
ACCM Members can now take CEU exams online at: www.academyCCM.org
I N S I D E  T H I S  I S S U E 

CareManagement
OFFICIAL JOURNAL OF  THE  ACADEMY  OF  CERTIFIED CASE  MANAGERS Vol. 17, No. 4 AUGUST/SEPTEMBER 2011 

NEW! 

SPECIAL SECTIONS: 

20	 	� PharmaFacts for Case Managers 
Approvals, warnings and the latest  
information on clinical trials—timely drug  
information case managers can use.

24 	 	� LitScan for Case Managers
The latest in medical literature and report  
abstracts for case managers.

DEPARTMENTS:

 2	 From the Editor-in-Chief
	 Technology and CareManagement

 3	 News from CARF:
	� Transitions Key to Success of Program for Adults 

With Autism Spectrum Disorder

 4	 Legal Update
	� Revised Standards of Practice for Case 

Management: Ethical Issues

 5	 News from CCMC: 
	� The Role of the Professional Case Manager in  

New Models of Care Delivery

 6	 News from CDMS: 
	 Paying It Forward Through Mentoring

29	How to Contact Us

29	�ACCM Membership Benefits

30	�Membership Application

join/renew ACCM online at  
academyCCM.org

or use the application  
on page 30

7	 Care Coordination for Children:  
Lessons for Success

By Sharon Silow-Carroll, MSW, MBA, and  
Gretchen Hagelow, MPA

The authors have examined programs in five states that refer and 
coordinate care for children and families identified with early 
developmental delays, complex medical conditions, and difficulties 
negotiating the medical and related support systems. In addition to 
referring families to appropriate community or state programs, 
helping to coordinate their care, and providing support and 
follow-up to ensure they receive needed services, these programs 
provide an important feedback loop to primary care providers. 
Features that help make these programs successful include 
maximizing efficiencies through shared resources, leveraging and 
partnering with other organizations, in-depth involvement with 
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FROM THE EDITOR-IN-CHIEF

Gary S. Wolfe

I  am delighted to report two new 
developments at CareManagement, 
both using technology.

You can now be connected to 
CareManagement using LinkedIn. Just 
go to LinkedIn.com and search for 
CareManagement. Then join the group. 
LinkedIn has over 100 million members 
and is the largest listing of profession-
als. Social networking has come of age. 
LinkedIn is one way to manage your 
professional identity. You can build and 
engage with your professional network. 
You can access knowledge, insight, and 
opportunities. It really makes staying in 
touch simple. Join the CareManagement 
network, which is full of industry 
experts who are willing to share advice.

By being “linked in,” you will be the 
first to know what articles will appear in 
the next issue of CareManagement. You 
can raise questions, seek advice, and 
challenge an author. Using LinkedIn, 
you can also tell me what you would like 
to read in CareManagement. What knowl-
edge do you seek? What is your biggest 
challenge that you need help with? Your 
CareManagement network can help. The 
success of our network depends on your 
joining in.

In a future issue of CareManagement, 
we would like to have our editorial 
board and other experts help answer 
some of your questions related to ethical 
issues you face in your everyday work. 
By joining our LinkedIn group, you 
can post questions about ethical issues. 
We will gather these questions and find 
thoughtful answers from experienced 
case managers to help create continuing 
education articles that will be more valu-
able to you.

Our other exciting announcement 
is that our self-study examinations  
are now available online. Go to  
www.academyccm.org and follow the 
menu to CareManagement. You can take 
the examination and if you pass, you 
can print out your continuing educa-
tion certificate. You have two chances to 
pass the examination before you will be 

locked out and then you must mail in 
your test results. For now, the examina-
tions online will be only for certified 
case managers. In time, we may expand 
for certified disability management 
specialists.

Both of these developments 
have been made to better serve our 
members.

Join LinkedIn and let me hear from 
you.

Gary S. Wolfe, RN, CCM 
Editor-in-Chief 
GSWolfe@aol.com

ACCM: Improving Case Management 
Practice through Education

Technology and CareManagement
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CARF…THE REHABILITATION ACCREDITATION COMMISSION 

NEWS FROM

Midwest Special Services, Inc.
With 60 years of experience serving 
people with a wide range of disabilities, 
Midwest Special Services, Inc. (MSS), 
located in the Twin Cities area of 
Minnesota, knew a thing or two about 
what worked when it came to produc-
ing positive outcomes for clients in 
a traditional day program setting. 
However, when Dakota County Human 
Services approached the organization 
about developing a program for adults 
with autism, it was time to put aside 
tradition and focus on the specific and 
unique challenges faced by this popula-
tion. Thus began the Autism Spectrum 
Disorders (ASD) Program for Adults, 
the first CARF-accredited autism pro-
gram in Minnesota and only the second 
in the country.

The ASD program began in a small 
program room out of MSS’ Burnsville, 
Minnesota, center, and, within a year, 
plans were underway to build a new 
facility. It had to meet the needs of 
both the ASD and traditional pro-
grams. The new site, located in Apple 
Valley, Minnesota, was designed with 
the specialized needs of people with 
ASD in mind, paying close attention 
to items that many adults with ASD 
struggled with on a daily basis, such as 
sensory issues, distraction levels, and 
difficulty with transitions.

Sensory needs are addressed daily 
in many formats: a large gymnasium 
provides opportunities for gross motor 
activities, such as bowling, swinging, and 

other active games; a multisensory room 
provides opportunities for relaxation or 
stimulation of all the senses; the garden 
room encourages hands-on gardening, 
enjoying the smell of fresh herbs or the 
gentle hum of a hydroponic system; 
therapy balls replace chairs in many 
rooms for individuals who prefer bounc-
ing to sitting; and small sensory bins are 
accessible for each person, depending 
on his or her individual sensory needs 
or preferences. Program rooms were 
designed to provide minimal distrac-
tions, including limiting or omitting 
windows and equipping rooms with 
dimmer switches to control lighting that 
may be distracting to some. 

Key to the program’s success is the 
emphasis on facilitating transitions. 

Transitions are built into each 
day, and all individuals transition 
through many different rooms/activi-
ties throughout the day, including a 
variety of community-based work/vol-
unteer and leisure/recreation activities. 
Transitions occur every 30 minutes and 
are preceded by auditory and visual 
cues, which allow individuals to prepare 
for the upcoming change. This process 
has facilitated easier transitions during 
the program day and has reportedly 
impacted the home lives of these indi-
viduals as well. Several families have 
reported that they have noticed an 
increased tolerance to change, as well 
as more flexibility in daily routines, 
attributing these skills to the number 
and frequency of transitions that occur 

during the program day.
Everyone in the program works 

closely with the staff to set up a daily 
picture schedule, outlining where and 
when transitions will happen and any 
other activities or outings that may 
occur. Social stories are available to 
assist with difficult situations, and “All 
About Me” books are written for each 
person in the program, outlining things 
such as likes and dislikes, behavioral 
triggers, and communication barriers.

All staff members receive extensive 
training on ASD-related topics, and 
a resource binder is available for staff 
to learn about the many aspects and 
complications of ASD. For a little added 
inspiration, it includes news stories/
articles about people with ASD doing 
extraordinary things. A resource binder 
also exists for families and individuals 
with ASD, providing information and 
contacts on topics such as advocacy, med-
ical specialists who work specifically with 
individuals with ASD, and many other 
services. A parent support group meets 
monthly, and picnics and gatherings 
are held throughout the year to allow 
families to connect, network, and share 
additional resources with each other.

Although intense, the organization 
and structure of the ASD service deliv-
ery model have been a great success. 
Individuals in the program and their 
families have reported positive changes 
and growth since the program began. 
The program was recently expanded to 

continues on page 28

Transitions Key to Success of Program  
for Adults With Autism Spectrum Disorder
CARF’s Employment and Community Services division began has been collecting exemplary 
practices of programs in the community for publication as Promising Practices articles.  
The following is one example of such a practice.
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Revised Standards of Practice for Case Management: 
Ethical Issues
By Elizabeth E. Hogue, Esq.

S tandards governing the practice 
of case management were first 
published in 1995 by the Case 
Management Society of America 

(CMSA). The Standards were revised 
for the first time in 2002 and again 
in 2010. This is the fifth in a series of 
articles about the legal and ethical 
implications of the Standards revised 
in 2010.

With regard to ethics, the revised 
Standards provide that:

Case managers should behave and 
practice ethically, adhering to the 
tenets of the code of ethics that under-
lies his/her professional credential (eg, 
nursing, social work, rehabilitation 
counseling, etc.).

Demonstrating Adherence
Case managers demonstrate adherence 
through:
• �Awareness of the five basic ethical 

principles and how they are applied: 
beneficence (to do good), nonmal-
feasance (to do no harm), autonomy 
(to respect individuals’ rights to make 
their own decisions), justice (to treat 
others fairly), and fidelity (to follow 
through and keep promises)

• �Recognition that a case manager’s pri-
mary obligation is to his/her clients

• �Maintenance of respectful relation-
ships with coworkers, employers, and 
other professionals

• �Recognition that laws, rules, policies, 
insurance benefits, and regulations 

are sometimes in conflict with ethical 
principles. In such situations, case 
managers are bound to address such 
conflicts to the best of their abilities 
and/or seek appropriate consultation.

Autonomy
Case managers and discharge planners 
have a special obligation with regard 
to the ethical principle of autonomy 
when patients are ready to exercise 
their rights to choose postacute provid-
ers. The ethical principle of autonomy 
requires case managers and discharge 
planners to provide information to 
patients so that they can make deci-
sions for themselves and act on those 
decisions.

Applying this ethical principle to 
the process of discharge planning from 
hospitals, it is clear that applicable stat-
utes and regulations require case man-
agers and discharge planners to present 
lists of skilled nursing facilities (SNFs) 
and home health agencies (HHAs) to 
patients so that they can make autono-
mous choices. Hospitals are also likely 
required to present lists of hospices to 
patients.

A “neutral presentation” of the 
list that recognizes patients’ right to 
autonomy means that discharge plan-
ners and case managers take the list 
described above to patients’ rooms and 
say something like the following (and 
nothing else that may persuade patients 
to choose particular agencies): 

“You have the right to choose the 
provider that you would like to have 
provide services to you. Here is a list 

of providers that render services in the 
area in which you reside.”

If, in response, the patient chooses a 
provider, then the case manager or dis-
charge planner may not try to dissuade 
the patient or make negative comments 
about the choice. The only response 
the case manager should make to the 
patient who has made a choice must be 
either “Yes, Ma’am” or “Yes, Sir.”

If the patient says he or she cannot 
choose, the case managers must assist 
the patient to do so. Case managers 
and discharge planners, however, do 
not ever make choices for patients. 
Instead, they may help the patient to 
choose by saying something like the 
following:

“As you can see from the list, our 
hospital owns this hospice. Perhaps you 
would like to choose this one.”

“Our hospital has a preferred pro-
vider relationship with this provider. 
Perhaps you would like to choose this 
one.”

“This provider has a specialty pro-
gram in orthopedics, which will be the 
focus of the services you need, so per-
haps you would like to choose it.”

Patients are likely to adopt the 
suggestions of case managers and dis-
charge planners under these circum-
stances. There is a clear difference, 
however, between choosing for patients, 
which case managers and discharge 
planners cannot do, and assisting 
patients with making informed choices. 
Case managers must never lose sight of 
the fact that patients are in the drivers’ 

LEGAL UPDATE

Elizabeth E. Hogue is a health care attorney 
and consultant in Washington, DC. continues on page 28
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The Role of the Professional Case Manager 
in New Models of Care Delivery 
By Patrice Sminkey, RN Chief Staff Executive, Commission for Case Manager Certification

THE COMMISSION FOR CASE MANAGER CERTIFICATION

NEWS FROM

For professional case managers, 
delivery of care is accomplished 
through a network of resources. 
Whether case managers work in a 

hospital or other acute-care setting, for 
an insurer or third-party provider, or in 
another venue, identifying the appro-
priate resources is at the heart of advo-
cacy for patients. Now, as new models 
of care delivery continue to emerge, the 
professional case manager—particu-
larly one who is board-certified—will 
be at the heart of these networks to 
coordinate care, facilitate communica-
tion, and employ evidence-based prac-
tice in pursuit of positive outcomes.1

In the era of health care reform, 
health care organizations, clinicians, 
and practitioners are pursuing continu-
ous improvements in quality, efficacy, 
and efficiency. Among the models that 
have emerged is the patient-centered 
medical home (PCMH), which is led 
by the primary care community. The 
PCMH is a model of care delivery that 
requires a primary care physician to 
achieve a critical balance of clinical 
and administrative resources, all the 
while recognizing Medicare reimburse-
ment policies that put greater emphasis 
on outcomes.

Amid these new complexities in 
care delivery, primary care physicians 
must either try to do everything them-
selves—which while effective, is not effi-
cient—or they must hire case managers 
whose roles and responsibilities are 
integrated into the PCMH. Therein lies 
the challenge for primary care physi-
cians, who may not be familiar with the 
roles and functions of a case manager. 
Physicians who have limited knowledge 
of case management could erroneously 
utilize nonclinical staff for case man-
agement duties. Although nonclinical 
staff can be used for duties such as 
paperwork processing, use of these 
individuals to address patient needs is 
inappropriate and could expose the 
physician to liability.

The roles and function of case 
management must be performed by 
a professional case manager, pref-
erably one who is board certified. 
The Commission for Case Manager 
Certification (CCMC), which has 
board-certified more than 30,000 case 
managers, defines case management as 
“a collaborative process that assesses, 
plans, implements, coordinates, moni-
tors, and evaluates the options and 
services required to meet the client’s 
health and human services needs.”2

The CCMC’s most recent case man-
agement role and function study, which 
involved scientifically conducted field 
research with nearly 7,000 participants, 
identified and evaluated essential activi-
ties of case management, including 

case management process and services, 
resource utilization and management, 
psychosocial and economic support, 
rehabilitation, outcomes, and ethical 
and legal practice. Knowledge domains 
identified from the study were case 
management concepts, health care 
management and delivery, principles of 
practice, psychosocial aspects, health 
care reimbursement, and rehabilitation. 
As an analysis of the study concluded, 
“…the activities and required knowl-
edge will put case managers in an excel-
lent position to distinguish themselves 
through certification as competent 
professionals who are able to contribute 
to the health and well-being of clients/
patients, and the overall efficiency and 
efficacy of the health care system.”3

Given this thorough analysis of 
case management—what professional 
case managers do and the knowledge 
that is required of them—it is only 
logical that new models of care such as 
PCMH would utilize best-in-class case 
management in the pursuit of quality, 
efficiency, and efficacy goals. Through 
board-certification, such as achieve-
ment of the Certified Case Manager 
(CCM) credential, professional case 
managers attest to their competence, 
professionalism, adherence to ethical 
standards, and commitment to pursue 
continuing education, which is required 
for certification renewal.

The care coordination component 
within new models of delivery such as 

Patrice Sminkey, RN, is the Chief Staff 
Executive of the Commission for Case Manager 
Certification (www.CCMcertification.org), 
which is the first and largest nationally accred-
ited organization that has board-certified more 
than 30,000 professional case managers. continues on page 28

See page 31 for details about the CCMC/ACCM “Get a Candidate Campaign” contest!
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In disability management, in which 
skills are acquired largely on the 
job, pathways must be established 
for talented young professionals. 

Every experienced disability manager 
therefore has an obligation to share 
what he or she knows with those who 
are entering the field. This outreach 
can be accomplished in many ways: 
speaking at conferences, teaching a 
workshop, and acting as a mentor.

Mentoring is more important 
than ever in disability management. 
As research from the Certification 
of Disability Management Specialists 
Commission has shown, the roles and 
functions of disability managers have 
expanded significantly in recent years. 
Today, the practice of disability man-
agement spans four areas, or domains: 
disability and work interruption case 
management; workplace intervention 
for disability prevention; program 
development, management, and evalua-
tion; and employment leaves and ben-
efits administration.

New entrants into disability man-
agement, as well as those who have 
been practicing mostly in one or two 
areas, now face additional demands. 
Mentoring helps to navigate the field 
and identify resources for understand-
ing such things as the Americans with 
Disabilities Act Amendments and 
Family and Medical Leave Act, as well 
as new developments in health, well-
ness, and productivity. 

The mentoring relationship can be 
established within a company or across 
organizations.  Key mentoring actions 
to facilitate this relationship include:
• �Finding and reaching out to an infor-

mal or formal mentor who is willing 
to advocate for the mentee, including 
for his or her upward mobility within 
an industry or organization

• �Identifying the informal rules of the 
industry or field

• �Learning to better navigate the 
unwritten rules and political aspects 
of the job

• �Building a set of self-management 
skills, including the ability to over-
come roadblocks

Mentoring is a highly effective, 

interpersonal process that benefits all 
parties. Both the mentor and the men-
tee are challenged to stretch and grow 
in their experiences. Through this per-
sonal connection, knowledge and wis-
dom are shared. Mentees gain valuable 
advice, develop knowledge and skills, 
improve their communication, learn 
new perspectives, build their networks, 
and advance their careers. Mentees 
also learn best practices related to 
employer demands and the needs of 
employees who are ill or injured or who 
have a disability.

For the mentors, the relationship 
helps to build leadership skills that can 
advance their own career. In addition, 

the mentor gains the satisfaction of 
giving back to a field in which he or 
she most likely gained knowledge in a 
similar way. 

Mentoring relationships are a suc-
cessful way to achieve goals for both 
parties. Engagement builds one’s repu-
tation as a team player and develops 
skills around collaboration, account-
ability, deliverability, values and ethics, 
and interpersonal connections with 
co-workers. Mentoring provides access 
to the “movers and shakers” within 
an organization or professional field, 
which builds one’s network. Through 
interactions, both mentor and mentee 
demonstrate to others who they are and 
what they stand for.

Being a mentor or a mentee is also 
part of lifelong learning, which is a 
value for every professional. Learning 
never stops, no matter how experienced 
someone is. There are always new 
applications, different ways of looking 
at things, and emerging technologies, 
as well as regulatory issues that develop 
and change. 

To promote lifelong learning for 
professionals in the disability manage-
ment field, the CDMS Commission has 
launched the CDMS Core Knowledge 
Curriculum. This online educational 
resource features modules that address 
each of the four domains of disabil-
ity management. The CDMS Core 
Knowledge Curriculum can also be 
used to earn the Associate Disability 
Management Specialist [ADMS] desig-
nation, or for continuing education for 
certified professionals.

In addition, the CDMS sponsors 
a disability management professional 

Paying It Forward Through Mentoring
By Carla Rea DeFlorio, CAE CEO, Certification of Disability Management Specialists Commission

NEWS FROM

CERTIFICATION OF DISABILITY MANAGEMENT SPECIALISTS COMMISSION

Carla Rea DeFlorio, CAE, is the CEO of the 
Certification of Disability Management Specialists 
Commission (www.CDMS.org), which is the 
only nationally accredited organization that  
certifies disability management specialists. 

For the mentor, the 
relationship helps to build 
leadership skills that can 

advance one’s own career. 

continues on page 28
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C
are coordination for chil-
dren offers great benefit to 
both families and medical 
practices—particularly 
pediatricians, who serve 

the majority of families with children. 
Effective care coordination involves 
not only assisting families with navi-
gating a complex set of medical and 
nonmedical support services, but also 
informing their primary care providers 
of the status of the referrals and inter-
ventions. This “feedback loop” enables 
practitioners to better track what needs 
have and have not been met to better 
serve their patients.

Why Target Young Children and 
Pediatric Practices?
Early childhood—the years between 
birth and age 3—is the time when 
children begin to develop the founda-
tions of physical, behavioral, and social 
health that will shape their experiences 
in school and significantly impact their 
lives. Pediatricians and family practi-
tioners play a vital role in promoting 
optimal childhood development, as 
they interact with young children and 
their families regularly during this 
period and can compare children’s 
progress with accepted milestones. 
Intervention is of greatest value when 
it begins early. Delaying services often 
results in a need for more treatment 

and a greater intensity of services, over 
a longer period of time and with less 
effective results.1

Early identification of potential 
developmental delays in young children 
is greatly improved when primary care 
providers perform structured devel-
opmental screenings. The American 
Academy of Pediatrics acknowledged 
this in 2006 when it issued the recom-
mendation that children receive stan-
dardized screening for developmental 
delays at 9 months, 18 months, and 24 
or 30 months of age.2 However, early 
identification of potential delays is help-
ful only when it leads to effective inter-
vention, which requires action from 
both medical practices and families. 
Physician offices must be able to refer 
patients to Early Intervention programs 
or link them to other appropriate sup-
plemental services, and families must 
complete recommended referrals in a 
timely fashion. Both of these tasks can 
be challenging.  

One major challenge is the difficulty 
facing many families of children and 
adolescents with an array of medical 
and nonmedical issues in navigating the 
health, mental health, education, social 
welfare, housing, and other support 
systems that might address their needs. 
These families are at risk for falling 
through the cracks, particularly with-
out a qualified person to refer them to 
appropriate programs, help coordinate 
care, and provide support and follow-up 
to ensure needed services are received. 

Coordinating care is time-consum- 

ing for pediatric and family practitio-
ners and often beyond their capacity, 
particularly for those in small practices. 
Making appropriate referrals requires 
an in-depth knowledge of the resources 
available in the community and state, 
and perseverance in contacting support 
services to find appropriate referrals. 
Furthermore, it can be difficult, if not 
impossible, for medical practices to 
secure adequate reimbursement for 
time-consuming care coordination and 
referral services.

Care Coordination Programs
We reviewed seven promising care 
coordination programs in five states 
that serve children and their families 
and offer a feedback loop to pediatric 
practices. Each model is unique, but 
below we identify and discuss a number 
of features that appear to contribute 
toward their success. The programs 
examined were: 
• �1st Five Initiative, Iowa
• �Pediatric Practice Enhancement 

Project (PPEP), Rhode Island
• �Colorado Children’s Healthcare 

Access Program (CCHAP), Colorado
• �Assuring Better Child Health 

and Development (ABCD), North 
Carolina
– �Partnership for Health 

Management
– �Carolina Collaborative Community 

Care (4C)
– �Sandhills Community Care 

Network
• �Help Me Grow, Connecticut t

Care Coordination for Children: 
Lessons for Success
By Sharon Silow-Carroll, MSW, MBA, and Gretchen Hagelow, MPA

Exclusively for ACCM Members 
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This article is based on research resulting in  
an Issue Brief, and case studies supported by 
The Commonwealth Fund (www.cmwf.org).
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1ST FIVE INITIATIVE, Iowa

Description	 • 	 Administered by state public health department.

	 •	 ��Provides mental and developmental health screening and referral forms, training to pediatric practices to conduct 
screenings and 1st Five referrals, community-based care coordinators that assess and make further referrals, and 
feedback loop to primary care physicians.

Population 	 •	 Pediatric practices and patients, children ages 0 to 5 and their families; focus on those with early signs of  
Served 		  social, emotional, or mental health conditions.

	 •	 All income levels and insurance types accepted; majority of referrals are Medicaid enrollees. 	

Scope	 �•	 39 pediatric clinics serving more than 41,000 children and spanning 21 counties. 

Funding	 •	 State Healthy Mental Development Funds, tobacco taxes. 	

	 •	 EPSDT/Medicaid and Title V covers care coordination for Medicaid and uninsured, respectively. 

	 •	 Additional funding sought to maintain and expand program. 

Results	 •	 486 children referred in 2008, resulting in over 1,500 referrals to services.

	 •	 20 clinics and 14 hospitals in one county added social/emotional and family risk questions to EMR assessments.

PEDIATRIC PRACTICE ENHANCEMENT PROJECT (PPEP),  Rhode Island

Description	 • 	 �Administered by state department of health in partnership with Medicaid agency, nonprofit parent organization, 
and Medicaid health plan. 

	 •	 ��Places trained parents of CSHCN into pediatric practices to provide care coordination to patients and families.

Population 	 •	 Pediatric primary care providers, specialists, and staff, and their patients, CSHCN and their families. 
Served	 •	 All income levels accepted; majority of children served are Medicaid/CHIP enrollees. 	

Scope	 �•	 �Nearly 3,000 CSHCN and their families (about 8% of CSHCN in the state) from 2004-2008. 

	 •	 As of mid-2009, parent consultants were in 24 sites statewide. 

Funding	 •	 �New Freedom Initiative grant, Title V Maternal and Child Health Services federal block grant, and  
some funding from state department of human services.  	

	 •	 Additional funding sources being sought to maintain and expand program.

Results	 •	 �Participants have more outpatient encounters but fewer inpatient admissions and less intensive resource use than 
nonparticipating CSHCN. Families report greater understanding and satisfaction regarding the health care service 
system, a sense of empowerment, and enhanced knowledge of available supports.

EPSDT = Early Periodic Screening, Diagnosis, and Treatment.

CSHCN = Children With Special Health Care Needs 
EMR = electronic medical record.
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COLORADO CHILDREN’S HEALTHCARE ACCESS PROGRAM (CCHAP), Colorado

Description	 • 	 �Nonprofit organization assists providers and families with care coordination and other support services for 
Medicaid-eligible children, with feedback to pediatrician, trains clinical practice staff in care coordination functions.

	 •	 ��Participating practices receive higher medical home reimbursement rate from Medicaid.

Population 	 •	 Private pediatric and family practices and their Medicaid-eligible pediatric patients and families. 
Served	 	  	

Scope	 �•	 �140 pediatric practices (93% of the state’s private pediatric practices); 450 providers serving 1.2 million children 
statewide, plus 40 family practices as of October 2009. 

	 •	 Primarily active in the Denver metro area, but expanding into rural areas. 

Funding	 •	 �Multiple foundations; in-kind donations from the University of Colorado Denver School of Medicine and  
The Children’s Hospital.   	

	 •	 Enhanced reimbursement to CCHAP practices through the existing state Medicaid EPSDT program.

Results	 •	 �High physician and family satisfaction with CCHAP participation; large increase in Medicaid/CHIP children served  
by private practices.

	 •	 �Children in participating practices visit the emergency department less often, have more preventive care visits, and 
are less expensive for the state Medicaid program than children in nonparticipating practices.*

ASSURING BETTER CHILD HEALTH AND DEVELOPMENT (ABCD),  North Carolina: PHM, 4C, Sandhills

Description	 •	 �Community Care of North Carolina (CCNC), a network of 14 community care networks (CCNs) serving Medicaid 
enrollees throughout the state supported physician practices with training and tools to increase screening, 
appropriate referral, and follow-up.  Approaches vary based on local needs.

Population 	 •	 Pediatricians and other providers, and their patients, Medicaid-eligible children from birth to age 5 with  
Served		  developmental disabilities and delays, and their families.

Scope	 �•	 14 local CCNs serving low-income individuals enrolled in Medicaid and CHIP across the state. 

	 •	 �Three local CCN sites studied include a total of almost 200 medical practices serving 40,000 Medicaid and  
CHIP enrollees from birth to age 5 in 11 counties.  

Funding	 •	 �Three-year Commonwealth Fund grant supported initial ABCD program.    	

	 •	 �CCNs receive $3 per member per month from the state to provide case management services for a variety of 
services, including care coordination. Others partner with nonprofits to cover ongoing activities.

Results	 •	 �Across the state, children from birth to age 3 receiving early-intervention services increased from 3% in 2003 to 
4.3% in 2008. 

	 •	 Number of developmental screenings completed at Medicaid EPSDT visits quintupled from 2004 to 2008.

* The evaluation was not able to determine the extent that CCHAP 
participation contributed to these outcomes.

CHIP = Children’s Health Insurance Program 
CSHCN = Children With Special Health Care Needs.

EPSDT = Early Periodic Screening, Diagnosis, and Treatment.



10 CareManagement August/September 201110 CareManagement August/September 2011

Maximizing Efficiencies Through 
Shared Resources
One key feature of the programs 
examined is the use of a shared com-
munity resource or care coordination 
and referral “utility.” This refers to one 
community-based or statewide entity 
providing centralized services, such as 
assistance with referrals, for multiple 
medical practices and families in a 
community. Colorado’s CCHAP and 
Connecticut’s Help Me Grow, for exam-
ple, provide centralized telephone help 
lines that family members, physicians, 
and practice staff can call to learn 
about community resources and to get 
referrals to other programs and ser-
vices. The help lines also provide care 
coordination when needed. Similarly, 
Rhode Island’s PPEP model involves 
one outside organization, the Rhode 
Island Parent Information Network, 
which hires, trains, and manages coor-
dinators who are placed in numerous 
medical practices. 

The model of shared resources 
brings obvious efficiencies: it eliminates 
the need for each medical practice to 
hire, train, supervise, and compensate 

care coordinators. The task of devel-
oping and maintaining a resource 
database alone is a tremendous under-
taking and is one that can be most effi-
ciently conducted on a community-wide 
basis rather than duplicated in each 
medical practice. The shared resource 
model also allows each entity—such 
as a medical practice, family-to-family 
organization, or group of specially 
trained public health nurses, for exam-
ple—to focus primarily on what it does 
best (eg, primary care, peer support, 
and care coordination). 

Engaging Pediatric Practices 
Ongoing, in-depth involvement with 
individual medical practices and their 
staff is essential. Care coordination pro-
gram planners and administrators stress 
that getting practices on board requires 
engaging not only pediatricians, but 
often more importantly, office manag-
ers and nurses who put new policies (eg, 
referral forms) into practice.

It is important to identify individu-
als who are the decision makers at an 
office or clinic and who can imple-
ment change as “champions” for a new 

program. This is generally accomplished 
through early meetings with practice 
staff. It may be a pediatrician who can 
bring other physicians on board with 
a new screening and referral protocol. 
More often, it is an office manager or 
nurse who integrates a new process into 
the  daily routine. A relationship with 
this change agent can be developed, 
nurtured, and maintained through 
face-to-face meetings, supportive phone 
calls, and technical assistance. 

Finally, education, training, and 
support are not one-time, but rather, 
ongoing activities. Program staff must 
return to the medical practices, check 
in with nurses and office managers, 
monitor which physicians and practices 
are not fully participating, and address 
problems. 1st Five project coordina-
tors, for example, contact participating 
practices on a regular basis, attend 
nurses’ meetings, and frequently talk 
with front-line office staff. CCHAP 
conducts practice manager meetings 
every other month to update office staff 
on programmatic changes, community 
resources, and budget issues affecting 
support services. 

CEU for CCM & CDMS Approved for 2 hours of CCM and CDMS education credit

HELP ME GROW (HMG), Connecticut

Description	 •	 �Administered by the Connecticut Children’s Trust Fund program that provides families referrals and care 
coordination through a toll-free phone line, with feedback loop to providers. Provides follow-up for families 
screened for birth-to-age-3 services, on-site training for providers and parents in screening and early detection  
of developmental and behavioral concerns. Liaisons with community services and agencies. The 2008 pilot 
connected hard-to-reach families referred by other agencies with services.

Population 	 •	 Serves pediatricians and other providers and their patients, children up to age 8 who are at risk for developmental  
Served 		  or behavioral problems and their families.

	 •	 All income levels and insurance accepted.  

Scope	 •	 Available statewide.  

	 •	 In 2008-2009, HMG care coordinators made over 4,000 referrals on behalf of children and families.  

Funding	 •	 State-funded Children’s Trust Fund and early support from The Commonwealth Fund.    	

	 •	 Contracts with United Way.

Results	 •	 88% of service needs were addressed in 2008-2009, an increase from 80% reported in the previous year.
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Providing Training and Tools 
There is no one-size-fits-all approach to 
hiring and training care coordinators. 
Experience suggests that the qualifica-
tions, background, and training of 
care coordination and other personnel 
should be based on the target popula-
tion and goals of the program. All pro-
grams struggle with cost pressures and 
are looking to find the right balance of 
lower-cost and higher-cost personnel. 
PPEP’s approach involves hiring “peer-to-
peer” parent consultants—that is, family 
members of children with special needs 
who act as counselors and advisors to 
other families. These parent consultants 
are relatively low cost but can directly 
address family concerns with true empa-
thy as well as skills for negotiating com-
plex medical and nonmedical systems. 
Supplemental training in a range of 
required skills, along with supervision 
and a monthly professional development 
day, help ensure that parent consultants 
are equipped to do their jobs.  

In other cases, nurses with clinical 
experience may be more appropriate 
for care coordination initiatives. Care 
coordinators who take calls and inqui-
ries from physicians and medical prac-
tice nurses in addition to those from 
families benefit from being able to talk 
the same language as their clinical 
counterparts. Alternatively, social work-
ers may be most appropriate to coordi-
nate services for families with multiple 
social and economic needs. Regardless 
of their credentials and backgrounds, 
care coordinators must have good 
training and tools to document and 
track client information and to iden-
tify resources for the child and family. 

Similarly, resource coordinators must 
have the tools to track and update lists 
of community resources and state pro-
grams, eligibility criteria, and capacity. 
Such tasks are infinitely easier and the 
subsequent product more useful when 
systems are computerized, so states may 
need to make investments in equipment 
and training to increase effectiveness of 
care coordination. 

Given the emotional nature of serv-
ing families with multiple and complex 
needs, regular communication among 
care coordinators and other project staff 
are common. Such interactions allow 
care coordinators to share experiences 
and give each other emotional support, 
practical information about services and 
programs, and ways to better serve both 
families and practitioners. 

Leveraging Existing Systems and 
Creating Partnerships 
Whether public or private, the care 
coordination programs examined in 
this article build on some type of exist-
ing infrastructure at the state level and 
involve partnerships with state and 
community agencies. Iowa’s 1st Five 
initiative, for instance, uses the public 
health system to build programs at the 
community level—using visiting nurse 
agencies and county health depart-
ments to provide care coordination 
services. Help Me Grow has its own 
toll-free number but shares informa-
tion with the state’s 211 telephone line, 
which provides free information and 
referral for community-based social 
and health services. 

Because children enrolled in 
Medicaid often have complex needs 

involving social and medical factors, 
having a formal or informal partnership 
between a care coordination program 
and Medicaid is particularly important. 
CCHAP is addressing systemic barri-
ers to the provision of medical home 
services, including care coordination, 
to Medicaid patients, partnering with 
the state’s Medicaid agency to ensure 
higher payments for some Medicaid 
services. Enhanced reimbursement is 
provided through federally approved 
Early Periodic Screening, Diagnosis, and 
Treatment (EPSDT) incentive payments 
as long as practices meet the state’s 
medical home mandate.

In addition to Medicaid, care coor-
dination programs partner with state 
agencies and programs in which respon-
sibility or funding may overlap and to 
whom patients are often referred, such 
as Early Intervention and Title V. For 
example, to provide care coordination 
through 1st Five, Iowa’s department 
of public health contracts with visit-
ing nurse agencies and county health 
departments that are already designated 
as Title V Maternal and Child Health 
organizations. The program uses care 
coordinators at these agencies who gen-
erally work with children covered under 
Medicaid or the Children’s Health 
Insurance Program (CHIP) to arrange 
EPSDT and other services.* Becoming 
a 1st Five Child Health Center allows 
care coordinators to integrate principles 
of children’s healthy mental develop-
ment into their work,‡ and expands 
services to all children referred by 
participating practices, including those 
with commercial insurance. Costs are 
covered by a combination of Medicaid t

Experience suggests that the qualifications, background, and training of  
care coordination and other personnel should be based on the target population  

and goals of the program. All programs struggle with cost pressures and are  
looking to find the right balance of lower-cost and higher-cost personnel.
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reimbursements, Title V funds, and the 
1st Five program itself.  

In addition to partnering with pub-
lic agencies, some care coordination 
programs found private partners to 
supply or augment resources. Help Me 
Grow, for instance, collaborates with the 
United Way, and CCHAP receives fund-
ing and in-kind support from philan-
thropic organizations. Advocacy groups 
can also play an important role in 
developing, implementing, sustaining, 
and publicly promoting programs. This 
is true in Rhode Island, where private 
nonprofit Family Voices is responsible 
for hiring, training, and supervising 
PPEP’s parent consultants. 

Collaboration at the state and 
local levels, by engaging stakeholder 
groups from the outset and continu-
ing to solicit their input and support 
throughout the implementation process 
is critical to success. Locally, programs 
must engage both medical practices 
and community agencies to ensure 

open communication and to reduce 
duplication of efforts. In fact, care coor-
dination often already exists for certain 
populations, but families and providers 
do not know what is available and how 
to access it. At the state level, collabo-
ration among stakeholders increases 
efficiency by reducing duplication of 
efforts and breaks down barriers that 
tend to exist across disciplines. It also 
creates a unified message to policy-
makers about the goals and value of a 
program, which can lead to sustained 
financial and policy support. 

Making Funding and Sustainability a 
Priority 
Even if programs leverage and partner 
with existing programs and systems, 
they must have an initial capital invest-
ment for pilot projects and keep an eye 
toward securing sustainable funding. 
The programs in this report use dif-
ferent strategies, but most find that 
funding and sustaining care coordina-
tion programs are ongoing challenges, 
especially given economic conditions 
that have fueled state cutbacks in pilot 
programs and Medicaid. In this envi-
ronment, a combination of private and 
public (federal and state) funding is 
beneficial, at least until services and pro-
grams are embedded in comprehensive, 
integrated, statewide systems of care. 

Incorporating Flexible Program 
Design 
Flexibility of program design at the 
community or practice level is critical 
to implementing and sustaining initia-
tives across locations. Communities 
implementing a care coordination 

model vary widely in terms of service 
gaps, demographics, geography, and 
medical practice capacity. Further, 
individual practices within a commu-
nity range in terms of size, patient mix, 
and level of information technology. 
Successful programs allow each com-
munity or practice the ability to adapt 
a model to best meet the needs of its 
providers and patients. 

For instance, CCNC relies on local 
networks to determine the types of 
community partnerships and staffing 
models that will best serve individual 
communities. Each network delivers 
screening, referral, and care coordina-
tion services that are most appropriate 
to its population, geography, and pro-
vider capacity. 1st Five takes a similar 
approach, bringing together coalitions 
of public and private community stake-
holders to determine how best to adapt 
the general state model to their par-
ticular circumstances. 

Similarly, flexibility at the practice 
level is necessary to accommodate 
implementation by a diverse range of 
practice types. Each participating PPEP 
practice decides how best to use 25% 
of parent consultants’ time; in doing 
so, practices are able to tailor the pro-
gram to their specific needs. Some have 
parent consultants follow up on refer-
rals, while others assist with patients’ 
Medicaid enrollment.  

Assessing Service Gaps and 
Evaluating Effectiveness  
Care coordination programs can and 
must identify service gaps that might 
otherwise go undetected. For instance, 
the 1st Five program found that 

Evaluation of the care coordination program itself is essential to alter processes  
that are not working properly and assess and document the program’s value.  

Evidence of positive value can justify to funders or state officials the  
program’s continuation, expansion, or replication.

*�Through a partnership between the Iowa 
Department of Public Health and Medicaid, 
about 22 agencies serving Iowa’s 99 counties 
are selected as Title V child health screening 
centers through a competitive bid process 
every five years. With state, local, and federal 
funding from a Maternal and Child Health 
Block Grant, as well as Medicaid reimburse-
ment for covered services, these agencies 
coordinate screening and referrals for Early 
Periodic Screening, Diagnosis, and Treatment 
(EPSDT) services (including periodic screen-
ing, vision, dental, and hearing services) and 
conduct public health training, nutrition, and 
other preventive health services and referrals.

‡�While such screening and referral has long 
been an EPSDT requirement, this require-
ment is often not closely adhered to.
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treatment for parental depression was 
universally lacking. PPEP discovered 
a number of common barriers to ser-
vice delivery, including availability and 
accessibility of child care, dental care, 
therapeutic recreation, translation, and 
other services. Programs in Colorado, 
North Carolina, and Iowa found that 
rural or remote communities face dif-
ferent challenges and often much more 
severe service gaps, requiring creative 
solutions. Most have a systematic way of 
identifying and tracking these gaps and 
can then inform advocates, policymak-
ers, funders, and relevant stakeholders 
to begin addressing them.

In addition, evaluation of the care 
coordination program itself is essential 
to alter processes that are not working 
properly and assess and document the 
program’s value. Evidence of positive 
value can justify to funders or state offi-
cials the program’s continuation, expan-
sion, or replication. Objective evaluation 
should assess to what extent a care coor-
dination program affects patient and 
provider satisfaction, appropriate and 
completed referrals, utilization of differ-
ent types of services, total cost of care, 
and the child and family’s functioning. 

All of the programs examined track 
and assess some of these indicators, but 
measuring impact can be complex. The 
programs reported an increase in the 
number of children and families identi-
fied with unmet needs and referred to 
appropriate services, as well as higher 
patient and provider satisfaction. Even 
more promising preliminary findings 
from some programs indicate substantial 
cost savings from reduced use of expen-
sive services like inpatient care. Evidence 
of CCHAP’s early success helped spark a 
similar pilot initiative in another state.

Taking a Holistic Approach to Care 
Coordination 
The programs studied acknowledge 
that child development goes beyond 
the traditional medical model. Child 
development affects and is affected 
by education, nutrition, and housing, 
among other factors. Further, referrals 
to a care coordinator for one problem 
frequently result in multiple additional 
referrals, as care coordinators discover 
additional unmet needs, especially 
among vulnerable populations. 

There is a need, therefore, 
to educate families about the 
interconnected nature of developmental 
issues and the importance of adhering 
to suggested referrals and care plans. 
In some programs, multiple no-shows 
for appointments trigger a phone call 
to discover the underlying problems—
transportation, child care, or even a 
simple need for reminders—and how  
to address them. 

Three of the programs exam-
ined are integrating care coordina-
tion into medical home initiatives. 
CCHAP provides 14 support services 
to pediatric practices, which qualify 
for medical home enhanced payments 
from Medicaid. Support services include 
assisting in Medicaid enrollment and 
claims submissions, helping families 
obtain transportation, training in cross-
cultural communication, obtaining 
child development screening tools, and 
assisting with quality improvement proj-
ects. In North Carolina, CCNC physi-
cians are paid a $2.50 per member per 
month supplement to provide a medical 
home and play a more active role in the 
health needs of their patient population. 
The 14 networks in CCNC also receive 
funding to provide case management 

services to the same population.
Further, the nature of child devel-

opment demands a focus on the entire 
family, including the relationships and 
well-being of caregivers and siblings. 1st 
Five screening includes an assessment 
of caregiver depression, as caregiver 
stress puts children at risk of neglect 
and abuse. CCHAP care coordinators 
contact a family within 24 hours of a 
referral from a pediatric office, not only 
to discuss the referral itself but to also 
more generally assess how the family is 
functioning and if additional support 
services would help. PPEP’s parent 
consultants provide practical guidance 
as well as empathy to caregivers. The 
parent-to-parent model addresses the 
frustration of navigating medical and 
non-medical systems to access services 
for children with special needs.  CEU

Exam starts on page 18
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The nature of child development demands a focus on the entire family,  
including the relationships and well-being of caregivers and siblings.
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Using Predictive Analytics Tools to Create 
Successful Disease Management Programs
By Russ Allen, MS, and Jennifer Maybin, MA, ELS

W ith more than 220,000 
patients in more than 
40 counties in its plan, 
Geisinger Health Plan 

(GHP) has a formidable population 
management responsibility. In the 
mid-1990s, GHP increased its focus on 
managing populations with targeted 
disease-management conditions. Nearly 
10 years later, though, most of its lim-
ited methodologies remained internally 
developed and it had not sought out-
side tools or consultation. As a result, 
its process of referral for disease man-
agement remained heavily and overly 
dependent on physician referral. “We 
also used pieces of our claims system 
for a kind of poor man’s disease man-
agement system,” recalls Vice President 
of Health Services Janet Tomcavage, 
RN, MSN. “We saw good impact on 
many individual outcomes, such as 
improvements in A1C and blood pres-
sure, but had difficulty consistently 
demonstrating a positive ROI [return 
on investment] for this activity.” 

Even though GHP had begun to 
manage diseases, patients, and care 
through the efforts and energies of its 
nurse case managers, it was not using 

a selection process that gave it the effi-
ciency to manage costs across popula-
tions. The health plan knew the value 
that case managers in this role could 
bring to primary care, but questioned 
whether it had an adequate process 
to identify the right patients—and 
enough of them—with whom the case 
managers could intervene. “With so 
many patients to manage, the question 
was, where do you find the most value 
from this level of resource—nurse case 
managers—so that they have the maxi-
mum impact? Our experience with an 
in-house approach brought to light that 
we did not have a good tool for identify-
ing the right population of patients and 
for risk-stratifying them.”

“We felt we were not necessar-
ily identifying the patients at risk or 
with the most complex needs,” says 
Tomcavage. “We came to realize that 
our approach lacked the intelligence 
that comes from data systems based on 
larger experiences.”

Geisinger charged Tomcavage with 
re-engineering its process for case 
management. After consulting with 
other health plans and knowledgeable 
sources in the disease-management 
industry, her group chose a tool called 
Risk Navigator Clinical, developed by 
Elsevier’s MEDai division, to globally 
risk-stratify its community-based popu-
lations. The health plan set up the pro-
cess for inputting its data and brought 
this solution and interface fully online 
at the start of 2007.

What Is Predictive Modeling?
Risk Navigator Clinical is a predictive 
modeling tool that enables users to 
stratify patients based on their risks 
for certain diseases. Whereas chart 
reviews and prescription fill rates 
have been used in the past to tease 
out those patients who may be at risk 
for catastrophic and expensive health 
events, the sheer volume of data was 
overwhelming to comb through without 
computerized and integrated systems 
of analysis. Predictive modeling is a 
mathematical tool that can be as simple 
as linear equations or a more sophis-
ticated program that can determine 
nonlinear relationships among data. 
This type of modeling has been used by 
financial services and in meteorology 
and air traffic control.1

Disease management programs 
have historically focused on patients 
with chronic health problems such as 
heart failure, diabetes, asthma, and 
diabetes to help control utilization and 
improve outcomes for patients through 
enhanced preventive care. Predictive 
modeling, on the other hand, takes 
a broader approach and identifies 
patients who are at risk for chronic 
disease and may be at risk in the future. 
One disease management company 
says it has used predictive modeling to 
identify 30 “impact conditions” that 
can cause chronic health problems but 
can also be prevented or reduced by 
interventions.1

The idea behind predictive 

Russ Allen, MS, is a writer at The Writers 
Studio (www.writersstudio.com) in Philadelphia 
who interviewed Janet Tomcavage and is 
responsible for parts of this article. 

Jennifer Maybin, MA, ELS, is the Executive 
Editor of CareManagement.
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modeling is to identify patients who are 
at the greatest risk of having a future 
adverse health event that will use signif-
icant health care dollars and resources 
(see “Value-Based Benefit Design”). 
Identifying at-risk patients within a 
certain population allows tailoring of a 
disease management program that will 
help to head off these events by educat-
ing patients on self-care such as smok-
ing cessation, weight loss, improved 
glucose control, and so on. Preventive 
health spending, including greater 
case management spending, may be 
increased for the subset of patients who 
are at risk for a particular disease. 

Predictive modeling often uses 
data collected by health plans, which 
are at the center of information flow. 
Reimbursement claims show patterns 
of physician, hospital, laboratory, and 
pharmaceutical care. When these data 
are collected, cleaned up, integrated, 
analyzed, and interpreted, a powerful 
profile of patients emerges along with 
a view of existing patterns of care.2 
Predictive modeling can answer ques-
tions such as:
• �Is current care provided according to 

clinical guidelines?
• �Are there patterns of overuse or 

underuse of clinical measures?
• �Are physicians and other health care 

practitioners providing quality and 
efficient care?

• �Are patients following recommended 
self-care programs and filling 
prescriptions?

Often, use of information that 
comes out of predictive modeling is 
focused on developing patient-oriented 
programs—that is, changing patient 
rather than physician behavior. Patient-
oriented programs are many times 
managed by nurses and case manag-
ers who provide education and other 
preventive services to at-risk groups of 
patients.2 Increasingly more sophisti-
cated predictive modeling tools like 
Risk Navigator Clinical also incorpo-
rate risk drivers for certain disease 

VALUE-BASED BENEFIT DESIGN (VBBD)

Predictive modeling has also been used by health plans to design benefit plans that seek 
to mitigate adverse health consequences by lowering or eliminating out-of-pocket costs 
for high-value medical services according to patient need.1,2 Traditional benefit plans are 
modeled on cost sharing based on the premise that increasing the cost for a health care 
service will reduce use of that service—unless that service is of high value. A value-based 
benefit design (VBBD) promotes the use of low or no co-pays for medically necessary, 
evidence-based, cost-effective services by specific patient populations who will gain 
the most benefit.3 VBBD is based on two principles4: (1) medical services have differing 
clinical benefits and (2) the value of specific interventions varies among patient groups.

By using predictive modeling, health plans can determine the incremental benefits 
of treatment for certain patient populations relative to the incremental costs of that 
treatment.2,5 The plans then can establish lower co-pays for patients who meet the 
clinical criteria for cost-effective use of the service. The goal is to improve patient 
adherence to high-value services6 that will help to prevent worsening of the condition, 
which, in the long run, will keep health care costs down.

For example, beta-blockers are used to treat a variety of conditions, including tremor 
(low risk), hypertension (moderate risk), and chronic angina (higher risk), as well as to 
prevent heart failure in patients who have had a myocardial infarction (very high risk). 
Predictive modeling shows that the greatest benefit of beta-blocker use is in preventing 
heart failure and the lowest benefit is in treatment of tremor. This is because future 
health care costs are not expected to significantly multiply for patients with tremor, 
whereas patients who progress to heart failure are expected to increasingly consume 
health care resources. Therefore, a VBBD would assign a low co-pay for beta-blocker 
prescriptions among patients at risk for or with heart failure, but would keep the co-pays 
for beta-blockers at a higher level for patients with tremor.1,2,7

ROI expectations are based on presumed reduction in hospitalizations, emergency 
department visits, or other future health care expenditures because of complications 
or worsening disease. ROI is also expected in nonmedical costs such as reduced 
absenteeism and disability and increased productivity.4 Calculation of this ROI requires 
predictive modeling. 

References

1. Fendrick AM, Chernew ME. Value-based 
insurance design: aligning incentives to bridge 
the divide between quality improvement 
and cost containment. Am J Manag Care. 
2006;12(spec issue):SP5-SP10.

2. Fendrick AM, Smith DG, Chernew ME, Shah 
SN. A benefit-based copay for prescription 
drugs: patient contribution based on total 
benefits, not drug acquisition cost. Am J Manag 
Care. 2001;7(9):861-867. 

3. Fitch K, Iwasaki K, Pyenson B; Milliman. 
Value-Based Insurance Designs for Diabetes 
Drug Therapy: Actuarial and Implementation 
Considerations. New York, NY: Milliman; 2008. 

4. Chernew ME, Fendrick AM. Value based 
insurance design: restoring health to the health 
care cost debate. Society of Actuaries Web site. 

http://www.soa.org/library/essays/health-essay-
2009-chernew.pdf. Accessed June 29, 2011.

5. Braithwaite RS, Rosen AB. Linking cost 
sharing to value: an unrivaled yet unrealized 
public health opportunity. Ann Intern Med. 
2007;146:602-605.

6. Chernew ME, Shah MR, Wegh A, et al. 
Impact of decreasing copayments on medica-
tion adherence within a disease management 
environment. Health Aff. 2008;27(1):103-112. 

7. Fendrick AM, Chernew ME. Value-based 
insurance design: a “clinically sensitive, fiscally 
responsible” approach to mitigate the adverse 
clinical effects of high-deductible consumer-
directed health plans. J Gen Intern Med. 
2007;22(6):890-891.

t



16 CareManagement August/September 2011

CEU for CCM & CDMS

states. For example, among patients 
with diabetes, predictive modeling can 
determine if most of the future risk is 
driven by the diabetic condition itself 
or by associated comorbidities such as 
coronary artery disease, vision prob-
lems, or renal failure. These new tools 
may also interpret both the chronic 
and acute impact of a disease—the 

use of both inpatient and outpatient 
services. Another factor incorporated 
in some predictive modeling tools 
is motivation—how well do patients 
adhere with instructions from their 
care providers and follow through with 
self-care?

Predictive modeling can also sup-
port success in the patient-centered 

medical home (PCMH) where patient 
outcomes are meant to improve 
through care planning, use of evi-
dence-based medicine and clinical 
decision support tools, accountability 
among health care providers for qual-
ity improvement through performance 
measurement, and patient participation 
in decision-making.3  

To bring better population management to its Medical Home primary care practices, GHP needed a health plan metrics tool that helped it  
identify individuals who would benefit most from case management. Sheets such as this one, produced by MEDai’s Risk Navigator Clinical,  

help the plan’s embedded nurse case managers interact with providers and patients at clinic sites throughout the system.

Forcasted 
Risk 

Index AIS CIS Risk Rank Sex Age Total Paid
Forecasted 

Cost Primary ETG Group
Program Status  
as of 8/27/08

4.1 91 35 5 M 82 $42,187 $44,456 CVA MHOpenr

4 80 37 5 M 68 $46,972 $43,405 CV Surgery Closed—need met

6.21 100 28 5 M 67 $137,724 $67,387 Infectious Disease MHIdentified

3.19 93 25 5 F 75 70,344 $34,563 Degenerative  
Ortho Disease MHCL—needs met

4.53 94 60 5 M 81 $49,157 $49,173 CVA

10.2 97 51 5 F 71 $133,870 $110,630
Renal Failure, 

Chronic & 
Nephrosis

MHOpen

5.59 90 62 5 M 81 $25,981 $60,613
Renal Failure, 

Chronic & 
Nephrosis

MHIdentified

8.87 95 50 5 F 79 $113,895 $96,235
Renal Failure, 

Chronic & 
Nephrosis

MHCL-CC

POPULATION IDENTIFICATION 7/1/2007 TO 6/30/2008 AIS 80-100 AND/OR RISK RANK 5

FIGURE 1. Sample Patient Panel
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How Predictive Modeling Is Used  
at GHP
Tomcavage’s clinical reporting team 
now generates monthly patient lists for 
its case managers, who use them to con-
centrate attention on patients who have 
risk scores of 4 or 5 (on a scale of 1 to 
5, and with an acuity index score of 80 
to 100) (see Figure 1). They also use 
the “movers” feature of Risk Navigator 
Clinical, which flags patients who move 
up 2 or more risk levels in the course of 
a month. This concentration on “mov-
ers” allows the health plan to lower 
costs by intervening earlier. 

In this way, the case manager has 
straightforward criteria for enrolling 
patients in case management. By dis-
cussing these cases with the practice 
physician while referring to the elec-
tronic medical record, the nurses can 
add to their notes and can plan and 
support interventions and counseling. 
Additionally, the tool’s “motivation” 
score is being used to predict which 
patients will prove the best participants 
in taking charge of their health. 

“Using Risk Navigator Clinical 
to drive risk stratification is so much 
easier than going through our records 
manually,” says Tomcavage, “and it gives 
us a more comprehensive snapshot 
than we had before.”

The scores also serve as targets for 
improvement. They permit the team to 
stratify groups of employees into low-, 
moderate- or high-risk subsets.

Information Management for 
Medical Home Program
GHP employs more than 50 nurses in 
this case management role. They work 
in 37 GHP-owned clinics and seven 
other participating, contracted clinics. 
Most of them are assigned full-time to 
a single large site. “These nurses see 
themselves as part of the clinic and 
an extension of the practice,” explains 
Tomcavage. 

As such, the case managers also 
serve as a key component of—and, in 

fact, the basis for—Geisinger’s pioneer-
ing “Medical Home” program. This 
partnership between plan and primary 
care sites focuses on enhanced access to 
care and targeted action for high-risk 
individuals. Looked upon as the next 
generation of medical management, it 
works to keep patients in the “sphere of 
influence” of primary care around the 
clock, every day. It also includes aspects 
of pay-for-performance and health care 
consumerism. Information manage-
ment, using the Risk Management tool, 
drives cooperation between the plan, 
provider, and case manager.

The nurses can log onto the 
application at the point of care to 
help guide the intervention, often 
after having done so initially with the 
physician to review the cases proposed 
for management. Tomcavage’s team 
has found that the doctors usually 
agree quite readily to the additional 
case-management component of care. 
“We weren’t sure how the providers 
would react to it at first, but they 
view these informatics, and the nurse 
interventions that follow them, as 
great tools,” she says, noting also that 
assessing and intervening with risk in 
this way is especially useful in Medicare 
populations, which may not receive the 
coordinated care that they need. “We 
are often bringing patient-management 
data that the providers have never seen 
and don’t know about, with regard to 
their practice,” she adds. “They are 
shocked sometimes by the cost of care 
for specific patients. Plus, we can help 
them spot patients that they’ve lost 
track of, often because the patient 
comes in only episodically. Reviewing 
panels of patients like this can be a 
great avenue into case management at 
these practice sites.”

Results Bear Out Value
GHP is using the metrics from Risk 
Navigator Clinical in its Medical Home 
program for some sites that have thou-
sands of patients. Across locations, it 

has seen a  decrease in admissions, 
including challenging patient popula-
tions such as those with heart failure 
and chronic obstructive pulmonary 
disease (COPD). The plan is also 
pleased and optimistic about the trend-
ing it sees with its diabetes patients. 
“In hindsight, this experience has also 
confirmed to us that using expensive 
case management resources with lower-
risk patients is not cost effective,” notes 
Tomcavage, who has presented nation-
ally on the Medical Home program.

That said, though, her group is 
looking for ways to use the measures 
to direct program resources efficiently 
to patients of more moderate risk as 
well. Medical Home has concentrated 
on approximately the 15% of patients 
at highest risk. But the team would like 
to proactively affect the top half of the 
risk pool and, additionally, the well 
segment of the population, using steps 
that have a positive ROI.

Tomcavage states, “If you want to 
transform care and drive efficiency, 
experience, and quality, neither the 
insurer nor the clinician can do it 
alone. The health plan and provider 
have to do it together, using predictive 
modeling with sophisticated risk data 
as the secret sauce.”   CEU

Exam starts on page 18 
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Exam 2

1. Disease management programs have historically focused on 
patients with chronic health problems such as heart failure, 
diabetes, and asthma to help control utilization and improve 
outcomes through enhanced preventive care.
a. True	 b. False

2. Predictive modeling is a tool used to identify patients who are 
at the greatest risk of having a future adverse health event that 
would use significant health care dollars and resources.
a. True	 b. False

3. Predictive modeling is a mathematical tool that can be as simple 
as linear equations or a more sophisticated program that can 
determine nonlinear relationships among data.
a. True	 b. False

4. Predictive modeling can answer questions such as:
a. Is current care provided according to clinical guidelines?
b. Are there patterns of overuse or underuse of clinical measures?
c. Are the providers providing quality and efficient care?
d. Are patients following recommended self-care programs and 

filling prescriptions?
e. All of the above

5. Often use of information that comes out of predictive modeling 
is focused on developing programs that change the physician’s 
behavior.
a. True	 b. False

6. The recent generations of predictive modeling incorporate risk 
drivers for certain disease states.
a. True	 b. False

7. Another factor in some predictive modeling tools is 
motivation—how well do patients adhere with instructions from 
their care providers and follow through with self-care.
a. True	 b. False

8. In predictive modeling, using data from claims, reimbursement, 
and patient history along with providers’ EMR reports can 
generate risk scores and an acuity index for each patient at risk.
a. True	 b. False

9. Using a software program for data analysis is better than 
manually accumulating the data.
a. True	 b. False

10. To transform care and drive efficiency and quality, predictive 
modeling is a useful tool for health plans and providers who 
work together.
a. True	 b. False

Exam 1
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Using Predictive Analytics Tools to Create 
Successful Disease Management Programs

1. Effective care coordination involves informing the primary care 
providers of the status of referrals and interventions.
a. True	 b. False

2. Starting early rather than later with interventions for children 
with special needs has no effect on outcomes.
a. True	 b. False

3. The American Academy of Pediatrics recommends 
standardized screening for developmental delays at the 
following ages:
a. 9 months
b. 18 months
c. 24 months
d. 30 months
e. All of the above

4. Early identification of developmental delays is helpful only 
when it leads to effective intervention.
a. True	 b. False

5. A key for success is having both the family and physician 
practice working together.
a. True	 b. False

6. One key factor in success in care coordination for children is 
to have one community-based or statewide entity providing 
centralized services such as assistance with referrals for 
multiple medical practices and families in a community.
a. True	 b. False

7. A shared resource model benefits the following:
a. The medical practice
b. Family-to-family organization
c. Group of specially trained public health nurses
d. Case managers
e. All of the above

8. Education, training, and support are ongoing activities.
a. True	 b. False

9. Funding and sustaining care coordination programs presents 
ongoing challenges, especially given current economic 
conditions, but a combination of private and public funding  
is beneficial.
a. True	 b. False

10. Evaluation of care coordination programs is essential to 
alter processes that are not working properly and assess and 
document the program’s value.
a. True	 b. False

Care Coordination for Children:  
Lessons for Success

CEU for CCM & CDMS 
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Tradjenta (linagliptin)
The US Food and Drug Administration (FDA) has approved 
linagliptin tablets, a prescription medication used along with diet 
and exercise to lower blood sugar in adults with type 2 diabetes. 
The FDA has approved linagliptin as a monotherapy or in com-
bination with other commonly prescribed medications for type 2 
diabetes—such as metformin, sulphonylurea and pioglitazone—
to reduce hemoglobin A1c (HbA1c or A1c) levels by a mean of 
up to -0.7% (compared to placebo). HbA1c is measured in people 
with diabetes to provide an index of blood sugar control for the 
previous two to three months. It is used as a marker of efficacy of 
antihyperglycaemic therapies. 

Linagliptin belongs to a class of prescription medications 
called dipeptidyl peptidase-4 (DPP-4) inhibitors and is the first 
member of its class to be approved at one dosage strength (5 
mg, once daily). With linagliptin, no dose adjustment is recom-
mended for patients with kidney or liver impairment. Linagliptin 
is a tablet that can be taken with or without food. Linagliptin 
lowers blood sugar in a glucose-dependent manner by increasing 
incretin levels (GLP-1), which increase insulin levels after meals 
and throughout the day. 

“Many people with type 2 diabetes are not able to con-
trol their blood sugar with diet and exercise alone and may 
also require one or more medications,” said John Gerich 
M.D., Professor of Medicine, University of Rochester School of 
Medicine. “The FDA approval of linagliptin is exciting because 
there is only one dose to remember for all patients, regardless 
of kidney or liver impairment. With linagliptin, physicians will 
have another option for managing type 2 diabetes, a potentially 
devastating condition.”

Linagliptin 5 mg once daily was approved based on a clinical 
trial program that included approximately 4,000 adults with type 
2 diabetes. Included in the program were 3 placebo-controlled 
studies evaluating linagliptin as monotherapy and in combina-
tion with the commonly prescribed oral antihyperglycaemic 
medications metformin and suphonylurea. Linagliptin showed 

statistically significant mean difference in HbA1c from placebo 
of up to -0.7% when used as monotherapy In patients who were 
not adequately controlled on metformin or metformin plus sul-
phonylurea, the addition of linagliptin resulted in a statistically 
significant mean difference in HbA1c from placebo of -0.65. 

In a fourth study, the initial combination of linagliptin 
and pioglitazone was compared with pioglitazone alone. The 
difference in the adjusted mean HbA1c between the linagliptin 
and placebo groups was -0.5% (P<0.0001). For patients taking 
linagliptin plus pioglitazone, mean HbA1c change from baseline 
was -1.1% compared to a change of -0.6% for patients taking 
pioglitazone alone (P<0.0001). 

Treatment with linagliptin also produced significant reduc-
tions in fasting plasma glucose (FPG) compared to placebo, when 
used as monotherapy and in combination with metformin, sulfo-
nylurea and/or pioglitazone. Treatment with linagliptin produced 
significant reductions in two-hour post-prandial glucose (PPG) 
levels compared with placebo as monotherapy  and when used in 
combination with metformin. FPG is used to determine glucose 
levels in a fasting state (usually upon wakening in the morning), 
and PPG is used to determine glucose levels after meals (usually 
2 hours after eating). 

In controlled studies, change from baseline in body weight 
did not differ significantly between groups when linagliptin was 
administered as monotherapy, in combination with metformin, 
or in combination with metformin plus sulphonylurea. Patients 
treated with linagliptin exhibited a significant mean decrease 
from baseline body weight compared to a significant weight 
gain in patients administered sulphonylurea (-1.1 kg vs +1.4 kg, 
P<0.0001). Patient weight increased in both the linagliptin plus 
pioglitazone and placebo plus pioglitazone groups during the 
study with an adjusted mean change from baseline of 2.3 kg and 
1.2 kg, respectively (P=0.0141). 

Adverse reactions reported in greater than or equal to 5% 
of patients treated with linagliptin and more commonly than 
in patients treated with placebo included nasopharyngitis. 
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TABLE 1 

Hypoglycaemia was more commonly reported in patients treated 
with the combination of linagliptin and sulfonylurea compared 
with those treated with the combination of placebo and sulfo-
nylurea. The incidence of hypoglycaemia was similar to placebo 
when linagliptin was administered as monotherapy or in combi-
nation with metformin or pioglitazone. Pancreatitis was reported 
more often in patients randomized to linagliptin (1 per 538 
person years vs 0 in 433 person-years for comparator). 

Linagliptin should not be used in patients with type 1 dia-
betes or for the treatment of diabetic ketoacidosis (increased 
ketones in the blood or urine). It has not been studied in combi-
nation with insulin. 

Zytiga (abiraterone acetate)
The FDA has approved Zytiga (abiraterone acetate) in combina-
tion with prednisone for the treatment of patients with metastatic 
castration-resistant prostate cancer (CRPC) who have received 
prior chemotherapy containing docetaxel.

Zytiga is a pill that targets a protein called cytochrome P450 
17A1 (CYP17A1), which plays an important role in the production 
of testosterone. The drug works by decreasing the production of this 
hormone that would stimulate cancer cells to continue growing.

The efficacy and safety of Zytiga in patients with metastatic 
castration-resistant prostate cancer (CRPC) who had received prior 
chemotherapy containing docetaxel were assessed in a random-
ized, placebo-controlled, multicenter phase 3 clinical trial. A total 
of 1,195 patients were 
randomized 2:1 to 
receive either Zytiga 
orally at a dose of 
1,000 mg once daily 
in combination with 
prednisone 5 mg orally 
twice daily (n=797) or 
placebo once daily plus 
prednisone 5 mg orally 
twice daily (n=398). 
Patients randomized 
to either arm were to 
continue treatment 
until disease progres-
sion (defined as a 25% 
increase in prostate-specific antigen (PSA) over the patient’s base-
line/nadir together with protocol-defined radiographic progres-
sion and symptomatic or clinical progression), initiation of new 
treatment, unacceptable toxicity or withdrawal. Patients with prior 
ketoconazole treatment for prostate cancer and a history of adre-
nal gland or pituitary disorders were excluded from this trial.

The following patient demographics and baseline disease 
characteristics were balanced between the treatment arms. The 
median age was 69 years (range 39-95) and the racial distribution 

was 93.3% Caucasian, 3.6% Black, 1.7% Asian, and 1.6% other. 
Eighty-nine percent of patients enrolled had an ECOG performance 
status score of 0-1 and 45% had a Brief Pain Inventory score of ≥4 
(patient’s reported worst pain over the previous 24 hours). Ninety 
percent of patients had metastases in bone and 30% had visceral 
involvement. Seventy percent of patients had radiographic evi-
dence of disease progression and 30% had PSA-only progression. 
Seventy percent of patients had previously received 1 cytotoxic 
chemotherapy regimen and 30% received 2 regimens.

The protocol prespecified interim analysis was conducted 
after 552 deaths and showed a statistically significant improve-
ment in overall survival in patients treated with Zytiga compared 
with patients in the placebo arm. An updated survival analysis 
was conducted when 775 deaths (97% of the planned number of 
deaths for final analysis) were observed. Results from this analy-
sis were consistent with those from the interim analysis (Table 1).

Contraindications
Zytiga may cause fetal harm (Pregnancy Category X) when 
administered to a pregnant woman. Zytiga is contraindicated in 
women who are or may become pregnant. 

Warnings and Precautions
Use Zytiga with caution in patients with a history of cardiovas-
cular disease. Zytiga may cause hypertension, hypokalemia, and 
fluid retention as a consequence of increased mineralocorticoid 

levels resulting from 
CYP17 inhibition. 
Coadministration of 
a corticosteroid sup-
presses adrenocor-
ticotropic hormone 
(ACTH) drive, result-
ing in a reduction in 
the incidence and 
severity of these 
adverse reactions. Use 
caution when treating 
patients whose under-
lying medical condi-
tions might be com-
promised by increases 

in blood pressure, hypokalemia, or fluid retention, eg, those 
with heart failure, recent myocardial infarction, or ventricular 
arrhythmia. The safety of Zytiga in patients with left ventricular 
ejection fraction <50% or NYHA Class III or IV heart failure has 
not been established because these patients were excluded from 
the randomized clinical trial. Monitor patients for hypertension, 
hypokalemia, and fluid retention at least once a month. Control 
hypertension and correct hypokalemia before and during treat-
ment with Zytiga.
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Overall Survival of Patients Treated with Either Zytiga or  
Placebo in Combination with Prednisone (Intent-to-Treat Analysis)

ZYTIGA PLUS PREDNISONE  
(N=797)

PLACEBO PLUS PREDNISONE 
(N=398)

PRIMARY SURVIVAL ANALYSIS

Deaths (%) 333 (42%) 219 (55%)

Median survival (months) (95% CI) 14.8 (14.1-15.4) 10.9 (10.2-12.0)

P Value <0.0001

Hazard ratio (95% CI) 0.646 (0.543-0.768)

UPDATED SURVIVAL ANALYSIS

Deaths (%) 501 (63%) 274 (69%)

Median survival (months) (95% CI) 15.8 (14.8-17.0) 11.2 (10.4-13.1)

Hazard ratio (95% CI) 0.740 (0.638-0.859)

TABLE 1 
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Adrenocortical insufficiency has been reported in clinical tri-
als in patients receiving Zytiga in combination with prednisone, 
following interruption of daily steroids and/or with concurrent 
infection or stress. Use caution and monitor for symptoms and 
signs of adrenocortical insufficiency, particularly if patients 
are withdrawn from prednisone, have prednisone dose reduc-
tions, or experience unusual stress. Symptoms and signs of 
adrenocortical insufficiency may be masked by adverse reactions 
associated with mineralocorticoid excess seen in patients treated 
with Zytiga. If clinically indicated, perform appropriate tests to 
confirm the diagnosis of adrenocortical insufficiency. Increased 
dosage of corticosteroids may be indicated before, during, and 
after stressful situations.

Marked increases in liver enzymes leading to drug discon-
tinuation or dosage modification have occurred. Measure serum 
transaminases (ALT and AST) and bilirubin levels prior to start-
ing treatment with Zytiga, every 2 weeks for the first 3 months 
of treatment and monthly thereafter. In patients with baseline 
moderate hepatic impairment receiving a reduced Zytiga dose 
of 250 mg, measure ALT, AST, and bilirubin prior to the start 
of treatment, every week for the first month, every 2 weeks for 
the following 2 months of treatment and monthly thereafter. 
Promptly measure serum total bilirubin, AST, and ALT if clini-
cal symptoms or signs suggestive of hepatotoxicity develop. 
Elevations of AST, ALT, or bilirubin from the patient’s baseline 
should prompt more frequent monitoring. If at any time AST or 
ALT rise above 5 times the upper limit of normal (ULN), or the 
bilirubin rises above 3 times the ULN, interrupt Zytiga treatment 
and closely monitor liver function.

Retreatment with Zytiga at a reduced dose level may take 
place only after return of liver function tests to the patient’s base-
line or to AST and ALT less than or equal to 2.5 times ULN and 
total bilirubin less than or equal to 1.5 times ULN.

The safety of Zytiga retreatment of patients who develop AST 
or ALT greater than or equal to 20 times ULN and/or bilirubin 
greater than or equal to 10 times ULN is unknown.

Food Effect
Zytiga must be taken on an empty stomach. No food should 
be consumed for at least 2 hours before the dose of Zytiga is 
taken and for at least 1 hour after the dose of Zytiga is taken. 
Abiraterone Cmax and AUC0-∞ (exposure) were increased up to 17- 
and 10-fold higher, respectively, when a single dose of abiraterone 
acetate was administered with a meal compared to a fasted state. 
The safety of these increased exposures when multiple doses of 
abiraterone acetate are taken with food has not been assessed.

Clinical Trials
Because clinical trials are conducted under widely varying condi-

tions, adverse reaction rates observed in the clinical trials of a 
drug cannot be directly compared with rates in the clinical trials 
of another drug and may not reflect the rates observed in clinical 
practice.

In a placebo-controlled, multicenter phase 3 clinical trial of 
patients with metastatic castration-resistant prostate cancer who 
were using a gonadotropin-releasing hormone (GnRH) agonist or 
were previously treated with orchiectomy, Zytiga was adminis-
tered at a dose of 1,000 mg daily in combination with prednisone 
5 mg twice daily in the active treatment arm (n=791). Placebo plus 
prednisone 5 mg twice daily was given to control patients (n=394). 
The median duration of treatment with Zytiga was 8 months.

The most common adverse drug reactions (≥5%) reported in 
clinical studies were joint swelling or discomfort, hypokalemia, 
edema, muscle discomfort, hot flush, diarrhea, urinary tract 
infection, cough, hypertension, arrhythmia, urinary frequency, 
nocturia, dyspepsia and upper respiratory tract infection.

The most common adverse drug reactions that resulted in 
drug discontinuation were aspartate aminotransferase increased, 
alanine aminotransferase increased, urosepsis and cardiac failure 
(each in <1% of patients taking Zytiga).

Adverse reactions and laboratory abnormalities related to min-
eralocorticoid effects were reported more commonly in patients 
treated with Zytiga than in patients treated with placebo: hypo-
kalemia 28% vs 20%, hypertension 9% vs 7% and fluid retention 
(edema) 27% vs 18%, respectively. In patients treated with Zytiga, 
grades 3 to 4 hypokalemia occurred in 5% of patients and grades 
3 to 4 hypertension was reported in 1% of patients.

Cardiovascular adverse reactions in the phase 3 trial 
included arrhythmias, ischemia, and myocardial infarction. The 
majority of arrhythmias were grade 1 or 2. Grade 3-4 arrhyth-
mias occurred at similar rates in the two arms. There was one 
death associated with arrhythmia and one patient with sud-
den death in the Zytiga arm. No patients had sudden death or 
arrhythmia associated with death in the placebo arm. Cardiac 
ischemia or myocardial infarction led to death in 2 patients in 
the placebo arm and 1 death in the Zytiga arm. Cardiac failure 
resulting in death occurred in 1 patient on both arms.

Drug-associated hepatotoxicity with elevated ALT, AST, and 
total bilirubin has been reported in patients treated with Zytiga. 
Across all clinical trials, liver function test elevations (ALT or AST 
increases of >5 times ULN) were reported in 2.3% of patients 
who received Zytiga, typically during the first 3 months after 
starting treatment. In the phase 3 trial, patients whose baseline 
ALT or AST were elevated were more likely to experience liver 
function test elevations than those beginning with normal values. 
When elevations of either ALT or AST > 5X ULN, or elevations in 
bilirubin >3 times ULN were observed, Zytiga was withheld or 
discontinued. In two instances, marked increases in liver func-

PharmaFacts for Case Managers 



tion tests occurred. These two patients with normal baseline 
hepatic function, experienced ALT or AST elevations 15 to 40 
times ULN and bilirubin elevations 2 to 6 times ULN. Upon dis-
continuation of Zytiga, both patients had normalization of their 
liver function tests and one patient was retreated with Zytiga 
without recurrence of the elevations.

In clinical trials, the following patients were excluded: 
patients with active hepatitis, patients with baseline ALT and/
or AST ≥2.5 times ULN in the absence of liver metastases, and 
patients with ALT and/or AST >5 times ULN in the presence 
of liver metastases. Abnormal liver function tests developing in 
patients participating in clinical trials were managed by treatment 
interruption, dose modification and/or discontinuation. Patients 
with elevations of ALT or AST >20 time ULN were not retreated.

Adrenal insufficiency occurred in two patients on the abi-
raterone arm of the phase 3 clinical trial (<1%).

Laboratory values of interest from the phase 3 placebo-
controlled clinical trial included grade 3-4 low serum phosphate 
(7.2%) and potassium (5.3%), which occurred more frequently in 
the Zytiga arm.

Drug Interactions
Zytiga is an inhibitor of the hepatic drug-metabolizing enzyme 
CYP2D6. In a CYP2D6 drug-drug interaction trial, the Cmax and 
AUC of dextromethorphan (CYP2D6 substrate) were increased 
2.8- and 2.9-fold, respectively, when dextromethorphan was 
given with abiraterone acetate 1,000 mg daily and prednisone 
5 mg twice daily. Avoid coadministration of abiraterone acetate 
with substrates of CYP2D6 with a narrow therapeutic index (eg, 
thioridazine). If alternative treatments cannot be used, exer-
cise caution and consider a dose reduction of the concomitant 
CYP2D6 substrate drug.

Based on in vitro data, Zytiga is a substrate of CYP3A4. The 
effects of strong CYP3A4 inhibitors (eg, ketoconazole, itraconazole, 
clarithromycin, atazanavir, nefazodone, saquinavir, telithromy-
cin, ritonavir, indinavir, nelfinavir, voriconazole) or inducers (eg, 
phenytoin, carbamazepine, rifampin, rifabutin, rifapentine, phe-
nobarbital) on the pharmacokinetics of abiraterone have not been 
evaluated in vivo. Avoid or use with caution, strong inhibitors and 
inducers of CYP3A4 during Zytiga treatment.

In vitro studies with human hepatic microsomes showed that 
abiraterone is a strong inhibitor of CYP1A2 and CYP2D6 and a 
moderate inhibitor of CYP2C9, CYP2C19, and CYP3A4/5.

In an in vivo drug-drug interaction trial, the Cmax and AUC 
of dextromethorphan (CYP2D6 substrate) were increased 2.8- 
and 2.9-fold, respectively when dextromethorphan 30 mg was 
given with abiraterone acetate 1,000 mg daily (plus prednisone 5 
mg twice daily). The AUC for dextrorphan, the active metabolite 
of dextromethorphan, increased approximately 1.3-fold.

In a clinical study to determine the effects of abiraterone 
acetate 1,000 mg daily (plus prednisone 5 mg twice daily) on a 
single 100 mg dose of the CYP1A2 substrate theophylline, no 
increase in systemic exposure of theophylline was observed.

Abiraterone is a substrate of CYP3A4, in vitro. The effects of 
strong CYP3A4 inhibitors or inducers on the pharmacokinetics 
of abiraterone have not been evaluated in vivo. Strong inhibitors 
and inducers of CYP3A4 should be avoided or used with caution.

Use in specific populations
Pregnancy Category X

Zytiga is not indicated for use in women. It is not known if 
abiraterone acetate is excreted in human milk. Because many 
drugs are excreted in human milk, and because of the potential 
for serious adverse reactions in nursing infants from Zytiga, a 
decision should be made to either discontinue nursing, or dis-
continue the drug taking into account the importance of the drug 
to the mother.

Zytiga is not indicated in children.
Of the total number of patients in a phase 3 study of Zytiga, 

71% of patients were 65 years and over and 28% were 75 years 
and over. No overall differences in safety or effectiveness were 
observed between these elderly patients and younger patients.

The pharmacokinetics of abiraterone were examined in sub-
jects with baseline mild (n=8) or moderate (n=8) hepatic impair-
ment (Child-Pugh Class A and B, respectively) and in 8 healthy 
control subjects with normal hepatic function. The systemic 
exposure (AUC) of abiraterone after a single oral 1,000 mg dose 
of Zytiga increased by approximately 1.1-fold and 3.6-fold in 
subjects with mild and moderate baseline hepatic impairment, 
respectively compared to subjects with normal hepatic function.

No dosage adjustment is necessary for patients with baseline 
mild hepatic impairment. In patients with baseline moderate 
hepatic impairment (Child-Pugh Class B), reduce the recom-
mended dose of Zytiga to 250 mg once daily. If elevations in ALT 
or AST >5 times ULN or total bilirubin >3 times ULN occur in 
patients with baseline moderate hepatic impairment, discontinue 
ZYTIGA treatment.

The safety of Zytiga in patients with baseline severe hepatic 
impairment has not been studied. These patients should not 
receive Zytiga.

For patients who develop hepatotoxicity during treatment, 
interruption of treatment and dosage adjustment may be required.

In a dedicated renal impairment trial, the mean PK param-
eters were comparable between healthy subjects with normal 
renal function (n=8) and those with end stage renal disease 
(ESRD) on hemodialysis (n=8) after a single oral 1,000 mg dose 
of Zytiga. No dosage adjustment is necessary for patients with 
renal impairment.  
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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.

LitScan
FOR CASE MANAGERS

J Am Soc Nephrol. 2011 May 12. [Epub ahead of print]

Rosuvastatin in diabetic hemodialysis patients.

Holdaas H, Holme I, Schmieder RE, et al; on behalf of the 
AURORA study group.

ABSTRACT: A randomized, placebo-controlled trial in diabetic 
patients receiving hemodialysis showed no effect of atorvas-
tatin on a composite cardiovascular endpoint, but analysis of 
the component cardiac endpoints suggested that atorvastatin 
may significantly reduce risk. Because the AURORA (A Study 
to Evaluate the Use of Rosuvastatin in Subjects on Regular 
Hemodialysis: An Assessment of Survival and Cardiovascular 
Events) trial included patients with and without diabetes, we 
conducted a post hoc analysis to determine whether rosuvas-
tatin might reduce the risk of cardiac events in diabetic patients 
receiving hemodialysis. Among the 731 participants with dia-
betes, traditional risk factors such as LDL-C, smoking, and 
BP did not associate with cardiac events (cardiac death and 
nonfatal myocardial infarction). At baseline, only age and high-
sensitivity C-reactive protein were independent risk factors for 
cardiac events. Assignment to rosuvastatin associated with a 
nonsignificant 16.2% reduction in risk for the AURORA trial’s 
composite primary endpoint of cardiac death, nonfatal MI, or 
fatal or nonfatal stroke (HR, 0.84; 95% CI 0.65-1.07). There 
was no difference in overall stroke, but the rosuvastatin group 
had more hemorrhagic strokes than the placebo group (12 ver-
sus two strokes, respectively; HR, 5.21; 95% CI 1.17-23.27). 
Rosuvastatin treatment significantly reduced the rates of cardiac 
events by 32% among patients with diabetes (HR, 0.68; 95% 
CI 0.51-0.90). In conclusion, among hemodialysis patients with 
diabetes mellitus, rosuvastatin might reduce the risk of fatal and 
nonfatal cardiac events.

Department of Nephrology, Oslo University Hospital, Rikshospitalet, 
Oslo, Norway.

Clin J Am Soc Nephrol. 2011 May 12.  
[Epub ahead of print]

Risk of cardiovascular events after Infection-
related hospitalizations in older patients on 
dialysis.

Dalrymple LS, Mohammed SM, Mu Y, et al.

BACKGROUND AND OBJECTIVES: Infection and car-
diovascular disease are leading causes of hospitalization and 
death in patients on dialysis. The objective of this study was 
to determine whether an infection-related hospitalization 
increased the short-term risk of a cardiovascular event in older 
patients on dialysis. DESIGN, SETTING, PARTICIPANTS, 
& MEASUREMENTS: With use of the United States Renal 
Data System, patients aged 65 to 100 years who started dialysis 
between January 1, 2000, and December 31, 2002, were exam-
ined. All hospitalizations were examined from study entry until 
time of transplant, death, or December 31, 2004. All discharge 
diagnoses were examined to determine if an infection occurred 
during hospitalization. Only principal discharge diagnoses were 
examined to ascertain cardiovascular events of interest. We 
used the self-controlled case-series method to estimate the rela-
tive incidence of a cardiovascular event within 90 days after an 
infection-related hospitalization as compared with other times 
not within 90 days of such a hospitalization. RESULTS: A total 
of 16,874 patients had at least 1 cardiovascular event and were 
included in the self-controlled case-series analysis. The risk of a 
cardiovascular event was increased by 25% in the first 30 days 
after an infection and was overall increased 18% in the 90 days 
after an infection-related hospitalization relative to control peri-
ods. CONCLUSIONS: The first 90 days, and in particular the 
first 30 days, after an infection-related hospitalization is a high-
risk period for cardiovascular events and may be an important 
timeframe for cardiovascular risk reduction, monitoring, and 
intervention in older patients on dialysis.
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Ann Pharmacother. 2011 Jan;45(1):39-48. Epub 2011 Jan 4.

Effectiveness of pharmacist care in the 
improvement of adherence to antidepressants: a 
systematic review and meta-analysis.

Rubio-Valera M, Serrano-Blanco A, Magdalena-Belío J, et al.

BACKGROUND: Pharmacists can play a decisive role in the 
management of ambulatory patients with depression who have 
poor adherence to antidepressant drugs. OBJECTIVE: To 
systematically evaluate the effectiveness of pharmacist care in 
improving adherence of depressed outpatients to antidepressants. 
METHODS: A systematic review and meta-analysis of random-
ized controlled trials (RCTs) was conducted. RCTs were identi-
fied through electronic databases (MEDLINE, Cochrane Central 
Register of Controlled Trials, Institute for Scientific Information 
Web of Knowledge, and Spanish National Research Council) 
from inception to April 2010, reference lists were checked, and 
experts were consulted. RCTs that evaluated the impact of 
pharmacist interventions on improving adherence to antidepres-
sants in depressed patients in an outpatient setting (community 
pharmacy or pharmacy service) were included. Methodologic 
quality was assessed and methodologic details and outcomes were 
extracted in duplicate. RESULTS: Six RCTs were identified. A 
total of 887 patients with an established diagnosis of depression 
who were initiating or maintaining pharmacologic treatment 
with antidepressant drugs and who received pharmacist care (459 
patients) or usual care (428 patients) were included in the review. 
The most commonly reported interventions were patient educa-
tion and monitoring, monitoring and management of toxicity 
and adverse effects, adherence promotion, provision of written 
or visual information, and recommendation or implementation 
of changes or adjustments in medication. Overall, no statisti-
cal heterogeneity or publication bias was detected. The pooled 
odds ratio, using a random effects model, was 1.64 (95% CI 
1.24-2.17). Subgroup analysis showed no statistically significant 
differences in results by type of pharmacist involved, adherence 
measure, diagnostic tool, or analysis strategy. CONCLUSIONS: 
These results suggest that pharmacist intervention is effective 
in the improvement of patient adherence to antidepressants. 
However, data are still limited and we would recommend more 
research in this area, specifically outside of the US.

Research and Development Unit, Fundació Sant Joan de Déu, Sant Boi 
de Llobregat, Barcelona, Spain. 

Ann Surg. 2011 May 20. [Epub ahead of print]

A multivariate analysis of pre-, peri-, and 
posttransplant factors affecting outcome after 
pediatric liver transplantation.

McDiarmid SV, Anand R, Martz K, Millis MJ, Mazariegos G.

OBJECTIVE: The purpose of this study was to identify signifi-
cant, independent factors that predicted 6-month patient and 
graft survival after pediatric liver transplantation. SUMMARY 
BACKGROUND DATA: The Studies of Pediatric Liver 
Transplantation (SPLIT) is a multicenter database established in 
1995, of currently more than 4000 US and Canadian children 
undergoing liver transplantation. Previous published analyses 
from this data have examined specific factors influencing out-
come. This study analyzes a comprehensive range of factors 
that may influence outcome from the time of listing through 
the peri- and postoperative period. METHODS: A total of 
42 pre-, peri- and posttransplant variables evaluated in 2982 
pediatric recipients of a first liver transplant registered in SPLIT 
significant at the univariate level were included in multivariate 
models. RESULTS: In the final model combining all baseline 
and posttransplant events, posttransplant complications had 
the highest relative risk of death or graft loss. Reoperation for 
any cause increased the risk for both patient and graft loss by 
11 fold and reoperation exclusive of specific complications by 4 
fold. Vascular thromboses, bowel perforation, septicemia, and 
retransplantation, each independently increased the risk of 
patient and graft loss by 3 to 4 fold. The only baseline factor 
with a similarly high relative risk for patient and graft loss was 
recipient in the intensive care unit (ICU) intubated at transplant. 
A significant center effect was also found but did not change 
the impact of the highly significant factors already identified. 
CONCLUSIONS: We conclude that the most significant fac-
tors predicting patient and graft loss at 6 months in children 
listed for transplant are posttransplant surgical complications.

Department of Pediatrics and Surgery, University of California, Los 
Angeles; Biostatistics, The Emmes Corporation, Rockville, Maryland; 
Department of Surgery, University of Chicago, Chicago, Illinois; and 
Department of Surgery, Children’s Hospital of Pittsburgh, Pittsburgh, 
Pennsylvania. The SPLIT Research Group. t
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F O R  C A S E  M A N A G E R S

Ann Surg Oncol. 2011 Jan;18(1):146-52. Epub 2010 Aug 24.

Significance of lymph node retrieval from the 
terminal ileum for patients with cecal and 
ascending colonic cancers.

Lan YT, Lin JK, Jiang JK, Chang SC, Liang WY, Yang SH.

BACKGROUND: For patients with cecal and ascending 
colonic cancers, the significance of regional lymph node (LN) 
metastasis at the terminal ileum has not been elucidated. We 
analyzed its metastatic patterns and significance. METHODS: 
The records of patients with cecal and ascending colonic cancers 
receiving standard radical right hemicolectomy with D3 LN 
dissection between 2000 and 2010 were collected. The regional 
LNs were grouped according to the Japanese Classification of 
Colorectal Carcinoma. The regional LNs supplied by ileocolic 
vessels were further divided into 201-A (terminal ileal side) and 
201-B (colonic side). The clinicopathologic characteristics of all 
cases showing positive for metastasis in 201-A LN were analyzed. 
RESULTS: Forty-seven cases of cecal and 56 cases of ascending 
colonic cancer were included. Seven cases had 201-A-positive 
LNs: five (10.6%) in cecal cancers and two (3.6%) in ascend-
ing colonic cancers. They all had distant metastases (P<0.001), 
and the incidences were significantly correlated with the num-
bers of metastatic LNs (P<0.05). There was no 201-A-positive 
LN noted among patients with stage I to III disease. Poor 
prognosis was noted for patients with a 201-A-positive LN. 
CONCLUSIONS: Both cecal and ascending colonic cancers 
have a potential for LN metastasis at the terminal ileum. These 
cases are exclusively stage IV and have poor prognosis.

Division of Colon and Rectal Surgery, Department of Surgery, Taipei 
Veterans General Hospital, Taipei, Taiwan.

Cancer. 2011 Mar 15;117(6):1296-301. doi: 10.1002/
cncr.25573. Epub 2010 Nov 8.

Timing of administration of bevacizumab 
chemotherapy affects wound healing after chest 
wall port placement.

Erinjeri JP, Fong AJ, Kemeny NE, Brown KT, Getrajdman GI, 
Solomon SB.

BACKGROUND: The authors investigated how the timing of 
administration of bevacizumab, a targeted vascular endothelial 
growth factor-inhibiting chemotherapeutic agent, affected the risk 
of wound healing in patients undergoing chest wall port place-

ment. METHODS: The authors performed a retrospective search 
was performed of an institutional review board approved, Health 
Insurance Portability and Accountability Act compliant data-
base between 2002 and 2008, identifying 1108 port placements 
in patients who were treated with bevacizumab. One hundred 
twenty of these ports eventually required explant. Data analyzed 
included patient demographics, indication for port removal, and 
schedule of bevacizumab therapy. RESULTS: Wound healing 
complications requiring port explant were seen in 0.9% of place-
ments (10/1108). When bevacizumab was given within 1 day of 
port placement, the absolute risk (AR) of port removal for wound 
dehiscence was 2.4% (2/82), compared with 0.3% (3/1021) 
when 2 or more days had passed between port placement and 
bevacizumab administration, yielding a statistically significant 
relative risk (RR) of 8.1 (P<.02). Similarly, when bevacizumab 
was administered within 7 days of port insertion, there was a 
significant RR of dehiscence-related port explant (AR 1.4% vs 
0.1%, RR 11.5, P<.028). However, no significant RR for dehis-
cence-related port removal was observed when bevacizumab was 
administered within 14 days (AR 0.9% vs 0.2%, RR 6.2, P<.09) 
or 30 days (AR 0.7% vs 0.2%, RR 3.7, P<.23) of port placement. 
CONCLUSIONS: The risk of a wound dehiscence requiring 
chest wall port explant in patients treated with bevacizumab 
was inversely proportional to the interval between bevacizumab 
administration and port placement, with significantly higher risk 
seen when the interval is less than 14 days.

Interventional Radiology Service, Memorial Sloan-Kettering Cancer 
Center, New York, New York. 

Ann Rheum Dis. 2011 May 18. [Epub ahead of print]

Interleukin 22 serum levels are associated with 
radiographic progression in rheumatoid arthritis.

Leipe J, Schramm MA, Grunke M, et al.

OBJECTIVES: To study the role of interleukin 22 (IL-22) 
in rheumatoid arthritis (RA). METHODS: IL-22 serum lev-
els were measured in patients with early, treatment-naive RA 
(n=49) and in 45 age- and sex-matched healthy individuals as 
controls. Patients were assessed clinically and radiographically 
at baseline and followed up for 2 years. Correlations of IL-22 
serum levels were sought with parameters of disease activity, 
serological markers, demographic factors and the incidence 
of erosions. IL-22 production by peripheral blood T cells was 
investigated by intracellular flow cytometry. RESULTS: 24 of 
49 patients with RA demonstrated elevated IL-22 levels com-
pared with the range of healthy controls. At baseline, a high 
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percentage of these patients (8/24, 33%) demonstrated bone 
erosions, whereas only 1 patient (4%) from the group with 
normal IL-22 had erosions. During the 2 years of follow-up, 6 
additional patients with increased IL-22 at baseline developed 
erosions. In contrast, none of the patients in whom IL-22 lev-
els were normal developed erosions despite similar treatment 
regimens. Multivariate regression analysis accounting for other 
parameters predictive for erosions, such as the presence of rheu-
matoid factor or anti-cyclic citrullinated peptide antibodies and 
disease activity, showed that elevated IL-22 baseline levels were 
independently and significantly associated with erosive RA. 
Cellular analysis demonstrated enhanced expression of IL-22 
from CD4 T cells in RA. CONCLUSION: IL-22 is elevated 
in the serum of half of the patients with RA. Elevated serum 
IL-22 allows discrimination between patients with different 
radiographic progression and indicates a possible involvement of 
IL-22 in the pathophysiology of RA.

Division of Rheumatology, Medizinische Poliklinik, University of 
Munich, Munich, Germany.

Breast Cancer Res Treat. 2011 Mar 9. [Epub ahead of 
print]

Inflammatory breast cancer: high risk of 
contralateral breast cancer compared to 
comparably staged non-inflammatory  
breast cancer.

Schairer C, Brown LM, Mai PL.

ABSTRACT: Inflammatory breast cancer (IBC), the most 
lethal form of breast cancer, has characteristics linked to higher 
risk of contralateral breast cancer. However, no large studies 
have examined risk of contralateral breast cancer following IBC. 
We calculated absolute risk of invasive contralateral breast cancer 
among 5,631 IBC and 174,634 comparably staged non-IBC first 
breast cancer cases who survived at least 2 months following 
diagnosis and were reported to 13 Surveillance, Epidemiology, 
and End Results (SEER) registries between January 1, 1973 and 
December 31, 2006. We considered that contralateral cancers 
occurring within 2 to 23 months of first cancer diagnosis may 
more likely be metastatic/recurrent disease and those occurring 
2 or more years after diagnosis, independent primaries. Absolute 
risk of contralateral breast cancer was generally greater follow-
ing IBC than regional/distant non-IBC, regardless of age and 
hormone receptor status of first cancer diagnosis. Much of the 
increase in absolute risk following IBC occurred within 2 to 
23 months of first cancer diagnosis, while the risk for non-IBC 

occurred more gradually over time since diagnosis. For instance, 
among women first diagnosed before age 50, absolute risks 
following IBC and non-IBC were 4.9 vs 1.1% at 2 years, 6.0 
vs 2.2% at 5 years, and 7.7 vs 6.1% at 20 years after diagnosis. 
However, patterns of higher risk following IBC than non-IBC 
were also evident for at least 10 to 15 years in the subcohort of 
women who survived at least 24 months without a contralateral 
cancer. In conclusion, our results suggest that IBC has higher 
risk of cancer in the contralateral breast than comparably staged 
non-IBC, possibly due to both metastatic/recurrent disease and 
independent primaries.

Division of Cancer Epidemiology and Genetics, Department of Health 
and Human Services, National Cancer Institute, National Institutes of 
Health, Rockville, Maryland. 

J Asthma. 2011 May 23. [Epub ahead of print]

Impact of obesity on the severity and therapeutic 
responsiveness of scute episodes of asthma.

Yeh KH, Skowronski ME, Coreno AJ, et al.

BACKGROUND: It has been suggested that obesity adversely 
influences both the severity and the therapeutic responsiveness 
of chronic asthma. However, it is unclear if it also impacts acute 
situations. METHODS: To determine whether adiposity wors-
ens the clinical and physiological manifestations of acute asthma 
and limits therapeutic effectiveness of standard treatment, we 
contrasted signs, symptoms, medication use, arterial oxygen 
saturation, peak expiratory flow rate, and the bronchodilator 
response to standard doses of albuterol in 90 nonobese and 90 
obese asthmatics as they presented for urgent care. Treatment 
and clinical decisions were systematized using published care 
paths and the peak flow was measured with standard techniques. 
Body mass index (BMI) was calculated according to consensus 
criteria. RESULTS: Other than BMI (P<.001), there were no 
between-group differences in age, gender, race, signs, symptoms, 
pulse oximetry, or pre-presentation medication use. The pre-
treatment peak flow in the obese population was 22.4% higher 
on average (P=.007), but there were no differences in the distri-
bution of severity (P=.38), the response to albuterol (P=.61), or 
admission-discharge ratios (P=.62). CONCLUSIONS: Obesity 
does not adversely influence the severity or the resolution of 
acute episodes of asthma.

Case Western Reserve University School of Medicine, Cleveland, Ohio. 
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Paying It Forward Through Mentoring 
continued from page 6

Adults With Autism Spectrum 
Disorder continued from page 3

PCMH is critical. Care coordination, 
which is a central role of the profes-
sional case manager, provides access to 
the right care and treatment resources 
at the right time, avoiding duplication 
and unnecessary use of resources. 

The link between care coordination 
and improved outcomes calls for use of 
qualified, board-certified professional 
case managers within models such as 
the PCMH. By utilizing the skills and 
expertise of such highly qualified case 
managers, physicians are able to extend 
their reach across a larger population 
of patients, improve quality, pursue 
health status improvements in patients, 
and elevate the purpose of the PCMH. 
These positive outcomes are at the 
heart of the goals of health care reform. 

As primary care physicians and 
other clinicians and providers join 
forces in pursuit of significant, measur-
able improvements in the quality of 
care delivery, they must examine the 
strengths of each link in the chain of 
the network being established. A board-
certified, professional case manager is a 
strong contributor to thew network, 
with proven competencies to achieve 
the goals that are integral to PCMH 
success. CM  

The Commission for Case Manager Certification 
(www.ccmcertification.org) is the first and 
largest nationally accredited organization that 
has certified more than 30,000 professional case 
managers. The Commission is a nonprofit, vol-
unteer organization that oversees the process of 
case manager certification with its CCM® creden-
tial. The Commission is positioned as the most 
active and prestigious certification organization 
supporting the case management.

References 
1. Boshier M. CCMC news and views: under-
standing new order for care delivery. Prof Case 
Manag. 1020;16(4):168-169.

The Role of the Professional Case 
Manager in New Models of Care 
Delivery continued from page 5

seats. Patients’ choices “trump!”

Like Informed Consent
It may be helpful to compare the pro-
cess of choosing postacute providers 
with obtaining informed consent from 
patients for surgery. If patients with 
mental capacity are unwilling or unsure 
about giving consent, case managers 
cannot simply choose for them!  

As evidenced from the above stan-
dards, case managers are also required 
to maintain respectful relationships with 
coworkers, employers, and other profes-
sionals. This requirement clearly applies 
to providers to whom case managers 
make referrals. Anecdotal accounts of 
how case managers in positions to make 
referrals treat postacute providers are 
difficult to hear. Such conduct clearly 
violates applicable national Standards of 
care described above.

Stay tuned for more about revised 
national Standards of care.  CM

Reprinted with permission of Elizabeth E. 
Hogue, Esq. You can reach Elizabeth at 
ElizabethHogue@ElizabethHogue.net.

Revised Standards of Practice for 
Case Management: Ethical Issues 
continued from page 4

another MSS site, located in Brooklyn 
Park, Minnesota, and plans are under-
way to incorporate some of these tech-
niques at the St. Paul site, where a sup-
ported employment program and 
several community work sites are cur-
rently employing individuals with ASD. 
Future expansion plans also include 
offering specialized vocational rehabili-
tation services for individuals on the 
higher functioning ranges of the spec-
trum and individuals with Asperger’s 
Syndrome. MSS’ more traditional and 
currently CARF-accredited vocational 
rehabilitation services will be modified 
to address the specialized needs of 
these individuals and will also include a 
social skills group component. The 
social skills group will be designed to 
assist the participants as they learn to 
better understand the social environ-
ments associated with postsecondary 
education and the workplace to greatly 
increase their likeliness of success. CM

For further information about Midwest Special 
Services, Inc., please contact Anna MacIntyre, 
Director, Rehabilitation Services, at  
651-778-1000 (main) or 651-793-4118 (direct). 

group on LinkedIn.com to promote 
networking and sharing of knowledge. 
Through social media, practitioners 
of all levels have the opportunity to 
establish informal mentoring, by asking 
questions related to the field and devel-
oping greater comfort and skill with 
technology applications. 

As experienced professionals and 
new entrants to the field meet and 
mingle, whether in person at a confer-
ence or in an online environment, con-
nections will be made. This also opens 
the door for more formal mentoring to 
be established. For both parties, it takes 
commitment not only to each other but 

also to the process itself. Mentors must 
be committed to leadership, helping 
to develop leaders for the next genera-
tion and adding value to other people’s 
lives. Being a mentor also requires time 
and a willingness to be involved.

Mentees must be committed to the 
mentoring relationship, to devote the 
necessary time, and to be serious about 
developing one’s skills and talent. And, 
one day remembering the mentoring 
they received, mentees must reach out 
to others who come behind them—to 
pay forward the benefits that they have 
received. CM

The CDMS Commission is the only independent 
and nationally accredited organization that 
certifies disability management specialists. continues on page 29
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join/renew ACCM online at www.academyCCM.org 

REFER A COLLEAGUE TO ACCM
Help your colleagues maintain their certification by referring them to 
ACCM for their continuing education needs. They can join ACCM at 
www.academyCCM.org 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 CEUs to maintain my 
CCM or CDMS certification?

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

 

Q:	 Are CEUs available online?
A:	� Yes, ACCM members now have the opportunity to take the CEU exam 

online at www.academyCCM.org. To take the test, click on the link 
for the exam. Enter the required login information. You will have two 
attempts to achieve a passing score of 80%. Then print your certificate 
after successfully completing the test.

 

Q:	 �How long does it take to receive my membership card, member num-
ber, and membership expiration date?

A:	� Approximately 3 weeks from the time you make payment. If you need 
the information sooner, contact Member Services. Your membership 
year(s) is based on the time you join.

 

Q:	 How long does it take to process CEU exams?
A:	� Normally within 4 weeks. It could take up to 6 weeks during peak CCM/

CDMS renewal periods so plan accordingly.
 

Q:	 Do CEU programs expire?
A:	� Online exams are processed immediately and you can print your certifi-

cate after successful completion. Mailed exams normally take 6 weeks to 
process but could take up to 8 weeks during peak CCM/CDMS renewal 
periods so plan accordingly.

 

Q:	 Is your Website secure for dues payment?
A:	� ACCM uses the services of PayPal, the nation’s premier payment process-

ing organization. No financial information is ever transmitted to ACCM.
application on next page

ACCM
Academy of Certified Case Managers  

The Role of the Professional Case 
Manager in New Models of Care 
Delivery continued from page 28

2. Commission for Case Manager Certification. 
Definition of case management. www.ccmcer-
tification.org/secondary.php?section=Case_
Management. Accessed March 9, 2011.

3. Tahan H, Campagna V. Case management roles 
and functions across various settings and professional 
disciplines. Prof Case Manag. 2010;15(5):245-279.  



First Name	 Middle Name	 Last Name

Home Address

City	 State	 Zip

Telephone	 Fax	 e-mail

Certification ID #_____________________	 (ACCM mailings will be sent to home address)

Practice Setting:
Which best describes your practice setting? http://www.nysfccla.org/images/contests.gif

q Independent/Case Management Company	 q HMO/PPO/MCO/InsuranceCompany/TPA

q Rehabilitation Facility	 q Hospital

q Medical Group/IPA	 q Home Care/Infusion

q Hospice	 q Academic Institution

q Consultant	 q Other: _____________________________

JOIN ACCM TODAY!
q 1 year: $120 (year begins at time of joining) 	

q 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, PO Box 210, Green’s Farms, CT 06838-0210.

q MasterCard       q Visa       q American Express       If using a credit card you may fax application to: 203-227-9495

Card #_________________________________________ Exp. Date:_______________  Security Code:________________

Person’s Name on Credit Card:_ ____________________________Signature:_ ________________________________

Credit Card Billing Address:_______________________________________________________

City:_________________________________ State:_ _________ Zip:_________________________________________

s

Do not use this application after December 31, 2011. 

Date

ACCM
Academy of Certified Case Managers    

Membership Application

s

!

join/renew ACCM online at www.academyCCM.org 

q I wish to become a member.  

For office use only:__________________Membership #__________________   Membership expiration__________________



ACCM
Academy of Certified Case Managers    I m p r o v i n g  C a s e  M a n a g e m e n t  P r a c t ic  e  T h r o u g h  E d u c a t i o n

Encourage your co-workers to join the Academy of Certified Case Managers 
to get the same access to CE articles, important new research and drug 
approvals, and department news that’s targeted for your profession.

Encourage your colleagues to join ACCM today using the application form 
on page 30 of this issue. 

You’ll feel like you’ve passed on the torch to another case manager. 

Have a Colleague?
 Share your copy of CareManagement!

n �Boost a co-worker’s career

n �Help a colleague maintain certification

n �Improve team morale and collegiality

n �Share a wealth of information to improve patient outcomes

n �Improve your profession by sharing the resources 

   —and—

As a board-certified case manager, you know better than anyone the value of the gold-standard CCM credential. Now that the exam    
application window is open, please encourage your colleagues to take the next step in their careers and earn board certification! 

Those who refer colleagues are eligible to enter the CCM “Get a Candidate” Campaign!* Here’s how:

	1. 	 Tell just one candidate about the CCM exam.

	2. 	Have your colleague fill out the application and enter your name in the “How Did You Hear About CCMC?” field. 

	3. 	That’s all you need to do. Both you and your candidate will be entered to win**:

			   n A 1-year membership in the Academy of Certified Case Managers (ACCM)

			   n A 1-year subscription to CareManagement, the official journal of ACCM – a value of $120!

And remember, if you maintain your membership in ACCM, you will have access to all the continuing education credits you need 
to renew your CCM certification! Don’t miss out on this opportunity to promote your credential and further the positive impact of 
certification in the professional practice of case management.

You and your candidate will have a chance to win 
a 1-year ACCM membership 

and a 1-year subscription to CareManagement.

A $120 Value!

* �This offer is valid until 10/15/11. Applicants must be approved to test in order to be eligible to win. Winners will be notified via e-mail after the exam cycle has ended.

** �One certificant and one candidate will be randomly chosen to each win the two prizes.
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