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Jacquelyn Smith, RN, BSN, MA, CMCN 
started her nursing career in 1974 by attending the 
University of Colorado Boulder. She graduated 
with a Bachelor’s degree in Registered Nursing in 
1979. Jacquelyn eventually went on to complete 
her Master’s degree in Organizational Leadership 
from the University of Phoenix in 1998.

Over the years, Jacquelyn has worked in various 
Medical Management positions and designed, 
developed, and implemented Medicare/Medicaid, Dual Eligible, Long-Term Services and Supports 

programs. More recently, she was the Chief 
Operating Officer and Senior Advisor of Business 
Development at NextLevel Health. Today, she 
is the Associate Vice President of Long-Term 
Services and Supports Clinical Operations with 
UPMC Health Plan. 

Jacquelyn Smith has been a loyal member of 
the American Association of Managed Care Nurses 
(AAMCN) since September of 1995. Jacquelyn 
earned her Certification in Managed Care Nursing 
(CMCN) in November of 2006. She was named 
the Managed Care Nurse Leader of the Year and 
received her award at the Fall Managed Care 
Forum in November of 2011.

Jacquelyn has served on various AAMCN 
Councils, contributed as Editor-in-Chief of the 
Journal of Managed Care Nursing (JMCN), and 
led the Board of Directors activities as President of 

Jacquelyn Smith was named the 2011 Managed 
Care Nurse Leader of the Year at the Fall 
Managed Care Forum in Las Vegas, NV.

A Tribute to Jacquelyn Smith, 
Esteemed Past 
President of 
AAMCN

www.aamcn.org


AAMCN since January of 2012. She 
has given years of her time towards 
the goals of educating, leading, 
advising, and advocating for managed 
care nurses. Jacquelyn’s continuing 
commitment to others is an inspiration 
to all those around her. 

Jacquelyn’s ambitions and need to give back to 
the community will not stop with her passing of the 
AAMCN President’s torch. She will go on to serve 

on the board of Bethlehem Haven homeless shelter 
for women and continue her mission of advocacy. 
Jacquelyn, as you continue to move on in life and 
face new events, adventures, and challenges, we all 
wish you the best of luck in your new endeavors.

Rosalind Handy (left), Jacquelyn Smith (center), and Katie 
Eads (right) attending the Fall Managed Care Forum of 2013. 

Jacquelyn Smith (left) and Ashley Austin (right) running the 
Membership Table at the Fall Managed Care Forum of 2015. 
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“Speak not to offend,
    Listen not to defend.”
                     ~ Jacquelyn Smith

The American Association of 
Managed Care Nurses would like to 
give our sincere thanks to Jacquelyn 
Smith for all of her efforts, diligence, 
leadership, laughs, and smiles she 
has brought to our association. You 
have fortified our foundations for 
years to come and we are forever 
grateful for your dedication to the 
advancement and growth of our 
family. We hope you continue to 
lend your insight and presence 
within AAMCN far into the future.

 

THANK YOU!

www.aamcn.org


Words from the New 
AAMCN President

To all  members of 
the American Association 
of Managed Care Nurses 
(AAMCN):

It is my great honor  
and privilege to be selected 
to lead the association as 
we move forward in this 
ever-changing time of 
healthcare reform. I will 
certainly do everything in 
my power to foster growth 
and access to quality 
educational activities and 
resources for our AAMCN 
members.

I would like to thank 
my predecessor, Jacquelyn 
Smith, for the many years of 
dedication and leadership 
of the association. I will 
do my best to fill her shoes 
and preserve the values 
she has instilled in all of 

us. Jacquelyn leaves a solid 
platform from which we 
will continue to strengthen 
and grow our association.

Together with our 
talented AAMCN Board 
of Directors, we will be 
hitting the ground running 
in 2018. I am looking 
forward to enhancing our 
mission of improving 
patient outcomes and 
instilling a leadership 
mentoring philosophy to 
guide those who will be 
coming after us.

I wish you all a 
successful and joyful start 
to the new year!

Jacque Cole, RN, MS, 
CNOR, CPHQ, CMCN, 
CHC, CHPC, FNAHQ, 

FAHM, FHIAS

“Life isn’t about 
   finding yourself. 
   Life is about 
   creating yourself.”
                       
                      ~ Jacque Cole
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AAMCN 2018 Board of Directors

Stefany Almaden, PhD, RN, 
MSN, CCM, CPUM, CMCN, PAHM

Felizitas Devine, RN, 
MS, MBA, CCM, CMCN

Bonnie Zickgraf, 
BSN, RN, CMCN 

Jeanine Davis, 
RN, BAAS, CMCN
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Evaluating the Impact of Affordable Care Act 
Repeal on America’s Opioid Epidemic

Leana S. Wen, Evan B. Behrle, and Alexander C. Tsai

Summary

The Federal Government is struggling to reform healthcare and the Affordable Care Act (ACA). While the 
repeal process has been attempted, failed, and revived multiple times, it is certain that changes are on the 
horizon. This editorial takes a look at the possible effects changes in healthcare legislature will cause on the 
current opioid epidemic.

Key Points

• A key component of proposed legislation from both the House and Senate has been severe cuts to 
Medicaid.

• Nearly one-third of all those who receive substance use disorder treatment rely on Medicaid. 
• Plans to repeal and replace the ACA have threatened access to opioid use disorder (OUD) treatment 

in that they would weaken or even eliminate the requirement that marketplace plans cover “essential 
health benefits,” which currently require insurance companies to cover OUD treatment. 

THE NOVEMBER 2016 UNITED STATES ELECTIONS 
resulted in a Republican sweep of the presidency and both 
chambers of Congress. Republicans’ first major policy priority has 
been to “repeal and replace” the Obama administration’s effort to 
reform healthcare, the Patient Protection and Affordable Care Act 
(ACA), signed into law in 2010. While the repeal process faltered 
in the Senate, suffering a major legislative defeat in late July 2017, 
its resurrection remains a possibility. To date, a key component 
of proposed legislation from both the House and Senate has been 
severe cuts to Medicaid, which currently provides the lion’s share 
of health insurance for low-income Americans.

These legislative proposals have been introduced at a time 
when the U.S. is experiencing an epidemic of opioid addiction and 
overdose. In 2015, there were more than 2.6 million Americans 
with opioid use disorder (OUD).1 During the same year, more 
than 33,000 Americans died of overdoses involving one or more 
opioids, corresponding to an age-adjusted opioid-related death 
rate of 10.4 per 100,0002—more than triple the rate in 2000.3 The 
U.S. now accounts for about a quarter of the world’s drug-related 
deaths.4

The tragedy of opioid overdose is compounded by the fact that 
evidence-based treatments have existed for more than 4 decades. 
The acute phase effects of opioid overdose can be blocked 
through the administration of naloxone, a U.S. Food and Drug 
Administration (FDA)-approved medication available at many 
pharmacies. In the chronic phase, persons with the disease of OUD 

can be successfully treated and enter long-term recovery through 
a combination of medication-assisted treatment (MAT) and 
psychosocial support. The FDA has approved three medications 
for MAT—methadone, buprenorphine, and naltrexone—all of 
which are currently available in generic form (with the exception 
of extended-release naltrexone). Notwithstanding rhetoric about 
“replacing one drug with another”—or more legitimate concerns 
about adverse effects like respiratory depression—evidence for 
the efficacy of MAT prescribed in combination with psychosocial 
support in the treatment of OUD is robust: it suppresses illicit drug 
use more effectively than placebo and other treatments that do not 
use MAT,5-6 and it reduces criminal behavior7 and both all-cause 
and overdose mortality.8

Despite this evidence, only 1 in 10 Americans with substance 
use disorders receive treatment.1 Nearly one-third of all those who 
did not seek treatment cite cost or lack of insurance coverage as 
a reason.1 The treatment gap represents a substantial inefficiency 
for American taxpayers given that treatment can pay for itself 
by averting the medical morbidity and mortality—including 
HIV infection, overdoses, and hepatitis C—services utilization, 
and criminality associated with substance abuse.9 According to 
the National Institutes of Health, every $1 invested in addiction 
treatment saves society $12.10

Medicaid cuts like the kind proposed in Congress11-13 would 
make it significantly harder for those with OUD to access 
treatment. Nearly one-third of all those who receive substance use 
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disorder treatment rely on Medicaid,1 and the program’s support 
for OUD treatment has grown rapidly in recent years, with growth 
concentrated in states that participated in the ACA’s expansion of 
Medicaid.14

The importance of Medicaid in the treatment of OUD cannot 
be overstated for cities like Baltimore, where it provides coverage 
to one-third of all residents.15 In Baltimore, Medicaid enrollees can 
purchase two doses of naloxone for $1—a potentially lifesaving 
discount compared with the $100-$4,500 sticker price.16 A 2015 
blanket prescription for naloxone issued by the first author (LSW), 
empowered by legislation passed by the Maryland legislature, 
enabled every Baltimore resident to receive training and obtain 
naloxone at any pharmacy. Between 2015 and 2017, approximately 
1,000 lives were saved in Baltimore by lay people administering 
naloxone.17 Other major efforts to combat the opioid epidemic in 
Baltimore would be severely compromised if Medicaid were cut, 
including programs to expand access to MAT and to construct a 
behavioral health crisis center to stabilize patients and connect 
them with care.

Plans to repeal and replace the ACA have threatened access 
to OUD treatment in another way: they would weaken or even 
eliminate the requirement that marketplace plans cover “essential 
health benefits,” which currently require insurance companies to 
cover OUD treatment. This means that, in addition to the millions 
of Americans who would lose their health insurance coverage 
entirely, there would also be many more insured Americans whose 
insurance would no longer cover OUD treatment.18 The plans 
would also have allowed states to waive the requirement to cover 
preexisting conditions, immediately pricing people with OUD out 
of the individual market.

One version of the Senate bill attempted to ameliorate the 
effects of the Medicaid cuts by including $45 billion set aside for 
OUD treatment. This amount, however, would not adequately 
compensate for the reduction in future outlays associated with the 
loss of Medicaid and marketplace coverage: one estimate places 
the cost of treating OUD and its common comorbidities among 
Americans at or below 200% of the federal poverty line at $183 
billion over the next 10 years.19

Based on our reading of the evidence, Medicaid cuts of the 
kind proposed in House and Senate bills would have devastating 
consequences for the millions of Americans suffering from OUD. 
Patients who lose health insurance coverage and the ability to 
pay for their treatment may go into withdrawal and see no other 
choice but to turn to illicit opioids—with overdose and death as 
the possible result.

The consequences of untreated addiction extend beyond 
individual patients. Pregnant women with OUD are at risk for 
giving birth to babies with neonatal abstinence syndrome.20-21 
Children who grow up in homes affected by substance abuse are 
much more likely to suffer from OUD themselves as adults.22 
Parental incarceration for OUD-associated criminal activity 
also has deleterious intergenerational health and economic 
consequences.23-24

No matter what, the American people will bear the cost of this 
epidemic—either by paying for treatment now or by paying for the 
medical, economic, and social consequences of denying it later. 
The choice should be clear.

Leana S. Wen and Evan B. Behrle are affiliated with the Baltimore 

City Health Department in Baltimore, MD.
Alexander C. Tsai is affiliated with Chester M Pierce, MD 
Division of Global Psychiatry, Massachusetts General Hospital, 
Boston, MA and Harvard Center for Population and Development 
Studies, Cambridge, MA.

This article first appeared on PLOS Medicine’s website and is 
republished here under a Creative Commons license. http://
journals.plos.org/plosmedicine/article?id=10.1371/journal.
pmed.1002380
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Value Realization Planning in Case Management
Felizitas Devine RN, MS, MBA, CCM, CMCN and John Socolofsky

Summary

Many organizations struggle to measure the value resulting from investments in case management. The reasons 
for this disconnect between investments in case management and the resulting benefits are both clinical and 
technical.

A focus on measuring the realized value of the investment is needed to improve the confidence that the 
investment is sound. Applying the discipline of value realization planning to case management improves the 
link between investment and outcome. The value realization process includes four key steps:

• Define success 
• Develop and execute the plan
• Measure progress and handle variances from the plan
• Exit the process when complete

Focusing on ensuring the value promised through an investment is measured and realized will help organizations 
improve not only care outcomes, but financial performance.

Key Points

• Most organizations do not measure the value delivered by investments in case management.
• Applying value realization principles before, during, and after an investment can help determine if 

the investment is meeting its targets.
• Tracking progress toward goals can give early indication of likelihood of success, provide 

an opportunity to adjust an initiative’s execution, and indicate when an initiative should be 
discontinued with no further investment. 

THE MOVE TO VALUE-BASED CARE IS DRIVING 
organizations to look at every investment in terms of the value 
returned. However, many organizations struggle to measure the 
value realized through investments in case management. According 
to survey data compiled by the Healthcare Intelligence Network,3   
in 2017, nearly 59 percent of hospitals, health systems, and health 
plans either don’t know the return on investment (ROI) on their 
case management expenditures, or believe it’s too early to tell. 

The reasons for the disconnect between investments in case 
management and the financial costs and benefits are both clinical 
and technical. The clinical reasons include:

• Tendency for caregivers and case managers to want 
to provide more services to more members without 
fully considering the clinical and financial goals of the 
organization.

• Tendency for organizations to pressure case managers 
into lower-cost options without fully considering the 
clinical or long-range financial implications.

• In some communities, the needs are so great that there is 
little time to pause and consider the bigger picture.

• There is a general belief that the more care that is provided, 
the better the outcomes.

The technical reasons for the disconnect center around the 
ability to measure impacts of actions. Determination of value 
frequently requires metrics that are not in place, or if the data are 
available, those most qualified to make care decisions (the case 
managers) are not skilled in data analysis.

Case Management Example
Adding value realization planning principles to the practice of 

case management can help address the business value disconnect. 
Consider an example: A health insurer wants to add nurses to its case 
management staff, with the belief that doing so would positively 
impact financial and clinical outcomes. At first thought, adding 
nurses may seem like a good idea all around: more aggressive case 
management should result in better clinical outcomes, which should 
result in fewer claims. But without thoughtfully considering and 
monitoring the relationship between adding nursing staff and the 
value delivered, important details can be missed that may void part 
or all of assumed benefits, or on the other hand, deliver more than 

www.aamcn.org


the anticipated value. There may be a law of diminishing returns in 
adding staff. Some categories of cases may not respond positively 
to increased management. There may be disease states where an 
increase in management would deliver disproportionately higher 
or lower benefits than other disease states. A value realization plan 
(VRP) can help address these questions and more.

The Value Realization Process
The process of value realization is iterative and is executed 

until success is achieved or other exit criteria are reached.
A framework for value realization is structured around four 

key steps, following the flow of the above diagram:

1.  Define success
Begin with the end in mind.2  Rationale for a potential 

investment should be based on targets that are specific, measurable, 
and time-bound. For case management, success should be aligned 
with both clinical and financial goals. Goals should leverage 
available data to monitor attainment, and if data is not available, 
the investment should be postponed. Good goal-setting means 
stakeholders must be on the same page with their expectations.

Measuring success of a proposed initiative in case management 
should look at broad data over a continuum of care and a wide 
population. Comparisons should be made to a) not making the 
change, b) similar changes made to similar cases, and c) similar 
changes made to dissimilar cases. 

Strengthening the foundation for the ROI in a business case 
requires a VRP to provide traceability of explicitly defined value 
drivers before, during, and after an initiative. This approach 
requires data and a long-term view. It involves the willingness to 
alter targeted care plans to observe the impacts of investments.

Typical case management leaders stratify benefits into hard 
and soft savings (financial and non-financial), and both need to be 
considered when defining success for a transformation initiative. 
An example of hard savings is moving a member out of an ICU bed 
at a cost of $500 per day to a medical-surgical bed at a cost of $250 
per day, saving $250. An example of soft savings is intervening 
early after a diagnosis of diabetes and enrolling the member in 
education with a certified diabetes educator. This reduces the risk 

of diabetes complications and severity, which has accompanying 
soft savings. Cost avoidance is another example of soft savings. 
With improved foot care the risk of requiring a toe amputation 
is reduced. Many journals have published the results of studies 
on cost-effectiveness of improved diabetes care. For other disease 
states the correlation between care and financial or clinical benefits 
may not be as clear. In any case, metrics need to be in place to 
baseline the initiative and track progress toward goals.

In estimating potential benefits of improved outcomes, 
various quality of life measures have been proposed through 
the years, such as the Quality-Adjusted Life Year (QALY), the 
Health-Related Quality of Life measures from the Centers for 
Disease Control and Prevention,1 Rand’s health surveys,4  and 
others. These measures typically involve patient self-administered 
surveys, and attempt to assign an objective value to improvements 
in health. Organizations should carefully consider how to quantify 
and monitor clinical outcomes as part of setting goals for a VRP 
and tracking its progress.

2.  Develop and execute the plan
This is typically straightforward, as it is the intended steps 

to achieving success over a particular timeframe. Consider the 
path to success to be a project or initiative. An organization 
desires to add cardiovascular disease to its list of target disease 
states for management. There is a timeframe, scope, and cost for 
such an initiative that should be planned, executed, and actively 
managed like any other project. This plan feeds the next part of 
the framework.

3.  Measure progress and handle variances from the plan
A VRP involves periodic measurement of progress toward the 

goal as the plan is executed. The state of key metrics should be 
noted at regular intervals during project execution to validate the 
initiative is not deviating from the plan. If variances are noted, 
steps should be taken to return the initiative to the plan. The VRP 
establishes a formal mechanism to identify when targets are not 
being met within expected timeframes, allowing stakeholders to 
pursue corrective actions in a timely manner.

Exhibit 1. Value Realization Process
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4.  Exit the process when complete
There are two conditions for declaring an effort complete: 

a) when the targets set at the beginning have been attained, or b) 
when it is clear that the targets will not be attained and instead, 
negative exit criteria have been reached. Reasonable efforts 
should be made to keep initiatives moving positively toward their 
goals, and achieving the goals should result in the initiative being 
declared a success and institutionalization of the new learnings. 
However, along with the positive targets set initially, negative exit 
criteria should be defined so that an organization can discontinue 
an initiative when it clearly will not be a success. Tracking of 
variances during the execution of an initiative will give early 
indication of potential failure, and the organization can cut its 
losses before continuing unreasonable investments.

Conclusion
By orienting the consideration of investment in case 

management around value realization, healthcare organizations 
are better positioned to measure business value which justified the 
investment. A discipline of measuring and acting on realized value 
will increase both reliability and accountability associated with 
investment justification and prioritization.
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Using Clinical Data for Risk Stratification: 
An Effective Tool for Care Management

Karna W. Morrow, CPC, RCC, CCS-P, PCS and Sheryl A. Riley, RN, OCN, CMCN

Summary

A comprehensive risk assessment tool should not be designed to ask patients about every facet of their lives. 
Instead, care managers and social workers can and should perform risk assessment in a conversational format 
with patients and their families.

Key Points

• The best assessment tools are easily verifiable and consist of 5 to 10 questions per tool that cover 
the physical, functional, cognitive, environmental, behavioral, and social concerns in multiple care 
settings.

THE MAJORITY OF CARE MANAGERS AND SOCIAL 
workers already know that prioritizing patients by risk is a critical 
component of effective care management, but risk can mean 
different things to different people. Therefore, the tool you use or 
choose to create is vital to proper risk assessment.

“Risk assessment” is a systematic process of evaluating the 
potential risks that may be involved in a projected activity or 
undertaking.

“Risk stratification” is the process of identifying the relative 
risk of patients in a population by analyzing their medical history. 
It is a key driver for improving the quality of care delivered by 
health services.

“Acuity” can be defined as the extent of the care that a patient 
requires from the nursing staff.1  An acuity-based staffing system 
adjusts how many nurses are working on a shift based on the 
patients’ needs rather than the actual patient numbers.1 Caregivers 
and health science literature frequently reference patient acuity, 
but without specific or consistent definitions or measurements.2 

Acuity has been used as a reference for estimating nursing staff 
allocations and for determining budgets. In our programs, we 
utilize the patient acuity to allocate team resources to our patient 
via a multidisciplinary team. Understanding the increased level of 
risk increases the patient’s acuity and the intensity of resources. 
These are the patients we need to find, risk assess, and minimize 
that risk to the best of our ability.  This in turn improves the 
patients’ quality of life and reduces cost.

Risk Stratification Tool
The first steps in improving patient risk stratification are to 

create a Risk Assessment Tool that has a goal in mind (what are 
you trying to measure or achieve).  Next step is to make certain 
the tool examines the patients’ current circumstances such as 
physical function and/or disability which can help predict patient 
outcomes. This tool should focus on how to keep patients safe, and 
allowing them to stay in their home, avoiding preventable hospital 
admissions and readmissions, mitigating unnecessary emergency 
department visits, and/or reducing mortality rates.

The idea is to work backwards and to focus on the ultimate 
outcome, which will assist you in identifying the right patient risk 
assessment tool. Questions that you may want to ask include: 

• What do we want to achieve for our patients?
• How do we improve patients’ quality of life?
• How can we save the patient, provider, and payer money?
• What elements of the assessment can we gather from the 

data?
• What else do we need from speaking with the patient 

directly?

Risk Assessment Tool
Next, a patient risk assessment tool should assist in predicting 

patient outcomes. Therefore, there should be a clear correlation 
between the patients’ risk factors and the clinical outcomes. There 
is still significant disagreement regarding the type of information 
needed to validate risk. As an organization, you must agree on 
the type of risk and the clinical outcomes and then decide how to 
obtain that information, or you will never achieve success. 

The goal should be to stratify all patients in a practice or 
organization, and then stratify them according to their risk level. 
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This allows the care management team to apply the correct level 
of goal setting and interventions based on the level of risk that the 
patient is facing (ie, the right patient at the right time with the right 
intervention). 

Having a core set of patient goals and interventions is vital, 
but the intensity of how you apply them to each risk level should 
be different. These goals and interventions can only be created if 
you know what the overall outcomes and objectives are for the 
program. Everyone must be on the same page, or the process will 
not be successful.

Gathering Patient Data
Once you have agreed on the data points, you will need to 

identify where each data point will be gathered from, such as 
electronic medical records, hospital records, claims, other systems, 
or a patient conversation or visit. Our current stratification 
approach contains 3 different levels of data all weighted based on 
the process and the point collected.

The first score is derived from demographics, cost, and 
diagnosis, with the diagnosis weighted more heavily, because you 
have not yet spoken with the patient. Although cost and diagnosis 
provide valuable information, there can also be false-positive 
results from one event or from an old or controlled diagnosis 
that happened one time and has not been repeated.  That is why 
utilizing 3 years of data to create a baseline for diagnosis, cost 
and utilization removes many of the outliers that can skew the 
data. Also, it is imperative that an educated coder is involved in 
validating the diagnosis and coding, because these codes play an 
important role in determining each patient’s risk level.

The second score is accumulated through a telephone 
interview, in which a care coordinator speaks with the patient and 
performs a series of disability screenings to validate the patient 
information related to areas of risk. This validation process 
involves physical, cognitive, functional, behavioral, social, and 
environmental factors. This screening contributes to a disability 
score or the level for the patient and carries great weight when 
assessing patients’ risk or acuity level.

The third score in the acuity/stratification process is completed 
at the patient’s home, or at a clinic with a face-to-face visit with 
the patient and/or his or her family. This physical assessment and 
conversation validates all the previous data that were collected and 
gives the care team member an opportunity to assess the patient 
and their environment in real time.

An important item to remember regarding risk stratification is 
that it is organic, and it can change with each “touch point” of the 
patient based on the information entered into the system, and how 
the patient’s condition can change at any given time.

Applying the Risk Assessment Tool
A comprehensive risk assessment tool should not be designed 

to ask patients about every facet of their lives. Extensive risk 

assessments are resource-intensive and may frustrate staff, as well 
as patients and their families. Instead, care managers and social 
workers should perform risk assessment in a conversational format 
with patients and their families over the phone, as well as during 
their home assessment, to create a working and trusting relationship, 
which will result in more valid and actionable information.

The best risk assessment tools are easily verifiable and consist 
of 5 to 10 questions per tool that cover the physical, functional, 
cognitive, environmental, behavioral, and social concerns 
in multiple care settings. Also, we must be able to share this 
information with our providers, so that they can clearly delineate 
their patients’ risk level and can create plans of care that reflect 
that risk level.

Identifying high-risk patients should be easy, but because 
most risk assessment tools evaluate data instead of gathering 
information directly from the patient, this creates many gaps in 
data or missed opportunities. 

Proper coding, diagnosis, demographics, and cost are critical 
components of the process, and will give you a good first look at 
your patients, but if you want to identify the sickest patients, you 
need to look beyond the data, and speak with your patients. Patient 
assessment data that include disability, barriers to care, literacy, 
and social and environmental tools will better equip you to identify 
high-risk patients. 

In our opinion, high-risk patients are getting lost in the concept 
of population management. However, by identifying and caring 
for this subset of patients, practices can control costs and improve 
the quality of life and outcomes for these high-risk patients.

How to Build a Better Risk Assessment Tool
• Obtain, assess, and validate all International Classification 

of Diseases, Tenth Revision codes.
• Clarify the scope of the tool in terms of the type of risk 

being assessed, the targeted patient populations, and the 
desired health outcomes.

• Ask the right questions by including clinical, demographic, 
and psychosocial criteria.

• Involve frontline staff early and often by soliciting staff 
input and feedback to evaluate the tool’s relevance, 
reliability, and ease of use.
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NONOPIOID TREATMENTS 
FOR CHRONIC PAIN

PRINCIPLES OF CHRONIC PAIN TREATMENT

Patients with pain should receive treatment that provides the greatest benefit. Opioids are not the first-line therapy for 
chronic pain outside of active cancer treatment, palliative care, and end-of-life care. Evidence suggests that nonopioid 
treatments, including nonopioid medications and nonpharmacological therapies can provide relief to those suffering 
from chronic pain, and are safer. Effective approaches to chronic pain should: 

Use nonopioid therapies to the extent possible 

Identify and address co-existing mental health 
conditions (e.g., depression, anxiety, PTSD) 

Focus on functional goals and improvement, engaging 
patients actively in their pain management 

Use disease-specific treatments when available (e.g., 
triptans for migraines, gabapentin/pregabalin/duloxetine 
for neuropathic pain) 

Use first-line medication options preferentially 

Consider interventional therapies (e.g., 
corticosteroid injections) in patients who fail 
standard non-invasive therapies 

Use multimodal approaches, including 
interdisciplinary rehabilitation for patients who have 
failed standard treatments, have severe functional 
deficits, or psychosocial risk factors

NONOPIOID MEDICATIONS

MEDICATION MAGNITUDE OF
BENEFITS HARMS COMMENTS

Acetaminophen Small Hepatotoxic, particularly at 
higher doses First-line analgesic, probably less effective than NSAIDs

NSAIDs Small-moderate Cardiac, GI, renal First-line analgesic, COX-2 selective NSAIDs less GI toxicity

Gabapentin/pregabalin Small-moderate Sedation, dizziness, ataxia First-line agent for neuropathic pain; pregabalin approved for fibromyalgia

Tricyclic antidepressants and 
serotonin/norephinephrine 
reuptake inhibitors

Small-moderate

TCAs have anticholinergic 
and cardiac toxicities; 
SNRIs safer and better 
tolerated

First-line for neuropathic pain; TCAs and SNRIs for fibromyalgia, TCAs for 
headaches

Topical agents (lidocaine, 
capsaicin, NSAIDs) Small-moderate

Capsaicin initial flare/
burning, irritation of 
mucus membranes

Consider as alternative first-line, thought to be safer than systemic 
medications. Lidocaine for neuropathic pain, topical NSAIDs for localized 
osteoarthritis, topical capsaicin for musculoskeletal and neuropathic pain

LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html

www.aamcn.org
http://www.cdc.gov/drugoverdose/prescribing/guideline.html
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RECOMMENDED TREATMENTS FOR COMMON CHRONIC 
PAIN CONDITIONS 

Low back pain

Self-care and education in all patients; advise 
patients to remain active and limit bedrest

Nonpharmacological treatments: Exercise, cognitive 
behavioral therapy, interdisciplinary rehabilitation 

Medications 
 • First-line: acetaminophen, non-steroidal anti inflammatory 

drugs (NSAIDs) 
 • Second-line: Serotonin and norepinephrine reuptake inhibitors 

(SNRIs)/tricyclic antidepressants (TCAs)

Migraine

Preventive treatments 
 • Beta-blockers 
 • TCAs 
 • Antiseizure medications 
 • Calcium channel blockers 
 • Non-pharmacological treatments (Cognitive behavioral 

therapy, relaxation, biofeedback, exercise therapy) 
 • Avoid migraine triggers 

Acute treatments 
 • Aspirin, acetaminophen, NSAIDs (may be combined 

with caffeine) 
 • Antinausea medication 
 • Triptans-migraine-specific 

Neuropathic pain

Medications: TCAs, SNRIs, gabapentin/pregabalin, 
topical lidocaine 

Osteoarthritis

Nonpharmacological treatments: Exercise, weight 
loss, patient education 

Medications 
 • First-line: Acetamionphen, oral NSAIDs, topical NSAIDs 
 • Second-line: Intra-articular hyaluronic acid, capsaicin 

(limited number of intra-articular glucocorticoid injections 
if acetaminophen and NSAIDs insufficient)

Fibromyalgia

Patient education: Address diagnosis, treatment, 
and the patient’s role in treatment

Nonpharmacological treatments: Low-impact aerobic 
exercise (e.g., brisk walking, swimming, water 
aerobics, or bicycling), cognitive behavioral therapy, 
biofeedback, interdisciplinary rehabilitation 

Medications 
 • FDA-approved: Pregabalin, duloxetine, milnacipran 
 • Other options: TCAs, gabapentin

LEARN MORE  |  www.cdc.gov/drugoverdose/prescribing/guideline.html
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How to Fall to Your Death and Live to Tell the Tale
Neil Steinberg

Summary

Slipping in the shower, tripping down the stairs, taking a tumble in the supermarket – falls kill over 420,000 
people per year and hospitalize millions more. As well as taking up more than a third of ER budgets, fall-related 
injuries often lead to expensive personal injury claims. Falling can cause bone fractures and, occasionally, 
injuries to internal organs, the brain and spinal cord. We can’t eliminate all falls, so we must to learn to fall 
better.

Key Points

• Prepare your environment
• Fall-proof your routine
• Improve your gear
• Prepare your body
• Fall the right way

ALCIDES MORENO AND HIS BROTHER EDGAR 
were window washers in New York City. The two Ecuadorian 
immigrants worked for City Wide Window Cleaning, suspended 
high above the congested streets, dragging wet squeegees across 
the acres of glass that make up the skyline of Manhattan.

On December 7, 2007, the brothers took an elevator to the 
roof of Solow Tower, a 47-storey apartment building on the Upper 
East Side. They stepped onto the 16-foot-long, three-foot-wide 
aluminium scaffolding designed to slowly lower them down the 
black glass of the building.

But the anchors holding the 1,250-pound platform instead 
gave way, plunging it and them 472 feet to the alley below. The 
fall lasted six seconds.

Edgar, at 30 the younger brother, tumbled off the scaffolding, 
hit the top of a wooden fence and was killed instantly. Part of his 
body was later discovered under the tangle of crushed aluminium 
in the alley next to the building.

But rescuers found Alcides alive, sitting up amid the wreckage, 
breathing and conscious when paramedics performed a “scoop 
and run” – a tactic used when a hospital is near and injuries so 
severe that any field treatment isn’t worth the time required to do 
it. Alcides was rushed to NewYork-Presbyterian Hospital/Weill 
Cornell Medical Center, four blocks away.

Falls are one of life’s great overlooked perils. We fear terror 
attacks, shark bites, Ebola outbreaks and other minutely remote 
dangers, yet over 420,000 people die worldwide each year after 
falling. Falls are the second leading cause of death by injury, after 
car accidents. In the United States, falls cause 32,000 fatalities a 
year (more than four times the number caused by drowning or fires 

combined). Nearly three times as many people die in the US after 
falling as are murdered by firearms.

Falls are even more significant as a cause of injury. More 
patients go to emergency rooms in the US after falling than from 
any other form of mishap, according to the Centers for Disease 
Control and Prevention (CDC), nearly triple the number injured by 
car accidents. The cost is enormous. As well as taking up more than 
a third of ER budgets, fall-related injuries often lead to expensive 
personal injury claims. In one case in an Irish supermarket, a 
woman was awarded 1.4 million euros compensation when she 
slipped on grapes inside the store.

It makes sense that falls dwarf most other hazards. To be shot 
or get in a car accident, you first need to be in the vicinity of a gun 
or a car. But falls can happen anywhere at any time to anyone.

Spectacular falls from great heights outdoors like the plunge 
of the Moreno brothers are extremely rare. The most dangerous 
spots for falls are not rooftops or cliffs, but the low-level, interior 
settings of everyday life: shower stalls, supermarket aisles and 
stairways. Despite illusions otherwise, we have become an 
overwhelmingly indoor species: Americans spend less than 7 per 
cent of the day outside but 87 per cent inside buildings (the other 6 
per cent is spent sitting in cars and other vehicles). Any fall, even 
a tumble out of bed, can change life profoundly, taking someone 
from robust health to grave disability in less than one second.

Falling can cause bone fractures and, occasionally, injuries to 
internal organs, the brain and spinal cord. “Anybody can fall,” says 
Elliot J. Roth, medical director of the patient recovery unit at the 
Shirley Ryan AbilityLab in Chicago. “And most of the traumatic 
brain injury patients and spinal cord injury patients we see had no 
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previous disability.”
There is no Journal of Falls, though research into falling, gait 

and balance has increased tremendously over the past two decades. 
Advances in technology improve our understanding of how and 
why people fall, offer possibilities to mitigate the severity of 
falls, and improve medicine’s ability to treat those who have hurt 
themselves falling.

Scientists are now encouraging people to learn how to fall to 
minimize injury – to view falling not so much as an unexpected 
hazard to be avoided as an inevitability to be prepared for. Training 
may even have been a factor determining the outcome of the 
Moreno brothers’ fall to earth nearly ten years ago.

Doctors at NewYork-Presbyterian did not want to risk moving 
Alcides Moreno from the emergency room into an operating room 
for fear that the slightest additional bump might kill him. They 
started surgery in the ER. He had two broken legs, a broken arm, a 
broken foot, several broken ribs, and a crushed vertebra that could 
have paralyzed him, as well as two collapsed lungs, a swollen 
brain, plus several other ruptured organs. Alcides was given 24 
pints of blood and 19 pints of plasma before the bleeding could 
be stopped.

Doctors marvelled that he was alive at all, reaching for an 
explanation not often used in medical literature: “miracle”.

By 100 feet or more, falls are almost always fatal, apart from 
freak accidents. People have fallen miles from planes and lived, 
due to tumbling down snowy hillsides, the way extreme skier 
Devin Stratton did when he accidentally skied off a 150-foot Utah 
mountain cliff in January 2017 and escaped unharmed, his fall 
arrested by branches and cushioned by deep snow. He was wearing 
a helmet, which cracked even as its camera recorded his plunge.

“It’s not the fall that gets you,” the skydiving joke goes. “It’s 
the sudden stop at the bottom.” Deceleration is the key to surviving 
falls and reducing injuries − it isn’t the length of fall that’s relevant, 
but what happens as you reach the ground. This was dramatically 
demonstrated in the summer of 2016 by professional skydiver 
and safety expert Luke Aikens. He jumped from a plane without 
a parachute at an altitude of 25,000 feet, or 4.7 miles, hitting a 
100-by-100-foot net positioned in the southern California desert 
and emerging without a scratch.

One theory was that Alcides lived because, when the 
scaffolding gave way, he lay flat and clung to the platform, as 
professional window washers are trained to do. The scaffold fell 
not in the open street but in a narrow alley – air resistance may 
have built up against the platform, slowing it. The platform also 
may have scraped against the building and its neighbour, reducing 
its rate of fall. The aluminium crushed on impact, and landed on a 
pile of cables, both of which absorbed some of the impact, forming 
a cushioned barrier.

Survival from heights prompted the first medical writing 
about falls. Hippocrates, in his treatise on head injuries, observes, 
sensibly, that “he who falls from a very high place upon a very 
hard and blunt object is in most danger of sustaining a fracture… 
whereas he that falls upon more level ground, and upon a softer 
object, is likely to suffer less injury”. The first modern medical 
paper on a fall was Philip Turner’s ‘A fall from a cliff 320 feet high 
without fatal injuries’, published in the Guy’s Hospital Gazette 
in 1919. It examined the case of a Canadian Army private who 
stumbled over a chalk cliff on the coast of France in 1916 and 
lived.

In 1917, an American air cadet named Hugh DeHaven was 
flying in a Curtiss JN-4 “Jenny” when it collided with another 
biplane 700 feet above an airfield in Texas. Among the four men 
aboard the two planes, DeHaven alone survived the plunge. He 
spent the rest of his career trying to figure out why, culminating 
in his pioneering 1942 paper, ‘Mechanical analysis of survival in 
falls from heights of fifty to one hundred and fifty feet’.

In it, he examined eight cases of people surviving long falls – 
ignoring his own, but including the lucky Canadian private from 
1916 – and found that those who landed on newly tilled gardens 
could walk away surprisingly intact, noting: “It is, of course, 
obvious that speed or height of fall, is not in itself injurious.” 
That might sound like the first half of the skydiving joke, but his 
research led him to design and patent the combined seatbelt and 
shoulder harness worn in every car today.

Up to the 1960s and 1970s, scientific papers on falls focused on 
forensics – their subjects tended to be dead, the medical questions 
centering on what had happened to them. This was important, for 
instance, when assessing trauma to children – could this child have 
fallen and suffered these injuries, as the caregiver claimed, or is it 
abuse? Falls as a separate, chronic, survivable medical problem 
began to get attention only in the past quarter-century. The journal 
Movement Disorders was begun in 1986, but the bulk of papers 
examining the interplay of balance, gait and falls at ground level 
appear after 2000.

You can trip or slip when walking, but someone standing stock 
still can fall too – because of a loss of consciousness, vertigo or, as 
the Moreno brothers remind us, something supposedly solid giving 
way. However it happens, gravity takes hold and a brief, violent 
drama begins. And like any drama, every fall has a beginning, 
middle and end.

“We can think of falls as having three stages: initiation, 
descent and impact,” says Stephen Robinovitch, a professor in the 
School of Engineering Science and the Department of Biomedical 
Physiology and Kinesiology at Simon Fraser University in British 
Columbia, Canada. “Most research in the area of falls relates 
to ‘balance maintenance’ – how we perform activities such as 
standing, walking and transferring without losing balance.”

By “transferring”, he means changing from one state to another: 
from walking to stopping, from lying in a bed to standing, or from 
standing to sitting in a chair. “We have found that falls among 
older adults in long-term care are just as likely to occur during 
standing and transferring as during walking,” says Robinovitch, 
who installed cameras in a pair of Canadian nursing homes and 
closely analysed 227 falls over three years.

Only 3 per cent were due to slips and 21 per cent due to trips, 
compared to 41 per cent caused by incorrect weight shifting – 
excessive sway during standing, or missteps during walking. For 
instance, an elderly woman with a walker turns her upper body and 
it moves forward while her feet remain planted. She topples over, 
due to “freezing”, a common symptom of Parkinson’s, experienced 
regularly by about half of those with the disease.

In general, elderly people are particularly prone to falls 
because they are more likely to have illnesses that affect their 
cognition, coordination, agility and strength. “Almost anything 
that goes wrong with your brain or your muscles or joints is going 
to affect your balance,” says Fay Horak, professor of neurology at 
Oregon Health & Science University.

Fall injuries are the leading cause of death by injury in people 
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over 60, says Horak. Every year, about 30 per cent of those 65 
and older living in senior residences have a fall, and when they 
get older than 80, that number rises to 50 per cent. A third of 
those falls lead to injury, according to the CDC, with 5 per cent 
resulting in serious injury. It gets expensive. In 2012, the average 
hospitalization cost after a fall was $34,000.

How you prepare for the possibility of falling, what you do 
when falling, what you hit after falling – all determine whether and 
how severely you are hurt. And what condition you are in is key. 
A Yale School of Medicine study of 754 over-70s, published in the 
Journal of the American Medical Association in 2013, found that 
the more serious a disability you have beforehand, the more likely 
you will be severely hurt by a fall. Even what you eat is a factor: a 
study of 6,000 elderly French people in 2015 found a connection 
between poor nutrition, falling and being hurt in falls.

Alcides Moreno underwent 15 more surgeries and was in a 
coma for weeks. He was visited by his three children: Michael, 14, 
Moriah, 8, and Andrew, 6. His wife, Rosario, stayed at his bedside, 
talking to him. She repeatedly took his hand and guided it to stroke 
her face and hair, hoping that the touch of her skin would help 
bring him around. Then, on Christmas Day, Alcides reached out 
and stroked not his wife’s face but the face of one of his nurses.

“You’re not supposed to do that,” Rosario chided him. “I’m 
your wife. You touch your wife.”

“What did I do?” he asked. It was the first time he had spoken 
since the accident, 18 days earlier. His doctors predicted he might 
walk again, after lengthy rehabilitation, though the challenges 
proved to be not only physical but also mental. People who fall 
suffer the expected physical injuries, but accidental falling also 
carries a heavy psychological burden that can make recovery more 
difficult and can, counter-intuitively, set the stage for future falls.

Children begin to walk, with help, at about a year old. By 
14 months they are typically walking unaided. Those first baby 
steps are guided by three key bodily systems. First, proprioception 
– input from the nerves in the muscles, a sense of where limbs 
are relative to each other and what they’re doing. People whose 
limbs are numb have difficulty walking even if their musculature 
is completely functional.

The second sense is vision, not just to see where you are 
going, but to help process information from your other senses. 
“Most people who walk into a dark room will sway more than if 
they can see – about 20 per cent more,” says Horak, an expert in 
how neurological disorders affect balance and gait.

And third is your vestibular system, canals of fluid in the inner 
ear that work in a way not very different from a carpenter’s spirit 
level. The system takes measurements in three dimensions, and 
your body uses the data to orient itself.

With these various systems doing their jobs, you can step 
forward and begin to walk, a feat that performance artist Laurie 
Anderson once described in a song with succinct scientific 
accuracy: “You’re walking, and you don’t always realize it/But 
you’re always falling/With each step, you fall forward slightly/
And then catch yourself from falling/Over and over.”

Or don’t catch yourself. We fall when the smooth, almost 
automatic process of walking goes awry. Perhaps it is something 
as crude as your step being blocked by an obstacle: you trip, over 
a prankster’s outstretched foot perhaps. Or the traction of your 
foot against the floor is lost because of a slippery substance – the 
classic banana peel of silent movie fame, what researchers call 

“perturbation”.
Christine Bowers is 18. She hails from upstate New York, 

and is a student at the Moody Bible Institute in Chicago. One 
day she hopes to teach English abroad. In January 2016 she had 
a cavernous malformation – a tangle of blood vessels deep within 
her brain – removed.

“It paralysed my left side,” she says, as her physical therapist 
straps her into a complex harness in a large room filled with 
equipment at the Shirley Ryan AbilityLab. “I’m working on 
preventing a fall.”

Under the supervision of Ashley Bobich the therapist, Bowers 
is walking on the KineAssist MX, a computerized treadmill with a 
robotic arm and harness device at the back. The metal arm allows 
patients freedom of motion but catches them if they fall. This 
version of the device is quite new – the AbilityLab only got it at 
the end of 2016 and Bowers is the second patient of Bobich’s to 
try it. Previously, those in danger of falling would be tethered to 
overhead gate tracks, a far cruder system, which still can be seen 
in the ceilings above.

Being a student, Bowers often finds herself in crowded 
academic hallways, and says she values her cane as much to alert 
those around her that she has mobility problems as for support. 
Seeing the cane, she says, her classmates tend to give her a bit of 
room as they hurry through the corridors.

Still, she has fallen several times, and those falls made her 
very skittish about walking, a serious problem in the rehabilitation 
of those who have fallen. “It’s huge,” says Bobich. “Fear of falling 
puts you at risk for falling.”

Elliot Roth agrees. “Falls often cause fear of falling, and fear 
of falling often causes fear of walking, and fear of walking often 
causes abnormal or inadequate walking,” he says. A challenge of 
rehabilitation is to not only increase physical capacity, but also 
build patient confidence.

“We’ve been doing what’s called ‘perturbation training’, 
where I pick a change in the treadmill speed,” says Bobich. “She’s 
walking along, I hit the button, and the treadmill speeds up on her 
and she has to react… Her biggest fear was slipping on ice, so I 
said, ‘You know what? I have a really great way for us to train 
that.’”

The treadmill hums while Bobich speeds it up and slows it 
down, and Bowers, her right hand clasping her paralyzed left, 
struggles to maintain her balance.

“You’re getting better at this,” says Bobich. “You’re getting 
way better.”

The KineAssist is an example of how technology that was once 
used to study ailments is now used to help patients. Advanced brain 
scanning, having identified the regions responsible for balance, 
now diagnoses damage that affects them. Accelerometers attached 
to people’s ankles and wrists have been used in experiments, 
plotting induced falls directly into a computer for study, and are 
now being used to diagnose balance problems – or to detect when 
someone living alone has fallen and summon help.

“Over one-half of older adults who fall are unable to rise 
independently, and are at risk for a ‘long lie’ after a fall, especially 
if they live alone, which can greatly increase the clinical 
consequences of the falls,” says Stephen Robinovitch. He and his 
colleagues are working to develop wearable sensor systems that 
detect falls with high accuracy, as well as providing information 
on their causes, and on near-falls.
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Researchers at the Massachusetts Institute of Technology took 
the “wearable” out of the equation by developing a radio wave 
system that detects when someone has fallen and automatically 
summons help. The Emerald system was shown off at the White 
House in 2015 but is still finding its way to a market chock-full of 
devices that detect falls, invariably pendants.

Not that a device needs to be high-tech to mitigate falls. 
Wrestlers use mats because they expect to fall; American football 
running backs wear pads. Given that a person over 70 is three 
times as likely to fall as someone younger, why don’t elderly 
people generally use either?

The potential benefit of cushioning is certainly there. The 
CDC estimates that $31 billion a year is spent on medical care for 
over-65s injured in falls – $10 billion for hip fractures alone (90 
per cent of which are due to falls). Studies show that such pads 
reduce the harmful effects of falling.

But older people have all the vanity, inhibition, forgetfulness, 
wishful thinking and lack of caution that younger people have, and 
won’t wear pads. More are carrying canes and using walkers than 
before, but many more who could benefit shun them because, to 
them, canes and walkers imply infirmity, a fate worse than death (80 
per cent of elderly women told researchers in one study that they 
would rather die than have to live with a debilitating hip fracture). 
This sets up another vicious cycle related to falling: fearing the 
appearance of disability, some elderly people refuse to use canes, 
thereby increasing their chances of falling and becoming disabled.

Padded floors would seem ideal, since they require none of 
the diligence of body pads or canes. But padding environments is 
both expensive and a technical challenge. If a flooring material has 
too much give, wheelchairs can’t roll and footing is compromised. 
That’s why nursing homes tend not to be thickly carpeted. People 
pick up their feet less high as they age, and so have a tendency to 
trip on carpets.

There are materials designed to reduce injuries from falls. 
Kradal is a thin honeycombed flooring from New Zealand that 
transmits the energy of a fall away from whatever strikes it, 
reducing the force. A study of the flooring in Swedish nursing 
homes found that while it did reduce the number of injuries when 
residents fell on it, they fell more frequently when walking on it, 
leading to a dilemma: the flooring might be causing some falls 
even as it reduced the severity of resulting injuries.

One unexpected piece of anti-fall technology is the hearing 
aid. While the inner ear’s vestibular system is maintaining balance, 
sound itself also seems to have a role.

“We definitely found that individuals with hearing loss had 
more difficulty with balance and gait, and showed significant 
improvement when they had a hearing aid,” says Linda Thibodeau, 
a professor at the University of Texas at Dallas’s Advanced Hearing 
Research Center, summarizing a recent pilot study. “Most people 
don’t know about this.”

Horak agrees, saying that people who have cochlear implants 
to give them hearing also find their balance improves. Hearing 
is not as critical for balance as proprioception, vision and the 
vestibular system, she says, “But hearing may also contribute and 
we don’t understand how. We think you can use your hearing to 
orient yourself.”

Thibodeau says one reason it’s important to establish this link 
is that insurance companies don’t typically cover hearing aids, 
because they are seen as improving lifestyle more than sustaining 

basic health. Hearing aids can be expensive – up to $6,000 – but 
a broken hip, which insurance companies do cover, can cost five 
or ten times that figure, or more, and lead to profound disability 
or death.

More than half of people in their 70s have hearing loss, but 
typically wait ten to 20 years beyond the time when they could first 
benefit before they seek treatment. If the connection to balance and 
falls were better known, that delay might be reduced.

The role of hearing reminds us that, while walking is 
considered almost automatic, balance is at some level a cognitive 
act, achieved by processing a cloud of information. Pile demands 
on our attention and that itself can cause falls, particularly among 
people who are already compromised physically or cognitively.

Thibodeau once led a group of people with hearing impairments 
to the Dallas World Aquarium to test out wireless microphone 
technology in the real world. “There’s a stairway going by an 
enormous fish tank,” she says. “I had a participant fall on the stairs, 
and someone at the aquarium told me, ‘A lot of people fall going 
down those stairs, looking at the aquarium.’” (Asked to comment 
whether this indeed is a common problem there, the Dallas World 
Aquarium director did not reply, a reminder perhaps that the legal 
aspects of falls can inhibit dissemination of information about 
them).

Given the tremendous cost of falls to individuals and society, 
and the increasing knowledge of how and why falls occur, what 
can you do to prevent them? And can you do anything to lessen 
harm in the split second after you start to fall?

1. Prepare Your Environment
Secure loose rugs or get rid of them. Make sure the tops 

and bottoms of stairs are lit. Clean up spills immediately. Install 
safety bars in showers and put down traction strips, and treat slick 
surfaces such as smooth marble floors with anti-slip coatings. If 
there’s ice outside your home, clear it and put down salt.

2. Fall-Proof Your Routine
Watch where you are going. Don’t walk while reading or using 

your phone. Always hold handrails − most people using stairways 
do not. Don’t have your hands in your pockets, as this reduces your 
ability to regain your balance when you stumble. Remember that 
your balance can be thrown off by a heavy suitcase, backpack or 
bag.

Roth asks most of his patients who have fallen to describe in 
detail what happened. “Sometimes people are not paying attention. 
Multi-tasking is a myth, and people should try very hard to avoid 
multi-tasking. No texting while walking.”

The more problems you have controlling your balance, the 
more attention is required, says Horak. “If you’re carrying a big 
backpack on a slippery log, you don’t want somebody to ask you 
what’s for dinner.”

3. Improve Your Gear
Wear good shoes with treads. On ice, wear cleats – you can 

buy inexpensive soles with metal studs that slip over your shoes. 
Do not wear high heels, or at least have a second pair of flat shoes 
for walking between locations. Get a hearing aid if you need one. 
Wear a helmet when bicycling, skiing and skateboarding. Use a 
cane or walker if required. Hike with a walking stick.
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4. Prepare Your Body
Lower body strength is important for recovering from slips, 

upper body strength for surviving falls. Martial arts training can 
help you learn how to fall. Drugs and alcohol are obviously a 
factor in falls – more than half of adult falls are associated with 
alcohol use – as is sleep apnoea. Get a balanced diet to support 
bone density and muscle strength. If you feel lightheaded or faint, 
sit down immediately. Don’t worry about the social graces, you 
can get back up once you’ve established you are not going to lose 
consciousness.

Understandably, some elderly people fear falling so much 
that they don’t even want to contemplate it. “People should know 
they could improve their balance with practice, even if they have a 
neurological problem,” says Horak.

5. Fall the Right Way
What happens once you are falling? Scientists studying falling 

are developing “safe landing responses” to help limit the damage 
from falls. If you are falling, first protect your head – 37 per cent 
of falls by elderly people in a study by Robinovitch and colleagues 
involved hitting their heads, particularly during falls forward. 
Fight trainers and parachute jump coaches encourage people to try 
not to fall straight forward or backward. The key is to roll, and try 
to let the fleshy side parts of your body absorb the impact.

“You want to reach back for the floor with your hands,” 
says Chuck Coyle, fight director at the Lyric Opera of Chicago, 
describing how he tells actors to fall on stage. “Distribute the 
weight on the calf, thigh, into the glutes, rolling on the outside of 
your leg as opposed to falling straight back.”

Young people break their wrists because they shoot their hands 
out quickly when falling. Older people break their hips because 
they don’t get their hands out quickly enough. You’d much rather 
break a wrist than a hip.

Alcides Moreno underwent a long regimen of physical and 
occupational therapy at the Kessler Institute for Rehabilitation in 
New Jersey, working to strengthen his legs, restore his balance, and 
walk. Occupational therapy was necessary, as well as counseling, 

as he had grown depressed over the loss of his brother, Edgar.
He is unable to return to work but received a multimillion-

dollar settlement in his lawsuit against the scaffolding company, 
Tractel, after a Manhattan court found that it had installed the 
platform negligently. The sum wasn’t revealed, but a source said it 
was more than the $2.5 million that Edgar’s family received.

Alcides and his family moved to Arizona, and live outside 
Phoenix. “This weather is good for my bones,” he told the New 
York Post. He keeps busy, driving his kids to school and to sporting 
events, and likes to work out in the gym.

Last year he and his wife had a fourth child, a son.
“I keep asking myself why I lived,” he told the BBC this year. 

“I have a new baby – he must be the reason, to raise this kid and 
tell him my history.”

Neil Steinberg is a columnist on staff at the Chicago Sun-Times. 
He has also written for Esquire, Granta, Rolling Stone, Forbes, 
Sports Illustrated, the Washington Post, the New York Daily 
News and many other publications. He writes daily on his aptly 
named blog Every Goddamn Day. The author of eight books, his 
most recent is Out of the Wreck I Rise: A literary companion to 
recovery, written with Sara Bader and published by the University 
of Chicago Press in 2016.

This article first appeared on Mosaic, the Science of Life’s website 
and is republished here under a Creative Commons license. https://
mosaicscience.com/story/falling-science-injury-death-falls
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Electronic Health Record Implementation: A Quality 
Assurance Assessment From a Free Clinic Perspective 

A. Asmussen, CJ. Paiva, E. Hepner, A. Garibay, and Michele McCarroll

Summary

With the adoption of the Health Information Technology for Economic and Clinical Health Act (HITECH 
Act) in 2009, clinics across the United States have new incentive to ensure that the use of the electronic health 
record (EHR) works to improve patient access to care and health outcomes.1 In the transition period leading 
to 2016, health care providers were required to adopt the model of “meaningful use” to improve patient care; 
providers and hospitals that effectively incorporated the “clinical quality measures” of meaningful use as 
well as some supplementary goals were rewarded financially through the Centers for Medicare and Medicaid 
Services (CMS).1, 2 The ultimate goal of meaningful use was to encourage healthcare providers to utilize the 
EHR to evaluate efficacy of care to their patients, and look for ways to improve overall health outcomes and 
minimize health disparities across populations.3 This article takes a look at The Union Gospel Mission’s Free 
Medical Clinic in Yakima, WA (YUGM) and the quality improvement initiative utilizing YUGM’s new EHR 
system.

Key Points

• Despite the relative success of incorporation of meaningful use in the EHR, some challenges include 
technological issues, including inaccurate medication lists and updated medication information, 
maintaining an up to date and recent problem list as well as active diagnosis codes for each patient, 
making wrongful diagnoses or associations due to errors made in patient charting, and lack of 
provider time and education to utilize the EHR.3, 4

• Successes have also been noted in the incorporation of EHRs, and with technology evolving, access 
to patient records is becoming incredibly easier for providers with phone applications now rising in 
utility and popularity, with safety of protected health information becoming a prime concern.5

• The EHR provided a consistent platform to establish quality metrics in a free clinic not previously 
acquired. By establishing these benchmarks, a free clinic can adapt and modify meaningful use 
expectations even though they are not required.

DESPITE ATTEMPTS TO IMPROVE ACCESS TO HEALTH 
care with the Affordable Care Act, many are still left uninsured, or 
unable to visit their primary care providers due to lack of funding. 
To help fill this gap in access to care, many forms of free clinics 
have become prominent in providing care to those who cannot 
afford a standard medical visit. Studies have shown that those 
seeking care at a free clinic cannot afford a standard medical visit, 
have trouble scheduling appointments, or have a lack of education 
in how to seek appropriate medical care.6, 7 Commonly, those who 
visit a free clinic are unemployed or lowincome, and have much 
greater health disparities compared to the greater population. 
Additionally, patients at free clinics report having difficulty in 
finding transportation to and from appointments, or cannot miss 
time from work to see a provider.7, 8 Moreover, free clinics that 
promote interprofessional practice allow patients to benefit by 
seeing multiple providers in a single visit as well as a place for 
students to learn multidisciplinary care patients.9

The Union Gospel Mission’s Free Medical Clinic in Yakima, 

WA (YUGM) is a free clinic, working to address the needs of 
a medically underserved area experiencing a severe provider 
shortage. The clinic sees more than 14,000 patients each year, and 
provides an array of services such as physical exams, medications, 
diagnostic testing, and treatments including orthopedics, 
osteopathic manipulative treatment (OMT), physical therapy, and 
health education.9 Coupled with limited access to health care, 
Yakima County is 49.5% Hispanic, and reports higher incidences 
of health risk factors such as food insecurity, high cholesterol, and 
obesity compared to Washington state.10 The free clinic works 
to alleviate the health disparities facing Yakima, operating with 
limited funding through local hospitals, donations, and volunteer 
work. Because YUGM is a free clinic without federal funding, it 
is not subject to the HITECH Act, and the meaningful use EHR 
incentive program. Therefore, utilization of an EHR and updates 
to patient charts become less of a priority over seeing additional 
patients per day. This problem plagues small provider medical 
practices as well, and providers often find that the time it takes to 
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update patient charts in an EHR is not an effective use of time, they 
have inadequate education on the EHR, or find the EHR has limited 
functionality.11 Because YUGM sees a high volume of patients 
annually, and operates on a volunteer basis, inconsistencies in the 
EHR are seen. The goal of this quality improvement initiative was 
to establish baseline figures to identify key areas of improvement 
by utilizing YUGM’s new EHR system. Additionally, by focusing 
on key diagnoses known to increase emergency room visits in the 
area, respective metrics of improvement established to evaluate 
ways to incorporate meaningful use objectives and to provide 
better care in a free clinic model.

Methods
The Union Gospel Mission’s Free Medical Clinic was 

established in 1995. Initially, the medical clinic was a located in 
two old hotel rooms refurbished and turned into medical exam 
rooms and two dental bays, separated by only thin curtains. This 
was where both medical and dental care were provided to the 
underserved/underinsured of the community for over 20 years. 
Due to the large uninsured population in Yakima, the two hotel 
rooms were quickly too small to support the patient population. 
Documentation at the clinic is challenging as the number of 
patients supported by the clinic is large compared to the small 
staff and volunteers. When the clinic needed an EHR management 
system to keep up with the needs of the patient population, 
YUGM was looking for a model that provided easy access for the 
volunteers and was available for little to no cost. In 2016, YUGM 
medical center began collaborating with Practice Fusion, a cloud 
based EHR,12 because they provide a free service to free clinics. 
In December 2016, YUGM launched Practice Fusion. Challenges 
were met as volunteer providers adjusted to the change. Practice 
Fusion is certified as a complete EHR for meaningful use;13 

however, in our survey of the EHR, we found that YUGM medical 
center has not met the meaningful use clinical quality measures set 
out by CMS. To track and provide quality improvement data based 
on population information, we first needed accurate population 
information. We found that demographics were often missing 
from the EHR. By updating the intake forms to include gender, 
race, primary care provider, employment, and level of education, 
we were able to begin documenting patient demographics. As we 
input patient data into the EHR, we reviewed the patient charts 
to survey quality. In our evaluation of the EHR, often the most 
important information from the visit (diagnosis codes, complete 
patient history, vital signs, medications, and physical exam data, 
etc.) was incomplete or missing. We ran an initial query of patients 
with diabetes, and only 125 patients out of an estimated 8,000 
patients in the system were documented to have diabetes by ICD 
code. However, when examining the free text within the patient 
chart, many patients had diabetes (DM), hypertension (HTN), 
congestive heart failure (CHF) and chronic kidney disease (CKD), 
but the charts were not documented by ICD code.

We chose the four diagnoses to focus on improving input of 
ICD codes and quality of documentation due to the high emergency 
room utilization for these diagnoses in Yakima.14 We evaluated 
the EHR at YUGM to evaluate the consistency of maintenance of 
these active diagnoses, and if providers were monitoring metrics 
for each diagnosis to track treatment efficacy of these patients. The 
metrics used were as follows: A1C or serum blood glucose for 
diabetes, blood pressure for hypertension, serum creatinine, BUN, 
and eGFR for CKD, and O2 saturation for CHF. Furthermore, we 
tracked weight for each diagnosis.

After data entry was complete for patients from January 1, 
2017 to July 31, 2017, an additional query was run at this time to 
track quality improvement indicators on the number of patients 

Table 1: General Electronic Health Record Documentation Compliance for Demographics
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with each ICD code: DM (250), HTN (401), CHF (428), and CKD 
(585). The query data was entered into a spreadsheet along with 
gender, age, race, ethnicity, education, employer and primary care 
clinic. The query provided many duplicates that were removed and 
data was checked for accuracy in respect to patient information. 
General descriptive analyses were conducted to assess quality 
improvement over time.

Results
A total of n=502 patient charts were reviewed for quality 

improvement and assurance on documentation of meaningful use 
outcomes based on the diagnoses of: DM (n=244), HTN, CHF, and 
CKD. The average age (SD) of the DM (n=244), HTN (n=230), 
CHF (n=9), and CKD (n=24) groups were 52.9 years (± 11.3); 66.3 
years (± 13.6); 55.5 years (± 11.1); 50.1 years (± 11.6), respectively. 
The distribution of gender for the groups were DM, 154 females 
and 90 males; HTN, 152 females and 78 males; CHF, 5 females 
and 4 males; and CKD, 11 females and 13 males. The compliance 
percentage in capturing/documenting the metrics of age and gender 
in the EHR was 100% for both values. In Table 1, race/ethnicity 
were captured on average at a 49% of the time whereby the HTN 
group had the highest average of documentation.

Education and employer information was documented on 
average 16% records and a primary care provider 25% of records. 
In Table 2, the EHR had weight captured at 59% for most of the 
diagnosis groups. In addition, meaningful use key outcomes based 
on each diagnosis were captured ranging from 70%-93% on the first 
visit documented in the EHR. The DM group first visit EHR A1C 
was 9.8 ± 2.4. The CHF group first visit EHR O2SAT was 97.1% 
(± 2.4). The HTN group first visit EHR blood pressure numbers 
were systolic, 146.3 ± 20.6 mm and diastolic, 87.6 ± 13.1 mm. 
Lastly, the CKD group EHR first visit values were creatinine, 1.38 
± 1.2; blood urea nitrogen, 24.3 ± 11.1; and estimated glomerular 
filtration rate, 66.5 ± 27.8).

Discussion
The EHR provided a consistent platform to establish quality 

metrics in a free clinic not previously acquired. Our results 
indicate that the high priority diagnoses of DM, HTN, CHF, and 
CKD had regularly reported values on the first visit recorded 
for meaningful use outcomes in the EHR. The documented A1C 
levels are considered high for the recommended diabetic range for 
controlled diabetes; however, the other values appear to be within 
normal limits or close to normal limits for O2SAT, blood pressure, 

Table 2: Compliance to Meaningful Use Outcomes Per Diagnosis
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creatinine, BUN, and eGFR.
Several studies have shown that implementing EHRs and 

meaningful use metrics improve patient satisfaction and clinic 
workflows.15 Linder et al. states that the use of a structured 
documentation is associated with improved performance on several 
quality measures compared to other means of documentation.16 

Fisher et al. discovered that process challenges and breakdowns 
in a low-resource medical setting could be improved with better 
documentation.17 On the other hand, Makam et al. showed that 
clinicians were not highly satisfied with EHRs meeting “meaningful 
use” criteria due to time efficiency issues and reducing provider 
optimization.18 With the above in mind, several free clinics that 
implemented a provider-based EMR had improved diagnostic 
information, improved data quality, and higher satisfaction 
expressed by both providers and patients.19 Thus, key components 
of EHR implementation need to weigh both patient and provider 
satisfaction along with the desired clinical outcomes.

Even with positive results, our quality improvement project has 
several limitations moving forward. While EHRs and meaningful 
use metrics are required for coding and billing purposes in 
Medicaid and Medicare eligible practices, they are not required in 
free clinics. The free clinic model does not negate the necessity of 
quality care and the need for quality improvement. With a mostly 
volunteer clinical staff, following these guidelines are challenging 
as the perception of a nonbilling model that a complete medical 
record is not required to provide quality healthcare. Adequate 
documentation is necessary in lower socioeconomic free clinics, 
especially with several support volunteer providers. The EMR 
provides a communication foundation, regardless of payer/billing 
models, for volunteer providers to deliver the highest quality care 
by having an accurate and up-to-date chart.20

In our evaluation, all values for the follow-up diagnostic 
tests for the priority areas showed some areas necessary for 
improvement. In addition, improving patient reported values, 
collection methods, and data entry are essential to provide all 
free clinic clinicians with a complete history and physical. By 
establishing these benchmarks, a free clinic can adapt and modify 
meaningful use expectations even though they are not required. 
Overall, with more quality improvement goals, we anticipate the 
EHR will continue to improve quality, safety, care coordination, 
efficiency, and reduce health disparities.
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Child Sex Trafficking in the United States: 
Challenges for the Healthcare Provider 

V. Jordan Greenbaum, MD

Summary

Victims of child sex trafficking are at high risk of numerous physical and behavioral health problems and are 
likely to seek medical attention. This places healthcare providers (HCPs) in a position to identify high-risk 
youth and offer critical services.

Key Points

• Children are unlikely to disclose their victimization spontaneously to HCPs. To increase the 
likelihood that providers recognize victims and appropriately respond to their particular needs, 
training and resources are needed in the following 3 areas: understanding trauma and its impact 
on children, victim-centered and human rights–based approaches to care, and developmentally 
appropriate interview techniques.

• Building trust and establishing the rapport needed to allow a child victim to disclose exploitation 
typically requires time. This may be difficult to allocate in busy medical settings. Screening tools, 
division of responsibilities among staff, and prioritization of assessment for trafficking may help to 
address this problem.

• Trafficked children have a wide range of physical, mental health, educational, and social needs 
that are best met by multidisciplinary collaboration of HCPs, victim service providers, government 
agencies, and other stakeholders. Development of detailed hospital/clinic protocols will assist HCPs 
in accessing appropriate community and national resources.

SCOPE AND DEFINITION OF CHILD TRAFFICKING
Human trafficking violates fundamental human rights of 

children the world over.1, 2 In a global study by the United Nations, 
identified trafficked persons originated from 106 countries. Of over 
17,000 victims, 28% were children, with girls outnumbering boys 
by a factor of 2.5.2 According to United States federal law,3, 4 sex 
trafficking involves “The recruitment, harboring, transportation, 
provision, obtaining, soliciting or patronizing of a person for the 
purpose of a commercial sex act (any sex act on account of which 
anything of value is given to or received by any person) using 
force, fraud, or coercion, OR involving a child less than 18 years of 
age.” This definition is broad relative to many countries, as it does 
not require transporting a victim, and it does include commercial 
sexual transactions between a child and another person that do not 
involve a third party controller (sometimes referred to as “survival 
sex” when applied to the homeless/runaway population). Thus, 
child sex trafficking (CST) includes using a minor to produce child 
sexual exploitation materials (“pornography”), using a child in a 
sex-oriented business (e.g., exotic dancing/strip club), soliciting a 
child for commercial sex (in person or online), and having a child 
perform a sex act with another person(s).

Existing data on sex trafficking victims identified in the US 
suggest that the vast majority are US citizens or permanent legal 

residents (84%) and are female (94%).5 However, cultural biases 
as well as investigative priorities likely influence the identification 
of victims. There is evidence that males and transgender youth are 
frequently involved in sex trafficking and exploitation, although 
they are likely underrecognized.6-9

Intersection of Child Trafficking and Healthcare
Emerging evidence strongly suggests that a high percentage of 

child victims of sex trafficking in the US seek medical attention, 
and they do so in a variety of settings. In one study of confirmed 
and suspected victims of domestic minor sex trafficking, 80% 
reported seeing a medical provider within the year prior to their 
identification as victims. Most presented to emergency departments 
(63%), but a significant proportion (35%) presented to a variety of 
outpatient clinic settings.10 Their health needs span both physical 
and behavioral health domains. CST is associated with sexually 
transmitted infections (STIs), HIV/AIDS, pregnancy, injuries 
from physical and sexual assault, post-traumatic stress disorder 
(PTSD), depression with suicidality, and other behavior problems. 
10-16Adolescent girls in one study had a 47% prevalence of STIs at 
the time of evaluation and a 32% rate of prior pregnancies.12 Forty-
seven percent of youth in another study reported suicide attempts 
within the past year and 78% met DSM criteria for PTSD.11 In 
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addition, some trafficking victims experience both sexual and labor 
exploitation,17, 18 so they may present with health complications 
related to either form of trafficking.

However, trafficked children typically do not disclose their 
victimization.19 Youth have fewer resources than adults and are 
thus less able to protect themselves from threats and violence by the 
trafficker. They lack the life experience and the ability to gain insight 
into the ways a trafficker may be manipulating them, accepting 
without question the trafficker’s claims that the child is at fault for 
their predicament or that he/she is worthless and must depend on 
the trafficker. Their corresponding feelings of guilt, shame, and 
hopelessness may prevent disclosure to HCPs. Many children 
have deep unmet needs that are exploited by a trafficker—the need 
for love, attention, a father figure, etc. A recruitment technique 
commonly used by traffickers is to develop a fraudulent romantic 
relationship with a victim, which can lead to very strong bonds, 
despite the presence of violence and exploitation. Children may be 
unable to accept the idea that their “boyfriend” is exploiting them 
and may protect him/her by denying exploitative acts or insisting 
such acts were “consensual.” Immature brain development and 
limited executive functioning render adolescents prone to risk-
taking and seeking immediate gratification, rather than analyzing 
potential dangers and weighing options.20 Finally, youth may not 
disclose their exploitation because health professionals do not ask 
questions.

Very young children may be victims of sex trafficking, 
especially in the form of prostitution or production of child sexual 
abuse materials. They may lack the verbal skills to disclose and the 
social maturity to understand their exploitation. If they are aware 
of their victimization and are traumatized by it, their symptoms of 
stress may be nonspecific and misinterpreted by others (tantrums, 
anxiety, sleep problems).21 Thus, caregivers and HCPs may remain 
unaware of the exploitation.

Challenges for the Healthcare Professional

Recognition of High-Risk Patients
To assist child victims of sex trafficking, HCPs must be able to 

recognize them in a busy medical setting, in which a disclosure is 
unlikely. Practitioners face challenges in knowing what questions 

to ask and potential indicators to observe and in setting aside the 
time needed to ask those questions in a sensitive, trauma-informed, 
victim-centered manner. They must keep in mind the possibility 
that the child’s parents may be 1) victims of human trafficking, 
themselves, 2) the persons trafficking the child, or 3) not the actual 
parents.

Knowledge of human trafficking is generally lacking among 
HCPs; in one study, 63% reported that they had never received 
training on how to identify sex trafficking victims.22 Knowledge 
of risk factors for exploitation may allow the HCP to identify at-
risk youth while obtaining a medical and social history (see Table 
1). Fortunately, there is a recent trend toward educating providers 
about human trafficking23, 24 and evidence to suggest it may result in 
increased knowledge and awareness.25 National medical societies, 
including the American Academy of Pediatrics, are publishing 
guidelines on the recognition and response to human trafficking19 
or issuing statements and policies calling for training of HCPs.26-

28 Medical institutions are beginning to develop specific human 
trafficking protocols to guide professionals through the process 
of recognition, evaluation, referral, and service provision.29 
Numerous resources are available from private and governmental 
agencies, many directed to HCPs (National Human Trafficking 
Resource Center: traffickingresourcecenter.org; U.S. Department 
of Health and Human Services, SOAR to Health and Wellness 
Training: https://www.acf.hhs.gov/otip/training/soar-to-health-
and-wellness-training; HEAL Trafficking: https://healtrafficking.
org/).

Trauma-Informed Care
Knowledge of common risk factors and possible indicators 

of child trafficking informs the HCP of appropriate questions to 
consider, but this knowledge alone is insufficient to adequately 
identify and assist potential victims. Questions must be asked in 
a trauma-informed, culturally sensitive, victim-centered manner.34 
This “trauma-informed approach” requires skills not usually 
taught in health professional programs or practiced in busy 
healthcare settings. The common assumptions made by HCPs that 
the patient is telling the truth to the best of their ability, accurately 
describing their condition, interested in receiving assistance from 
the provider, and trusting of the medical staff may prove unjustified 

Table 1: Risk Factors for Child Trafficking
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when interacting with child trafficking victims. The provider needs 
to build trust, assume a nonjudgmental attitude, convey respect 
for the patient, ensure a sense of safety, and empower the youth 
to participate in the evaluation and decisions about referrals and 
treatment. The HCP needs to understand the impact of trauma 
on the patient’s views of self and others, on their behavior, their 
attitudes, and even their choice of words when communicating with 
others.35, 36 It is critical to realize that a patient’s guarded manner, 
belligerence, aggression, or withdrawal may be manifestations 
of traumatic stress and represent adaptive behaviors the child 
has developed to survive in their hostile environment. Meeting 
bellicosity with equanimity rather than sarcasm may be difficult 
unless the provider is aware of the dynamics and manifestations 
of trauma.

Increasingly, trauma-informed care is being emphasized 
in training of HCPs, especially in modules covering human 
trafficking and intimate partner violence. Numerous resources 
are available (National Child Traumatic Stress Network: www.
nctsn.org; Children’s Healthcare of Atlanta: https://www.choa.
org/csecwebinars; Polaris: https://humantraffickinghotline.org/; 
National Health Collaborative on Violence and Abuse: http://
nhcva.org/2014/04/15/webinar-human-trafficking/; Christian 
Medical and Dental Associations: https://cmda.org/resources/
publication/human-trafficking-continuing-education). However, 
there is a need for systematic and widespread dissemination of 
these resources. The trauma-informed paradigm of patient care 
needs to be taught early in the career of HCPs, as this will optimize 
communication with all patients, even if the provider is not aware 
of their trauma history.

Formal, videotaped forensic interviews of children suspected 
of being sexually abused or exploited are considered standard of 
care in many areas of the US,37 and these interviews are conducted 
by professionals specifically trained in child development and 
techniques for gaining information in an objective, legally 
defensible manner.38, 39 Typically, medical practitioners need to 
minimize questions about exploitation and ask only basic questions 
that help determine risk and inform strategies for exam, testing, 
treatment, and referrals. However, most HCPs lack training on 
optimal strategies of obtaining accurate information and may be 
unaware that open-ended questions inviting free narrative (e.g., 
“tell me everything you remember about…”) are preferable to yes/
no questions, leading questions (“How often did he beat you?” 
when child has not disclosed any violence), or suggestive questions 
(“You told him to stop, didn’t you?”).40 Training in techniques for 
talking with children and adolescents would be helpful to HCPs 
and may be incorporated into medical and nursing school curricula.

Time Needed to Build Rapport and Complete the Assessment
Time is arguably one of the greatest barriers to HCP 

intervention in human trafficking. Creating time to build rapport 
and establish trust in a busy clinical setting is difficult. However, 
practitioners always make time for the acutely injured youth who 
arrives unannounced in the emergency department, for the acute 
sexual assault victim, for the actively suicidal child. No matter 
how busy the setting, time is made for situations in which danger 
is present and a child’s wellbeing is in jeopardy. This commitment 
by the medical profession needs to extend to children at risk for 
sex trafficking. These children are in danger, they are at great 
risk of future harm in the absence of intervention, and they are in 

need of attention. Just as healthcare professionals make time for 
emergency surgeries, they need to make time to talk to their at-risk 
youth.

The responsibility for assessing possible sex trafficking and 
providing referrals need not always fall to the physician. Having 
a designated, trauma-trained professional such as a nurse or 
social worker to interview potential trafficked persons, offer 
resources, and make necessary reports and referrals may be an 
efficient way to manage clinic/hospital demands. Alternatively, 
self-administered patient screens may be introduced to identify 
high-risk patients so that resources can be directed appropriately. 
Having patients complete questionnaires in the waiting area or 
exam room decreases the demand on staff resources, although one 
must carefully consider the circumstances under which patients 
may be completing the assessment. Safety and/or confidentiality 
may be compromised if the patient is accompanied by a trafficker 
or someone working for the trafficker or if a child is in the company 
of a parent. It would be very important to ensure that the patient 
has the opportunity to complete the questionnaire when outside the 
presence of any accompanying person.

Screening a child for possible commercial sexual exploitation 
assumes the existence of clinically validated screening tools that 
are appropriate for busy medical settings. Currently, multiple 
tools are available or being developed, but clinical validation 
is lacking in most.12, 41 It will be important to create such tools 
and determine factors that increase or decrease the likelihood of 
disclosure. Research is needed to inform us of the best way to 
assess children of different ages (written versus verbal versus web-
based questions, the appropriate time to conduct the assessment 
during the visit, etc.).

Complexity of Victim Needs
Trafficked children and youth have many unmet needs that 

extend well beyond physical and emotional health, including 
shelter, food, immigration and other legal assistance, language 
classes, education/job skills training, life skills training, and 
other services.19, 42, 43 The complexity of patient circumstances 
requires a multidisciplinary approach to investigation and service 
provision. Such an approach is not new and much can be learned 
from examining the practices in the fields of child maltreatment, 
immigrant/refugee health, and intimate partner violence. The 
gold standard for child abuse assessment and intervention 
involves a multidisciplinary team that includes law enforcement, 
child protective services, mental health professionals, medical 
professionals, school personnel, and public health professionals.44 
There is a move to use these same mechanisms for multidisciplinary 
care for trafficked youth by referring them to child advocacy 
centers for comprehensive assessment and care.

Most pediatric HCPs have not worked extensively with 
nonmedical partners and may have little knowledge of what to do 
or who to call. Detailed protocols for clinic/hospital settings may 
assist HCPs in responding appropriately and providing critical 
resources,29 although clinical validation of such protocols is needed. 
They may delegate responsibilities to healthcare professionals 
with relevant experience such as sexual assault nurse examiners/
sexual assault response teams (SANEs/SARTs) or hospital social 
workers, who are trained to interact with outside organizations and 
agencies. The protocols should maintain an up-to-date listing of 
community, state, and national resources, including the National 
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Human Trafficking Resource Center contact information (1-888-
3737-888). Adequate description of safety measures is important, 
as well, to ensure staff and patients are protected from harm.

Conclusions
Healthcare professionals face a number of challenges in 

fulfilling their roles of identifying and assisting victims of CST. 
Many challenges stem from a lack of awareness and training, and 
efforts are underway to provide critical information and resources to 
HCPs. Guidelines have been published for providers and numerous 
curricula designed for those who may encounter trafficking victims. 
Some of this training is generalizable to pediatric care of all kinds 
and is best addressed at the level of basic healthcare professional 
training (e.g., medical and nursing schools). The challenge of 
allocating the time needed to adequately assess and serve high-
risk patients is a major one and may be addressed through hospital/
clinic protocols, division of staff responsibilities, patient screening 
tools, and a commitment to prioritize these patients in a busy 
healthcare setting. Protocols may also assist HCPs in working with 
outside agencies and organizations to help provide for the complex 
needs of trafficked children.

V. Jordan Greenbaum, MD is a child abuse physician who 
received her degree from Yale School of Medicine.  She works 
with victims of suspected physical/sexual abuse, neglect and sex 
trafficking at the Stephanie Blank Center for Safe and Healthy 
Children at Children’s Healthcare of Atlanta.
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Managed Care UPDATES

Updated Medicare Part D Opioid Drug Mapping Tool Unveiled
The Centers for Medicare & Medicaid Services (CMS) released an updated version of the Medicare opioid prescribing mapping 

tool. This tool is an interactive, web-based resource that visually presents geographic comparisons of Medicare Part D opioid prescribing 
rates. The tool includes the addition of extended-release opioid prescribing rates and county-level hot spots and outliers, which may 
identify areas that warrant attention. The mapping tool offers local communities greater transparency into opioid prescribing in the 
Medicare Part D program. Communities can use this resource to understand how this critical issue... Read more at www.goo.gl/1ZXJmD

CMS Updates Medicare Advantage Value-Based Insurance Design (VBID) Model for 2019
The Centers for Medicare & Medicaid Services (CMS) announced several updates to the Medicare Advantage Value-Based Insurance 

Design (VBID) Model for 2019 that encourages customized benefit designs and flexibilities that meet the health needs of beneficiaries 
in a total of 25 states. The Medicare Advantage Value-Based Insurance Design (VBID) Model is an opportunity for Medicare Advantage 
plans to offer supplemental benefits or reduced cost sharing to enrollees with Centers for Medicare & Medicaid Services (CMS)-
specified chronic conditions, focused on the services that are of highest clinical value to them... Read more at www.goo.gl/mfcf2X

FDA Announces Approval, CMS Proposes Coverage of First Breakthrough-Designated Test to Detect Extensive Number of 
Cancer Biomarkers

The U.S. Food and Drug Administration today approved the FoundationOne CDx (F1CDx), the first breakthrough-designated, 
next generation sequencing (NGS)-based in vitro diagnostic (IVD) test that can detect genetic mutations in 324 genes and two genomic 
signatures in any solid tumor type. The Centers for Medicare & Medicaid Services (CMS) at the same time proposed coverage of 
the F1CDx. The test is the second IVD to be approved and covered after overlapping... Read more at www.goo.gl/hbXHoV

Coming Soon: The Medicare General Enrollment Period
As Medicare Open Enrollment ends on December 7, remember that if a person who qualifies for Medicare didn’t sign up for Part B 

(or premium Part A) during his or her Initial Enrollment Period (IEP), he or she can enroll during the General Enrollment Period (GEP). 
The GEP is from January 1 through March 31 each year, with coverage starting on July 1. Effective September 1, 2017, “equitable relief” 
will be considered on a case-by-case basis if you, at the start of the disaster, were in your IEP or SEP, and you live in an area declared 
as an emergency or major disaster by the Federal Emergency Management Agency (FEMA)... Read more at www.goo.gl/3U95Zk

CMS Office of the Actuary Releases 2016 National Health Expenditures
In 2016, overall national health spending increased 4.3 percent following 5.8 percent growth in 2015, according to a study by 

the Office of the Actuary at the Centers for Medicare & Medicaid Services (CMS) published today as a Web First by Health Affairs. 
Following Affordable Care Act (ACA) coverage expansion and significant retail prescription drug spending growth in 2014 and 2015, 
health care spending growth decelerated in 2016. The report concludes that the 2016 expenditure slowdown was broadly based as growth 
for all major payers (private health insurance, Medicare, and Medicaid) and goods and service... Read more at www.goo.gl/C5HcQU

Biotin (Vitamin B7): Safety Communication - May Interfere with Lab Tests
The FDA is alerting the public, health care providers, lab personnel, and lab test developers that biotin can significantly interfere 

with certain lab tests and cause incorrect test results which may go undetected. Biotin in blood or other samples taken from patients who 
are ingesting high levels of biotin in dietary supplements can cause clinically significant incorrect lab test results. The FDA has seen 
an increase in the number of reported adverse events, including one death, related to biotin interference with lab tests. Biotin in patient 
samples can cause falsely high or falsely low results, depending on the test. Incorrect test results... Read more at www.goo.gl/ZLu8k5
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Congratulations to the Newly
Certified Managed Care Nurses (CMCNs)!

AAMCN Would Like to Recognize 
Our Corporate Partners

CareNational®
CareSource
CEAgent
Chamberlain University
DexComTM, Inc.
Eisai, Inc.
Exact Sciences
Foundation Medicine, Inc.
Gilead Sciences, Inc.
Home Instead Senior Care®

Humana, Inc.
Medicaid Matters Talk Show
Morgan Consulting Resources, Inc.
NextLevel Health Partners
Novocure
Purdue Pharma L.P.
SeniorBridge®
TCS Healthcare
Uroplasty, Inc.
Woundtech

Amanda Arnold, RN, CMCN
Stefanie K. Austin, RN, CMCN
Mamie L. Barnes, RN, BSN, CMCN
Jami L. Bateman, RN, CMCN
Carrie D. Berdrow, RN, CMCN
Karen Bozick, RN, CMCN
Lisa M. Bozzuto, RN, MEd, BA, CMCN
Jennifer Anne Brady, RN, CCM, CMCN
Jen M. Christensen, BS, RN, CMCN
Kristi Creeks, LPN, CMCN
Lisa M. DaSilva, RN, CMCN
Melinda K. Glanton, LPN, CMCN
Wendi J. Hamm, BSN, RN, CMCN
Andre Hass, LVN, CMCN
Brittany I. Henderson, MSW, LGSW, CMCP
Darlene Hoffman, BA, LPN, CCM, EMT, CMCN
Margaret J. Kelley, MSN, RN, APRN-BC, CMCN
Laura A. Klein, RN, CMCN
Christine A. Koch, RN, BSN, CMCN
Melissa Valerine S. Liemmertz, RN, BSN, MPH, CMCN
Rizwan G. Magsi, RN, CMCN

Tracy Ann Main, LPN, CMCN
Laurie L. Mallon, RN, BSN, PHN, CMCN
Sheila Maupin, RN, CMCN
Teresa A. McDonald (Nutter), RN, BSN, CMCN
Ellie M. Michalowski, RN, MSN, CNS, CLNC, CMCN
LeeAnn. Morgan, LVN, CMCN
Sandra D. Nadeau, RN, CMCN
Jenny O’Malley, RN, CMCN
Krisanna Pruett, RN, CMCN
Libby D. Reese, RN, CMCN
Sylvia Ruffin-Cuffee, LPN, CMCN
Julie Diane Sheldon, RN, BSN, CMCN
Nancy Skinner, RN-BC, CCM, ACM-RN, CMCN
Karie L. Smith, LVN, CMCN
Kimberly L. Snyder-Read, RN, CMCN
Stacy Spalding, RN, CMCN
Kristy M. Stewman, LPN, CMCN
Wendy M. Wallace, RN, BSN, CMCN
Joseph A. Wallis, LPN, CMCN
Kelly Engen Yelle, LCSW, CMCP
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Olivia Aguas, United Healthcare
Luis Aguiar, Healthsouth Corporation
Patricia Anderson, Providence Health
Lynnette Anderson, RN, Anthem
Gladys Antelo, Camden Coalition Of Healthcare Providers
Rosalina Aquino-Campos, Altamed
Tabitha Barrett, Unicare
Debra Bellin, State of WI Dept of Corrections
Hortense Britt, KI-Meddac
Eslyn Byarm, Berkley Accident and Health
Marlene Calimlim  
Yolanda Calvin, Texas Children Hospital 
Tanika Cayton, Hospital
Danielle Chesney, FamilyCare
Tepinkye Cooper
Stephanie Cox  
Rhonda Culp, Harbin Clinic
Michelle DeGraaf  
Robilla Deguzmnan, HCSC
M.Clare Denning, RN  
Teresa Dingus, Wellmont Health
Tammy Dolan, Kaiser Permanente
Norine Domenge  
Mary Dorsey-Lewis, Blue Cross Blue Shield
Patricia Douglas, Ryteway Senior Services
Gina Duncan, Wellmont Health
Genice Eck, Humana
Phyllis Edwards  
April Emerson  
Katila Farley, Birmingham International Med. Assoc.
Constance Fennell, Ann’s Choice
Garry Francis-Verbeelen  
Cherri Furness  
Monique Gaines, Ambria College of Nursing
Martie Garfield, Zurich North America
Mary George, Humana
Roberta Glas  
Melissa Goldstein, Southern Vermont College
Annette Gordon
Kris Grayem, Akron Children’s Hospital
Kathleen Griffith, RN  
Tracie Harrison, The University of Texas at Austin
Melissa Heath, Martins Point Health Care
Paula Henning
Margaret Holland, Aetna
Susan Hubbard, Montevista Hospital
Erica Hudson-Hernandez  
Janelle Huston, Providence Health & Services
Germaine Jack  
Ellen James  

Jessica Jones, Wellmont Health
Kathleen Keating  
Susan Kelly, Genesis Healthcare
Emily Kittle, Anthem
Diane Kolak, HCSC
Brittany Kowalchick, UF Health
Dawn Kramer, West Monroe Partners
Margaret Ledbetter  
Ernesto Llaneza  
Jennifer Lott, Case Management Specialists, Inc.
Natalyn Marshall  
Michelle Martin, OptumCare
David Mattioli, Humana
Keyoundra Maxey, Aetna Mercy Care Plan
Jeanette Mayo, Colonial Oaks
Nancy McClintock, MSN, RN, EMT-P, Vaya Health
Jean McDonald, Family Health Care
Jennifer McPeek  
Gertrude Melon Jacques, RN, The Department of Health
Christina Moore, Cone Health
Lequandra Mosley, PMTW
Kimberly Neal, Every Body Kneads Massage
Lisa Paletta, Intermountain Healthcare
Gisela Parra, Cliffor Beers Clinic
Colette Pate, Northlake Behavioral Health
Alyce Payton, United Healthcare
Wendy Player, HCSC Healthcare Corp
Janet Prior, Northridge Medical Center
Donnella Quarterman  
Rebecca Rehm, United Health/Optum
Elizabeth Rose, JBMG Services
Roxie Royce, United Health Care
Charity Smith-Alexander  
Christina Solar  
Carolyn Sullivan  
Debbie Tabbert  
Angela Taglialegami, MSN, RN  
Collette Uhler  
Kate Van Huss, Prime Healthcare
Elizabeth Walker, Nemours
Tami Wantola, RN, MCG Health
Ina Warboys, The University of Alabama Huntsville
Scarlett Ward, Anthem
Suzanne Webster-Lowrie  
Chenzira Williams, FHN
Maxine Williams, Grady Health System
Dolores Wiltz, Colonial Oaks Living Center
Jessica Wood, Humana
Donna Yassall, Conifer
Amber Yunker 
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