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In the past medicine has been referred to as both "art" and "science". Successful
practitioners of medicine (those with the best outcomes) have used the most reliable and up-to-
date medical information (science) along with the art of knowing the family and culture, together
with their own judgement and intuition.

Far too often physicians have relied on their personal intuition and medical view over what
science has proven are the "best standards of care." These individual medica views, while usually
producing a successful outcome, give agreat deal of latitude in providing the patient's care,
sometimes to the detriment of the outcome. Consequently, this care can also vary greatly from one
physician to another. Further, without standards of care, it makes it far more difficult for support
staff to order supplies correctly, give consistently good care, or answer patient's questions.

At the worst, it leads to bad outcomes. It also can lead to support staff making far more
judgements asto "good" and "bad" doctors because they attach the physician’ s reputation to these
outcomes over time.

Our physicians and nurses recognize that evidence-based medicine is here to stay and with
good reason. While implementing evidence-based medicine faces political, economical, control
and leadership issues the benefit of improved outcomes far outweighs those costs and
inconveniences.

Our facility has tackled these issues, and as aresult of the projects outlined here, our
community receives better care with proven outcomes and our medical staff has now taken
ownership of evidence-based medicine—the greatest outcome of all.

Overview:

This project could come under the heading of several of the categories listed in the criteria

for the award, but we feel that it fits best under the Process Management category involving

performance and quality improvement.



The quality issue that we have worked on, and are continuing to work on, involves the
integration of evidence-based best practices for different diagnoses into the fabric of our
healthcare delivery system, both at the hospital and clinic level. Thisinvolves the use of eight
guidelines for eight diagnoses for inpatients at St. Francis Memorial Hospital and implementation
of CIMRO of Nebraska s clinical guidelines for diabetes disease management in the Dinklage
Medical Clinic. The eight guidelines were developed by the Southeast Rural Physician
Association (SERPA). We are also participating in the Rural Health Outreach Grant by delivering

the Targeting Lifestyle Changesto area diabetes patients.

The delivery of quality hedthcare is an ongoing strategic initiative of our hospital and
clinic, aswell as our retirement center (where we are implementing Quality First, a quality
improvement program of the American Association of Homes and Services for the Aging), and is
acore value of our system. Assuring that our patients have access to the best medical treatment
available every time that they come in contact with our system and can count on consistent,
excellent care, regardless of the practitioner providing that careis critical to our vision to be the
first choice for healthcare in our region.

M ethods:

Dinklage Medical Clinic quidelines for diabetes disease management

This intervention took several months and involved CIMRO of Nebraska, our clinic
nurses, our clinic manager, and our physicians and physicians assistants. Our Vice-president of
Clinical Servicesand | attended a CAH Network meeting in late 2002. Sunderbruch Corporation,
our former QIO (Quality Improvement Organization), gave a presentation on the use (or lack of
use) of clinical guidelines in diabetes disease management. The speaker cited examples of the
number of patients who failed to have foot checks, eye exams, HbgA 1C tests, and other important

ongoing tests and procedures that have been known to be standards of care for along time by their
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internists, who had care of diabetes patients as amajor portion of their practice. The speaker
reiterated how getting interniststo let them audit their diabetes patients had demonstrated to the
doctors that, although they felt that they were consistently providing quality care they actually
were faling quite short of providing consistent disease management. After implementing the
guidelines there was demonstrated improvement in consistency and quality. Our CAH Network

Liaison, Mary Anderson felt that as a CAH Network we should al participate in this QIO project.



An audit we asked Sunderbruch to perform demonstrated the need to make some changes
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The clinic patients are a so referred by our doctors to our diabetes educators for
counseling, meal planning, glucometer use, insulin injection as indicated, and overall diabetes
disease management. Our diabetic education not only includes individual education, but group
classes and the use of telecommunications to reach patients throughout Northeast Nebraska. Over
the past severa months we have incorporated foot care Quality Improvement Project, which
includes identification of patients with high risk of foot ulcerations, early diagnosis of foot
problems and consultations by our physical therapy department, which, by early intervention,
helps reduce loss of circulation and ulceration in the extremities, a serious complication for
diabetics. Education of these patients early in the process and continuing throughout their careis

important to these patients. This program supports and enhances the CIMRO project being
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conducted in the clinic and our Rural Health Outreach Grant. The Clinic is aso engaging in a
special effort to contact patients with diabetes who are due or overdue for certain test or exams
that are important to their diabetes care. A letter is sent out letting the patient know what tests or
exams are due and asking them to contact the clinic for an appointment (Exhibit C).

S. Francis Memorial Hospital clinical quidelines for eight inpatient diagnoses

At the medical staff level we have talked about evidence-based medicine, critical
pathways, clinical guidelines, cookbook medicine, etc. for several years, but no decisions to
adopt any of these methods were ever endorsed. The medical staff as awhole felt that they were
providing excellent care and there was no need to adopt restrictive guidelines. Overal, peer
review and audits of care reinforce the fact that good care is being provided. The medical staff
has also taken part in audits using the Scope of Work initiatives provided by CMS (Medicare) to
audit the use of certain guidelines proven effective for three diagnoses (Acute myocardial
infarction, congestive heart failure, and pneumonia). Our Utilization Review nurse, Kathy
Stratman, noted that over time use of these guidelines showed steady improvement. Although use
and documentation of these guidelines added an extra layer of work for the doctors, they were
slowly adopting these best practices. 1n 2003 the Board, which includes medical staff
representation, discussed the use of evidence-based medicine. In 2003 the Board and medical
staff adopted participation in the AHA Quality Initiative (making St. Francis one of the first
hospitals in Nebraska to do so), which requires providing data (that could eventually be posted on
the CMS web site) from the 10 quality indicators from three diagnoses in the Seventh Scope of
Work of CMS,

Eight guidelines for eight inpatient diagnoses were being developed about this same time
by the Southeast Rural Physician Association (SERPA) and the Heartland Health Alliance, in

conjunction with Bryan/L.G.H. Hospital in Lincoln. Colleen Chapp, VP of Patient Care Services
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at Bryan/LGH East, and Heartland Health Alliance shared these guidelines with rural hospitals
across the state in early 2004 and presented hospitals, that requested it, a copy of the guidelines.

In April and May of 2004 two of our physicians, Dr. Tom Cohee and Dr. Scott Green,
reviewed the guidelines for content and concurrence with research that was provided and their
knowledge from clinical experience. Although they came up with several pages of comments on
the guidelines, they were comfortable that the practices outlined were appropriate. Each of these
physicians received a small stipend from FLEX Grant funds identified by our CAH network for
quality improvement for the extratime and effort to help implement these criteria.

At our medical staff meeting in July 2004, Dr. Green and Dr. Cohee reviewed the
guidelines and their comments with the entire medical staff. After considerable discussion the
guidelines were approved with comment, but they made no changes. Use of the guidelines was to
begin as soon as nursing service had a chance to review the guidelines and agree on best
implementation strategy. Nursing was excited about the guidelines and met to develop their own
strategy. Nursing’s goal was to proceed with implementation, but to work with Dr. Cohee to
develop standing orders for these guidelines, realizing that this would need to happen over several
weeks. Nurses had sources for standing orders that fit with the guidelines. Orders were
developed using the guidelines and samples of orders the nurses had received and were presented
by Dr. Cohee to the medical staff. Those guidelines were adopted in September of 2004 and have
been in use since. This summer (2005) we have implemented revisions to two of those guidelines
(based upon the latest evidence)—diabetes mellitus and acute coronary syndrome.

Prior to beginning our work on this project we aso took part (and have continued to do so)
in the “Emergency Department: Integrated Solutions Project” in conjunction with other Premier
hospitals across the country. This project involved the use of measures that included performing

an EKG within 10 minutes of a patient presenting in the ER with chest pain and antibiotics being
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initiated within two hours of arrival in the ER with adiagnosis of pneumonia. The national
guideline for antibiotic delivery with adiagnosis of pneumoniais 4 hours.
Results:

All patients with a diagnosis of diabetes now have their chart “flagged” in the clinic as
soon asthey are diagnosed. The chart has a blue identifier so that the nurses immediately use the
criteriawhen the patient enters the clinic for their appointment. A form developed by CIMRO
has been used to make it easy to follow the guidelines and to simplify charting. With nurses,
doctors, and physician’s assistants all on the same page, all are focused on the management of the
patient’ s diabetes from the moment they enter the clinic. Exhibits A shows our original baseline
for seven indicators used in the diabetes program. It also exhibits where an audit of the indicators
of our patients in the program are twenty-one months after initiating the program (CIMRO’ s
national benchmark is presented for comparison). On four of the indicators (A1C, Lipid,
Pneumonia vaccine, and micro albumin) the clinic is at or near the national benchmark.
Documentation of yearly eye exams has been improved by about 1000%, but is still well below
the benchmark. Documentation of foot care and documentation of a flu shot aso needs
improvement. We are presently piloting a new foot care program (exhibit B) which involves two
of our physicians, clinic nurses and our physical therapists to improve this very important aspect
of diabetic care. The form used reminds our staff that certain educational materials need to be
given to the patient. The clinic staff also query the patient databank to see which patients have
not been seen by the doctor, had lab tests, or had their feet checked, etc. These patients then
receive aletter (exhibit C) reminding them of the need to receive care.

The clinic nurses involved in the project fedl that the reason the project has been
successful is because they have worked together on a problem, have away to actually track the

results and all could see the effectiveness of their effort. They stated severa things that they felt
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made this program work: 1) administrative support and encouragement, 2) everyone, including
doctors and nurses, met together and forged the plan, 3) the data is entered by one person and is
updated often, 4) this same person is kept abreast of all problems and results and is treated as a
critical member of the team, 5) the data is reviewed and changes made in a timely manner when
problems are identified, 6) working closely with the hospital diabetes educators and 7) the
patients see it as ateam effort and done very consistently. Clinic staff presented their project at a
quality forum earlier this year.

This consistency is demonstrated by the same questions being asked for each visit; tighter
control of blood sugar is expected; lab work is done more frequently; and eye exam results are
sent to the physician by area optometrists and ophthalmologists. Letters are sent to the patients
reminding them of their plan and its importance to their diabetes management. These patients are
also referred to the Diabetes Educators at this hospital. 1n 2003, 88 new diabetics were seen by
the Diabetes Educators for individual and group education. One hundred fourteen patients were
referred in 2004. The diabetes educators are also closely following 38 pre-diabetics that were
diagnosed in 2004 and another 16 pre-diabetics in 2005. They have had 46 new diabetic referrals
in 2005, bringing the total number of patientsin our clinic diabetes program to 468, as of August
2005.

The Diabetes Distance Education program that is utilizing satellite communications to
broadcast their education, “Control Diabetes for Life’ reached 8 communities initially (Wisner,
Pierce, Laurel, Fremont, Scribner, Tekamah, Howells, and Wahoo) but, by the third program
reached 16 communities (added Madison, Lyons, Stanton, Neligh, Norfolk, Pender, Ainsworth,
and Schuyler). These education programs were taped and sent to two additional community sites
that did not have satellite communication capabilities. Table 1 shows the month and year of the

program as well as the number of participants.
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Table 1. Satellite Distance Education Program

Date of Program Number of Participants
November 2003 91
March 2004 180
June 2004 158
November 2004 166
March 2005 210

***|n June another program was scheduled to a ssimilar audience but due to technology
difficulties needed to be recorded and videos were sent to the sites

We arein the first full year of the use of evidence-based medicine guidelinesin the
hospital, but feel that the care provided to the patients has definitely improved. Severa years ago
the medical staff implemented a pathway for pneumonia that had very poor adherence, so this
time we are working to put a system in place that will make improvement in compliance with use
of the guidelines in spite of human shortcomings. The goal isto make sure that a system isin
place that will take as much of the chance for human error out of the process as possible. We are
moving as fast as possible to achieve full implementation to keep the momentum going. AsTom
Atchison, Ed. D., anationally known physician practice consultant says, “ Think small----move
fast.” Our medical staff no longer refersto “cookbook medicine” and has endorsed the idea of
using the latest proven evidence to treat their patients. Our dietician was asked by one of her
peers how she gets her physicians to follow the recommend dietary guidelines and practices. Her
comment back to them was, “it’s not an issue. They believe in what we're doing and allow us to
be professionals.”

At the present time our average time for performing an EKG and initiation of an
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antibiotic(s) in pneumonia cases is consistently in line with our goals. Occasionally though, we
still have a patient that falls outside of our standards, but overall we are consistently meeting our
standard. Nationally the standard for initiation of antibiotics in pneumoniais within four hours,
so we fedl very good about the progress we have made toward our standard of two hours.
Through the end of May 2005 ninety-seven percent of our patients presenting with a diagnosis of
pneumonia received their antibiotic within the national standard and 64% received the antibiotic
within our two hour standard. Initially, our percentage of patients receiving an antibiotic in
under 2 hours was higher, but when we initiated EMAR (Electronic Medication Administration
Record) we suffered, what we perceive to be, a temporary increase in administration time. We
feel that the safety benefits of EMAR out way the time difference. Through the first half of this
year 88% of our patients presenting to the ER with chest pain received an EKG within 10 minutes
and 100% received the EKG in under 20 minutes.

L essons L earned:

Several barriersto success exist in implementation of these projects, one of whichis
timing. Through the years we have made several attempts, either aborted or less than optimal in
their implementation that have resulted in somewhat mixed results. Although there was probably
some improvement in care, every time we tried something the projects were not completely
successful. With the push for quality by the Institute of Medicine report, the Leapfrog Group (a
group of large businesses pushing for quality and efficiency), CMS' s demonstration project on
pay for performance, CMS's Seventh Scope of Work, AHA’s Quadlity Initiative, and numerous
published articles on quality, the realization that we needed to have more active involvement was
noticed by everyone in our organization. Likeit or not thisis not afad or passing phenomenon,
but an ongoing permanent push for quality and accountability. Over the past several months the

cooperation by all members of our staff has been enhanced.



Another issueis that physicians are trained to be independent thinkers and are not inclined
as agroup to follow a*cookbook” in providing care. Thereisusually resistance to conformity.
Aswe have gone through this process, we have watched our physicians, not only accept the
inevitability of adopting these standards, but also step up and take a greater leadership role in the
process. Nursing has aways seen the need for such guidelines, and because of their training and
background have been willing to make it work.

One of the important lessons learned is having one or two physician leaders who will step
forward and help lead the process. It isdifficult to get resultstrying to get everyone to move
forward at once. The leader or leaders help set the stage and create a climate that allows the
othersto go along with such a project. The same technique was used in devel oping standing
orders by working with one physician who is a proponent of evidence-based medicine and letting
the others observe his success and willingness to set the standard.

We don't feel that evidence-based medicine is going away. We feel that it is here to stay
and it istime that standards of care should not be dictated by community or region but by
worldwide best practices. We feel that the inroads we have made will give us all something to
build upon and make further improvements in the future. We fedl that evidence-based medicineis
becoming avaluable part of all aspects of the care that we provide. In other words, this project is
sustainable.

We also feel that this method or model could be used elsewhere to establish best
practices. Obvioudly, personalities vary from one setting to another but, if physician buy-inis
garnered on an individual or group basis, the rest of the healthcare team will welcome the
opportunity to work with them, make quality improvements, and adopt standards that will

provide quality patient-centered care in the rural hospital or clinic, which is every bit as good, if
not better than care at alarger facility.

35
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West Point, NE

Ihahetes Foot Care Flow Sheet

Risk: HIGH LOW

Name _

A high risk diabetic foot is defined as one
or more of the following:
=Hx. Foot Ulcer
-Foaot Deformity
-Lozs of Sensation
-Previous Amputation

Dues the patient have a history of a previous
foot uleer? YES NO

ASSESSMENT FINDINGS:

Bunians
[Hal L Valqus]

Hammer Toes

Date: Diate: Date Date: Diate:
I the skin thin, fragile, shiny, or YES NO YES NO YES NO YES NO YES NO
hairless?
Are there cracks, dry skin, coms, or YES NO YES NO YES NO YES NO YES NO
calluzes?
Are thera open sores, blisters, YES NO YES NO YES NO YES NO YES NO
redness, warmth?
[ the nails appear 100 long, YES NO YES NO YES NO YES NO YES NO
ingrown, or infected with fungal
disense?
I3 the patient wearing appropriate YES NO YES NO YES NO YES NO YES NO
shoes?
Dioes the patient complain of YES NO | YES NO YES NO YES N0 YES NO
numbmess, tingling, buming, or other
pain in feet andfor toes? Py
Does the patient have a foot YES NO YES NO YES NO YES NO YES NO
deformity? -
Does the patient need a referral toa YES NO YES NO YES NO YES NO YES NO
health care provider for specialized
foot care? [f yes, o whom was the
| patient referred?
**Note: ONE OR MORE YES'S INDICATES CRITERIA FOR REFERRAL
PT Consult'Sensory TestingCrthotist
Podiatrist
Diabetes Education
Parient Educational Materials  Dwor Card Diabetes Foot | Fit Feet Sheet Magnets
and Care
Bookmark Pamphlet
FOOT DEFORMITIES:
™ - : i =%

s

Bk Vwa of
Charcae Jaint

Date Inidated: 5-03







