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EXECUTIVE SUMMARY

The Affordable Care Act likely will be repealed, at least in part, with the new 

presidential administration . Case management experts suggest what might change 

from a case management and population health perspective and what might remain 

the same .

• The industry probably will continue to move toward population health models .

• The Centers for Medicare & Medicaid Services’ Innovation Center could lose 

funding for alternative payment model projects .

• Despite lack of funding, fee-for-service will continue to be phased out .

The ACA is Poised for Chopping 
Block — What Happens to 
Case Management?
CMA asks experts to look in crystal ball for 2017

More than 60 times, the U.S. 
House of Representatives 
voted, fruitlessly, to repeal all 

or part of the 2010 Patient Protection 
and Affordable Care Act (ACA). As of 
Jan. 20, 2017, when Donald Trump is 
inaugurated as the 45th president and 
a new Republican Congress and Senate 
take office, it appears likely they’ll 
finally succeed.

Case Management Advisor asked 
healthcare and case management 

experts to predict how a rescinded or 
partially repealed ACA might affect the 
current trend toward population health, 
care coordination, and enhanced need 
for case management.

The concept of population health 
began before the ACA and likely 
will continue after it, says Kathleen 
Fraser, RN-BC, MSN, MHA, CCM, 
CRRN, executive director of the Case 
Management Society of America in 
Little Rock, AR.
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“Companies have learned the 
importance of population health 
and all aspects of preventive care,” 
Fraser says. “Case management 
used to be the best-kept secret, and 
the ACA helped it come onto the 
frontlines of notoriety.”

Whether population health 
and care coordination initiatives 
continue to receive even pilot 
program funding, some funding 
for Medicare, Medicaid, or private 
insurance patients is another matter. 
The ACA established the Innovation 
Center of the Centers for Medicare 
& Medicaid Services (CMS). 
Its purpose is to test innovative 
payment and service delivery models 
to reduce program expenditures — 
all while preserving or enhancing 
care quality.

For example, one of the newest 
Innovation Center models is the 
Comprehensive Primary Care Plus 
medical home model, a five-year 
model that is set to begin in January 
2017. Its chief primary care goals are 
centered around case management-
type services, including continuity 
of care, care management, care 
coordination, patient engagement, 
and population health.

The national model includes two 
primary care practice tracks and has 
three performance-based payment 
elements. It gives practices the 
financial resources and flexibility to 
improve care efficiency and reduce 
unnecessary healthcare utilization. 
It will bring together CMS, 
commercial insurance plans, and 
state Medicaid agencies.

But like the other ongoing 
Innovation Center projects, funding 
for this could disappear with the 
repeal of the ACA. If that happens, 
health systems lose financial help 
and incentives to make population 
health efforts work.

If health systems do not see 

where the reimbursement will be, it’s 
possible they’ll lay off case managers, 
says Connie Sunderhaus, RN-
BC, CCM, vice president of CXJ 
Corporation in Glen Ellyn, IL.

“Will they stop reimbursing 
for preventive care? Who knows?” 
Sunderhaus says. “Fee-for-service is 
one of those things that Medicare 
has been trying to get away from, 
and it may not have to do with the 
ACA.”

Fraser says the Innovation Center 
might be rebranded, but might not 
disappear entirely.

“It is CMS that is working with 
it and involving case management,” 
she says.

Also, case managers, whether 
they’re called patient navigators 
or care coordinators — or, simply, 
nurses — will continue to play 
a role in the evolving healthcare 
landscape, Fraser says.

The Affordable Care Act shined a 
light on case management, showing 
the public what case managers can 
do, and Fraser says she is confident 
that case management will stay 
on the forefront of the minds 
of Congress as they restructure 
healthcare.

Others agree that it is very 
unlikely the insurance and 
healthcare industry will reverse 
course and return entirely to fee-for-
service.

“Our economic system will just 
not sustain that, and the average 
Joe in America will not be able to 
afford the premiums, which they 
can barely afford now,” says Chriss 
Wheeler, RN, MSN, CCM, partner 
at Innovation Care Consultants in 
Independence, MO. Wheeler and 
Sunderhaus have spoken at national 
conferences about case management 
and public policy.

“I don’t have a glass ball to tell 
how much of the ACA they’ll throw 
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out and how much they’ll keep, but 
I think there will be enough data to 
show that these initiatives have had 
a [positive] impact on the quality of 
care,” Wheeler says.

The entire healthcare industry 
rapidly evolved with the ACA 
implementation, and common sense 
suggests that the system could not 
handle a complete reversal, Wheeler 
says. “It would just be chaos.”

So what parts of the ACA might 
continue? Fraser, Wheeler, and 
others suggest that provisions that 
protect people with pre-existing 

conditions and those that allow adult 
children under age 26 to be on their 
parents’ health insurance might be 
retained.

“What I’ve heard is they would 
keep the aspect where young adults 
can be on their parents’ insurance 
until age 26, and that’s been so 
positive,” Fraser says. “Personally, I 
have a daughter who graduated from 
college and needed to waitress and 
sub-teach for a year before getting a 
full-time job.”

Young adults like Fraser’s 
daughter have benefited from that 

ACA provision. “I think that was 
a wonderful part of the ACA, and 
from what everyone has heard, the 
future President Trump said he’d 
keep that,” Fraser says.

Predicting how the ACA might 
change is trickier. “I think we’re 
all wondering what those changes 
might be,” says Cheri Lattimer, 
RN, BSN, government affairs 
specialist for CMSA.

“I’ve been in healthcare for over 
50 years, and I’ve seen change after 
change,” Lattimer says. “It’s just too 
bad that we’re constantly in this flux 

Lobbying Congress for Case Management 
 in New Era
New everything creates new challenges

When case management organizations and advocates descend on Capitol Hill in 2017, they’ll have to assume the 
groundwork they’ve laid for eight years has been excavated. Years of careful education about case management, 

established in one-on-one meetings with people who affect healthcare policy, largely are erased. A new presidential 
administration and Congress are in town, and everything has changed.

“Almost everyone we’ve been working with for eight years will no longer be there on the Hill,” says Cheri Lattimer, 
RN, BSN, government affairs specialist for the Case Management Society of America (CMSA) in Little Rock, AR. 
Lattimer works in Washington, DC.

“One of the reasons I’m looking at being in DC is to help balance a pendulum swing from left to right,” Lattimer 
says.

“For all of us in healthcare, and for those of us who work in public policy, this first year of a new administration is 
forging new relationships, new contacts, and a providing a tremendous amount of education and awareness about what 
we see in the field,” Lattimer says.

Lattimer accepted the case management lobbying job in June, planning to spend a lot of time working on the 
Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) as it furthers Medicare payment reform and heads 
to the next step of care coordination.

She realized she’d have to shift priorities after the surprising results of a presidential election that gave Republicans 
complete power over all policy-setting entities. It will be more important than ever to show the new Congress and staff 
members the value case managers bring to care coordination as they make decisions that could have a long-term effect 
on healthcare availability and execution.

“Every time you change something, it isn’t one change; it affects consumers, providers, payers,” Lattimer says. “We 
all have to look at what’s value-based and cost-effective, and what is quality of care.”

Case managers play an important role in care coordination and helping patients understand anticipated changes, 
she says.

“I am going to see this as an opportunity and glass half-full and not half-empty,” Lattimer says. “I am going to hope 
that we as case managers do what is for the benefit of our families and patients.”  n
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of change, and that it’s always a huge 
pendulum swing rather than looking 
at what we can learn from [evidence-
driven data] to make it better.”

The future focus likely will 
continue to be on improving quality 
through value-based healthcare. This 
includes better communication and 
engagement with patients through 
case management, Lattimer adds. (See 
story about future of case management 
lobbying, page 3.)

There’s even a possibility that 
the demise of the ACA will upend 
the private healthcare insurance 
market and eventually lead to a 
single-payer system, says Joseph 
Feinglass, PhD, a research professor 
of medicine in the division of general 
internal medicine and geriatrics at 
Northwestern University Feinberg 
School of Medicine in Chicago. (See 
story about Feinglass’ study about ACA 
reducing uninsured ER visits, page 7.)

“The big issue in healthcare is 
that the insurance industry is based 
on skimming off low-risk patients, 
and that’s how you make money,” 
Feinglass says. “Insurance is driven 
by the ability to get rid of higher-
risk patients and dumping them 
somewhere else.”

The medical industrial complex 
has been pushed in the direction of 
a high-tech medicine intervention 
for the very sick who have insurance 
or Medicare, making its money that 
way, he explains.

“I don’t see that changing in a 
Trump administration,” Feinglass 
says.

The ACA and population health 
measures have pushed providers — 
through case management — to 
focus on the social determinants of 
health, he says.

“The ACA has many provisions 
that people don’t know about that 
are in that vein of prevention and 
public health, all funded in the 

direction of population health, 
and I don’t see that funding 
continuing as much [under a Trump 
administration],” Feinglass says. “I 
expect the worst.”

From Wheeler’s perspective, 
it’s difficult to imagine how the 
government and health systems will 
handle all of the people with chronic 
and/or catastrophic illnesses who 
were uninsured before the ACA and 

still need extensive health services. 
“I don’t know how you fix that 
problem other than through case 
management, which is one of those 
ways we know has a positive impact 
on the economics of healthcare,” she 
says.

Some say it’s questionable that 
the value-based healthcare initiatives, 
involving care coordination and 
promoted through the ACA and 
Medicare, would be completely 
abandoned.

“Care coordination at some 
level in population health is going 

to contribute to payment and 
reimbursement,” Sunderhaus says.

One of the Affordable Care Act’s 
positive attributes was its focus on 
preventive care through funding 
incentives. One of the ACA’s goals 
was to prevent people from using 
the ED as their family doctor, 
Sunderhaus says.

For example, Medicare’s quality 
initiatives that involve 30-day 
readmissions had several years to 
become ingrained. Health systems 
developed care coordination and 
case management services based 
on Medicare’s financial incentives 
to keep people from returning to 
the hospital. It’s hard to imagine 
these initiatives being reversed, 
Sunderhaus says.

“They can’t pull the plug on the 
whole thing,” Sunderhaus says. 
“Care coordination is mentioned in 
the ACA several times, so whether it 
will stop, who knows? Will they stop 
reimbursing for preventive care, who 
knows?”

If legislators look at data, they’ll 
see that case management benefits 
patients and helps reduce healthcare 
costs in the long term, Wheeler says.

“Case management has a proven 
track record,” Wheeler says. “Their 
focus is around that triple aim of 
quality, cost effectiveness, and patient 
satisfaction.”

Around 80% of healthcare dollars 
go to medical care for people in the 
last 30 days of life, Wheeler notes.

“That’s where my mother would 
say Obamacare is going to have a 
death panel, but it’s a societal thing 
where we have to acknowledge that 
we’re born and at some point we’re 
going to die,” she adds.  n

“IT’S JUST TOO 
BAD THAT WE’RE 

CONSTANTLY 
IN THIS FLUX 
OF CHANGE, 

AND THAT IT’S 
ALWAYS A HUGE 

PENDULUM 
SWING RATHER 
THAN LOOKING 

AT WHAT WE CAN 
LEARN FROM 
[EVIDENCE-

DRIVEN DATA] TO 
MAKE IT BETTER.”
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EXECUTIVE SUMMARY

A case management program that targets frail seniors with a combined case 

management and technological tool solution produced significant cost savings 

in a pilot study .

• The program included technology that monitored frail seniors’ movements 

within their homes .

• After establishing a baseline pattern, the technology could flag outlying 

activities, and case managers use that data to call and check on the patient .

• The goal was to reduce hospitalizations and ED visits .

Program Targets Frail Seniors, Offering Help 
with Independence
Big savings with case management and tech tool

A case management program 
that helps frail seniors retain 

independence and stay home saved 
$687 per member per month in its 
pilot study.

The initiative is part of Fallon 
Health’s NaviCare program, says 
Lynn Patterson, RN, CCM, senior 
director of NaviCare Clinical of 
Fallon Health in Worcester, MA.

Started in 2010, NaviCare is for 
seniors ages 65 and older who are 
eligible for benefits under MassHealth 
Standards, the Massachusetts 
Medicaid program. They also can be 
enrolled in Medicare, but that’s not a 
requirement, Patterson says.

About two-thirds of people 
enrolled in NaviCare live in the 
community with functional deficits, 
such as needing assistance with their 
activities of daily living, says Gerald 
Gleich, MD, medical director at 

Fallon Health’s NaviCare Program.

Technology Detects 

Behavioral Patterns

The pilot study looked at health 
outcomes of seniors who lived 
alone and whose case management 
was supplemented by the use 
of Healthsense’s passive, remote 
technology in patients’ homes, says 
Ellen Briggs, RN, CCM, NaviCare 
clinical manager.

“This technology monitors their 
patterns of movement within the 
home,” Briggs explains. “If someone 
goes to the toilet tank, the device 
will monitor how often the person is 
flushing the toilet.”

Patients offered the technology 
were among the most frail. They 
would have been eligible for nursing 

home care, but they could choose the 
technology as a way to help them stay 
at home, Briggs says.

When the senior opens a kitchen 
cabinet where the medications are 
located, opens the refrigerator, gets 
in or out of bed, or sits in a chair, 
all of this activity is collected and 
timed. For the first two weeks, the 
technology monitors activity and 
establishes a baseline pattern, Briggs 
says.

Once this pattern is identified, 
the system continues to monitor the 
person’s movement, looking for a 
deviation from the baseline pattern. 
If there is a change, the technology 
automatically notifies the NaviCare 
team.

“They let our staff know through 
our electronic health record that the 
senior spent an increased amount of 
time in bed or on the toilet,” Briggs 
says. “This is an opportunity to get 
the person to see a physician; if there 
is an episode of increased toilet use, 
then there might be a urinary tract 
infection, and we’ll get a specimen to 
the lab.”

The technology gives NaviCare 
staff a chance to intervene. Once 
notified, someone will call the plan 
member and ask a few questions to 
see whether the technology produced 
a false positive or identified a real 
problem, Briggs says.
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of seniors who used the technology 
and compared their health results 
with a control group that did not, 
Gleich says.

“We looked at the two groups 
to see if they were similar, and we 
looked at the utilization of medical 
services and home care services,” 
Gleich explains. “We found a cost 
savings associated with people who 
had Healthsense, compared with the 
control group.”

The intervention group had higher 
spending on home health services, 
which could have resulted from case 

managers picking up on problems 
that require a home health visit. But 
the intervention group also spent less 
on ED visits, hospitalizations, and 
long-term placement, Gleich adds.

The use of technology to monitor 
frail elderly people’s activities 
adds another layer to overall case 
management, Gleich says. “It’s 
about prevention and picking things 
up early, which is effective case 
management.”

NaviCare’s transition of care 
program provides member follow-up 
after any inpatient stay and discharge 
to home. Patients are called or visited 
within 48 hours of discharge, and 

“MANY HAVE 
A SENSE OF 
SECURITY, 

KNOWING THAT 
IF SOMETHING 

HAPPENS 
THERE WILL BE 

SOMEONE WHO 
CHECKS UP ON 

THAT.”

“By monitoring their movement, 
we can identify problems before 
they know about them,” Gleich says. 
“It’s a useful tool when it’s used as a 
companion to what case managers 
ordinarily do.”

The technological solution was 
continued after the pilot project 
ended, and all plan members who 
live alone and are qualified for skilled 
nursing facility (SNF) assistance are 
considered eligible for it, Briggs notes.

“It’s one tool among many, and 
the reason we’re continuing it is 
because the pilot was effective, and 
we’ll look at it year to year to see if we 
need to modify it,” Gleich says.

Case managers can call at-risk 
seniors on a regular basis, but they 
might miss early clues of a problem. 
Using the technology to identify 
problems through pattern changes 
helps case managers catch problems 
early on.

“Frailer, older adults who are sick 
often don’t present in the same way 
that younger people do,” Gleich 
says. “Younger, healthier people with 
pneumonia will cough and be short 
of breath, but an older, frailer person 
with pneumonia might stop eating or 
moving around as much.”

For older and frailer adults, the 
illness is more of a total body illness 
rather than a localized sickness, he 
explains.

Case managers found that some 
people thought the technology too 
intrusive, particularly when they 
received calls based on their activities, 
Briggs says.

Others liked having something 
watching out for them or didn’t even 
remember it was there, she adds.

“Many have a sense of security, 
knowing that if something happens 
there will be someone who checks up 
on that,” Gleich says. “There’s a sense 
of security for some people.”

The pilot project studied a group 

their care management includes 
medication reconciliation and an 
overall assessment of medical and 
functional status, Briggs says.

“Then we update their care plan 
and communicate that to their 
primary care provider,” she says.

Other case management activities 
under NaviCare include follow-up on 
ED visits.

“We look at high utilizers of the 
emergency department and develop 
individualized plans for reducing 
their ED visits,” Gleich explains. 
“The individualized and coordinated 
plan involves behavioral health and 
education about medical conditions 
and having more appropriate places 
to receive care when there’s an 
emergency.”

NaviCare also offers medication 
reviews for plan members on high-
risk medications. A pharmacy team 
reviews their prescriptions and 
partners with primary care providers 
to make certain the medications they 
are taking are the best ones for them, 
Gleich adds.

“Some provider groups have 
embedded navigators, which is 
another role within our program,”  
Briggs says.

Other case management services 
offered to plan members include 
benefits that tackle healthcare social 
determinants of health, including 
providing members with rides 
to medical appointments and to 
shopping venues and senior centers. 
The program assists with the 
purchase of eyeglasses, hearing aids, 
and other things that are not covered 
under traditional government 
insurance, Gleich notes.

“And starting in January, we’re 
partnering with the Alzheimer’s 
Association to go out to each 
patient who has dementia to do a 
comprehensive care plan,” Gleich 
adds.  n
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EXECUTIVE SUMMARY

A new study of patients in Illinois found that fewer uninsured people visited 

the ED after implementation of the Affordable Care Act .

• Study found 42 .4% reduction in ED visits by uninsured people .

• Overall ED visits increased, largely because of lack of primary care providers 

and limited case management .

• A repeal of the ACA could halt the progress of reducing uninsured visits to 

ED .

Study: ACA Resulted in Fewer 
Uninsured People in EDs
Case management needed to reduce overall ED visits

A new study of the effect of the 
ACA on ED visits in Illinois 

found that enrollment after the act’s 
first years resulted in an increase in 
Medicaid visits and privately insured 
visits, but a reduction of 42.4% in 
ED visits by people who do not have 
insurance.1

“It was dramatic and reflects 
the fact that in Illinois there was 
a significant decline in uninsured 
people, related to an expansion of 
Medicaid,” says Joseph Feinglass, 
PhD, research professor of 
medicine in the division of general 
internal medicine and geriatrics, 
Northwestern University Feinberg 
School of Medicine in Chicago.

Previous studies of the ACA 
showed that ED visits began to spike 
after more people became insured 
because the first people to enroll 
often are those with health problems, 
he says.

“There’s a history of insurance 
expansions leading to increased ED 
use,” Feinglass says. “In Illinois, 
uninsured visits went way down after 
ACA implementation, but visits 
for Medicaid and private insurance 
went up, so the net was an additional 

increase in ED use.”
For young people ages 19 to 

25 who could go on their parents’ 
insurance plans, studies showed a 
reduction in ED use, he notes.

One of the issues with the ACA 
data is that it looks at a couple of the 
early implementation years before all 
of the primary care and population 
health infrastructures were imple-
mented to handle the influx of newly 
insured patients.

So much of the increase in ED 
visits among the newly insured was 
related to the fact that primary care 
doctors were not equipped to handle 
a large increase in people with serious 
illnesses. “It’s very difficult for a 
private doctor seeing a patient for 15 
to 20 minutes to handle that stuff, 
and the ED has all of the needed 
diagnostic equipment,” Feinglass 
says.

“Newly insured people confront-
ing they have diabetes, hypertension, 
heart failure, kidney problems, and 
so forth have problems not easily 
dealt with in primary care practice,” 
he adds.

In Chicago, care transition and 
coordination programs are still in 

the early stages of finding medical 
homes for Medicaid and uninsured 
populations, he says.

Case management services can 
help people deal with their housing, 
homelessness, substance use, and 
mental health issues, but it takes 
time to set up systems to handle 
the challenges, and it takes money, 
which is what the ACA provides 
— at least for now. “Very few 
researchers know about the ACA’s 
funding, and most people don’t 
understand that the ACA’s source 
of funding is very progressive,” 
Feinglass says. “It’s a tax on wealthy 
people that funds all of these 
subsidies and expenditures.”

Without additional federal or 
state funding to supplement what 
providers receive from Medicaid, 
care coordination and case 
management services might not be 
initiated.

“Medicaid in Illinois is not a 
good example of care coordination,” 
Feinglass says. “That’s why there’s an 
increase in ED visits by the Medicaid 
population.”

If the ACA is reversed, it will slow 
down the population health and 
reduce funding for case management 
services, he says.

“What will happen to funding for 
care coordination for lower-income 
Americans who need that kind of 
care coordination the most, and who 
use the emergency room the most 
because they don’t have it?” he says.

“Emergency departments become 
the social safety net’s last stop,” Fein-
glass adds. “This is where the health-
care system needs to change.”  n
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Patient ID a Top Source of Error; 
Newborns High Risk

W rong-patient errors linked to 
identification are significant 

and may correlate with increasing 
patient volume and frequent handoffs 
among providers, plus increased data 
sharing, research indicates. Newborns 
are at particularly high risk of 
misidentification.

Newborns are at more risk 
than other patients partly because 
they cannot participate in their 
identification, and sometimes even 
the parents can’t be certain of the 
baby’s identity just by appearance, 
says Susan C. Wallace, MPH, 
CPHRM, patient safety analyst 
with the Pennsylvania Patient Safety 
Authority (PPSA) in Harrisburg. 
She recently authored an article for 
PPSA on the risks newborn patient 
identification.

“You look at a bunch of babies 
and they kind of look similar. They’re 
little and usually they’re all dressed 
the same because the hospital likes to 
use the same pink or blue blankets,” 
she says. “That creates a challenge for 
the healthcare worker who is trying to 
identify one baby from the next.”

The ECRI Institute PSO, a 
nonprofit research group in Plymouth 
Meeting, MA, that studies patient 
safety, reported recently that most 
patient identification mistakes are 
caught before care is provided, but 
others sometimes reach the patient 
with potentially fatal consequences.

ECRI Institute reviewed more 
than 7,600 wrong-patient events 
occurring over a 32-month period 
that were submitted by 181 
healthcare organizations. The events 
may represent only a small percentage 
of all wrong-patient events occurring 
at the organizations, according to 
ECRI information authored by 

William M. Marella, MBA, MMI, 
ECRI Institute executive director of 
PSO Operations and Analytics.

Anyone Can Make 

ID Mistake

About 9% of the events led to 
temporary or permanent harm or 
even death.

“Although many healthcare 
workers doubt they will actually make 
a mistake in identifying their patients, 
ECRI Institute PSO and our partner 
PSOs have collected thousands of 
reports that show this isn’t the case,” 
Marella says in the information 
provided by ECRI. “We’ve seen that 
anyone on the patient’s healthcare 
team can make an identification 
error, including physicians, nurses, 
lab technicians, pharmacists, and 
transporters.”

The analysis found that incorrect 
patient identification occurs most 
often in patient registration, 
electronic data entry and transfer, 
medication administration, medical 
and surgical interventions, blood 
transfusions, diagnostic testing, 
patient monitoring, and emergency 
care. The report found that 72.3% of 
the reported errors took place during 
patient encounters, and another 
12.6% occurred during the intake 
process.

Patient identification errors often 
affect at least two people, the analysis 
found. For example, when a patient 
receives a medication intended for 
another patient, both patients can be 
harmed.

Thirty-six percent involved 
diagnostic procedures and 22% 
involved treatment. Two wrong 

patient errors in the study were 
fatal and both originated with 
documentation failures. In one case, 
staff accessed the wrong patient 
record, and in the other a patient’s 
documentation was used to give 
another patient clearance for surgery. 
(The ECRI report is available online at 
http://bit.ly/2fgZsD1.)

Misidentification with newborns 
often results in the baby receiving 
the wrong breast milk. Though harm 
does not always occur, there is the 
worry that a baby may contract a 
bloodborne disease.

Similar Identifiers 

Are Common

Wallace notes that newborn 
misidentification can occur in a 
variety of circumstances. In one 
Tennessee case mentioned in her 
report, she recalls that a pediatrician 
performed a frenotomy on the wrong 
newborn because of an identification 
error. In Virginia, two newborns were 
switched at birth and discharged to 
the wrong parents, and a Washington, 
DC, hospital nurse gave a newborn to 
the wrong mother, which resulted in 
the child consuming formula instead 
of breast milk as intended.

A 2006 study from Beth Israel 
Deaconess Medical Center in Boston 
found an average of 26% of neonatal 
ICU (NICU) newborns had similar 
identifiers that put them at risk for 
misidentification.1

Accurate patient identification has 
been on The Joint Commission’s list 
of National Patient Safety Goals since 
the first set were announced in 2003. 
The National Quality Forum also 
lists wrong-patient mistakes as serious 
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reportable events and considers 
patient identification high priority 
when measuring health information 
technology (IT) safety.

TJC recommends using two 
identifiers for a newborn, and most 
hospitals use the last name and date 
of birth. That is not always sufficient, 
Wallace says.

“Because your son was born with 
the same birthday as a lot of other 
babies in the hospital, that’s one of 
your patient identifiers that is useless 
in distinguishing that baby from the 
others,” Wallace explains. “Also, if 
there is a twin or multiple birth, now 
they have the same last name and that 
creates issues.”

Use More 

Specific Names

The risk is compounded, Wallace 
notes, by the fact that about 80% of 
hospitals do not include a first name 
on the baby’s identification, opting 
instead to use “Baby Boy” or “Baby 
Girl” and the mother’s last name.

That problem can be minimized 
if newborn names can be made more 
distinctive with a method other than 
the traditional method of using only 
the parent’s last name. Incorporating 
the mother’s first name into the 
identification can make it more 
distinctive, Wallace says. “Baby Girl 
Smith” can be mixed up with another 
child’s identification far more easily 
than “Melissa’s Baby Girl Smith.”

Using a unique medical record 
number as part of the baby’s 
identification can help, but that also 
has limitations, Wallace says. They 
usually are issued sequentially, so the 
first five or so numbers will be the 
same for all the babies in the hospital 
at the same time, making it possible 
to glance at two record numbers and 
think they match.

Heel prints also are good practice 
because they can resolve any 
confusion between two babies, but 
they don’t serve as an immediate 
identification verification, Wallace 
says.

Technology Can Help

Some hospitals are turning to 
technology that can help reduce the 
risk of misidentification. With the 
increased use of mobile devices such 
as smartphones and tablets, software 

developers are starting to create new 
ID and verification applications 
designed expressly for clinical use 
on mobile platforms, says Anton 
Ansalmar, founder and president of 
Rapid Healthcare in Irvine, CA.

One such app is used by Pomona 
(CA) Valley Hospital Medical Center, 
which has one of California’s largest 
NICUs with 55 beds and 160 nurses. 
It is intended to prevent breast milk 
misfeeds, which can occur even 

when a hospital has a system for 
labeling milk bottles, Ansalmar says. 
The Pomona hospital sought help 
when the volume of breast milk 
stored became overwhelming, in part 
because its existing system did not 
adequately identify milk left over 
when a patient was discharged.

“The app works with a login 
verification on a smartphone and then 
the NICU nurse uses the phone to 
scan the baby’s wristband,” Ansalmar 
says. “The nurse then prints matching 
labels for the mother’s milk bottles at 
the bedside. Before feeding, the nurse 
scans both labels to verify that the 
right bottle is about to be fed to the 
right baby.”

The process is integrated into the 
hospital’s existing electronic medical 
record. The hospital reported to the 
app company that more than 70,000 
correct verifications were made and 
more than 480 potential misfeeds 
prevented in the first year of use.

Reducing the risk requires 
understanding how and why 
identification errors occur, Wallace 
says. In light of her research, she 
says provider order entry systems 
physicians can use in the healthcare 
facility or remotely are helpful.

Labeling errors can be addressed 
with technology such as bar coding, 
radio frequency, and bedside label 
printers, Wallace says. Printing the 
label at the bedside and placing it on 
the bottle there minimizes the chance 
of mislabeling milk or specimens, she 
says.

Use Two ID Bands

Staff and parents also can 
participate in double-checking labels 
and patients, she says.

Patient identification bands should 
be applied to newborns in two sites, 
such as a wrist and ankle, because 

“WE’VE 
SEEN THAT 

ANYONE ON 
THE PATIENT’S 
HEALTHCARE 

TEAM CAN 
MAKE AN 

IDENTIFICATION 
ERROR, 

INCLUDING 
PHYSICIANS, 
NURSES, LAB 

TECHNICIANS, 
PHARMACISTS, 

AND 
TRANSPORTERS.”
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their hands and feet are so small that 
one band may fall off, Wallace notes. 
Also, parents should be educated on 
the importance of maintaining them, 
Wallace says. Encourage patients 
to report any damaged or smudged 
identification bands.

Staff also should huddle daily 
and note any newborns with similar-
sounding names or other potential 
identification risks. The identification 
bands for those newborns can be 
marked with a special symbol such 

as a stop sign to remind staff that the 
baby has a name similar to another, 
such as “Similar name — Confirm 
identity,” Wallace also suggests these 
high-risk identification babies can 
be physically separated as much as 
possible, such as by placing them 
on opposite sides of the NICU or a 
different unit when possible.

“One hospital developed a 
medication safety policy for babies 
with the same last name, including 
twins or triplets, that requires using 

different color bins,” she says. “The 
medication for a particular child 
always goes in that color, which is 
noted on the patient record and the 
nurses know to confirm that before 
proceeding.”  n
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Tell Staff How Safety Reports Make a Difference

Hospital staff will report safety 
concerns more when they are 

informed of how their previous 
reports helped improve patient safety, 
according to a recent report from St. 
Jude Children’s Research Hospital in 
Memphis.

St. Jude researchers analyzed 
survey data from the federal Agency 
for Healthcare Research and 
Quality (AHRQ), from 223,412 
healthcare professionals working in 
7,816 departments or units at 967 
hospitals.

The AHRQ survey asked 
respondents to indicate the 
likelihood that staff and physicians 
would voluntarily report patient 
safety issues caught before reaching 
the patient, those with no perceived 
potential for harm, and those with 
the perceived potential to cause 
harm. Previous research suggested 
that staff were more likely to report 
errors they perceived as serious, 
says St. Jude’s Chief Patient Safety 
Officer James Hoffman, PharmD, 
an associate member of the St. Jude 
Department of Pharmaceutical 
Sciences and co-author of the study.

“The common thought was that 
healthcare professionals will report 

what they see as a serious threat 
to patient safety, but the other, 
smaller things might be overlooked 
because people thought they just 
weren’t worth reporting, or that 
management wasn’t that concerned 
about hearing the smaller issues,” 
Hoffman says.

The St. Jude research suggests, 
however, that severity doesn’t have 
to be the prime driver for reporting 
safety concerns. The study indicates 
that voluntary reporting of all 
types of errors and patient safety 
events, regardless of the perceived 
severity, will improve if healthcare 
organizations have robust feedback 
systems that demonstrate to staff the 
value of information learned from 
the events reported, Hoffman says. 
If staff know their reports make a 
difference, they will report more.

“People talk about the connection 
between culture and reporting, and 
changing culture is a huge project 
that involves many dimensions in 
an organization and takes time,” 
Hoffman says. “But providing 
feedback is something that you 
can do every day and it doesn’t 
necessarily take a huge change 
initiative.”

The feedback encourages 
reporting for all levels of harm, 
Hoffman says. The reporting of 
near misses improves as much as the 
reporting of serious events, he says.

The survey focused on 10 factors 
shown to reflect and influence the 
culture of patient safety, including 
providing feedback to staff who 
report errors, the sense that past 
mistakes have led to positive 
changes, perceived management 
support for patient safety, and the 
opinion of staff that their mistakes 
are not held against them. (An 
abstract of the study is available online 
at: http://bit.ly/2fm1fWx.)

“As healthcare becomes more 
and more transparent, the lessons 
learned from adverse events and the 
feedback from reports are expected 
more,” Hoffman says. “It’s a natural 
extension that if you’re going to be 
upfront and honest about patient 
safety issues, the person who brought 
that issue to your attention should 
be kept abreast of what resulted from 
the report.”

Anonymous reporting of safety 
concerns, employed by many 
hospitals through a hotline, will 
change how feedback is provided 
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but should not be a reason to forgo 
feedback, Hoffman says. Feedback 
can be provided globally, to a unit, 
department, or the organization as a 
whole rather than to an individual, 
he says.

Hoffman’s experience with 
anonymous reporting actually 
suggests that anonymity is not as 
big a concern for hospital employees 
as one might believe. St. Jude 

has a custom software system for 
reporting adverse events and safety 
concerns, but when it was designed 
hospital leaders decided not to make 
anonymous reporting the default 
choice as many organizations do. The 
user can choose to be anonymous, 
but the default report asks for the 
person’s identification.

“We’ve found that to be quite 
successful. Less than 1% of our 

reports are anonymous,” Hoffman 
says. “We see that as a sign of a 
good safety culture when people are 
willing to report and don’t mind 
if everyone knows who made the 
report. It makes the investigation 
of the concern much more effective 
and allows us to go back to that 
individual and express thanks, along 
with informing that person exactly 
what came of the report.”  n

Culture Most Important in Preventing 
Falls with Elderly

The organization’s culture is 
the factor most determining 

the liability risk of a facility or 
community serving the elderly, 
according to a recent report from 
CNA Financial Corporation in 
Chicago.

The CNA report, Using Evidence 
to Achieve Excellence: Engage, Lead, 
Succeed, analyzes CNA claim data 
to provide recommendations that 
aging services leaders can implement 
in their efforts to enhance resident 
safety. In a statement accompanying 
the report, Bruce Dmytrow, vice 
president for aging services and 
national programs with CNA, said 
the claims data show the importance 
of organizational culture in reducing 
liability.

“From the study, we learned that 
there is a significant differentiator 
between organizations that are chal-
lenged by ongoing issues related to 
resident falls, pressure ulcers, and 
other risk exposures experienced 
by senior living communities and 
those that are considered ‘high 
performing.’ The differentiator that 
distinguishes the high performing 
community is the culture permeating 
the organization,” he said. “When 

organizations demonstrate a com-
mitment to providing a compas-
sionate, resident-focused culture of 
safety, they improve the quality of the 
services, enhance employee retention, 
and mitigate major sources of risk.”

Resident falls are the most 
frequent cause of professional liability 
claims for aging services organization, 
the report says. The analysis looked 
at such factors as whether the fall 
was witnessed, whether the resident 
had a history of previous falls, and 
the outcome. CNA also addresses 
pressure ulcers in the report.

The report discusses case 
scenarios, noting allegations 
and outlining risk management 
recommendations. The following are 
additional findings in the report:

• Assisted living closed claims 
incur an average total paid higher 
than the overall average total paid.

• Resident falls account for 
42.7% of the 2,617 claims studied, 
at a cost of $208.4 million in total 
payments.

• Resident fall is the most 
frequent allegation associated with 
closed claims involving readmissions 
to acute care hospitals.

• The frequency of pressure ulcer 
claims is low, but their severity 
is higher than in skilled nursing. 
Closed claims relating to pressure 
ulcers account for 18.5% of the 
closed claims, at a total cost of 
$113.2 million.

• One pressure ulcer occurred in 
an independent living setting and 
had a total paid of $415,936.

• The allegation with the highest 
severity is elopement, with an 
average total paid of $325,561.

The report is available online at: 
http://bit.ly/2eVtONw.  n
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1. Case management experts 

predict which of the following 

healthcare changes will 

occur when the new Trump 

presidential administration 

takes office?

A . Health insurance costs will rise .

B . Health system charity care will 

balloon .

C . The ACA will be repealed 

entirely or in part .

D . None of the above .

2. According to Cheri Lattimer, 

government affairs specialist for 

the Case Management Society 

of America, what will be case 

managers’ biggest political 

challenge this year?

A . They’ll need to get state 

bills passed to recognize case 

management as a healthcare 

subspecialty .

B . They’ll need to make the new 

Republican administration and 

Congress aware of what case 

management is, how it works, and 

why it’s necessary .

C . They’ll need to elect a pro-

case management legislator/

champion .

D . All of the above .

3. How might technology that 

monitors patients’ activities 

inside the home help to 

improve case management and 

outcomes?

A . Such technology can establish 

baseline patterns of activity and 

send a red flag to case managers 

when a patient’s activity breaks 

outside of this pattern .

B . The technology could monitor 

toilet use, giving early signs 

of bladder infection or other 

problems .

C . The technology could monitor 

refrigerator and medication 

cabinet use, giving case 

managers a sign if patient is not 

eating or taking prescriptions .

D . All of the above .

4. A new study of the effect of 

the ACA on ED visits in Illinois 

found a reduction in the 

percentage of people who are 

uninsured visiting the ED. How 

much was the reduction post-

ACA?

A . 24 .2%

B . 42 .4%

C . 57%

D . 61 .3%


