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Purpose of the Study:  To estimate the prev-
alence of culture change practice in U.S.  nursing 
homes (NHs) and examine how state Medicaid 
policies may be associated with this preva-
lence.  Design and Methods:  In 2009/2010, 
we conducted a survey of a stratified proportionate 
random sample of NH directors of nursing (DONs) 
and administrators (NHAs) at 4,149 U.S. NHs; 
contact was achieved with 3,695. Cooperation 
rates were 62.6% for NHAs and 61.5% for DONs. 
Questions focused on NH (physical) environ-
ment, resident-centered care, and staff empower-
ment domains. Domain scores were created and 
validated, in part, using qualitative interviews 
from 64 NHAs. Other NH covariate data were 
from Medicare/Medicaid surveys (Online Survey, 
Certification and Reporting), aggregated resident 
assessments (Minimum Data Set), and Medicare 
claims. Medicaid policies studied were a state’s 
average NH reimbursement rate and pay-for-per-
formance (P4P) reimbursement (including and not 
including culture change performance measures). 
Multivariate generalized ordered logit regressions 
were used.  Results:  Eighty-five percent of 

DONs reported some culture change implementa-
tion. Controlling for NH attributes, a $10 higher 
Medicaid rate was associated with higher NH 
environment scores. Compared with NHs in non-
P4P states, NHs in states with P4P including culture 
change performance measures had twice the likeli-
hood of superior culture change scores across all 
domains, and NHs in other P4P states had supe-
rior physical environment and staff empowerment 
scores. Qualitative interviews supported the valid-
ity of survey results.  Implications:  Changes in 
Medicaid reimbursement policies may be a promis-
ing strategy for increasing culture change practice 
implementation. Future research examining NH cul-
ture change practice implementation pre-post P4P 
policy changes is recommended. 

Key Words:  Nursing homes, Culture change, 
Medicaid policy, Pay-for-performance

For over two decades, a movement to trans-
form nursing homes (NHs) into person-centered 
homes has been occurring in the United States 
(Koren, 2010). This “culture change movement” 
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aims to deinstitutionalize NH environments and 
individualize care for NH residents, and advocates 
for a less hierarchical structure that better values 
workers. Key principles of culture change include 
resident-directed care and activities; close relation-
ships between residents, family members, staff, 
and community; empowerment of staff; manage-
ment that enables collaborative and decentralized 
decision making; a systematic process for continu-
ous quality improvement; and living environments 
that are designed to be homelike rather than insti-
tutional (Colorado Foundation for Medical Care, 
2006). By 2007, a Commonwealth Fund survey 
found 31% of NH directors of nursing (DONs) 
nationally reported culture change “completely” 
or “for the most part” described their facilities; 
however, 43% reported little or no culture change 
implementation and no leadership commitment to 
adoption (Doty, Koren, & Sturla, 2008).

Although there are comprehensive NH culture 
change models such as the “Eden Alternative” 
(Thomas, Weiner, & Ronch, 2003) and the “Green 
House” model (Rabig, Thomas, Kane, Cutler, & 
McAlilly, 2006), NHs often do not implement a 
comprehensive model per se but instead select cul-
ture change practices based on their unique char-
acteristics and needs (Chapin, 2006). Also, more 
complex culture change practices (such as creat-
ing self-managed work teams) are implemented 
in NHs with longer versus shorter durations of 
culture change implementation (Sterns, Miller, & 
Allen, 2010). Therefore, the practices exemplifying 
NH culture change efforts vary across facilities.

Although more and more rigorous research 
is needed (Rahman & Schnelle, 2008; Weiner, 
Freiman, & Brown, 2007; Zimmerman, 2003), 
studies have supported the benefits of NH cul-
ture change models and practices. For example, 
the Green House model of culture change has 
been shown to be associated with higher levels 
of quality of resident care and life (Kane, Lum, 
Cutler, Degenholtz, & Yu, 2007) and greater fam-
ily satisfaction (Lum, Kane, Cutler, & Yu, 2008). 
Increased staff empowerment has also been sup-
ported as being beneficial (Loe & Moore, 2012), 
and research has shown staff practices aligned 
with culture change are positively associated with 
staff outcomes (Anderson, Corazzini, & McDaniel, 
2004; Bishop, Squillace, Meagher, Anderson, & 
Wiener, 2009). Although existing research has 
not been sufficiently rigorous to support a “best 
practice” recommendation (Rahman & Schnelle, 
2008), enthusiasm and support for NH culture 

change adoption has accelerated, probably, in part, 
given its strong face validity.

Since the 2007 national survey, numerous 
efforts by the Pioneer Network, the Advancing 
Excellence in America’s Nursing Homes Campaign 
(2012; supported by the American Health Care 
Association, Leading Age, and numerous other 
prominent organizations), state culture change coa-
litions, and the Centers for Medicare and Medicaid 
Services (CMS) have continued to support and 
promote culture change adoption. Notably, in 
2009, CMS issued new interpretive guidelines (for 
use during Medicare/Medicaid inspections) call-
ing for more homelike environments in NHs and 
confirming that regulations emanating from the 
Omnibus Budget Reconciliation Act of 1987 sup-
port the transformation to resident-centered care 
(Center for Medicare & Medicaid Services, 2009). 
Also, CMS’s “Eighth Scope of Work” promoted 
culture change by requiring state quality improve-
ment organizations to work with NHs on projects 
that aimed to improve an organization’s culture 
(Koren, 2010). In addition to these efforts, because 
state variation in culture change adoption has 
been observed (Koren, 2010; Sterns et al., 2010), 
of interest was the role states and their Medicaid 
reimbursement policies may have played in pro-
moting adoption/implementation.

Medicaid is an important payer of NH care, 
with Medicaid residents representing 65% of all 
bed days (Werner, Tamara Konetzka, & Liang, 
2010). Previous research has shown Medicaid 
reimbursement policy and rates influence NH 
care and management decisions. Differing policies 
and rates have been associated with differing NH 
hospitalization rates (Intrator et  al., 2007). Also, 
changes in state Medicaid reimbursement policies 
and rates have resulted in changes in NH hospice 
use (Miller, Gozalo, Lima, & Mor, 2011), staffing 
levels (Feng, Grabowski, Intrator, Zinn, & Mor, 
2008), resident acuity (Werner et  al., 2010), and 
outcomes (Mor et al., 2011). Considering this, NHs 
in states with higher Medicaid NH payment rates 
and with pay-for-performance (P4P) programs 
that incentivize higher quality and culture change 
practice implementation (i.e., practices aligned with 
resident-centered care, staff empowerment, and 
home environments; Arling, Job, & Cooke, 2009; 
Werner et al., 2010) may have implemented more 
culture change practices. In non-NH settings, P4P 
programs have been associated with some (modest) 
quality improvements (Petersen, Woodard, Urech, 
Daw, & Sookanan, 2006), and in a NH study, 

Vol. 54, No. 3, 2014	 435



Medicaid P4P program was associated with 
improved access and outcomes (Norton, 1992).

This study uses a mixed methods approach to 
understand the implementation of culture change 
practices in U.S. NHs. The overall goals were to 
estimate the prevalence of culture change prac-
tices in U.S. NHs and to identify the NH attributes 
and Medicaid reimbursement policy associated 
with varying levels of practice implementation. 
Additionally, through interviews, we sought to 
expand our understanding of the facilitators and 
barriers to implementation as well as to validate 
survey findings and enhance their interpretation 
(Shield, Miller, Looze, Tyler, & Lepore, 2013).

Theoretical Framework and Conceptual Model

Motivating this mixed methods research is 
Roger’s Diffusion of Innovation (DOI) theory 
(Rogers, 2003). DOI theory, while focusing on 
the individual, has been used to understand adop-
tion of innovation by health care organizations 
(Rahimi, Timpka, Vimarlund, Uppugunduri, & 
Svensson, 2009) and NHs (Kovach, Morgan, 
Noonan, & Brondino, 2008). Knowledge from 
DOI theory teaches that positive (initial) percep-
tions of an innovation account for 49%–87% of 
the variance in its rate of adoption (Rogers, 2003). 
A  momentum in adoption occurs as adoption 
starts to catch on, due, in part, to the interaction 
between early adopters and the next wave of adop-
ters (the early majority); the early adopters and 
early majority account for 50% of potential adop-
ters (Berwick, 2003; Rogers, 2003). Based on the 
2007 Commonwealth survey (Doty et al., 2008), 
culture change adoption momentum had occurred 
by 2007 because 57% of surveyed NHs were com-
mitted to or had at least partially implemented cul-
ture change. According to DOI theory, therefore, 
nonadopting NHs in 2007 would subsequently 
be considered either “later majority adopters” or 
“laggards.” The later majority adopters are more 
skeptical, have a lower tolerance for uncertainty, 
and lower economic resources, whereas laggards 
are suspicious, traditional, more isolated, and have 
precarious economic situations (Rogers, 2003).

Some organizations will be more likely to be 
innovators (the first to attempt an innovation) or 
early adopters, whereas others will be more likely 
to be in the early majority, late majority, or to be 
laggards. Regardless, all organizations will need to 
be persuaded that adoption is in their best inter-
ests and appropriate for addressing their agenda/

problem(s). For NHs, this persuasion (from peers/
leadership, researchers, consumers, regulators, and 
others) can remove the uncertainty accompany-
ing an innovation by providing reassurance that 
desired outcomes such as higher quality of resident 
care and quality of life and improved satisfaction of 
staff and families are feasible, and that the innova-
tion would not have unexpected consequences and/
or be costly or incompatible with regulatory over-
sight. Considering the CMS support for NH cul-
ture change (which provides persuasive motivation 
to NHs) and the numerous efforts to promote and 
support its use, we expected our survey (reflecting 
practice primarily in late 2009 and 2010)  would 
show greater culture change implementation than 
was observed in 2007 (Doty et  al., 2008). Also, 
because we believed the presence of Medicaid P4P 
programs would provide persuasive motivation 
for NHs to adopt culture change, we hypothesized 
that NHs in states with Medicaid P4P programs 
would have a greater prevalence of culture change 
practice implementation compared with those in 
non-P4P states. Additionally, compatible with DOI 
theory, we hypothesized that this difference would 
be even greater when P4P programs include culture 
change performance measures because concerns 
about incompatibility with regulatory oversight 
would be minimized; such incompatibility has been 
cited as an adoption barrier (Miller et al., 2011). 
Furthermore, based on previous research showing 
higher Medicaid rates are associated with higher 
quality processes and outcomes (Feng et al., 2008; 
Intrator et al., 2007; Miller et al., 2011; Mor et al., 
2011), we hypothesized that NHs in states with 
higher Medicaid rates would have greater imple-
mentation of culture change practices.

Methods

NH Survey Instruments

This research is part of a larger program project 
comprised of four studies dependent upon NH DON 
and NHA survey data. Therefore, a preliminary 
study goal was to identify a parsimonious set of 
survey items. To accomplish this, we focused on 
identifying previously used survey items with good 
measurement properties and construct validity. 
To this end, we interviewed experts who had 
conducted NH culture change surveys (Bott et al., 
2009; Doty et al., 2008; Mueller, 2007). Through 
the information shared by these experts, as well 
as a comprehensive review of NH culture change 
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literature (Colorado Foundation for Medical 
Care, 2006), we identified the key domains to be 
measured and survey items for testing; most items 
chosen had validity support (Bott et  al., 2009; 
Mueller, 2007). The three domains chosen for 
study were (a) a NH’s (physical) environment, (b) 
staff empowerment, and (c) resident choice and 
decision making (i.e., resident-centered care). Also, 
as done in two previous surveys (Bott et al., 2009; 
Doty et al., 2008), we included a single question 
to capture the DON’s perception of the extent 
of their NH’s implementation of culture change/
resident-centered care (see Discussion section).

To reduce measurement error and increase data 
validity, cognitive-based interviews of the draft 
survey items were conducted with NHAs and 
DONs. In all cases, interviews were structured, and 
focused probing techniques were used; a “thinking 
out loud” approach was applied (Jobe & Mingay, 
1989). Three rounds of cognitive-based interviews 
occurred, with the final two following survey revi-
sions. Further details of this testing are described 
elsewhere (Tyler et  al., 2011). Revised survey 
instruments and administration techniques were 
pilot tested and revised as needed (Clark et  al., 
2011).

Survey Sample

The surveys developed were administered to 
a stratified, proportionate random sample of 
DONs and NHAs at 4,149 U.S. NHs; contact 
was achieved at 3,695 of these facilities. Surveys 
were completed online, by mail, or by phone 
between August 2009 and April 2011 (only 2.9% 
completed in 2011). Cooperation rates (i.e., pro-
portion of responses when contact with a NHA 
or DON was achieved) were 62.6% for NHAs 

(n = 2,215) and 61.55% for DONs (n = 2,164). 
Survey weights were developed to adjust for the 
stratified sample design; therefore, generalizations 
at the national level can be made. Abbreviated 
surveys containing a subset of questions were 
offered to respondents who would not have oth-
erwise completed the survey. A small number of 
these short surveys were completed by DONs 
(122; 5.6% of 2,165) and NHAs (55; 2.5% of 
2,219). Analyses found no significant differences 
between respondents who answered abbreviated 
versus full surveys, suggesting no bias exists. 
However, the 122 short DON surveys lacked data 
needed to derive the resident-centered domain 
score, and the 55 short NHA surveys lacked data 
to derive the NH environment score. Starting 
Ns, therefore, were 2,164 for NH environment, 
2,043 for resident-centered care, and 2,219 for 
staff empowerment; Ns for multivariate analyses 
were 2,020, 1,907, and 2,072, respectively (see 
Table 1).

Variables of Interest and Other Data Sources

Culture Change Practices.—As done in previ-
ous surveys (Bott et al., 2009; Doty et al., 2008), 
DONs were asked a single question about their 
NH’s implementation of culture change. First, 
they were provided with the following definition: 
“Culture change or resident-centered care is an 
effort to make a NH less like an institution and 
more like a home. Core values include: choice for 
residents, improving quality of care, staff empow-
erment, and creating a homelike setting.” Then, 
they were asked to choose one of the following 
response categories: (a) there is no discussion 
around culture change; (b) culture change is under 
discussion, but we have not changed the way we 

Table 1.  Final Samples Numbers—Regression Models

Exclusions due to missing data

Nursing home environment Resident-centered care Staff empowerment

N (%) N (%) N (%)

Total respondents to surveys which 
included domain items of interest

2,164 (100%) 2,043 (100%) 2,219 (100%)

Missing > 2 survey items needed for 
domain score

69 (3.1%) 48 (2.2%) 70 (3.2%)

Missing survey NHA and/or DON 
tenure/turnover items

33 (1.5%) 40 (2.0%) 32 (1.4%)

Missing OSCAR/county data 42 (1.9%) 48 (2.3%) 45 (2.0%)
Final model (N) 2,020 1,907 2,072

Notes: DON = director of nursing; NHA = nursing home administrator; OSCAR = Online Survey, Certification and 
Reporting.
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take care of residents; (c) culture change has par-
tially changed the way we care for residents in 
some or all areas of the organization; (d) culture 
change has completely changed the way we care 
for residents in some areas of the organization; (e) 
culture change has completely changed the way 
we care for residents in all areas of the organi-
zation; or (f) other (please specify). Investigators 
reviewed and agreed upon the coding of the 
“Other” responses (n = 40) into one of the above 
categories. Similar to Doty and colleagues (2008), 
we considered those NHs with no discussion, or 
discussion only, as “Traditional” NHs, those who 
reported culture change has partially changed the 
NH as “Strivers,” those who reported complete 
change in some areas as “Partial Adopters,” and 
those who reported complete change in all areas 
as “Complete Adopters.”

The NH environment domain included eight 
items, which measured facilities’ efforts at mak-
ing the NH’s environment more homelike through 
practices such as having any residents living in self-
contained (including kitchen and dining facilities) 
small households and/or neighborhoods, having 
private rooms, and having open dining policies and 
other homelike characteristics. The resident-cen-
tered care domain included four questions assess-
ing residents’ involvement in determining their 
schedules, activities, and care. The staff empower-
ment domain included seven items assessing staff 
participation in management and decision making 
as well as questions about staff recognition. Survey 
items, response categories, and the allocation of 
item point values are presented in Supplementary 
Appendices A and B. A copy of the culture change 
survey is available upon request.

For each domain, item values were summed to 
create NH physical environment, resident-centered 
care, and staff empowerment domain scores with 
total possible scores of 22, 8, and 21, respectively. 
In cases where one or two (scaled) items in a 
domain score were missing, the modal responses 
for the other items in the score were imputed. 
Imputations were performed for a very small pro-
portion of scores (28 environment scores, 66 staff 
scores, and 24 resident scores).

State Policies and Covariates.—A 2011 sur-
vey administered to state Medicaid officials by 
our institution provided data on a state’s average 
Medicaid NH reimbursement rate in 2009. Data 
on states having Medicaid NH P4P reimbursement 
programs in 2009 and P4P programs including 

culture change measures were obtained from a 
study by Werner and colleagues (2010). However, 
we only included states with a NH per diem add on, 
thus excluded Vermont as it provided a bonus to 
qualifying NHs. This decision was consistent with 
our institution’s survey response from Vermont. 
In 2009, seven states (Colorado, Georgia, Iowa, 
Kansas, Ohio, Oklahoma, and Utah) had Medicaid 
NH P4P programs, and three states included cul-
ture change measures in their programs (Colorado, 
Oklahoma, and Utah). These culture change meas-
ures targeted the homelike quality of the environ-
ment, employee satisfaction, and/or resident choice 
and autonomy (Werner et al., 2010).

NH survey data were merged with variables 
derived from Minimum Data Set (MDS), Medicare 
claims, and Online Survey, Certification and 
Reporting (OSCAR) data. NH OSCAR data clos-
est in time to the date of a NH’s survey response 
were used. Resident aggregated data were from 
the 2009 MDS, and the 2009 MDS merged with 
Medicare claims. Supplementary Appendix C lists 
the covariates included in the multivariate models 
and describes their coding and the data source(s) 
from which they were derived.

Analytic Strategy.—Proportions and means 
were used to describe NHs’ involvement in cul-
ture change. We used generalized ordered logit 
regression models to estimate the independent 
associations between Medicaid policies and higher 
domain scores. NH domain scores were catego-
rized into approximate quartiles for regression 
analyses. For all analyses, we applied probability 
weights to adjust for the stratified sampling design. 
Statistical analyses were conducted using Stata, 
version 11 (“Stata: Data Analysis and Statistical 
Software,” 2011).

Interviews of NH Administrators

Semistructured interviews of NHAs were 
completed. A  total of 64 NHAs at NHs that 
had participated in the quantitative survey 
were interviewed. The sampling frame for these 
qualitative interviews was designed to include NHs 
in states where higher adoption of culture change 
practices had previously been reported (Doty et al., 
2008) and included at least two states from each of 
the four major U.S. geographic regions.

The semistructured interview format ensured 
that the same basic questions were asked of each 
NHA, but it also allowed for the NHAs to tell 
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their individual stories (Bernard, 2011; Curry, 
Shield, & Wetle, 2006). NHAs were first asked to 
describe any practices or changes they had imple-
mented to improve quality of care or quality of 
life for their facility’s residents and/or staff, as 
well as any changes made to the physical envi-
ronment. Follow-up questions were asked to 
gather information about the motivations behind 
these changes; the process of implementing these 
changes, including the facilitators and barriers 
to making these changes; the responses of resi-
dents, staff, and families to these changes; and 
other outcomes perceived to be associated with 
changes made. Immediately after interview com-
pletion, and based on the interview content, the 
interviewer rated each facility on a scale from 1 to 
5 (1 = not at all; 5 = very much) representing the 
NH’s level of involvement in each domain of cul-
ture change (resident-centered care, staff empow-
erment, and NH environment).

Standard qualitative methods for analysis were 
used and are described in depth elsewhere (Shield 
et al., 2013). In this article, findings from the quali-
tative interviews are triangulated with results from 
the quantitative survey to validate survey findings 
and to aid in their interpretation (Denzin, 1978; 
Mark & Shotland, 1987; Rossman & Wilson, 
1985). More detailed information on the identified 
themes can be found elsewhere (Shield et al., 2013).

Results

NH Involvement in Culture Change

Eighty-five percent of the DON respondents 
reported at least partial involvement in NH culture 
change, whereas 15% reported their facilities to be 

“traditional” facilities—where culture change is 
not or is only under discussion (see Figure 1). As 
shown, the 2007 Commonwealth culture change 
survey found these levels of involvement in 2007 
to be 57% and 43%, respectively. Not shown in 
Figure 1 is that only 13% of DONs in 2009/2010 
reported culture change had “completely changed 
the way they care for residents” in all areas of the 
NH; this compares with 5% in 2007.

Reliability and Validity of Culture Change 
Practice Measures

Table  2 describes the culture change domain 
scores and reports the Chronbach’s alphas.

Reliability coefficients for NH environment 
and staff empowerment were acceptable con-
sidering the small number of items within each 
domain (α  =  .61 and α  =  .62, respectively). For 
the resident-centered domain, the alpha was 
.48, which is likely reflective of the fact that this 
domain included only four survey items. Despite 
the lower alpha, the domain was retained given 
its strong face validity (and previous validity find-
ings for the questions asked; Bott et  al., 2009; 
Mueller, 2007).

For NHs with both a NHA and DON survey 
respondent (and a nonmissing response to the 
single DON implementation question), Figure  2 
shows culture change domain scores are consist-
ently higher when DONs reported greater culture 
change implementation, supporting the internal 
consistency of survey responses. Also, survey valid-
ity is supported by comparing the DON’s response 
to this question and the qualitative interview rating 
scores (as assigned by the interviewer; Figure 3). 
For all domains, interviewers assigned the highest 

Figure 1.  Culture change implementation reported by nursing home directors of nursing: 2007 and 2009/2010. *Implementers in 
2007 survey included facilities where culture change completely or for the most part describes the facility. For 2009/2010 survey, 
implementers included 12% that reported culture change “completely changed the way they care for residents” in all areas of the 
organization and 19% that reported culture change “completely changed the way they care for residents” in some areas of the 
organization. 2009/2010 percentages are rounded. The 2007 pie chart is from Doty et al. (2008). **Strivers also included nursing 
homes with no implementation but with leadership reported to be extremely or very committed to implementation.
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Table 2.  Culture Change Domain Scores and Reliability

Domain
Number of 

items
Total possible 

score
Mean score 

(SD)
Range of 

scores

Internal consistency reliability

Cronbach’s 
alpha

Item-total  
correlation (range)

Nursing home environ-
ment (n = 2,095)

8 22   6.45 (3.94) 0–22 .61 0.22–0.44

Resident-centered care 
(n = 1,995)

4   8   5.20 (1.81) 0–8 .49 0.23–0.37

Staff empowerment 
(n = 2,149)

7 21 10.45 (3.19) 2–21 .62 0.23–0.45

interview scores to facilities with the most culture 
change involvement. The least interview/survey 
discrimination was observed for the resident-cen-
tered care domain and this may relate to the low 
number of questions in that domain (Figure 3).

Characterization of Facilities in Domain Models

Table 3 presents descriptive statistics of the NHs 
in each domain model. Although the Ns of each 
model differ, the observed differences are small. 
Eighty-two percent of the NHs were in states with 
no NH P4P Medicaid reimbursement program, and 
3%–4% in states with P4P reimbursement systems 
including culture change performance measures. 
The average Medicaid per diem rate was $160.

Multivariate Results

Controlling for NH attributes and compared with 
NHs in states with no NH P4P reimbursement, NHs 

in states with P4P reimbursement without inclusion 
of culture change measures had significantly higher 
odds of having NH environment domain scores in 
the top two quartiles (vs bottom two quartiles) or 
in the top quartile (vs other quartiles; Table 4). They 
also had significantly greater odds of having staff 
empowerment scores in the top three quartiles (vs 
the bottom quartile) or in the top quartile (vs the 
lower three quartiles). There were no significant 
differences between quartile comparisons when 
considering P4P reimbursement (not including 
culture change measures) and the resident-centered 
care domain. NHs in states with NH P4P systems 
that included culture change measures (compared 
with NHs in states with no P4P) had significantly 
greater odds of having higher scores across all 
domains, and when considering almost all quartile 
comparisons (Table 4). For example, NHs in these 
states (compared with those in states without P4P) 
had approximately double the odds of having NH 
environment and resident-centered care domain 

Figure 2.  Average culture change domain scores by director of nursing’s response to culture change implementation question.
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Figure 3.  Average qualitative interviewer rating (0–5) of culture change domain implementation by director of nursing response 
to culture change implementation question.

Table 3.  State Medicaid Policies and Nursing Homes and County Characteristics—Facilities in Domain Regression Modelsa

Nursing home 
environment (n = 2,020)

Resident-centered  
care (n = 1,907)

Staff empowerment 
(n = 2,072)

%/mean SE %/mean SE %/mean SE

Medicaid reimbursement policy/payment
  Pay-for-performance reimbursement
    None 81.8% 81.6% 81.8%
    Without culture change measures 14.9% 14.5% 15.0%
    With culture change measures 3.2% 3.8% 3.3%
  Average Medicaid daily rate (mean, SE) 159.94 0.66 159.26 0.67 159.99 0.65
Nursing home and county characteristics
  Resident days on Medicare SNF care 20.0% 19.5% 20.0%
  Residents with Medicaid 61.0% 61.2% 61.0%
  Non-Hispanic Black 10.4% 10.1% 10.4%
  For-profit 70.3% 69.8% 70.5%
  Facility is part of chain 55.7% 53.9% 55.7%
  Facility has special care unit 20.0% 20.1% 20.0%
  Small facility (<50 beds) 9.5% 9.8% 9.5%
  Occupancy rate 84.8% 84.5% 84.7%
  Facility in rural county 31.8% 32.8% 32.0%
  County level Herfindahl index (mean, SE) 0.21 0.01 0.21 0.01 0.21 0.01
  Administrator tenure (years; mean, SE) 5.52 0.15 5.55 0.15
  Number of directors of nursing in past 2 years
    3 or more 14.5% 14.7%
    2 27.6% 27.6%
    1 57.9% 57.8%
  Director of nursing tenure (years; mean, SE) 4.47 0.12

Note: SNF = skilled nursing facility.
aWeighted analyses to adjust for the sampling design.

scores in the upper three quartiles versus the lowest 
quartile (adjusted odds ratio [AOR]: 2.1; confidence 
interval [CI]: 1.09, 3.86 and AOR: 1.9; 95% CI: 1.09, 

3.25, respectively); they had over double the odds of 
having staff empowerment scores in the two highest 
versus two lowest quartiles (AOR: 2.4; CI: 1.39, 
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3.96). For each $10 in higher Medicaid NH per diem 
reimbursement within a state, NHs had significantly 
greater odds (AOR: 1.12; 95% CI: 1.0, 1.24) of 
having NH environment domain scores in the top 
three quartiles (vs the bottom quartile; Table 4).

Discussion

Reported NH involvement in culture change has 
increased substantially in a short period of time. In 
the 2007 Commonwealth Fund survey, only 56% 
of surveyed DONs in U.S. NHs reported any cul-
ture change implementation or leadership commit-
ment to implementation (Doty et al., 2008); by late 
2009/2010, 85% of DONs reported at least par-
tial culture change implementation in some or all 
areas of the organization. However, in 2009/2010, 
only 13% reported culture change had completely 
changed the way the NH cared for residents in all 
areas of the NH; this compares with 5% in 2007. 
This research found state Medicaid NH reimburse-
ment rates and P4P policies to be associated with 
the presence of culture change practices in NHs. 
NHs in states with P4P reimbursement systems 
that included culture change measures had higher 
culture change practice scores across all domains 
studied, and NHs in states with P4P reimburse-
ment systems without culture change measures had 
higher NH environment and staff empowerment 
domain scores. Additionally, NHs in states with 
higher Medicaid reimbursement rates had higher 
NH environment domain scores. Although we can-
not attribute cause and effect in this cross-sectional 
study, findings suggest Medicaid reimbursement 
generosity and P4P payment models may be one 
avenue for promoting the implementation of cul-
ture change in U.S. NHs.

Although there has been much growth in cul-
ture change practice implementation, it must be 
emphasized that the vast majority of NHs (72%) 
have only partially implemented these practices. 
A  better understanding of what must occur and 
what factors are associated with NHs transition-
ing from partial to complete implementation is 
needed, and longitudinal research is required to 
gain this understanding. Also, study is needed on 
how the “laggard” NHs—the 15% of U.S. NHs 
where culture change is not or is only under discus-
sion—can be persuaded and assisted in adopting 
culture change practices. One promising approach 
for helping low-achieving NHs to improve per-
formance was initiated through the Advancing 
Excellence’s Local Areas Networks of Excellence 

and involved assistance by a “SWAT” team of con-
sultants/colleagues (Brady & Frank, 2011). Similar 
efforts are likely needed.

As speculated, there was much growth in 
reported culture change implementation by DONs 
between 2007 and 2009/2010. In accordance with 
DOI theory (Rogers, 2003), many events and ini-
tiatives may have provided the peer and leadership 
persuasion needed to promote the decision to adopt 
and the resources to facilitate implementation; 
also, CMS’s demonstrated support of NH culture 
change may have allayed fears of “unexpected con-
sequences.” Also, the influence of the Advancing 
Excellence Campaign may have facilitated imple-
mentation because it has provided resources, lead-
ership, and guidance to NHs to assist them in 
improving clinical outcomes, enhancing quality of 
resident life, and achieving a happier, stronger, and 
more stable workforce since October 2006. In fact, 
by 2009, over half of U.S. NHs had participated 
in at least one of the nine Advancing Excellence 
goals (Advancing Excellence in America’s Nursing 
Homes Campaign, 2012). In addition to Advancing 
Excellence, 24 states by 2009 had functioning cul-
ture change coalitions that provided resources, 
workshops, and/or training to assist NHs in their 
effort to adopt culture change practices (Pioneer 
Network in Culture Change, 2009).

Interviews confirmed the importance of the 
above initiatives/efforts. For example, Medicare/
Medicaid survey oversight was identified as being 
one motivator of the culture change adoption 
decision (Shield et al., 2013). Specifically, admin-
istrators discussed how they were experiencing 
or expecting more state oversight in relation to 
the creation of more homelike environments and 
resident-centered care.

The observed association between Medicaid 
NH P4P and the implementation of culture change 
practices was as we hypothesized. Of particular 
interest is the finding of greater effect sizes and 
the statistically significant association between 
resident-centered care practices and P4P when 
Medicaid programs included targeted culture 
change performance measures. In agreement with 
DOI theory (Rogers, 2003), it may be that when 
culture change is specifically targeted in P4P pro-
grams, NHs (in additional to responding to finan-
cial incentives) may also have more certainty that 
practice implementation is compatible with regula-
tory oversight.

The P4P findings are in agreement with a 
randomized controlled trial that showed Medicaid 
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resident payment system incentives targeted to 
admissions, outcomes, and discharges resulted in 
significantly better Medicaid beneficiary access and 
outcomes and in significantly higher proportions 
of discharges made to appropriate (lower) care 
settings (Norton, 1992). As in Norton’s study, the 
targeting of culture change measures by Medicaid 
P4P programs in three states (Colorado, Oklahoma, 
and Utah) may have resulted in targeted culture 
change implementation; however, this cannot be 
confirmed in this cross-sectional study. The three 
states with targeted culture change measures 
included differing measures and weighting of 
measures. In interviews, administrators did not 
specifically mention P4P reimbursement systems 
in relation to culture change practice adoption. 
However, some of the reported “oversight” may 
have been related to P4P programs; in fact, in at 
least one P4P state with culture change measures 
(Colorado), on-site examinations to determine 
compliance were planned (Werner et  al., 2010). 
To examine cause and effect, future research 
using pre-post designs and examining changes in 
the presence of Medicaid NH P4P programs as 
well as changes in the presence and weighting of 
culture change performance measures within these 
programs is warranted.

Higher average Medicaid NH per diem rates 
were associated with higher NH environment 
practice scores, but although the generosity of 
Medicaid rates has previously been found to be 
have been associated with NH care practices such 
as hospitalization rates (Intrator et al., 2007) and 
improvements in patient outcomes (Mor et  al., 
2011), we did not find this to be the case for res-
ident-centered care and staff empowerment cul-
ture change practices. Administrator interviews 
provide insight into this finding because admin-
istrators noted few costs associated with imple-
mentation of many culture change practices, but 
did identify the costs associated with physical 
plant changes as a culture change barrier (Shield 
et al., 2013).

Limitations

This study has limitations that deserve com-
ment. First, our measurement of the implementa-
tion of culture change practices focused on only 
three of the six domains suggested by the Colorado 
report (Colorado Foundation for Medical Care, 
2006), and within each we included only between 
four and eight items, meaning our assessment of 

culture change practice implementation was not 
complete. Nonetheless, the scales used had good 
measurement properties, and items used had con-
struct validity (Bott et al., 2009; Doty et al., 2008; 
Mueller, 2007). Also, we surveyed only DONs and 
NHAs and did qualitative interviews only of NHAs. 
Although responses may have differed between the 
two NH leaders, by asking different questions of 
the two respondents, we covered more informa-
tion and fielded a large national study. Because we 
found good correspondence between the quantita-
tive and qualitative data, regardless of information 
source, we feel comfortable with the validity of the 
data. Additionally, we did not assess in this cross-
sectional study whether adopting culture change 
causes improvements in quality.

Conclusions

In summary, within a short period of time, 
there has been a substantial increase in reported 
implementation of culture change practices in 
U.S. NHs. This increase, in part, may be due to 
key national initiatives and to CMS’s demon-
strated support of NH culture change. Also, given 
this study’s strong observed associations between 
greater implementation of culture change prac-
tices when NHs reside in Medicaid NH P4P states 
(vs non-P4P states), these P4P programs may have 
contributed to increased implementation. Given 
the recent increases in state Medicaid NH P4P 
programs and in Medicaid P4P programs incor-
porating culture change performance measures, 
research examining the effect of these Medicaid 
policy changes on subsequent NH culture change 
adoption is recommended. Also recommended is 
longitudinal research examining factors associated 
with changes in culture change practice implemen-
tation and the effect of such changes on quality 
outcomes.
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