how the hospital can 
implement evidence based programs and provide information  
on improving facility outcomes. While the examples used are  
to reduce fall occurrence and improve documentation, the 
procedures and best practice information are considered sound 
for any/all program model evaluations. The article will provide 
a background of the issues, including identification of high risk 
populations and current issues regarding falls in the hospital 
environment. A literature review will outline review and analysis 
of literature associated with fall programs. Goals and specific 
objectives will be identified in order that evaluation criteria can 
be established. A discussion of the evaluation model design  
will be included as will the methods used for evaluation of the 
program. Analysis of the data will be provided as well as  
a reporting structure to identify exactly who gets the reports  
and what is done with them once acquired. An economic 
evaluation will be provided including cost and benefit analysis/
considerations for program implementation, including potential 
outcomes associated with different programs based on their  
cost to benefit ratio. Ethical, equity and leadership considerations 
will be provided to ensure that program goals are aligned with 
mission and vision goals of the organization as well as best  
practice. Finally an inclusion of the implementation and  
monitoring strategies will be assessed. 

Program Background

“The causes of falls are legion, synergistic and often complex; this, 
alongside the difficulty in measuring or recording falls, may have 
led to the relative lack of progress in successfully translating falls 
prevention and management research strategies into clinical  
practice,” (Frith, J., Davidson, J., 2013, p.102). It is known that 
falls increase with age and that those over 65 are at the greatest 
risk. With the ageing population increasing, falls and fall related 
injuries are expected to dramatically increase over the next couple 
decades, which makes efficient program management essential. 
The age of patients at highest risk for fall is 65, making it neces-
sary to formulate, implement, and evaluate a plan to ensure best  
practice is being realized as a majority of hospitalized patients 
meet or exceed this age threshold.

literature review

Falls are an ongoing issue in most health care institutions,  
“falls are the most commonly reported patient safety incident 
in almost all acute and community hospitals and mental health 
units, with over 280,000 falls reported annually,” (Healey & 
Darowski, 2012 p.170). It is noted that falls typically affect  
individuals over 65 years of age and that “the highest falls rates 
and the greatest vulnerability to injury seen in patients aged  
over 85 years,” (Healey & Darowski, 2012 p.171). 

Most falls can be attributed to a “complex interplay between  
the unfamiliar environment of the hospital, the care provided by 
hospital staff and multiple individual risk factors that predispose 
the patient to falling,” (Healey & Darowski, 2012 p.175). The  
risk factors most typically noted in hospitalized patients are 
“previous falls, muscle weakness or difficulty in mobilizing safely, 
dementia, delirium, continence problems or urinary frequency, 
medication that increases the risk of falls and orthostatic  
hypotension,” (Healey & Darowski, 2012 p.174). 

The “effectiveness of targeted multiple fall prevention  
interventions in reducing the incidences of falling has not been 
well established,” (Ang, Mordiifi & Wong, 2011 p.1984). In one 
study by Ang, Mordiifi & Wong (2011) it was demonstrated that 
“targeted multiple interventions were effective in reducing the 
incidences of falls in patients in the acute care setting of the 
facility studied,” (p.1984). Organizations that are most successful 
include fall program management at the board level, but it is noted 
that a zero fall policy is unrealistic and that organizations should 
not be too restrictive. 

Healey notes that a strict protocol to prevent one fall might cause 
many others to miss out on the needed freedoms to ambulate, 
which could result in poor outcomes for this group. The  
effectiveness of targeted multiple fall prevention interventions  
in reducing the incidences of falling has not been established.  
It is therefore suggested that a comprehensive program be put  
in place to ensure proper protection for those in need and  
appropriate freedoms to those who are safe to have them. 

Programs that work typically involve systematically checking for 
and acting on the risk factors for falls in individual patients that 
could be treated, modified or better managed. For example, a 
patient whose risk of falling relates to delirium secondary to an 
infection can be treated with antibiotics, a patient whose risk of 
falling relates to Parkinson’s disease can have their medication 

PAtIent fAll ProgrAM eVAluAtIon 
 

k effectiVe PrOgram eValuatiOn strategies 
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modified to provide the safest possible mobility, and a patient 
whose dementia is recognized early can have their care managed 
in a way that compensates for their difficulties in retaining  
new information. Additionally, for patients whose stay in a  
rehabilitation unit is likely to exceed a seven week stay,  
tailored programmes of strength and balance training have also 
been shown to reduce falls, (Healey & Darowski, 2012 p.171). 

By ensuring appropriate and consistent documentation practices 
including using fall data for learning and ensuring that technology 
used for falls is useful and not too restrictive, we hope to see  
improved outcomes. Ensuring that there is an active falls  
prevention oversight group and that analysis of data is effective in 
combination with optimal skill mix, we may also see decreases in 
unnecessary falls. A multifaceted program tailored to the needs 
of the individual has been shown to be most effective. In order to 
build a program that ensures it is assessing the correct criteria and 
that specific standards are being upheld, it is essential to provide 
an appropriate theoretical framework.

theoretical framework

There must be a theory behind the development of a program in 
order to ensure assumptions and biases are accounted for. The 
theoretical framework is essential for understanding outcomes 
and the interventions that impacted them. According to Posavac 
(2011), “When there is no explicit statement of the theory behind 
the development of an intervention or when there is no conceptual 
framework linking the interventions to the projected outcomes, it 
is hard to agree on the criteria indicating program effectiveness or 
to conduct an effective evaluation,” (p.45). Assumptions are a fact 
of life and must be managed effectively.

Assumptions can impact the outcomes and processes designed 
to facilitate the action taken. The belief that an individual nurse 
would want to follow guidelines on fall reduction processes simply 
because it has been identified as a best practice would  
be an assumption. Worse yet, a manager would assume that  
because he or she directed an individual to perform an activity 
that it was being done. We know, however, that change is  
difficult to accomplish and as such the selected audience as  
well as staff members impacting the process must understand 
the ultimate outcome goals and should have a voice in the  
development of the program as well as its evaluation. 

Even with this information it can be assumed that “soldiering” 
and other means of staff distraction can be employed to combat 
a change effort even if demonstrated to be the right thing to 
do. According to Posavac (2011) “Planners can specify (a) what 
should happen right after participation in a program as a step 
toward change and (b) a more ultimate outcome behavior that 
reflects a goal of the program. Evaluators would then develop 
methods to measure both,” (p.46).

Fall prevention programs that are successful understand that not 
all falls are preventable and that reduction of preventable falls 
and injury are the main focus. Those successful studies have 
used a multifaceted approach to ensure that they are reducing 
preventable falls, limiting falls with injury, preventing support 
staff injury, all the while not being so strict as to limit those who 
are not at immediate risk. There is no identified gold standard in 
this regard and there are multiple approaches being used. Stake-
holders are an essential group to consider as well. 

Stakeholders include everyone providing and receiving care  
in a hospital. The patient and their loved ones wish to prevent a 
fall as they do not want a prolonged stay or injury to themselves 
or family. Staff members wish for their patients to remain safe 
and do not wish to injure themselves either. Resources used in 
studies have included demographic information intended  
to isolate those at the highest risk, typically at little cost. A  
variety of screening tools to identify those at high risk is also  
a common theme. 

Understanding financial resources available is also essential, 
although one must outline the program and understand the  
tangible costs prior to implementation. In general the cost  
for implementing fall prevention programs rely on current  
staff ratios, the isolation of techniques in process designed  
to account for high risk individuals, and the initiation of  
prevention strategies upon determination of risk. 

Program evaluation goals and objectives

The general goal for designing or selecting an evaluation plan  
for the fall prevention program is the overall reduction of  
preventable falls and falls with injury. This is a common goal 
seen in the literature on this topic. Specific questions that the 
evaluation model must answer for stakeholders includes: what 
is a “fall,” what is an “un-preventable fall,” what is “injury,” and 
what limitations are we willing to place on the entire population 
versus those at high risk. Additional questions include what is 
the average cost of a patient fall and how much will it cost to put 
in place additional interventions that may eliminate these falls. 

While the cost benefit analysis is essential, there are greater 
questions to answer such as: if the intervention cost is greater 
than that of the fall itself, should we implement a program to 
improve, “where do we draw the line.” Costs which should be 
assessed include those non monetary costs such as the patient’s 
functional independence level and their quality of life. In order  
to truly understand the program one must assess specific  
processes, outcomes and implementation goals to be evaluated. 

The processes to be evaluated must initially include defining 
the current process and must include an assessment of the 
screening tool for fall risk as well as the process for which the 
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information is obtained. Identification of those at high risk and 
their placement on the nursing floor are also to be assessed. The 
reporting process must also be evaluated to ensure that data is 
being collected similarly and consistently, and that a single tool 
is used for evaluation. Implementation goals must be defined 
early and feedback should be provided to stakeholders. 

Model Design

A variety of means may be utilized within any evaluation. The 
Success Case Method: “based on finding those participants 
who are achieving the goal of the program and contrasting them 
with those who are clearly not,” (Posavac 2011, p.24) will be 
discussed. This process will simply relate to those who have 
sustained a fall versus those who have not, (those who have not 
sustained a fall will be considered a success). A collection of 
demographic and historical data should be used in this process 
in order to ensure that measurements are objective and that 
isolation of similar characteristics can be assessed, including an 
assessment of similarities within the groups having fallen and 
those who have successfully completed a hospital stay without  
a fall. In addition to the Success Case Method a number of  
Objectives based measures may be used. 

Objectives based measures occur “when evaluations focus on 
measuring the degree to which program recipients have achieved 
the goals that program staff with program participants to 
achieve,” (Posavac 2011, p.26). In this regard there will be three 
categories including: 1. was a fall sustained, 2. did an injury occur 
with the fall, 3. were all appropriate documentation requirements 
available and properly implemented, (as well as any other essen-
tial elements agreed upon by the design and evaluation team). 
Objectives based measures will be associated if not correlated to 
the success of the follow through of current prevention measures 
including care planning and assessment of an overall fall risk , 
including proper interventions placed on the patient. 

Nonparticipant observers should also be used “since the goal of 
qualitative evaluation is to understand the program, procedure, 
or policy being studied, it is essential for the evaluator personally 
to observe the entity being evaluated,” (Posavac 2011, p.147). 
Historical data should be obtained for a baseline, and immediate 
post fall data needs to be collected and analyzed as well as  
ongoing assessments for the long term. 
  
Methods

A quasi-experimental design utilizing qualitative method will  
be described as an example. According to Posavac (2011)  
“Qualitative evaluators supplement the numerical summaries 
from a relational database with direct observations of activities 
associated with the program; discussions with participants, 
those who chose not to participate, and staff; and examinations 

of program documents, other materials, and artifacts,” (p.147). 
In addition to raw data a rating scale may be used to determine 
importance of feedback, “ratings are numerical and are treated 
as quantitative data” (Posavac, p.147). Quantitative data  
elements should be collected as far as raw numbers and  
outcome facts, however, the study design will remain qualitative 
as this “information helps us to interpret quantitative informa-
tion and to recognize the unique aspects of different program 
settings,” (p.148). 

The procedure for data collection may include a retrospective  
review of all fall data, a review of current tracking mechanisms 
and a questionnaire to staff caring for patients related to their 
knowledge base regarding the program and ideas to improve, 
including observational data. The evaluation may contain  
quantitative data via a qualitative designed evaluation. 

Data Analysis and reporting

The analysis and reporting of the data is as important to the 
process as all other phases. The analysis and reporting is  
subject to variability based on the potential for subjectivity  
in a qualitative study, which must be accounted for in the 
questionnaire and interview portion of the evaluation. Posavac 
(2011) reports that in order “to show that something causes 
something else, it is necessary to demonstrate (1) that the  
cause precedes the supposed effect in time; (2) that the cause 
co-varies with the effect, that is, the more of the cause, the more 
of the effect; and (3) that no viable explanation of the effect can 
be found except for the hypothesized cause,” (p. 186). 

The program used for compiling, mining and storage of data is 
variable, however, for your consideration and due to existing 
software, we will assume that Microsoft Excel will be utilized  
to tally employee questionnaires and existing data. The Excel 
program is used as it allows for all needed components and  
can store/sort data by type and category. The limitations of  
this program include that it is not intuitive and only responds  
to the data provided, (this is also a benefit). The manual  
collection for analysis typically does not carry an additional 
cost as existing staff members will be asked to complete a  
questionnaire following any event involving a fall, and the  
evaluator is typically an employee assigned to this function  
at no additional cost.

economic evaluation

As the program evaluation is considering current process and 
procedure and because the system is set up to run with minimal 
expense the evaluation will be relatively low cost. Fixed costs  
are not typically expected to increase as a result. There will be 
supply costs such as paper, pen, and copy machine, etc. The 
overall cost for the evaluation of the program is minimal, however; 
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if lack of training is noted on the evaluation there may be costs 
associated with nurse/care giver training. Variable costs include 
care giver re-education and training not expected to exceed one 
hour, Example: for a total of 100 staff members with average 
hourly rate of $38.00, (a total cost of $3,800). Revision to  
tracking mechanism cost is minimal, however time needed to 
best interpret data and costs associated with dissemination 
of information may be upwards of $2,000. Depending on the 
results of the evaluation greater costs may be noted. 

A single joint surgery for a broken hip seems relatively straight 
forward, however, Kliff, (2013) noted a study in which 100 
hospitals were surveyed and total costs ranged from $10,000 to 
$125,000. Local costs vary as well, however, for the purpose of 
the economic evaluation we will use a low number of $10,000 
per case. By reviewing total anticipated costs at less than 
$10,000 for the evaluation process and double that to assume 
re-training and audits would be necessary for ongoing evaluation, 
one can assume that the total pre-evaluation cost and follow up 
would be $20,000 or less. Given the high rate of falls with injury 
noted historically at most facilities and assuming that 3 joint 
replacements have had to be completed in the last 12 months, 
the cost benefit is apparent. 

Perhaps even more costly is the rate of death amongst geriatric 
patients undergoing hip surgery. It is noted that a high percentage, 
(near 20%) may expect death as the final outcome for hip surgery 
as complications including pneumonia and wound infections are 
prevalent in this group. Looking at quality adjusted life years for 
individuals it is apparent why it is essential to reduce the rate of 
unavoidable falls and falls with injury.

ethical, equity, and leadership Considerations

Ethical considerations must be at the forefront of the evaluator's 
thought process. It is essential to consider multiple components 
of the program and its evaluation in order to maintain the best 
interests of the program and its participants, respondents and 
stakeholders. It has been noted that “well defined criteria may 
decrease the likelihood of misunderstanding, assuring that 
time and finances will allow for objective analysis, (Posavac 
2011, p.93). As it has become more and more apparent that the 
need for ethical consideration is essential, this knowledge has 
prompted “a number of organizations to develop statements  
defining ethical principles to guide the work of the research 
team,” (Posavac, p.91).

A number of ethical considerations should be evaluated and one 
must seek out ethical and equity considerations within one's own 
organization, however there are a number of considerations that 
are considered the gold standard. There are five components of 
program evaluation which will help to ensure equity and ethical 
practice. The first is to ensure that there is a systematic inquiry. 

This process ensures that the process includes data-based 
inquires and that the process occurs in a systematic manner. The 
second ethical “competency” is competence in the leadership 
team. It is essential that the evaluators be highly trained and that 
they have a scientific approach. Integrity and honesty are also 
essential and must be kept pure in the researcher/evaluator. If 
the evaluator has an outcome objective and the process is not 
hardwired, it could become tempting to travel down the road 
that ends at the evaluator's pre-determined outpoint. Respect  
for people is another essential component. According to Posavac 
(2011) respecting security, dignity and self worth of respondents, 
participants and other stakeholders” (p. 94) is essential in  
ethical assurance. Finally one must consider the general and 
public welfare. One must “take into account the diversity of 
general and public interests and values that may be related to 
the evaluation,” (p.94)

Implementing and Monitoring Strategies

All functions of the program evaluation are essential and the 
monitoring strategies are no different. Evaluators who are  
effective utilize techniques for evaluation that have been well 
thought out from the onset. There are multiple strategies to  
consider for monitoring and most include the consideration of 
multiple measures of data. It is noted that “the elevation of a 
single variable as the criterion of success can obscure an effect 
and will probably lead to its corruption,” (Posovac 2011, p.76). 
For this reason it is essential to use types of variables that  
have different potential sources of bias, and that the evaluation 
be multifactorial. It is also noted that each variable should  
relate to another so that they have a check system in place,  
and discrepancies in one error may relate back to a previous  
one. The use of “non-reactive” measures is key to the success  
of the evaluation.
 
The use of non-reactive measures is essential so that the 
respondent is not prompted in their response. The literature  
suggests that when a measure is used in which the participant 
may have little knowledge, their thinking process may lead them 
to a conclusion on a change process within themselves which 
could in turn skew results. It is essential not to affect thoughts  
on any issue outside of which the process being evaluated  
exists. A non-reactive measure is something that all stakeholders 
are familiar with and one in which the process is not different 
between individuals. The use of variables is also an essential  
element to consider.
 
The use of variables is very relevant to the evaluation. Posavac 
(2011), reports that the variables “must be relevant to the spe-
cific needs of facility management, community representatives, 
those responsible for budgets and other stakeholders,” (p.77). 
If the variables are not relevant to the stakeholders they will not 
likely find the value in the program. By studying variables that 
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leadership/management may think to be interesting but not  
necessarily relevant to the process, one risks losing the value to the 
team and overall focus. Validity is also an essential component.

The validity of the measures used can make or break an evaluation. 
When assigning measures it is essential to ensure that “the  
instruments validly measure the behaviors the program is designed 
to change,” (Posavac 2011, p.78). It is essential to focus on trends 
and behaviors which are objective and well defined. One must  
ensure that there are no vague terms or jargon which could be  
confused. Valid measures are not necessarily reliable measures.

Reliability lets those reading or interpreting the results to best 
understand how important the numbers are. Due to the variability 
between assessors it is possible for misunderstandings to occur. 
Reliability is calculated using r as the correlation coefficient. If two 
“observers were to agree completely after making a number of 
observations a correlation of the two sets of data would be r=1.00, 
indicating perfect reliability. To the extent that they do not agree 
with each other the correlation would be smaller; r=0.0 would 
indicate that knowing one observer's report would not tell us  
anything about the other observer's report,” (Posavac 2011, p.80). 

In addition to considering reliability and validity it is also  
essential to use measures that can detect changes in the process 
and individual. Even subtle changes must be notated, as they may 
have a larger impact than what is initially suspected on the initial 
review. Each change should be reviewed for causality and effect. 
It is also essential to use cost effective measures so that the pro-
gram evaluation demonstrates efficiency and sustainability. 

As quality professionals and community advocates we have a duty 
to evaluate and eliminate error and risk in the populations we serve. 
In order to complete this task effectively we must consider our 
program's effectiveness in ensuring ethical, cost containing,  
reliable data for improvement, and that our implementation  
and evaluation strategies are sound. By first ensuring that our 
program is sound we can build the best evaluation model for true 
manageable and ongoing success. While the example used in the 
article relates to falls, the general criteria for ensuring competency 
and effectiveness are true to all programs.
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1.  Falls are the most commonly reported patient safety incident 
in almost all acute and community hospitals and mental health 
units, with over 280,000 falls reported annually?

 a. True

 b. False

2.  A strict protocol is best when developing a fall prevention  
strategy as all individuals over 65 should have the same  
prevention strategies employed?

 a. True

 b. False

3.  When evaluating cause and effect, (“to show that something 
causes something else”) it is important to remember that: 

 a. The cause precedes the supposed effect in time

 b. The cause co-varies with the effect

  c. A viable explanation of the effect can be found except  
for the hypothesized cause

 d. a & c

 e. All of the above

4.  It is noted that the rate of death amongst geriatric patients 
undergoing hip surgery, (as a result of a fall) is high. What  
percentage of geriatric patients, (having had a fall resulting 
in the need for surgery) are expected to die as a result of the 
injury/surgery and complications associated?

 a. 75%

 b. 20%

 c. 37%

 d. 50%

5.  The 5 components of program evaluation which will help to 
assure equity and ethical practice are: to assure that there is a 
systematic inquiry, maintain leadership competency, integrity 
and honesty, highly trained individuals who maintain a scientific 
approach and respect for people?

 a. True

 b. False

6.  The elevation of a single variable as the criterion of success  
can obscure an effect and will probably lead to its corruption?

 a. True

 b. False

7.  By studying variables that leadership and management think 
to be interesting but not necessarily relevant to the process the 
team demonstrates how forward thinking they are and promote 
an environment most likely to succeed:

 a. True

 b. False

8.  As quality professional and community advocates we have a 
duty to evaluate and eliminate error and risk in the populations 
we serve?

 a. True

 b. False

9.  Reliability and Validity are closely correlated and you can’t have 
one without the other?

 a. True

 b. False

10.  What numerical value below demonstrates the highest level  
of reliability?

 a. r = 0.1

 b. r = 0.75

 c. r = 1.0

 d. r = 0.0
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by Pat Teske, RN, MHA
Implementation Officer for Cynosure Health 
and Lead Improvement Advisor for Avoiding Readmissions  

through Collaboration (ARC)

Just about everyone is interested in reducing readmissions. One 
way to help you reach your goal is to collaborate with others who 
are doing this work. Avoid Readmissions through Collaboration 
(ARC) offers a platform for hospitals and their community 
partners to learn and share their practices to improve transitions 
of care and reduce readmissions. Since 2010 ARC participants 
have prevented over 5,000 readmissions and thus avoided over 
39 million dollars in unnecessary healthcare spending. There are 
26 participating hospitals.

The ARC initiative has created a learning forum with specific 
approaches to help hospitals and their community partners reduce 
readmissions. The approaches are recognized as ones that make a 
difference in transitional care and readmissions reduction, and can 
be replicated by other hospitals. 

A.  understand root causes: Participating hospitals reviewed 
hospital records, interviewed staff and patients and analyzed 
results in order to better understand what was causing hospital 
readmissions. We have learned very important things from 
undertaking this approach. For example; one hospital assumed 
that like others, CHF was their highest readmission diagnosis, 
but when they reviewed their data, they found it was sepsis 
rather than CHF. Knowing this caused them to look more 
deeply into how they could strengthen sepsis care in their 
organization. Another hospital learned from their analysis that 
the majority of their readmissions were coming from patients 
who had been previously discharged to skilled nursing facilities. 
As a result of this understanding they convened their local 
SNFs and began an ongoing effort to decrease SNF related 
readmissions. 

B.  Stay focused on improvement: Hospitals that are successful 
in reducing their readmissions track their internal process 
measures and act when they learn why their patients are 
returning. Commonly tracked process measures include: the 
percent of patients who receive a post-discharge follow-up call 
within 72 hours, and the percent of patients who attend a post-
discharge visit to their community physician within a set time 
frame (usually 7-14 days after discharge). It is also essential 
to track how many patients are being impacted by whichever 

intervention the organization is using. You can have a great 
intervention but if you are not applying it with enough patients 
or you have not selected the correct patients, you will not see 
the results in your overall readmission rates.

C.  follow patient-focused care models: Hospitals learned how to 
implement care practices shown to improve transitions, such 
as helping patients understand how to manage medications 
after discharge and learn what to do if symptoms worsen.  
Because they had the opportunity to learn and share together, 
participating organizations shared what they were doing on  
key topics such as teach-back. Practices for how to teach 
teach-back and how to make sure your staff is using teach-back 
effectively were shared.

D.  Improve communication: Hospitals formed partnerships with 
primary care doctors, skilled nursing facilities and others to 
improve communication and help patients get the care they 
need after discharge. It was not uncommon for hospitals to 
uncover communication gaps. Many innovative strategies were 
implemented including; warm hand-offs, secured email, and  
even a robot. One hospital used a new technology which 
enabled all of the community and hospital care team members 
to have real time access to updated information through a 
linked communications platform.

Sharing evidence-based approaches known to reduce 
readmissions, along with the very tactical and practical ways 
to implement them, has helped hospitals improve practices 
in reducing readmissions. Although there are evidence-based 
practices for transitions of care, we are seeing variation in how 
these practices are being implemented at different facilities 
based upon the specific needs of the patients and the available 
resources. In order to reduce readmissions you need to do a lot 
of things. Programs tend to evolve year after year. Most hospitals 
begin within their walls and work on improving internal discharge 
processes. You can only get so far with hospital processes and 
the remaining work is in the community. Learning who all of the 
providers are in your community and then working to coordinate 
the care across the continuum to the patient’s benefit are the keys  
to success. 

Just as the hospitals have evolved so has ARC. In our most recent 
work we added on several new strategies. ARC has established its 
own Patient Advisory Council (PAC). We seek the input from our 
patients to gain their insights into where we should focus our  
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improvement efforts. PAC members have provided valuable  
feedback to us on our website, participated in in-person meetings, 
and will join us in the future to provide reactions to all webinars.  
Additionally, we have taken a deeper dive into a few key areas.  
Bay Area pharmacists were brought together to share their  
experiences about care transitions and their specific learnings 
from medication reconciliations. Organizations facing challenges 
with substance abuse patients convened to explore options to 
better manage this challenging population. ARC also convened 
Home Health agencies and their hospital partners to exchange 
best practices across that continuum.

Since we can always learn from others ARC expanded its  
collaboration by partnering with the Health Services Advisory 
Group, Inc. (HSAG) of California, our Quality Improvement  
Organization (QIO), the California Hospital Engagement  
Network and the California Quality Collaborative to partner on  
the first California Readmissions Summit or CARS. Almost  
500 people attended this event on October 10, 2013. Registrants 
heard from Jane Brock, MD about the successful work undertaken 
in Colorado, and they heard from Doug Solomon from IDEO who 
shared how we can all become more creative design thinkers.

Another highlight of the day was the Self-Care-College where 
North Mississippi Health Services shared their simulation  
center which is used by patients prior to discharge to weigh 
themselves, organize the medications and plan their diets.  
Patients demonstrate their understanding of these important 
follow-up activities before they are discharged. Registrants also 
attended their choice of breakouts in five separate tracks.

Sometimes people ask if they need to participate in a collaborative 
to be successful. Certainly participation does not guarantee success 
nor does a lack of participation lead to failure, but participation  
does have several distinct advantages. By collaborating with other 
organizations you can accelerate your improvement efforts by 
gaining knowledge about what has been successful elsewhere. 
You can also benefit from the collaborative’s resources and the 
discipline of being part of a larger group that provides a data  
collection process and a benchmarking opportunity. A final  
important benefit of participation in a collaborative is having  
a large support group where you can obtain motivation to keep 
you and your readmission reduction journey going.

If you would like to learn more about ARC please visit our  
website at www.avoidreadmissions.com or contact Pat Teske at 
pteske@cynosurehealth.org
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1.  The ARC (Avoid Readmissions Through Collaboration) has  
prevented 5,000 readmissions and saved over 39 million dollars.

 a. True

 b. False

2.  Specific approaches to reduce readmissions includes review  
of what the highest readmission diagnosis is:

 a. True

 b. False

3.  Tracking internal processes related to readmissions  
should include:

  a. Percentage of patients who receive discharge phone calls  
within 72 hours

  b. Percentage of patients who attend post discharge visit  
to their doctor within specified timeframe

 c. Patient’s place of residence

 d. A & B

4.  Medication management post discharge is crucial in  
avoiding readmissions. Teach-back is an effective form of  
education on medications.

 a. True

 b. False

5. Post discharge communication strategies include:

 a. Warm hand-offs

 b. Secured emails

 c. Home visits

 d. A & B

6.  Learning who all of the providers are in your community   
and then working to coordinate care across the continuum  
to the patient’s benefit is the key to success.

 a. True

 b. False

7.  The Patient Advisory Council (PAC) seeks input from  
patients to gain their insights into where improvement  
efforts should be focused.

 a. True

 b. False

8.  The advantages of participating in a collaborative include:

  a. Acceleration of improvement efforts by gaining  
knowledge about what has been successful elsewhere

  b. Provides a data collection process and benchmarking  
opportunity

 c. Having a large support group for continued motivation

 d. All of the above
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by Julie Kliger, RN, BSN, MPA
Founder and CEO, The Altos Group, LLP 
www.thealtosgroup.com

People often ask me “How long will it take to reduce sepsis 
mortality, or reduce medication errors, or improve our CLABSI 
(central line-associated blood stream infection) rates?”

But really what they are asking me is “How long will it take to 
change the way we do our work here so that we can always have 
zero errors?” 

The first question is about brute-force  — changing policies, 
monitoring, auditing, and feedback that is often punitive. This  
will change the numbers, but it will not change the culture of 
safety or the value health professionals place on those activities. 
And it will only change the numbers as long as someone is 
watching and auditing. 

This kind of brute-force approach tends to focus on the past and is 
not focused on creating a different type of culture moving forward. 
This kind of “change” can change back and often does. That is 
why I see organizations that tell me stories of how they were able 
to “fix” a problem, but it came back. I’d hazard to guess that is 
because the change concept came from management or some 
other source, where the front line clinician was not brought in to 
help identify good solutions. 

The second question is about transformation—about changing 
the way people see their roles, the way professionals work and 
interact together and the willingness to adopt new tools, including 
strategic communication, local data and regular meetings. This 
question is asking how to change “the way things are done around 
here” so that we can accomplish that which we have not been able 
to do previously.

The difference between change and transition can seem subtle 
since both cause results to occur. According to work done by 
William Bridges, change is something that happens to people, 
whereas transformation is an internal process, it is something  
that happens within people. Transformation involves seeing  
and perceiving the problem differently — not as something that 
must be “fixed,” but rather as a transition of letting go of unhelpful 
attitudes, beliefs, and patterns by developing new ones.

Change can occur quickly (but might be short lived), whereas 
transformation takes time, but lasts.

What we are looking for in organization-wide “change work” 
(or improvement work) is a complete transition away from the 
status quo which involves being “OK” with low expectations in 
performance, such as, being OK with poor work flow or poor 
response time or poor communication between professionals, 
towards a value of high performance.

To get to zero errors, we first need to see things differently and to 
develop a different tolerance level for poor care and disrespectful 
environments. We must value respect, communication, all 
professionals, evidenced-based care, and data. This requires a 
transformative mindset—not a quick fix one.

So, let’s return to the question people often ask me about how 
long it will take to improve CLABSI rates (for example). In order 
to get to a transition of care that will sustain new goals, like 
reduced sepsis mortality or improved CLABSI rates, we must build 
in the time and attention to developing new pathways for work 
and communication. And this takes time. Typically this takes an 
organization about 18 months.

According to social science research and recent studies published 
in the European Journal of Social Psychology, individuals take 
anywhere from two to 10 months to form a new habit. And we 
are talking about simple habits like walking 10 minutes before 
breakfast. Behavioral change involves forming new pathways in 
the brain, according to research. 

However, what we are asking people to do when we are planning 
to improve say, sepsis care, is to form the equivalent of five to 10 
new habits, in cooperation with many other people! So not only 
are we trying to change your habit, but we are trying to change a 
unit’s habit of responsiveness to pages or the pharmacist's ability 
to stock a core set of antimicrobials on the unit, when previously  
it had not done so.

This kind of change requires changing the habits and behaviors of 
an entire organization. And due to this, we must ask how “ready 
for change” the organization is. For example, does the organization 
value change? Do they have a structure for addressing problems 
and fixing them? Is there a committee or council where you can 
take your ideas for improvement? Do these committees welcome 
input from non-members?
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Organizational culture has a lot to do with whether new habits can 
form quickly or not. With any change project, you are up against 
core beliefs about how things get done. For example, if nurses are 
not allowed to use physician-approved order sets, then it will be 
hard to try to put a protocol in place that allows nurses to order  
a blood test when indicated by a positive sepsis screen. 

So the values and norms an organization holds will determine 
largely the pace of change, which I put at 15 to 18 months for large 
scale, organization-wide projects.

tips for Changing organizational Behaviors:

1.  organize for change - put into place a formal structure 
including a committee comprised of front line clinicians and 
directors. Every project needs structure otherwise it will fail. 
Making sure there is a clear AIM statement and vision of 
success at the outset of a project is key. Successful projects have 
committees that meet every week or two in order to review data, 
discuss barriers and talk about stakeholder engagement.

2.  use data as your guiding light in making all decisions. While 
it takes a lot more to change organizational values and norms 
than data, data will lead the way in letting you know what you 
need to focus on first, second and so forth. For example, if 
you have high rates of unreliability to checking two forms of 
identification when administering medication, that would be an 
urgent place to focus on. Then once improved, you can move 
onto ensuring say, medications are labeled throughout the 
administrative practice.

3.  Make sure the data are as small and local as possible. While 
hospital-wide or state/government measures are important, 
people only believe their own data. Make data as localized as 
possible. For example, with sepsis care, we know that the Early 
Goal Directed Therapy bundle involves process steps. Measure 
the compliance with each element of the bundle by unit. Clearly 
the ED will have different compliance rates than the ICU and  
so on.

4.  engage in strategic communications to get the word out 
(constantly) about the project. There is a lot of competition  
for our time and attention. The only way to make sure others 
think this project is a priority is if they think other people think  
it is a priority! Strategic communications including posters,  
data displays, key messages and key messengers is critical  
to keeping your project in other people’s minds! 

5.  Make sure “important” people are talking about the project 
and its relevance to the organization. People listen to the boss; 
it’s just a fact of life. So make sure the “boss” (or "bosses”) 
are talking about this project. They should be blogging about 
it, including it in their newsletters, and mentioning it in the 
halls. One CEO I know used his monthly television talk time to 
highlight the sepsis project and the lives saved. This not only 
made him look good in the community, but also signaled to 
others that this was a priority.
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1.  Long term change is most successful when front line clinicians 
help identify solutions.

 a. True  

 b. False

2. What is “Transformation”?

 a. Changing way people see their roles

 b. The way professionals work and interact together

  c. Willingness to adopt new tools including strategic  
communication, use of local data and regular meetings

 d. All of the above

3.  Change can occur quickly but might be short lived whereas 
transformation takes time but lasts.

 a. True  

 b. False

4.  Organization wide “change work” is:

 a. Complete transition away from status quo

 b. Being OK with low expectations in performance

 c. Being OK with poor work flow or poor response time

 d. Poor communication between professionals

5.  Typically it takes an organization about 18 months to get  
a transition of care that will sustain new goals.

 a. True

 b. False

6.  To determine how “ready for change” an organization is, the  
following questions must be considered:

 a. Does the organization value change?

  b. Is there a structure in place for addressing problems  
and fixing them?

  c. Is there a committee or council to take ideas for  
improvement?

 d. All of the above

7.  Making sure there is a clear AIM statement and vision  
of success at the outset of a project is key.

 a. True

 b. False

8.  There is no need to review data in changing  
organizational behaviors.

 a. True

 b. False

9. Strategic communication about a new project includes:

 a. Display of posters

 b. Display of data

 c. Key messages and key messengers

 d. All of the above

10.  Make sure “important” people are talking about the  
project and its relevance to the organization.

 a. True

 b. False 
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re-Cap of Part II
Insurance regulation – McCarran—ferguson Act,  
15 u.S.C. §§ 1011-10151          

The McCarran—Ferguson Act, 15 U.S.C. §§ 1011-1015, is a United 
States federal law written to exempt the business of insurance 
from most federal regulations, including federal antitrust laws 
of interstate commerce unless business practices are found to 
be coercive.2 The McCarran—Ferguson Act, (“Act”) was passed 
by Congress in 1945 after the U.S. Supreme Court ruled in 
United States v. South-Eastern Underwriters Association (322 
U.S. 533) that the federal government could regulate insurance 
companies under the authority of the Commerce Clause of the 
U.S. Constitution.3 The questions before the U.S. Supreme Court 
in 1944 were whether or not insurance was a form of “interstate 
commerce” which could be regulated under the Commerce Clause 
of the United States Constitution and The Sherman Anti-Trust 
Act.4 Prior to this case, legal opinion supported the principle that 
the business of insurance was not commerce although commonly 
sold from city to city, state to state. 

The “Act” does not regulate insurance, nor does it bring forth a 
mandate requiring states to regulate insurance. It was found by 
the U.S. Supreme Court to support the “Acts of Congress” that  
do not expressly purport to regulate the “business of insurance”. 
It does not preempt state laws or regulations that regulate the 
“business of insurance.” 

Congress passed the McCarran-Ferguson Act, on March 9, 1945, 
inclusive of the following provisions;

1.  “Partially exempts insurance companies from the federal  
anti-trust legislation that applies to most business; and

2.  Allows for State regulation of insurance; and

3.  Allows States to establish mandatory licensing  
requirements; and

4.  Preserves certain State laws of insurance.”5

The aforementioned legislation is significant in that it has 
empowered State governments to establish insurance exchanges 
that are governed by an Insurance Commissioner within each 
State. The “ACA” in its mandate of “Medicaid expansion” in itself 
brings rise to the question of violation of States’ sovereignty 
crafted with the intent of a shared interest between Government 
and States, in mutual collaboration of healthcare reform legislation 
that is indeed for the welfare for its people. The U.S. Supreme 
Court’s finding of this provision being unconstitutional weakens 
the effectiveness of increasing access to care through Medicaid 
and the continuity of its expansion from State to State. The “ACA” 
supports expansion of the program to married and unmarried 
adults without children to be eligible for Medicaid based on 
income status, failing to identify criteria recommendations outside 
of incomes within 133% of the Federal Poverty Level (FPL). States’ 
criteria of eligibility of Medicaid exceed marital and income status’ 
and are inclusive of real and personal asset restrictions, potentially 
disqualifying many individuals who through income alone might 
fall below 133% of the Federal Poverty Level (PFL). The “ACA” 
has placed the accountability of monitoring of the Medicaid 
program within the purview of the Department of Health and 
Human Services (HHS), similar to the federal oversight of HMOs, 
opposed to the regulation under the Office of the States’ Insurance 
Commissioners in its efforts to establish Universal care. 

the economic Drivers leading to a Healthcare Crisis 

President George W. Bush signed Medicare reform legislation in 
2003 offering prescription drug coverage to seniors and people 
with disabilities, effective in 2006.6 In 2004, President George 
W. Bush argued for a cap of $250,000 for the pain and suffering 
portions of medical malpractice awards to hold down healthcare 
costs, which was defeated by his Democratic constituents the 
same year, who supported a $500,000 cap.7 

Thirty seven (37) years after the HMO Act of 1973, a major 
healthcare overhaul bill, entitled The Patient Protection and 
Affordable Care Act (ACA), informally known as “Obamacare”,8 
passed Congress as increased federal spending on healthcare 
was rising at a rate faster than inflation, revealing reform was 
imminent.9 Congress passed the “ACA” through a heavily 
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weighted Democratic vote, where Republicans did not affirm its 
passing. The U.S. Supreme Court decision of the constitutionality 
of the “individual mandate” being a “shared responsibility 
payment penalty”, collectable under IRS Federal Income Tax 
Codes, significantly impacts the effectiveness of an equitable  
and affordable mechanism to ensure costs of the uninsured  
are not shifted to businesses and middle class individuals  
paying federal income taxes.10 

Table 1 below reflects for the period of 1960 to 2009 the  
U.S. Census Bureau reported poverty rates at 39.8 million,  
where the Institute of Medicine reported in 1999 that annually 
an estimated 18,000 deaths of this population were identified  
as preventable.11,12 In addition, according to the U.S. Census 
Bureau data released on September 13, 2011, the Nation’s 
poverty rate rose to 15.1% (46.2 m).1 

number in Poverty and Poverty rate: 1959 to 2008

 
Note: The data points are placed at the midpoints of the respective years.

Source: U.S. Census Bureau, Current Population Survey, 1960 to 2009 
Annual Social and Economic Supplements.

The Gallup pole of February, 2012 reported the uninsured rate  
to have risen to 55.3 million.14 

number uninsured and uninsured rate: 1987 to 2008

 
1 The data for 1996 through 2003 were revised during an approximation 
method for consistency with the revision to the 2004 and 2005 estimates.

2 Implementation of Census 2000-based population controls occurred 
for the 2000 ASEC, which collected data for 1999. These estimates also 
reflect the results of follow-up verification questions, which were asked 
of people who responded “no” to all questions about specific types of 
health insurance coverage in order to verify whether they were actually 
uninsured. This change increased the number and percentage of people 
covered by health insurance, bringing the CPS more in line with estimates 
from other national surveys.

Notes: Respondents were not asked detailed health insurance questions 
before the 1988 CPS. The data points are placed at the midpoints of the 
respective years.

Source: U.S. Census Bureau, Current Population Survey, 1988 to 2009 
Annual Social and Economic Supplements.

The United States healthcare wallet is bursting at its proverbial 
seams for 2012 and beyond.15 

The U.S. Supreme Court’s ruling of the unconstitutionality of the 
provision of “Medicaid expansion”, changes the dynamics of access 
to care.16 The Framers of the “ACA” were confident that the Medicaid 
expansion would be readily accepted by the states’, as were the 
federal entitlement programs in 1965, under the discretionary 
spending ability of Congress to budget such an expansion.17

!
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Numbers in millions, rates in precent Recession

Number in poverty

Poverty rate

39.8 million

13.2 percent

Numbers in millions, rates in precent Recession

Number uninsured

Uninsured rate

46.3 million

15.4 percent



The Department of Health and Human Services (HHS) forecasted 
expenditures impacting healthcare as a huge and growing sector 
of the U.S. economy. The Congressional Budget Office (CBO) 
forecasts the Federal deficit of the “ACA” will impact the insurance 
provision coverage costs over the next 11 years (2012 – 2022) to 
an increased gross Federal spending of $1.7 trillion.18 The “CBO” 
further forecasts that although an increase in Medicaid spending 
estimated to be $165 billion annually, Medicare savings will be 
$125 billion annually improving the U.S. deficit. The Department 
of Health and Human Services (HHS) voices concerns that the 
“CBO’s” estimates may not be accurate, predicting 2012 to 2019 
a $200 billion increase in National healthcare expenditures. The 
fear is that $200 billion is an under estimated figure due to the 
potential cuts in Medicare law, which may be unrealistic and 
unsustainable, forcing lawmakers to roll them back. 

Medical groups – “HMo Act” and the “ACA”

The “ACA” has specific well defined provisions governing medical 
groups over the “HMO Act” of 1973.19 The “HMO Act” USC, Title 
42, Chapter 6A, Subchapter XI, § 300e, requires: 

A.  Except as provided in subparagraph (B), at least 90 percent  
of the services of a physician which are provided as basic health 
services shall be provided through: 

  (i) members of the staff of the health maintenance 
organization,

 (ii) a medical group (or groups), 

 (iii) an individual practice association (or associations),

  (iv) physicians or other health professionals who have 
contracted with the health maintenance organization for 
the provision of such services, or

  (v) any combination of such staff, medical group (or 
groups), individual practice association (or associations) 
or physicians or other health professionals under 
contract with the organization.20

B.  Subparagraph (A) does not apply to the provision of the 
services of a physician—(i) which the health maintenance 
organization determines, in conformity with regulations of the 
Secretary, are unusual or infrequently used, or (ii) which are 
provided a member of the organization in a manner other than 
that prescribed by subparagraph (A) because of an emergency 
which made it medically necessary that the service be provided 
to the member before it could be provided in a manner 
prescribed by subparagraph (A).

C.  Contracts between a health maintenance organization and 
health professionals for the provision of basic and supplemental 
health services shall include such provisions as the Secretary 
may require, but only to the extent that such requirements are 
designed to insure the delivery of quality health care services  
and sound fiscal management. 

D.  For purposes of this paragraph the term “health professional” 
means physicians, dentists, nurses, podiatrists, optometrists, 
and such other individuals engaged in the delivery of health 
services as the Secretary may by regulation designate.

Although the term Accountable Care Organization (ACO) was 
not coined until 2006, it bears resemblance to the definition of 
the Health Maintenance Organization (HMO), which rose to 
prominence in the 1970s.21 Like the HMO, the ACO is “an entity 
that will be ‘held accountable’ for providing comprehensive 
health services to a population. The “ACO” model builds on the 
Medicare Physician Group Practice Demonstration project and the 
Medicare Health Care Quality Demonstration project, established 
by the 2003 Medicare Prescription Drug, Improvement and 
Modernization Act. Kaiser Permanente and HealthCare Partners 
Medical Group are two notable examples of successful “ACO” 
prototypes. The “ACA”, defines medical groups to become part  
of an Accountable Care Organization (ACO).22

As networks of providers, ACOs are composed mostly of 
hospitals, physicians, and other healthcare professionals. 
Depending on the level of integration and size of an ACO, 
providers may also include health departments, social security 
departments, safety net clinics, and home care services. 
The various providers within an ACO will need to work with 
one another to provide coordinated care to the beneficiary 
population, align incentives and lower overall healthcare costs. 
Although ACOs have been compared to health maintenance 
organizations (HMOs), ACOs are different in that they allow 
providers much freedom in developing the ACO infrastructure. 
Any provider or provider organization may assume the 
leadership role of running an ACO, as the ACA does not 
explicitly designate any provider to that role.

An accountable care organization (ACO) is a healthcare 
organization characterized by a payment and care delivery model 
that seeks to tie provider reimbursements to quality metrics 
and reductions in the total cost of care for an assigned population 
of patients. A group of coordinated health care providers forms an 
ACO, which then provides care to a group of patients. The ACO 
may use a range of payment models (capitation, fee-for-service 
with asymmetric or symmetric shared savings, etc.). The ACO 
is accountable to the patients and the third-party payer for the 
quality, appropriateness and efficiency of the health care provided. 
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According to the Centers for Medicare and Medicaid Services 
(CMS), an ACO is “an organization of health care providers that 
agrees to be accountable for the quality, cost, and overall care of 
Medicare beneficiaries who are enrolled in the traditional fee-for-
service program who are assigned to it.” 

The “ACO” is an important strength of the “ACA” in that it has the 
ability to control costs. Two weeks after the U.S. Supreme Court 
ruling, one hundred and eleven (111) “ACO” applications were 
received by the Office of the Secretary of The Department  
of Health and Human Services.23 

Cost lowering “ACo” Payment Models

In an effort to lower healthcare costs, the CMS has introduced 
the one-sided and two-sided payment model, either of which 
the ACOs can choose to adopt. Under the March 2011 proposal, 
ACOs could choose the one-sided model, in which they would 
participate in shared savings for the first two years and assume 
shared losses in addition to the shared savings for the third year. 
In the two-sided model, ACOs would participate in both shared 
savings and losses for all three years. Although the ACO assumes 
less financial risk in the one-sided model compared to the two-
sided model, ACOs have a maximum sharing rate of 50% in the 
one-sided model and a higher maximum sharing rate of 60% in 
the two-sided model, provided that the minimum shared savings 
rate threshold of 2% is reached. For both models, there is a shared 
loss cap that increases each year. However, initial feedback raised 
concerns regarding ACO’s financial risk and possible cost savings. 
On October 20, 2011, DHHS released the final regulations that 
altered providers’ financial incentives. Under the one-sided model, 
providers no longer assumed any financial risk throughout the 
three years and continued to have the opportunity to share in cost 
savings above 2%. Under the two-sided model, providers will 
assume some financial risk but will be able to share in any savings 
that occur (no 2% benchmark before provider savings accrue). 

The “HMO Act” did not have tight controls of cost savings 
consistent models outlined in the “ACA’s” structure of “ACOs”. 
The “HMO Act” provided for employed workers and a senior 
population through their senior advantage programs, leading to a 
different financial risk population than is proposed to the “ACOs”. 
Provider incentives are clearly defined in the “ACA” providing 
a shared risk goal. The “ACA” has within its goals inclusion of a 
healthy adult population as part of its risk pool. 

a. The ACO Quality Measures
  “To address the goal of improving healthcare quality, 

CMS has established five domains in which to evaluate 
the quality of an ACO’s performance. The five domains 
are “patient/caregiver experience, care coordination, 
patient safety, preventative health, and at-risk 
population/frail elderly health.” 

It is evident that countries that have been successful in providing 
a model of care to all its people within a Universal care delivery 
system, have demonstrated savings in that the payer wields a 
cost clout, particularly concerning bargaining power of purchasing 
agreements of drugs and supplies. Pharmaceutical costs of 
government driven Universal care models have substantially 
lower drug costs than does the United States. The “ACA” has 
been successful in lowering Pharmaceutical costs negotiated 
for the Medicaid population through a secured 40% discount 
of brand named pharmaceuticals similar to Medicare Part D. 
The Veterans Administration further controls its drug costs 
through contracts directly with drug manufacturers, receiving a 
volume driven cost savings of 40%. Opportunity exists for drug 
and research manufacturer discounts to be expanded to others 
outside the Centers of Medicare/Medicaid Services (CMS) and 
Veterans Administration populations, yet cost containment and 
controls have not legislatively been implemented. Congress has 
established safe harbors for drug manufacturers and expanded 
product liability protections that continue to drive costs upward. 
Forecasted prescription drugs costs over the first decade of the 
“ACA” are estimated to equal $290 billion, supporting one of the 
richest industries in the World. 

reviewing Census Data – the growth of the under/uninsured

In 1900, the U.S. Census Bureau reported that the United States 
life expectancy was 47 years of age, in 2011 life expectancy was 
reported to be 78.9 years. Although improved from the turn of the 
century, the United States ranks the lowest of all industrialized 
nations. In 2011, the first baby boomers reached age 65. The 
“ACA” has outlined and entitled provisions in Title IX – Revenue 
Provisions, Subtitle A – Revenue Offset Provisions as additional 
funding opportunities outside of what was addressed in the 
“shared responsibility payment” “penalty” under the original 
“individual mandate” provision which was found constitutional by 
the U.S. Supreme Court. The U.S. Supreme Court established that 
the language choice in the “ACA”, stating that individuals “shall” 
obtain insurance or pay a “penalty”, does not reflect punishing or 
unlawful conduct and requires compliance with the Direct Tax 
Clause of the U.S. Constitution.

Medicare sources of revenue currently are payroll taxes, general 
revenue, beneficiary premiums, taxation of social security benefits, 
and interest.24 Throughout the “ACA” numerous Tax credits are 
promised to individuals, health plans and businesses.25 “Penalties” 
as held by the U.S. Supreme Court, as mentioned earlier in this 
article, identifies that penalties are treated differently from 
taxes.26 Congress’ power to levy taxes is extremely broad, 
where few taxes are successfully challenged on constitutional 
grounds. “Penalties” on the other hand, must be authorized 
under Congress’ “enumerated powers”. The U.S. Supreme 
Court referenced compliance of the Direct Tax Clause, which 
provides: “No capitation, or other, Tax shall be laid, unless in 
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Proportion to the Census or Enumeration herein before directed 
to be taken.” Chief Justice Roberts commented that “a tax on 
going without health insurance is not like a capitation or other 
direct tax under this Court’s precedents.”27 “It therefore need 
not be apportioned so that each State pay in proportion to its 
population.” The Anti-Injunction Act prohibits legal challenges to 
tax laws before someone has actually paid the tax. In assessing 
the constitutionality of the “ACA”, the U.S. Supreme Court ruled 
that the shared responsibility “penalty” was not a tax. The issue 
of constitutionality will arise again, as any person in the United 
States who fails to maintain “minimum essential coverage” for one 
month or more and who does not fall into one of the categories 
on the list of exceptions, under the Sixteenth Amendment of the 
Constitution attorneys may sue in challenge that the “penalty” is a 
“capitation tax”.28 The Sixteenth Amendment (Amendment XVI) 
to the United States Constitution allows the Congress to levy an 
income tax without apportioning it among the states or basing 
it on Census results.29 This amendment exempted income taxes 
from the constitutional requirements regarding direct taxes, after 
income taxes on rents, dividends, and interest were ruled to be 
direct taxes in Pollock v. Farmers’ Loan & Trust Co. (1895).30 

Regarding income taxes, which can be assessed proportionately 
among the states based upon disparities in income, under the 
Constitution, the Sixteenth Amendment requires that capitation 
taxes be apportioned among the States on the basis of census 
population.31 Soon after the passage of the Sixteenth Amendment 
the U.S. Supreme Court acknowledged the continued 
constitutional requirement of apportionment of taxes imposed 
directly on the person: 

  This amendment shall not be extended by loose 
construction, so as to repeal or modify, except as 
applied to income, those provisions of the Constitution 
that require an apportionment according to population 
for direct taxes… This limitation still has an appropriate 
and important function, and is not to be overridden by 
Congress or disregarded by the courts.32

The question will be, how will the “penalty” be assessed under 
the U.S. Constitution’s Sixteenth Amendment?33 The “penalty” 
must be assessed evenly based upon population and not vary 
based upon factors such as the financial condition of the State’s 
residents. This is another example of the potential conflict 
imposed between the States and the federal government in 
the U.S. Supreme Court’s ruling regarding the “ACA’s” shared 
responsibility language of a “penalty” of individuals who fail to 
obtain insurance coverage under the provisions of the “ACA”, 
further threatening the sovereignty of the individual states.

Conclusion

The “ACA” attempts to achieve near-universal health insurance 
coverage by spreading its costs to all individuals, insurers, 
governments, hospitals and employers, while at the same time, 
offsetting significant portions of the costs with new benefits to 
each groups.34 A good example is that the federal government 
bears the burden of paying billions for the new entitlements 
mandated by the Medicaid Expansion and federal subsidies 
for insurance purchases on the exchanges; but it benefits from 
reduction of the reimbursements it pays to hospitals. The federal 
government’s increased spending was proposed to be offset by 
provisions of the “ACA” by new taxes and cuts in other federal 
expenditures, including reductions in Medicare and federal 
payments to hospitals.35

It is surprising that there is such push back from the states 
regarding the “Medicaid expansion” provision of the “ACA”. Prior 
to twenty-six states filing suit questioning the constitutionality 
of the mandate, states readily accepted monetary incentives in 
preparation of the expansion, offered by the federal government 
prior to 2012.36 Congress thought that some states might decline 
federal funding for the operation of a health benefit exchange, 
and made provision that if a state declined to participate in the 
operation of an exchange, the federal government will step in and 
operate the exchange for that state. In addition, knowing that states 
would not necessarily provide affordable health insurance for 
aliens lawfully present in the United States, because Medicaid 
does not require states to provide such coverage, the federal 
government extended the availability to the new federal insurance 
subsidies to all aliens. The U.S. Supreme Court’s ruling on the 
unconstitutionality of the “Medicaid expansion” provision of the 
“ACA” as a threat to the United States system of federalism, brings 
forth a dilemma. Congress did not anticipate and make provision 
of the federal subsidies to be available to citizens with incomes 
below the poverty level because Congress obviously assumed they 
would be covered by Medicaid, never contemplating they would be 
left without Medicaid. If Congress had considered that states might 
withdraw or be expulsed from the Medicaid program, Congress 
surely would have made citizens eligible for the tax subsidies as 
provided for low income aliens.

CAHQ Journal • Fourth Quarter 2013 • 23

PARt thRee: One nAtIOn undeR CARe – A sInGLe PAyOR systeM?



CAHQ Journal • Fourth Quarter 2013 • 24

PARt thRee: One nAtIOn undeR CARe – A sInGLe PAyOR systeM?

The “ACA” refers to many interdependencies as “shared 
responsibility” in support of Federal Spending cost offsets.” In at 
least six places, the “ACA” describes the “individual mandate” as 
working together with other provisions of the “ACT” to increase 
healthcare to millions of new consumers to significantly reduce 
the economic cost of poorer health and shorter life span of the 
uninsured. The “ACA” calls the “individual mandate” an essential 
part of federal regulation of health insurance, warning that the 
absence of the requirement would undercut Federal regulation of 
the health insurance market. Without the “individual mandate” 
and the “Medicaid expansion” the “ACA’s” insurance regulations 
and insurance taxes impose immeasurable risks on insurance 
companies and their customers. Those risks undermine Congress’ 
intent of a fiscally “shared responsibility”. The “ACA’s” regulations 
and taxes will mean higher costs for insurance companies. Higher 
costs could mean higher premiums for consumers, contrary 
to Congress’ intent of lowering health insurance premiums. 
Higher costs also could threaten the survival of health insurance 
companies, again contrary to the goal of the “ACA” to establish  
an effective health insurance market.

The U.S. Supreme Court’s holding that the “individual mandate” is 
a “tax” raises a difficult constitutional question as what is a “Direct 
Tax”? The Judgment on the “Medicaid expansion” issue ushers in 
new federalism concerns and places an unaccustomed strain upon 
the Nation. The wisdom of our forefathers in the establishment 
of our United States federal government is relevant today, as 
we understand the importance of a Democratic Society and the 
government’s limited powers. The “ACA” and the U.S. Supreme 
Court’s rulings have created new constitutional questions in 
the name of cooperative federalism, a continual question of 
undermining states’ sovereignty and individual rights of choice. 
The Constitutional protections are those of structure, notably,  
the restraints imposed by federalism and separation of powers.

There are conflicting Federal Income Tax Revenue codes and the 
Sixteenth Amendment of the U.S. Constitution undermining the 
rulings of the U.S. Supreme Court this past June. The “ACA” 
is stronger than the “HMO Act” of 1973 in meeting goals of 
insurance regulation, insurance eligibility, wellness programs, 
community outreach and quality monitoring, but over the long 
haul, its ability to outperform other attempts of universal care  
will be impeded by its own language, found to be unconstitutional 
and against the United States principles of a Democratic Nation  
of choice, within a system of federalism.
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2242 U.S.C PUBLIC LAW 111–148—MAR. 23, 2010 124 STAT. 119, p 10.
23HHS Bulletin, July 1, 2012, p 1.
24Annual Report of the Boards of Trustees of the Federal Hospital Insurance and Federal Supplementary Medical Insurance Trust Funds, 2009, p 1.
25 Compilation of Patient Protection and Affordable Care Act [As Amended Through May 1, 2010]. Prepared by the Office of Legislative Counsel 

for the Use of the U.S. House of Representatives, Table of Contents, pgs i – XViii.
26U.S. Constitution, Article 1, Section 8. 
27U.S. Supreme Court of the United States, No. 11-393, supra at 4.
28Black’s Law Dictionary 211 (6th ed.)“A tax or imposition upon the person.”, 1990, p 111.
29U.S. Constitution, Article 1, §§ 2 & 9.
30Pollock v. Farmers’ Loan & Trust Co. (1895).
31U.S. Constitution, Article 1, §§ 2 & 9, supra at 10.
32Eisner v. Macomber, 252 U.S. 189, 206 (1920).
33U.S. Constitution Amendment, XXVI.
34Compilation of Patient Protection and Affordable Care Act [As Amended Through May 1, 2010].noted, pgs i – Xviii, supra at 53.
35§1395 ww(r), “Medicare cuts”; ACA Title IX, Subtitle A, 124 Stt.847, “Revenue Offset Provisions”.
3642U.S.C. §18041(c)(1).



1.  What year did President Bush Sign Medicare reform legislation 
offering prescription drug coverage?

 a. 2001

 b. 2002

 c. 2003

 d. 2004

2.  The congressional budget office forecasts the Federal deficit  
of the “ACA” will impact the insurance provision coverage  
costs over the next 11 years to an increased gross federal  
spending of?

 a. 1.7 million 

 2. 3.7 million

 c. 1.7 trillion

 d. 3.89 trillion 

3.  Does the “ACA” have specific well defined provisions  
governing medical gaps over the “HMO Act” of 1973?

 a. Yes

 b. No

4.  One sided, two sided and three sided payment models  
are available for states to adopt?

 a. Yes

 b. No

5.  The 5 domains established to evaluate the quality of  
ACO’s performance are: Patient/caregiver experience,  
care coordination, patient safety, preventative health  
and at risk population/frail elderly health.

 a. True

 b. False

6.  The difference between life expectancy in 1900 versus 2011 
(per the U.S. Census Bureau) is:

 a. 25 years

 b. 30.9 years

 c. 31.9 years

 d. 29.7 years 

7.  The anit-injunction Act prohibits legal challenges to tax laws 
before someone has actually paid the tax?

 a. True

 b. False

8.  The 17th Amendment requires that capitation taxes be  
apportioned among states on the basis of census population?

 a. True

 b. False

9.  The government's increased spending was proposed to be  
offset by provisions of the “ACA” by new taxes and cuts in  
other federal expenditures “Excluding” reductions in Medicare 
and federal payments to hospitals?

 a. True

 b. False

10. The first baby boomers reached age 65 in what year?

 a. 2001

 b. 2007

 c. 2011

 d. 2013
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Ce QueStIonS: PArt tHree: one nAtIon unDer CAre – A SIngle PAyor SySteM?

k cOntinuing eDucatiOn QuestiOns



 

the California Association for Healthcare Quality is Proud to Announce  
the launch of the newly redesigned CAHQ.org

By overhauling our main site, we’ve been able to modernize 
our look and feel, as well as improve navigation and provide 
several enhanced website tools to our members. In an effort 
to increase our efficiency and responsiveness, we’ve also 
automated multiple processes (including Job listings and 
Membership) on a robust platform that will allow CAHQ 
users to leverage the very latest web technologies. 

our goal is to become your primary resource for professional 
networking and healthcare quality education, and the  
new CAHQ.org is the next step toward a higher level of 
engagement with you, our members. 

Plus, you can get started on CAHQ.org for free.
learn more information at www.cahq.org/get-started.

It’s the best way to stay connected with the California 
Association for Healthcare Quality as we move forward 
together into the ever-changing healthcare environment.

next time, we’ll take an in-depth look at the new on-line 
profiles at CAHQ.org and show you how to get the most  
out of your membership.
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VISIt CAHQ.org



 

Introduction to Healthcare Quality in los Angeles!

Back by Popular Demand…

nAHQ is once again partnering with the California 
Association for Healthcare Quality to deliver an 
"Introduction to Healthcare Quality." this course  
will provide new healthcare quality professionals  
with a basic understanding of quality and patient  
safety principles, methodologies, and toolsets to  
enable them to enhance their knowledge in their   
healthcare practice setting.

When

Monday, January 13, 2014
8:00am – 5:00pm

location

the California endowment
1000 n. Alameda Street
los Angeles, CA 90012

Pricing

nAHQ Member: $199
CAHQ Member: $199
non-Member: $275
CPHQ Ce Credits: 7.5
nursing Contact Hours: 7.5

register online at www.nAHQ.org/education

the 2014 CAHQ Spring Conference and Annual Meeting
“Leading Change in Challenging Times”

CAHQ is proud to announce Jack Jordan, Director of  
Advanced Analytics for Henry ford Health System as  
our keynote speaker. Don Berwick, former Administrator  
of the Centers for Medicare and Medicaid Services,  
appointed Jack as Deputy Director, Partnership for  
Patients Center for Medicare and Medicaid Innovation,  
Department of Health and Human Services. 

over the last two years, Jack was a member of the senior 
leadership team managing a 500 million dollar federal  
program with 29 contracts to engage support and impact 
patient safety across the nation to reduce medical harm. 
 
He was the lead patient safety subject matter expert for  
Partnership for Patients program advising 26 programs  
that engage 3700 hospitals in the united States.

Jack also led day-to-day operations of contract  
management to support Partnership for Patients  
program to reduce preventable hospital acquired  
conditions by 40 percent and all cause readmissions by  
20 percent across entire American healthcare system.
                                                                                                                                                      
Participants will walk away with:

  realistic strategies to maintain focus on patient safety  
in challenging economic situations;

  tools to maintain focus on patients and results;

  How to align multiple efforts to maximize benefits to  
patients with a positive impact on the bottom line.

When

Monday, March 17, 2014
8:00am – 5:00pm

location

the California endowment
1000 n. Alameda Street 
los Angeles, CA 90012

Pricing

CAHQ Member (early registration): $199
register and Join CAHQ (early registration): $275
non-Member: $300

register online at www.CAHQ.org
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uPCoMIng eVentS



 

2014 Healthcare Quality overview
and CPHQ Certification Workshop

When

thursday – friday
May 15 -16, 2014
october 16 – 17, 2014

Speaker

Susan Mellott, Ph.D.,
rn, CPHQ, fnAHQ
(JB Quality Solutions, Inc. and CAHQ)

location

radisson ontario Airport Hotel
2200 e Holt Boulevard
ontario, CA 91761

registration oPenIng Soon
Please register online at
www.CAHQ.org

Pricing

CAHQ Member: $545*
register and Join CAHQ: $640*
non-Member: $675*
CPHQ Ce Credits: 14.0
nursing Contact Hours: 16.8

*Includes required course Handbook

fall Prevention Webinar
“No One Walks Alone”
kaiser San Diego
learn how one San Diego Medical  
Center has changed their culture  
of safety in pursuit of "Zero falls".

When

thursday, December 5, 2013
11:30am – 1:00pm

Screening for Substance Abuse –  
Inpatient Psych/Psychiatric Hospital
New CMS Requirements
QIo Behavioral Health Services
learn the clinical definitions, the science and the tools  
of the new substance abuse screening measures that will 
be part of the inpatient psychiatric prospective payment 
requirements of CMS.

When

thursday, January 16, 2014
11:30am – 1:00pm

Please register online at
www.CAHQ.org

Pricing

$75 (multiple participants)
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uPCoMIng eVentS

Additional information  
for all upcoming events  
is available on the CAHQ  
website at CAHQ.org

OnLIne



Article length

Article submissions should be between 2,500 and 3,500 words.

Software

Submit articles as Microsoft Word or PDF documents.

Margins 
Set all margins at one inch, header and footer at ½ inch.

font

Use Times New Roman or Arial, 12 pt. throughout (including  
title, headlines, subheads, etc.)

titles

Make titles flush left and bold, in sentence format. The first  
word is capitalized, the rest lowercase, unless one of the words  
is a proper noun.

Headlines

Make headlines as short as possible and avoid punctuation.  
The first word is capitalized, the rest lowercase, unless one of  
the words is a proper noun.

Author

Include the author(s) name(s) underneath the headline with  
all of the titles correlating to the author.

Spacing

Set spacing for single space between lines of text. Do not  
double space between paragraphs.

Alignment

Set flush left throughout.

Paragraphs

Indent the first line of each paragraph ½ inch using <Tab>  
instead of indent formatting or multiple spaces. Indented  
quotation margins are ½ inch on the left with the first line  
tabbed at one inch.

Bold, Italic and underline

Do not underline anything. Make titles and first level headings 
bold, sentence format, no periods. Make second level headings 
italic, sentence format. Avoid third level headings if possible.  
Use italic for emphasis within the body of the article.

Bullet Points

If applicable, use round dark bullet points, flush left alignment.

footnotes/endnotes

Microsoft word (Windows) go to References > Insert > Endnote. 
In Microsoft Word (Mac) go to Insert > Footnote/Endnote. 

graphics

If graphics are included in the article document for placement,  
also submit the graphic file separately. Avoid using graphics  
obtained from the Internet as they are usually very poor quality.  
Any photographs and vector images should be desired dimensions 
at 72 ppi. Accepted file formats include: JPEG, TIFF, BMP, Adobe 
Photoshop (PSD), PDF and PNG. Illustrations and vector graphics 
(including tables and graphs) should be in one of the following 
formats: Adobe Illustrator (AI), EPS, PDF or SVG.

Biography

Include a brief author’s biography of no more than 50 words  
at the end of the article (article authors only).

Article Summary

Include a 25-40 word summary description of your article for  
use on the Table of Contents.
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ArtICle SuBMISSIon CrIterIA

k DO yOu Want tO Write an article fOr the cahQ JOurnal?

We at CAHQ are extremely interested in anyone who would be willing to write and share their articles 
with us for inclusion in the Journal. Please submit your articles to the Co-Editors Donna Hansen at  
donna.hansen@huntingtonhospital.com or Matt Whaley at matthew.whaley@healthsouth.com by the 
deadline dates of October 5, January 5, April 5, and July 5. 



1. When did you start working on the project?

2.  What was the purpose of the project?  
What were your goals?

3.  What clinical measures did you work on improving?

4. Where is your hospital located?

5. What is the size of your hospital?

6.  What is the size of the hospital staff?  
Quality improvement team staff (if applicable)?

7. What is the average patient-to-nurse ratio?

8.  Did you or your team attend any training?  
Please describe.

9.  Did you provide any training? To whom?  
Please describe.

10.  What improvements did you experience and when?  
(Please be as specific as possible and use data,  
percentage points, etc.)  
Provide graphs if possible.

11.  Did your project result in any tools you can share?  
If so, please include.

12.  Did you experience any other accomplishments?

13.  Did you have any lessons learned that you are  
willing to share?

14.  Who were the primary champions of the project  
(names and titles).  
Include a team picture if you can.
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Style AnD InforMAtIon SHeet

k guiDelines fOr articles On hOsPital Quality PrOJects

The questions below can act as a guide in helping you write your article. 



To obtain CE credit for CE-designated articles (1 hour per article; CA BRN provider #03370) published in CAHQ’s Journal for  
Healthcare Quality:

1. Read the CE-designated article(s)

2. Circle the correct answers on the corresponding “answer sheet(s)”

3.  Submit this order form, the answer sheet(s) and the appropriate testing fee ($12 per article for CAHQ members, $17 per article  
for non-members) to the address below.

Articles remain available for CE credit in the Journal and on the CAHQ web site www.cahq.org for up to two years from the date  
of publication.

Upon successful completion of the steps above, you will receive a certificate in the mail within four weeks of our receipt. For a rush  
CEU certificate by fax or e-mail, enclose an additional $10 with your submission. Your certificate will be faxed or e-mailed to you  
within three working days of receipt.

Name:  

Address:  

City:   State:   Zip:  

Phone (Business):   Phone (Home):    

Fax:   E-mail:    

Professional License:     

Mail, fax or e-mail to:  
Examination Reviewer, CAHQ
4570 Van Nuys Blvd. #326
Sherman Oaks, CA 91403
Phone: 800-230-3163
Fax: 866-722-3277
E-mail: CAHQmanager@cahq.org

Make checks payable to CAHQ. Sorry, a credit card payment option is not available for this activity.

Ce fees: 
CAHQ members $12 per article; Non-CAHQ members $17 per article
# of articles submitted    X $   = Total CE fee $  .00
$10 additional rush fee $  .00
Total enclosed $  .00

For rush orders, send my certificate by:
❑ Fax ❑ E-mail (see above)
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ContInuIng eDuCAtIon tHrougH Self-StuDy

k earn cOntinuing eDucatiOn units fOr articles in the cahQ JOurnal



CAHQ, 4570 Van nuys Blvd., #326, Sherman oaks, CA 91403 • (800) 230-3163 • www.cahq.org

MeMBerSHIP APPlICAtIon

k califOrnia assOciatiOn fOr healthcare Quality

❑ New Application □ ❑ Renewal Referred by:     Date Mailed:      
❑ Regular Dues $110 □ ❑ Discounted Dues $95 (Prepaid by 12/31 for next year) □ ❑ Organization Membership $320
❑ Student Dues $45 (Submit copy of Student ID with application.) Student membership limited to a maximum of one year.

Save even More with Added Discounts by extending your Membership for 2 or 3 years now!
Prepay ❑ $180 for a discounted 2-year membership or ❑ $255 for a 3-year membership.  
Organizational members can save by taking advantage of a ❑ $540 prepaid 2-year membership or prepay ❑ $760 for a 3-year membership.

Mail completed application and check payable to CAHQ to the address below or pay by credit card:

❑ MC □ ❑ Visa □ ❑ American Express (Indicate one)

Credit Card Number:   Signature:     

Exp. Date:   Security Code:    

or join online and pay via PayPal at www.cahq.org/membershipInfo.html

Name:  

Facility Name:   Title:   

Business Address:      

City:   State:   Zip:  

Home Address:      

City:   State:   Zip:  

Phone (Business):   Phone (Home):   

Fax:   E-mail:   

For publication in the CAHQ Directory, use my ❑ Business address ❑ Home address
For mailings, use my ❑ Business address ❑ Home address
❑ Omit my name from lists CAHQ shares with non-affiliated organizations. (You will still receive all CAHQ mailings.)
❑ I hold active status as a Certified Professional in Healthcare Quality (CPHQ).
❑ I am a current member of the National Association for Healthcare Quality (NAHQ), a CAHQ affiliate.
❑ RN Calif. license #  □ ❑ Registered Health Information Administrator (RHIA)  
❑ MD/DO license #  □ ❑ Registered Health Information Technician (RHIT)  
❑ Cert. Med. Staff Coord. (CMSC) #  □ ❑ Cert. Prof. Cred. Specialist (CPCS) #  □ ❑ Certified Risk Manager
❑ Other professional license/certification/accreditation. Type  #   

In which type of organization/facility do you currently work? (e.g. Acute care hospital or medical center, outpatient clinic, private 

review organization, etc.)       

      

What is/are your area(s) of expertise? (e.g. Quality management/improvement, risk management, care/case/utilization management, 

medical staff services, etc.)       

      

Which best describes your current position? □ ❑ Senior management □ ❑ Supervisory □ ❑ Middle Management □ ❑ Consultant □ ❑ Staff
How many years of experience do you have in the healthcare quality field?  
Have you been a CAHQ member before? □ ❑ Yes □ ❑ No □ If yes, which year(s)?  
May we contact you for volunteer opportunities? □ ❑ Yes □ ❑ No



x

California's premier organization for the promotion of 
healthcare quality and patient safety

Our Mission
 leadership in the industry

 networking

 education and resources

Member Benefits
 Peer-to-peer networking

 timely education programs

 cPhQ certification preparation

 Quarterly journals on relevant topics and legislation

 Opportunities to participate in your organization 

Visit www.CAHQ.org  
or call (800) 230-3163
to learn more!
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