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FROM THE EXECUTIVE EDITOR

Catherine M. Mullahy

Reflection, Rejoicing,
Relaxation—the 3 Rs

Our Executive Editor Cathy Mullahy has stepped in to provide our Editor-in-
Chief Gary Wolfe with some needed downtime this issue. Gary will return for the

August-September issue.

his Summer issue of the

journal typically motivates

me to encourage each of us

to take a bit of time for self-
care. During what continues to be very
busy schedules, it is so important to
stop and consider how you are feeling,
make a concerted effort to plan some-
thing that is non-work-related, and
provide time for reflection, rejoicing,
and relaxation.

We have had a few occasions to
celebrate during the last few months
including Mother’s Day, Nurse’s Day/
Month, Social Work Day, Memorial
Day, and Father’s Day. Added to those
are the likely graduations, birthdays,
anniversaries, and other days that
encourage us to remember those indi-
viduals in our lives who should matter
more than the work we do every day.

As I'm doing a bit of reflection
about what would seem to be conflict-
ing priorities, I wonder just how we can
manage all of them, or if we can.

While there are many articles
and books that provide insight
and guidance on how to manage
competing priorities and challenges
on both the professional front and
in our personal lives, most of these
articles and books are not that specific
to health care or drilling down even
turther, to case management. The
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question central to those in health
care and often asked is, “How do

we prioritize when everything is

a priority?” To that question, I
remind you of the saying that “When
everything is a priority, nothing is.”

Health care organizations remain
steadfast in their mission to care for
and improve the health outcomes and
quality of life of our patients. Over
time, as health care has evolved, the
complexity of achieving that mission
has increased. We no longer just take
care of patients. Rather, we meet the
needs of “consumers” or “customers”
or “clients.” We don’t simply treat ill-
ness but now examine ways that we
can positively affect the social determi-
nants of health—those endless issues
that can result in poor health for large
populations.

We have an increased number of
stakeholders to whom we are account-
able, and when these are added to this
evolving mission, the complexity only
increases. We are left asking ourselves,
“What are we targeting? Quality of
care? Patient safety? Outcomes?” And
what should these be? Cost? Access?
Employee retention? Enhanced patient
satisfaction? Many organizations are
targeting all of those and a growing
list of many more.

To accomplish a multitude of



FROM THE EXECUTIVE EDITOR

During what continues to be very busy schedules, it is so important to stop and consider
how you are feeling, make a concerted effort to plan something that is non-work-related,
and provide time for reflection, rejoicing, and relaxation.

objectives, there is often the addition
of a plethora of services, programs,
and technologies. Layered one on

top of one another, the result is an
avalanche of competing priorities,

each with its own set of initiatives and
metrics. As we have come to realize, all
too frequently, these are added without
an appropriate assessment of what is
already being done, what is no longer
working, or what is no longer needed.
Valuable resources are wasted, and
health care professionals including
case managers suffer from burnout
from working to meet too many objec-
tives simultaneously in an industry that
is facing increasing labor shortages
and growing attrition rates.

The answer to the prioritization
problem, as one would expect, is a
challenging one that begins with
health care leaders.

Case management professionals are
leaders, and as such, need to be part
of the solution. This holds whether a
case manager is serving in a depart-
ment overseeing case management
staff, or as the case management
representative for an organization’s
interdepartmental team itself. In a
complex, high-urgency, high-impact
environment like health care, prior-
itization will always be a challenge.
Leaders can alleviate the impact of this
environment by redefining their role.
Instead of “getting into the weeds” to
manage daily priorities for their teams,
leaders need to pull back and rebuild
the fundamentals. Leaders should
focus on creating an environment that

promotes regulatory compliance and

adheres to standards of practice and

evidence-based practices. Through
their leadership, a clear strategic
direction, backed by clear and eftective
communication, enables and empowers
case management teams and individ-
ual case managers to establish their
priorities.

There are a few recommendations
that transcend business and health
care communities for managing con-
tlicting priorities that you might want
to consider:

* Schedule work effectively: One thing
is worth remembering. There will
always be too much to do and never
enough time to get it all done. You’'ll
need to be flexible to adapt to the
changes that will occur during each
project’s lifecycle.

* Prioritize your projects and goals:
You can’t do everything at once.

* Eliminate low-priority tasks and peo-
ple from your day: When dealing with
conflicting priorities, pay attention to
the difference between an important
task and an urgent one. Do you need
to be at every meeting or zoom call?
Probably not.

* Manage your time and set boundaries.

* Consider what can be delegated to
others and then delegate those tasks.

* Keep others informed of your progress
with regular reporting.

* Be prepared to negotiate deadlines.

While I began this column think-
ing about taking some well-deserved
time to reflect upon our many accom-
plishments, and rejoice about the

opportunities we will have to continue
to make a very important difference in
the lives of those entrusted to our care,
I want to conclude by encouraging you
to relax and enjoy time with your fam-
ily and friends. Walking on the beach,
reading a book in your favorite sum-
mer spot, gardening, attending con-
certs in the park, playing with the little
ones in your family, participating in a
family reunion, celebrating weddings
and other special occasions, or just
going to a movie will all help to renew
your spirits and caring hearts.

We'll be here waiting for your
return and will join you as we make a
difference...one patient at a time!

Wishing each of you a Happy
Summer! —Catherine

Catherine M. Mullahy, RN, BS, CRRN,
CCM, FCM, Executive Editor
cmullahy@academyccm.org

“ Connect with
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NEWS FROM

THE COMMISSION FOR CASE MANAGER CERTIFICATION

Advocacy: Another Name for Case Management

Nina Mottern, RN, BSN, CCM

dvocacy is a cornerstone
of professional and ethical
case management practice
as we seek to improve the
health, wellness, and autonomy of
the individuals we serve. So inher-
ent in our practice of providing the
right care and treatment at the right
time, advocacy might be thought of as
another name for case management.
Advocacy has long been impacted
by the many pressures and challenges
that span the health and human ser-
vices continuum. As a result, how we
as case managers put advocacy into
action must become more intentional.
Following are 4 such challenges with
information on how advocacy can
guide the case management response.
¢ Cultural: When advocating for
patients within diverse populations,
case managers will often encounter
cultural differences regarding health
goals, priorities, and care choices. A
family’s decision about how to best
provide care for an elderly loved
one is often influenced as much by

To advocate for each patient and their respective support
system, it is imperative that case managers actively strive
to develop cultural literacy, with particular emphasis on the
populations they serve.

Nina Mottern, RN, BSN,

CCM, s a Commissioner

with the Commission

for Case Manager

Certification, the first

and largest nationally

accredited organization

certifying more than 50,000 professional case
managers and disability management specialists
with its CCM® and CDMS® credentials.

With more than 20 years in professional case
management, Nina has served a variety of care
settings, including public health, geriatric care
management, and the Veterans Administration.
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culture as it is by the needs of the
individual. To advocate for each
patient and their respective support
system, it is imperative that case
managers actively strive to develop
cultural literacy, with particular
emphasis on the populations they
serve. A case manager’s intentional
reach for cultural literacy allows for
authentic and meaningful advocacy.
Gender Identity: In my role as a
case manager working for my local
county department of public health,
I may advocate for patients whose
gender identity differs from the gen-
der assigned at birth. This requires
open-mindedness and a willingness
to not make assumptions, whether
about a person’s preferred pronouns
or life choices. I am often reminded
of this while testing for sexually
transmitted diseases as part of a
county health outreach program.
Functioning in this role, I am taken
to many diverse locations ranging
from homeless shelters to college
campuses. My patient population
spans sex workers to college students.
In each encounter, I am focused on
the individual, how they express their
gender identity, and what their needs
are—f{rom homelessness and medical
care to information about safe sex.

* Financial: Advocacy, inevitably,

brings us to the intersection of what
our patients want and the reality
of the resources available to them.
For example, someone may want
to receive a particular treatment or
be treated by a particular provider;
however, their insurance (or lack
thereof) makes that choice impossi-
ble. Recently, I encountered a young
international student who came to
a testing clinic. In our conversation,
it became clear that she wanted
and needed mental health services
for depression. When I mentioned
student health services as a possible
resource, she became very upset and
related to me that she did not find
it to be a good fit for her needs.
With no insurance and no money for
resources, she seemed to have very
limited options. By chance, I later
met a vendor at a resource event who
could provide access to free mental
health services available in the com-
munity. In my role as an advocate, I
was able to provide this information
to the young woman and encourage
her to reach out for this support
available at no cost to her.
Health Literacy: All the informa-
tion we have at our fingertips will
do no good if our patients cannot
understand it. Health literacy can be
continues on page 34
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Coming Up: CMSA 2023 National Conference

June 27-30

Colleen Morley, DNP, RN, CCM, CMAC, CMCN, ACM-RN, FCM

t’s an electrifying time for the
Case Management Society of
America (CMSA)! Our annual
conference (June 27-30 at
Mandalay Bay Resort in Las Vegas)
is just around the corner. If you have
never been to a national CMSA confer-
ence, this is your invitation to check it
out! If you have been to a conference,
but not in recent years, this is your
invitation to re-engage. If you come to
the conference every year, we can't wait
to see you and reconnect!

CMSA is excited to offer continuing
education credits for conference reg-
istrants for the following: RN, ASWB,
CCM & CCM Ethics, CDMS & CDMS
Ethics, CRC & CRC Ethics, and CPHQ
(pending approval).

Colleen Morley, DNP,
RN, CCM, CMAC,
CMCN, ACM-RN, FCM,
is current president of the
Case Management Society
of America National
Board of Directors and
principal of Altra Healthcare Consulting in
Chicago, IL. She has held positions in acute
care as director of case management at several
acute care facilities and managed care entities
in Illimois for over 14 years, piloting quality
improvement initiatives focused on readmission
reduction, care coordination through better
communication, and population health
management. Her current passion is in the
area of improving health literacy. She is the
recipient of the CMSA Foundation Practice
Improvement Award (2020) and ANA Illinois
Practice Improvement Award (2020) for her
work in this area.

The systems and routines we
depended on for so long have
disappeared. Let’s identify the

opportunities for innovation
resulting from recent changes

in health care delivery.

CMSA’s 30 concurrent sessions are
designed to spark conversations and
innovations, and provide strategies
and solutions along with practical tools
and successful initiatives for profes-
sional case managers and case man-
agement systems.

Topics run the gamut of practice
settings and include acute care, mater-
nal/child health/pediatrics, mental/
behavioral health, managed care/man-
aged Medicare/managed Medicaid,
ambulatory case management, older
adult/geriatric care, post-acute/commu-
nity care and of course, military ser-
vices/DoD/Veterans Affairs dedicated
programming.

Enhance your case management
practice with subjects including com-
munication techniques, value-based
reimbursement, disease/condition-spe-
cific readmission prevention, transition
management, technology, professional
development, leadership, self-care, and
legal/regulatory/ethical.

Presentations have been categorized
to help you plan your educational
program according to where you are in
your career path.

NOVICE: New to case manage-
ment practice, care coordination, and

transition management culture, stu-

dents, or health care professionals not

familiar with case management as a

specialty/profession.

INTERMEDIATE: Those with
some case management practice expe-
rience and familiarity with the culture.

ADVANCED: Those who are very
familiar with case management prac-
tice and culture. The individual may
be in a leadership position or seeking
leadership skills.

Back by popular demand! CMSA
networking roundtables. Make the most
of your in-person conference experience
with this engaging and interactive ses-
sion designed to help you make connec-
tions, expand your learning, share best
practices, and have some fun! During
this session, tables will be marked with a
variety of topics, settings, and disciplines
to help you find peers with similar inter-
ests, experiences, and challenges.

And our incredible keynote lineup
is not to be missed!

* Kai Kight, violinist turned composer,
mnovator: “Compose Your World”

The systems and routines we depended

on for so long have disappeared. Let’s

identify the opportunities for innovation
resulting from recent changes in health
care delivery.

* Bruce Berger, PhD, rescarcher, professor,
communications expert: “Living With
Your Eyes Open: Recognizing &
Addressing Self Deception”

We know from health disparities

research that sometimes we see patients

(and others in our life) as objects and

not people. Why does this happen,

continues on page 34
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Competency. Collaboration. Assurance.

Advocacy: From Return-to-Work to Self-Advocacy

By Patricia Nunez, MA, CRC, CDMS, CCM

he goal of disability man-

agement is the “prevention

and minimization of the

human and economic impact
of illness and disability” for both the
employee and the employer. This is
accomplished through a variety of ser-
vices and solutions—all of which speak
to advocacy in action.

Certified disability management
specialists (CDMSs) have knowledge
and expertise in workplace interven-
tions. Primary among them are return-
to-work (RTW) and stay-at-work
programs to maintain the productivity
of employees who are ill, injured, or
have disabilities.

Years ago, many employers were
reluctant to bring employees back to
work or to keep them on the job unless
they were “100 percent.” Fortunately,
this attitude has changed with

Patty Nunez, MA,

CRC, CDMS, CCM,

is a Commissioner and

serves as Secretary on the

Executive Commuittee of

the Commission for Case

Manager Certification

(CCMC), the first and

largest nationally accredited organization
certifying more than 50,000 professional

case managers and disability management
specialists. The Commission oversees the
process of case manager certification with its
CCM® credential and the process of disability
management specialist certification with its
CDMS® credential. Patty is also a director
within the Claim Supply Management office of
CNA, and is based in CNA’s Orange County,
California, location.
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In addition, self-advocacy also encourages the employee
to contribute their own ideas and creativity to the job
modification process. After all, the individual knows their
job better than anyone.

regulations such as the Americans with
Disabilities Act (ADA)—as well as
greater recognition of the importance
of maintaining the employee’s connec-
tion to the workplace.

Increasingly, RTW and stay-at-work
interventions are provided to employ-
ees who are ill, injured, or have disabil-
ities that are work-related or that are
nonoccupational in nature. As an advo-
cate, the CDMS engages with the indi-
vidual, the employer, and the health
provider to facilitate a safe and timely
RTW or stay-at-work plan.

These arrangements often involve
job modifications, such as light duties
or a reduced schedule. By utilizing
their expertise, a CDMS can explore
job modifications or accommodations
that are reasonable and fair for the
employer, while providing meaningful
work that matches the employees’
capabilities.

The Importance of Self-Advocacy
For the CDMS, advocacy does not end
with a job modification or workplace
arrangement. Interactions with the
employee should also include the pro-
motion of self-advocacy. This involves
education and empowerment of the
individual to help them pursue addi-
tional support and services, whether
from the employer or within the
community.

Consider the example of an
employee who returns to work at a
large company following a serious
illness, such as cancer, after surgery,
recovery, and chemotherapy or radia-
tion. The person’s RT'W plan is facili-
tated by a disability manager who
works for the employer, with light
duties and other job modifications.
Over time, the employee is able to
return to their regular duties and full-
time work.

However, follow-up appointments
and ongoing treatment requires flexi-
bility in scheduling and periodic
changes in duties. The CDMS can
coach the employee in how to articulate
and request what they need, without
having to disclose their entire medical
history. The disability manager is there
to intervene, when necessary, but the
rapport built between the employee
and the employer during the RTW
process should allow for that communi-
cation and self-advocacy.

In addition, self-advocacy also
encourages the employee to contribute
their own ideas and creativity to the job
modification process. After all, the
individual knows their job better than
anyone. An employee who is highly
motivated can work collaboratively with
the employer—and perhaps even with
colleagues—to suggest solutions that

continues on page 36
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LEGAL UPDATE 1

OIG: Expanded FAQs

Elizabeth E. Hogue, Esq.

eginning in March, 2023, the

Office of Inspector General

(OIG) of the US Department

of Health and Human
Services (HHS) has expanded the top-

ics it considers for new FAQs submitted

by providers as follows:

1. General questions about the Federal
anti-kickback statute (AKS), prohibi-
tions on remuneration to Medicare
and beneficiaries of state health care
programs, and the OIG’s enforce-
ment of these statutes

2. Questions about the general appli-
cation of the AKS and prohibitions
on inducements to beneficiaries to
arrangements that may implicate
these statutes

3. Questions about compliance
considerations

4. OIG’s Health Care Fraud Self-
Disclosure Protocol

5. General questions about topics cov-
ered by existing FAQs; including
advisory opinions, exclusions, and
the OIG’s whistleblower protection
coordinator function
Providers should submit their ques-

tions to OIGComplianceSuggestions@

oig.hhs.gov

The OIG’s expansion of consider-
ation of providers’ questions in FAQs is
important because providers may be
able to obtain the necessary guidance
without expending time and money to
obtain an OIG Advisory Opinion.

In addition, the OIG has provided
several FAQs that may be especially

Elizabeth E. Hogue, Esquire, is an attorney
who represents health care providers. She has
published 11 books, hundreds of articles, and
has spoken at conferences all over the country.

The OIG'’s expansion of consideration of providers’
questions in FAQs is important because providers may be
able to obtain the necessary guidance without expending

time and money to obtain an OIG Advisory Opinion.

important to providers. Two of these

FAQs are detailed below.

1. “How does OIG differentiate
between ‘cash,’ ‘cash equivalents,
and ‘in-kind’ gift cards? How would
OIG categorize a gift card to a big-
box store? How would OIG catego-
rize a gift card to a big-box store,
the terms of which expressly limit
the scope of items the consumer
could purchase with such gift card
(eg, the gift card could only be used
to purchase fresh food items)?
‘Cash’ refers to monetary payments

in the form of currency. (Note that

cash could be transmitted electroni-
cally, too, such as through a peer-to-
peer application.) ‘Cash equivalents’
include items convertible to cash (such
as a check) or items that can be used
like cash, such as a general-purpose
prepaid card such as a Visa or

Mastercard gift card. Gift cards offered

by large retailers or online vendors that

sell a wide variety of items (eg, big-box
stores) could easily be diverted from
their intended purpose of converted to
cash. Consequently, OIG considers such
gift cards to be cash equivalents. (We
note that the regulatory text of the

Preventive Care Exception, found at 42

CFR Section 1003.110, uses the term

‘instruments convertible to cash’ not

‘cash equivalents.” The phrase ‘instru-

ments convertible to cash’ refers to a

subset of ‘cash equivalents, which

includes a broader range of remunera-

tion. For example, OIG would consider

a preloaded prepaid card to be a ‘cash

equivalent’ but not an ‘instrument

convertible to cash.’)”

2. “Does remuneration exchanged
between entities with common own-
ership implicate the Federal AKS?
The Federal AKS is an intent-based,

criminal statute that, as a general

matter, prohibits payments in
exchange for referrals or other Federal
health care program business.

Congress did not exempt from the

statute’s prohibitions remuneration

exchanged between entities with com-
mon ownership. Consequently, such
remuneration could implicate the

Federal AKS. Furthermore, OIG has

previously declined to provide safe

harbor protection for remuneration
exchanged between wholly owned
entities, including parent entities and
their wholly owned subsidiaries, indi-
cating that common ownership does
not eliminate the risk of improper
referrals under the statute:

“...we are concerned...that inte-
grated delivery systems, including
arrangements tnvolving wholly owned
subsidiaries [emphasis added], may
present opportunities for the payment
of improper financial incentives that

continues on page 34
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LEGAL UPDATE 2

Fraud Enforcement Actions: Lessons for Providers

Elizabeth E. Hogue, Esq.

ccording to a recent press
release, Progenity, Inc,
fraudulently overbilled
Medicaid and the VA by
using a billing code that misrep-
resented tests performed. Fraud
enforcers also claim that Progenity
provided illegal kickbacks in the form
of excessive fees to physicians, meals
and happy hours for physicians and
their staft members, and improper
reductions or waivers of patients’ coin-
surance and deductible payments. The
“price tag” for Progenity: $49 million!

First lesson: Fraud and abuse prohi-
bitions apply to all federal and state
health care programs, not just the
Medicare program.

Enforcement action was taken
against Progenity by multiple state
and federal health care programs,
including the VA, various state
Medicaid Programs, TRICARE,
and the Federal Employees Health
Benefits Program. This means, for
example, that companies that provide
private-duty services that may be paid
for, at least in part, by any federal or
state health care program must comply
with the federal False Claims Act and
the Anti-Kickback Statute, and appli-
cable state requirements. Many private
insurers have followed the federal
government’s lead in terms of fraud
and abuse enforcement.

Second lesson: Providers must pay
physicians at fair market value for
services actually rendered.

The government alleged that
Progenity induced physicians to order
lab tests by providing kickbacks. This
claim was based on the fact that the
“draw fees” that Progenity paid to

8 CareManagement June/July 2023

Fraud and abuse prohibitions apply to all federal and state
health care programs, not just the Medicare program.

physicians to draw blood for lab tests
exceeded the fair market value of the
services performed.

Providers must address the issue of
payments at fair market value to physi-
cians who both make referrals and
provide services to them. The most
effective way for many providers to meet
this requirement is to pay physicians at
an hourly rate at fair market value for
services actually rendered. In other
words, flat monthly amounts are likely
inappropriate because providers run the
risk of payment for services that were
not rendered or payments for services
at rates above fair market value.

Third lesson: Providers’ gifts of
nominal value to physicians cannot
exceed the current federal limit of
$489.00 per year.

Progenity also provided kickbacks in
the form of food and alcohol to physi-
cians and their staff at “gatherings,”
including happy hours and holiday
parties. There was rarely any educa-
tional content provided during these
events. One sales representative for
Progenity, for example, spent $65,658
on meals and alcohol for physicians
during a single year.

Providers may give referring physi-
cians noncash, nonmonetary equivalent
items of nominal value worth no more
than $489.00 per calendar year in
2023. Monetary equivalents include gift
cards and gift certificates. Providers

must track what they give physicians to
help ensure that they do not exceed
this limit. Enforcers have repeatedly
said that providers are responsible to
show how much they spent.

Fourth lesson: Providers cannot
routinely waive copayments and
deductibles unless they make individu-
alized determinations of financial
need and/or make reasonable collec-
tion efforts.

Progenity provided kickbacks to
patients in the form of waivers of coin-
surance and deductible payments and
had agreements with physicians to do so
on a regular basis. This means that
providers must have policies and pro-
cedures that govern the waiver of
copayments and deductibles, including
criteria that are used to determine
tinancial need. These policies and pro-
cedures must be consistently applied.

The information above isn’t
new. Enforcement actions on the bases
described above are “low-hanging
fruit.” Make it tougher for enforcers to
take action by taking the steps
described above! El

©2023 Elizabeth E. Hogue, Esq.
All rights reserved. No portion of this material
may be reproduced in any form without the
advance written permission of the author.
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Whistleblowers Fight Back

By Elizabeth E. Hogue, Esq.

he US Department of Justice

relies on whistleblowers for

evidence to conduct enforce-

ment actions. As providers
certainly know, however, not all whis-
tleblowers’ allegations are correct.
Regardless of the outcome, providers
often expend significant resources
defending whistleblowers’ claims. The
stigma of unfounded allegations may
linger; damaging the reputations of
providers.

Providers are now fighting back!

In 2016, for example, individuals at
Camden Clark Medical Center in West
Virginia filled a whistleblower suit alleg-
ing false claims, kickbacks, and violation
of the Stark law by a competing health
system, Marietta Area Healthcare. The
whistleblowers voluntarily dismissed the
complaint prior to service on the com-
peting health system.

Nonetheless, Marietta then sued the
whistleblowers based on the common
law, including claims for:

* Malicious prosecution that requires
proof of malice

* Tortious interference that requires
proof of improper purpose that
goes beyond legitimate competition
and efforts to succeed in business

* Abuse of process that requires
evidence that a party willfully or
maliciously misuses legal process
to accomplish some purpose not
intended by process

When Marietta moved for summary
judgment, the Court focused on facts
that show that the whistleblowers were
not as interested in addressing fraud as
they were in harming a competitor.

The goal of all providers should,
of course, be to prevent whistleblower

Don't shoot the proverbial messenger who brings
information about possible fraud and abuse violations.
There is a heavy price to be paid.

or qui tam lawsuits. In order to do so,
providers must take seriously employ-
ees’ concerns regarding possible fraud-
ulent and abusive practices.

Most whistleblowers take their con-
cerns to their employers first. It is only
when employers ignore their concerns
or, even worse, retaliate against them
for raising issues in the first place, that
employees turn to outside enforcers
for assistance in pursuing their con-
cerns. Whether or not the allegations
of employees are valid, providers
must take them seriously. Thorough,
well-documented investigations are
required in order to demonstrate to
employees that there is no problem or
that the problem has been corrected.

Private citizens may initiate so-called
“whistleblower” or qui tam lawsuits to
enforce prohibitions against fraud and
abuse in the Medicare, Medicaid, and
Medicaid Waiver Programs and other
state and federal health care pro-
grams, such as VA and Tri-Care.

One of the federal statutes that
allows for whistleblower actions is the
False Claims Act. This Act generally
prohibits providers from “knowingly”
presenting or causing to be presented
false or fraudulent claims for payment
by the government.

To bring a qui tam action under the
False Claims Act, private parties must
have direct and independent knowl-
edge of fraud by providers against
whom suits are filed. Thus, current

or former employees who are familiar
with providers’ practices may often
initiate whistleblower actions under the
False Claims Act. As you can imagine,
employees who are ignored or retali-
ated against when they bring possible
violations to their employers’ attention
by being fired, for example, are likely
to initiate whistleblower suits. An
example follows.

In United States ex rel. Chorches v.
American Medical Response [No. 15-3920
(2d Cir. July 27, 2017)], Paul Fabula
worked as an emergency medical tech-
nician (EMT) for American Medical
Response. Fabula realized that his
employer fraudulently sought reim-
bursement from the Medicare Program
by falsely claiming that ambulance
services were medically necessary when
they were not. Specifically, EMTs were
asked to falsify electronic Patient Care
Reports (PCRs) to make it appear that
services were medically necessary.
Supervisors printed copies of PCRs,
revised them, and directed staff mem-
bers to signed the revised forms.

In one instance, Fabula provided
services with another staff member
who prepared the PCR. A supervisor
directed the staff member to fraudu-
lently revise the form. When the staff
member refused, the supervisor directed
Fabula to sign the revised form. When
Fabula refused, he was fired.

And what did Fabula do? He filed a

continues on page 36
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Building Therapeutic Relationships

Telephonically

By Eric Bergman, RN, CCM

ow do you connect when you
can’t see and barely know
your patient? For telehealth
professionals, this is a daily
challenge and one that many of us
have learned to overcome with careful
listening and genuine conversation.
As the COVID crisis moved more
and more interaction to the virtual
arena, a growing number of health
care professionals had to learn how to
convey genuine caring and therapeutic
interaction without touch, eye contact,
or, in many case, the opportunity to
communicate nonverbally. There are
ways to build that true connection and
relationship, but it takes new skills and
different perspectives.
I work as a population health
case manager for a small insurance
organization. I have helped to initiate

Eric Bergman, RN, BA,
CCM, is a nurse case
manager for a small
insurance association
serving US government
employees through the
Office of Personnel
Management and a faculty member of Alta
Healthcare Consulting. He is leveraging
his many years of experience in public
speaking, writing, and organizational
leadership to engage and support both
members of the health plan in their health
care literacy journey and professionals
in their continuing education. Eric has
served on both the CMSA National and
CMSA Chicago’s Board of Directors and is
a frequent national speaker at case man-
agement and nursing conferences.
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I have learned to use the
power of conversation to
ensure that my members feel
heard and understood and to
build trust and connection.

and build our program, which is based
on our organization’s fundamental
commitment to honor and care for our
members as if they were our family. It
was precisely this promise that drew
me to join the company when I was
recruited through my professional
network grown by my engagement with
CMSA—but that is another story for
another day.

A big part of my daily job is to
identify and reach out to members
of the health plan who appear to
need some additional support as they
manage chronic illness or serious acute
problems—meaning problems that
are immediate, but likely to resolve.
When I call, T offer our members
the opportunity to engage with me
to discuss and manage their issues. I
provide them the insight and expertise
I have gained from my years of work
as a nurse to help them navigate the
health care system.

The work I do is 100% telephonic
and is based on building a relationship
of trust with them over the course
of our conversations. I am able to
build these relationships by carefully
listening and drawing them into
conversation about themselves, their
families, and their health challenges.
My organization provides me with

one of my most powerful tools, the
mandate to devote a lot of individual
time to each client. I have honed

the skills of hearing in the silences
and discerning the tone of voice that
indicates hesitation or uncertainty,
and then I make space to address and
support them through that discomfort.
I rigorously work to be nonjudgmental
and meet our members where they are
without preconceived ideas about what
they should do or what they need.

I have learned to use the power
of conversation to ensure that my
members feel heard and understood
and to build trust and connection. For
example, I met John after noticing that
he had a lot of claims for breathing-
related issues, and a pattern of hospital
stays and medical equipment claims
that suggested he was in a late stage of
a respiratory illness that was likely to
end his life.

On my first call, I connected with
John’s wife who told me briefly that
she and John no longer lived together,
and she provided me with a new phone
number for him. This was a valuable
piece of information I filed away to
help me understand and meet John
where he was.

When I reached John, he had a
hard time talking to me because
each time he tried to give a lengthy
explanation of his situation, he would
get so winded he had to stop speaking
to catch his breath. I quickly learned
that he did not understand how to
properly use the oxygen equipment
that he had been provided when

continues on page 36
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Purpose

The purpose of this manuscript is to describe the back-
ground and evolution of programs supporting veterans

in the Polytrauma System of Care (PSC) and Amputation
System of Care (ASoC) in Veterans Affairs/Veterans Health
Administration (VA/VHA) and supporting service member
and veteran (SM/V) transitioning between the Department
of Defense (DoD) and community health care settings. Also
described is the integrated communication and care plan-
ning offered by polytrauma case managers and amputation
rehabilitation coordinators.

Background

Established in 2005 to support the critical injuries seen in
Operation Iraqi Freedom, Operation Enduring Freedom,
and Operation New Dawn, the PSC is now a foundational
service in the VA. For the past two decades, ongoing congres-
sional mandates have called for the enhancement of reha-
bilitation services and the coordination of care for persons
with traumatic brain injury (TBI). (Title 38 United States
Code, sections 1710C-E) The recognition and request for
the support of veterans with TBI requiring chronic disease
management also became a priority for the VA. (Institute of
Medicine 2010).

Consistent with the PSC, the ASoC provides specialized
expertise for veterans with limb loss, incorporating the latest
in rehabilitation management and prosthetic technology.
(VHA Directive 1172.03 2018)

Introduction

The VA has a proven history of excellence in rehabilitation
care and is committed to providing the best of both mod-
ern medicine and integrative therapies for combat injuries
and noncombat-related incidents such as motor vehicle
accidents and falls. (Longman 2012) Support for complex
injuries requires integrated communication and care plan-
ning through assessment and treatment by rehabilitation
specialists, specialty case management, patient and family
education and training, psychosocial support, and advanced
rehabilitation and prosthetic technologies. The rehabilitation

requirements and clinical needs of SM/V for more than 2
decades directed the robust development of exceptional pro-
grams through the Office of Rehabilitation and Prosthetic
Services in the VA. The PSC and the ASoC are two such
distinguished systems demonstrating the importance of col-
laboration in case management and care coordination.

Polytrauma System of Care

Polytrauma programs are organized into a 4-tier system
ensuring access to the appropriate level of specialized reha-
bilitation care at more than 110 VA medical centers across
the country. Medical rehabilitation services in the PSC
address the goals of recovery and community re-integration
for veterans. In addition to the work done at each tier, a large
portion of the work in the system includes mandatory TBI
screening for post-9/11 combat veterans; those who screen
positive are referred for comprehensive evaluations by spe-
cialty providers.

Lisa Perla, PhD, RNB, CFNP, CRRN, CCM, works

in Veterans Affairs Central Office as the National

Polytrauma Coordinator for the Polytrauma/Traumatic

Brain Injury System of Care. She is a certified family

nurse practitioner, certified neuroscience and rehabilita-

tion nurse, and a certified case manager. In her 30-year
nursing career, she has worked in numerous clinical and administrative
roles in the areas of emergency medicine, transplantation, intensive care,
and rehabilitation medicine. She is a national and international speaker
on the topics of leadership, neuroscience, and video telerehabilitation. Dr.
Perla is a VA Jonas Scholar with a PhD in Nursing Research from the
Uniformed Services University School of Health Sciences. Her research
focus has been on VA case management and the elements of leadership
that influence health care services for Veterans.

Patricia Ann Young, MSPT, CP, s a licensed
physical therapist at the Veterans Affairs Central
Office PM&RS in Washington, DC. She is the
National Program Manager, Amputation System of
Care, National TeleRehabilitation Lead. She also has
National Prosthetics Certification.
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The VA has a proven history of excellence in rehabilitation care and is committed to providing
the best of both modern medicine and integrative therapies for combat injuries and
noncombat-related incidents such as motor vehicle accidents and falls.

The PSC directs 5 Polytrauma Rehabilitation Centers
(PRC) strategically co-located at medical centers near DoD
Military Treatment Facilities (MTFs). A dedicated staff of
specialized rehabilitation professionals and consultants
are available to address polytrauma and complex associ-
ated TBI. Each of the 5 PRCs are designated Centers of
Excellence (CoE) and include emerging consciousness pro-
grams, structured residential programs known as Polytrauma
Transitional Rehabilitation Program (PTRP), and assistive
technology labs. Additionally, the PRCs have implemented
Intensive Evaluation and Treatment Programs (IETPs) to
provide intensive intervention for SM/V with a history of mul-
tiple mild TBIs and complex comorbidities and with needs
not met in traditional outpatient settings.

Twenty-three Polytrauma Network Sites (PNS) focus on
outpatient services with inpatient beds available to address
postacute and chronic complications. The PNS maintain
a full complement of rehabilitation professional staff to
address complex TBI and polytrauma-related symptoms and
functional deficits. PNS staff provide clinical and adminis-
trative oversight of the PSC programs within their Veteran
Integrated Service Network (VISN).

Within the PSC, 86 Polytrauma Support Clinic Teams
(PSCT) provide and coordinate outpatient interdisciplinary
rehabilitation care for SM/V typically within the catchment
area of their medical facility. Most post-9/11 screening and
evaluation for TBI occurs at this level within the system.

Within the system are 34 Polytrauma Points of Contact
sites (PPOC) that deliver a more limited range of rehabili-
tation services including evaluations for TBI and polytrau-
ma-related problems and treatments. The PPOCs refer SM/V
to higher levels within the system, as needed.

* The PSC was the first clinical service that deployed a
nationwide telehealth system dedicated to improving
access to specialized rehabilitation and care coordination.

* The utilization of telehealth technologies has increased
exponentially, particularly in the area of in-home
telehealth. In 2022, 54.5% of patients treated in
polytrauma clinic stop codes (Decision Support System
identifiers used to specify outpatient care) had telehealth
encounters, consistent with 55.3% in 2021.

Polytrauma leaders collaborate with Department of Health
and Human Services’ TBI Model Systems Program allowing
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for consistent patient outcomes, similar to or better than

the community standard in rehabilitation. These outcomes
reflect the outstanding rehabilitative care, prosthetic services,
benefits, and adaptive modifications to the veteran’s home
and vehicle, helping those with severe disabilities maximize
their independence and move toward opportunities in life
that provide meaning. PSC collaborates with specialists in
the DoD, academia, and private sector to develop and dis-
seminate consensus guidance on optimal practices such as
the VA/DoD Clinical Practice Guidelines for the Management

of Post-Acute Mild TBI and Amputations (VA/DoD Clinical
Practice Guidelines Home). PSC developed a framework

for managing the long-term effects of TBI in response to
recent research findings about their potential devastating
consequences. Collaboration with the Chronic Effects of
Neurotrauma Consortium (CENC) enabled the VA to per-
form multicenter research protocols in collaboration with the
DoD, academic centers, and nonprofit organizations.

Amputation System of Care

Corresponding with the PSC, the ASoC incorporates a sys-
tems and teams-based approach to longitudinal care for vet-
erans with limb loss. The Amputation System of Care (ASoC)
provides specialized expertise in amputation rehabilitation
incorporating the latest practices in medical rehabilitation
management, rehabilitation therapies, and advances in pros-
thetic technology. The system facilitates patient-centered,
gender-sensitive, lifelong care and coordination across the
entire health continuum. (Webster et al 2020)

The ASoC is designed similarly to the PSC using a tiered
approach. There are 7 Regional Amputation Centers (RACs)
and 18 Polytrauma Amputation Network Sites (PANS) across
the country aligning with many of the polytrauma specialty
centers. These sites consist of a physician specializing in
amputation care, an amputation rehabilitation coordinator
(ARC), a Regional Orthotics & Prosthetics Clinical Director
(RAGs only), and a program support assistant. RACs and
PANS provide the highest level of comprehensive care to the
community of veterans living with limb loss including care
and education in prevention and preparation for amputation.
Additional tiers of the system include the more than 110
sites where Amputation Clinic Teams (ACT) and Amputation
Points of Contact (APoC) are available to provide care for


https://www.healthquality.va.gov/
https://www.healthquality.va.gov/
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ACT Amputation Clinic Teams

APoC Amputation Points of Contact

ARC Amputation Rehabilitation Coordinator

ASoC Amputation System of Care

CENC  Collaboration with the Chronic Effects of Neurotrauma

Consortium
CoE Center of Excellence
DoD Department of Defense
IETP Intensive Evaluation and Treatment Program
IRCR Individualized Rehabilitation Community

Reintegration
M2PI Mayo-Portland Participation Index
MTF Military Treatment Facility

OPRA™ Osseoanchored Prostheses for the Rehabilitation of
Amputees

PANS Polytrauma Amputation Network Sites

PNS Polytrauma Network Site

PPOC  Polytrauma Points of Contact Site
PRC Polytrauma Rehabilitation Center
PSC Polytrauma System of Care

PSCT Polytrauma Support Clinic Team

PTRP Polytrauma Transitional Rehabilitation Program
RACs Regional Amputation Center

SM/V Service member/veteran

VA Veterans Affairs

VHA Veterans Health Administration

VISN Veteran Integrated Service Network

veterans living outside of the RAC and PANS catchment
areas. See Appendix A for a list of legislation supporting TBI
and amputee care.

VA Case Management and Care Coordination

The delivery of health care services in VA and the commu-
nity can be complicated by the evolving demographics, social
determinants of health, and diagnoses of veterans. The stan-
dards of practice for case managers in VA dictate provision
of services to satisfy veteran health care needs while pro-
moting the highest standards of case management resource
utilization, crisis intervention, and veteran outcomes. (VHA
Handbook 1110.04, 2020)

Veterans requiring case management services are assigned
either a registered nurse or social worker case manager.
Nurse and social worker case managers collaborate when
both complex medical and psychosocial factors are identi-
fied that may adversely affect the veteran’s health. A close,

Exclusively for ACCM Members

collaborative relationship between nurse and social worker
case managers provides the most comprehensive approach

to case management services. The dyad relationship between
the disciplines minimizes duplication of services and unnec-
essary handoffs as each discipline brings their unique per-
spective to ensure biopsychosocial needs of a patient are met.
(VHA Handbook 1110.04, 2020)

Impacting the complexity of case management within the
VHA are the specialty populations for whom case managers
provide services. Specialty populations are defined as those
veterans who are at high risk for clinical decline or increase
of resource utilization because of complex care needs and
care coordination. Case management services are provided to
those veterans determined to be at high risk. Programs in VA
providing case management to specialty populations include
veterans with polytrauma and amputation. (VHA Handbook
1110.04, 2020)

Polytrauma Case Management

Since the implementation of the PSC, polytrauma nurse

and social worker case managers with specialty training in

polytrauma and TBI have been pivotal members of the poly-

trauma team. The polytrauma case manager often serves as
the single point of contact between the interdisciplinary reha-
bilitation team and the patient to coordinate resources supple-
menting VA benefits with the medical and psychosocial issues
that often occur after severe injury and illness. Specialty case
managers actively and continuously assess the needs of the
veteran, the veteran’s family, and caregivers, offering edu-
cation and resources to maintain and restore the veteran’s
highest level of independent functioning. (VHA Handbook

1110.04, 2020) They are the point of contact for veterans and

families in crisis and available to their peers nationwide.

Veterans receiving services in a PSC or with amputation
also receive coordinated care through application of an

Individualized Rehabilitation Community Reintegration

(IRCR) plan of care. The IRCR care plan follows a com-

prehensive interdisciplinary team assessment and targets

improvement of the physical, cognitive, vocational, scholastic,
and psychosocial community reintegration of the veteran.

Patient-driven goals follow the structure of the Whole Health

Model, interdisciplinary, functional, and measurable by the

Mayo-Portland Participation Index (M2PI). (Malec 2004)

The communication, management, and data collection of the

IRCR and the M2PI are the primary responsibilities of the

polytrauma case manager.

* Since 2005, polytrauma case managers have supported
and managed more than 1 million veterans screened for
possible TBI.

* Approximately 6,000 veterans with the most complex TBI
needs receive a templated community reintegration care
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Nurse and social worker case managers collaborate when both complex medical and
psychosocial factors are identified that may adversely affect the veteran’s health.

plan provided by a small network of approximately 100
polytrauma case managers each year.

The VA Mission Act of 2018 supports veterans who seek
health care in the private sector without restriction and has
been an effective health care solution to the appointment
challenges in the VA. (Isakson 2018) Specialty case managers
from the PSC and ASoC are specifically trained in all aspects
of VHA resources, military culture, and service, and they
support veterans’ clinical needs in the VA and the commu-
nity. PSC and ASoC case managers and care coordinators
promote the utilization of VA clinics, which provide a special
milieu for veterans through:

* Social connection and support with peers

* A means to acknowledge the veteran’s military service and
sacrifice

* A connection between the veteran’s military life, the
community in which they live, and their clinical needs

Amputation Rehabilitation Coordinators
ARGC:s are the care coordinators at the RAC and PANS loca-
tions. The ARCs provide holistic rehabilitation care and
coordination related to the veteran’s amputation needs and
focus on the prevention of secondary amputation. The role
of the ARC is filled by physical therapists, occupational ther-
apists, or prosthetists who are subject matter experts in the
field of rehabilitation after amputation. These individuals are
the main point of contact for veterans and their family and
assist in supporting the veteran’s physical and psychosocial
needs through extensive education. They assist with coordi-
nation of care efforts across the continuum of care using a
whole health approach throughout the lifetime of the veteran
including benefits, durable medical equipment, integration
in adaptive recreation and activities, peer support services,
and so much more. The ASoC provides care coordination for
veterans of all ages and causes of amputation.
¢ In fiscal year (FY) 2022 the VA system recorded more than
44,000 major limb amputations (major limb amputation
defined as amputation at or above the wrist or ankle).
* In FY 22, 9,448 amputations occurred in the VA.
* Most amputations in the VA are related to disease
processes (vascular/diabetes).
* 1.8 million veterans are at risk for amputation.

14 CareManagement June/July 2023

PSC and ASoC Specialty Programs and Education
Osseointegration

The ASoC boasts the latest treatment option in the VA sys-
tem: the Osseoanchored Prostheses for the Rehabilitation
of Amputees (OPRATM) Implant system. This specialty
program provides training and support for the successful
integration and use of advanced rehabilitation for those
veterans living with transfemoral (above the knee) amputa-
tion. Assessment for this procedure is a 2-stage process led by
the RAC and PANS sites performing in-person and virtual
care assessments for accurate and timely referral and care
coordination.

Patient Self-Directed Scheduling

Since 2018, ASoC has utilized a patient self-directed schedul-
ing approach to improve access to veterans living with ampu-
tation. This approach allows the veteran to be scheduled into
an outpatient amputation specialty clinic without the need
for a consult by primary care, which facilitates timely com-
munication and more timely scheduling in clinic.

Educational Resources for Veterans Undergoing Amputation
The Next Step: The Rehabilitation Journey After Lower Limb
Amputation and Within Reach: The Rehabilitation Journey After
Upper Limb Amputation are two resources created for the
purpose of educating veterans and their family. It is through
the collaboration efforts of the VA and DoD that these books
were created; they can be found online at https://www.health-
qualityva.gov/. They are also part of audiorecorded books
offered through the National Library of Congress. In addi-
tion to the resources created through the VA and DoD, ASoC
is fortunate to partner with the Amputee Coalition, an orga-
nization whose mission is “to support, educate, and advocate
for the people impacted by limb loss and limb difference”
(https://www.amputee-coalition.org/about-us/mission-vision/).
As part of this collaboration, the Amputee Coalition provides
resources to ASoC to support education of those living with
amputation as well as opportunities to connect individuals
through a certified peer visitor program.

Clinical Practice Guidelines

Equally important to VA clinicians and to veterans and their
families are the clinical documents created through collabo-
ration between the VA and DoD. Clinical Practice Guidelines


https://www.healthquality.va.gov/
https://www.healthquality.va.gov/
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VHA is focusing on the future as it remains prepared to maintain capacity for specialized TBl and
amputation care rehabilitation while allowing sufficient flexibility in the system to respond to
potential upticks in demand for services.

(CPG) for TBI care and amputation care were created with
the intention of providing a framework to evaluate, treat,
and manage patients with amputation and TBI. The CPGs
include a full guideline, a summary, a pocket card, and

a patient summary. See Appendix B for CPG and website
resources.

Whole Health

Both PSC and ASoC have adopted a whole health approach
to the care of veterans with polytrauma injuries and
amputation. The Whole Health Program encourages veterans
to take a more active part in their health and rehabilitation
by empowering them to set goals based on what is most
important to them (Figure 1).

Future Concerns: Safety and Long-Term Management
Between 2001 and 2020, the suicide rate among veterans
aged 18 to 74 increased by 77% on average. During that same
period of time, the suicide rate among veterans between the
ages of 55 and 74 rose 58.2%. Firearm safety and suicide
prevention is of particular concern in the brain injury popu-
lation and is a public health priority for health care workers
and for persons with TBI and their caregivers. The sequelae
from brain injury can include impulsivity and mental health
disorders such as anxiety and depression, leading to safety
concerns. According to a 10-year study of veterans with mod-
erate to severe TBIL, findings reinforced the importance of
mental health and suicide risk assessment during recovery
from TBI. (Klyce et al 2022)

Surveillance for risk of suicide by VA case managers in
PSC and ASoC remains an area of ongoing focus. The ASoC
integrates annual follow-ups into the care of veterans with
amputation to ensure comprehensive assessment of needs
as they relate to care, prosthetic devices, equipment, and
support. Polytrauma case managers screen veterans for sui-
cidality during encounters per their professional scope and
annually. (VHA Directive 1160.07, 2021)

Conclusions

VHA is focusing on the future as it remains prepared to
maintain capacity for specialized TBI and amputation care
rehabilitation while allowing sufficient flexibility in the sys-
tem to respond to potential upticks in demand for services.
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Anticipated trends for the future include:

* Expanding access to the TBI and amputation experts
through telehealth services

* Strengthening collaboration with community providers

* Enhancing long-term rehabilitation services for TBI-related
chronic disabilities

* Enhancing lifelong rehabilitation services for veterans with
amputation

* Collaborating with the Long-Term Impact of Military-
related Brain Injury Consortium to advance the identifica-
tion, treatment, and prevention of brain injuries
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APPENDIX A

Public laws and the United States Code governing rehabilitation
provided by VA/VHA:

* P.L. 104-262, Veterans’ Health Care Eligibility Reform Act of
1996, Section 104: Requires the VA to maintain its capacity to
provide for the specialized treatment and rehabilitative needs of
disabled veterans, including those with spinal cord dysfunction,
amputations, blindness, and mental illness, within distinct pro-
grams dedicated to the specialized treatment of those veterans.

* P.L. 108-447, Consolidated Appropriations Act, 2005: Directs the
VA to ensure that veterans with loss of limb and other very severe
and lasting injuries have access to the best of both modern medi-
cine and integrative holistic therapies for rehabilitation.

e P.L. 110-181, National Defense Authorization Act for Fiscal
Year 2008, Section 1704(d): Directs the VA to collaborate with
the TBI rehabilitation research community, grantees of the
National Institute of Disability and Rehabilitation Research of the
Department of Education, the Defense and Veterans Brain Injury
Center ,and other governmental entities engaged in TBI rehabil-
itation.

Title 38 United States Code:

* §1710C-TBI: Plans for rehabilitation and reintegration into the
community

* §1710D-TBI: Comprehensive program for long-term rehabilita-
tion

* §1710E-TBI: Use of non-Department facilities for rehabilitation

e §7327-Centers for research, education, and clinical activities on
complex multi-trauma

* §8111-Sharing of DVA and DoD health care resources

* §8153-Sharing of healthcare resources

APPENDIX B

Public laws and the United States Code governing rehabilitation
Clinical Resources

The Next Step: The Rehabilitation Journey After Lower Limb
Amputation and Within Reach: The Rehabilitation Journey After
Upper Limb Amputation. Version 2. 2022.

VA/DoD Clinical Practice Guideline for Rehabilitation of Individuals
with Lower Limb Amputation. September 2017.

VA/DoD Clinical Practice Guideline for the Management of Upper
Limb Amputation Rehabilitation. Version 2.0. March 2022.

VA/DoD Clinical Practice Guidelines for the Management and
Rehabilitation of Post-Acute Mild Traumatic Brain Injury (mTBI).
2021.

Website Resources

Amputee Coalition

Rehabilitation and Prosthetic Services

Polytrauma/TBI System of Care

Traumatic Brain Injury Factsheets

Veteran Suicide Prevention

Whole Health in the VA System
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Reducing Readmissions Through
Primary Care Interventions

By Sager Abu Inseir, DNP, RN, FNP-C, and Colleen Morley, DNP, RN, CCM, CMAC, CMCN, ACM-RN FCM

Introduction and Overview
The Centers for Medicare and Medicaid Services (CMS) data
report that acute hospital 30-day readmissions account for
over $26 billion in Medicare spending. For some chronic
conditions, 30-day readmission rates were reported to be as
high as 34%. (CMS 2019) The factors driving the need to
reduce readmissions include cost containment, achievement
of performance initiatives and penalty avoidance, and
improvement of quality indicators and patient experience.
CMS mandates that acute care facilities provide an active
continuum of care and improved patient education to
increase patient engagement and self-management of their
conditions and decrease readmission rates. (CMS 2012)
Readmission reduction has been in the public eye for over 10
years. Public awareness continues to rise as health care data
become more transparent through quality data reporting
and dedication to patient satisfaction surveys. The current
literature points to a breakdown during the care transitions
across settings.

The focus of this project was to adapt and evaluate an
active support program providing coordinated care from
the community clinic side with the goal of the readmission
reduction for patients with chronic conditions. Evaluating
the data available for the patient population of the clinic site,
the population of hospitalized patients discharged from a
single (highest utilized) facility were identified as the pilot
focus group. This served both the needs of the clinic site and
the acute facility because of the focus on quality initiatives
and the financial implications to the facilities. The identi-
tied objectives for the program were to “provide support,
resources, and increased education to discharged patients
from time of inpatient discharge through the immediate
30-day post-acute period to increase self-management skills
to decrease 30-day readmissions.” (Morley 2019) The ratio-
nale for this project was to address the goals identified by the
Institute for Health Improvement and Agency for Healthcare
Research and Quality, through enablement of communi-
cation education to increase self-management skills for the

patient population’s health care with the aim of decreasing
the avoidable readmissions.

Acute facilities face yearly penalties based on their over-
all readmission rates, and the risk is filtering down to the
provider level, with primary care providers facing potential
cost-sharing and penalties as are currently in place with
some accountable care models. (CMS 2021) The Centers for
Medicare and Medicaid (CMS) have charged hospitals to
decrease readmissions through managing patients across the
care continuum and providing better health education to
patients and their caregivers to confidently master their care
in the lowest level of care safely available with the ultimate
goal of returning to the community. (CMS 2021)

PICOT Question

For hospitalized, established practice, engaged adult patients,
aged 18 years and older (P), would the use of an evi-
dence-based post discharge education and outreach protocol
(I) compared to the immediate 8-week retrospective group
who received standard follow-up protocol (C) decrease 30 day
readmission rates (O) over an 8-week period (T)?

Sager Abu Inseir, DNP-FNP-C, RN, MSN, is a
nurse practitioner with Southwest Physician Associates
in Flovida. He rounds at multiple hospitals and nursing
homes to treat patients with multiple health issues and
complex health problems.
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ACM-RN, FCM, is current president of the Case

Management Society of America National Board of

Directors and principal of Altra Healthcare Consulting

in Chicago, IL. She has held positions in acute care

as director of case management at several acute care
facilities and managed care entities in Illinois for over 14 years, piloting
quality improvement initiatives focused on readmission reduction, care
coordination through better communication, and population health
management.
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Banerjee and colleagues (2017) report that only 52% of patients reviewed attended their
post-hospitalization follow-up visit.

Desired Outcomes Summary

* Reduce hospital readmissions for the target population
by 10%

* Increase attendance at 7-day post-hospitalization PCP
visit by 10%

While hospital readmission was the primary desired goal
and outcome, a secondary goal was identified as an increase
in attendance at the post-hospitalization primary care
provider follow-up appointment. Studies have demonstrated
that patient attendance at follow-up appointments with their
primary care provider is significantly low. Banerjee and
colleagues (2017) report that only 52% of patients reviewed
attended their post-hospitalization follow-up visit. Morley
and Walker (2020) noted a similar trend in their review
of readmitted patients, reporting that 46% of readmitted
patients surveyed did not attend their scheduled follow-up
appointment.

Literature Review and Synthesis of Sources

After the final assessment of the available articles, 38 studies
were identified as resources for this project proposal. The
study interventions were categorized into several main cate-
gories: follow-up telephone calls, services related to discharge
planning interventions, enhanced patient education or
teaching methods, and use of collaborative care coordination
across the care continuum.

A recent survey conducted by the Center for Case
Management reported that “patients want to influence their
care but often do not understand their condition.” (Owens
& Garbe 2015) Hoyer and coauthors (2018) report “there are
many reasons for readmissions, including underlying comor-
bidities, social issues, and poor health behaviors.”

“Collaboration in health care delivery ensures patient
safety, promotes self-care, and improves decision-making
when providing care to patients with complex discharge
needs; this process also helps patients avoid prolonged hospi-
tal stays and readmission.” (Nnate et al 2021)

Hospitals frequently fail to complete or provide effective
care transitions at discharge. Transitions of care activities
such as comprehensive, understandable discharge instruc-
tions or efficient handoffs to the next level of care can
decrease the risk of postdischarge complications, including
avoidable readmissions. (Hoyer et al 2018)
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Patients who lack support postdischarge are frequently
readmitted due to complications. (AHRQ 2019) This proves
to be an overarching theme in studies focused on readmis-
sion reduction. Kripalani and coauthors (2019) report that
“lack of care coordination and continuum of care postdis-
charge increase the risk of readmissions to the hospital.”
Bamforth and co-researchers (2021) note that “these gaps
place health care systems and patients at risk for growing
financial burdens, higher morbidity and mortality rates,
decreased quality measures, and poor patient satisfaction.”
Postdischarge phone call interventions have been shown to
reduce readmissions and are a key part of established evi-
dence-based readmission reduction programs. (AHRQ 2019)

Providing an integrated approach to transitional care
can decrease care gaps between care settings. Active col-
laboration across the care continuum and patient-centered
care coordination to include enhanced patient education
can be completed by telephonic nursing follow-up calls after
discharge. Call programs currently in place can be built on
to further assess the patient’s retention of knowledge and
confidence of being able to self-manage their care at home.
(Ryan et al 2019) Other areas of focus include ensuring a
safe transition of care between providers and care settings.
Issues such as improved clinician-to-clinician communica-
tion, consistent patient education messaging, overreliance on
information technology systems, enhanced involvement of
community-based providers, and arrangements for prompt
follow-up and patient engagement to attend those post-hos-
pitalization follow-up visits must be addressed. (Alper et al
2021) Ryan and coauthors (2019) report that “more than 31%
of patients who received a discharge phone call were success-
fully enrolled in patient education, telephone, and in-clinic
follow-up, medication reconciliation, and home visits that
effectively reduced readmissions to the hospital.”

Of interest for this project was a hospital-based case man-
agement program, the Post-Acute Care Coordination (PACC)
Model. This model uses hospital-based staff, implementing a
series of in-person and phone-based interventions designed
to serve as reminders and reinforcement of discharge instruc-
tions, condition management education and gap-finding
for any issues that could potentially result in a readmission.
Readmission reduction for this program was noted at 65% for
patients with chronic obstructive pulmonary disease and 45%
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A recent survey conducted by the Center for Case Management reported that “patients want to
influence their care but often do not understand their condition.” (Owens & Garbe 2015)

for patients with congestive heart failure. (Morley 2019) The
benchmarks available on a national level are housed with the
CMS and under the Healthcare Cost and Utilization Project
(HCUP) at the Agency for Healthcare Research and Quality.
Current benchmarks demonstrate Medicare overall all-cause
30-day readmission rates at 17%. Additionally, acute care
facilities receive quarterly PEPPER (Program for Evaluating
Payment Patterns Electronic Report) reports from CMS that
provide provider-specific data statistics for discharges that
may be at risk for payment or penalty. For the acute care
facility associated with the DNP project, the current 30-day
all-cause unplanned readmission rate is 15.5%, which is in
line with the national average. (CMS 2022)

Timeframes for Implementation/Re-evaluation

The timeframe for project implementation was August 1,
2022, through October 31, 2022. The intervention’s success
was measured based on lack of readmission within 30 days of
discharge for the index admission of the target population
member. Participants were recruited for 4 weeks to allow for
readmission to be evaluated for the target population within
the 8-week implementation period.

Project evaluation was completed by comparing pre- and
postintervention data for the target population to evaluate
for reduction of actual readmissions for the target popula-
tion, including observation-status admissions. There can be a
risk of these patients being placed in observation status so as
not to “count” as a readmission. To evaluate the true impact
of the intervention, observation readmissions were included
in the data collection.

Intervention/Tools

The protocol for adapting the PACC program consisted of
patient identification, assessment, and evaluation of social
supports available to the patient with appropriate referrals
made during the inpatient stay, condition management and
discharge teaching, arrangement of follow-up appointments
with the primary care provider appointment within 7 days
of discharge, and a patient-centered follow-up program. The
after-discharge program comprised a series of telephone
interventions from the primary care practice to review dis-
charge instructions and follows a scripted list of transitional
factors to identify any new or ongoing gaps in care, such as

transportation, medication adherence, or other social issues.
These sessions also provided an opportunity for the patient
to ask questions or seek clarification on issues identified or
parts of the discharge plan and education provided. The first
postdischarge contact occurred within 48 to 72 hours postdis-
charge and continued with 4 weekly scheduled calls through
the 30-day post-hospitalization period. (Morley 2019)

Given the change in the location focus for this project,
from hospital to primary practice, the follow-up work was
managed by the practice staff, rather than hospital staff. All
other parts of the PACC program were implementable for the
provider practice location as written.

Challenges in Converting Setting of the Project

The sustainability of the project was dependent on the suc-
cess in reducing readmissions and increasing the patient’s
adherence to the follow-up primary care visits. Readmission
reduction activities have been the bailiwick of acute care facil-
ities to this point. Explaining the concept, importance, and
role of the primary care provider site were critical activities.

Leadership and physician provider dedication to the
project was a crucial priority in promotion of acquiring new
skills, building the new activities into the existing workflow,
and providing on-the-spot education to answer questions
related to different situations as they occurred. Change is not
easy and team members can become easily frustrated and fall
back into old patterns of work and behavior without the sup-
port of the practice owner and project leader.

As an adaptation of the acute facility-based PACC pro-
gram, the nurse practitioner, through an already established
therapeutic relationship with the patient “used the discharge
process to build on the education previously given. This pro-
vided continuity of information, less confusion for the patient
and the ability for the patient to ask more specific, personal-
ized, condition-related questions.” (Morley 2019)

Analysis and Recommendations

Data analysis for this project included the review and eval-
uation of the 30-day readmission rates for participants
recruited to the project versus the facility’s reported read-
mission rate. An additional metric of attendance at the initial
primary care provider visit post-hospitalization was also eval-
uated. During the implementation phase of the project, 49
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patients were recruited. After attrition, there were 44 patients
who completed the program.
Data collected included:
* Number of patients meeting criteria who agreed to
participate
* Attendance at initial postdischarge primary care
provider visit
* Readmission events within 30 days from index admission
* Interventions completed during follow-up program calls

Data Analysis

The attendance at the post-hospitalization primary care
provider visit was successful with 100% attendance within 7
days post-hospital discharge. Participants were given a choice
between an in-person visit and a telehealth visit. Telehealth
visits accounted for 46.9% or 23 visits and the traditional
in-person visits, 53.01% or 26 visits (Figure 1).

PRIMARY CARE PROVIDER
POSTDISCHARGE VISIT READMISSIONS VERSUS
WITHIN 7 DAYS ADHERENCE TOTAL POPULATION

Of the 44 participants who completed the project pro-
gram, there were only 2 hospital 30-day readmissions, for a
percentage of 4.54% (Figure 2).

The attrition rate of the follow-up call program was noted
to be 10.2% or 5 participants not completing the full 4-week
follow-up call program. Three of the participants actively
withdrew from the program after the first call, 1 participant
was unable to be contacted after the initial call, and 1 par-
ticipant was admitted to a skilled nursing facility from their
home after discharge from the hospital (Figure 3).

Relationship of Results

The project results correlated directly to the project’s frame-
work to provide excellent care and contribute to financial
viability for both the facility and primary care practice
through reduction of 30-day readmission. Excellent care was
demonstrated by the active care coordination that occurred
during the follow-up calls to meet the postdischarge needs of
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the patients and the feedback received from the patients and
their caregivers related to the follow-up calls.

Interventions provided for patients during the follow-up
call program included coordinated transportation to special-
ist visits, work with community pharmacies for prescription
delivery and medication management strategies, discus-
sions about ongoing symptom management, facilitation of
same-day in-person appointments to avoid an emergency
department visit follow-up on durable medical equipment
delivery, connection of the patient with community Senior
Service programs for assistance in the home, and facilitation
of placement in a skilled nursing facility directly from the
community rather than readmission for placement. Each
of these interventions also contributed to resolving patient
issues that could have easily led to a hospital readmission if
not addressed in a timely manner.

Positive takeaways from the project include the high fol-
low-up appointment attendance, low readmission rate and
low patient attrition rate. All patients were seen by the pri-
mary care provider within 7 days postdischarge as opposed
to the national average of 50.2%. The ability to flex to
telehealth visits was a key driver in this area of success. The
lower-than-national-average readmission rate for the popula-
tion (4.54% versus 15%) can be attributed to excellent patient
engagement and early identification of issues or barriers
through the weekly touchpoints. Patient attrition was sur-
prisingly low, which demonstrated that patients were appro-
priately educated about and engaged in the program before
discharge and found value in the weekly touchpoints.

The hospital facility engaged in the project has also
expressed interest in the results and may be considering
piloting this project at the facility’s employed primary care
clinic sites and recommending it to affiliated primary care
providers as well. The decrease in readmissions is notewor-
thy, even with the number of 49 participants.

Every health care practitioner creates a plan focused on
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Ryan and coauthors (2019) report that “more than 31% of patients who received a discharge phone
call were successfully enrolled in patient education, telephone, and in-clinic follow-up, medication
reconciliation, and home visits that effectively reduced readmissions to the hospital.”

reducing readmissions and to date, the provider practice
level has been absent from the conversation. This successful
implementation of a readmission reduction program at the
primary care provider site can help to bring the provider
practice setting into the conversation where the patient seeks
care more often in the primary care setting than any other
and where the first level of intervention belongs.

Conclusion

Recommendations and Implications for Future Practice
Further study of this intervention should include a larger
sample size and longer study period to determine if the suc-
cesses noted are replicable and applicable to other practices.
As the study of readmission reduction continues and facili-
ties are involved in value-based purchasing models such as
Bundled Care Payment Improvement Initiatives, where acute
facilities are responsible for the longer-term management of
patient care costs for up to 90 days post-hospital discharge,
projects like this can be key patient management strategies.
(CMS 2022).

For the last 12 years, readmission reduction has been in
the scope of work for hospitals and other acute care facili-
ties. As these types of facilities specialize in acute episodic
care, usually lasting a short period of time, the Hospital
Readmission Reduction Program under CMS has yielded
minimal results in reducing all-cause hospital readmissions.
Hospitals have been working tirelessly to institute programs
to close care gaps once the patient leaves the hospital that
have short-lived success. Since the focus of the issue is on
patient education and ensuring a patient can be successful
post-hospital discharge, it is time to shift the work of read-
mission avoidance into the community and primary care
practices. Primary care practices have established therapeutic
relationships with their patients, can be accessed more easily,
frequently, and at lower cost than hospital level care, and
are focused on prevention, wellness, and maintaining the
patient in their chosen environment. The new flexibility that
telehealth services give the primary care provider only serves
to enhance this relationship, making it patient-centered and
convenient. Research does note that interventions started
in the hospital/acute facility and transitioned into the com-
munity level are more successful than interventions that are
purely based in either one or the other.

While the evaluation of the project’s results was found to be
“not statistically significant,” the target population did not
experience a substantial number of readmissions and, when
compared to national averages, demonstrated meaningful
readmission reduction. The successful adaptation of this proj-
ect from acute facility focus to primary care setting demon-
strates that enhanced patient engagement touchpoints and
interventions can help to reduce readmissions by leveraging
the established therapeutic relationship and connection
between the patient and their primary care provider. [0
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Knowledge to Action...Driving Change
Through Research Utilization

By Melanie Prince, MSN, BSN, RN, NE-BC, CCM, FCM, FAAN

hree reflections inspired this article on research
utilization. First, I have reviewed more than 100
research articles in the past 12 months, and the
plethora of rigorous studies in health care, public
health, and clinical medicine is outstanding. Second, the
continued interest in the influences of social determinants
of health (SDOH) on individuals’ ability to achieve opti-
mal health is disseminating throughout academia, clinical
practices, medical societies, and governmental agencies.
For example, the Centers for Medicare & Medicaid Services
(CMS), published the SDOH-related Z codes (Z55-265) as
the ICD-10-CM encounter reason codes used to document
SDOH data, such as housing, transportation, food insecu-
rity, etc. (CMS 2021) The American Hospital Association
(AHA) provides guidance on procedures for the medical
team to collect data and document social needs of patient
populations and how these nonmedical factors may influence
individual health status. (AHA 2022) And third, the Case
Management Society of America (CMSA) has championed
the theme of case managers “Driving Change,” and one of
the best ways to drive change is through the utilization of
evidenced-based research. (CMSA 2023)
There are different terms used to describe how one can
take the results of a rigorous study and replicate the design
or procedures in the actual practice setting. Curtis and
colleagues (2017) found 6 terms/phrases to describe the
activity of translating research into practice: research
utilization, research dissemination, knowledge diffusion, knowledge
uptake, knowledge translation, and my favorite, knowledge-to-
action. Some studies may be generalized to settings where the
population, environment, and other criteria are consistent
with the research parameters. But many are not generalizable
and clinicians may be hesitant to use research that cannot be
replicated. However, the transfer of knowledge derived from

study results should be embraced as a way to improve practice.

It is possible to use 1 or 2 aspects of a study’s outcomes to
design a new program, revise an administrative procedure,
or initiate a process improvement. The key is to implement a
change in a methodical, measurable fashion.

There are streamlined frameworks a clinician can use

22 GareManagement June/July 2023

when implementing a change. One popular methodology

for process improvement is the Plan, Do, Check, Act (PDCA)
cycle originally developed by Walter A. Shewhart and refined
by W. Edwards Deming in the 1950s. (Swamidass 2000). This
cycle has withstood the test of time as a way to drive change
through process improvement. The PDCA cycle is as follows:

P=Plan stage where the clinician would study the problem
in context, collect data, and plan the change initiative

D=Do stage is when the clinician implements the change
as a trial or alpha test. For example, this change may be a
new process, revised program, or streamlined procedures

C = Check stage requires the clinician to assess if the
change is working and identify any concerns or new opportu-
nities that should be incorporated

A = Act stage, which is the implementation of the conclu-
sionary plan

PDCA is a continuous methodology that does not require
an expert level of research design acumen. The PDCA cycle
is straightforward and streamlined, which is why this meth-
odology is popular in various industries such as manufactur-
ing, education, and health care.

What is a practical example of how a clinical team can use
the results of a research study? Consider a study by Kulie and
co-researchers (2021) titled, “A health-related social needs
referral program for Medicaid beneficiaries treated in an
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Curtis and colleagues (2017) found 6 terms/phrases to describe the activity of translating
research into practice: research utilization, research dissemination, knowledge diffusion,
knowledge uptake, knowledge translation, and my favorite, knowledge-to-action.

emergency department (ED).” This subject matter is squarely
in the wheelhouse of case managers who advocate for the
assessment of SDOH as the context for eliminating barri-

ers in the continuity of care. The researchers conducted an
SDOH survey on 505 Medicaid beneficiaries before their dis-
charge from the ED, and 85% received a health-related social
need referral, primarily for housing, medical issues, and food
insecurity. The social needs identified spanned the SDOH
domains and included referrals to agencies for medical, food,
housing, transportation, behavioral health, wellness, legal,
and job training. However, the agency referrals were passive,
and unfortunately, less than 17% of patients received the
intended assistance from the agencies. The researchers noted
that other studies reported up to 25% success rates with
patient-agency referrals when there was active intervention
such as patient navigation.

Although this study has limitations, the results are
detailed enough to inspire a new process or PDCA study at
an acute care facility. Schon (1987) wrote about reflective
transfer, which means considering the conditions under
which the original study was done and analogizing the
results to other places when conditions are “similar enough.”
The case management 6-step process is a standardized inter-
vention that may be implemented in an ED, using the same
methodology of Kulie and co-researchers in their 2021 study.
For example, the case management supervisor or medical
director can enroll Medicaid beneficiaries into the SDOH
referral program, administer the survey, analyze the results,
and assign case managers to the most at-risk patients. The
case management process would be an active intervention
rather than the passive referral intervention used in the
original study. The AHA advocates for “employing a stan-
dardized approach to screening for, documenting and coding
social needs as a way for hospitals to” (AHA 2023):

* Track the social needs that impact their patients,
allowing for personalized care that addresses patients’
medical and nonmedical needs

» Aggregate data across patients to determine how to
focus a social determinants strategy (use of the research
survey tool to guide agency referrals)

¢ Identify population health trends and guide community
partnerships (based on your unique geographical
location)

The case management supervisor and ED medical direc-
tor can partner as co-leaders and the health care team can
use PDCA to organize the targeted efforts for the Medicaid
beneficiary cohort of ED patients. The administrative person-
nel can support the PDCA efforts with collecting and track-
ing the PDCA results. This example is feasible when there is
a collaborative team approach to a methodology that has the
potential for improving the lives of patients, engaging the
community, and reducing the costs of emergency medical
care. It is important to identify a defined timeframe for the
PDCA process improvement. Plan to convey the results to as
many stakeholders as possible and celebrate wins with staff
recognition.

LEAN in Health Care

In addition to the PDCA method, another way to initiate
process-improvement activities is to incorporate the princi-
ples of LEAN. LEAN is a quality improvement philosophy
originating from the Toyota Motor Company in Japan where
continuous improvement was built into the manufacturing
processes. Toussaint and Berry (2013) wrote an excellent
article where they capture several examples of how LEAN
principles were used for process improvement in health care.
They defined LEAN in health care as “an organization’s
cultural commitment to applying the scientific method to
designing, performing, and continuously improving the
work delivered by teams of people, leading to measurably
better value for patients and other stakeholders.” The article
includes templates to illustrate how LEAN principles are
incorporated into quality improvement within health care
settings. A contrasting opinion by another group of research-
ers provides additional context for LEAN in health care.
Radnor and colleagues (2012) also studied multiple examples
of LEAN implementation as a continuous process-improve-
ment strategy in health care, but found that LEAN initia-
tives were fragmented and not adopted as an institutional
improvement within organizations at large. While they advo-
cated for LEAN methodology as a process-improvement tool,
the authors acknowledged that institutional barriers hamper
system-wide implementation. Nevertheless, LEAN is another
example of how case managers can use evidenced-based
principles to advance process improvements within the prac-
tice of case management and supporting systems. Radnor
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LEAN WASTE EXAMPLES IN HEALTH CARE

1. Transportation « Staff walking to the other end of a ward
to pick up notes

« Central equipment stores for commonly
used items instead of locating items
where they are used

2.Inventory « Excess stock in storerooms that is not
being used

« Patients waiting to be discharged
« Waiting lists

3. Motion + Unnecessary staff movement looking for
paperwork

« Not having basic equipment in every
examination room

4. Waiting (Delay) for: | - Waiting for patients theater staff results,
prescriptions, and medicines

« -Waiting for doctors to discharge
patients

5. Overprocessing « Requesting unnecessary tests from
pathology

+ Keeping investigation slots “just in case”

6. OverProcessing « Duplication of information
« Asking for patients’ details several times

7. Defects Correction | « Readmission because of failed discharge
education/information

+ Repeating tests because correct
information was not provided

Adapted from Radnor Z, Holweg M, Waring J. Lean in healthcare: the
unfilled promise? Soc Sci Med. 2012;74(3):364-371.

and colleagues (2012) highlighted the central theme of LEAN
as driving efficiencies through the elimination of “waste” or
“non-value added” steps in a process. Table 1 is a depiction
of 7 types of waste that may be addressed in a LEAN pro-
cess-improvement initiative.

LEAN is customer focused, which makes it relatable to
clinical teams as they drive process-improvement initia-
tives that are patient/client focused. NEJM Catalyst (2018)
advocated for deploying LEAN in health care as a way for
organizations to improve patient satisfaction as decisions
and processes become patient focused, especially as hospi-
tals strive for value-based health care. Using examples from
Table 1, a case management or multidisciplinary team can
consider some of the process challenges inherent in pro-
viding care for complex or complicated patient/client cases.
The NEJM Catalyst described some of the waste examples in
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more detail, and 2 of them are notable representations of

a “day in the life of a case manager.” The two LEAN waste

examples, according to the NEJM Catalyst article are:

1. Eradicate Defects to Improve Quality of Care and Increase
Reimbursement: Process or system failures, medical mis-
takes, and misdiagnosis are examples of defect waste in
health care. Healthcare-acquired conditions such as blood
clots and infections, medication or surgical errors, avoidable
readmissions, preventable allergic reactions, and incomplete
or erroneous medical records all illustrate defect waste in
health care. As payers move toward pay for performance
models that reward/penalize outcomes, organizations can
leverage lean principles to mobilize every employee to eradi-
cate defect waste and improve quality to positively impact the
bottom line and, most importantly, to avoid mistakes.

2. Remove Waste from Overprocessing: Overprocessing occurs
when unnecessary work goes into treating patients. Needless
tests, filling out different forms with the same information,
and performing data entry in more than 1 system are exam-
ples. When time, effort, and resources do not add to the
quality of care or improve patient outcomes, [they] have the
potential to be changed or eliminated through lean analysis.
By viewing all processes through the lens of lean health care,
staff can help identify repetitive, redundant, or less-than-
valuable processes to save time and money.

Now, review the Radnor table and the 2 NEJM Catalyst
examples, and then consider the following case study.

Case Study
Mr R suffered a severe stroke resulting in mobility and speech
deficits. After 8 days in the hospital, the plan was to transfer
Mr R to an acute rehabilitation facility for continued thera-
pies. Several missteps occurred. The case management staff-
ing changed as part of the routine work schedule, and the
new team was not aware of the original team’s transfer plan.
The patient did not appear to comprehend the plan, and the
new hospitalist was unwilling to write new/revised orders for
transfer. The hospital was located in an area that had limited
availability for rehabilitation beds. The original case manager
had given the facility a heads-up about a likely transfer, but
nothing was documented. When the new team made the sec-
ond inquiry, there were no beds available. The patient’s family
was not cooperative about the transfer because they did not
understand why their father was moving to another facility
when he should remain in the hospital to receive the services
as an inpatient. There was family discord, health care team
confusion, and an increasingly depressed patient. By the time
Mr R was ready for discharge, there were no beds available
and his avoidable inpatient stay was extended.

The case management team collaborated with the acute
rehabilitation admissions team to map out the process of
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The researchers noted that other studies reported up to 25% success rates with patient-agency referrals
when there was active intervention such as patient navigation.

referrals and transfers between inpatient and acute rehabil-
itation. They discovered steps that were redundant (waste),
actions that complicated the process, gaps in communication
of pertinent information, and lack of patient/family involve-
ment. The team isolated each challenge and designed new
procedures to improve steps within the overall transfer pro-
cess. One of the outcomes was the development of a transfer
protocol that included timelines, milestones, and gates to
drive efficient implementation of the transfer protocol. The
protocol included validation of patient/family understanding
of and involvement in the transfer process.

The transfer process mapping identified 3 of the 7 LEAN
wastes: transportation, waiting/delays, and defects correction.
The team used these principles to guide the redesign steps
in the overall transfer process. The new transfer protocol was
sustainable because both end-users cooperated in the design
of the improved process. To Radnor’s (2012) points about “iso-
lated process improvements,” the transfer protocol does not
represent an institutional change. However, a LEAN mindset
to address other process inefficiencies may lead to a change
in organizational culture around continuous process improve-
ment. It is okay to start small or to address 1 problem at a
time. They key is to champion process-improvement method-
ology based on examples from the research literature.

Similar to PDCA, health care leaders must advocate for
research utilization. When feasible, consider employing a
research coach or consultant to champion research replica-
tion or process improvements using LEAN in health care.
Organization recognition via staff meetings, infographics,
personnel bonuses, or merit awards are excellent ways to insti-
tutionalize the concepts of research utilization and continuous
process improvements. The process-improvement methodology
and results can also be submitted for publication in professional
journals such as this one. Also, the Case Management Society
of America (CMSA) Foundation offers grants and research
awards for clinicians who conduct research, display process
improvements, or demonstrate research utilization practices.
These are examples of award recipients and real change
occurring within various health care settings:

2022 CMSA FOUNDATION AWARD RECIPIENT

* Case Management Practice Improvement Award: Kaiser
Permanente of Washington for their program “Readmission
Prevention of Patient Discharging with COVID”

2020 CMSA FOUNDATION AWARD RECIPIENTS

* Case Management Practice Improvement Award #1:
West Suburban Medical Center for their program
“Health Confidence & Simulation: A Novel Approach
to Patient Education to Improve Patient Engagement &
Reduce Readmissions”

* Case Management Practice Improvement Award #2:
Anthem, Inc for their program “High Outreach to
Promote Engagement (H.O.P.E)”

2019 CMSA FOUNDATION AWARD RECIPIENTS

* Case Management Practice Improvement Award:
Coordinated Behavioral Care for their Program,
“Pathway Home”

* Case Management Research Award: Kelson Zehr for
his project “Case Study: Triad Case Management Model
Applying Human Performance Technology”

More information about CMSA Foundation awards can be found
at hitps:/fwww.cmsafoundation.org/awards.

In conclusion, one need not be an expert in research,
statistics, or program evaluation. Research articles are writ-
ten in a way that makes replicating an aspect of a study or
developing a new process based on a study feasible. The
research provides a starting point for addressing challenges
within an often-complex health care delivery system.
Research studies can inspire multidisciplinary projects that
use straightforward methodology to implement change. The
Plan, Do, Check, Act methodology is an easy way to capture
process improvements that are likely occurring every day as
case managers address multi-ystem challenges. LEAN meth-
odology in health care requires a little more time commit-
ment, but the gains from understanding all aspects of an
end-to-end process via process mapping provides invaluable
insight into areas of inefficiencies, redundancies, gaps, and
waste. The key is to formulate a continuous process-improve-
ment mindset in which the challenge, changes, and outcomes
are documented. After documentation, the next steps are to
recognize the successes with staff recognition, journal publi-
cations, and award submissions. Finally, organizations can
invest in coaches or consultants with expertise in continuous
process improvement or LEAN in Healthcare certifications
to jumpstart research utilization initiatives. This investment
would go a long way toward promoting an evidenced-based

continues on page 38
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QALSODY (tofersen) injection, for intrathecal
use

INDICATIONS AND USAGE

QALSODY is indicated for the treatment of amyotrophic lateral
sclerosis (ALS) in adults who have a mutation in the superoxide
dismutase 1 (SOD1) gene. This indication is approved under
accelerated approval based on reduction in plasma neuro-
filament light chain (NfL) observed in patients treated with
QALSODY. Continued approval for this indication may be
contingent upon verification of clinical benefit in confirmatory
trial(s).

DOSAGE AND ADMINISTRATION

Recommended Dosage

Administer QALSODY intrathecally using a lumbar puncture
by, or under the direction of, health care professionals experi-
enced in performing lumbar punctures.

The recommended dosage is 100 mg (15 mL) of QALSODY
per administration.

Initiate QALSODY treatment with three (3) loading doses
administered at 14-day intervals. Administer a maintenance
dose every 28 days thereafter.

Missed Dose

If the second loading dose is missed, administer QALSODY as
soon as possible, and administer the third loading dose 14 days
later.

If the third loading dose or a maintenance dose is missed,
administer QALSODY as soon as possible, and administer the
next dose 28 days later.

DOSAGE FORMS AND STRENGTHS
Injection: 100 mg/15 mL (6.7 mg/mL) as a clear and colorless to
slightly yellow solution in a single-dose vial.

CONTRAINDICATIONS
None.

WARNINGS AND PRECAUTIONS

Myelitis and/or Radiculitis

Serious adverse reactions of myelitis and radiculitis have been
reported in patients treated with QALSODY. Six patients
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treated with QALSODY experienced myelitis or radiculitis in
the clinical studies. Two patients discontinued treatment with
QALSODY and required symptomatic management with full
resolution of symptoms. In the remaining 4 patients, symp-
toms resolved without discontinuation of QALSODY. If symp-
toms consistent with myelitis or radiculitis develop, diagnostic
workup and treatment should be initiated according to the
standard of care. Management may require interruption or
discontinuation of QALSODY.

Papilledema and Elevated Intracranial Pressure

Serious adverse reactions of papilledema and elevated intra-
cranial pressure have been reported in patients treated with
QALSODY. Four patients developed elevated intracranial
pressure and/or papilledema. All patients received standard of
care treatment with resolution of symptoms, and no events led
to discontinuation of QALSODY. If symptoms consistent with
papilledema or elevated intracranial pressure develop, diagnos-
tic workup and treatment should be initiated according to the
standard of care.

Aseptic Meningitis

Serious adverse reactions of aseptic meningitis (also called
chemical meningitis or drug-induced aseptic meningitis) have
been reported in patients treated with QALSODY. One patient
experienced a serious adverse reaction of chemical meningitis,
which led to discontinuation of QALSODY. One patient expe-
rienced a serious adverse reaction of aseptic meningitis, which
did not lead to discontinuation of QALSODY. In addition,
nonserious adverse drug reactions of increased CSF white blood
cells, and increased CSF protein level have also been reported
with QALSODY. If symptoms consistent with aseptic meningitis
develop, diagnostic workup and treatment should be initiated
according to the standard of care.

ADVERSE REACTIONS

The following clinically significant adverse reactions are dis-
cussed elsewhere in the labeling:

* Myelitis and/or Radiculitis

* Papilledema and Elevated Intracranial Pressure

* Aseptic Meningitis
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Clinical Trials Experience

Because clinical trials are conducted under widely varying
conditions, adverse reaction rates observed in the clinical trials
of QALSODY cannot be directly compared to rates in clinical
trials of other drugs and may not reflect the rates observed in
practice.

The safety of QALSODY 100 mg was evaluated in 147 patients
with SODI-ALS. The median patient exposure was 119.4 weeks
(range, 4-212 weeks). QALSODY was evaluated in the placebo-
controlled Study 1 and in the open label extension Study 2.

In Study 1 Part C, approximately 43% were female; 57% were
male; 64% were White and 8% were Asian. The mean age at
entry in Study 1 Part C was 49.8 years (range, 2378 years).

The most common adverse reactions (= 10% of patients
treated with QALSODY and greater than placebo) were pain,
fatigue, arthralgia, increased CSF white blood cells, and myal-
gia. Table 1 shows the common adverse reactions that occurred
in at least 5% of patients treated with QALSODY and at a 5% or
higher frequency than placebo.

ADVERSE DRUG REACTIONS THAT OCCURRED IN AT
LEAST 5% OF PATIENTS TREATED WITH QALSODY

AND AT >5% HIGHER FREQUENCY THAN PLACEBO

Study 1 Part C
QALSODY

100 mg Placebo

(n=72) (n=36)
Adverse Reaction % %
Pain 42 22
Fatigue 17 6
Arthralgia 14 6
Increased CSF white blood cells 14 0
Myalgia 14 6
Increased CSF protein level 8 3
Musculoskeletal stiffness 6 0
Neuralgia 6 0

Less Common Adverse Reactions

Serious adverse reactions of myelitis and radiculitis;

papilledema and elevated intracranial pressure; and aseptic

meningitis have occurred in patients treated with QALSODY.
In the long-term extension study, nonserious adverse reac-

tions of pyrexia have occurred with repeat administration of

QALSODY.

USE IN SPECIFIC POPULATIONS

Pregnancy

Risk Summary

There are no adequate data on developmental risks associated
with the use of QALSODY in pregnant women to evaluate for
a drug-associated risk of major birth defects, miscarriage, or
other adverse maternal or fetal outcomes. 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. The background
risk of major birth defects and miscarriage for the indicated
population is unknown.

Lactation

Risk Summary

There are no data on the presence of tofersen or its metabolites
in human milk, the effects on the breastfed infant, or the
effects on milk production. Tofersen was detected in the milk
of lactating mice following subcutaneous administration. The
developmental and health benefits of breastfeeding should be
considered along with the mother’s clinical need for QALSODY
and any potential adverse effects on the breastfed infant from
QALSODY or from the underlying maternal condition.

Pediatric Use

Safety and effectiveness in pediatric patients have not been
established.

Geriatric Use

A total of 13.5% (22/162) of patients were 65 years of age and
older and 1.2% (2/162) of patients were 75 years of age and
older at initiation of treatment in clinical studies for ALS in
patients who have a mutation in the superoxide dismutase 1
(SOD1) gene. No overall differences in safety or effectiveness
were observed between these patients and younger patients, but
a greater sensitivity of some older individuals cannot be ruled
out. There is no evidence for special dosage considerations
based on age when QALSODY is administered.

CLINICAL STUDIES

The efficacy of QALSODY was assessed in a 28-week
randomized, double-blind, placebo-controlled clinical study

in patients 23 to 78 years of age with weakness attributable to
ALS and a SODI mutation confirmed by a central laboratory
(Study 1 Part C, NCT02623699). One hundred eight (108)
patients were randomized 2:1 to receive treatment with either
QALSODY 100 mg (n = 72) or placebo (n = 36) for 24 weeks (3
loading doses followed by 5 maintenance doses). Concomitant
riluzole and/or edaravone use was permitted for patients.

The prespecified primary analysis population (n = 60, mod-
ified intent to treat [mITT]) had a slow vital capacity (SVC) =
65% of predicted value and met prognostic enrichment criteria
for rapid disease progression, defined based on their preran-
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domization ALS Functional Rating Scale-Revised (ALSFRS-R)
decline slope and SOD1 mutation type.

The non-mITT population (n = 48) had a slow vital capacity
(SVC) = 50% of predicted value and did not meet the enrich-
ment criteria for rapid disease progression.

Baseline disease characteristics in the overall intent-to-treat
(ITT) population (combined mITT and non-mITT popula-
tion) were generally similar in patients treated with QALSODY
and patients who received placebo, with slightly shorter time
from symptom onset and higher plasma NfL at baseline in the
QALSODY group. At baseline, 62% of patients were taking
riluzole, and 8% of patients were taking edaravone. Mean base-
line ALSFRS-R score was 36.9 (5.9) in the QALSODY treatment
group and 37.3 (5.8) in the placebo group. Median time from
symptom onset was 11.4 months in the QALSODY treatment
group and 14.6 months in the placebo group.

The primary efficacy analysis was the change from baseline
to Week 28 in the ALSFRS-R total score in the mITT popula-
tion, analyzed using the joint rank test to account for mortality
in conjunction with multiple imputation (MI) to account for
missing data for withdrawals other than death. Patients treated
with QALSODY experienced less decline from baseline in the
ALSFRS-R compared to placebo, but the results were not statis-
tically significant (QALSODY-placebo adjusted mean difference
[95% CIJ: 1.2 [-3.2, 5.5]). Other clinical secondary outcomes also
did not reach statistical significance.

Secondary endpoints of change from baseline at Week 28 in
plasma NfL and CSF SODI protein were nominally statistically
significant (see below). NfL reduction was consistently observed
for all subgroups based on sex, disease duration since symptom
onset, site of onset, and riluzole/edaravone use. (Table 2)

After completion of Study 1, patients had the option to enroll
in an open-label extension study. At an interim analysis at 52
weeks, reductions in NfL were seen in patients previously receiv-
ing placebo who initiated QALSODY in the open-label exten-
sion study, similar to the reductions seen in patients treated
with QALSODY in Study 1. Earlier initiation of QALSODY com-
pared to placebo/delayed initiation of QALSODY was associated
with trends for reduction in decline on ALSFRS-R, SVC per-
cent-predicted, and hand-held dynamometry (HHD) megascore
that were not statistically significant. Through all open-label
follow-up at the time of the interim analysis, earlier initiation
of QALSODY was also associated with a trend towards reduc-
tion of the risk of death or permanent ventilation, although
it was not statistically significant. These exploratory analyses
should be interpreted with caution given the limitations of data
collected outside of a controlled study, which may be subject to
confounding.

28 CareManagement June/July 2023

BIOMARKER RESULTS OF QALSODY IN STUDY 1
LLUUEE PART C AT WEEK 28
Biomarker Endpoints QALSODY Placebo
Plasma NfL
ITT population N=72 N=36
Adjus.ted geometric mean ratio to 045 112
baseline

QALSODY to placebo difference in
geometric mean ratio (95% Cl

0.40 (0.33,0.49)

Nominal p-value (ANCOVA+MI) <0.0001
miTT population N=39 N=21
Adjusfced geometric mean ratio to 040 120
baseline

QALSODY to placebo difference in
geometric mean ratio (95% Cl)

0.33(0.25,0.45)

Nominal p-value (ANCOVA+MI) <0.0001
CSF SOD1 Protein
ITT population N=72 N=36
AdJustefj geometric mean ratio 065 098
to baseline

QALSODY to placebo difference in
geometric mean ratio (95% Cl)

0.66 (0.57,0.77)

Nominal p-value (ANCOVA+MI) <0.0001
mITT population N=39 N=21
Adjustefi geometric mean ratio 071 116
to baseline

QALSODY to placebo difference in geo-
metric mean ratio (95% Cl)

0.62 (0.49,0.78)

<0.0001

Nominal p-value (ANCOVA+MI)

Note 1: N is the number of patients with baseline value.

Note 2: Ml was used for missing data. Model included treatment, use of
riluzole or edaravone, relevant baseline score and post- baseline values
(natural log transformed data). Separate models for mITT and nonmITT
were used and combined for ITT analyses.

Note 3: Adjusted geometric mean ratios to baseline, treatment
differences in adjusted geometric mean ratios to baseline and
corresponding 95% Cls and nominal p-values were obtained from
the ANCOVA model for change from baseline including treatment
as a fixed effect and adjusting for the following covariates: baseline
disease duration since symptom onset, relevant baseline score, and
use of riluzole or edaravone. The analysis was based on natural log
transformed data.
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PLASMA NFL ADJUSTED GEOMETRIC MEAN RATIO TO BASELINE VALUES IN STUDY 1 PART C BY STUDY WEEK
FOR THE ITT POPULATION

HOW SUPPLIED/STORAGE AND HANDLING

How Supplied

QALSODY injection is a sterile, clear and colorless to slightly
yellow solution supplied as 100 mg/15 mL (6.7 mg/mL) solution
in a single-dose glass vial free of preservatives.

Storage and Handling
Store refrigerated between 2°C to 8°C (36°F to 46°F) in the
original carton to protect from light. Do not freeze.

If no refrigeration is available, QALSODY may be stored in
its original carton, protected from light at or below 30°C (86°F)
for up to 14 days.

If removed from the original carton, unopened vials of
QALSODY can be removed from and returned to the refrigera-
tor, if necessary, for not more than 6 hours per day at or below
30°C (86°F) for a maximum of 6 days (36 hours).

PATIENT COUNSELING INFORMATION

Myelitis and/or Radiculitis

Inform patients and caregivers that QALSODY could cause
myelitis and radiculitis. Instruct patients and caregivers to
contact their healthcare provider if symptoms consistent with
these adverse reactions develop.

Papilledema and Elevated Intracranial Pressure
Inform patients and caregivers that QALSODY could cause

papilledema and elevated intracranial pressure. Instruct
patients and caregivers to contact their healthcare provider if
symptoms consistent with these adverse reactions develop.

Aseptic Meningitis
Inform patients and caregivers that QALSODY could cause
aseptic meningitis. Instruct patients and caregivers to
contact their healthcare provider if symptoms consistent with
meningitis develop.
For full prescribing information, see Product Insert.
QALSODY is manufactured by Biogen MA, Inc.

Other Drugs Recently Approved

Elfabrio (egunigalsidase alfa-iwix) is a hydrolytic lysosomal
neutral glycosphingolipid-specific enzyme indicated for the
treatment of adults with confirmed Fabry disease manufactured
by Protaix BioT'herapeutics, Inc. Fabry disease (also known as
alpha-galactosidase-A deficiency) is an inherited neurologic
disorder that occurs when the enzyme alpha-galactosidase-A
cannot efficiently break down fatty materials known as lipids
into smaller components that provide energy to the body. The
mutated gene allows lipids to build up to harmful levels in the
body’s autonomic nervous system (the part of the nervous system

continues on page 37
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LitScan for Case Managers reviews medical literature and reports abstracts that are of particular interest to
case managers in an easy-to-read format. Each abstract includes information to locate the full-text article if
there is an interest. This member benefit is designed to assist case managers in keeping current with clinical

breakthroughs in a time-effective manner.

HIV Med. 2023 May 4. doi: 10.1111/hiv.13498. Online ahead of
print.

Resistance rates among antiretroviral regimens

Clin Infect Dis. 2023 May 3; ciad266. doi: 10.1093/cid/
ciad266. Online ahead of print.

Vaccination status and trends in adult COVID-19-

in pregnant people living with HIV

Maria Isabel Fragoso da Silveira Gouvéa MIF, de Lourdes
Benamor Teixeira M, Fuller T, et al.

OBJECTIVES: To update nucleoside reverse transcriptase inhibitor
(NRTI), nonnucleoside reverse transcriptase inhibitor (NNRTI),
and protease inhibitor (PI) resistance rates and describe the
frequency of HIV subtypes in a cohort of pregnant people living
with HIV (PPLH) at a national Prevention of Mother-To-Child
HIV Transmission (PMTCT) center.

METHODS: We evaluated genotypic resistance among
PPLH during prenatal care who were antiretroviral therapy-naive
or experienced. We determined mutations by the Surveillance of
Drug Resistance Mutations (SDRM) dataset and also focused on
studying participants with intermediate or high resistance defined
through the Stanford score.

RESULTS: From 2018 to 2021, 1170 PPLH received prenatal
care at the center and 550 were genotyped. Among the 295
SDRMs, with respect to NRT I-resistance mutations, there were
271295 (9.2%) M184V/1, 14/295 (4.7%) T215Y/C/D/E/F/VILIS,
and 12/295 (4.1%) M41L. For NNRTTI, there were 75/295 (25.4%)
K103N, 18/295 (6.1%) M230, and 14/295 (4.7%) G190A/E/S
mutations. For PI, the most frequent mutations were 13/295 (4.4%)
V82A/S/FIT, 12/295 (4.1%) M461/L, and 10/295 (3.4%) D30N.
Based on the Stanford score, 36/224 (16%) naive participants had
one or more antiretroviral resistance mutations, 81% of whom had
NNRTT resistance. In the treatment-experience group, 108/326
(33%) had one or more mutations, 91% of whom had NNRTI
resistance. The most frequent HIV subtype was B (82.5%).

CONCLUSIONS: Our findings suggest that continuous
surveys of HIV genotype appear to be important tools to map
the distribution and evolution of HIV subtypes and resistance to
provide information to support treatment policies. Furthermore,
concerns about the use of rilpivirine-containing regimens
underscore the importance of resistance surveillance.
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associated hospitalizations by race and ethnicity,
March 2020-August 2022

Ko JY, Pham H, Anglin O, et al for the COVID-NET
Surveillance Team.

BACKGROUND: We sought to evaluate whether race/ethnicity
disparities in severe COVID-19 outcomes persist in the era of

vaccination.

METHODS: Population-based age-adjusted monthly rate
ratios (RR) of laboratory-confirmed COVID-19-associated hos-
pitalizations were calculated among adult patients from COVID-
19-Associated Hospitalization Surveillance Network (COVID-
NET) during March 2020—August 2022, by race/ethnicity. Among
randomly sampled patients, July 2021-August 2022, RRs for
hospitalization, intensive care unit (ICU) admission, and in-hospital
mortality were calculated for Hispanic, Black, American Indian/
Alaskan Native (AI/AN), and Asian/Pacific Islander (API) versus
White persons.

RESULTS: Based on data from 353,807 hospitalized patients,
hospitalization rates were higher among Hispanic, Black, and A/
AN versus White persons during March 2020—-August 2022, yet
the magnitude of the disparities declined over time (for Hispanic,
RR=6.7; 95% CI: 6.5-7.1 in June 2020 vs RR <2.0 after July 2021;
for AI/AN, RR=8.4; 95% CI: 8.2-8.7 in May 2020 vs RR <2.0
after March 2022; and for Black persons RR=5.3; 95% CI: 4.6-4.9
in July 2020 vs RR <2.0 after February 2022; all P<0.001). Among
8,706 sampled patients during July 2021-August 2022, hospitaliza-
tion and ICU admission RRs were higher for Hispanic, Black, and
AI/AN (range for both hospitalization and ICU admission: 1.4-2.4)
and lower for API (range for both: 0.6-0.9) versus White persons.
All other race and ethnicity groups had higher in-hospital mortality
rates versus White persons (RR range: 1.4-2.9).

CONCLUSIONS: Race/ethnicity disparities in COVID-
19-associated hospitalizations declined but persist in the era of
vaccination. Developing strategies to ensure equitable access to
vaccination and treatment remains important.
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AIDS Res HUm Retroviruses. 2023 May 4. doi: 10.1089/
AID.2022.0185. Online ahead of print.

Obesity modifies the relationship between
raltegravir and dolutegravir hair concentrations

and body weight gain in women living with HIV
Delille Lahiri C, Mehta CC, Sykes C, et al.

Integrase strand-transfer inhibitors (INSTIs) are associated with
weight gain in women living with HIV (WLH). Relationships
between drug exposure, baseline obesity, and INSTI-associated
weight gain remain unclear. Data from 2006-2016 were analyzed
from virally suppressed WLH enrolled in the Women’s Interagency
HIV Study who switched/added an INSTT to antiretroviral therapy:
(raltegravir [RAL], dolutegravir [DTG], or elvitegravir [EVG]).
Percent body weight change was calculated from weights obtained a
median 6 months pre- and 14 months post—INSTT initiation. Hair
concentrations were measured with validated LC-MS/MS assays.
Baseline (preswitch) weight status evaluated obese (body mass
index, BMI, 230 kg/m2) vs nonobese (BMI <30 kg/m?). Mixed
models examined the drug hair concentration baseline obesity status
interaction for each INSTT. There were 169 WLH included: 53
(31%) switched to RAL, 72 (43%) to DTG, and 44 (26%) to EVG.
Women were median age 47-52 years, predominantly non-Hispanic
Black, median CD4 counts >500 cells/mm?, >75% with undetectable
HIV-1 RNA. Over -1 year, women experienced median increases

in body weight: 1.71% (-1.78, 5.00) with RAL; 2.40% (-2.82, 6.50)
with EVG; and 2.48% (-3.60, 7.88) with DTG. Baseline obesity
status modified the relationship between hair concentrations and
percent weight change for DTG and RAL (Ps <0.05): higher DTG,
yet lower RAL concentrations were associated with greater weight
gain among nonobese women. Additional pharmacologic assessments
are needed to understand the role of drug exposure in INSTI-

associated weight gain.

J Travel Med. 2023 May 3; taad065. doi: 10.1093/jem/
taad065. Online ahead of print.

Negligible risk of surface transmission of SARS-
CoV-2 in public transportation

Alina Pilipenco, Michala Forinovd, Hana Maskovd, et al.
BACKGROUND: Exposure to pathogens in public transport

systems is a common means of spreading infection, mainly by

inhaling aerosol or droplets from infected individuals. Such
particles also contaminate surfaces, creating a potential surface-
transmission pathway.

METHODS: A fast acoustic biosensor with an antifouling
nano-coating was introduced to detect SARS-CoV-2 on exposed

surfaces in the Prague Public Transport System. Samples were
measured directly without pretreatment. Results with the sensor
gave excellent agreement with parallel qRT-PCR measurements on
482 surface samples taken from actively used trams, buses, metro
trains, and platforms between April 7 and 9, 2021, in the middle
of the lineage Alpha SARS-CoV-2 epidemic wave when 1 in 240
people were COVID-19 positive in Prague.

RESULTS: Only 10 of the 482 surface swabs produced positive
results and none of them contained virus particles capable of
replication, indicating that positive samples contained inactive virus
particles and/or fragments. Measurements of the rate of decay of
SARS-CoV-2 on frequently touched surface materials showed that
the virus did not remain viable longer than 1 to 4 hours. The rate of
inactivation was the fastest on rubber handrails in metro escalators
and the slowest on hard-plastic seats, window glasses, and stainless-
steel grab rails. As a result of this study, Prague Public Transport
Systems revised their cleaning protocols and the lengths of parking
times during the pandemic.

CONCLUSIONS: Our findings suggest that surface
transmission played no or a negligible role in spreading SARS-
CoV-2 in Prague. The results also demonstrate the potential of
the new biosensor to serve as a complementary screening tool in
epidemic monitoring and prognosis.

JAMA. 2023 May 2;329(17):1469-1477. doi: 10.1001/
jama.2023.4809.

National trends in mental health-related
emergency department visits among youth,
2011-2020

Bommersbach TJ, McKean AJ, Olfson M, Rhee TG.

IMPORTANCE: There has been increasing concern about the
burden of mental health problems among youth, especially since the
COVID-19 pandemic. Trends in mental health—related emergency
department (ED) visits are an important indicator of unmet
outpatient mental health needs.

OBJECTIVE: To estimate annual trends in mental health—
related ED visits among US children, adolescents, and young adults
between 2011 and 2020.

DESIGN, SETTING, AND PARTICIPANTS: Data from
2011 to 2020 in the National Hospital Ambulatory Medical Care
Survey, an annual cross-sectional national probability sample survey
of EDs, was used to examine mental health-related visits for youths
aged 6 to 24 years (unweighted = 49,515).

MAIN OUTCOMES AND MEASURES: Mental health—

related ED visits included visits associated with psychiatric or

substance use disorders and were identified by International
Classification of Diseases, Ninth Revision, Clinical Modification
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(ICD-9-CM; 2011-2015) and ICD-10-CM (2016-2020) discharge
diagnosis codes or by reason-for-visit (REV) codes. We estimated
the annual proportion of mental health—related pediatric ED
visits from 2011 to 2020. Subgroup analyses were performed by
demographics and broad psychiatric diagnoses. Multivariable-
adjusted logistic regression analyses estimated factors independently
associated with mental health—related ED visits controlling for
period effects.

RESULTS: From 2011 to 2020, the weighted number of pedi-
atric mental health—related visits increased from 4.8 million (7.7%
of all pediatric ED visits) to 7.5 million (13.1% of all ED visits)
with an average annual percent change of 8.0% (95% CI, 6.1%-
10.1%; P < .001). Significant linearly increasing trends were seen
among children, adolescents, and young adults, with the greatest
increase among adolescents and across sex and race and ethnic-
ity. While all types of mental health—related visits significantly
increased, suicide-related visits demonstrated the greatest increase
from 0.9% to 4.2% of all pediatric ED visits (average annual per-
cent change, 23.1% [95% CI, 19.0%-27.5%]; P < .001).

CONCLUSIONS AND RELEVANCE: Over the last 10 years,
the proportion of pediatric ED visits for mental health reasons
has approximately doubled, including a 5-fold increase in suicide-
related visits. These findings underscore an urgent need to improve
crisis and emergency mental health—service capacity for young
people, especially for children experiencing suicidal symptoms.

J Am Coll Cardiol. 2023 May 9;81(18):1766-1776. doi: 10.1016/;.

jacc.2023.02.049.

1-year outcomes of transcatheter tricuspid
valve repair

Kodali SK, Hahn RT, Charles J Davidson CJ, et al.

BACKGROUND: Surgical management of isolated tricuspid
regurgitation (TR) is associated with high morbidity and mortality,
thereby creating a significant need for a lower-risk transcatheter
solution.

OBJECTIVES: The single-arm, multicenter, prospective
CLASP TR (Edwards PASCAL TrAnScatheter Valve RePair
System in Tricuspid Regurgitation [CLASP TR] Early Feasibility
Study) evaluated 1-year outcomes of the PASCAL transcatheter
valve repair system (Edwards Lifesciences) to treat TR.

METHODS: Study inclusion required a previous diagnosis
of severe or greater TR and persistent symptoms despite
medical treatment. An independent core laboratory evaluated
echocardiographic results, and a clinical events committee
adjudicated major adverse events. The study evaluated primary
safety and performance outcomes, with echocardiographic, clinical,
and functional endpoints. Study investigators report l-year all-
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cause mortality and heart failure hospitalization rates.

Results: Sixty-five patients were enrolled: mean age of 77.4
years; 55.4% female; and 97.0% with severe to torrential TR. At
30 days, cardiovascular mortality was 3.1%, the stroke rate was
1.5%, and no device-related reinterventions were reported. Between
30 days and 1 year, there were an additional 3 cardiovascular
deaths (4.8%), 2 strokes (3.2%), and 1 unplanned or emergency
reintervention (1.6%). One-year postprocedure, TR severity
significantly reduced (P < 0.001), with 31 of 36 (86.0%) patients
achieving moderate or less TR; 100% had at least 1 TR grade
reduction. Freedom from all-cause mortality and heart failure
hospitalization by Kaplan-Meier analyses were 87.9% and 78.5%,
respectively. Their New York Heart Association functional class
significantly improved (P < 0.001) with 92% in class I or II,
6-minute walk distance increased by 94 m (P = 0.014), and overall
Kansas City Cardiomyopathy Questionnaire scores improved by 18
points (P < 0.001).

CONCLUSIONS: The PASCAL system demonstrated low
complication and high survival rates, with significant and sustained
improvements in TR, functional status, and quality of life at 1 year.

PLOS One. 2023 May 3;18(5):¢0283759. doi: 10.1371/journal.
pone.0283759. eCollection 2023.

Associations between long-term fine
particulate matter exposure and hospital
procedures in heart failure patients
Catalano S, Moyer J, Anne Weaver A, et al.

BACKGROUND: Ambient fine particulate matter (PM2.5)
contributes to global morbidity and mortality. One way to

understand the health effects of PM2.5 is by examining its impact
on performed hospital procedures, particularly among those with
existing chronic disease. However, such studies are rare. Here, we
investigated the associations between annual average PM2.5 and
hospital procedures among individuals with heart failure.
METHODS: Using electronic health records from the
University of North Carolina Healthcare System, we created a
retrospective cohort of 15,979 heart failure patients who had at
least 1 of 53 common (frequency > 10%) procedures. We used
daily modeled PM2.5 at 1 x 1 km resolution to estimate the annual
average PM2.5 at the time of heart failure diagnosis. We used quasi-
Poisson models to estimate associations between PM2.5 and the
number of performed hospital procedures over the follow-up period
(12/31/2016 or date of death) while adjusting for age at heart failure
diagnosis, race, sex, year of visit, and socioeconomic status.
RESULTS: A 1 pg/m’ increase in annual average PM2.5 was
associated with increased glycosylated hemoglobin tests (10.8%;
95% CI = 6.56%, 15.1%), prothrombin time tests (15.8%; 95% CI
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=9.07%, 22.9%), and stress tests (6.84%; 95% CI = 3.65%, 10.1%).
Results were stable under multiple sensitivity analyses.

CONCLUSIONS: These results suggest that long-term PM2.5
exposure is associated with an increased need for diagnostic testing
on heart failure patients. Overall, these associations give a unique
lens into patient morbidity and potential drivers of health care costs
linked to PM2.5 exposure.

Am J Cardiol. 2023 May 15;195:83-90. doi: 10.1016/j.
amjcard.2023.02.029. Epub 2023 Apr 7.

Hemodynamic predictors of stabilization

when using temporary mechanical support for
cardiogenic shock from acute on chronic heart
failure

Wolfe JD,Deych E, Sintek MA, Schilling JD.

Cardiogenic shock from acute on chronic heart failure is a lechal

condition that frequently requires temporary mechanical circulatory
support devices (tMCS) as a bridge to stabilization, durable
support, or heart transplantation. However, there are limited data
on methods to optimize use of tMCS in this population. We
identified patients who received tMCS devices for cardiogenic shock
from acute on chronic heart failure at a single center from August
2016 to July 2020. All the patients had invasive hemodynamic
data before and immediately after tMCS placement. We classified
patients according to whether they showed stabilization or
decompensation with tMCS. We then evaluated hemodynamics
pre-tMCS, post-tMCS, and the change in hemodynamics with
tMCS (A-tMCS) and assessed their relationship with clinical
outcomes. Among 111 patients who received tMCS, 71 stabilized,
and 40 decompensated. Post-tMCS hemodynamics were more
likely than were pre-tMCS or A-tMCS to predict stabilization.
Post-tMCS cardiac index >2.1 (area under the curve: 92.2) and
cardiac power index >0.3 (area under the curve: 89.6) were the
best predictors of stabilization. Patients who decompensated

had increased in-hospital all-cause mortality (hazard ratio 3.06
[1.29 to 7.24], P = 0.011), cardiovascular mortality, and increased
hospital and intensive care unit length of stay and were less likely
to receive left ventricular assist device or heart transplant (hazard
ratio 0.56 [0.36 to 0.88], P = 0.01). In conclusion, among patients
with cardiogenic shock from acute on chronic heart failure who
received tMCS, post-tMCS cardiac index and cardiac power index
were highly predictive of stabilization. Those who decompensated
had increased mortality, hospital length of stay, and intensive care
unit length of stay and were less likely to receive heart replacement
therapy.

ASAIO J. 2023 Apr 20. doi: 10.1097/
MAT.0000000000001937. Online ahead of print.

Improved 3 year heart transplant survival in Black
recipients following the Affordable Care Act

Brandes RA, Liang CJ, Suerig B, Chen FY, Couper GS,
Kawabori M.

To improve health care access, the US government implemented the
Affordable Care Act (ACA) in 2014. Previous studies investigating
its impact on health care inequities showed significant improve-

ment in Black transplant recipient outcomes. Our objective is to
determine the ACA’s impact on Black heart transplant (HTx) recip-
ients. Using the United Network for Organ Sharing database, we
analyzed 3,462 Black HTx recipients pre- and post-ACA (January
2009 to December 2012, and January 2014 to December 2017).
Black recipient numbers and rates of overall HTx, insurance effects
on survival, geographic changes in HTx, and post-HTx survival
were compared pre- and post-ACA. Black recipients increased from
1,046 (15.3%) to 2,056 (22.2%) post-ACA (P < 0.001). Three year
survival increased among Black recipients (85.8-91.9%, P = 0.01;
79.4-87.7%, P < 0.01; 78.3-84.6%, P < 0.01). Affordable Care Act
implementation was protective for survival (hazard ratio [HR] =
0.64 [95% confidence interval [CI], 0.51-0.81], P < 0.01). Publicly
insured patient survival increased post-ACA to match that of pri-
vately insured (87.3-91.8%, P = 0.001). United Network for Organ
Sharing (UNOS) Regions 2, 8, and 11 experienced improved sur-
vival post-ACA (P = 0.047, p = 0.02, and P < 0.01, respectively). The
post-ACA era showed improved HTx access and survival in Black
recipients, indicating that national medical policy may play a strong
role in eliminating racial disparities. Further attention is required to
improve inequities in medical care.

Am J Manag Care. 2023 Apr;29(4):196-202. doi: 10.37765/
ajmc.2023.89348.

Multilevel influences on patient engagement
and chronic care management

Miller-Rosales C, Brewster AL, Shortell SM, Rodriguez HP.

OBJECTIVES: Physician practices are increasingly owned by
health systems, which may support or hinder adoption of innovative

care processes for adults with chronic conditions. We examined
health system- and physician practice-level capabilities associated
with adoption of (1) patient engagement strategies and (2) chronic
care management processes for adult patients with diabetes and/or
cardiovascular disease.

STUDY DESIGN: We analyzed data collected from the
National Survey of Healthcare Organizations and Systems, a

continues on page 35
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Coming Up: CMSA 2023 National
Conference June 27-30

continued from page 5

and how can we maintain a patient-

centered approach more often?

* Jean Watson, PhD, nurse theorist,
award-winning author, legend:
“Humanization of Health Care:
Philosophy & Practice of Human
Caring /Healing/Health”

Considered to be a legend in the

industry, Dr. Watson will lead us

through the humanization of health
care using authentic practice and her
research exemplars of Caring Science/

Theory of Human Caring.

With all this education, networking
and the resource hall, CMSA 2023
National Conference is a one stop shop
for all of your professional develop-
ment needs! See you in Las Vegas!

Register at https:/cmsa.societycon-

ference.com/v2/ [

The Case Management Society of America
(CMSA) facilitates the growth and development
of professional case managers across the

Sull health care continuum, promoting high
quality, ethical practice benefitting patients and
their families. We strive for improved health
outcomes by providing evidence-based resources,
impacting health care policy and sustaining
the CMSA-developed Standards of Practice for
Case Management. www.cmsa.org

Readers:

Have an idea for an article? Send
your suggestions for editorial topics
to: Catherine Mullahy, cmullahy@

academyccm.org.

Authors:

Consider contributing an article
to CareManagement. Please send
manuscripts or inquiries to:
cmullahy@academyccm.org.
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Advocacy: Another Name for Case
Management continued from page 4

affected by many variables including
English as a second language, edu-
cation, literacy skills, and attitudes
toward health care. As advocates,

we know that it’s not enough to pro-
vide information about an illness,
treatment, or other care choice. We
need to engage our patients in con-
versation—by asking open-ended
questions, for example—with the
objective being to ascertain what they
understand and probe for questions
they might be reticent to ask. Once
a care plan is put in place, asking
the individual to repeat the details
can provide assurance that they
understand, while correcting any
misperceptions before they become
an issue. All these efforts will allow
for better patient outcomes.

While the intention behind advo-
cacy is universal and consistent, what
that looks like in every interaction is
unique to the individual involved. To
that end, listening and hearing are
imperatives for anyone who advocates
for others.

No matter how experienced we are
as case managers, we can never assume
that we know best or have all the
answers. Only by listening can we
prioritize the patient’s goals and
ensure that the care plan moves in the
direction of pursuing those goals. In
the complex and often confusing world
of health and human services, case
managers are uniquely positioned to
demonstrate our advocacy by seeing,
hearing, and understanding our
patients and what they need.

OIG: Expanded FAQs

continued from page 7

result in overutilization of services and
increased program costs and that may
adversely affect quality of care and
patient freedom of choice among pro-
viders...” [See 64 Fed. Reg. 63,518,
63,520 (Nov. 19, 1999)].

“However, we recognize that as the
health care industry moves away from a
fee-for-service payment model toward
value-based care, providers may need
additional flexibility to support legiti-
mate, collaborative arrange-
ments. Through our final rule at 85
Fed. Reg. 77,684 (Dec. 2, 2020), we
finalized safe harbors that provide
additional flexibility to providers and
suppliers pursuing value-based
arrangements. Illustratively, providers
and suppliers with common ownership
may be able to establish a ‘value-based
enterprise’ and utilize the safe harbors
that are available to those entities” [See
e.e., 42 CFR Section 1001.952(ee)-(gg).]

We note that compliance with a safe
harbor is voluntary and that the advi-
sory opinion process remains available
for those who wish to obtain OIG
review of a particular arrangement
involving common ownership.”

The OIG certainly seems to “beg
the question” in this FAQ. Questions
about remuneration exchanged
between entities with common owner-
ship often occur outside of value-based
arrangements. And, yet, if such remu-
neration is impermissible, what are the
practical effects on the ability of multi-
provider systems to operate?

FAQs from the OIG are another way
for providers to gain knowledge and
insight into important fraud and abuse
compliance issues. Definitely worth

reading! EI

©2023 Elizabeth E. Hogue, Esq.
All rights reserved. No portion of this material
may be reproduced in any form without the
advance written permission of the author.
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nationally representative survey of physician practices (n = 796) and
health systems (n = 247) (2017-2018).

METHODS: Multivariable multilevel linear regression models
estimated system- and practice-level characteristics associated with
practice adoption of patient engagement strategies and chronic care
management processes.

RESULTS: Health systems with processes to assess clinical
evidence (ff = 6.54 points on a 0-100 scale; P = .004) and with
more advanced health information technology (HIT) functionality
(B = 2.77 points per SD increase on a 0-100 scale; P = .03) adopted
more practice-level chronic care management processes, but not
patient engagement strategies, compared with systems lacking these
capabilities. Physician practices with cultures oriented to innovation,
more advanced HIT functionality, and with a process to assess
clinical evidence adopted more patient engagement strategies and
chronic care management processes.

CONCLUSIONS: Health systems may be better able to
support the adoption of practice-level chronic care management
processes, which have a strong evidence base for implementation,
compared with patient engagement strategies, which have less
evidence to guide effective implementation. Health systems have
an opportunity to advance patient-centered care by expanding
practice-level HIT functionality and developing processes to
appraise clinical evidence for practices.

Retina. 2023 May 1. doi: 10.1097/
IAE.0000000000003827. Online ahead of print.

Better baseline vision leads to better outcomes
after the 0.19-mq fluocinolone acetonide
intravitreal implant in diabetic macular edema

Gonzalez VH, Luo C, Almeida DRP; for the PALADIN Study
Group.

PURPOSE: Analysis of a 3-year, phase 4, open-label, observational
study evaluating the association of baseline best-corrected visual
acuity (BCVA) with visual, treatment burden, and retinal thickness
variability (RT'V) outcomes and intraocular pressure (IOP)-
related events following the 0.19-mg fluocinolone acetonide (FAc)
intravitreal implant.

METHODS: Data from patients with diabetic macular
edema (DME) who did not have a clinically significant rise in IOP
following previous corticosteroid treatment (N=202 eyes from 159
patients) were segregated by baseline BCVA of 220/40 or <20/40
and analyzed for BCVA, number of yearly supplemental DME
treatments, RTV, and incidence of IOP-related event.

RESULTS: At 36 months post-FAc, eyes with better baseline
BCVA (220/40) maintained baseline BCVA, while vision in eyes
with worse baseline BCVA (<20/40) increased by approximately

7 letters to 61.34 letters (Snellen equivalent approximately 20/60;
P<0.05). Treatment burden and RTV decreased post-FAc regardless
of baseline BCVA. Eyes with better baseline BCVA (220/40) had
numerically fewer IOP-related events post-FAc vs eyes with worse
baseline BCVA (<20/40), including a lower incidence of incisional
IOP-lowering surgery.

CONCLUSIONS: The 0.19-mg FAc implant improved RTV
and treatment burden regardless of baseline BCVA. Better baseline
BCVA (220/40) was associated with long-term BCVA maintenance.
Though eyes with worse baseline BCVA (<20/40) experienced
significantly improved BCVA, it never rose to the level of those
with better baseline BCVA. These data indicate that early, effective
intervention in DME, before significant vision loss occurs, is key to
maintaining visual outcomes.

Earn Required Ethics Continuing
Education Credits by reading
CareManagement.

To renew your CCM and/or CDMS certification, it is required
that you have continuing education credits specific to ethical
practice, so you have an understanding of the Code of
Professional Conducts and its Guiding Principles.

To help readers meet this requirement, CareManagement will
publish at least two pre-approved ethics articles each year
each with one continuing education credit. You can earn
the required ethics hours by reading the CareManagement
articles and passing the associated test.

How many ethics hours are required?
M For CCM, eight (8) continuing education ethics credits are
required
M For CDMS, four (4) continuing education ethics credits are
required

Join or renew your membership to the Academy of
Certified Care Managers (ACCM) and receive a free
subscription to CareManagement!
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Building Therapeutic Relationships
Telephonically continued from page 10

he returned to his apartment from

a recent hospital stay. Not only did
this constitute an emergency but also
provided me the opportunity to gain
John's trust as I gave him instructions
over the phone about how to improve
his breathing and run the oxygen
system. I helped him to get the supply
company to return to his home right
away to ensure the equipment was
properly set up and to give John better
instructions on how to use it.

On my next call John was breathing
much more easily and was clearly
much more clearheaded, since his
oxygenation was adequate. John was
quick to thank me for my assistance
and was ready to tell me more about
his situation. We talked about what I
could offer him, and he told me what
his goals and hopes were as he came to
terms with his eminent death.

I did not shy away from his desire
to speak directly about dying and his
concerns about what would happen
to him in the coming months. My
background as a hospice nurse
provided me with lots of experience

to draw on and comfort to offer
during these conversations as John
asked questions and discussed his
feelings. One of the things I learned
was that John has support from his
wife and daughter, although they were
estranged. Despite the support, he was
feeling rather alone. I offered to make
a regular schedule for our calls, and
John enthusiastically asked if I would
call every week on Tuesday afternoon.
I set up the schedule and arranged my
Tuesdays so that I would never miss a
call with him.

Over the course of a month, John
began to speak more and more
frankly with me about his needs, and
I was able to provide meaningful
guidance, support, and tools to help
him resolve some problems—Iike
getting the oxygen company to provide
appropriate humidification equipment
for his oxygen concentrator. Then one
day, John confided in me the serious
error he had made that had resulted
in his separation from his wife and
his estrangement from his grownup
daughter and her child. He was so
ashamed of what he had done that he
expressed concern that I would stop
helping him as a result. Since none

of this had any bearing on the help

I was providing John, I explained it
would not change any aspect of our
relationship. His relief at my response
was so strong I could feel it over the
phone.

By listening carefully to what John
had to tell me and asking careful
questions about the things I thought
he might not be expressing, I had built
a relationship of trust and comfort
with John that allowed him to share
his worries and problems, and allowed
me to help him find solutions. The
combination of reliably following
through on my commitments—calling
each week at the appointed time and
providing useful advice, educational
tools, and direct intervention with
providers—as well as listening
carefully and respectfully to John, I
had earned his trust and respect. That
allows me to continue to provide him
meaningful support as his disease
progresses and to help him though
this difficult period of his life.

Reprinted by permission from “Case
Management: Creating Connections...
Shaping Solutions” Volume 5 by Colleen
Morley and Eric Bergman, Editors, CMSA

Advocacy: From Return-to-Work to
Self-Advocacy continued from page 6

are acceptable to everyone.

Self-advocacy may shift the employ-
ee’s attention to services available in
the community. Such services might
range from health and wellness pro-
grams to developing new skills that
make them even more valuable in the
workplace.

At the same time, there may be
cultural sensitivities to be considered,
as well. For some employees, self-advo-
cacy and speaking up about their needs
may run contrary to their cultural
attitudes that see the workplace as
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hierarchical. Therefore, the CDMS
needs to be culturally aware of poten-
tial barriers, while keeping an open
mind to the employee’s beliefs, atti-
tudes, and values.

For a CDMS, advocacy is grounded
in the twofold goal of keeping employ-
ees on the job and maintaining pro-
ductivity for the employer. Perhaps
even more satisfying is supporting
employees in taking the next step, to
self-advocate for what they need to

thrive. B

Whistleblowers Fight Back

continued from page 9

whistleblower suit, of course! The mes-
sage from this case and many others is
clear: Don'’t shoot the proverbial mes-
senger who brings information about
possible fraud and abuse violations.
There is a heavy price to be paid.

©2023 Elizabeth E. Hogue, Esq.
All rights reserved. No portion of this material
may be reproduced in any form without the
advance written permission of the author.



PharmaFacts for case Managers

continued from page 29

that controls involuntary functions such as breathing and heart-
beat), as well as in the eyes, kidneys, and cardiovascular system.

Arexvy (respiratory syncytial virus vaccine, adjuvanted)
Suspension for intramuscular injection is a vaccine indicated
for the prevention of RSV infection manufactured by
GlaxoSmithKline.

Lumryz (sodium oxybate) Granules for Extended Release Oral
Suspension is a once-nightly formulation of the approved central
nervous system depressant sodium oxybate indicated for the treat-
ment of excessive daytime sleepiness and cataplexy in adults with
narcolepsy manufactured by Avadel Pharmaceuticals plc.

Uzedy (risperidone) Extended Release Injectable is a long-act-
ing atypical antipsychotic indicated for the treatment of schizo-
phrenia in adults manufactured by Teva Pharmaceuticals and
MedinCell.

RizaFilm (rizatriptan) Oral Film is a serotonin (5-HT) 1B/1D
receptor agonist (triptan) oral film formulation for the acute
treatment of migraine manufactured by IntelGenx Corp.

New Research

Medical Cannabis May Be Tied to Improved Health-Related
Quality of Life

Findings from a recent study conducted by Thomas R. Arkell
PhD and colleagues, from the Swinburne University of
Technology in Melbourne, Australia, have found that medical
cannabis may improve quality of life according to a study pub-
lished in JAMA Network Open. Some 3148 patients participated
in this study. The most common indication for the use of medi-
cal cannabis was for the treatment of noncancer pain (68.6%),
followed by cancer pain (6.0%), insomnia (4.8%), and anxiety
(4.2%). Using the 36-Item Short Form Health Survey, all
patients reported significant improvements over baseline in all
domains of the Short Form Health Survey. These improvements
were mostly sustained over time.

CE1

Veterans Affairs Polytrauma and Amputation Health
Care and Comprehensive Case Management and Care
Coordination continued from page 16

VADoDLLACPG092817.pdf

VA/DoD Clinical Practice Guideline for the Management of Upper
Limb Amputation Rehabilitation. Version 2.0. March 2022. Accessed
May 29, 2023. https://www.healthquality.va.gov/guidelines/Rehab/
ULA/VADoDULACPG_Final 508.pdf.

VHA Directive 1172.03. Amputation System of Care. Department of
Veterans Affairs, Veterans Health Administration; 2018.

VHA Directive 1172.01. Polytrauma System of Care. Department of
Veterans Affairs, Veterans Health Administration, 2019.

VHA Directive 1110.04. Integrated Case Management Standards
of Practice. Department of Veterans Affairs, Veterans Health
Administration; 2020.

VHA Directive 1173.3. VHA Outpatient Amputation Specialty Clinics.
Department of Veterans Affairs, Veterans Health Administration; 2020.
VHA Directive 1160.07. VHA Suicide Prevention Program.
Department of Veterans Affairs, Veterans Health Administration; 2021.

Webster ], Scholten |, Young P, Randolph BJ. Ten-Year Outcomes of
a Systems-Based Approach to Longitudinal Amputation Care in the
US Department of Veteran Affairs. Fed Practitioner. 2020;37(8):360-367.

ACCM has partnered with Pfizer to bring our members
special access to ArchiTools, a centralized resource to
help case managers deliver value-driven health care
with interactive training modules, downloadable tools,
annotated and detailed article reprints, and more.
Learning modules cover:

« Health information technology

- Payment reform

- Team-based practice

- Care transitions

« Prevention and wellness

« Care coordination

Learn more »
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CE2

Reducing Readmissions Through Primary Care
Interventions continued from page 20

Hoyer EH, Brotman DJ, Apfel A, et al. Improving outcomes after
hospitalization: a prospective observational multicenter evaluation
of care coordination strategies for reducing 30-day readmissions to
Maryland hospitals. | Gen Intern Med. 2018;33(5):621-627.

Kripalani S, Chen G, Ciampa P, et al. A transition care coordinator
model reduces hospital readmissions and costs. Contemp Clin Trials.
2019;81:55-61.

LaBedz SL, Prieto-Centurion V, Mutso A, et al. Pragmatic clinical
trial to improve patient experience among adults during transitions
from hospital to home: the PArTNER study. / Gen Intern Med.
2022;37(16):4103-4111.

Mitra N, Myers ]S. If you book it, will they come? Attendance at
postdischarge follow-up visits scheduled by inpatient providers.

J Hosp Med. 2017;12(8).

Morley C. The value of post-acute care coordination (PACC) in
reducing readmissions. CMSA Today. 2019; Issue 2. Accessed June 9,
2023. https://www.cmsatoday-digital.com/cmsq/0418 issue 22019/
MobilePagedArticle.action?articleld=1463556#articleld1463556

Morley C, Walker E. Health literacy, health confidence and the
connection to readmissions. CMSA Today. 2020;7(2-3):4-5.

Nnate DA, Barber D, Abaraogu UO. Discharge plan to promote
patient safety and shared decision making by a multidisciplinary
team of healthcare professionals in a respiratory unit. Nurs Rep.

2021;11(3):590-599.

Overgaard PM. Get the keys to successful project management.
Nurs Manag. 2010;14(6):53-54.

Owens JM, Garbe RA. Effect of enhanced psychosocial assessment on
readmissions of patients with chronic obstructive pulmonary disease.
Soc Work Health Care. 2015;54(3):234-251.

Pomerantz |, Toney S, Hill Z. Care coaching: an alternative approach to
managing comorbid depression. Prof Case Manag. 2010;15(3):137-142.

Shaw JA, Stiliannoudakis S, Qaiser R. Thirty-day hospital readmissions:
a predictor of higher all-cause mortality for up to two years. Cureus.
2020;12(7):€9308.

Sullivan C, Haines D, Garst R. 30-day hospital readmission
benchmarking guide. National Home Infusion Foundation. 2020.
Accessed June 9, 2023. http://nhia.org/documents/30_Day Hospital
Readmission Benchmarking Guide.pdf
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CE3

Knowledge to Action...Driving Change Through
Research Utilization continued from page 24

culture of process improvement and research. Driving
change is possible when clinicians transform knowledge to
action, and the opportunities for case management to be at
the forefront of change are exceptional! EII

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 15, 2023.

Take this exam online >

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.
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Case Managers: There’s no better time
to advance your career than now!

Whether you're an experienced Certified Case Manager (CCM), a new case manager looking to earn
your CCM credential, or a case manager thinking about starting your own case management practice,
Catherine M. Mullahy, RN, BS, CRRN, CCM and Jeanne Boling, MSN, CRRN, CDMS, CCM can help. Their
award-winning case management education and training resources incorporate their decades of

experience, leadership and success in case management. These CMSA Lifetime Achievement Award Winners and veterans who helped
develop case management standards and codes of conducts have created ™Best in Class tools to address your career needs and goals.

Here are just some of Mullahy & Associates' career-advancing resources:

save 25

with code

25GEPCM

...............................................................................

THE CASE MANAGER’S HANDBOOK, 6TH EDITION

M The definitive resource in case management
H A trusted study guide for CCM preparation

B A comprehensive compendium of best practice fundamentals, latest developments,
strategies for managing various cases, legal and ethical issues, and much more

B Used in nursing schools/university curriculum across the globe

ORDER NOW!

...............................................................................

BEST IN CLASS CASE MANAGEMENT ONLINE COURSE, 2.0 EDITION

B Your gateway to certification and leading-edge practice

H 14 Interactive, Multi-Media Modules which together define case management
and the duties of a case manager

M Ideal for beginners, intermediate and advanced level learners

H Aligned with the CCMC Knowledge Domains

Il Study at your own pace, 24/7, with easy to access online content

B Robust platform complete with sample questions, helpful study tips,
case management videos and more

ORDER NOW!

...............................................................................

GOLD ENTREPRENEUR PACKAGE FOR INDEPENDENT CASE MANAGERS

Hl Designed to help you build a successful case management business

H Includes marketing brochures, administrative & practice management tools,
templates and access to an online forms library

B Complete with a copy of The Case Manager's Handbook, Sixth Edition and
Direct-to-Consumer Case Management Guide provided

M Provides mentorng access with experienced industry leaders

ORDER NOW!

To learn more about these career-advancing resources
and others click here, or call: 631-673-0406.
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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.

: Are CE exams available online?

: 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. 1f
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.

)

: Where can I get my membership certificate?

: 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.

=0

: How long does it take to process CE exams?
: Online exams are processed instantly. Mailed exams are normally
processed within 4 to 6 weeks.

>~ ©

: Do CE programs expire?
Continuing education programs expire in approximately 90 days.
Continuing education programs that offer ethics CE credit expire
in 1 year.

)

: Is your Website secure for dues payment?

: 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

join/renew ACCM online at www.academyCCM.org
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Membership Application

Do not use this application after December 31, 2023.
ACADEMY OF CERTIFIED CASE MANAGERS

Join or renew ACCM online at www.academyCCM.org

D I wish to become a member. Date
First Name Middle Name Last Name

Home Address

City State Zip

Telephone Fax e-mail (required)
Certification ID # (ACCM mailings will be sent to home address)

Practice Setting:

Which best describes your practice setting?

(J Independent/Case Management Company (J Hospital

(U Rehabilitation Facility (J Home Care/Infusion
U Medical Group/IPA (A Academic Institution
U Hospice d vA

U Consultant J DOD/Military

W HMO/PPO/MCO/InsuranceCompany/TPA  Other:

JOIN ACCM TODAY!

U 1 year: $130 (year begins at time of joining)

(1 Check or money order enclosed made payable to: Academy of Certified Case Managers.
Mail check along with a copy of application to:
Academy of Certified Case Managers, 2740 SW Martin Downs Blvd. #330, Palm City, FL 34990.

) Mastercard U Visa (] American Express If using a credit card you may fax application to: 203-547-7273

Card # Exp. Date: Security Code:

Person’s Name on Credit Card: Signature:

Credit Card Billing Address:

City: State: Zip:

For office use only: Membership # Membership expiration
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HEALTH CARE CASE MANAGEMENT

GET
CERTIFIED.
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DEVELOP
OTHERS.

The CCM is the oldest,
largest and most
widely recognized case
manager credential.

Ready to demonstrate
your value?

When you become a CCM®, you join the top tier of the nation’s
case managers. It’'s a commitment to professional excellence,
elevating your career and influencing others.

Those three letters behind your name signal the best in health
care case management.

Employers recognize proven expertise. Among employers of
board-certified case managers:

* 44% require certification

* 58% help pay for the exam

* 43% help pay for recertification
Join the ranks of more than 50,000 case managers holding the
only cross-setting, cross-discipline case manager credential

for health care and related fields that’s accredited by the
National Commission for Certifying Agencies.

You’re on your way to great things.
GET CERTIFIED. DEVELOP OTHERS.

® Commission for Case Manager Certification | 1120 Route 73, Ste. 200 | Mount Laurel, NJ 08054
ccmchg@ccmcertification.org | www.ccmecertification.org | 856-380-6836

H2R.072022.CMBOK
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