WELLCOVORIN TABLETS

(leucovorin calcium)
The Proven Considerate Rescue
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5 mg and 25 mg tablets

Before prescribing WELLCOVORIN® Tablets, please consult compiete prescriting infior-
mation. The following is a briel summary

INDICATIONS llll USAGE: Weil calcium) 15 for the

and effects of lolc acxd antagomsts (See mRmNGS1
commummns Leucovonn is improper therapy for pernicious anemia and other
megaloblastic anemias secondary 1o the Lack of vitamin B, A hemalologic remission may

occur while g remain prog

WARNINGS: In the ol accdental ge of fokc acwd g 3
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e and rescue leucovorin's effec-
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PRECAUTIONS:

General: Following chemotherapy with folic acid of

leucovorin is preferable 1o oral dosing il there 15 a possibility that the patient may vomit
and not absort the leucovonn. In Ihe presence of pernicious anemia a hematologic remis-
SI0N May occur while g remain p Leucovorin has no
eflect on other toxicities of meth . such as the ity g Irom drug
precipitation in the kidney

Drug Interactions: Folic acid in large amounts may counteract the antiepdeptic effect of
and . and ncrease the frequency of seizures in suscep-
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ic EMgcts: Pregnancy Category C. Animal reproduction sludies have
mt ‘been conducted with Wellcovorin 1t is a!sn not known whether Welicovorin can cause
letal harm when administered 1o 3 pregnant woman or can atect reproduction capacity
Wellcovorin should be given 1o a pregnant woman only il clearly needed
Nursing Mothers: It 15 not known whether Ihis drug 15 excreted in human milk. Because
many drugs are excreted in human mik, caulion should be exercised when Wellcovorin
15 administered 10 3 nursing mother
Pediatric Use: See ““Drug Interactions
ADVERSE REACTIONS: Allergic sensitizalion has been reporied lollowing both oral and
parenteral administration of lobic acid
OVERDOSAGE: Excessive amounts of leucovorin may nullity the chemotherapeutic etfect
of lobc acid amagonists
DOSAGE AND ADMINISTRATION: Leucovorin is a speciic antidote for the hemalopostic
tooacity ol methotrexate and olher strong inhibitors of the enzyme dihydrofolate reduc-
tase Leucovorin rescue must begin within 24 hours ol antifolate adminsstration. A con-
venlional leucovorin rescue dosage schedule s 10 mg/m? orally or parenterally lollowed
by 10 mg/m’ orally every Six hours for seventy-two hours Il however. al 24 hours following
methotrexale adminisiration the serum creatinine is 50% or greater than the pre-
methotrexale serum creatinine, the leucovorin dose should be immediately increased 1o
100 mg/m* every three hours until the serum metholrexate level 1 below 5 x 107°M ¥
The recommended dose of leucovorin 1o counteract hematologic :mr_uy from folc acid
antagonists with less atfinity for
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FROM THE EDITOR...
CHAOS REIGNS

A couple of months ago, Dr, Chuck Coltman recom-
mended that I read a book entitled Chaos, which sug-
gests that there is some order to random disorder. 1 sure
hope all this theory is right, because we have some seri-
ous chaos in the system, For instance: At the National
Cancer Institute, Dr. Vince DeVita exits after nearly
eight years of dominating the field. Vince left an indeli-
ble mark on the Institute and the national cancer pro-
gram. Whether you love him or hate him or both, things
happened during the past eight years, While many
bureaucrats are practiced at indecision, Vince plunged
ahead. Vince's rapid exit surprised us all, but its another
example of Vince's ability to make a decision and then implement it without hesitation.
With Vince gone, we will see major disruptions at NCI. That’s okay. Most organiza-
tional literature suggests that every 10 years or so, major burcaucracies need a shake
up; things get too routine and the need for chaos overwhelms the need for regularity.
For new ground to be plowed, you need to get a new leader who can try new things.

To add to the changes at NCI, Dr. Bob Wittes is taking a position at Bristol Myers,
Wittes has brought order to the clinical trials review program at NCI—one area that does
not need disorder! We’ll pray that his successor continues his organizational progress.

Much, much closer to home, chaotic reimbursement problems are continuing to
impact cancer care. As part of my consulting work, I’ve been wandering around the
Midwest, the Northwest, and the West listening to hospitals and physicians express
their concerns about what is happening. In California, they talk about increased com-
petition and more managed care plans owned by competitors. In Wisconsin, you can
hear about a hospital without a cancer program that suddenly is managing 100 addi-
tional cancer patients after a shift in the managed care plan. In Indiana, there’s a new
interpretation of an old ruling that physicians treating patients in hospital outpatient
clinics can only be reimbursed for their fees when they rent the space and pay the
nurses. In Minneapolis, they talk about hospital consolidations, closures and tight,
tight budgets. The entire reimbursement scene promotes random, chaotic approaches
to cancer care, All too often now, I see a hard-working clinician literally lower his
head while he tells me about how he’s had to deliver less care to a managed care
patient. There is order to this disorder here, but not the kind you want to see.

On another front, ACCC and other groups were successful last month in persuading
Congress that the U/.8. Pharmacopeia Drug Information and the AMA Drug
Evaluations should be cited as standard references in the Medicare Catastrophic
Coverage Act. Yet, some of the folks at the National Blues are looking at using PDQ}
as a standard reference for what should be paid, while HMOCs, such as Maxicare, and
some Blues plans are apparently reimbursing for only those indications included on
FDA labeling——a strategy that effectively eliminates about half of all current
chemotherapy (see the Spring 1988 issue).

Then there’s the continuing development of Freestanding Cancer Centers and mini-
FCCs; the state-by-state implementation of HCFA 1200; the now weli-documnented
reimbursement denials for patients on formal clinical trials; the increasing squeeze
from DRGs; the ongoing national negotiations with third parties and self-insured com-
panies; and the fundamental changes in the power relationships between the American
College of Surgeons, the American Cancer Society, the National Cancer Institute, the
Joint Commission and the American Medical Association. You need more than a
scorecard, you need a video terminal.

If you want a good laugh, one of the women'’s magazines recently suggested to all of
its readers that if their oncologist does not have PD(Q) in their office, they should
demand that the physician borrow another physician’s PC so he can access the latest
information on patient management! Sure. You walk out past the 35 people sitting in
your packed waiting room and announce: “I'll be back in an hour. I've got to go next
door, dial up PDQ, and see if the committee has changed anything in the last month or
two. It won't be a total waste though; I can also find out whether the treatment I've

{Continued on page 6)




IN THE NEWS:

JCAHO REPORTS
FIRST RESULTS OF
CLINICAL INDICATOR
FIELD TESTING

To date, the data burden involved in the
collection of obstetrics/gynecology and
anesthesiology clinical indicators is mini-
mal, according to Betty Fuchs, project
manager for field activities at the Joint
Commission for Accreditation of
HealthCare Organizations (JCAHO).

Three different sets of data have been
obtained from hospitals participating in
the field testing of 30 obstetrics/gynecolo-
gy clinical indicators and 45 anesthesiolo-
gy indicators, JCAHOQ is finding that the
time needed to collect the necessary data
ranges from 35 to 25 minutes, “depending
on the complexity of the medical record,”
Fuchs explains.

Participating hospitals have also been
supplying JCAHO with resource assess-
ment information. Fuchs says that hospi-
tals’ reported resource requirements to col-
lect the data have ranged from $254 to
$8,000. However, Fuchs points out that
only one hospital’s resource needs totaled
$8,000—a figure which she says is “far
out of line with the needs reported by other
institutions.” In fact, the next highest
reported data collection cost was $1,900.
Cost variations, according to Fuchs, are
primarily due to the “type of personnel”
used to collect data. For instance, at hos-
pitals where nursing staff are collecting
data, the costs are higher than in hospitals
that are using medical record staff,
Furthermore, because data have been col-
lected manually, the expected switch to an
automated system of collection should |
“easily cut costs in half,” Fuchs predicts.

Future possible revisions to collection
procedures may include “dropping some
of the elements currently being collected,
especially in the area of anesthesiology,”
Fuchs notes, Other possible revisions to
the data collection process could include a
switch to random collection procedures or,
instead of collecting 100 percent of the
data, the JCAHO may elect to collect
summary information.

Right now, however, JCAHQ is con-
cerned with validating current indicators
and determining the data capacities within
field test hospitals. JCAHO expects to be
ready to institute the ongoing collection,of
data in the areas of cbstetrics/gynecology
and anesthesiology by the beginning of
next year,

Thie development of oncology clinical

indicaters will begin in November, when
the oncology task force, chaired by John
Yarbro, M.D., Ph.D., meets for the first
time. Field testing of those indicators
should begin next June, Fuchs says.
Mereover, because many hospitals have
“highly developed cancer registries, the col-
tection of oncology indicators may be auto-
mated immediately, bypassing the initial,
manual collection method employed in
other areas,”

In addition to oncology, the develop-
ment of clinical indicators for cardiology
and trauma will proceed this year. The
next areas targeted for action are long-term
care, psychiatric care, and general surgery.

RABSON APPOINTED
NCI ACTING DIRECTOR

Alan Rabson, director of the Division of
Cancer Biology & Diagnosis, has been
appointed acting director of the National
Cancer Institute, effective September 1.
Dr. Vincent DeVita’s 25 years of service at
NCI ended on August 31.

The Reagan Administration plans to
appoint a replacement for DeVita before a
new Administration is in office. White
House staff have drawn up a list of candi-
dates for review, none of whom are cur-
rently employed by NCI,

ACCC’S YARBRO TO
CHAIR JCAHO
TASK FORCE

John Yarbro, M.D., Ph.D,, professor of
Medicine, University of Missouri School
of Medicine, and a founder and past presi-
dent of the ACCC, has been appointed by
the Joint Commission on Accreditation of
HealthCare Organizations (JCAHO) to
serve as chairman of its Oncology Clinical
Indicator Task Force,

The task force is charged with the respon-
sibility for developing oncology clinical
indicators to be field tested by June 1989.

CALL FOR PROPOSED
BYLAWS AMENDMENTS

The ACCC Bylaws, adopted by the House
of Delegates in March 1984, state; “These
Bylaws may be amended by the vote or
written assent of two-thirds of the
Delegate Representatives voting. Written
notice of proposed Bylaws amendments
must be sent to voting members at least 30

days prior to the meeting at which they are
to be acted on.”

Any delegate representative may submit
a proposed Bylaws amendment,
Submissions should be in writing and
addressed to Susan Dimpfel, Bylaws
Chairman, ACCC, 11600 Nebel St., Suite
201, Rockville, MD 20852.

All suggestions for amendments must

| be received at the ACCC Executive by

December 1, 1988, for consideration by
the House of Delegates in March 1989.

NOMINATIONS FOR
ACCC OFFICERS
AND TRUSTEES

The ACCC Nominating Committee is
soliciting nominations for the following
1989-90 board positions:

+ President-Elect
+ Secretary
» Four Trustees

The term of President-Elect is one yeare
The Secretary and Trustee positions are
two-year termse  While nominees are not
required to be the voting representative
from their institution, they must represent
an ACCC Delegate Institution, ll

Editor’s Pagé—
(Continued from page 3)

planned for the rest of you is going to be
paid for, now that the Blues have decided
to only pay for whatever is listed on PDQ."
So folks, chaos reigns. It’s supposed to
be good for innovation, but lousy for things
we know how to do. It’s a damn shame
that it’s being introduced to areas that need
stability, like payments for patient care that
we know has a positive effect, and payment
for research, which guarantees reductions
in innovation. Chaos can be okay, but
sometimes we’ve got it backward.
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Lee E. Mortenson, M.S., M.P.A.
Senior Editor,
ACCC Executive Director






