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Inthiseditionof Visonl wouldliketo sharewithyou portionsof aletter fromapatient that | hopebrings
asmuch concerntoyou asit did the Network office. We deal with avulnerable populationwhorely on
thedialysisstaff for their needs. Itisparamount that apatient getsthe careto ensurethe highest quality
of lifepossible. Anessential part of that careispatient education. Itisthrough education that apatient
becomes more knowledgeable about their disease and the treatment of their disease. Studieshave
shown that the patientswho understand and participatein thetreatment of their ESRD do better, have
better quality of lifeand decreased complications.

If thisisthe case, why would any center not want to striveto make patient education amgor part of the
treatment process? The Network doeshaveanumber of exemplary facilitiesthat do an excellent job of
addressing the needs of patient education. The problemiswehave somefacilitiesthat do not educate
and prompt | ettersfrom patients such asthis: “ The nature of kidney diseaseisthat you have question
after questionto put it al together. Thereshould be education timesbut the center doesnot makethisa
priority. It putsit onthepatient to catch al these people. | find thishighly uncomfortableand stressful,
worsethan thediseaseitself. Oncewhen | asked the doctor aquestion, hetold me hewas shocked that
apatient was asking questionsasmost patientsnever ask anything. | wasshockedthat hesaidthis. This
ishow bad my center isin the education aspect. And asl said, no onewantsto make appoi ntments
becausethey are so busy they don’t want to give 1 on 1 education.”

Whoseresponsibility isit to educate the patient? Thewholecareteam, from doctor to technician. Each
member of the careteam hasafunction in the treatment processand the responsibility to educate the
patient about that function, from needle sticking to being educated about lab resultsand psychosocid
issues. Educationisaso morethan handing out materia sto the patient and telling themtoreadit. The
material should be reviewed, questions exchanged between the caregiver and patient and sometype of
eval uation to ensure the material wasunderstood.

You can educate individually or in groups, it can be on-going or you can dedicate education times
(shifts), just doit. If possible, afamily member or significant other should beinvolved so they can have
theknowledge and can provide support for the patient. The common complaint of not having enough
timeneedsto beexplored. How muchtimeand energy iscurrently spent dealing with “ problem patients’
and* non-compliant patients’? Education can significantly reducethistime. Themorethe patient knows,
the more control they have over their disease. Thelikelihood of good outcomeincreases with the
knowledgelevel of the patient. Ashealth care continuesto bedriven by outcomes, the significance of
educated patientswill increase.

Educational resources can be obtained from many sources. The Network hasaclearinghouse, AAKR,
AKF, NKF, CDC, LORAC, didysisvendors, professional journalsand organi zationsand the I nternet
aredll availableresourcesfor education.

Thechallengeisto makeacommitment to the education of your patientsand develop aplan to accom-
plishthis. Beinganew didys spatient ishard enough without havingtofed that getting educated ismore
stressful than having the disease.
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| THE BEST PRACTICE NETWORK |

Through my interactionswith the American Association of Critical-Care Nurses(AACN), | have had the opportunity to
participate with an organization known asthe Best Practice Network. Asmentoringispart of our QI mission, | wouldlike
to share some background information about this organi zation with each of you now. The Best Practice Network hasgiven
uspermissionto sharewithyou “A Guideto Benchmarking and Best Practice Terminology” whichisinmy opinion*“anice
QI starting point and/or reference’.

PURPOSE: Thepurposeof the Best Practice Network isto promoteinformation sharing in healthcare by nurses, physi-
ciansand other hedlthcare professionas. The Best Practice Network facilitatesthe exchange of ideas, encourages collabo-
ration in results-oriented problem solving, and enables healthcare professional sto learn from one another, best practices
that will positively impact patient care and community well-being.

HISTORY: InJanuary 1996, nationally recognized opinion leadersfrom theworld of nursing participated in an unprec-
edented effort to proactively shapeavisionfor thefuture of healthcare, and to strategi ze an action agendainwhich nursing
leadership collaboratively promoted optimal patient careddivery. InMay 1996, professiond organizationsjoinedtheinitia
Summit participantsto further define an agendaof initiativesand assumptions. The spirit of the Summit iscaptured inthe
predominant god , which emerged asaresult of thoseinitid efforts:

Todevelop realisticand sustainable healthcar einitiatives, which promote optimal patient careand haveimme-
diateand system-wideimpact.

Thirteen organizations, the Founders, have provided financia and clinica support for theinitiativesderived from the Sum-
mit, among them Best Practice I nitiatives. Spearheaded by the American Association of Critical-Care Nurses, the Best
Practice Initiatives called for the creation of the Best Practice Network and Directory and anational conference, the
Showcase for Innovation and Best Practices. In November 1996, AACN appointed Mary E. Kingston, RN, MN, to
direct the Best Practicelnitiatives. The Advisory Board, comprised of representativesfrom the contributing organizations,
guidesthedevel opment and implementation of the Best Practice Network websitewww.best4hedl th.org, the Best Practice
Directory, and the Showcasefor Innovation and Best Practices. The Best Practice Network isanot-for-profit entity. Itis
supported by the Foundersand other organi zations, which have donated clinical expertiseand financia backing. Our vision
isto provide aplace whereinnovative solutions and best practices can be shared among nurses and other healthcare
practitionersto promote healthy communitiesand provide optimal patient care.

A GuidetoBenchmarking and Best Practice Ter minology

For those with littletime, but aBI G need to know about benchmarking and best practices, the Best Practice Network
presentskey conceptsand terminology from the expertsin an abbreviated format.

What is the difference between benchmarks and benchmarking?

Benchmarksarethe actua measurements used to gauge the performance of afunction, operation or businessrelaiveto
others. [1] Whilebenchmarking isthe continua and collaborative discipline of measuring and comparing theresultsof key
work processeswiththoseof thebest performers. 1tislearning how to adapt best practi ceslearned through the benchmarking
processthat promotesto breakthrough processimprovements and builds healthier communities. [2] The objective of
benchmarkingistoidentify best practices so that an organization can set higher goalsand improve performance. [3] This
can be done by comparing benchmarks.

What is a best practice?
A best practiceisaservice, function, or processthat has been fine-tuned, improved and implemented to produce superior
outcomes. [4] “Best” isusedinacontextua sense. [5] It means* best for your patientsor your community” —inthe context
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of your regiond hedth environment, your health system’ sstrategiesand mission, your organizational or community culture,
or your practice systems. Best practicesarethose practicesthat result in benchmarksthat meet or set anew standard.

Why should we seek best practices?

e Toimproveclinica patient outcomes.

e Toimproveadminidrativeefficiencies.

e Toreducecostsin hedthcare.

e Toprovidesupportive datain growing market share and contracting. [6]

How does benchmarking relate to best practices?

Benchmarking isunderstood to be aprocess, astructured approach, and adisciplinethat iscontinuing or ongoing. It
involves measuring, eval uating and comparing both results and processesthat produce the best results. [2] From those
identified best results, we strive to learn about the strategies and practices that produced those best results. Those
practicesare known asbest practices. Theoveral goa of benchmarking istoidentify best practicesthat can beimple-
mented to produce improvementsthat are at |east at the samelevel of the best.

What is meant by evidence-based practice?

Evidence-based practice usesavail able evidenceto ensureclinically effective and cost-effective treatment of patients,
thereby increasing the proportion of clinical care shown by that evidenceto beeffective. [7] Idedlly, theevidence needsto
be drawn from systematic research and detailed eval uations of health careinterventions. Itisalsorecognizedthat clinical
expertise and patient preferenceshave apart to play. [8]

What is the difference between evidence-based practice and a best practice?

Evidence base practiceinvol vesrigorous scientific evidenceto demonstrate clinical effectiveness. Best practicescanbe
evidence based, but can also beinnovative, meaning anew way of doing something. Anexample of thismay bethe
development of aprogram to teach children asthmasel f-management though the use of acomputer game. Theinformation
inthe gameisevidence based and supported through scientific research, but the modality for ddlivering theinformationis
innovative. If theuse of computer gamesto teach asthmamanagement techniquesresultsin better compliance, fewer
emergency department visitsand amoreinformed consumer, then thismay be considered abest practicein teaching
ashmamanagemen.

Are best practices research-based?
Best practices can beresearch-based. Overall, benchmarking for best practicesismoreof aclinical or administrative
improvement processthat does not professto be asrigorousor scientific asresearch.

What is a protocol ?

A protocol isan organized method of analyzing and dealing with adisease processor symptom complex. A protocol may
be highly organized and directive, asin somealgorithms, or it may be more general and flexible. Thetype selected for
development and usewill depend on theclinica practice Situation, the education and experience of thosewhowill beusing
the protocol and theavailability of physician support. A minimaly trained personwho haslimited physician availability will
requireaprotocol that isvery explicit, whereas, amorehighly trained professona may requireonly general guidelines.[9]

What is a guideline?

A guiddinereflectsthe state of current knowledge, as publishedin hedthcareliterature, regarding the effectivenessand
appropriateness of proceduresor practices. [10] Thegod of guidelinesisto describe arecommended course of action for
aspecific condition, procedure, or patient population. [11]

What are standards?
A standard isastatement that definesthe performance expectations, structures, or processesthat must be substantially in
placein ahealthcare organization to enhancethe quality of care. [12]
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What are clinical pathways?

A clinical pathway isatool designed to optimally sequence and coordinate eventsor interventionsto reduce delays,
promote efficient resource use, and improve quality or performance. [13]

What is an outcome?

Anoutcomeisaresult of care. [14]

Are best practices the same as protocols, guidelines, standards, clinical pathways, or outcomes?

Each of these can be considered abest practicelF...

e |t hasbeenimplemented and produces superior results.

e L eadstoefficient and exceptiona performancein cost, quaity and speed or isinnovative.

o Satisfieskey stakeholders(patients, clinicians, etc.)

e |srecognized either internally or externally asbeing abest practice (an award or presentation in publication, by an

expert, by aconsortium, etc.) [15]
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THINK PREVENTION!!!

Oneof Network 13'sresponsibilitiesistofocusfacilities attentionto areasof prevention (i.e., vaccinations, mammograms,
etc.) that areroutinely covered by Medicare. Fall / early winter arethetimesto be thinking immunization. HCFA would
liketo seetheimmunization ratesfor Medicare beneficiaries steadily increasng. Soweareproviding somedataanaysis
for your review to assist in devel oping or implementing prevention programsinyour facility.

| nfluenza/ Pneumococcal Vaccinations

1. IntheUnited States, influenza causes an average of 20,000 deaths per year; 90% of these deaths are among
personsaged > 65 years.
2. Pneumococcal disease accountsfor more deathsthan any other vaccine-preventable bacterial disease.
3. WHY ??? Onereasonisthat vaccinationsaren’ t being received and that isof some concern from aprevention
standpoint.
* Reasonsreported by Medicare Beneficiariesfor NOT receivinginfluenza& pneumococca vaccinations, United States
1996
Theresultsprinted herearefrom the CDC MMWR October 9, 1999 article. Thisreport presentsan andysisof responses
to the 1996 Medicare Current Beneficiary Survey (MCBY) to describe self-reported vaccination status and reasonsfor
not recelving influenzaand pneumococca vaccinations.

Table: Percentage of MedicarebeneficiariesintheMCBS (>65 yrs) who reported reasonsfor not receiving influenza
vaccination during winter 1995-1996

Reasons For NOT Receiving Flu Shot %
"I did not know the flu shot was needed" 19.4
"Did not think of / missed it" 14.6
"Thought the flu shot could cause the flu" 13.9
"Thought the flu shot could have side effects" 13.7
"Didn't think it would prevent the flu" 11.2
"Thought | was not at risk of catching the flu" 6.8
"Don't like shots or needles" 59
"Doctor recommended against the flu shot" 5.7
"Doctor did not recommend the flu shot" 5.6
"Unable to get to the location" 2.3
"Had the flu shot before, did not need it again" 0.8
"Cost of the shot not worth the money" 0.2
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1997 INFLUENZA /PNEUMOCOCCAL VACCINATIONS

ESRD BENEFICIARIES, ALL AGES

INFLUENZA #ed % vaccinated
beneficiaries
Arkansas 2186 471 .4
Louisiana 5235 49.0
Oklahoma 2480 49 .6
# of .
PNEUMOCOCCAL .. . % vaccinated
beneficiaries
Arkansas 1704 7.16
Louisiana 4230 4.85
Oklahoma 1802 8.27

Thisinformation was presented at the National Adult Immunization Conference” Adult Immunization: Closingthe
Gap” . Dadlas, TX - June 21-22, 1999

Estimatesof the source of vaccination were cal cul ated based on type of Medicare claim and administrative data.
Don't forget that the Network hasimmunization materialsincluding roster-billing information avail ablethrough the
ClearinghouseLibrary.

NEW MEDICAL REVIEW BOARD OFFICERS AND MEMBERS

At the October meeting of the Board of Directors, anew Chairperson and Vice-Chairperson of theMedica Review
Board (MRB) were el ected.

MRB CHAIRPERSON
ThomasKenkd, MD

MRB VICE-CHAIRPERSON
DanaRabideau, MD

TRC-Centrd TulsaDidyss Fort SmithRegiond Didys's
Tulsa, OK Fort Smith, AR

NEW MEMBERS OF THEMRB ARE:

Sameh Abulezz, MD Jack Work, MD

University of Arkansas LSU

LittleRock, AR Shreveport, LA

VIGILANCE: (“Outbreak due to contamination of vials of erythropoietin (EPO)")

CDC investigated an outbreak involving 21 patients, 13 of whom had positive blood culturesfor Serratialiquefacines
that occurred at adiaysiscenter during June-July 1999. Viasof EPOintended for single usewerebeing used on
multiple patientsand residual EPO was pooled intoacommon vid for further use. The EPO apparently became
contaminated during multiple puncturesof thevias, especialy during pooling. To prevent similar outbreaks, center
personnel areadvised to follow manufacturer’ sguidelinesregarding singlevs. multiple use of medications; to use careful
asepti c techniquewhen withdrawing medicationsfromvias; and not to pool residua medicationfrommultidosevids
intoacommonvid.

Matthew J. Arduino, Dr.PH., R.M., Hospital Infections Program,CDC
(404) 639-2318, Email: mjad@cdc.gov
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¢ Patient newsletter, Kidney Koncerns, mailed to facility social worker for distribution
* CDC questionnaire on infectious diseases mailed to facility head nurse for completion
* Facility Survey (validation of information for the HCFA-2744) activities begin

10 December FAR reports due in the Network office

February 2000

¢ CDC questionnaire due in the Network office

¢ Facility Survey (HCFA-2744) validation activities completed

* Network Standards review activities begin

¢ Semi-annual (July-Dec) forms compliance reports mailed to facility administrator

Jlepua e

10-11 National Association of Nephrology Technicians/Technologists (NANT) Regional Sympo-
sium ,“Essentials of Dialysis”, Imperial Palace Hotel, Las Vegas, NV. Contact NANT
(877) 607-6268 or (937) 586-3705

M ar ch 2000

* 1999 annual forms compliance reports mailed to facility administrator
1999 Standard Mortality Ratio reports mailed to facility administrator
April-June Facility Activity Report blanks mailed to facility data liaison
Vocational rehabilitation questionnaire mailed to facility social worker
* Professional newsletter, The Vision, mailed to all facility personnel

JO

10 February FARs due in the Network office
25-27 Renal Physician Association (RPA/REF) annual meeting, The Renaissance Mayflower

Hotel, Washington, DC. Contactthe RPA (301) 468-3515

April 2000

¢ Facility Information Packet mailed to facility head nurse
¢ Vocational rehabilitation questionnaire due in Network office
¢ Patient newsletter, Kidney Koncerns, mailed to facility social worker for distribution

S1UB AT

8-10 Annual meeting, National Association of Nephrology Technicians/Technologists (NANT),
“Nephrology Practitioners in the 215 Century”, Opryland Hotel Convention Center, Nash-
ville, TN. Contact NANT (877) 607-6268 or (937) 586-3705

9-12 American Nephrology Nurses’ Association (ANNA), Opryland Hotel Convention Center,
Nashville, TN. Contact ANNA (609) 256-2320

10 March FARs due in the Network office

12-16 Annual National Kidney Foundation (NKF) Clinical Nephrology meetings, Hyatt Regency,
Atlanta, GA. Contact NKF (800) 622-9010 or (212) 889-2210
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December 1999
¢ January-March Facility Activity Reports (FARs) blanks mailed to facility data liaison
2-3 National Association of Nephrology Technicians/Technologists (NANT) Regional Sympo-
sium ,“Essentials of Dialysis”, Regency Plaza Hotel, San Diego, CA. Contact NANT
(877) 607-6268 or (937) 586-3705
10 November FAR reports due in the Network office
10 Y2000 Facility Agreements Due in the Network office
24-27 Christmas holiday (Network offices closed)
31 New Year's Eve holiday (Network offices closed)
January 2000
10 January FAR reports due in the Network office



C The Staff of ESRD Network 13 )
Project Director Staff RN for QI | SAssistant/Data Coor dinator
PatriciaPhilliber .................. x3012 MonaArmstrong................. x3018  BryanSprenger ........c........ x3017
pphilliber@nw13.esrd.net marmstrong@nw13.esrd.net bsprenger@nw13.esrd.net
Administrative Secretary Patient ServicesCoor dinator DataCoordinator
Shirley Brasher ..o x3010  Patrick Murphy ................... x3011 KevinMurrdl ...................... x3014
sbrasher@nw13.esrd.net pmurphy @nw13.esrd.net kmurrell @nw13.esrd.net
Director for QI I nfor mation SystemsDir ector DataCoor dinator
LindaDuwvd .........ccccueneee. x3016  SuziHaman ..........cccceeee. x3015 CindyBrasher ..................... x3013
\ lduva @nw13.esrd.net sharman@nw13.esrd.net cbrasher@nw13.esrd.net Y,
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The Vision

NEEDS
YOU!

KHCFA CONTRACT #500-97-E031.

THIS NEWSLETTER IS DEVELOPED WHILE UNDER CONTRACT WITH THE
HEALTH CARE FINANCING ADMINISTRATION, BALTIMORE, MARYLAND.

N

The Professional Newsletter is publishe
quarterly by the staff of ESRD Network
13. The next edition is scheduled for
Spring/March 2000. If youare interested
in contributing to this newsletter, please
call us at (405) 843-8688, fax us at (405)
842-4097 or send any articles, materials
and/or ideas to:

The Vision

% ESRD Network 13

6600 N. Meridian Ave Suite 155
Oklahoma City, OK 73116-1411

J

Network Coordinating Council
End Stage Renad Disease
Network 13, Inc.

6600 N Meridian Ave STE 155
OklahomaCity, OK 73116-1411
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