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FROM THE EDITOR-IN-CHIEF

Gary S. Wolfe

I
n spite of countless health care 
reform efforts over many decades, 
uneven quality, frequent errors, 
and high and rising costs continue 
to plague the United States 

health care system. The status quo is 
unacceptable and everyone—providers, 
health plans, employers, governments, 
and most of all, patients—will suffer 
if we fail to fundamentally change our 
approach.

The current, broken system focuses 
on procedures, tests, and visits. Hospitals 
and providers wanting to increase revenue 
order more “things” rather than really 
focusing on health. Consequently, one 
result of the payment-based-on-volume 
model, is enormous variation in rates 
of procedures and tests. There is wide 
geographical variation in health care and 
no resulting improved quality/outcomes in 
areas where more money is spent. 

Now, we are seeing a health care 
paradigm shift. This shift moves from:
•  One-size-fits-all to personalized health
•  Fragmented, one-way care to integrated, 

two-way care
•  Provider-centric to patient-centric care
•  Centralized (hospital-focused) to 

decentralized (community-based) care
•  Invasive to less invasive, image-based 

care
•  Procedure-based reimbursement 

to episode-based, outcome-based 
reimbursement

•  Treating sickness to preventing sickness 
(ie, wellness)

The most important thing to know 
about value-based care is that it puts the 
patient at the center of the health care 
experience. Value-based care is health 
care that works smarter and better to 
help people live healthier lives. The 

value-based model points in the direction 
of promoting better health, better care, 
and lower costs through innovative 
partnerships with care providers and 
consumers. For patients, this means 
safe, appropriate, and effective care with 
enduring results at reasonable costs. For 
providers, it means employing evidenced-
based medicine and proven treatments 
and techniques that take into account 
patients’ wishes and preferences.

A critical component of value-based 
care is understanding the value of 
measurement. How can we know what 
works unless we measure our results, 
track them over time, and then share that 
information.  Without this kind of data, 
patients lack the tools to make informed 
choices.  

If we are going to move to a value-
based delivery model and improve 
performance and accountability, all 
stakeholders must have a shared goal 
that unites the interests and activities 
of all. Lack of clarity about goals has 
contributed to the dilemma we currently 
face. Achieving high value for patients 
must become the overarching goal of 
health care delivery, with value defined as 
the health outcomes achieved per dollar 
spent. If value improves, all stakeholders 
can benefit. Value should define the 
framework for health care.  

Some of the results of a value-based 
delivery model include:
•  Patients know with greater certainty 

which providers deliver better care at 
the same or lower cost, as well as which 
drugs, procedures, and devices would 
work best for them

•  Payers reimburse based on outcomes and 
push patients toward care providers who 

Value-Based Care
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Cultivate a Positive Relationship with 
Post-Acute Providers
By Elizabeth Hogue, Esq. 

Many hospitals refer patients 
on a regular basis to post-
acute providers, including 
home health agencies, pri-

vate duty home care agencies, hospices, 
and home medical equipment (HME) 
companies. Relationships with post-
acute providers assist hospitals to con-
trol costs and avoid penalties, an essen-
tial component of financial viability. 
Consequently, positive relationships with 
post-acute providers are increasingly 
important to the success of hospitals.

Hospitals may wish to use Preferred 
Provider Agreements to enhance their 
relationships with post-acute providers. 
That is, hospitals may agree to make 
referrals exclusively or on a preferential 
basis to specified post-acute providers 
to help ensure quality of care. Hospitals 
may be eager to sign Preferred Provider 
Agreements for a number of reasons.

Hospitals may decide, for example, 
to limit the number of post-acute pro-
viders to which they are willing to refer 
on the basis that dealing with many 
post-acute providers may compromise 
their ability to implement appropriate 
plans of care effectively. From the point 
of view of hospitals, referrals to a num-
ber of post-acute providers may compli-
cate communications, which may have 
the potential to compromise implemen-
tation of appropriate discharge plans.

Preferred Provider Agreements may 
obligate hospitals to refer patients to 

specified post-acute providers. These 
Agreements should not, however, 
include a specific number of patients 
that hospitals are expected or required 
to refer. In fact, they should explic-
itly indicate that hospitals make no 
promises about the number or types of 

patients who will be referred.
Preferred Provider Agreements must 

also take into account requirements 
related to patients’ right to freedom of 
choice of providers. Both the Balanced 
Budget Act of 1997 and Conditions 
of Participation (COP’s) for hospi-
tals, among other sources, guarantee 
patients the right to freedom of choice.

Many patients, however, do not 
yet know enough about post-acute ser-
vices and providers to be able to make 
choices. When attending physicians 
indicate that they prefer certain post-
acute providers and patients do not 
wish to choose other providers instead, 
physicians’ preferences/orders must 
be honored. Unless patients or physi-
cians choose post-acute providers, it is 

permissible for discharge planners/case 
managers to suggest that patients may 
wish to choose post-acute providers with 
which hospitals have preferred provider 
relationships.

Hospitals are not required to survey 
post-acute providers in their geographic 
area to find every entity that provides 
care of a quality that is satisfactory to 
them. Consequently, when patients 
cannot choose and their attending phy-
sicians have not indicated preferences 
for particular post-acute providers, 
discharge planners/case managers may 
wish to encourage patients to choose 
preferred providers.

Hospitals certainly cannot restrict 
patient choice. In the final rule on 
the Comprehensive Care for Joint 
Replacement (CJR) Payment Model 
for Acute Care Hospitals; published in 
the Federal Register on November 24, 
2015; however, the Centers for Medicare 
& Medicaid Services (CMS) stated as 
follows:
•  Hospitals, if desired, may recom-

mend ‘preferred providers,’ that is, 
high-quality PAC (post-acute) provid-
ers/suppliers with whom they have 
relationships (either financial and/or 
clinical) for the purpose of improving 
quality, efficiency, or continuity of 
care.

•  Based upon this language, it seems 
clear that Preferred Provider Agree-
ments are acceptable so long as the 
requirements described above are met.

Now is the time for all post-acute 
providers to work with hospitals and 
other referral sources to established 
preferred provider relationships!   CM

LEGAL UPDATE

When attending physicians 
indicate that they prefer 

certain post-acute providers 
and patients do not wish 
to choose other providers 

instead, physicians’ 
preferences/orders must  

be honored.

Elizabeth Hogue, Esquire, is an attorney who 
represents health care providers. She has pub-
lished 11 books, hundreds of articles, and has 
spoken at conferences all over the country.
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THE COMMISSION FOR CASE MANAGER CERTIFICATION

NEWS FROM

Joining Forces: CCM and CDMS 
Credentials Under the Same Umbrella
By Patrice V. Sminkey, RN, CEO, Commission for Case Manager Certification 

A s board-certified 
professionals well know, 
the credentials we hold 
speak volumes about our 

professionalism and commitment to 
excellence. This is certainly true of 
the more than 40,000 board-certified 
professionals who hold the Certified 
Case Manager® (CCM®) credential. 
The same dedication to a research-
based certification process, a rigorous 
Code of Professional Conduct, and 
commitment to evidence-based practice 
can be found among another group of 
certified professionals who come from a 
different discipline: Certified Disability 
Management Specialists (CDMS®). 

This incredible synergy has brought 
together the two gold-standard certi-
fications, as the Commission for Case 
Manager Certification (CCMC) has 
acquired the CDMS credential.

As CCMC 2016–2017 Chair Jane 
Harkey RN-BC, MSW, CCM said in 
her letter, the acquisition “will advance 
CCMC’s mission and vision to be the 
global leader committed to the advance-
ment and evolution of case management 
through the addition of interrelated 
programs and services.” 

Stan Scioscia, MEd, CRC, CDMS, 

CPDM, former Chair of the CDMS 
Commission, described the combination 
as a way to “best position the CDMS 
certification program for the future.”

The CDMS certification is the 
only nationally accredited program 
that certifies disability management 
professionals in insurance-based 
rehabilitation. CDMS certificants are 
involved in analyzing, preventing, and 
mitigating the human and economic 

impact of injury, illness, and disability 
for employees and employers. 

The CCM and CDMS credentials 
will continue to be wholly distinct cre-
dentials, both requiring specific pro-
cesses for achieving certification, includ-
ing passing examinations administered 
for each credential. The CCMC, as the 
first and largest nationally accredited 
organization that certifies professional 

case managers, will manage and govern 
the CDMS certification program. 

As the steward of both credentials, 
the CCMC will be looking for ways to 
grow the CDMS credential, which has 
a long history that spans more than 30 
years. Two CDMS Commissioners, Stan 
Scioscia and Ed Quick, have become 
CCMC Commissioners, and we welcome 
them to our board. 

With two separate but comple-
mentary certifications under the same 
umbrella, we can further our missions 
to advance certification to ensure com-
petency in practice and elevate pro-
fessionalism across the broad fields of 
health and wellness. Both certifications 
are research-based, with field research 
(known as role and function studies) 
conducted every five years. Each role 
and function study informs the content 
of the specific certification examination 
for CCM or CDMS. 

The most profound linkage between 
the two is a like-minded approach to 
addressing the needs of the whole per-
son. Both CCMs and CDMSs under-
stand that, whether someone is a 
“patient” or an “employee,” what matters 
most is that person’s engagement in the 
process to achieve his/her goals. 
Whether they encounter individuals in 
health care, in the community, or in the 
workplace, the same principles of advo-
cacy and meeting the needs of the indi-
vidual form the common ground—a 
foundation on which to build an excit-
ing future.  CM

Patrice V. Sminkey, RN, is CEO of the 
Commission for Case Manager Certification, the 
first and largest nationally accredited organiza-
tion that certifies case managers. To date, more 
than 60,000 case managers have been certified, 
and currently more than 40,000 case managers 
are board certified as Certified Case Managers. 

 The most profound linkage 
between the two is a  

like-minded approach to 
addressing the needs of the 
whole person. Both CCMs 

and CDMSs understand that, 
whether someone is a “patient” 

or an “employee,” what 
matters most is that person’s 
engagement in the process to 

achieve his/her goals. 

https://ccmcertification.org/center-stage/announcement-ccmc-acquires-cdms-certification
http://www.cdms.org/CDMSource/June-2016/commissioner-letter.html
http://www.cdms.org/CDMSource/June-2016/commissioner-letter.html
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CARF…THE REHABILITATION ACCREDITATION COMMISSION 

NEWS FROM

Technology Continues to Ingrain Itself  
into Health and Human Service Fields
By Brad Contento, Corporate Communications, CARF International

T elecommunications and data 
management technology has 
unavoidably made its way into 
health care industries because 

it can increase consumer access to 
services and providers’ ability to pro-
vide them. Consider the patient in a 
comprehensive inpatient rehabilitation 
program who may want to consult with 
a specialist in another organization, 
an executive team looking to engage 
employees across a multi-county or 
multi-state service area, or a provider 
looking to expand the accessibility of a 
limited number of licensed profession-
als. Assuming they can successfully be 
funded, technological solutions may 
address these types of needs.

We recently published a Promising 
Practices article titled, Rural behavioral 
health agency uses technology to enhance 
service delivery and operations ( www.
carf.org/IFS_Technology. The article 
outlines the technology program at 
Integrated Family Services, PLLC that 
received exemplary recognition in a 
recent CARF survey report. This pro-
gram includes the use of technology to 
deliver services, gather feedback, and 
improve efficiency of organizational 
communications. It represents practices 
that are becoming more and more 
necessary for organizations to position 
themselves for the future.

Of course, incorporating technol-
ogy into care and business models may 
pose unique challenges for providers. 
Deciding when the use of technology to 
deliver services is appropriate, training 
personnel and consumers to safely and 
effectively use equipment, ensuring 
privacy and accessibility, and address-
ing what happens in the event of an 

emergency are among the key consid-
erations for use of technology. Many 
providers are successfully incorporating 
technological solutions, which is why 
we have made an effort to highlight 
practices related to this topic in the 
Promising Practices newsletter series. The 
Promising Practices newsletter showcases 
practices that received exemplary rec-
ognition on a CARF survey report (view 
past issues or subscribe at: www.carf.
org/Resources/Newsletters).

In addition to the previously men-
tioned issue featuring Integrated Family 
Services, the following articles highlight 
other successful uses of technology to 
improve business practices or service 
delivery. The Promising Practices newslet-
ter series aims to highlight practices in 
such a way as to provide tips and ideas 
that can be implemented elsewhere.

•  Document management system allows 
employees to access policies, train-
ings, and data anytime, anywhere 
– www.carf.org/ICL_DMS (PDF) 

•  Behavioral health provider uses inno-
vative IT solution to connect its multi-
ple locations 
–  www.carf.org/KBHConnect (PDF)

•  COPE bridges the data gap in opioid 
treatment outcomes (electronic health 
records) 
–  www.carf.org/COPE (PDF)

•  Cutting-edge techniques for gather-
ing input lead to transformational 
changes 
– www.carf.org/swpa (PDF)

Note: In 2015, CARF developed accredita-
tion standards for information and com-
munication technology, which can be 

found in section 1.J. of the standards 
manuals. Implementing these standards 
can help a service provider plan for the 
use of technology and integrate it into 
sound service delivery practices. CM
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CE I  Evaluating the Selection Process of  
Post-Acute Preferred Provider Relationships

By James Hegyi; Laura Kukral, MBA, LNHA; Thomas W. Brewer, PhD 

H istorically, maintaining 
strong, integrated 
relationships with skilled 
nursing facilities (SNFs) was 

seldom a pressing issue for hospitals. 
For the most part nursing home beds 
were readily available, and hospitals 
were rarely accountable for post-acute 
care. However, 2015 was a watershed 
year for SNF and hospital alignment 
as payers (predominately Medicare 
and select state Medicaid programs) 
began to usher in a number of new 
requirements intended to accelerate the 
transition from payment models based 
on fee-for-service to those based on 
episodic care. This transition has been 
referred to as moving reimbursement 

from “volume to value.” 
The essence of episode payment 

is that the payer sets a target price to 
cover all costs related to the defined 
event that are incurred up to 3 days 
before hospitalization and within 30, 
60, or 90 days after hospital discharge. 
Accountable providers, mainly hospitals 
and physicians in select specialties 
such as orthopedic surgery, agree to 
provide, manage, and assume financial 
responsibility for the patient’s care 
throughout this episode. The incentive 
for accountable providers is that, 
if quality targets are met, they are 
eligible for revenue or gain sharing 
when the average cost of care for their 
patient panel is below the target cost 
set by the payer. Under episode-based 
payments, the accountable provider is 
exposed to risk sharing (repayment) if 
total episode costs of care are higher 
than the expected cost. Essentially, 
the hospital or physician is required 
to be the guarantor of value for all 
downstream providers involved in the 
patient’s care. 

CMS’ New Program for Common 
Inpatient Surgeries
Aligning with episodic care, the 
Centers for Medicare and Medicaid 
Services (CMS) have instituted a new 
program aimed at supporting “…
better and more efficient care for 
[Medicare] beneficiaries undergoing 
the most common inpatient surgeries.”1 
Beginning in April 2016, the 

Comprehensive Joint Replacement 
(CJR) rule makes nearly 800 hospitals 
in 67 markets accountable providers 
for the costs and quality of joint 
replacement care for a full 90 days 
after the acute care provided by the 
hospital itself. Under this program if 
SNF charges cause the total cost of 
care for the episode to exceed certain 
thresholds—the hospital will be forced 
to repay Medicare for the overage. This 
program makes hospitals financially 
responsible for the costs of the care 
provided by SNFs and dramatically 
changes the relationship between acute 
and long-term care providers. 

In spite of the financial 
responsibility incurred by hospitals, 
patients are free to choose the SNF 
where they will receive post-acute care. 
If patients choose a SNF that has higher 
costs and/or delivers poor outcomes, 
it will be the hospital or physician who 
refunds the payer. Thus, patient choice 
of SNF is an important consideration 
for accountable providers. In the past, 
hospital and physician involvement in a 
patient’s choice of nursing facilities was 
fairly limited. A patient would receive 
a list of providers and be discharged 
from the hospital to wherever they 
were going. The care continuum was 
a fractured environment and provider 
partnerships were not a priority (for 
the hospital, at least). Episode payment 
models are specifically designed to 
use financial incentives to force better 
care coordination among continuum 

CE for CCM & CDMS Approved for 2 hours of CCM, CDMS and nursing education credit

James Hegyi is an upcoming Master of 
Public Health graduate from Kent State 
University, and he is starting his career as the 
Compliance Manager for Northside Pharmacies 
in Zanesville, Ohio. Laura Kukral, MBA, 
LNHA, has nearly 30 years’ experience in 
health care operations and strategy. She is 
currently Director of Strategy, Planning and 
Market Research with Cleveland Clinic Akron 
General and supports post-acute initiatives. She 
previously held leadership roles in post-acute 
care, physician practice management, and 
senior living campus development. Thomas W. 
Brewer, PhD, is Associate Professor of Health 
Policy and Management at the College of Public 
Health, Kent State University. Dr. Brewer 
teaches and researches in the areas of health law 
and healthcare compliance. 
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providers. According to CMS, “This 
alternative payment model will 
contribute to the Medicare goals set by 
the Administration of having 30% of 
all Medicare fee-for-service payments 
made via alternate payment models 
by 2016 and 50% by 2018.”1 The CJR 
is viewed as the tell-tale imperative for 
hospitals to reframe their strategies 
around episodic care and actively 
manage their relationships with post-
acute providers. According to The 
Advisory Board Company’s Financial 
Leadership Council, “…the CJR Final 
Rule hints of national expansion and 
broad implementation of episode based 
payments.”2

In order for the cost containment 
and quality improvement goals 
of episodic care to be realized, 
accountable providers need to be able 
to perform the coordinating function 
with patients as it relates to SNF choice. 
CMS recently proposed revisions to its 
Conditions for Participation (COP) 
that not only allow hospitals to inform 
patients of nursing home quality 
when discussing discharge plans it 
will soon require them to document 
having done so.3 The proposed COP 
maintains the fundamental patient 
choice requirement, but hospitals would 
no longer be required to remain so 
neutral in their referral processes that 
they fail to help patients identify high 
performing SNFs for their care. The 
days of handing patients little more 
than an alphabetized list of nursing 
homes to choose from—is mostly over. 

In addition to using financial pres-
sure on the accountable providers to 
drive value across the entire contin-
uum of care; CMS is also beginning to 

impose value-based payment policies 
directly on SNFs, such as readmission 
penalties. The objective of these pay-
ment policy changes is to financially 
motivate SNFs to improve value for 
their own sakes. Over time, more and 
more key performance indicators are 
expected to be included in SNF val-
ue-based payment policies.

SNFs Need to Understand Unique 
Hospital Obligations
As these changes phase in, accountable 
providers are beginning to establish 
preferred provider networks of down-
stream caregivers in order to limit 
their exposure to potential repayment 
penalties. Before requesting preferred 
provider status or network inclusion, it 
is important that SNFs understand the 
episode payment obligations and val-
ue-based contracts affecting their local 
hospital and physicians. For example, 
models like the Comprehensive Care 
for Joint Replacement (CJR) require 
patient choice in compliance with CMS 
conditions of participation—which 
soon will require dissemination of 
SNF quality data to patients. Voluntary 
contracts with commercial payers, how-
ever, might allow accountable providers 
considerable latitude to refer patients 
to a narrow network of preferred SNFs 
based on a wide range of criteria set 
by the accountable provider and payer. 
One hospital in a market might require 
that SNFs maintain a minimum of a 
4- or 5-star CMS Star rating to be in 
their preferred network; while another 
might allow a lower standard. Network 
requirements may differ with varying 
objectives, obligations, and contracts of 
the accountable providers. Ultimately, 

hospitals and physicians will likely pur-
sue relationships with the highest-per-
forming SNFs in their primary service 
area. They will also want to support 
quality improvement efforts in lower 
quality, high-volume facilities favored 
by consumers since those facilities are 
unofficially elected to preferred pro-
vider status by patients even if they are 
not qualified to be formal members of 
the preferred network.

Evaluating SNFs for Preferred 
Provider Status
Organizations attempting to evaluate 
SNF value have found data-driven 
approaches somewhat constrained due 
to lack of detailed, verifiable reporting 
of SNF costs and outcomes. According 
to the National Readmission Prevention 
Collaborative (NRPC), some of the 
most common questions asked during 
NRPC events are, “What criteria should 
be used to select post-acute providers,” 
and “how do you narrow the network?” 
Although no one-size-fits-all approach 
is available, the new Condition of 
Participation (COP) makes it clear each 
hospital will need to determine what 
data it will use, how it will apply it, and 
what it will communicate to patients. 
A primary mechanism used to evaluate 
SNFs is the 5-star quality rating system 
developed by CMS. Other data sources 
include CMS MEDPAR files (Medicare 
Provider Analysis and Review) and cost 
reports, and commercial data vendors 
like SNFdata Resources. Some hospitals 
also employ patient navigators who, as 
part of their duties, collect patient data 
at the episode level for SNF length-
of-stay, readmission rates, Resource 
Utilization Group, patient experience, 

If patients choose a SNF that has higher costs and/or delivers poor outcomes,  
it will be the hospital or physician who refunds the payer.
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and more. Hospital databases also 
capture some data on SNF utilization 
and readmission trends.

Beginning in 2016, detailed data 
on SNF episode performance will be 
more readily available to hospitals. By 
request, CMS will provide hospitals 
with historical data on lower extremity 
episodic spending to enable evaluation 
of episode value, including their post-
acute utilization patterns. The data sets 
will help hospitals determine if there 
are opportunities to discharge more 
CJR patients to sites that are clinically 
appropriate but less costly.5 Both com-
mercial and proprietary database tools 
are already available to analyze episode 
value by site-of-care using all-payer 
claims data and/or the data provided to 
hospitals by CMS-CJR.6 

Data acquisition is only one of the 
initial tasks undertaken to develop a sys-
tematic approach to assess SNF value. 
Accountable providers also have to gain 
stakeholder agreement on the unique 
partnering objectives that will drive 
their criteria for network inclusion and 
preferred status. Once prioritized, these 
criteria will become the definitions of 
quality and cost used in the evaluation. 
Proxy definitions for cost include things 
like length-of-stay, and the unnecessary 
use of post-acute services, etc. Proxy 
definitions for quality might include 
episode-related complication rates, 
readmission rates, patient experience 
scores, etc.  For example, North Shore-
Long Island Jewish, a 16-hospital system 
with a service area of more than 7 mil-
lion, reports they first began to develop 
a network of post-acute providers in 

2008.  That particular organization 
used metrics such as CMS’s star rating, 
staffing ratios, geographic proximity to 
system hospitals, current referral pat-
terns, and other criteria.6

Building a Network
Again, while there is no “cookie cutter” 
approach to building a network, there 
are several factors that should be 
considered. These factors include:
•  Patient population: What patient 

population is primarily of interest 
for this relationship? All patients? 
Medicare patients? Commercial 
patients? Those with a certain type of 
episodic care?

•  One-stop or limited network 
membership: Will the nursing home 
be a “one-stop shop” and a preferred 
provider for all types of patient care 
or a “limited” preferred provider 
chosen for specific service line needs 
(like orthopedics or cardiac care)? 

•  Objectives: What is most important 
to the hospital as it selects preferred 
providers?  Does it need to improve 
a particular quality outcome or 
reduce costs of care? Is it looking for 
a partner to develop and implement 
defined care paths? What kind of staff 
is needed? What is the most pressing 
problem or opportunity the hospital 
needs to address with the help of  
the SNF?

•  Quality definition: What “proxy 
metrics” are being used to rank 
quality among the SNFs (like overall 
star rating or readmission rate)? 
If there is more than one quality 
metric—which are most important 

and how can they be weighted to yield 
a composite quality score?

•  Cost definition: What “proxy metrics” 
will the hospital use to rank SNF 
cost performance? Length-of-stay? 
Medicare spend per beneficiary? 
Again, if there is more than one cost 
metric—which is most important?

•  Data source(s): What standardized 
data sources can the hospital access 
for both the outcome and cost 
information? What are the best 
available, timeliest, and most cost-
effective data to secure? 

•  Access: What are the geography 
restrictions, current patient referral 
patterns, facility capacity, facility 
availability, and insurance contracts?

•  Technical criteria: Do potential 
members maintain certifications 
required by the hospitals 
credentialing organizations (like 
the Commission on Cancer), CMS 
or survey-related ratings, immediate 
jeopardy notices, lawsuits, negative 
media, even amenities expected and 
physical appearance (like private 
rooms), admissions restrictions (like 
24/7 admitting), service availability, 
and caregiver qualifications?

•  Readiness: Do the SNFs have the 
flexibility to adapt standard operating 
procedures requested by the surgeon, 
interoperability, etc? 

Additional criteria may “trump” the 
results of any of the evaluation methods 
shown. For example, high-performing 
SNFs may be located too far outside 
the hospitals primary service area 
and so might not be practical for the 

By request, CMS will provide hospitals with historical data on lower  
extremity episodic spending to enable evaluation of episode value,  

including their post-acute utilization patterns.
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hospital to include. Preferred providers 
require support, including the attention 
of hospital-employed navigators and 
team meetings to collaborate on 
pathway standards. A high-quality SNF 

admitting only a few patients each year 
will not represent a prudent use of 
resources for the hospital to pursue.

Classic Value Proposition Model
Although differing circumstances may 
dictate alternative approaches to com-
pare SNFs for network inclusion, one 
method focuses primarily on value. 

Value is based on the relationship 
between product or service quality and 
the customer’s costs. The first thing 
to understand about value is that it is 
a local matter. Although payers can 
establish a ceiling or target price for 
what they would like to pay, competitor 
prices and quality define market rates, 
and your own costs set your “price 
floor”—or the lowest value proposition 
you can offer over a sustained period 
of time. The “best value” provider in 
one market might be a “worst value” in 
another. Value is relative to what else is 
available.

Noted marketing expert and edu-
cator, Philip Kotler offered a pricing 
model9 based on value that can be 
adapted to “map” the value proposition 
of competing SNFs based on the follow-
ing steps:
1.  Determine the market area and 

identify the SNFs located within 
that geographic boundary and the 
patients to include and exclude 
from the analysis.

2.  Identify what metrics to use to 
rank quality.

3.  Gather SNF cost data or determine 
what cost metrics (like length-of-
stay) to use to rank price.

4.  Rank competitors as high, 
medium, or low for both the qual-
ity and price metric.

5.  Plot the competitors on the price/
quality grid and determine their 
relative value proposition.

6.  Plot the customer’s “target price” 
on the grid.

In this method—the competitors 
positioned closest to the “target or 
expected value” would be candidates 
for a preferred network.

The example below illustrates the 
value propositions offered by 15 provid-
ers who volunteered to provide data on 
joint replacement patients admitted to 
their SNFs in 2014. A hospital requested 
help from the SNFs after receiving data 
from CMS indicating its episode spend 

DISTRIBUTION OF SKILLED NURSING FACILITIES BASED ON 
VALUE INDICATORS

FIGURE 1
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for MSDRG 469 and 470 was about 20% 
higher than benchmark. The CMS data 
also reflected that physician and hos-
pital stay costs were below benchmark, 
but SNF-related costs were offsetting 
those efficiencies and negatively impact-
ing overall value. Facing accountability 
for SNF costs, the hospital undertook 
a closer evaluation of providers. SNF 
length-of-stay and Resource Utilization 
Group data indicated that most SNFs in 
the market were providing more care 
for a longer period of time than provid-
ers in other markets. The hospital then 
began to assess each nursing home’s 
value position and identifying facilities 
willing to work toward improved costs 
and outcomes. The evaluation used epi-
sode-length-of-stay as a proxy for SNF 
cost and CMS’s overall quality rating 
as a proxy for quality. Figure 1 reflects 
the distribution of SNFs along the cost/
quality axes. 

This model is easy to use, and most 
stakeholders appreciate the quick, 
visual depiction of how SNFs are posi-
tioned when compared to their compet-
itors. All the providers in the top row 
deliver high-quality care and would be 
appropriate for preferred provider sta-
tus—including any that might fall into 
the more expensive category “premium 
provider.” Despite the fact the premium 
providers would’ve exceeded the tar-
geted cost, it may be because of legit-
imate patient care needs. Top-quality 
providers are likely more comfortable 
taking on the most challenging cases. 
Hospitals will find that it is incumbent 
on them to understand the nature and 
number of patients being cared for 
by each provider when reviewing the 
results of the analysis model. If a facility 
only admitted one or two patients, they 
might be categorized inappropriately. 

SNF Influence
On the face of things, any SNF should 
be willing and eager to work with 
hospitals and physicians to improve 

episode value. A tipping point is rap-
idly approaching where SNF value will 
be widely communicated to patients 
through CMS Nursing Home Compare 
and accountable providers in hopes 
that the patients will more often choose 
high-value post-acute care. Critical suc-
cess factors for SNFs are to understand 
how value is defined in their market, 
including how they compare to payer 
expectations; their nurse staffing ratios 
(because the metric drives CMS’s over-
all star rating in the current formula), 
appropriate lengths-of-stay, sustainable 
discharges to home, and collaboration 
on care plans with other providers.

Conclusion
After the evaluation process is com-
pleted and preferred SNFs are initially 
identified, the work has truly just begun. 
Collaborative decisions will need to be 
made related to performance improve-
ment projects, standardizing care path-
ways, and communication with patients. 
The hospital or accountable provider 
will need to determine how frequently 
they wish to re-evaluate their analysis of 
providers for preferred status or network 
inclusion.  CE I
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The Centers for Medicare and Medicaid Services (CMS) advo-

cates applying technologies to improve workflow and patient 

care. Yet, many health organizations provide patients with 

printed lists, often only containing provider names, addresses 

and phone numbers. Patients must then use those limited 

lists to choose a PAC provider. Often 

times, patients only preview the provider’s 

addresses and then select the PAC nearest 

to them, rather than choosing a provider 

that best meets their needs. With a lack of 

information, patients may not be able to 

make an informed next-care choice, leading 

to added length of stay (LOS) and costing 

hospitals additional care expense. 

Maintaining an accurate list of PAC 

providers is cumbersome and difficult. 

It requires continual tracking, updating, 

and distribution to case managers and 

discharge planners. In a world of ever-

changing information, it is surprising that printed lists are 

still the most common way discharge teams provide data to 

patients. Dated and partial lists are not compliant. 

Compliance to CMS Initiatives

The Improving Medicare Post-Acute Care Transformation 

(IMPACT) Act of 2014 standardizes post-acute care (PAC) 

assessment data for quality, payment, and discharge planning. 

The newly proposed CMS rule for discharge planning requires 

hospitals to give patients more information than ever before 

about their post-acute care options, including information about 

the quality of each provider, and encourages hospitals to use 

technology to improve compliance.  Applying technology, such 

as tablets, dramatically enhances the efficiency of the discharge 

process and improves patient satisfaction. Providing a digital 

search application fosters deeper patient involvement and 

assists the patient and their families in choosing an appropriate, 

high-quality provider. Moreover, detailed informational listings 

answer patient questions about services and features offered by 

PAC providers. Technology provides patient-driven choice and 

allows them to actively participate in their post-acute care plan, 

thereby investing them in their own recovery and improving the 

likelihood of a successful outcome.  

A growing number of hospitals empower case management 

teams and discharge planners with interactive digital tablets, 

providing current provider information that can be filtered by 

geographic location, insurance provider, quality scores, clinical 

services, and other relevant information, promoting best-

choice care. A tablet in hand also allows 

family members to actively participate in 

the patient choice, improving the overall 

patient’s experience. Hospitals can also 

use tablets to electronically capture and 

document the patient’s choice. Patient 

information is never captured or stored on 

the tablet, eliminating any risk if the tablet 

is stolen or misplaced.

A Tool for Hospital Program Efficiency

Tablets are simple to deploy and maintain, 

yet they are part of a sophisticated 

technology platform that adapts to 

improve hospital program development. 

Tablets support coordinated care initiatives for ACOs and 

hospital programs like the CMS Bundled Payments for Care 

Improvement (BPCI) and CJR models. Healthcare networks can 

determine program qualifications of participating PAC providers, 

and can implement advanced features such as filtering search 

results to only show SNFs eligible for the 3-day stay waiver. PAC 

providers who are affiliated or preferred partners within the 

patients’ search criteria can be designated, simplifying patient 

navigation to select participating providers within programs 

that meet their specified needs. 

Hospital and Post-Acute Care Provider Collaboration

Cloud-based technology nurtures hospital and PAC provider 

collaboration to deliver better patient outcomes. PAC provid-

ers actively manage their profile and update information in 

real-time. Their profile includes facility photos and information, 

virtual brochures, accepted insurance plans, and other features, 

all viewable to any hospital or patient using a tablet.  

Hospitals across the country are increasingly using tablets 

to comply with CMS guidelines, streamline case manager 

workflow and to improve patient satisfaction. Change is 

coming. What is your plan?

Advertorial sponsored by SilverVue®

Technology as a Tool: 
Improve Compliance and Patient Choice
Discharge Planning Workflow and Patient Choice in Post-Acute Care

The Agency for Healthcare Research and Quality (AHRQ) reported in May 2016 that “42% of all 
Medicare patients in the U.S. were discharged to a post-acute care (PAC) setting after hospitalization.”1

Reference: 1. Tian W. (AHRQ). An All-Payer View of Hospital Discharge to Postacute Care, 2013. HCUP Statistical Brief #205. May 2016.  
Agency for Healthcare Research and Quality, Rockville, MD. www.hcup-us.ahrq.gov/reports/statbriefs/sb205-Hospital-Discharge-Postacute-Care.pdf.
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achieve better outcomes for their patients
•  Providers compete based on achieved medical outcomes, 

thereby attracting more patients, referrals, and payer 
support

•  Suppliers take a more holistic approach, strategically 
selecting where to play and what to offer to improve 
outcomes

As a case manager this all sounds good. In fact, it sounds 
like much of what I do as a case manager—sometimes 
working against the system to achieve outcomes that patients 
value. Case management is at the center of value-based 
care—empowering patients with information and data to 
make good decisions about their health, based on what is 
most important to them.

In this issue, we publish “Evaluating the Selection 
Procedure of Post-Acute Preferred Provider Relationships” 
by Hegyi, Kukral, and Brewer. This article highlights issues 
in selecting post-acute providers in a network in a value-
based delivery model.  

Gary S. Wolfe, RN, CCM 
Editor-in-Chief
gwolfe@academyccm.org

ACCM: Improving Case Management Practice through 
Education

Value-Based care  continued from page 2
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O n any given day, there are 
dozens of life-saving medevac 
flights being performed as 
patients are transported 

throughout various domestic and inter-
national destinations. While many case 
managers are familiar with patients 
transported by helicopter, or short-range 
aircraft, the subject of this article targets 
fixed wing, long range jet transports. 

At some point in their career, a case 
manager will most likely be involved in 
setting up an air ambulance transport 
for their patient. This article will pro-
vide information for the case manager 
in how to choose a reputable air ambu-
lance provider and help their patients 
make the best decision while avoiding 
some common snares prevalent in the 
air ambulance industry. 

What Is an Air Ambulance?
An air ambulance is a medically 
configured aircraft equipped with 
specialized equipment including a 
stretcher, monitoring equipment, 
pumps and ventilators as well as a 
variety of medications that allow the 
medical flight crew to care for a patient 
in an ICU setting. The medical team 
typically consists of a critical care 
nurse and a paramedic or respiratory 
therapist. Utilizing a dual medical flight 
crew configuration provides optimum 
safety and care for the patient. 

Medical flight crews are some of 

the most highly specialized health care 
providers in the industry due to the 
amount of autonomy that is required 
during the flight. Working as a med-
ical flight crew member on board an 
air ambulance requires at least 3 years 
of critical care experience. The flight 
crew must also possess unique skills, 
including superior critical thinking and 
assessment skills, along with the ability 
to adapt, improvise and overcome most 
all situations. Medical crew members 
receive specialized training in air med-
ical transport including emergency 
life saving measures, flight physiology, 
aircraft safety and awareness as well as 
emergency egress.

Types of Air Ambulance Aircraft 
There are a variety of aircraft utilized 
in the air ambulance industry. Fixed 
wing aircraft are categorized by the 
types of engines they have. There are 
piston aircraft, turbo prop and turbine 
powered jet aircraft. 

Piston aircraft fly at lower altitudes 
and are fairly cheap to operate. They 
are typically utilized for short range, 
intrastate missions as they have limited 
load carrying capabilities, air speeds 
of under 300 mph with altitudes in the 
mid-20,000 range. Examples of piston 
aircraft utilized as air ambulances are 
Cessna 414s and 441s. 

Other aircraft utilized are Turbo 
props. These types of aircraft can be 
utilized for both intra and close inter-
state transports. Turbo props can fly 
farther than piston aircraft and have 
speeds up to 400 mph with altitudes 
in the mid to lower 30,000 range. 
Examples of turbo prop aircraft are 

King Air and Pilatus aircraft. 
While piston and turbo prop air-

craft are fine for short range transports, 
they are not appropriate for long range 
patient transports over longer ranges 
as they will have to make multiple fuel 
stops. This can affect an already medi-
cally compromised patient. 

For patients needing long range 
transports over 200 miles, jets are the 
aircraft of choice. Commonly utilized 
jets are Learjets and Citation aircraft. 
Learjets have the fastest speed of all. 
With speeds up to 500 miles per hour 
and flight at levels of 41,000 to 43,000 
feet. Learjets are the most common jet 
aircraft utilized as air ambulances. They 
are an extremely effective way to trans-
port patients quickly and efficiently. 

How to Choose an Air Ambulance 
Provider
Choosing an air ambulance provider 
can be a daunting task compounded by 
a sense of urgency, emotions on the part 
of family members as well as possible 
logistical issues. Thankfully, the advent 
of the internet with its powerful search 
engines has made this task much easier 
to ensure you are getting a reputable air 
ambulance provider. Easy- right? Wrong!

Your search may lead you to an 
air ambulance broker who portrays 
themselves as an actual air ambulance 
operator with websites showing images 
of aircraft and making promises of 
providing their “own” aircraft, medical 
staff and flight crew, when in reality 
they simply broker these requests while 
charging hidden additional fees.

The services of a broker can save 

CE II  Navigating the World of Air Ambulance
By Denise Waye

Denise Waye is a critical care nurse, 
flight nurse and the owner of AirCARE1 
International. She is a published author and 
expert in air patient transfer. continue on page 18
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precious time and may boast valuable 
first-hand expertise, but be aware there 
are potential pitfalls of using brokers 
and the fact that perception doesn’t 
always reflect reality.

Knowledge is power and knowing 
the following key points will help iden-
tify whether you have contacted a broker 
or an actual air ambulance provider.

How to Identify a Broker
1.  If a website has images of aircraft on 

it, check if the aircraft tail numbers 
correspond to the model of aircraft 
and in turn the company purporting 
to operate or fly that aircraft. This 
information can be found on www.
faa.org. Be cautious of aircraft 
on websites with no tail numbers. 
Photoshop is a powerful tool.

2.  Ask for a copy of the air ambulance 
provider’s “DO85.” This operations 
specification lists the aircraft the com-
pany is authorized to operate. If the 
picture on the website does not match 
the DO85, then it is not their aircraft.

3.  Caution should be urged where the 
wording on an air ambulance compa-
ny’s website is ambiguous—“We have 
access to Learjet 35 aircraft” is far 
removed from “We own and operate 
Learjet 35 aircraft.”

4.  Search engine optimization (SEO) is 
another one to be aware of. Typing 
in “air ambulance” into an Internet 
search engine can show results of 
companies that are more expert at 
engineering websites to achieve high 
rankings than they are at providing 
air ambulance flights. If you have any 
doubt about who exactly is behind 
the company’s website you are look-
ing at, it may be revealing to check 
the domain name registration service 
to see who owns the site.

5.  The company should have a physical 
mailing address rather than just an 

anonymous P.O. Box and have local/
geographic phone numbers, not just 
a toll-free number.

6.  Is there a copy of the Air Operator 
Certificate available on the compa-
ny’s website? If not, ask for a copy 
to be sent to you. No company can 
operate aircraft without this certifi-
cate, typically known in the industry 
as a Part 135 Certificate.

Brokers may offer a valuable service 
for those who have never booked an 
air ambulance service, but be aware of 
the potential for being misled by those 
who’s focus lie in profit- not patient care.

Doing your due diligence will 
enhance your chances of success in 
choosing a reputable air ambulance 
provider who owns and operates their 
own aircraft while having the necessary 
experience to provide safe patient care 
during transport.

Ask the Right Questions
Once you have vetted you are dealing 
directly with an air ambulance pro-
vider and not a broker, asking the right 
questions that are listed below will help 
ensure you are working with a repu-
table air ambulance service as not all 
services are equal!

Accreditations
Is the air ambulance service accredited? 
This is a yes or no answer. Some com-
panies who are not accredited may state 
they “follow accreditation standards.” 
Then, if they “follow the standards,” 
why are they not accredited? It takes 
time and energy to obtain and main-
tain an accreditation. 

Choosing an accredited provider 
ensures the air ambulance provider has 
met industry standards set out by the 
accreditation service. Additionally, if 
there are any significant problems during 
the transport, issues can be referred to 
the accrediting organization where they 
will hold the program accountable. 

There are three accrediting 

organizations that are common in the 
industry. They are listed in order of 
length of time they have been in the 
industry. 
1.  The Commission on Accreditation of 

Medical Transport Systems (CAMTS)
2.  The European Air Medical Institute 

(EURAMI)
3.  National Accreditation Alliance 

Transport Applications (NAAMTA)
If the air ambulance service state 

they are accredited, trust but verify the 
accreditation by checking the website of 
the accrediting organization. 

Although these accrediting organi-
zations do not have regulatory author-
ity, they provide a voluntary means by 
which air ambulance providers adhere 
to the highest standards and level of 
patient care. 

135 Operating Certificate
Does the service have a 135 Operating 
Certificate? Air ambulance providers 
must have a Part 135 Certificate in order 
to transport patients. This is an import-
ant question that must be answered 
before the company is contracted. 

All 135 Operators must adhere to 
FAA requirements, including pilot time 
and duty requirements and subsequent 
rest requirements. Pilots can only fly 10 
hours in a 14-hour duty day with man-
datory rest requirement of 10 hours. 
Unfortunately, some providers do not 
follow these requirements. Not follow-
ing this standard as well as other FAA 
requirements can have a significant 
impact on the safety of the operation.  

Location of the Air Ambulance Provider
Where is the air ambulance service 
located? Some states have little or no 
regulations for air ambulance compa-
nies where other states are highly regu-
lated. Those states with no regulations 
tend to attract brokers and question-
able air ambulance companies. These 
states may require minimal equipment 
and may have only one medical person 

CE for CCM & CDMS Approved for 2 hours of CCM, CDMS and nursing education credit

Navigating the World of Air 
Ambulance continued from page 14
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on board. Ask how many medical crew 
members as well as pilots will be on 
board during the transport. The cor-
rect answer is two medical crew mem-
bers and two pilots. 

Safety 
Has the air ambulance service had any 
accidents or incidents? This is a yes or 
no question. Safety is paramount when 
transporting patients. Don’t let the 
operator tap dance around this sig-
nificant safety question. If you receive 
vague answers, you can do your own 
research provided by the National 
Transportation Safety Board (NTSB). 
The NTSB provides an aviation acci-
dent database containing information 
on aviation accidents dating all the way 
back to 1962. Case managers can check 
out the name of any air ambulance 
service under their operating certificate 
via the following link: www.ntsb.gov/_
layouts/ntsb.aviation/index.aspx.

Even if a company has never had an 
accident, be suspicious of companies 
who have had several incidents. There 
may be a basic flaw in the company’s 
quality management. Companies who 
utilize safety features such as loading 
ramps and wide cargo doors provide a 
safer environment for the patient. 

Who Pays for the Air Ambulance 
Transport?
Who pays for an air ambulance transport 
depends on the situation. Insurance 
might pay for flights that are medically 
necessary in order for a patient to go to a 
higher level of care. If a patient is injured 
or becomes ill while away from home and 
has a travel insurance plan, their flight 
will be covered by their travel assistance 

company. If insurance does not cover 
the flight, and the patient does not have 
travel insurance, then the patient will 
have to pay out of pocket. 

Patients who have to pay out of 
pocket for an air ambulance transport 
may fall prey to air ambulance services 
who insist the patient will not have to 
pay a cent for their transport and the 
patient’s insurance will cover the cost of 
the flight. Beware of these companies 
who prey on desperate patients wanting 
to be transported home at a low cost. 

Air Ambulance Considerations
Air ambulance flights are an expensive 
undertaking. This is due to fuel costs, 
maintenance, pilot training costs, and 
a multitude of insurances costs. It is 
tempting to find the lowest cost air 
ambulance. While everyone loves a 
bargain, there could be an underlying 
ominous reason an air ambulance 
service might give a rock bottom price, 
including skimping on maintenance 
practices or training. 

Insurance
Dealing with insurance companies to 
facilitate an air ambulance transport 
can be very time consuming for the 
case manager. If not done correctly, 
valuable time will be lost, patients not 
transferred in a timely manner and 
possible denial of the claim.  This could 
result in the patient being held respon-
sible for the cost of the entire transport 
or being balanced billed by the service 
who did the transport. Following the 
proper procedures set out by the insur-
ance company is essential to avoid any 
balance billing to the patient.  

When working with the insurance 

company, there are three levels of 
transport that need to be understood. 
Emergent, Urgent, and Non Emergent 
(Routine). By understanding the differ-
ent levels of transport, the case man-
ager can relay transport expectations 
to the patient and family member. This 
will help decrease potential frustrations 
for all parties involved. 

An emergent transport is an 
emergency transport where life or limb 
is at stake. The patient is in imminent 
need of a transport. Without the 
transport, the patient is at a high risk  
of severe consequences, including 
death. Insurance companies do not 
require a prior authorization for truly 
emergent transports. 

The word “emergent” is a commonly 
misused term coined by some hospital 
staff to facilitate a quicker transfer. 
Interestingly, insurance companies state 
they see a higher level of “emergent” 
requests on a Friday afternoon. If the 
wrong decision is made to transport the 
patient emergently when the transport 
is in reality non emergent, the insur-
ance company can deny the claim. 

An urgent transport is a transport 
that is needed urgently but not neces-
sarily emergently. The patient can wait 
a short time (several days) for a timely 
transport. However, the transport 
might soon become an emergent trans-
port. A prior authorization is needed 
from the insurance company.

Nonemergent transports (routine) is 
where the patient can wait for a sched-
uled transport. Nonemergent transports 
also require a prior authorization. 
These transports might take as long 
as a week to facilitate as they must go 

continue on page 34
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Patients who have to pay out of pocket for an air ambulance transport may fall prey 
to air ambulance services who insist the patient will not have to pay a cent for their 

transport and the patient’s insurance will cover the cost of the flight. 
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Viekira XR (dasabuvir, ombitasvir, paritaprevir, and 
ritonavir) extended-release tablets, for oral use

INDICATIONS AND USAGE
Viekira XR is indicated for the treatment of adult patients with 
chronic hepatitis C virus (HCV) 
•  genotype 1b infection without cirrhosis or with compensated 

cirrhosis
•  genotype 1a infection without cirrhosis or with compensated 

cirrhosis for use in combination with ribavirin.

DOSAGE AND ADMINISTRATION
Testing Before Initiation of Viekira XR
Before initiation of Viekira XR, assess for laboratory and clinical 
evidence of hepatic decompensation.

Recommended Dosage in Adults
Viekira XR is a 4-drug fixed-dose combination, extended-release 
tablet containing 200 mg of dasabuvir, 8.33 mg of ombitasvir, 50 
mg of paritaprevir, and 33.33 mg of ritonavir.

The recommended dosage of Viekira XR is 3 tablets taken orally 
once daily.
•  Viekira XR must be taken with a meal because administration 

under fasting conditions may result in reduced virologic response 
and possible development of resistance.

•  Swallow tablets whole. Splitting, crushing, or chewing tablets may 
compromise the extended-release performance, efficacy, and/or 
safety of Viekira XR.

•  For optimal release of dasabuvir, alcohol should not be consumed 

within 4 hours of taking Viekira XR.
Viekira XR is used in combination with ribavirin (RBV) in 

certain patient populations (see Table 1). When administered with 
Viekira XR, the recommended dosage of RBV is based on weight: 
1000 mg/day for subjects <75 kg and 1200 mg/day for those ≥75 
kg, divided and administered twice-daily with food. The starting 
dosage and on-treatment dosage of RBV can be decreased based 
on changes in hemoglobin levels and/or creatinine clearance. For 
ribavirin dosage modifications, refer to the ribavirin prescribing 
information.
(Treatment-Naïve or Interferon-Experienced)
Use in Liver Transplant Recipients
In liver transplant recipients with normal hepatic function and 
mild fibrosis (Metavir fibrosis score 2 or lower), the recommended 
duration of Viekira XR with RBV is 24 weeks, irrespective of 
HCV genotype 1 subtype. When Viekira XR is administered 
with calcineurin inhibitors in liver transplant recipients, dosage 
adjustment of calcineurin inhibitors is needed. 

Hepatic Impairment
Viekira XR is contraindicated in patients with moderate to severe 
hepatic impairment (Child-Pugh B and C).

DOSAGE FORMS AND STRENGTHS
Extended-release tablet: 200 mg of dasabuvir (equivalent to 216.2 
mg of dasabuvir sodium monohydrate), 8.33 mg of ombitasvir, 50 
mg of paritaprevir, and 33.33 mg of ritonavir. The tablets are pale 
yellow-colored, film-coated, oblong shaped, debossed with “3QD” 
on one side.

CONTRAINDICATIONS
•  Viekira XR is contraindicated in patients with moderate to severe 

hepatic impairment (Child-Pugh B and C) because of toxicity risk.
•  If Viekira XR is administered with RBV, the contraindications to 

RBV also apply to this combination regimen. Refer to the RBV 
prescribing information for a list of contraindications for RBV.

•  Viekira XR is contraindicated:
— With drugs that are highly dependent on CYP3A for clearance 

and for which elevated plasma concentrations are associated with 
serious and/or life-threatening events.

— With drugs that are moderate or strong inducers of CYP3A and 
strong inducers of CYP2C8 and may lead to reduced efficacy of 

PharmaFacts for Case Managers

Patient Population Treatment Duration

Genotype 1a, without cirrhosis Viekira XR + 
ribavirin 12 weeks

Genotype 1a, with compensated 
cirrhosis (Child-Pugh A)

Viekira XR + 
ribavirin 24 weeks**

* Note: Follow the genotype 1a dosing recommendations in patients with an 
unknown genotype 1 subtype or with mixed genotype 1 infection.

** Viekira XR administered with ribavirin for 12 weeks may be considered for 
some patients based on prior treatment history

Treatment Regimen and Duration by Patient Population 



Viekira XR.
— With drugs that are strong inhibitors of CYP2C8 and may 

increase dasabuvir plasma concentrations and the risk of QT 
prolongation.

— In patients with known hypersensitivity to ritonavir (eg, toxic 
epidermal necrolysis [TEN] or Stevens-Johnson syndrome).

WARNINGS AND PRECAUTIONS

Risk of Hepatic Decompensation and Hepatic Failure in 
Patients With Cirrhosis
Hepatic decompensation and hepatic failure, including 
liver transplantation or fatal outcomes, have been reported 
postmarketing in patients treated with the components of Viekira 
XR. Most patients with these severe outcomes had evidence 
of advanced cirrhosis before initiating therapy. Reported cases 
typically occurred within 1 to 4 weeks of initiating therapy and 
were characterized by the acute onset of rising direct serum 
bilirubin levels without ALT elevations in association with clinical 
signs and symptoms of hepatic decompensation. Because these 
events are reported voluntarily from a population of uncertain 
size, it is not always possible to reliably estimate their frequency or 
establish a causal relationship to drug exposure.

Viekira XR is contraindicated in patients with moderate to 
severe hepatic impairment (Child- Pugh B and C).

In patients with cirrhosis:
•  Monitor for clinical signs and symptoms of hepatic 

decompensation (eg, ascites, hepatic encephalopathy, variceal 
hemorrhage).

•  Hepatic laboratory testing including direct bilirubin levels should 
be performed at baseline and during the first 4 weeks of starting 
treatment and as clinically indicated.

•  Discontinue Viekira XR in patients who develop evidence of 
hepatic decompensation.

Increased Risk of ALT Elevations
During clinical trials with the combination of dasabuvir tablets 
and ombitasvir, paritaprevir, and ritonavir tablets (components of 
Viekira XR) with or without RBV, elevations of ALT to greater than 
5 times the upper limit of normal (ULN) occurred in approximately 
1% of all subjects. ALT elevations were typically asymptomatic, 
occurred during the first 4 weeks of treatment, and declined within 
2 to 8 weeks of onset with continued dosing.

These ALT elevations were significantly more frequent in female 
subjects who were using ethinyl estradiol–containing medications 
such as combined oral contraceptives, contraceptive patches or con-
traceptive vaginal rings. Ethinyl estradiol–containing medications 
must be discontinued prior to starting therapy with Viekira XR .

Alternative methods of contraception (eg, progestin only 
contraception or nonhormonal methods) are recommended during 

Viekira XR therapy. Ethinyl estradiol–containing medications 
can be restarted approximately 2 weeks following completion of 
treatment with Viekira XR.

Women using estrogens other than ethinyl estradiol, 
such as estradiol and conjugated estrogens used in hormone 
replacement therapy had a rate of ALT elevation similar to those 
not receiving any estrogens; however, due to the limited number 
of subjects taking these other estrogens, caution is warranted for 
co-administration with Viekira XR.

Hepatic laboratory testing should be performed during the first 
4 weeks of starting treatment and as clinically indicated thereafter. 
If ALT is found to be elevated above baseline levels, it should be 
repeated and monitored closely.
•  Patients should be instructed to consult their health care 

professional without delay if they have onset of fatigue, weakness, 
lack of appetite, nausea and vomiting, jaundice, or discolored feces.

•  Consider discontinuing Viekira XR if ALT levels remain 
persistently greater than 10 times the ULN.

•  Discontinue Viekira XR if ALT elevation is accompanied by signs 
or symptoms of liver inflammation or increasing direct bilirubin, 
alkaline phosphatase, or INR.

Risks Associated With RBV Combination Treatment
If Viekira XR is administered with RBV, the warnings and 
precautions for ribavirin, in particular the pregnancy avoidance 
warning, apply to this combination regimen. Refer to the ribavirin 
prescribing information for a full list of the warnings and 
precautions for ribavirin.

Risk of Adverse Reactions or Reduced Therapeutic Effect Due to 
Drug Interactions
The concomitant use of Viekira XR and certain other drugs may 
result in known or potentially significant drug interactions, some of 
which may lead to:
•  Loss of therapeutic effect of Viekira XR and possible development 

of resistance
•  Possible clinically significant adverse reactions from greater 

exposures of concomitant drugs or components of Viekira XR

ADVERSE REACTIONS
The following adverse reaction is described below and elsewhere in 
the labeling:
•  Risk of hepatic decompensation and hepatic failure in patients 

with cirrhosis 
•  Increased risk of ALT elevations

CLINICAL TRIALS
Clinical Trial Results in Adults With Chronic HCV Genotype 
1a and 1b Infection Without Cirrhosis

Subjects With Chronic HCV GT1a Infection Without Cirrhosis
Subjects with HCV GT1a infection without cirrhosis treated with the 
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components of Viekira XR with RBV for 12 weeks in SAPPHIRE-I 
and -II and in PEARL-IV had a median age of 53 years (range: 18 to 
70); 63% of the subjects were male; 90% were White; 7% were Black/
African American; 8% were Hispanic or Latino; 19% had a body 
mass index of at least 30 kg per m2; 55% of patients were enrolled in 
US sites; 72% had IL28B (rs12979860) non-CC genotype; 85% had 
baseline HCV RNA levels of at least 800,000 IU per mL.

Treatment-naïve, HCV GT1a-infected subjects without cirrhosis 
treated with the components of Viekira XR with RBV for 12 weeks 
in PEARL-IV had a significantly higher SVR12 rate than subjects 
treated with the components of Viekira XR without RBV (97% and 
90%, respectively; difference +7% with 95% confidence interval, 
+1% to +12%). The components of Viekira XR without RBV were not 
studied in treatment-experienced subjects with GT1a infection.

In SAPPHIRE-I and SAPPHIRE-II, no placebo subject achieved 
a HCV RNA <25 IU/mL during treatment.

Subjects With Chronic HCV GT1b Infection Without Cirrhosis
Subjects with HCV GT1b infection without cirrhosis were treated 
with the components of Viekira XR with or without RBV for 12 
weeks in PEARL-II and -III. Subjects had a median age of 52 years 
(range: 22 to 70); 47% of the subjects were male; 93% were White; 
5% were Black/African American; 2% were Hispanic or Latino; 21% 
had a body mass index of at least 30 kg per m2; 21% of patients 
were enrolled in US sites; 83% had IL28B (rs12979860) non-CC 
genotype; 77% had baseline HCV RNA levels of at least 800,000 IU 
per mL.

The SVR rate for HCV GT1b-infected subjects without cirrho-
sis treated with the components of Viekira XR without RBV for 12 
weeks in PEARL-II (treatment-experienced: null responder, n = 32; 
partial responder, n = 26; relapser, n = 33) and PEARL-III (treat-
ment-naïve, n = 209) was 100%.

Clinical Trial Results in Adults With Chronic HCV Genotype 
1a and 1b Infection and Compensated Cirrhosis
The components of Viekira XR with and without ribavirin were eval-
uated in two clinical trials in patients with compensated cirrhosis.

TURQUOISE-II was an open-label trial that enrolled 380 HCV 
GT1 subjects with cirrhosis and mild hepatic impairment (Child-
Pugh A) who were either treatment-naïve or did not achieve SVR 
with prior treatment with pegIFN/RBV. Subjects were randomized 
to receive the components of Viekira XR with RBV for either 12 or 
24 weeks of treatment.

Treated subjects had a median age of 58 years (range: 21 to 71); 
70% of the subjects were male; 95% were White; 3% were Black/
African American; 12% were Hispanic or Latino; 28% had a body 
mass index of at least 30 kg per m2; 43% of patients were enrolled 
in US sites; 82% had IL28B (rs12979860) non-CC genotype; 86% 
had baseline HCV RNA levels of at least 800,000 IU per mL; 69% 
had HCV GT1a infection, 31% had HCV GT1b infection; 42% were 
treatment- naïve, 36% were prior pegIFN/RBV null responders; 8% 

were prior pegIFN/RBV partial responders, 14% were prior pegIFN/
RBV relapsers; 15% had platelet counts of less than 90 x 109 per L; 
50% had albumin less than 4.0 mg per dL.

TURQUOISE-III was an open-label trial that enrolled 60 HCV 
GT1b-infected subjects with cirrhosis and mild hepatic impairment 
(Child-Pugh A) who were either treatment-naïve or did not achieve 
SVR with prior treatment with pegIFN/RBV. Subjects received the 
components of Viekira XR without RBV for 12 weeks. Treated sub-
jects had a median age of 61 years (range: 26 to 78); including 45% 
treatment-naïve and 55% pegIFN/RBV treatment-experienced; 25% 
were ≥65 years; 62% were male; 12% were Black; 5% were Hispanic 
or Latino; 28% had a body mass index of at least 30 kg per m2; 40% 
of patients were enrolled in US sites; 22% had platelet counts of less 
than 90 x 109 per L; 17% had albumin less than 35 g/L; 92% had 
baseline HCV RNA levels of at least 800,000 IU per mL; 83% had 
IL28B (rs12979860) non-CC genotype.

In GT1a infected subjects, the overall SVR12 rate difference 
between 24 and 12 weeks of treatment with the components of 
Viekira XR with RBV was +6% with 95% confidence interval (-0.1% 
to +13% with differences varying by pretreatment history).

Effect of RBV Dose Reductions on SVR12
Seven percent of subjects (101/1551) treated with the components of 
Viekira XR with RBV had a RBV dose adjustment due to a decrease 
in hemoglobin level; of these, 98% (98/100) achieved an SVR12.

Clinical Trial of Selected Liver Transplant Recipients 
(CORAL-I)
The components of Viekira XR with RBV were administered for 
24 weeks to 34 HCV GT1- infected liver transplant recipients who 
were at least 12 months’ post-transplantation at enrollment with 
normal hepatic function and mild fibrosis (Metavir fibrosis score F2 
or lower). The initial dose of RBV was left to the discretion of the 
investigator with 600 to 800 mg per day being the most frequently 
selected dose range at initiation of the components of Viekira XR 
and at the end of treatment.

Of the 34 subjects (29 with HCV GT1a infection and 5 with 
HCV GT1b infection) enrolled, (97%) achieved SVR12 (97% in 
subjects with GT1a infection and 100% of subjects with GT1b 
infection). One subject with HCV GT1a infection relapsed post-
treatment.

Clinical Trial in Subjects With HCV/HIV-1 Co-infection 
(TURQUOISE-I)
In an open-label clinical trial 63 subjects with HCV GT1 infection 
co-infected with HIV-1 were treated for 12 or 24 weeks with the 
components of Viekira XR with RBV. Subjects were on a stable 
HIV-1 antiretroviral therapy (ART) regimen that included tenofovir 
disoproxil fumarate plus emtricitabine or lamivudine, administered 
with ritonavir boosted atazanavir or raltegravir. Subjects on 

PharmaFacts for Case Managers 

continues on page 24
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atazanavir stopped the ritonavir component of their HIV-1 ART 
regimen upon initiating treatment with the components of Viekira 
XR with RBV. Atazanavir was taken with the morning dose. The 
ritonavir component of the HIV-1 ART regimen was restarted after 
completion of treatment.

Treated subjects had a median age of 51 years (range: 31 to 69); 
24% of subjects were black; 81% of subjects had IL28B (rs12979860) 
non-CC genotype; 19% of subjects had compensated cirrhosis; 
67% of subjects were HCV treatment-naïve; 33% of subjects had 
failed prior treatment with pegIFN/RBV; 89% of subjects had HCV 
genotype 1a infection.

The SVR12 rates were 91% (51/56) for subjects with HCV GT1a 
infection and 100% (7/7) for those with HCV GT1b infection. Of 
the 5 subjects who were non-responders, 1 experienced virologic 
breakthrough, 1 discontinued treatment, 1 experienced relapse and 
2 subjects had evidence of HCV re-infection post-treatment.

One subject had confirmed HIV-1 RNA >400 copies/mL 
during the post-treatment period. This subject had no evidence 
of resistance to the ART regimen. No subjects switched their ART 
regimen due to loss of plasma HIV-1 RNA suppression.

STORAGE AND HANDLING
Store at or below 30°C (86°F).

Viekira XR is manufactured by AbbVie, Inc.

Byvalson (nebivolol hydrochloride and valsartan)
Indication
Byvalson is indicated for the treatment of hypertension, to 
lower blood pressure.

WARNING: FETAL TOXICITY
•  When pregnancy is detected, discontinue Byvalson as soon as 

possible.
•  Drugs that act directly on the renin-angiotensin system (RAS) can 

cause injury and death to the developing fetus.  

Dosage and Administration
As initial therapy and in patients not adequately controlled on 
valsartan 80 mg or nebivolol up to and including 10 mg, the 
recommended dose of Byvalson is 1 tablet, 5 mg/80 mg (nebivolol/
valsartan) taken orally once daily. Maximum antihypertensive 
effects are attained within 2 to 4 weeks. Increasing the dose of 
Byvalson does not result in any meaningful further blood pressure 
reduction.

Byvalson may be substituted for its components in patients 
already receiving 5 mg nebivolol and 80 mg valsartan.

Dosage Forms and Strength
Byvalson is available as a purple, capsule-shaped, film-coated tablet 
with FL1 debossed on one side containing 5 mg of nebivolol and 80 
mg of valsartan.

Contraindications
Byvalson is contraindicated in the following conditions:
•  Severe bradycardia
•  Heart block greater than first degree
•  Patients with cardiogenic shock
•  Decompensated cardiac failure
•  Sick sinus syndrome (unless a permanent pacemaker is in place)
•  Patients with severe hepatic impairment (Child-Pugh >B)
•  Patients who are hypersensitive to any component of this product
•  Do not co-administer aliskiren with Byvalson in patients with 

diabetes. 

Warnings and Precautions

Fetal Toxicity: Valsartan
Use of drugs that act on the RAS during the second and third 
trimesters of pregnancy reduces fetal renal function and increases 
fetal and neonatal morbidity and death. Resulting oligohydramnios 
can be associated with fetal lung hypoplasia and skeletal 
deformations. Potential neonatal adverse effects include skull 
hypoplasia, anuria, hypotension, renal failure, and death. When 
pregnancy is detected, discontinue Byvalson as soon as possible.

Hypotension
In patients with an activated renin-angiotensin-aldosterone system 
(RAAS), such as volume- and/or salt-depleted patients (eg, those 
receiving high doses of diuretics), symptomatic hypotension may 
occur in patients receiving Byvalson. Correct these conditions prior 
to administration of Byvalson, or start the treatment under close 
medical supervision.

If excessive hypotension occurs, the patient should be placed 
in the supine position and, if necessary, given an intravenous 
infusion of normal saline. A transient hypotensive response is 
not a contraindication to further treatment, which usually can be 
continued without difficulty once the blood pressure has stabilized.

Abrupt Cessation of Therapy: Nebivolol
Do not abruptly discontinue Byvalson in patients with coronary 
artery disease. Severe exacerbation of angina, myocardial infarction 
and ventricular arrhythmias have been reported in patients with 
coronary artery disease following the abrupt discontinuation of 
therapy with beta-blockers. Myocardial infarction and ventricular 
arrhythmias may occur with or without preceding exacerbation 
of the angina pectoris. As with other β-blocker therapies, when 
discontinuation of Byvalson is planned, carefully observe and 
advise patients to minimize physical activity. Taper nebivolol 
using monotherapy over 1 to 2 weeks when possible. If the angina 
worsens re-start nebivolol promptly, at least temporarily.

Cardiac Failure: Nebivolol
Worsening heart failure or fluid retention may occur during 
nebivolol therapy because of its beta-blocking effects. Consider 
diuretic therapy and treat heart failure appropriately, according to 
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current guidelines.

Bronchospastic Diseases: Nebivolol
In general, patients with bronchospastic diseases should not receive 
beta-blockers.

Anesthesia and Major Surgery: Nebivolol
Chronically administered beta-blocking therapy should not 
be routinely withdrawn prior to major surgery, however the 
impaired ability of the heart to respond to reflex adrenergic 
stimuli may augment the risks of general anesthesia and surgical 
procedures. Monitor patients closely when anesthetic agents which 
depress myocardial function, such as ether, cyclopropane, and 
trichloroethylene, are used.

Diabetes and Hypoglycemia: Nebivolol
Beta-blockers may mask some of the manifestations of 
hypoglycemia, particularly tachycardia. Nonselective β-blockers 
may potentiate insulin-induced hypoglycemia and delay recovery 
of serum glucose levels. It is not known whether nebivolol has 
these effects. Advise patients subject to spontaneous hypoglycemia 
and diabetic patients receiving insulin or oral hypoglycemic agents 
about these possibilities.

Thyrotoxicosis: Nebivolol
Beta-blockers may mask clinical signs of hyperthyroidism, such as 
tachycardia. Abrupt withdrawal of beta-blockers may be followed 
by an exacerbation of the symptoms of hyperthyroidism or may 
precipitate a thyroid storm.

Peripheral Vascular Disease: Nebivolol
Beta-blockers can precipitate or aggravate symptoms of arterial 
insufficiency in patients with peripheral vascular disease.
Non-dihydropyridine Calcium Channel Blockers: Nebivolol
Because of significant negative inotropic and chronotropic effects in 
patients treated with beta-blockers and calcium channel blockers 
of the verapamil and diltiazem type, monitor heart rate and blood 
pressure in patients treated concomitantly with these agents.

Impaired Renal Function: Valsartan
Changes in renal function including acute renal failure can be 
caused by drugs that inhibit the RAS and by diuretics. Patients 
whose renal function may depend in part on the activity of the 
RAS (eg, patients with renal artery stenosis, chronic kidney 
disease, severe congestive heart failure, or volume depletion) may 
be at particular risk of developing acute renal failure on valsartan. 
Monitor renal function periodically in these patients. Consider 
withholding or discontinuing therapy in patients who develop a 
clinically significant decrease in renal function on valsartan.

Risk of Anaphylactic Reactions: Nebivolol
While taking beta-blockers, patients with a history of severe 
anaphylactic reactions to a variety of allergens may be more reactive 
to repeated accidental, diagnostic, or therapeutic challenge. Such 

patients may be unresponsive to the usual doses of epinephrine 
used to treat allergic reactions.

Pheochromocytoma: Nebivolol
In patients with known or suspected pheochromocytoma, initiate 
an alpha-blocker before using any beta-blocker.

Hyperkalemia: Valsartan
In hypertensive patients, greater than 20% increases in serum 
potassium were observed in 4.4% of valsartan-treated patients 
compared to 2.9% of placebo-treated patients. Discontinuation of 
Byvalson may be required.

Adverse Reactions
The following serious adverse reactions are included in more detail 
in the Warnings and Precautions section of the label: hypotension 
and hyperkalemia.

Clinical Trials Experience
Because clinical trials are conducted under widely varying 
conditions, adverse reaction rates observed in the clinical trials of 
a drug cannot be directly compared to rates in the clinical trials 
of another drug and may not reflect the rates observed in practice.

Byvalson
Byvalson has been evaluated for safety in patients with hypertension. 
A total of 1664 patients received at least 1 dose of a fixed-dose 
combination of nebivolol/valsartan in an 8-week trial. A total of 807 
patients received at least 1 dose of nebivolol and valsartan in an 
open-label safety study; of these, 621 patients completed 180 days 
and 476 patients completed 360 days of open-label treatment with 
nebivolol and valsartan.

The safety of the 5 mg/80 mg dose of nebivolol/valsartan was 
evaluated during the first 4 weeks of an 8-week placebo-controlled 
trial. During the 4-week period, the overall incidence of adverse 
events on therapy with Byvalson 5 mg/80 mg was similar to placebo 
and the individual components (nebivolol 5 mg and valsartan 80 
mg). Discontinuation of therapy due to a clinical adverse event 
occurred in 2% of patients treated with Byvalson 5 mg/ 80 mg 
versus 3.2% of patients given placebo and approximately 1% of 
patients given nebivolol 5 mg or valsartan 80 mg as monotherapy.

USE IN SPECIFIC POPULATIONS
Pregnancy
Byvalson can cause fetal harm when administered to a pregnant 
woman. Use of drugs that act on the RAS during second and third 
trimesters of pregnancy reduces fetal renal function and increases 
fetal and neonatal morbidity and death. Most epidemiologic 
studies examining fetal abnormalities after exposure to angiotensin 
receptor blockers use in the first trimester have not distinguished 
drugs affecting the RAS from other antihypertensive agents. 
Studies in rats and rabbits with valsartan showed fetotoxicity only 

continues on page 36
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 J Acquir Immune Defic Syndr. 2016;72(Suppl 3):S207-
209. doi: 10.1097/QAI.0000000000001086.

Transgender people and HIV prevention: what 
we know and what we need to know, a call to 
action.

Mayer KH, Grinsztejn B, El-Sadr WM.
Transgender people have been disproportionally affected by HIV, 
particularly transgender women. Their increased vulnerability to 
HIV is due to multiple issues, including biological (eg, increased 
efficiency of HIV transmission through receptive anal sex), epide-
miological (eg, increased likelihood of having HIV-infected part-
ners), structural (eg, social stigma limiting employment options), 
and individual factors (eg, internalized stigma leading to depression 
and substance use and risk-taking behaviors). There have been 
limited culturally appropriate HIV prevention interventions for 
transgender people, with many key prevention studies (eg, the 
iPrEx PrEP study) enrolling transgender women in a study focusing 
on men who have sex with men. This has resulted in limited under-
standing of the optimal ways to decrease transgender people’s risk 
for HIV acquisition. The current supplement of JAIDS is designed 
to review what is known about HIV prevention for transgender 
people and to highlight new insights and best practices. The study 
reviews recent epidemiologic data, the pharmacology of HIV pro-
phylactic agents in individuals who may be using exogenous hor-
mones, and several recent multi-component interventions designed 
to address the lived experience of transgender people. Additionally, 
the study reviews the work going on at the NIH to address trans-
gender health in general and HIV prevention in specific, as well 
as two important papers related to clinical trial design issues and 
the ethical conduct of research in this frequently disenfranchised 
population. It is the hope of the HIV Prevention Trials Network 
(HPTN) that this supplement will promote new knowledge 
around transgender health and the requisite issues that need to 
be addressed in order to conduct optimal clinical trials. The ulti-
mate hope is that the information distilled in this supplement will 
inform investigators, clinicians, and public health officials in order 
to design further research to develop optimal prevention interven-
tions for transgender people and to implement these interventions 
in ways that are culturally congruent and health promoting.

PLoS One. 2016;11(7):e0158431. doi: 10.1371/journal.
pone.0158431. eCollection 2016.

Efficacy and safety of direct acting antivirals 
in kidney transplant recipients with chronic 
hepatitis C virus infection.

Lin MV, Sise ME, Pavlakis M, et al.
The prevalence of Hepatitis C Virus (HCV) infection is signifi-
cantly higher in patients with end-stage renal disease compared to 
the general population and poses important clinical challenges in 
patients who undergo kidney transplantation. Historically, inter-
feron-based treatment options have been limited by low rates of 
efficacy and significant side effects, including risk of precipitating 
rejection. Limited data exist on the use of all-oral, interferon-free 
direct-acting antiviral (DAA) therapies in kidney transplant recipi-
ents. In this study, we performed a retrospective chart review with 
prospective clinical follow-up of post-kidney transplant patients 
treated with DAA therapies at three major hospitals in Boston, 
MA. A total of 24 kidney recipients with HCV infection received 
all-oral DAA therapy post-transplant. Patients were predomi-
nantly male (79%) with a median age of 60 years (range 34-70 
years), median creatinine of 1.2 mg/dL (0.66-1.76), and 42% had 
advanced fibrosis or cirrhosis. The majority had HCV genotype 
1a infection (58%). All patients received full-dose sofosbuvir; it 
was paired with simeprevir (9 patients without and 3 patients with 
ribavirin), ledipasvir (7 patients without and 1 patient with ribavi-
rin) or ribavirin alone (4 patients). The overall sustained virologic 
response (SVR12) was 91% (21 out of 23 patients). One patient 
achieved SVR4 but demised prior to SVR12 check point due to 
treatment unrelated cause. Two treatment failures were success-
fully retreated with alternative DAA regimens and achieved SVR. 
Both initials failures occurred in patients with advanced fibrosis 
or cirrhosis, with genotype 1a infection, and prior HCV treat-
ment failure. Adverse events were reported in 11 patients (46%) 
and were managed clinically without discontinuation of therapy. 
Calcineurin inhibitor trough levels did not significantly change 
during therapy. In this multi-center series of patients, all-oral DAA 
therapy appears to be safe and effective in post-kidney transplant 
patients with chronic HCV infection.
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Circ Heart Fail. 2016;9(7). pii: e002851. doi: 10.1161/
CIRCHEARTFAILURE.115.002851.

Marijuana and listing for heart transplant: a sur-
vey of transplant providers.

Neyer J, Uberoi A, Hamilton M, Kobashigawa JA.
BACKGROUND: There is no consensus within the heart trans-
plant community about whether patients who use marijuana should 
be eligible for transplant listing, but several states have passed 
legislation prohibiting marijuana-using patients from being denied 
transplant listing based on their use of the substance. METHODS 
AND RESULTS: We conducted an independent, voluntary, web-
based survey of heart and lung transplant providers to assess current 
practice patterns and attitudes toward marijuana use in patients 
with advanced heart failure being considered for transplant. A total 
of 360 heart transplant providers responded from 26 countries. 
Nearly two thirds of respondents (n = 222, 64.4%) supported 
listing patients with advanced, end-stage heart failure for transplant 
who use legal medical marijuana. Significantly, fewer respondents 
(n = 96, 27.5%) supported transplant listing for patients using legal 
recreational marijuana. The majority of providers currently make 
patients eligible for transplantation after a period of abstinence 
from marijuana (n = 241, 68.3%). There were no differences 
between the proportion of respondents supporting transplant listing 
after stratification by profession or country/region. Most (78.4%) 
survey respondents from states with laws prohibiting marijuana-us-
ing patients from being denied transplant listing reported denying 
all marijuana-using patients or mandating abstinence before trans-
plant listing. CONCLUSIONS: The majority of heart and lung 
transplant providers in our study sample supports the listing of 
patients who use medical marijuana for transplant after a period of 
abstinence. Communication and collaboration between the medical 
community and legislative groups about marijuana use in trans-
plant candidates is needed to ensure the best patient outcomes with 
the use of scarce donor organs.

J Heart Lung Transplant. 2016 Jun 7. pii: S1053-
2498(16)30167-X. doi: 10.1016/j.healun.2016.06.003. [Epub 
ahead of print]

Outcomes in adult congenital heart disease 
patients undergoing heart transplantation: a 
systematic review and meta-analysis.

Doumouras BS, Alba AC, Foroutan F, Burchill LJ, Dipchand AI, 
Ross HJ.
BACKGROUND: Studies assessing mortality and morbidity in 

adult transplant recipients with congenital heart disease (CHD) 
are limited. We conducted a systematic review and meta-analy-
sis comparing post-transplant outcomes in these 2 populations. 
METHODS: After conducting an electronic database search, we 
selected studies evaluating mortality, cause-specific mortality, 
and risk of reoperation and dialysis in adult CHD vs non-CHD 
patients. We used random-effects models for the meta-analysis. 
RESULTS: Thirty-day mortality was significantly higher in 
CHD vs non-CHD patients (risk ratio [RR], 2.18; 95% confi-
dence interval [CI], 1.62-2.93; I2 = 41%). This was influenced 
by increased mortality in Fontan/Glenn patients compared with 
non-CHD patients (RR, 3.3; 95% CI, 1.89-5.77; I2 = 0%). 
Mortality at 1 and 5 years was higher in the CHD population, 
although neither achieved statistical significance. Ten-year mortal-
ity was significantly lower in CHD patients (RR, 0.75; 95% CI, 
0.60-0.95, I2 = 42%). Deaths caused by malignancy, infection, 
rejection, and cardiac allograft vasculopathy were decreased in 
CHD patients, although only death from malignancy achieved 
significance. Death secondary to primary graft failure, stroke, and 
hemorrhage was significantly higher in CHD patients. Risk of 
reoperation and dialysis were not statistically different between the 
2 groups. CONCLUSIONS: Although adult CHD patients have 
higher early mortality, post-transplantation long-term survival is 
superior to non-CHD recipients. The challenge is to identify the 
CHD patients who will benefit from transplantation vs those who 
are higher risk.

Circulation. 2016;133(8):742-755. doi: 10.1161/
CIRCULATIONAHA.115.008721.

Resource effective strategies to prevent and 
treat cardiovascular disease.

Schwalm JD, McKee M, Huffman MD, Yusuf S.
Cardiovascular disease (CVD) is the leading cause of global 
deaths, with the majority occurring in low- and middle-income 
countries. The primary and secondary prevention of CVD is 
suboptimal throughout the world, but the evidence-practice 
gaps are much more pronounced in low- and middle-income 
countries. Barriers at the patient, healthcare provider, and health 
system level prevent the implementation of optimal primary and 
secondary prevention. Identification of the particular barriers 
that exist in resource-constrained settings is necessary to inform 
effective strategies to reduce the identified evidence-practice gaps. 
Furthermore, targeting modifiable factors that contribute most 
significantly to the global burden of CVD, including tobacco use, 
hypertension, and secondary prevention for CVD, will lead to the 
biggest gains in mortality reduction. We review a select number of 
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novel, resource-efficient strategies to reduce premature mortality 
from CVD, including (1) effective measures for tobacco control, 
(2) implementation of simplified screening and management algo-
rithms for those with or at risk of CVD, (3) increasing the avail-
ability and affordability of simplified and cost-effective treatment 
regimens including combination CVD preventive drug therapy, 
and (4) simplified delivery of healthcare through task-sharing 
(nonphysician health workers) and optimizing self-management 
(treatment supporters). Developing and deploying systems of care 
that address barriers related to the above will lead to substantial 
reductions in CVD and related mortality.

Am J Respir Crit Care Med. 2016;193(5):534-541. doi: 
10.1164/rccm.201507-1420OC.

The association between smoking abstinence and 
mortality in the National Lung Screening Trial.

Tanner NT, Kanodra NM, Gebregziabher M, et al. 
RATIONALE: Smoking is the largest contributor to lung can-
cer risk, and those who continue to smoke after diagnosis have a 
worse survival. Screening for lung cancer with low-dose computed 
tomography (LDCT) reduces mortality in high-risk individuals. 
Smoking cessation is an essential component of a high-quality 
screening program. OBJECTIVES: To quantify the effects of 
smoking history and abstinence on mortality in high-risk indi-
viduals who participated in the NLST (National Lung Screening 
Trial). METHODS: This is a secondary analysis of a randomized 
controlled trial (NLST). MEASUREMENTS AND MAIN 
RESULTS: Measurements included self-reported demographics, 
medical and smoking history, and lung cancer-specific and all-
cause mortality. Cox regression was used to study the association of 
mortality with smoking status and pack-years. Kaplan-Meier sur-
vival curves were examined for differences in survival based on trial 
arm and smoking status. Current smokers had an increased lung 
cancer-specific (hazard ratio [HR], 2.14-2.29) and all-cause mor-
tality (HR, 1.79-1.85) compared with former smokers irrespective 
of screening arm. Former smokers in the control arm abstinent for 
7 years had a 20% mortality reduction comparable with the ben-
efit reported with LDCT screening in the NLST. The maximum 
benefit was seen with the combination of smoking abstinence at 15 
years and LDCT screening, which resulted in a 38% reduction in 
lung cancer-specific mortality (HR, 0.62; 95% confidence interval, 
0.51-0.76). CONCLUSIONS: Seven years of smoking abstinence 
reduced lung cancer-specific mortality at a magnitude comparable 
with LDCT screening. This reduction was greater when abstinence 
was combined with screening, highlighting the importance of 
smoking cessation efforts in screening programs.

Cancer. 2016 Jul 15. doi: 10.1002/cncr.30207. [Epub ahead of 
print]

A community-based trial of educational inter-
ventions with fecal immunochemical tests for 
colorectal cancer screening uptake among 
blacks in community settings.

Christy SM, Davis SN, Williams KR, et al.
BACKGROUND: Intervention studies among individuals in 
diverse community settings are needed to reduce health disparities 
in colorectal cancer (CRC) screening and mortality rates. The 
current study compared the efficacy of 2 intervention conditions 
promoting CRC screening among black individuals. METHODS: 
Black individuals ages 50 to 75 years (N = 330) were recruited 
in community settings in 4 Tampa Bay counties. After obtaining 
consent and conducting a baseline interview to assess sociodemo-
graphic and health-related variables, participants received either a 
culturally targeted CRC photonovella booklet plus a fecal immu-
nochemical test (FIT) kit or a standard CRC screening brochure 
plus an FIT kit. The primary outcome was FIT kit screening 
uptake. RESULTS: FIT screening uptake at 6 months was 86.7% 
overall (90.3% in the brochure group and 81.9% in the photono-
vella group). Controlling for baseline between-group differences, 
there was no influence of intervention on FIT kit uptake (P = 
.756). Significant predictors of not returning an FIT kit included 
being unable to work (P = .010), having higher religious belief 
scores (P = .015), and living farther from the cancer center (P = 

.015). CONCLUSIONS: Providing FIT kits and educational print 
materials to black individuals in community settings resulted in 
high rates of CRC screening. The study also identified subgroups 
of participants who were less likely to return an FIT kit and pro-
vides insight for future interventions.

Dis Colon Rectum. 2016;59(4):316-322. doi: 10.1097/
DCR.0000000000000550.

Increased incidence of surgical site infection in 
IBD patients.

Bhakta A, Tafen M, Glotzer O, et al.
BACKGROUND: Surgical site infection is a key hospital-level 
patient safety indicator. All risk factors for surgical site infection 
are not always taken into account and adjusted for. OBJECTIVE: 
This study aimed to measure the impact of IBD in comparison 
with diverticulitis and colorectal cancer on the national rates 
of surgical site infection. DESIGN: The American College of 
Surgeons National Surgical Quality Improvement Project data-
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base was queried for all patients undergoing elective colectomy for 
colon cancer, diverticulitis, and IBD from 2008 through 2012. 
OUTCOME MEASURES: The association between surgical site 
infection and IBD patients was assessed. Patient demographics, 
rates of surgical site infection, wound class, return to operating 
room, and various patient characteristics were analyzed. Logistic 
regression was performed to determine the association with surgi-
cal site infection. RESULTS: The query yielded 71,845 patients 
undergoing elective colectomy. Of these patients, 42,132 had 
colon cancer, 22,143 had diverticulitis, and 7570 had IBD. The 
rate of surgical site infection was 12.0% for colon cancer, 12.8% 
for diverticulitis, and 18.0% for IBD. Return to operating room 
within 30 days was 7.3% for IBD patients, 4.4% for patients with 
diverticulitis, and 4.9% for patients with colorectal cancer. Return 
to operating room within 30 days had the highest correlation to 
surgical site infection in both univariate and multivariable analysis. 
Other associative factors for surgical site infection common to 
both analyses included diabetes mellitus, smoking, open proce-
dures, and obesity. LIMITATIONS: This study was limited by 
the data collection errors inherent to large databases, exclusion of 
emergent operations, and the inability to identify patients taking 
immunosuppressive agents. CONCLUSIONS: Patients with IBD 
undergoing elective colectomy have significantly increased rates of 
surgical site infection, specifically deep and organ/space infections. 
Given this information, risk adjustment models for surgical site 
infection may need to include IBD in their calculation.

Ann Surg. 2016 Jul 18. [Epub ahead of print]

Predicting mortality in patients developing 
recurrent hepatocellular carcinoma after liver 
transplantation: impact of treatment modality 
and recurrence characteristics.

Bodzin AS, Lunsford KE, Markovic D, et al.
OBJECTIVE: To evaluate predictors of mortality and impact of 
treatment in patients developing recurrent hepatocellular carci-
noma (HCC) following liver transplantation (LT). SUMMARY 
OF BACKGROUND DATA: Despite well-described clinicopath-
ologic predictors of posttransplant HCC recurrence, data on prog-
nosis following recurrence are scarce. METHODS: Multivariate 
predictors of mortality following HCC recurrence were identified 
to develop a risk score model to stratify prognostic subgroups 
among 106 patients developing posttransplant recurrence from 
1984 to 2014, including analysis of recurrence treatment modal-
ity on survival. RESULTS: Of 857 patients undergoing LT, 106 
(12.4%) developed posttransplant HCC recurrence (median 15.8 
months following LT) with a median post-recurrence survival of 

10.6 months. Patients receiving surgical therapy (n = 25) had a 
median survival of 27.8 months, significantly superior to patients 
receiving nonsurgical therapy (10.6 months) and best supportive 
care (3.7 months, P < 0.001). Multivariate predictors of mortality 
following recurrence included model for end-stage liver disease 
at LT >23, time to recurrence, >3 recurrent nodules, maximum 
recurrence size, bone recurrence, alphafetoprotein at recurrence, 
donor serum sodium, and pretransplant recipient neutrophil-lym-
phocyte ratio. A risk score model based on multivariate predictors 
accurately stratified recurrent HCC patients into prognostic 
subgroups, with low-risk patients (<10 points) demonstrating 
excellent median survival of 70.6 months, significantly superior 
to the medium-risk (12.2 months, 10-16 points) and high-risk 
(3.4 months, >16 points) groups (C-statistic 0.75, P < 0.001). 
CONCLUSIONS: In the largest single-center report of recurrent 
HCC following LT, surgical treatment in well-selected patients is 
associated with significantly improved survival and should be pur-
sued. A risk score model accurately stratifies prognostic subgroups, 
and may help guide treatment strategies.

BMC Neurol. 2015;15:264. doi: 10.1186/s12883-015-0523-x.

Effect of augmenting cholinergic function on 
gait and balance.

Mancini M, Fling BW, Gendreau A, et al.
BACKGROUND: Impaired mobility and falls are clinically 
important complications of Parkinson’s disease (PD) and a major 
detractor from quality of life for which there are limited therapies. 
Pathological, neuroimaging and clinical evidence suggest that 
degeneration of cholinergic systems may contribute to impair-
ments of balance and gait in PD. The proposed trial will examine 
the effects of augmentation of the cholinergic system on balance 
and gait. DESIGN: The study is a single-site, proof of concept, 
randomized, double-blind, cross-over trial in patients with PD. 
Each treatment period will be 6 weeks with a 6-week washout 
between treatments for a total of 18 weeks for each subject. 
Donepezil in 2.5 mg capsules or identical appearing placebo cap-
sules will be increased from two per day (5 mg) to four capsules 
(10 mg) after 3 weeks, if tolerated. Subjects will have idiopathic 
Parkinson’s disease, Hoehn and Yahr stages 2 to 4. We anticipate 
recruiting up to 100 subjects for screening to have 54 enrolled and 
44 subjects complete both phases of treatment. Dropouts will be 
replaced. As this is a crossover trial, all subjects will be exposed to 
both donepezil and to placebo. The primary outcome measures 
will be the root mean square of the mediolateral sway when stand-
ing and the variability of the stride duration when walking for two 

LitScan
F O R  C A S E  M A N A G E R S

continues on page 33
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NALOXONE PRICE ON THE RISE
Since its use as an antidote for heroin overdose, the price of naloxone has risen  
dramatically in the past few years. For example, the price of Amphastar’s version of 
naloxone was $12 in 2001 and most recently was $41 per dose. Kaléo’s naloxone prod-
uct, Evzio—a single-dose injector drug—has increased in price several times since last 
year. In November 2015, the price went up to $375 from the initial $287.50, followed 
by an increase to $1875 in February 2016. The price is now $2250 for each single-dose 
injector. The nasal-spray form of naloxone, Adapt’s Narcan, costs $63 for each single- 
dose spray unit. The company sells the product for about half that price, however, to 
government agencies, community organizations, and patients without insurance. n

Legalization of 
Medical Marijuana 
Reduces Prescription 
Costs in Part D
According to Health Affairs, states that 
implemented medical marijuana laws saved 
an estimated $165.2 million in prescrip-
tion drug costs in 2013. Data used were 
from 2010 to 2013 and included prescrip-
tion drugs for which medical marijuana 
could substitute. n

Total Knee Replacement 
Surgery Statistics in 
Minority Populations
A study funded by the Agency for 
Healthcare Research and Quality (AHRQ) 
and published in the Journal of Bone 
and Joint Surgery indicates that com-
pared with white Americans, minority 
populations are less likely to undergo 
knee replacement surgery and are more 
likely to have complications. Mortality 
rates were significantly higher for 
black, Native American, and mixed-rate 
patients. Complication rates were higher 
in blacks and mixed-race individuals. n

Aetna and 
UnitedHealth Group 
May Pull Out of 
Health Exchange
It’s an insurance company’s preroga-
tive to change its mind, right? After 
announcing that it would expand its 
offerings in the Health Exchange, Aetna 
announced that it may pull out alto-
gether in the 15 states where it offers 
coverage. Likewise, UnitedHealth Group 
announced plans to pull out of most 
Affordable Care Act (ACA) marketplaces, 
remaining in only a handful of states. 
UHG has already left Arkansas, Georgia, 
Louisiana, Michigan, and Oklahoma. In 
2015, UHG’s losses on the Exchanges 
totaled $720 million. n

Readmission 
Penalties Hit 
Another High Point
Over the next year, Medicare will with-
hold more than half a billion dollars from 
hospitals who had higher rates of patient 
readmissions than expected. This year the 
average penalty is up by about one-fifth. n

Ranks of Minority 
Nurses Need to Grow
Providing culturally competent care 
means that the nursing workforce needs 
to look less white. Currently, the nursing 
workforce is about three-quarters white, 
although more and more minority stu-
dents are enrolled in bachelor’s degree and 
doctorate nursing programs today than in 
2006. Many nursing schools have modified 
admission policies to incorporate a more 
holistic approach to student qualifications 
rather than rely solely on high school 
grades. This is because our public educa-
tion system has failed many students in 
communities of color, putting minority 
students at a disadvantage for highly 
competitive spots in overcrowded nursing 
programs. These programs need to fill 
the projected 1 million nursing jobs that 
are forecast for the next 5 years by the 
Bureau of Labor and Statistics.  n

Fluoroquinolone Label 
Warnings Added
The FDA has mandated that labels of 
fluoroquinolone antibiotics like Cipro 
contain a warning about serious musculo-
skeletal complications. “These medicines 
are associated with disabling and poten-
tially permanent side effects of the ten-
dons, muscles, joints, nerves, and central 
nervous system that can occur together 
in the same patient,” the FDA said in its 
Drug Safety Communication. n

CMS Finalizes Hospital 
Overpayment Cut
The Centers for Medicare & Medicaid 
Services (CMS) announced this month 
that it plans to maintain its 1.5% cut to 
hospital reimbursement, which is aimed to 
recoup $11 million lost as a result of mis-
coding on inpatient stays. n

Increased Stroke Risk 
Linked to Too Much 
and Too Little Sleep
According to the American Academy of 
Neurology, people who have had a stroke 
or transient ischemic attack (TIA) should 
be screened for sleep disorders. Sleep 
breathing problems (like apnea) are linked 
with stroke risk and recover. Sleep-wake 
disorders (eg, insomnia, restless leg syn-
drome) may increase stroke risk and harm 
recovery. n
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Inaccurate Provider Lists 
an Obstacle to Care
According to an article in Health Affairs, 
consumer frustration with outdated and 
incorrect provider lists causes many to 
forego treatment entirely. In the study 
reported in the journal, “fake patients” 
were only able to make appointments 
with physicians in 30% of cases by using 
an insurer’s provider list. And in fact, in 
November 2015, the federal government 
fined BlueShield and Anthem $350,000 and 
$250,000, respectively, for their directory 
inaccuracies. n

ALZHEIMER DRUG 
TARGETING TAU FAILS 
IN LARGE STUDY
A presentation at the Alzheimer’s 
Association International Conference indi-
cates that TauRX’s experimental drug that 
was created to reduce toxic tau proteins in 
the brain was unsuccessful in one clinical 
trial. The results of the Phase 3 study did 
show a significant benefit in about 15% 
of patients who were not taking other 
Alzheimer’s drugs. In these patients, tau 
reduction of 85% was seen; however, 
researchers do not know why. n

Web-Based Tool Can 
Help Prevent Errors 
During Handoffs
A tool developed by Brigham & Women’s 
and integrated into its patient electronic 
health records has shown that it can help 
cut the number of medical errors that 
occur during shift changes, or handoffs, 
according to an article in JAMA Internal 
Medicine. The tool pulls the most vital 
data from the patient medical record and 
records it on a separate page in the med-
ical record so the next shift can see what 
care is most urgent. n

minutes. Secondary outcomes will be the computerized Attention Network Test 
to examine three domains of attention and the Short-latency Afferent Inhibition 
(SAI), a physiological marker obtained with transcranial magnetic stimulation as 
a putative marker of cholinergic activity. DISCUSSION: The results of this study 
will be the most direct test of the hypothesized role of cholinergic neurotrans-
mission in gait and balance. The study is exploratory because we do not know 
whether donepezil will affect gait, balance or attention, nor which measures of 
gait, balance or attention will be sensitive to drug manipulation. We hypothesize 
that change in cholinergic activity, as measured with SAI, will predict the relative 
effectiveness of donepezil on gait and balance. Our immediate goal is to deter-
mine the potential utility of cholinergic manipulation as a strategy for preventing 
or treating balance and gait dysfunction in PD. The findings of this trial are 
intended to lead to more sharply focused questions about the role of cholinergic 
neurotransmission in balance and gait and eventually to Phase II B trials to 
determine clinical utility of cholinergic manipulation to prevent falls and improve 
mobility. 

J Urol. 2016 Jul 13. pii: S0022-5347(16)30826-6. doi: 10.1016/j.
juro.2016.07.040. [Epub ahead of print]

Healthcare integration and quality among men with pros-
tate cancer.

Herrel LA, Kaufman SR, Yan P, et al.
PURPOSE: The delivery of high quality prostate cancer care is increasingly 
important for health systems, physicians and patients. Integrated delivery systems 
may have the greatest ability to deliver high quality, efficient care. We sought to 
understand the association between healthcare integration and quality of prostate 
cancer care. MATERIALS AND METHODS: We used SEER-Medicare data to 
perform a retrospective cohort study of men > 65 years old with prostate cancer 
diagnosed between 2007 and 2011. We defined integration within a healthcare 
market based on the number of discharges from a top 100 integrated delivery 
system and compared rates of adherence to well-accepted prostate cancer quality 
measures in markets with no integration versus full integration (>90% of dis-
charges from an integrated system). RESULTS: The average man treated in a 
fully integrated market was more likely to receive pre-treatment counseling by 
a urologist and radiation oncologist (62.6% vs 60.3%, P = .03), avoid inappro-
priate imaging (72.2% avoided vs 60.6%, P <.001), avoid treatment when life 
expectancy was less than 10 years (23.7% vs 17.3%, P <.001) and avoid multiple 
hospitalizations in the last 30 days of life (50.2% vs 43.6%, P = .001) than when 
treated in markets with no integration. Additionally, patients treated in fully inte-
grated markets were more likely to have complete adherence to all eligible quality 
measures (OR 1.38, 95% CI 1.27-1.50). CONCLUSION(S): Integrated systems 
are associated with improved adherence to several prostate cancer quality mea-
sures. Expansion of the integrated healthcare model may facilitate greater delivery 
of high quality prostate cancer care.  

continued from page 30
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through the insurance company’s inter-
nal review process. 

It is important the case manager 
clearly states what type of transport is 
required to the insurance company. 
Upgrading the urgency of the transport 
merely for convenience of the hospital 
or physician, could result in denial of 
the claim. The case manager can be 
a huge resource in educating physi-
cians regarding insurance procedures 
to avoid denial of claims and balance 
billing of the patient.

Contracts
Beware of companies who send long 
contracts to the patient and family mem-
ber. Some air ambulance services prey 
on the fact that family members are 
distraught. They count on the fact the 
contract will not be read in its entirety. 
During time of stress, patients and 
family members may not thoroughly 
read through contracts as they believe 
the air ambulance service would never 
mislead them. Many times the family 
and patient are not signing for what 
they think they are signing. Some air 
ambulance services might state a low 
price for the transport at the beginning 
of the contract, only to state the low 
price is merely a retainer farther back in 
the contract. Beware of the fine print. 

The case manager can be a valuable 
resource in being an objective third 
party by reading the contract and ensur-
ing everyone understands exactly what 
the contract states before it is signed. 
Don’t be afraid to ask the air ambulance 

service hard questions to avoid much 
larger charges after the transport. 

The Air Ambulance Transport: How 
it Works
Transporting a patient is a collabora-
tive effort between the case manager, 
patient and physician. Before the trans-
port, patients must be deemed fit to fly 
by the sending physician. Physicians 
should understand that air ambulance 
crews are highly trained in critical 
care transports and understand how 
flight physiology can affect the patient. 
Medical flight crews can handle the 
most critical transports. 

The case manager will play an 
important role in the organization of 
the transfer. As such, it is important to 
understand the mechanics of the air 
ambulance transfer process in order 
to facilitate a smooth transport of the 
patient as well as continuity of care. 
Once the patient has been accepted by 
a physician at the receiving facility and 
a bed has been obtained, the next step 
will be to coordinate the transfer with 
the air ambulance service. 

In order to facilitate the transfer, 
the case manager will need to provide 
the following information to the air 
ambulances’ dispatch center to ensure 
a smooth patient transport:

Patient Information
1. Patient name
2. Diagnosis
3. Date of birth
4.  Patient weight. Some air ambulance 

companies transport bariatric 
patients. If the patient is over 350 
lbs, measure the girth of the patient 

around the largest portion of the 
body and provide this measurement 
to the air ambulance service to 
make sure the patient can fit 
through their door. Make sure to 
ask the air ambulance provider if 
they transport bariatric patients. 

5.  Name and address of the sending 
facility

6.  Patient’s room number at the  
sending facility

7.  The nurse’s station’s number. This  
is so the flight nurse can call report. 

8.  Name and address of the destina-
tion facility

9.  Phone number at the destination 
facility 

Passenger Information
1. Name
2. DOB 
3. Weight 

Family members can be a comfort 
for the patient. Most air ambulance 
providers allow at least one family mem-
ber to accompany the patient. If the 
patient is stable and the air ambulance 
service refuses to allow a family mem-
ber to accompany the patient, choose 
another provider.

Luggage
Medical equipment takes up most of 
the space in the luggage compartment 
of an air ambulance aircraft, as the 
main concern is having all medical 
resources available in order to take care 
of the patient’s condition. This in turn 
will limit the amount of space available 
for the patients’ personal luggage. 

Navigating the World of Air 
Ambulance continued from page 19

The case manager can be a valuable resource in being an objective third party  
by reading the contract and ensuring everyone understands exactly what  

the contract states before it is signed. 
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continues on page 37
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The Case Management Certification Workshop
 presented by The Commission for Case Manager 

Certification and Mullahy & Associates – $599 Registration 

Fee includes: Two full days of learning accompanied by 

coursework, The Case Manager’s Handbook, 5th edition, a subscription to the Case 

Management Body of Knowledge, access to the only Commission-approved CCM 

credential practice exam. Click here for dates and registration.

The Case  Manager’s Handbook, 6th Edition 
by Catherine M. Mullahy, RN, BS, CRRN, CCM – the 

definitive resource in case management, updated 

throughout, now with 6 new chapters including: 

pediatric case management; workers’ compensation 

case management; key factors driving today’s healthcare 

system; the case manager’s role in the era of value-based 

health care; case management and healthcare provider 

strategies for managing the high-risk or high-cost 

patient; and transformative healthcare approaches for the millennial generation, 

plus the latest information on the Affordable Care Act, medication management, 

current healthcare challenges and trends, and more.  Click here to order. 

Best in Class Case Management Seminar on DVD
Winner of the Prestigious Case in Point Platinum Award. This 

2-day, 14-contact hour seminar is presented by Mullahy and 

Boling. Learn about: Current and Future Trends; Effective 

Processes; Cultural, Legal, Ethical, Behavioral and Psycho-Social 

Issues; Effective Communications; How to Measure Outcomes 

and How to Demonstrate Case Management’s Value. 6-Disc 

Set Plus Bonus Disc and Certificate of Purchase Granting 1 Hour  of Live Phone 

Consultation.  Click here to order. 

Programs and Products 
Designed to Help Case 
Managers Succeed

Mullahy & Associates, the 
nation’s leading healthcare 
case management training 
and consulting practice, is 
committed to helping advance 
the highest standards in case 
management.

President Catherine M. 
Mullahy, RN, BS, CRRN, CCM, 
and Vice President Jeanne 
Boling, MSN, CRRN, CDMS, 
CCM believe highest standards 
can only be achieved with 
continuing education and 
training. That’s why they 
have dedicated themselves to 
providing all the best tools 
and programs to help every 
case manager and, in turn, 
their patients, realize the very 
best outcomes.

For more information about 
these and other Mullahy & 
Associates’ learning tools 
and programs, click here or 
call: 631-673-0406.

Advancing Best in Class Case Management

NEW!

http://www.ccmcertification.org
http://mullahyassociates.com/products/the-case-managers-handbook-sixth-edition.html
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PharmaFacts for Case Managers  

at maternally toxic doses. Embryo-fetal and perinatal lethality 
have been observed when nebivolol was given to pregnant rats 
during organogenesis at doses approximately equivalent to the 
MRHD. Published reports include cases of anhydramnios and 
oligohydramnios in pregnant women treated with valsartan. When 
pregnancy is detected, discontinue Byvalson as soon as possible.

The estimated background risk of major birth defects and 
miscarriage for the indicated population is unknown. In the US 
general population, the estimated background risk of major birth 
defects and miscarriage in clinically recognized pregnancies is 2% 
to 4% and 15% to 20%, respectively.

Disease-associated maternal and/or embryo/fetal risk
Hypertension in pregnancy increases the maternal risk for pre-
eclampsia, gestational diabetes, premature delivery, and delivery 
complications (eg, need for cesarean section, and postpartum 
hemorrhage). Hypertension increases the fetal risk for intrauterine 
growth restriction and intrauterine death. Pregnant women 
with hypertension should be carefully monitored and managed 
accordingly.

Fetal/Neonatal adverse reactions
Nebivolol
Neonates of women with hypertension, who are treated with 
beta-blockers during pregnancy, may be at increased risk 
for hypotension, bradycardia, hypoglycemia, and respiratory 
depression. Observe newborns for symptoms of hypotension, 
bradycardia, hypoglycemia and respiratory depression and manage 
accordingly.

Valsartan
Oligohydramnios in pregnant women who use drugs affecting the 
RAS in the second and third trimesters of pregnancy can result 
in the following: reduced fetal renal function leading to anuria 
and renal failure, fetal lung hypoplasia and skeletal deformations, 
including skull hypoplasia, hypotension, and death. In the unusual 
case that there is no appropriate alternative to therapy with drugs 
affecting the RAS for a particular patient, apprise the mother of the 
potential risk to the fetus.

Byvalson
In patients taking Byvalson during pregnancy, perform 
serial ultrasound examinations to assess the intra-amniotic 
environment. Fetal testing may be appropriate, based on the week 
of gestation. Patients and physicians should be aware, however, 
that oligohydramnios may not appear until after the fetus has 
sustained irreversible injury. Closely observe infants with histories 
of in utero exposure to Byvalson for hypotension, oliguria, and 
hyperkalemia. If oliguria or hypotension occur in neonates with a 
history of in utero exposure to Byvalson, support blood pressure 

and renal perfusion. Exchange transfusions or dialysis may be 
required as a means of reversing hypotension and substituting for 
disordered renal function.

Lactation
There is no information regarding the presence of Byvalson or its 
individual components in human milk, the effects on the breastfed 
infant, or the effects on milk production. Nebivolol and valsartan 
are present in rat milk [see Data]. Because of the potential for beta-
blockers to produce serious adverse reactions in nursing infants, 
especially bradycardia, and the potential for valsartan to affect 
postnatal renal development in nursing infants, advise a nursing 
woman not to breastfeed during treatment with Byvalson.

Pediatric Use
Safety and effectiveness in pediatric patients have not been 
established.

Geriatric Use
Byvalson
In clinical trials of Byvalson, 204 (8.3%) patients who were treated 
with Byvalson were ≥65 years and 16 (0.6%) were ≥75 years.

No overall differences in safety or effectiveness were observed 
between elderly patients and younger patients, and other reported 
clinical experience have not identified differences in responses 
between the elderly and younger patients, but greater sensitivity of 
some older individuals cannot be ruled out.

Renal Impairment
Safety and effectiveness of Byvalson in patients with moderate 
and severe renal impairment (creatinine clearance [CrCl] ≤60 mL/
min) have not been studied. No dosage adjustment is required for 
patients with mild or moderate renal impairment.
Byvalson is not recommended as initial treatment in patients with 
severe renal impairment, because the recommended starting dose 
of nebivolol in this population, 2.5 mg once daily, is lower than the 
dose of nebivolol contained in Byvalson.

Hepatic Impairment
There are no studies of Byvalson in patients with hepatic 
insufficiency. No initial dosage adjustment is required for patients 
with mild hepatic impairment.

Byvalson is not recommended as initial treatment in patients 
with moderate hepatic impairment, because the recommended 
starting dose of nebivolol, 2.5 mg once daily, is not available.

Byvalson is not recommended for use in patients with severe 
hepatic impairment.

Storage
Dispense in a tightly closed container.

Byvalsonb is manufactured by Allergan USA.  

continued from page 25
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Typically only one small carry-on size 
of luggage is allowed for the patient 
and family member. If the patient has a 
large amount of luggage, the case man-
ager will need to help the family ship 
any extra luggage to their destination.

Patient Transfer Guidelines
The flight crew will need pertinent 
patient information as well. The case 
manager should prepare a packet that 
provides the medical team with patient 
information including a face sheet, 
a current history and physical which 
includes a discharge summary, current 
labs, as well as current medications. 

Before the transport, the nurse 
from the air ambulance company will 
call for patient report to ensure the 
patient is fit to fly. Expect bedside to 
bedside care from the flight team to 

ensure continuity of care. 
When the flight crew arrives at 

bedside, they will perform a patient 
assessment and transfer the patient to 
their equipment. The case manager can 
ensure the bedside nurse has prepared 
the patient for transport by making sure 
the patient has at least peripheral IV 
access as well as a Foley if appropriate for 
the patient. Any tube feeds need to be 
discontinued approximately four hours 
prior to transport to prevent abdominal 
distention due to altitude changes.

The bedside nurse needs to identify 
any scheduled medications that will be 
given during the transport and provide 
these to the flight crew. If the patient is 
on a ventilator, a current set of arterial 
blood gases are optimal. 

For loop closure, during the trans-
port, the air ambulance service should 
provide notifications to all parties when 
the patient arrives safely at the receiv-
ing facility. 

In summary, case managers can do 

what is right by their patient by being a 
valuable and objective resource in help-
ing patients and families navigate the 
world of air ambulance. Doing the 
proper due diligence in helping the 
patient make the best decision in choos-
ing an air ambulance service will ensure 
the patient is safely transported with the 
highest standards of care. CE II

Earn Required Ethics CEUs by 
Reading CareManagement Journal!

Our sponsor organization, the Commission for Case Manager Certification (CCMC), now requires CCMs 
to earn 8 Ethics CEUs by 2018 to renew the prestigious CCM® credential. 

To help our readers meet this requirement, CareManagement will publish at least one Ethics CE article 
(worth 2 Ethics CEUs) each year (two articles are planned for 2016). Over 4 years, you can earn the 
Ethics CEUs you need by reading the articles in CareManagement and passing the associated tests. 

How many Ethics CEUs will CCMC require?

n Certifications expiring in 2016: two (2) Ethics CEUs will be required for renewal. 

n Certifications expiring in 2017: four (4) Ethics CEUs will be required for renewal.

n Certifications expiring 2018 and after: eight (8) Ethics CEUs will be required for renewal.

CE for CCM & CDMS Exclusively for ACCM Members 

Navigating the World of Air 
Ambulance continued from page 34

Take this exam online >

NEW! CE exams may be taken online! 
Click the link below to take the test online 
and then immediately print your certificate 
after successfully completing the test. 
Members only benefit! This exam expires 
December 31, 2016. 

 Members who prefer to print and mail 
exams, click here.  

You must be an ACCM member to take the 
exam, click here to join ACCM.

http://hosted.onlinetesting.net/ACCM/login/cm_aug_sep_2016_airambulance
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join/renew ACCM online at www.academyCCM.org

REFER A COLLEAGUE TO ACCM
Help your colleagues maintain their certification by referring them to 
ACCM for their continuing education needs. They can join ACCM at 
www.academyCCM.org/join or by mailing or faxing the Membership 
Application on the next page to ACCM.

Why join ACCM? Here are the answers to the most commonly asked  
questions about ACCM Membership:

Q:  Does membership in ACCM afford me enough CE credits to maintain 
my CCM certification?

A:  If you submit all of the CE home study programs offered in 
CareManagement, you will accumulate 90 CE credits every 5 years.

Q:  Does membership in ACCM afford me enough ethics CE credits to 
maintain my CCM certification?

A:  If you submit all of the CE home study programs for ethics credits 
offered in CareManagement, you will accumulate at least 10 ethics CE 
credits every 5 years.

Q: Are CE exams available online?
A:  Yes, ACCM members may mail exams or take them online. When  

taking the exam online, you must print your certificate after 
successfully completing the test. This is a members only benefit. If mailing 
the exam is preferred, print the exam from the PDF of the issue, 
complete it, and mail to the address on the exam form. 

 Q: Where can I get my membership certificate?
A:  Print your membership certificate instantly from the website or click here. 

Your membership is good for 1 year based on the time you join or renew. 

Q: How long does it take to process CE exams?
A:  Online exams are processed instantly. Mailed exams are normally 

processed within 4 to 6 weeks.

Q: Do CE programs expire?
A:   Continuing education programs expire in approximately 90 days. 

Continuing education programs that offer ethics CE credit expire in  
1 year.

Q: Is your Website secure for dues payment?
A: ACCM uses the services of PayPal, the nation’s premier payment 
processing organization. No financial information is ever transmitted  
to ACCM.

application on next page
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January 26-28, 2017
Gaylord Texan Resort & Convention Center • Dallas, TX

CASE MANAGEMENT:
EXPERTISE FOR THE FUTURE

CCMC

New World
SYMPOSIUM™ 2017

Join your colleagues in 2017! 
Register now for the lowest rates! symposium.ccmcertification.org

Follow us for conference promotions   CCMC Certification    @CCM_Cert

A CAN’T-MISS NATIONAL  
EVENT LIKE NO OTHER!

★ 600+ attendees from 44 states in 2016

★ 16 case manager CEUs and growing

★ 9 accrediting organizations

HERE’S WHAT THE 2016  
ATTENDEES ARE SAYING:

I find myself motivating my 
co-workers since I returned 
from the conference.” 

Inspiring, to say the least!”

Leading-edge info from  
high quality speakers will 
influence our program.”
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