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A LOW RATE 
OF REPORTED 

BARCODE 
MEDICATION 

ADMINISTRATION 
ERRORS CAN 

FOSTER A FALSE 
SENSE OF 
SECURITY.

Study Near-miss Barcode 
Medication Errors to Prevent 
Worse Events

Barcode medication 
administration (BCMA) errors 
are a serious threat to patient 

safety and quality of care, but focusing 
only on the reported errors could be 
a mistake. The errors that reach the 
patient are likely to 
be quite low, but that 
does not mean you 
don’t have a BCMA 
safety issue in your 
organization.

A low rate of 
reported BCMA 
errors can foster a 
false sense of security 
that could eventually 
result in a patient 
death or serious 
harm, say clinicians 
and researchers who have studied the 
issue. Direct your attention to the near 
misses that might indicate more of a 
problem with BCMA.

Reports of near-miss BCMA events 
increased more than 2,700% over 12 

years in Pennsylvania, from January 
2005 through December 2016, says 
Ellen S. Deutsch, MD, MS, FACS, 
FAAP, CPPS, medical director of the 
Pennsylvania Patient Safety Authority 
(PPSA) in Harrisburg. The vast majority 

of those errors were 
caught before they 
reached the patient, 
with only 0.5% of 
all reported BCMA-
related events causing 
patient harm.

“It’s important to 
pay attention to near 
misses because they 
provide information 
about processes 
that can be very 

useful,” Deutsch says. 
“Understanding why a patient was 
harmed certainly is important, but 
if we can understand the factors that 
contributed to the potential for harm 
then we may be able to prevent harm 
even earlier in the process.”
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Reporting of BCMA events 
and near misses, as with any 
other patient safety issue, is more 
complicated than it might seem at 
first, Deutsch says. The number of 
such events reported isn’t necessarily 
the number of events that occurred. 
That number reflects what actually 
happened, but also people’s 
sensitivity to both recognizing and 
reporting those events, she says.

Deutsch notes that reports of 
BCMA events and near misses may 
increase once the organization brings 
attention to the issue. That is not 
necessarily a bad development.

Instead, the increased number can 
be due to that mix of actual events, 
the ability of staff to recognize them, 
and their willingness to report them. 
The number of events may not have 
changed, but the recognition and 
reporting may have improved so that 
you’re now seeing a more accurate 
representation of the issue.

“It may not indicate any 
worsening of the problem, but 
instead reflect an increased sensitivity 
to the problem. That’s a good 
development if that is the cause 
of the increase,” Deutsch says. “If 
organizations find that happening 
as they collect data, they should 
not presume the problem is getting 
worse but look at why people 
are reporting more. It’s relatively 
common for the number of event 
reports to go up after focusing on a 
problem, but hopefully the number 
goes down in the long run to reflect 
a change in processes and behavior.”

Increase in BCMA Issues

PPSA addressed the issue recently 
in a case study that focused on 
Blue Mountain Health System in 
Lehighton, PA. Blue Mountain 
reduced its barcode-workflow events 

by 53% between 2014 and 2016, 
working with PPSA to analyze near 
misses and improve its BCMA 
process. (PPSA’s case study is available 
online at: https://bit.ly/2uscbhs.)

The analysis revealed that BCMA 
events occurred during each phase 
of the process. Just under 10% 
involved more than one step of the 
process, with errors most common 
in the administration process, which 
accounted for 83% of the events. 
Dispensing accounted for 27% of 
the events, prescribing for 1.6%, and 
transcribing for 0.8%.

Staff workarounds were identified 
as a significant risk for BCMAs, with 
employees intentionally deviating 
from standard procedure to save 
time or overcome a problem in 
providing medications. (For more on 
staff workarounds, see the sidebar on 
page 51.)

Not Just the Nurse

One interesting finding from the 
case study was that BCMA issues 
are not always about the provider 
administering the medication, 
Deutsch says.

“There can be a lot of factors 
that contribute to making 
accurate selection, dispensing, 
and administration of medication 
difficult. Administering medications 
is the last step in a long series of 
surprisingly complex events,” she 
says.

“People don’t always realize how 
complex that is, and it is easy to 
point to the last person in that series 
of events as the one at fault. There 
are lots of ways to try to understand 
the process better, and there can be 
improvements made upstream that 
can help improve patient safety.”

Deutsch recommends several 
strategies for improving BCMA. 
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First, she suggests observing how 
the process actually occurs on a 
day-to-day basis, keeping in mind 
that this might be different from the 
established protocol.

No matter how much faith 
you have in your clinicians as 
highly trained, well-intentioned 
professionals, do not assume that 
they are carrying out BCMA by the 
book every time, with every patient.

Direct observation of patient care 
will produce the best information 
on how clinicians perform BCMA, 
but simulations also can be helpful, 
Deutsch says. Clinicians who are 
so used to doing tasks their way 
may reveal that in simulations even 
though they know they are being 
observed.

The key, Deutsch says, is to learn 
not just where clinicians are deviating 
from established procedures, but 
why.

“Sometimes there are complexities 
to equipment that you didn’t know 
about when the process was designed, 
and you’re not going to know about 
those things until you observe, 
simulate, or conduct interviews,” she 
says.

“Determining which person 
in this complex series of events 
was involved at the moment an 
error occurred or when there was a 
deviation from established procedure 
is not enough. The goal is find out 
why and take the steps that prevent 
that from happening again or remove 
the motivation for that person to use 
a workaround,” she adds.

PPSA recommends using what 
it calls the Good Catch ratio, which 
compares the number of near-miss 
events to the number of serious 
events.

Because there will be multiple 
near-miss events for each serious 
event, PPSA says a greater Good 
Catch ratio indicates a “safety culture 

Staff Workarounds Pose 
Medication Error Risk

P atient safety is compromised when healthcare workers use 
workarounds to speed things up when they are busy, or to overcome 

roadblocks that make it difficult or impossible for them to follow proper 
procedures in the medication process, warns a recent report from the 
Pennsylvania Patient Safety Authority (PPSA) in Harrisburg.

The good news is that recognizing those workarounds provides quality 
leaders the opportunity to redesign the work process so that clinicians are 
not tempted to deviate from the procedure.

In its work with Blue Mountain Health System in Lehighton, PA, to 
identify barcode medication administration (BCMA) risks, PPSA found 
a pattern of near-misses involving a commonly used drug administration 
check tool that uses point-of-care barcode technology to automatically 
validate and document the medication administration process. The 
system is intended to improve patient safety by reducing medication 
errors.

The health system’s data indicated multiple instances of barcode 
scans of the wrong patient as the nurse administered medication at the 
bedside, which generated error reports for each one. When the health 
system and PPSA investigated, they found that these incorrect barcode 
scans were intentional: nurses were not clearing the previous patient from 
the barcode scanner because it was faster and easier to leave the previous 
patient info in the system. Following the proper procedure to clear one 
patient before scanning the next required too many mouse clicks and 
slowed down their work, the nurses reported.

“To understand the nurses’ barcode scanning workflow better, the 
team surveyed nursing staff about their scanning process, including 
whether they scan the medication or the patient first. The existing policy 
set an expectation that the patient is scanned first, then the medication,” 
the PPSA report explains.

“However, nurses would engage a workaround in certain 
circumstances (e.g., when the same medication was ordered for multiple 
patients [e.g., acetaminophen], nurses would first scan the medication). 
This workaround contributed to some of the wrong-patient scan totals. 
In addition to policy re-education, nursing directors affixed a STOP sign 
visual reminder to the mobile computers, which reinforced the proper 
scanning sequence. This reminder helped reduce the number of wrong-
patient scan errors.”

Lack of internet connectivity also led to staff employing workarounds 
that they thought were the best alternative to following the standard 
procedures.

“For example, the health system noted certain patient rooms had 
greater numbers of barcode scanning events than others, which was 
associated with limited or no internet connectivity,” the report says. 
“Internet connectivity was expanded to include those areas.”  n
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that values recognition and reporting 
of hazards before harm occurs.”

Health System 

Investigates

Blue Mountain Health System’s 
investigation of BCMA revealed the 
importance of understanding near 
misses, says Krista Miller, RPh, 
MBA, director of pharmacy at Blue 
Mountain. Near misses will make 
up a significantly larger pool of data 
than events that reach the patient 
and cause harm, she notes, so there is 
much more to be learned about the 
BCMA process from studying those 
events.

The health system found that 
there were few BCMA near miss 
reports prior to 2010 and set out to 
improve the reporting of those events 
and to identify contributing factors.

The health system’s bedside 
barcode scanning software was 
adjusted to capture more data 
regarding near misses, producing 
a 172.7% increase in overall 
medication-administration error 
reports over one year at the system’s 
first campus and a 36.4% increase at 
the second campus.

“The proportion of near-miss 
event reports … increased more than 
280% at both campuses, from 20.5% 
of total reports in 2011 to 78.6% in 
2012,” PPSA reports.

Near misses often do not get the 
respect they deserve in healthcare 
organizations, Miller says.

“The attitude you hear a lot is 
it was a near miss, so we’re lucky it 
didn’t turn into something serious. 
It was caught in time, so we’re okay,” 
Miller says. “Not really. Yes, it’s good 
that we caught it before it harmed 
a patient, but that near miss is still 
a serious issue we need to address, 
because next time we may not catch 

it in time. We need to understand 
what happened, why, and how we 
can avoid it in the future.”

Look From  

Different Angles

The health system also found it 
was important to involve a multi-
disciplinary team. Blue Mountain 
involved pharmacy, nursing, and 
leadership, but also respiratory 
therapists and others who may not 
seem to be most directly involved or 
responsible for the BCMA process.

“Once you get a number of 
perspectives from different people, 
you can start seeing where the 
potential problems lie. You can 
see the things that you’ve taken 
for granted,” Miller says. “You 
may find instances in which 
one person’s interpretation of 
the process doesn’t match your 
interpretation. That could be from 
a lack of communication or unclear 
information that was sent out, but 
you want to get down to what caused 
that misunderstanding.”

Combining those perspectives 
sometimes will reveal that a BCMA 
process that works well in one 
department or clinical area doesn’t 
necessarily work well in another, 
Miller says.

The Blue Mountain team found 
that interacting with clinicians 
during the BCMA process was 
the most useful for highlighting 
problems and potential weaknesses in 
the system, Miller says.

“We thought we had a pretty good 
idea of what was happening and the 
best ways to improve it, but when we 
did walkarounds and just asked staff 
to show us what they were doing, we 
learned a lot more,” Miller says. “We 
learned about issues that hadn’t come 
up before, things like equipment that 

needed to be fixed, connectivity with 
the wireless system. We didn’t know 
we had dead zones where they could 
not connect to the system and they 
were doing the best they could with 
workarounds.”

After identifying issues like that 
and applying the correct remedies, 
Blue Mountain could then have 
more confidence when identifying 
individuals responsible for errors 
or intentional deviations from the 
process, Miller says.

Even then the approach was not 
punitive, she says — instead, seeing 
the opportunity to provide more 
education to that individual on the 
proper processes.

Opportunities for 

Education

That education sometimes focuses 
on the differences in the BCMA 
process from one clinical area to 
another, Miller notes. Float nurses, 
for instance, must understand the 
differences in the process from that 
used in cardiology and that used in 
behavioral health, and the reasons for 
those differences.

Blue Mountain also realized 
that the system may need to 
accommodate the difference in 
resources available around the clock. 
Day shift nurses were able to rely 
on pharmacy to resolve any BCMA 
issues, but the night shift didn’t have 
that resource available.

“We were seeing more issues on 
the night shift, and at first we didn’t 
realize why. What was different 
about the process at those hours?” 
Miller says. “Then we realized that 
pharmacy is not a 24-hour service, 
and so that was a key resource 
unavailable to those clinicians.”

Addressing BCMA issues should 
always begin with studying the 
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available data, but also be sure to 
look for the information you don’t 
have, Miller says.

Don’t assume that the data you 
have paints the whole picture and 
then set out to address problems. You 
may be overlooking problems you 
don’t even know about yet.

“Data is always important, but 

sometimes you can’t fully understand 
the situation until you go out and 
talk to those involved on a daily 
basis and see what might not be 
included in that data report,” Miller 
says. “I think a lot of people will be 
surprised, because you don’t know 
what you don’t know until you go 
looking for it.”  n
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BPCI Advanced Brings Useful Data to Hospitals

The new Bundled Payments for 
Care Improvement Advanced 

(BPCI Advanced) program from 
CMS will generate a huge amount of 
data that hospitals can use to improve 
quality, but exactly what data is 
coming and what do you do with it?

CMS has said that it intends 
to distribute target prices and the 
associated data to BPCI Advanced 
applicants in May, says Keely 
Macmillan, BPCI general manager 
with Archway Health, a software 
company in Watertown, MA. CMS 
also is expected to release more 
information on how it will score 
providers on quality metrics, as well 
as the new pricing methodology.

“When providers get the data in 
May, there are a lot of things to look 
at. It’s important to understand the 
data across episodes and also along 
the continuum of care, so they can 
look for the opportunities for success 
in this program,” Macmillan says. 
“There may be an opportunity to 
start developing a preferred provider 
network and identify the high value 
post-acute care facilities, for example.”

BPCI Advanced is a single 
retrospective bundled payment 
program covering services within a 
90-day clinical episode. A clinical 
episode is defined as beginning 
with an inpatient admission for an 
inpatient procedure or the start of the 
outpatient procedure, and the episode 

continues for 90 days after discharge 
or the procedure.

The program is voluntary and 
healthcare providers can choose to 
participate in up to 29 inpatient 
clinical episodes and three outpatient 
clinical episodes. (More information 
on BPCI Advanced is available 
on the CMS website at: https://bit.
ly/2mcB3me.)

Healthcare providers are showing 
interest in the BPCI Advanced 
program because it offers the chance 
for increased revenue and limits 
how much money can be lost if 
goals are not met, Macmillan says. 
BPCI Advanced also qualifies as an 
Advanced Alternative Payment Model 
(APM) under the Quality Payment 
Program created by the Medicare 
Access and CHIP Reauthorization 
Act (MACRA). Because they take on 
financial risk with BPCI Advanced, 
participating physicians can earn 
MACRA’s Advanced APM incentive 
payments.

Data Can Sway 

Physicians

The data also can be useful in 
persuading physicians to participate 
in the program, Macmillan says, 
and that is key to successful BPCI 
participation. Hospitals also can 
use the data to develop their 

documentation and coding structures 
for the program, which are more 
important in BPCI Advanced than 
they were in the first iteration of the 
program because the risk assessment 
and quality scoring all are tied to 
claims-based metrics, she explains.

“Providers will get data from 
all 32 bundles, so you can have 
specialists prepared to look at this 
data and tell you what it means, how 
you stand against it at this time, and 
what will be necessary for you to 
meet the targets,” Macmillan says. 
“You can use the data available to 
you now to go ahead and determine 
your benchmarks against your peers, 
and look for the levers of change 
that might apply. That might be 
readmissions, opportunities for 
standardization of care, improving 
relationships with other providers.”

The target prices for the bundles 
will be a key determinant in 
which bundles are appropriate for 
participation. When the target price 
is reasonable for an area in which the 
provider already excels or one with 
goals that seem attainable, there is 
significant potential for increased 
revenue, Macmillan says.

“For hospitals, it’s well known 
that Medicare’s fee-for-service is 
notoriously low and tightening up all 
the time. This is one opportunity to 
improve fee-for-service revenue, and 
for a lot of hospitals it will be the only 



54   |   HOSPITAL PEER REVIEW® / May 2018

opportunity” she says. “The other 
benefit from this program is that 
CMS will give you all this historical 
data up front, and if you participate 
you get updated data monthly. This 
is all data that you wouldn’t get 
otherwise.”

In addition to the potential 
financial benefits, BPCI Advanced 
also can promote quality 
improvement.

“One of the differences between 
BPCI and BPCI Advanced is 
that your performance on quality 
measures is going to impact your 
shared savings or shared losses. There 
are seven quality measures for the first 
two years, and then CMS plans to 
introduce more in 2020,” Macmillan 
says.

“The good news from an 
administrative burden perspective is 
that the quality measures for the first 

two years are all claim-based, so there 
is no additional quality reporting 
requirement,” she adds. “They’re all 
going to be calculated on the back end 
based on claims processed by CMS.”

Macmillan notes that outcomes 
measures will be weighted more 
heavily than process measures, and 
CMS has noted that the advance care 
planning metric will be applied to all 
32 bundles.

Most Medicare beneficiaries do not 
have an advance care planning metric 
in place, Macmillan says.

“That’s going to be a big change 
for most providers to be scored on 
that advance care planning metric, 
and I suspect it will have to be one 
of the first things to address when an 
organization decides to participate in 
BPCI Advanced,” she says.

Healthcare providers have until 
Oct. 1 to analyze the data and 

determine which BPCI Advanced 
bundles to participate in, if any. 
Macmillan expects substantial interest 
from providers in participating in 
the BPCI Advanced program, partly 
because providers are now more 
experienced with bundling and 
accountable care organizations.

“There have been some providers 
who evaluated BPCI the first 
time around and passed on the 
opportunity, and there were some 
who participated but dropped out. 
I think some of those providers will 
be attracted to the BPCI Advanced 
program now because of some of the 
changes made to the program.”  n
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Population Health Models, ACO Experience  
Lead to Hospital Improvements

Population health initiatives 
are proving to be among the 

most useful quality improvement 
resources for hospitals participating 
in accountable care organizations 
(ACOs). They’re leveraging the data 
from ACOs to target specific patient 
populations, improving care and 
reducing utilization.

A Texas hospital is applying lessons 
learned from its population health 
to improve the care of patients with 
chronic kidney disease. Some of the 
strategies involve helping clinicians 
recognize those patients so they can 
apply best practices to their care.

Houston Methodist Coordinated 
Care was the only ACO in the 
Houston market to take on downside 
risk in an ACO in the Medicare 

Shared Savings Program Track 3, 
notes Julia Andrieni, MD, vice 
president for population health and 
primary care at Houston Methodist. 
The risk of financial loss spurred the 
ACO to look for innovative methods 
to improve care.

One priority was working to 
prevent chronic kidney disease 
from progressing to end-stage renal 
disease. In their internal research, 
they realized that patients in stages 
4 and 5 of chronic kidney disease 
weren’t getting follow-up by their 
primary care practitioners, and weren’t 
being referred in a timely manner 
to nephrologists, so they sometimes 
progressed to end-stage renal disease. 
Houston is trying to catch and disrupt 
those patients at a point where their 

disease progression can be slowed or 
disrupted.

“It was necessary for us to provide 
the best coordinated care,” she says. 
“Another key ingredient was physician 
engagement and we took a very 
patient-centric approach, which really 
resonated with physicians. We wanted 
to provide a service that had not been 
provided before across the continuum 
of care, whether that patient was in 
the physician’s office, the ED, the 
hospital, or a skilled nursing facility.”

That required clinicians and others 
in all those settings to be aware of the 
patient’s risks for conditions or events 
that could harm the patient and result 
in higher costs for the ACO, she 
explains. For patients in the kidney 
disease program, Houston Methodist 
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used the risk banner in the electronic 
health record (EHR) that displays the 
patient’s risk scores for ED utilization, 
admissions, and complex care, as 
well as whether they are enrolled 
in a complex care or other targeted 
program.

“This helped the whole team — 
our primary care physicians, nurses, 
specialists, pharmacy, ED doctors, 
hospitalists — be on the same page 
about the risks for this patient 
and look for ways to manage this 
patient most effectively, and possibly 
differently than if we didn’t have that 
information,” Andrieni says.

The hospital highlighted the 
information in EHRs for all patients 
in the kidney disease program, in the 
hospital’s own EHR system but also 
in different EHRs used by private 
physicians, she explains.

“They were easily identified 
whenever they were in someone’s 
care, no matter where they were,” 
Andrieni says. “We needed to be able 
to communicate with each other 
across the continuum of care if we 
were going to improve the way these 
patients received care and make the 
downside risk acceptable in the ACO.”

Predictive analytics also were 
important. 

You can’t provide the same care for 
each patient in a population health 
model, Andrieni explains, so it was 
important to know where to focus 
resources and effort for individual 
kidney disease patients.

Andrieni offers these lessons 
learned from the ACO experience and 
how Houston Methodist applied them 
in-house:

• align providers on the clinical risk 
of the target population;

• remember that the clinical 
mission comes first;

• financial impacts are the 
byproduct of high-quality, high-value 
care;

• find high-value actions that are 
aligned with the full panel;

• make requests clearly defined and 
directly actionable;

• impacting complex provider 
behaviors and decisions is unrealistic;

• empower, don’t command;
• ensure providers feel they are 

decision-makers in the process;
• providers should come to an 

agreement on clinical guidelines to 
truly drive behavior change.

Focus on Post-acute 

Care

The ACO experience showed 
Houston Methodist that it needed to 
better address the patient’s post-acute 
care experience, says Janice Finder, 
RN, MSN, director of population 
health and process improvement.

“Our patients take for granted that 
we are coordinating all of their care, 
and we needed to learn more about 
our partners to do that. We now have 
relationships in which a patient can 
go right into a skilled nursing facility 
from a doctor’s office, a one-night stay 
in the hospital, or from the emergency 
room, and very specific criteria will 
be used to get that individual patient 
the best care,” she says. “The whole 
goal is to get people to the right level 
of care, so we had to have nurses and 
care teams who first knew where these 
patients were and then were able to 
very quickly treat them and get them 
to the next level of care.”

That required good working 
relationships with the skilled nursing 
facilities and other partners, but 
Houston Methodist also realized 
the importance of working with 
the community. Population health 
initiatives are broad-ranging, and 
clinical excellence is not enough 
if the patient goes home and then 
deteriorates, Finder says.

“We wanted to get rid of all the 
barriers that were preventing people 
from getting the care that they needed 
with their primary care physician, 
so sometimes that means addressing 
a lack of food or transportation and 
sometimes it means getting to the 
know the patient on a deeper level so 
you can see what drives them,” Finder 
says. “Why are they not going to the 
doctor? What is their real goal for 
their health and how can you help 
them get there? Is it making it to their 
son’s wedding or their granddaughter’s 
graduation?”

One win-win for the physicians 
and the ACO was helping with home 
health.

“We knew from the data that we 
were an outlier with home healthcare, 
so we took the burden off the 
physicians to look at all the home 
health certifications,” Finder says.

The ACO took on the 
responsibility of reviewing home 
health providers, determining what 
the patient needed, and coordinating 
the care arrangements with the 
physicians. Because the ACO had 
connectivity with the physicians’ 
EHR systems, it could coordinate 
the home care arrangements with 
better long-term results and decreased 
administrative burden on the 
physicians.

Plan Early for  

Next Care Level

About 45% of the hospital’s 
patients go on to another level of 
care after discharge, so Houston 
Methodist adopted a strategy of early 
intervention, planning for that next 
level of care at the time of admission.

“That was the only way we could 
have a reasonable length of stay 
and have a good idea of what that 
patient’s needs were long-term. That 
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requires a coordinated effort by 
nurses, social workers, and we also 
include a clinical pharmacist,” Finder 
says. “Medications are a big part of 
the program, ensuring not only that 
they have the right medications but 
that they can afford them. We may 
have to look at switching brands or 
helping them with access — whatever 
is required to make it easier for them 
to take the medications they need to 
take.”

Houston Methodist worked 
with Evolent Health, a company 
based in Arlington, VA, to analyze 
population health data and develop 
appropriate strategies. Finder points 
out that innovation in population 
health management is driven by 
data analysis, and implementing 
that innovation requires superior 
communication and coordination 
with healthcare providers.

“That is one thing that set us 
apart when we went out to discuss 
these initiatives with physicians. 
They are impressed with the level 
of communication and the layers of 
coordination that we have in place,” 
Finder says. “Better coordination of 
care across the spectrum is the key for 
improving the lives of these patients 
and seeing success for the hospital and 
the ACO.”

Deaconess Identifies 

Opportunities

Deaconess Health System in 
Evansville, IN, is leveraging the 
population health experience in 
multiple ways. Deaconess participated 
in MSSP Track 1 starting in 2012. 
It joined the Next Generation ACO 
in 2016, establishing financial 
incentives linked to performance, 
leadership training for physicians 
who typically spend all of their time 
practicing medicine, and a physician 

engagement strategy that included 
a governing board composed of 
practicing providers. (For more on 
how ACOs have led to hospital quality 
improvements, see Hospital Peer 
Review, December 2017, at: https://bit.
ly/2pR1PlF.)

Also working with Evolent Health, 
the health system merged data from 
several systems, using predictive 
analysis to risk stratify the population 
and determine the appropriate 
care path for high-risk patients. 
Deaconess implemented a population 
health program to identify patients 
susceptible to avoidable conditions 
and implemented complex care and 
condition-specific programs targeting 
the sickest patients. Dedicated 
care advisors managed them for six 
months.

One of the biggest challenges 
was identifying the complex patients 
needing targeted attention, says 
Steven Etherton, DO, a Deaconess 
physician in Oakland City, IN, and 
a member of the Physician Advisory 
Council, which helps promote 
population health initiatives. 

The data analysis helped identify 
users who were using a significant 
amount of dollars for their healthcare, 
and they were then placed in the 
complex care programs that could 
help predict future care needs, he 
explains.

Deaconess developed the 
Risk Adjustment Factor Clinical 
Initiative, which incorporated 
data on the identified patients and 
engaged physicians, encouraging a 
bi-directional flow of information 
between the Council and physicians, 
says Renee Michelle Galen, MD, also 
a Deaconess physician (in Newburgh, 
IN), and a member of the council. 

One concern from physicians was 
making sure the program addressed 
those patients who were sicker and 
required more resources, fitting them 

into the shared risk model without 
compromising their care.

The health system implemented 
several quality improvement initiatives 
as a direct result of the population 
health experience in the ACO. A fairly 
new one involves making the ED 
more efficient, encouraging physicians 
to cooperate with best practices and 
common procedures.

“The program is tiered and the 
physicians or clinics have an option 
for how aggressive they want to 
be regarding this ED initiative. 
Some of the issues are as simple as 
having the appropriate message on 
your answering machine when a 
patient calls after hours, and it goes 
up in complexity to the physician 
committing to working late one day 
a week so patients can be seen instead 
of going to the emergency room,” 
Etherton explains. “They might even 
reach an agreement with an urgent 
care center to direct patients there if 
they can’t see the doctor and don’t 
have a true emergency.”

Varied Physicians on 

Council

Deaconess also is using different 
online scheduling options to improve 
access in the ED and other areas. 
The advisory council has smoothed 
over some of the most common 
challenges a health system encounters 
when trying to change established 
systems, Galen says, and the council’s 
effectiveness is due in part to the 
variety of its physicians. The council 
has many primary care physicians, but 
also physicians from several specialties, 
inpatient and outpatient, some who 
are Deaconess employees, and others 
who are affiliates. There also are 
representatives from administration.

“It’s kind of a different viewpoint 
from all the people sitting around 
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the table when we talk about what 
is important to the institution to 
go forward and achieve these value-
shared contracts. It’s important for the 
buy-in to have practicing physicians,” 
Etherton says. “As a practicing 
physician, we already have very 
busy, hectic days and we don’t want 
someone to add a burden to us when 
there is a way to do it without having 
to extend ourselves even more.”

The council meets about once a 
month and members discuss quality 
data, along with ideas for practice 
changes, explains Bradley Scheu, 
DO, a Deaconess physician in 
Newburgh, IN, and a member of the 
council.

“We’ll look at the data as a whole 
about quarterly for issues like colon 
screening, breast cancer screening, and 
emergency visits, looking at that data 
as a group to see if we can identify 
outliers and learn anything from those 
experiences,” Scheu says. 

“Diabetic eye exams were a 
difficult quality metric for some of 
our physicians, so by looking at what 
some offices were doing with that 
we were able to create a document 
that we asked patients to take to 
their eye doctor and send back to the 
primary care doctor. It wasn’t that the 
eye doctors weren’t doing it, but we 
needed that information coming back 
to us to close the loop and meet that 
higher quality metric.”

Taking Data Local

The council also takes data down 
to the local level by grouping five to 
10 physicians who practice in the 
same geographic area in a “pod” that 
meets every other month, Scheu 
says. An administrative representative 
shares quality metrics on a particular 
issue such as emergency visits, 
providing specific data on the 

individual physicians, their practices, 
the pod, and how they compare to the 
entire Deaconess network.

“This is information that would 
have been discussed at the council 
level and we might have discussed 
potential changes, but bringing it 
down to this level helps physicians feel 
that they’re getting an accurate picture 
of where they stand, rather than 
feeling lost in data that includes so 
many others who may be in different 
settings or dealing with different 
practice issues,” Scheu says. “It has 
been an important part of keeping 
physicians engaged and motivated to 
make meaningful changes and actually 
move the needle.”

Deaconess used to provide data 
with physician names attached, but it 
found that was counterproductive.

“They didn’t want to be put in 
the position of competing with 
each other, with their friends and 
colleagues. They’re fine with knowing 
where they stand, that their metrics 
are not as good as the practice or as 
some other physician, but they didn’t 
want to know that their peer down 
the hall was performing better and feel 
like we were putting them in direct 
competition and creating friction,” 
Scheu says.

“So we started showing the data 
blinded, so that I only know where I 
stand and how I rank relative to the 
five other people but not with their 
names attached,” he adds.

Scheu notes that providing that 
sort of data prompted improvements 
in colon cancer screening, without 
any financial incentive attached. 
Deaconess now provides a financial 
incentive.

Good Results Emerging

Deaconess is seeing decreased 
hospitalization for patients in the 

complex care program, and there have 
been decreased expenses with chronic 
kidney disease patients, Etherton says. 
The initial indications from the ED 
initiative also are promising, he says.

Etherton advises hospital quality 
leaders to be flexible and not 
expect every initiative derived from 
population health to yield substantial 
results. It is likely, however, that even 
the less successful initiatives will yield 
lessons that can be applied to new 
projects down the road, he says.

“As more and more of this data 
analysis occurs, we will find more 
areas of high utilization and ways to 
address those issues also. But it’s not 
all about the money,” Etherton says. 
“There is an advanced illness program 
that helps people in the end stage of 
their life, helping them with their 
advance directives, living wills — 
other things that can be overlooked at 
that stage of care. So it’s not just about 
the cost savings. It’s about quality of 
life also.”  n
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Readmission Rates May Not Reflect Quality, 
Study Says

The public has been led to believe 
that hospital quality measures 

on CMS’s Hospital Compare website 
offer a simple but reliable way to 
compare the quality of care offered by 
different hospitals, but recent research 
casts doubt on that reliability.

Hospital readmission rates in 
particular have gained substantial 
attention from policymakers and 
healthcare providers because of their 
high frequency and significant costs. 
Researchers at the Smith Center for 
Outcomes Research in Cardiology at 
Beth Israel Deaconess Medical Center 
(BIDMC) in Boston say condition-
specific readmissions measures may 
not accurately or fairly reflect hospital 
quality.

The study found significant 
differences in hospitals’ performance 
when readmissions were assessed 
for non-Medicare patients and for 
conditions other than those currently 
reported. When these additional 
factors are taken into account, half of 
hospitals would be subject to a change 
in their financial penalty status, the 
researchers say.

“Medicare metrics alone may not 
be the final word on hospital quality 
for readmissions,” senior author 
Robert W. Yeh, MD, MSc, director 
of the Smith Center for Outcomes 
Research in Cardiology at BIDMC, 
said in a statement announcing the 
study results.

“As it currently exists, the 
Medicare public reporting system 
offers an incomplete picture,” Yeh 
said. 

“Significant attention has 
been given to hospitals’ overall 
performance as determined by the 
public reporting of a small number 
of specific conditions and patient 
populations,” he added. “It’s a little 
bit like issuing a final grade based on 
a few homework assignments and not 
a full semester’s worth of work.”

Excess readmission ratios, which 
examine hospital readmissions 
for heart failure, heart attack, 
and pneumonia among Medicare 
beneficiaries, are used to assess quality 
and determine hospital payments. 
Yeh and his colleagues wanted to 
know if hospitals that reported high 
readmission rates for fee-for-service 
Medicare patients also would have 
high readmission rates for patients 
with other payers, including Medicaid 
and private insurance.

They also wanted to find out if 
hospitals with high readmission rates 
for the three specified conditions 
— heart failure, pneumonia, 
and heart attack — had similarly 
high readmission rates for other 
unreported conditions, says first 
author Neel Butala, MD, MBA, an 
investigator at the Smith Center at 
BIDMC and cardiology fellow at 
Massachusetts General Hospital.

The researchers reviewed data from 
the Healthcare Cost and Utilization 
Project’s Nationwide Readmission 
Database, focusing on more than 
2,100 hospital observations in 2013 
and 2014 to investigate whether 
30-day readmission measures for 
heart failure, myocardial infarction, 
and pneumonia among Medicare 
patients reflect hospital performance 
on readmissions more broadly in an 
all-payer national sample.

They found that 29% of hospitals 
currently being penalized for 
readmissions would no longer incur a 
penalty if unreported conditions were 
used as the basis of the calculations.

The difference was even greater 
when examining non-Medicare 
readmission rates: 40% of penalized 
hospitals would no longer be issued 
penalties if performance was based on 
readmission rates for non-Medicare 
patients hospitalized for heart failure, 
pneumonia, or heart attack.

“This tells us that similar 
hospital or patient characteristics 
may influence readmissions more 
than similar disease conditions 
and suggests that efforts to prevent 
readmissions may be more successful 
by targeting hospitalwide processes 
rather than condition-specific 
processes,” Butala says.

An abstract of the study is 
available online at: https://bit.
ly/2J2lKHp.  n

Prior Authorizations Lower Quality of Care,  
AMA Says

Almost all surveyed physicians 
agree that prior authorizations 

required by insurers negatively affect 

the quality of care patients receive, 
according to a new American Medical 
Association (AMA) report. Ninety-

two percent of surveyed physicians say 
prior authorizations get in the way of 
proper patient care, the group reports.
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COMING IN FUTURE MONTHS

Prior authorization programs 
required by health insurance 
companies make it harder to 
prescribe an increasing number of 
medications or medical services, said 
AMA Chair-elect Jack Resneck Jr., 
MD. It’s not that insurers are denying 
the requests too often, he said, but 
rather the process of submitting 
documentation and justifying the 
physician’s plan of care is onerous.

“In practice, insurers eventually 
authorize most requests, but 
the process can be a lengthy 
administrative nightmare of recurring 
paperwork, multiple phone calls, and 
bureaucratic battles that can delay 
or disrupt a patient’s access to vital 
care,” Resneck said in a statement 
announcing the survey results. “In 
my own practice, insurers are now 
requiring prior authorization even 
for generic medications, which has 
exponentially increased the daily 
paperwork burden.”

The AMA surveyed 1,000 
physicians, and 64% reported waiting 
at least one business day for prior 
authorization decisions from insurers. 
Thirty percent said they wait three 
business days or longer.

Those wait times are more than 
just a hassle, according to the AMA, 
with 92% of surveyed physicians 
saying the prior authorization process 
delays patient access to necessary 
care and 78% reporting that prior 
authorization can sometimes, often, 
or always lead to patients abandoning 
a recommended course of treatment.

“In addition, a significant majority 
of physicians (84%) said the burdens 
associated with prior authorization 
were high or extremely high, and a 
vast majority of physicians (86%) 
believe burdens associated with prior 
authorization have increased during 
the past five years,” the report stated. 
“The survey findings show that every 
week a medical practice completes an 

average of 29.1 prior authorization 
requirements per physician, which 
takes an average of 14.6 hours to 
process — the equivalent of nearly 
two business days. To keep up with 
the administrative burden, about a 
third of physicians (34%) rely on staff 
members who work exclusively on 
the data entry and other manual tasks 
associated with prior authorization.”

Resneck said the AMA survey 
illustrates a critical need to change 
the prior authorization system. In 
January 2018, the AMA joined the 
American Hospital Association, 
America’s Health Insurance Plans, 
American Pharmacists Association, 
Blue Cross Blue Shield Association, 
and Medical Group Management 
Association in a Consensus Statement 
that, according to AMA’s website, 
“[outlined] their shared commitment 
to industry-wide improvements to 
prior authorization processes and 
patient-centered care.”  n

$30 Million in Quality Funding Available 
From CMS

CMS is offering up to $30 
million in funding and 

technical assistance to clinicians, 
patients, and others involved in 
developing and improving quality 
measures for the Quality Payment 
Program (QPP).

The funds can be used for work 
on quality issues including critical 
measure gaps, clinician engagement, 
efficient data collection to reduce 
clinician burden, consumer-
informed decisions, and quality 
measure alignment.

CMS will work directly with 
healthcare providers through 
cooperative agreements, providing 
resources to help guide their 
measure-development efforts, saying 

the agreements can “leverage the 
unique perspectives and expertise 
of these external entities, such as 
clinician and patient perspectives, 
to advance the Quality Payment 
Program measure portfolio.”

The offer comes as CMS 
implements the Medicare Access 
and CHIP Reauthorization Act 
(MACRA) and healthcare providers 
try to find their footing with the 
QPP and the Merit-based Incentive 
Payment System (MIPS).  
 
 
 
 
 
 

To maximize CMS reimbursement, 
clinicians must select and report on 
six metrics from quality, advancing 
care information and improvement 
activities.

There are more than 300 options, 
and CMS says the funding offer is 
intended in part to help healthcare 
providers choose wisely while 
reducing the administrative burden.

More information on the 
program is available online at 
https://bit.ly/2GzZjL3.  n
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1. In Pennsylvania, reports of near-

miss BCMA events increased 

more than 2,700% from January 

2005 through December 2016, 

but what percentage of all 

reported BCMA-related events 

caused patient harm? 

a. 0.5% 

b. 1.0% 

c. 3.5% 

d. 5%

2. In the BCMA events studied by 

the Pennsylvania Patient Safety 

Authority and Blue Mountain 

Health System, where in the 

BCMA process did the majority 

of errors occur? 

a. Ordering 

b. Dispensing 

c. Verification  

d. Administration

3. What does Keely Macmillan, 

BPCI general manager with 

Archway Health, a software 

company in Watertown, MA, 

say will be a key determinant in 

whether healthcare providers 

participate in the Bundled 

Payments for Care Improvement 

Advanced program? 

a. Deadlines 

b. Targets 

c. Required data collection 

d. Documentation required by 

CMS

4. What is one change Deaconess 

Health System in Evansville, 

IN, made to its process for 

providing quality metrics to 

individual physicians? 

a. Names were removed from data 

showing where a physician stands 

in relation to others. 

b. Physician names were added to 

comparative metrics to encourage 

competition with close peers. 

c. The physician’s ranking within 

the Deaconess system was 

removed. 

d. The physician received only his 

or her metrics and all comparisons 

were removed.
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