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Section 1.2 Adopt - Plan

Change Management
This tool provides an overview to change management, including change stages, transformation, agents of change, and possible deterrents to making changes in your nursing home.

Change is one of the most difficult behaviors to effect. While few people are willing to articulate why change is so difficult for them on a personal level; change is frequently viewed as shifting the balance of power—and no one likes giving up what they perceive as power. An impending change often results in fear, resistance, and even sabotage. 
Stages of Change

Unfortunately, no magic wand is available to effect change without effort. Some studies suggest that change requires progression through stages, such as the five stages of the grieving process in death (denial, anger, bargaining, depression, and acceptance). Several studies support the work of Prochaska and others that change requires pre-contemplation, contemplation, preparation, action, and maintenance, often over a fairly significant amount of time, or at least more time than is often devoted to HIT acclimation. Other change management experts describe a process that entails unfreezing old habits by pointing out deficiencies and the value of new approaches; making the change through engagement, education, and training; and then refreezing the change into new habits through continual reminders and reinforcement, as well as commitment to enforcing, supporting, and celebrating the results of the change. All of these suggest one commonality—that change is complex and people progress through multiple stages before real change occurs.
Clinical Transformation

Clinical transformation is a concept that describes the scope of change brought about by new HIT in general and EHR systems in particular. Regulations, staffing, reimbursement, cost, malpractice, report cards, and other issues have catapulted organizations to seek a significant revamping of their workflows and processes to meet requirements, recruit and retain good staff, optimize reimbursement, reduce waste, reduce errors, and address public concerns. Clinical quality is now at the forefront of all health care organizations’ concerns. Clinical transformation suggests some hallmarks that are different from previous approaches to change in health care organizations: 
· Clinically-focused. HIT and EHR in particular have largely been on the periphery of the core business of health care. Financial, administrative, and operational systems have been widely implemented; clinical systems are the next frontier. Clinical information systems focus directly on the core business of health care—taking care of patients. The resulting clinical transformation programs have focused on the effectiveness and efficiency of patient care delivery.

· Integrated. Where many of the financial, administrative, and operational/departmental systems were largely standalone and potentially interfaced to share limited demographic data, most such systems have not been truly integrated. Moving from one application to another is not seamless. To transform clinical processes, all current and new systems must serve as source systems linking directly to one another or through a data repository. 

· Comprehensive. Clinical transformation relies on having access to all data for processing into the right presentations of information and into clinical decision making. Although nursing homes will go through a period of time in which they operate with a hybrid record system (some parts on paper and some parts electronic), the goal is ultimately to electronically capture data from all sources for use in care delivery, management, and operations.

· Knowledge-based. Clinicians are knowledge workers and demand that systems intended to support them be as knowledge based as they are. Financial, administrative, and even operational/departmental systems have primarily addressed clerical and operational tasks. While clinicians would be hard-pressed to function in an environment that did not have such systems, they are not touched as directly by them as they are with clinical systems. But if the clinical systems do not provide information based on solid evidence, they have minimal value to the clinician. Further, knowledge is continually evolving and changing. Organizations must recognize that HIT is dynamic and must be continually assessed for accuracy and must be appropriately supported. 

· Outcome-oriented. Clinical transformation is about achieving better outcomes. If there were a way to achieve better outcomes without major investments in information technology, these would be readily adopted. HIT systems are recognized as significant contributors to improving patient safety and quality outcomes. 
Change Strategies

Change management for HIT is not only about recognizing the stages required to accept change and the clinical transformation that is about to take place, but it is also about applying strategies to support change. One element of developing a change management strategy is to understand the organization’s innate change management style. Every organization has some way of introducing and requiring even moderate amounts of change. Most effective change managers recognize the corporate culture of the organization and either work within that culture or attempt to move the organization to a more positive culture. One or more of the following types of change management strategies is typically found in every organization. Although each can be effective given the characteristics of the organization, the general school of thought is that the most-effective and longest-lasting change is achieved through a behavioral norm-based strategy, with effectiveness decreasing with incentive-based, sanction-based, and adoption-based strategies. Consider your organization’s approach.
· Behavioral norm-based strategy is when behavioral norms or expectations are changed by organizational leadership and/or external factors. An example is the promotion of bar code medication administration recently promoted for hospitals by The Joint Commission and recognized by health care leadership as an important means to achieve patient safety. Nursing homes are just now starting to be the target of more such expectations, although with mixed signals. CMS is strongly supportive of HIT, while some states are suffering significant change management issues themselves in acclimating to HIT.
· Incentive-based strategy is one in which conformance is rewarded. This is becoming more popular as payers have announced pay-for-performance incentives for HIT adoption. An example is that of computerized provider order entry systems for which hospitals have been given favorable contracting incentives for use by the Leapfrog Group. Physicians are being incentivized by Medicare to adopt e-prescribing, starting in 2009. Some experts fear, however, that once the incentive is removed that organizations will slip back into old ways.

· Sanction-based strategy may be viewed as the opposite of the incentive-based strategy, where nonconformance is penalized. In this case, payers may introduce disincentives, such as Medicare adding time to pay on claims if not filed using the HIPAA-required electronic transactions, withholding a percentage of payment from hospitals that do not participate in voluntary quality reporting, or reducing the fee schedule for physicians who do not use e-prescribing starting in 2012.
· Adoption-based strategy is one in which people are transferred from the old way to the new way over time, such as giving providers the option of whether they will adopt CPOE or not. This strategy may be useful in some instances, but with today’s focus on clinical transformation, most organizations find they do not have the time or resources to accommodate such a strategy. The strategy essentially requires running dual processes—paper records and electronic records— until everyone decides to adopt the new technology. Such a strategy is costly and results in a hybrid record environment that not only is confusing but potentially a patient safety issue.

Agents of Change

Another key strategy in managing change is to recognize that the project manager, administrator, director of nursing, physician champion, or IT staff is not the sole change agent. In fact, everyone involved in the process of HIT adoption needs to be a change agent—discussing the skills needed with the members of the HIT steering committee and all supervisors can be well worth the time. Each person involved in the HIT project may need to reflect upon the following skill requirements and take steps to hone them for the good of the organization: 

· People skills are essential to understand the diversity among all individuals, skill sets, and positions that are impacted by HIT. Effective change managers are able to listen, restate, reflect, clarify without interrogating, draw out the quiet, quiet the verbose, channel discussion, plant ideas, and develop trust and confidence in users. 
· Political skills are needed to understand the various viewpoints and counter viewpoints that may arise during discussion about HIT.
· System skills help organize and manage the technology while translating this into language that users will understand and respect. 

· Analytical skills ensure that workflow and processes are not only understood and appropriately improved upon, but also used to assess and manage the financial impact of the change. 

· Business skills are needed to understand the underlying way the health care organization works and the underlying clinical processes. Change agents need be able to “talk the talk” and “walk the walk” related to their roles.
Recognizing and Responding to Resistance to Change 

Reading people and preparing to respond to their concerns about change is an important task for the change agents. In addition to the pace at which individuals adopt change, people react to change in different ways, from threatening to leave to actively supporting the change. Reading reactions and responding appropriately is very important. This is especially true for those known to be “informal leaders” or “opinion leaders” who you will want on the side of change. Common reactions to change and how to respond include:

· Leaving. Some clinicians indicate that they would retire before adopting an EHR or other HIT. Some may be convinced to stay and can serve the organization well if their active resistance can be channeled into representing a resister’s viewpoint for the good of the project. However, if this is not possible, simply acknowledge the person’s accomplishments and let them make their own decision. Threats by physicians to take their business elsewhere are generally no longer very effective, as most nursing homes are either adopting HIT and EHR or have them on a future agenda. Many nursing homes find that young physicians who are interested in geriatrics or using nursing home business to supplement their revenues early in their practice are very interested in EHR from their training experiences. Replacing nurses may not be as easy, so putting effort into education and engagement will be essential for the bulk of your user community. 

· Active resistance. In active resistance, the organization has an advantage because the individuals are clear about how they feel. Such individuals can be a benefit to an HIT project if, as described above, the active resistance can be channeled into representing a resister’s viewpoint for the good of the project. Once active resisters are turned around, they can be equally active in their support. Active resisters often do not threaten to leave either because they are not old enough to retire or know other facilities are adopting HIT as well. As a result, they are easier to turn around than those threatening to leave. Active resisters must be turned around because their resistance can be infectious. 

· Opposition. A person who opposes HIT but is not an active resister can be the most difficult to identify and turn around. Often this is a person who is negative about everything and potentially depressed. Offer life/career counseling to such individuals is often necessary. If this is done, however, the benefits can be great not only for the HIT project but for the individual.

· Acquiescence. An individual who grudgingly accepts the HIT is someone who needs to be monitored closely. This individual could swing to either opposition or acceptance. Involving this individual with specific tasks and recognition for work well done will help ensure acceptance. 

· Acceptance/modification. An individual who reacts by always claiming to accept the project but continuously offering modifications to the system can put a project at risk for delaying or going over budget. Often a person with such a reaction is actually one who opposes the project and is trying to avoid using the system, or avoid any change it may be designed to impose. This exuberance for modifying the new system back to old ways needs to be managed.

· Acceptance. A person who quietly accepts the change is certainly one to be appreciated. However, such persons could contribute more to the process of turning others around if they were more actively supportive of the project, and they should be encouraged, if not called upon, to describe their interest.

· Active support. Some people will be genuinely active supporters and should be greatly appreciated. Their energy and enthusiasm should be channeled into constructive help.

Reading People

A final consideration is to learn how to read the various responses people may have to an HIT project. Supervisors and managers should try to understand the thoughts of staff people who react with silent opposition or acceptance. One way of both reading people and to start the change management process is to use a force field analysis that helps everyone put driving forces and restraining forces for the HIT project on the table. If done in a way that is not personal, but instructive to the organization, the force field analysis process can be revealing and help to educate all. 
Force Field Analysis Tool
The following provides the structure for a force field analysis, with some examples of responses you may expect to hear. When using this technique, do not supply driving forces or restraining forces (see tool below) but let participants articulate these themselves. Also avoid filtering or judging any of the participants’ comments. Record them as they are described (or a shortened version). How people feel about the issues is what you want to capture—not whether you think they are right or wrong. Start asking for national factors driving HIT and then progress down to institutional and personal. In this way, participants recognize that this is not focused just on them or intended to be punitive. Repeat these steps with the restraining forces.
Once everyone has had an opportunity to identify driving and restraining forces, hold a discussion about what the responses mean. Hopefully any myths that surface can be debunked. Take the opportunity to reinforce positive forces. Use input as a springboard for discussion. Keep the focus positive but realistic, acknowledging risk factors to be addressed. Change is much more likely to be accepted when it is understood that change is not expected to generate perfection. 

For example, if “less stress” is identified by your group as a driving force, which is ideal in the long term, the discussion should center on the likelihood of stress during implementation. You do not want to set unrealistic expectations. Likewise, for the restraining force of “potential for errors,” suggesting that HIT might be difficult to learn and therefore increase errors, recognize this possibility but with the notion that proper design and use should significantly reduce errors. In fact, most errors that are found to arise from HIT use are from poor planning, lack of workflow and process redesign, and inadequate time in designing systems to meet specific organization needs. 
Force Field Analysis

	Driving Forces
	Key Factors
	Restraining Forces
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For support using the toolkit

Stratis Health ( Health Information Technology Services

952-854-3306 ( info@stratishealth.org

www.stratishealth.org
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