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CMS changes telemedicine  
credentialing rules
Rural facilities should find new ease in using this technology

The Centers for Medicare & Medicaid Services (CMS) in July released 
a final rule related to credentialing and privileges for providers deliv-
ering care through telemedicine. The new regulation should make it 

easier for facilities to partner with hospitals and non-hospital telemedicine 
entities such as teleradiology facilities to deliver care to their patients and 
deliver care to patients who might be hours away from a needed specialist.

The change goes back to 2004, when the Joint Commission said it was 
fine for hospitals to share credentialing when making use of telemedicine. 
A physician at one hospital who had credentials and privileges could use 
those to provide care remotely at another hospital. But when TJC lost its 
permanent deeming authority, CMS required the commission dial back on 
that ruling and come in line with its own rules regarding telemedicine cre-
dentialing as a requirement for gaining deeming authority again. CMS rules 
required hospitals to credential and grant privileges to remote-site doctors 
who were already credentialed in the facilities where they worked. That 
required recommendations from the medical staff of the hospital seeking the 
telemedicine consultation before they could consult. In an emergent situ-
ation, that was an impediment to timely care and could be expensive for 
small facilities, according to those who use telemedicine in their hospitals.

Now, a facility seeking telemedicine help from a provider at a remote site 
can use the credentials and privileges of that remote site instead of having to 
re-credential and privilege the physician. 

The impact of the rule is undoubtedly positive, says Nancy Foster, 
vice president for quality and patient safety at the American Hospital 
Association (AHA). “This wasn’t everything we wanted, but it is a big step 
forward,” she says. “The requirement as it had been interpreted previously 
precluded many organizations from taking advantage of telemedicine oppor-
tunities. This is vital to help them.”

Beyond assisting in existing uses of telemedicine, Foster says this may also 
help hospitals explore other potential uses of telemedicine — using it to fol-
low up with patients who have been transferred back to the rural commu-
nity, to connect with the patient’s primary care physician, or to help patients 
with ongoing chronic conditions in non-emergent situations.

The latter is something that Grande Ronde Hospital in La Grande, OR, 
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is already doing and may well expand, says Sarah 
Hall, BA RHIT, health information management 
director at the 25-bed hospital in rural Eastern 
Oregon. It’s a three-hour drive to most specialists 
for residents of the area, and while about half the 
facility’s use of telemedicine is for emergent cases, 
it is doing more and more non-emergent work, 
using robotic technology to schedule specialist 
consultations on a regular basis — a dermatologist 

three times a month, a rheumatologist every week. 
The hospital has won both state and national 
awards for its use of telemedicine.

Grande Ronde uses the same providers over and 
over again — several times every week, Hall says 
— and this new rule won’t really make a difference 
to the hospital now, says Hall. But if telemedicine 
expands, this could be a way to save money and 
time, and care for more patients without having to 
transfer them to larger facilities or send them on a 
three-hour trek to Boise, the nearest big city.

To the border and no further — for now

Foster says the one thing she would have liked 
to see is the ability to use specialists who have 
been credentialed in other countries, as well. In 
situations that occur during the wee hours of the 
morning, a global specialist in Australia or Great 
Britain might be a better option than waking up 
someone in this country. 

And while it welcomes this change, the AHA 
has been pushing for CMS to stop making minor 
changes to the conditions of participation and do 
an overhaul instead, says Lisa Grabbert, senior 
associate director for policy at the organization. 
“They haven’t been changed since 1985. We 
would like them to think more globally — don’t 
look at the telemedicine CoP, but look at better 
ways to handle transitions of care, which might 
include telemedicine.”  

The Center for Telehealth and E-Health Law 
was in the middle of the negotiations to get the 
changes made, says Greg Billings, senior director 
at the Washington, DC-based organization. “If 
they hadn’t done this, I think it is safe to say that 
most telemedicine programs would have been sig-
nificantly adversely impacted.” 

It makes no financial sense to have to creden-
tial a bunch of physicians who may or may not 
do work remotely for your hospital, and it makes 
no logical sense to ask a small hospital with a 
tiny staff to judge credentials of specialists at 
large teaching institutions who have more experi-
ence than they do, Billings says. “They choose to 
ask for help from these people because they have 
expertise the initiating hospital does not,” he adds. 

Initially, the rule change was geared to 
Medicare-participating hospitals alone. But com-
ments on proposed rules brought up consideration 
for ambulatory care facilities and free-standing 
teleradiology clinics. Billings says that the final 
rule makes it possible for them to do this, too — 
provided they meet certain criteria. 
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“The telemedicine community is very happy 
with what CMS did here,” he says. “There was 
such a furor over the potential disaster, and relief 
that they averted it by changing the rule. But CMS 
heard us and showed they listened.” 

There are still some issues to be clarified, such 
as whether in an emergent situation, a hospital can 
appoint the remote person to its staff retroactively. 
And Billings says hospitals may have to make 
some bylaw revisions or amendments to reflect the 
new rules. 

Will the newfound ease result in an “explosion” 
of telemedicine? No, says Billings. While some 
hospitals like Grande Ronde may be planning to 
make better use of the technology, growth like that 
comes of its own volition. If anything, he thinks 
this will help non-rural and critical access hospi-
tals take note and see how they can use it. 

Foster agrees. “I don’t see why a medium-
sized hospital or a large community hospital that 
doesn’t have some needed expertise can’t make use 
of this, too.”

The complete final rule is available at http://
www.cms.gov/CFCsAndCoPs/06_Hospitals.
asp and http://www.cms.gov/CFCsAndCoPs/03_
CAHs.asp. 

For more information on this topic, contact:
• Nancy Foster, Vice President for Quality and 

Patient Safety, American Hospital Association, 
Washington, DC. Email: nfoster@aha.org, tele-
phone: (202) 626-2337.

• Lisa Grabbert, Senior Associate Director 
for Policy, American Hospital Association, 
Washington, DC. Email: lgrabbert@aha.org.

• Sarah Hall, BA RHIT, Health Information 
Management Director, Grande Ronde Hospital, 
La Grande, OR. Email:sch03@grh.org. Telephone: 
(541) 963-1512. 

• Greg Billings, Senior Director, Center for 
Telehealth and E-Health Law, Washington, DC. 
Email: Greg.Billings@DBR.com. Telephone: (202) 
230-5104.  n

IT: More than a tool for 
quality improvement 
Where will it go next?

For most organizations, health information 
technology (HIT) is a tool to be used in quality 

improvement projects, not the end in and of itself. 

But the future promises to be different: a time 
when HIT can be the end of the QI process, the 
improvement personified. 

HIT is already used for decision support, and in 
medication safety issues, says David Bates, MD, 
MSc, chief of the division of internal medicine at 
Brigham and Women’s Hospital in Boston. There 
are devices under development which can alert 
medical personnel when a patient is just begin-
ning to have a problem. “These are expensive, but 
so are adverse events, so is the ICU,” says Bates. 
He mentions one product being tested that sits 
between the bed and the patient, tracking his or 
her pulse, respiration and movement. A nurse is 
notified if something seems amiss.

Other uses of IT that affect quality include 
RFID technology that can help keep track of medi-
cations, devices, and patients alike. But the future? 
Bates finds that exciting to contemplate.

“I think we can eliminate more than 90% of the 
medication harm that happens using IT,” he says. 
“Bar codes at point of care, pumps, checklists. 
And it can help with communication — things that 
used to be done with a lab calling the unit clerk, 
who might or might not understand its impor-
tance. IT can know who is responsible and contact 
that provider.” He gives an example of incessant 
paging going out to residents after patients have 
bypass surgery because their blood count dropped. 
“That always happens after bypass, so you use IT 
to figure out when someone has to be called, what 
it’s important to page for,” says Bates.

There is the potential for “wow factor” devel-
opments, too: a way to verify the concentration of 
a drug before delivery, for instance. But Bates is 
most excited about using HIT to improve reliabil-
ity, communication, and tracking. 

For another exciting development, consider 
the potential of predictive modeling, says David 
Classen, MD, an infectious disease doctor and 
chief medical officer at the technology firm CSC, 
based in Virginia. What if there was an automated 
program that looked at how out of sync more than 
a single data point was and the potential for that 
to result in a problem? “We are still working on 
this, and currently, we don’t collect enough infor-
mation in a way or in a time frame that it can be 
of use.”

Currently, most vendors are laser-focused on 
meaningful use, so those who had been working 
on some of the more ingenious applications that 
can make healthcare safer, better, or more cost 
effective are unlikely to return to the workbench 
until after the meaningful use money has dried up. 
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If healthcare wants some other kind of new inven-
tion, they’re going to have to find some funding 
for it, Classen says.

The possibilities for predictive modeling

But Classen thinks that biometric predictive 
modeling does have potential in the near future. 
It’s something about which physicians like Karen 
Joynt, MD, MPH, dream. A cardiologist and 
instructor at Brigham and Women’s Hospital and 
Harvard School of Public Health in Boston, she 
says she’d love to see something that would look 
not just at single data points when they go out of 
whack, but multiple data points and their trend 
lines. For instance, a patient whose blood pres-
sure is declining, whose heartbeat is intermittently 
abnormal, whose kidney function is declining — 
that is a patient who is heading for something bad, 
she says. But right now, things have to become 
critical before an alarm sounds. “There is a lot of 
work in rapid response, but from my perspective, 
the untapped use of data is to prevent something 
that hasn’t happened yet. You could have a lot of 
power if you could look at vitals and lab work and 
pick up early warning signs.” 

The information is there and available, Joynt 
says, but it isn’t spit out when a cluster of things is 
trending badly. That’s what she wants to see, and 
Classen says it will happen in the near term.

Far further down the road is populationwide 
predictive modeling to determine things such as 
whether a particular group of patients is likely to 
be compliant with their care. “I’d say we are 10 
to 20 years from using predictive modeling to esti-
mate risk based on behavior,” Classen says. 

Among the companies working hard in this area 
is Xerox. “It’s about more than an early warning 
system,” says Justin Lanning, vice president of 
business development and marketing for ACS, an 
IT firm recently acquired by Xerox. Dozens of hos-
pitals are moving ahead with this already, Lanning 
says. Some areas are riper for it than others; for 
instance, predicting sepsis and other uses in infec-
tion control. 

The problem is that most people have antici-
pated that electronic health records would provide 
all the data one needed and more. Lanning notes 
that a typical patient has some 2,200 data points 
collected per stay. But all that data, even in an 
electronic form, still can’t give Joynt information 
on her patients that warns her something critical 
may happen in the near future if she doesn’t attend 
to them.

“The electronic record can’t handle the intel-
ligence because they are built to help with bill-
ing and admissions and discharges,” Lanning 
says. What needs to happen is more cooperation 
between companies creating the electronic medi-
cal records and those who want to make the data 
more useful, like ACS and other HIT companies. 
“Then we have the challenge of figuring out what 
is the meaningful data, what is the combination 
that means something.”

In a few years, Lanning says HIT will be able 
to make the predictions Joynt is anxious to see. 
It will work to help figure out which patients are 
most likely to bounce back to the hospital so that 
interventions can be taken to ensure that doesn’t 
happen.

The excitement is justified, says Larry Van 
Horn, associate professor of health care man-
agement and executive director of health affairs 
for Owen Graduate School of Management at 
Vanderbilt University in Nashville. But he remains 
skeptical about how far healthcare as an industry 
will go with predictive modeling and how fast. 
“We have, as an industry, been woefully inade-
quate turning data into intelligence, and predictive 
modeling is one component of that.”

Van Horn says that issues of false positives and 
false negatives, aligning of incentives, and figuring 
out what the key events are all have to be worked 
on before the “idealized promises” can be realized. 
“We have to change people’s view. If you have a 
group of people who have a higher probability of a 
bad outcome, you might not find something wrong 
with all of them, but you can avoid complexities 
on a couple of them, and that will generate savings 
in the population as a whole,” he says. “We have 
a lot still to learn, though.”

For more information on this topic, contact:
• David Bates, MD, MSc, Chief of Division 

of Internal Medicine, Brigham and Women’s 
Hospital, Boston, MA. Telephone: (617) 732-
5650.

• David Classen, MD, Chief Medical Officer, 
CSC, Falls Church, VA. Telephone: (703) 876-
1000.

• Karen Joynt, MD, MPH, instructor in car-
diovascular medicine, Brigham and Women’s 
Hospital, Boston, MA. (617) 432-4893. 

•Justin Lanning, Vice President of Business 
Development and Marketing for the ACS, a Xerox 
Company, Nashville, TN. Telephone: (615) 712-
2212. 

• Larry Van Horn, Associate Professor of 
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Health Care Management, Executive Director 
of Health Affairs, Owen Graduate School  of 
Management, Vanderbilt University, Nashville, 
TN. Telephone: (615) 322-6046.  n

Data collection comes 
to palliative care
Late to the game, it is figuring out the rules

Palliative care was only recognized as a spe-
cialty five years ago by the American College of 

Graduate Medical Education. Because of its new-
ness, those working in the specialty are still learning 
how to effectively collect data and make use of the 
information once they have collected it. Even once 
they have decided that data collection is a good idea 
— and not all of those who work in the specialty 
are there yet — they often rely on measurements 
and tools that seem sensible, but lack evidence that 
they are actually appropriate1. 

Amy Abernethy, MD, associate professor of 
medicine and director of the Duke Cancer Care 
Research Program at Duke University in Durham, 
NC, has worked on figuring out what data are of 
value in palliative care. In an article published this 
month in Current Oncology Reports2, she and her 
peers looked at what data are collected and how 
they can affect “quality, value, and research within 
a palliative care organization.” Without data, she 
notes, the specialty can’t demonstrate its value and 
won’t survive. 

A number of problems have to be addressed, 
she says. First, most of what is commonly collected 
in palliative care is from medical documentation, 
which Abernethy notes “isn’t discreet and can’t help 
you do the kind of predictive modeling you need to 
affect care. Plus, this is a distressing time, and data 
collection can be repulsive to both patient and fam-
ily. I think, too, that those who go into palliative 
care aren’t into data collection as much as they are 
into caring for their patients. They are just not num-
ber wonks.”

While palliative care and hospice are good at 
using patient and family satisfaction tools to see 
how they are doing, says Abernethy, the environ-
ment is what she calls “data naïve.” There are 
attempts by many organizations to improve things. 
Specifically noted in Abernethy’s paper is the Center 
to Advance Palliative Care (www.capc.org) which 
has a variety of tools and articles available (for a 

list of suggested data points suggested for collection 
by CAPC, see box, page 90). Among the types of 
data to collect, Abernethy and her coauthors name 
process data such as patient demographics, where 
care is delivered, and referral sources; and outcomes 
data that quantify the impact of care delivered on 
patients and their families. 

Once you figure out what to collect, you have 
to determine the best way to collect it. “This is a 
poorly reimbursed and time-intensive specialty,” 
Abernethy says. “You have to make people more 
likely to participate.” Putting more data collec-
tion at the point of care and making the collection 
systems more streamlined and easier to use could 
encourage more providers to engage in data collec-
tion. “We can use electronic pens, iPads or other 
tablets, and find ways to run algorithms in the 
background so that if you put in some incorrect 
data, you can be prompted quickly to correct it so 
that you don’t have to go back to the patient or 
family and repeat something.”

One leg up that Abernethy has on others is that 
there is a consortium of palliative care organiza-
tions in North Carolina that have agreed upon 
what data to collect and how to expand on that if 
desired. “If someone wants to do a study on dif-
ficulty swallowing, they can add something to the 
electronic form we have already created. They don’t 
have to create a complete new form,” she says. The 
state now has a single large data pool, too, which 
can help the individual organizations monitor their 
quality and outcomes compared to their peers.

There is no question that those working in pallia-
tive care are dedicated, but Abernethy says even the 
most dedicated providers can learn from data how 
to be more effective. One example uncovered in 
North Carolina was that African-American patients 
were more likely to suffer from constipation than 
other patients. “We don’t really know why — it 
could be that people are afraid of being culturally 
insensitive and so we treat them differently when 
asking questions. Or perhaps they have some cul-
tural sensitivity around discussing it with us. Or 
it could be an issue about their medication.” Just 
knowing, though, allows an organization to create 
initiatives to treat the problem.

The consortium also learned from data collection 
that they were taking care of a much larger number 
of heart failure patients than they knew. “Once we 
found that out, we figured that they might have 
some special needs we could address, that we might 
have some workforce issues to deal with to handle 
their needs. We know now to ask certain questions. 
Before we collected the data, though, we didn’t 
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know it. It wasn’t something we noticed off hand.”
There will undoubtedly be more pressure on pal-

liative care to prove its worth using data as time 
goes on. Meanwhile, Abernethy says that the data 
they collect can be used to improve care for patients 
and also to market palliative care services. “They 
can say they think about evidence-based practice.”

For more information on this topic, contact:
• Amy P. Abernethy, MD, Associate Professor 

of Medicine, Division of Medical Oncology, 
Department of Medicine, Duke University School of 
Medicine and Director, Duke Cancer Care Research 
Program. Durham, NC. Telephone: (919) 668-
0647. Email: amy.abernethy@duke.edu 
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Suggested data points 
for palliative care

• Patient demographics: age, gender, race/
ethnicity

• Consultation diagnosis
• Referring service and/or referring MD
• Admission date
• Discharge date
• Consultation date
• Disposition: inpatient death vs. discharge
• Consultation volume
• Disease distribution: cancer vs. non-cancer
• Location of consult
• Age distribution
• Consults by referring service or physician
• Length of stay
• Length of stay outliers: admission-consulta-

tion > 30 days or consultation-death >30 days
• Origin of admission: direct to palliative 

care (hospice or non-hospice), ED, ICU, ward
• Type of inpatient unit: fixed bed unit (aver-

age daily census, average % occupancy) or 
swing bed unit (average daily census)

SOuRCE: Center to Advance Palliative Care

NQF expands list of 
reportable events
Four new additions, 25 updates

The National Quality Forum (NQF) added 
four new items to its list of serious reportable 

events and updated another 25. The changes were 
the result of an endorsement project in which 
all the reportable events were reviewed for their 
applicability to various settings, including hospi-
tals, ambulatory surgical centers, skilled nursing 
facilities, and office settings. Three of those — 
office-based practices, ambulatory surgery centers, 
and skilled nursing facilities — are new. 

“There is real opportunity outside the hospital, 
and we wanted to make sure we got to that,” says 
Helen Burstin, MD, MPH, senior vice president 
for performance measures. 

The measures are reviewed every three years, 
and new events usually come as a response to a 
call for suggestions from the NQF. Burstin says 
having people on the board who come from the 
provider arena and from state organizations 
helps ensure that whatever is included, changed, 
or removed makes sense in the broader scheme 
of reporting. If states are requiring hospitals to 
report a certain kind of event, then the NQF list 
of reportable events should probably include it, 
too. 

Burstin says 28 states and the District of 
Columbia use the NQF list of serious reportable 
events as the basis for their public reporting. “Our 
goal is uniformity of approach to measurement.”

Along with the four new events, a couple dozen 
were modified in some form. For instance, the 
reportable event for using the wrong gas was 
altered because many gas cylinders no longer 
have interchangeable heads. The pressure ulcer 
item was changed to reflect updates in evidence. 
Another change involved removing a stand-alone 
reportable event of having a patient with low 
blood sugar because it fit in with the event on 
medication errors under care management. 

Burstin says there were comments that came 
in about the changes, which are being reviewed. 
It is possible that in the next month or two, the 
published changes will be updated. If no changes 
are made, the next round of reviews begins in 
2013. In the interim, if something arises that 
causes concern, NQF can address it on an ad hoc 
basis. Most such changes relate to unintended 
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consequences of requirements. A few years back, 
a measure about giving antibiotics to pneumonia 
patients within four hours led to a lot of people 
getting antibiotics before they were officially 
diagnosed with pneumonia. That led to an ad hoc 
review and change, she says. 

The new reportable events are as follows: 
• Death or serious injury of a neonate associ-

ated with labor or delivery in a low-risk pregnancy 
• Patient death or serious injury resulting from 

the irretrievable loss of an irreplaceable biological 
specimen

• Patient death or serious injury resulting from 
failure to follow up or communicate laboratory, 
pathology, or radiology test results.

• Death or serious injury of a patient or staff 
associated with the introduction of a metallic 
object into the MRI area.

For more information on this topic, contact:
• Helen Burstin, Senior Vice President for 

Performance Measures, National Quality Forum, 
Washington, DC. Telephone: (202) 783-1300.

For the NQF’s complete list of serious report-
able events, go to: http://www.qualityforum.org/
News_And_Resources/Press_Releases/2011/NQF_
Releases_Updated_Serious_Reportable_Events.
aspx  n 

RACE program dashes 
to success
Rural hospitals join to coordinate care

What happens when you get 122 hospitals to 
band together and coordinate care for heart 

attack patients? You save lives, even in small rural 
hospitals that might not be expected to perform as 
well as their urban counterparts.

The Reperfusion of Acute Myocardial Infarction 
in Carolina Emergency Departments (RACE) 
program began four years ago in North Carolina 
under the leadership of Duke cardiologists. The 
goal was to improve reperfusion time in MI 
patients, which decades of research shows is key 
to surviving a heart attack. The original program 
included several changes to existing protocols. 
First, there would be a single call that could acti-
vate a hospital’s catheterization lab at any time 
of the day or night. Physicians or EMTs could 
make this call. That meant that EMTs could diag-

nose heart attacks, something that before was left 
until a patient got to a hospital. In rural areas, 
that could take tens of minutes, even hours, for a 
patient to get to a hospital and see a physician. 

Second, cardiologists could be consulted at any 
time, but their consultation was not required. 
Again, this speeded up the time spent in an emer-
gency room and allowed the patient to get to the 
cath lab in a more timely manner. 

All the participating hospitals agreed to make 
use of a single “operations manual” for the pro-
gram, which was based on existing guidelines and 
accepted protocols (the 2009 Operations Manual 
is available at http://www.nccacc.org/RACE/
RACEOperationsManualOct.09.pdf). 

The initial results were reported in the Journal 
of the American Medical Association in 20071 and 
were impressive, with reperfusion times improv-
ing for almost all criteria. The number of patients 
with door-to-reperfusion times under 90 minutes 
increased from under 57% to 72%; the median 
time declined from 85 to 72 minutes; for patients 
transferred from one hospital to another for per-
cutaneous coronary intervention median time 
dropped from 165 minutes to 128 minutes. 

James Jollis, MD, the lead author of the original 
study, says that the data have held up over the last 
couple of years. A new study is awaiting publica-
tion. Of the 122 hospitals involved, 100 are rural, 
and somewhere between 20 and 30 are critical 
access hospitals. Getting stakeholders from that 
many organizations to agree to a program wasn’t 
as hard as one might think. Jollis says that the key 
was including everyone in the planning, asking 
for their input at every step along the way, and 
recognizing everyone’s point of view. For instance, 
administrators are key to the success, but they 
might be worried about sending patients away 
from their facility to receive care elsewhere. “They 
have a fiscal mandate,” Jollis says. “They have to 
maintain volumes and provide certain services. But 
everyone wants to provide the best care, and we 
explained that we are only talking about 2% of 
chest pain patients.”

It helped that there are widely accepted proto-
cols for MI. “The thing you want to do is open the 
blood vessel; there is consensus about what to do.” 
Jollis says creating a single operations manual that 
dealt with just the most basic and low-tech ele-
ments of care allowed every facility to add onto it 
as they saw fit. “We provided something that out-
lined the basic elements,” he says. 

“If you have a plan like ours in place, there is 
less paralysis; care always moves forward. The 
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EMTs can diagnose and call into the cath labs, 
the EDs can decide on treatment without wait-
ing for the cardiologist. The things that are most 
important to be done are done quickly.” That 
the effort was supported by the local chapter of 
the American College of Cardiology helped get 
those cardiologists on board and keep the grum-
bling at the reduced consultation to a minimum. 
Eventually, as results came in, even the physicians 
who were most against RACE came on board and 
became champions of the program.

Saving 40 minutes of door-to-treatment time for 
MI patients is “huge,” Jollis says. The program 
wrought other changes, too. For instance, one 
county that didn’t have the right EKG machines in 
its EMT trucks got them after one of the county 
supervisors had a family member saved in another 
county that did have the right ones. “You think 
you call 911 and it will all be fine, but it can 
depend on where you are.” That’s not the case in 
most of North Carolina now. 

The upcoming paper shows little continued 
improvement in time — Jollis says there is only so 
fast that you can go. But there is a decline in mor-
tality of 1%, a declining length of stay for patients, 
and a low overall mortality rate of 2.5%. He also 
notes that when they stopped measuring for six 
months, the numbers climbed back up. “We have 
to keep measuring. I think we are at a good place 
and it will become embedded in the system. But 
we have to keep measuring.”

For more information on this topic, contact: 
• James Jollis, MD, Professor of Medicine, 

Duke University, Durham, NC. Telephone: (919) 
681-5816.

REFERENCE:
1. Jollis JD, Roettig ML, Aluko AO et al. Implementation of 
a Statewide System for Coronary Reperfusion for ST-Segment 
Elevation Myocardial Infarction. JAMA 2007;298(20):2371-
2380.  n

Getting a handle on 
glucose control
Yes, you can make a difference

It has long been argued that either you can’t make 
a difference in patients’ glucose levels during an 

inpatient stay, or it didn’t make much difference in 
the long term if you did. But given what physicians 

know about inpatients with poor glucose con-
trol — they heal more slowly, have longer lengths 
of stay, and are at risk for more complications, 
among other things — Reza Rofougaran, MD, an 
endocrinologist at St. Mary’s Hospital in St. Louis, 
wanted to take a stab at it.

What he and his colleagues did proved that 
physicians can make a difference, and make a dif-
ference that lasts long after the patient has left the 
hospital. “We have to strive for the optimal,” says 
Rofougaran. “And we know that when blood sugar 
is better, the patient does better. I couldn’t accept 
that it can’t be helped that their blood sugar is bad.”

Rofougaran sat down with his colleague, the 
head of hospital medicine and practice group 
leader for IPC The Hospitalist Company, Philip 
Vaidyan, MD, as well as other hospitalists, chief 
of medicine Morey Gardner, MD, nursing staff, 
the ICU attending, and administrative leadership. 
House staff were also involved, as St. Mary’s is a 
teaching institution. 

Everyone involved seemed enthusiastic, he 
recalls. They all knew that high blood sugar 
delayed healing, used more hospital resources, led 
to complications, and increased length of stay. 
Controlling it could provide many benefits — to 
the patient and the hospital. “The culture has 
always been that you can’t have a dramatic or 
lasting impact in four or five days,” says Vaidyan. 
“We brought disciplines together to change that 
culture.”

Looking at what other institutions were doing 
offered some help, but few were addressing the 
issue, so Rofougaran and his team started from 
scratch. “I knew from my own practice that if 
blood sugar looked good, nurses would hold off on 
basal insulin, so we started by challenging that.” 

Much of what he and his team did involved 
teaching and talking — whether it was to nurses on 
the night shift or physicians who were dubious that 
what they were doing would work. “We tried to 
convince them one physician at a time that blood 
sugar is as important as any other aspect of care,” 
says Rofougaran. Surgeons were the most difficult 
to convince — a couple were “very opposed” to 
the efforts. Eventually, everyone came around, 
particularly after the nurses started demanding that 
physicians provide orders that went along with the 
new regime. 

They continued to talk and teach through grand 
rounds and morbidity and mortality conferences. If 
a patient had high blood sugar, someone was going 
to ask why. 

Another aspect of the program was to ensure 
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that the work they did controlling blood sugar in 
the hospital translated across the continuum of 
care. Vaidyan notes that hospitalists often take care 
of unassigned patients who have issues with access 
to primary care. Some of those patients are not 
known to be diabetic until they are in the hospital. 
They now make sure that those patients have an 
appointment set with another physician before they 
leave the hospital. Rofougaran has seen patients 
himself, provided his cell phone number, and had 
patients report blood sugar levels directly to him 
for days or even weeks; he has given medication 
samples or otherwise gone above and beyond to 
make sure that patients have care when they are in 
the community, Vaidyan says. 

About a fifth of the patients who come into St. 
Mary’s are uninsured or underinsured, so strategies 
that can help avert readmission make a real differ-
ence to the hospital and the patient financially. 

The doctors also worked on in-hospital transi-
tions of care. Hypoglycemia in the ICU-to-floor 
transition is a good example of work they did. 
Vaidyan says that they now actively monitor the 
patients and don’t discontinue tube feedings with-
out notifying the entire care team. They also make 
sure that patients who might be out having tests 
have food delivered to them wherever they are, 
rather than sitting in their room while the patient 
is elsewhere in the hospital. That was a particular 
problem with dialysis patients. 

“This isn’t just one person’s job or responsibil-
ity,” Rofougaran says. “This has to be something 
that goes across all groups.”

The results were remarkable. “I wasn’t sure it 
would work,” says Rofougaran. “Maybe it wasn’t 
possible to make a difference like everyone said. 
I figured if we could get 20% of the patients in 
range it would be great.” The results were rather 
more significant: 90% of patients have blood sugar 
within a range set by treatment teams for them; 
average blood glucose among diabetics went from 
180 mg/dl before the program started six years ago 
to 120-130 mg/dl in 2010.

Rofougaran says he is happiest about the con-
tribution to the community that the program has 
made. “We had a lot of patients with poor control 
of their diabetes. We have sent them home in good 
control and addressed their barriers to getting care. 
I feel great about that.”

He also derives satisfaction from how much 
better patients feel when their blood sugar is con-
trolled. “About 30 percent have diabetes or high 
blood sugar. They get sicker more often and come 
to us sicker. But when we control their sugar, they 

feel better.”
Vaidyan says they have worked hard to antici-

pate issues, look at potential problems like comor-
bidities or whether the patient is taking steroids. 
“We don’t have to chase this problem and deal 
with wild fluctuations. We can be proactive and 
watch them closely as a team.”

For more information on this topic, contact: 
• Philip Vaidyan, MD, FACP, Clinical Assistant 

Professor of Medicine, St. Louis University, 
Practice Group Leader, IPC The Hospitalist 
Company, and Director of Hospital Medicine, 
St. Mary’s Health Center. St. Louis, MO. Email: 
pvaidyan@pol.net. Telephone: (314) 283-5823. 

• Reza Rofougaran, MD, FACE, Director, 
Diabetes and Endocrinology, SSM St. Mary’s 
Health Center, St. Louis, MO. Email: 
rofougaranr@pol.net.  n

IPs save over $100,000 
by using … duct tape?
'Red Box' concept improves care of iso pts

OK, maybe duct tape really can fix everything. 
A simple red roll of this prime tool in the kit 

of every weekend repairman led to some rather 
startling results for innovative infection prevention-
ists. The tape was used as an inexpensive solution 
to the costly and time-consuming problem of com-
municating with hospital patients who are isolated 
on contact precautions for infections at Trinity 
Medical Center in the Quad Cities on the Iowa/
Illinois border.

The 504-bed Midwestern health system saved up 
to 2,700 hours in work time and $110,000 a year 
by creating a “Red Box” safe zone, a three-foot 
square of red duct tape extending from the thresh-
old of the door, to facilitate communication with 
patients, said Janet Nau Franck, RN, MBA, CIC, an 
infection prevention consultant for the facility.

“The IP team noticed declining compliance of 
staff wearing gowns and gloves when entering 
an isolated patient's room,” she said recently in 
Baltimore at the annual educational conference 
of the Association for Professionals in Infection 
Control and Epidemiology. “They also noted that 
staff was less likely to enter the room if they had to 
wear gowns and gloves. After some research and 
soul searching, they realized that no documented 
risk existed when communicating near the door’s 
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HHS tests new quality 
program
Coordinate care, save money

A new program announced in July by the US 
Department of Health and Human Services 

(HHS) aims to help states improve quality of care 
and share in any cost savings through improved 

coordination. 
The new plan has two different models. In 

the first, a state and a health plan can enter a 
partnership with the Centers for Medicare & 
Medicaid Services (CMS) where the managed 
care plan gets a payment to provide comprehen-
sive coordinated care. The second allows the 
state and CMS to have a contract where the state 
could benefit from savings resulted from man-
aged fee-for-service initiatives that are designed 
to improve quality and reduce costs. 

Both models will undergo testing to see if they 
save money while at least preserving quality of 

5. New CMS regulations for telemedicine
a. allow for easier computer links between 
facilities
b. expand the number of specialties that can 
use telemedicine
c. let community hospitals link with CAH facili-
ties through telemedicine
d. let hospitals use existing credentials and 
privileges for physicians who are dialing into 
their facility

6. Right now, predictive modeling can tell provid-
ers:
a. who is likely to bounce back to the hospital 
within 30 days
b. who will develop sepsis
c. when heart attack patients start to spiral 
down
d. who will fail to be compliant with physicians

7. According to Abernethy, one way to make data 
collection more effective is
a. to use appropriate collection tools like iPads
b. pay attention to what patient satisfaction 
surveys say
c. ask patients and families if you get some-
thing wrong
d. use it to differentiate yourself against com-
petition

8. RACE helps MI patients by
a. getting them to the cath lab faster
b. allowing EMTs to diagnose heart attacks
c. bypassing cardiology consults when practi-
cal
d. all of the above

entrance. So they set out to the local hardware 
store, returning with red duct tape in hand.”

By using this taped-off safe zone, the hospitals 
were able to save time, money in unused gowns and 
gloves, and improve the quality and frequency of 
communication between health care workers and 
isolated patients. Typically, workers must don per-
sonal protective equipment (PPE) before entering an 
isolated patient's room before any type of commu-
nication. Dressing in gowns and gloves before each 
interaction is time consuming, costly, and creates 
communication barriers with patients. Moreover, 
the hindrance of donning the equipment may be a 
disincentive for workers to enter the room.

“Once they cross out of the box then they are 
required to don the appropriate PPE — the gear is 
on the door,” she explained. “They would wear 
gown and gloves if they step out of the red box into 
the patient's room. There is no documented evi-
dence that there is any risk of transmission from the 
door. This study was evaluated for the use of con-
tact precautions, but originally we were thinking it 
is certainly greater than three feet from the head of 
the patient bed. Realistically — although it was not 
studied — it could be used for droplet precautions.”

The study showed that workers could safely enter 
the Red Box area without PPE for quick communi-
cation and assessment. At Trinity, approximately 
30% of interactions with patients on contact precau-
tions were performed in the box. In a worker survey, 
67% of health care staff said that the approach less-
ened barriers when communicating with patients. 
Also, 79% reported that the box saved time in not 
having to put on and remove PPE. The same num-
ber said healthcare workers could assess and com-
municate with patients more easily.  n
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CNE OBJECTIVES

Upon completion of this educational activity, par-
ticipants should be able to:

•	 Identify	a	particular	clinical,	legal,	or	educational	
issue related to quality improvement and perfor-
mance outcomes.

•	 Describe	how	clinical,	legal,	or	educational	issues	
related to quality improvement and performance 
outcomes affect nurses, health care workers, hospi-
tals, or the health care industry in general.

•	 Cite	solutions	to	the	problems	associated	with	
quality improvement and performance outcomes 
based on guidelines from relevant authorities and/
or independent recommendations from clinicians 
at individual institutions. 

COMING IN FUTURE MONTHS

care for Medicare and Medicaid patients. Any 
state that meets standards and conditions can 
adopt either or both models. 

HHS also announced an initiative for nursing 
facility patients that aims to prevent hospitaliza-
tions among them. The goal is to get them the 
care they need without sending them to the hos-
pital. A 2005 study found that 40% of hospital 
admissions among this population were prevent-
able. Doing so could save some $2.6 billion. 

The program will allow CMS to “competi-
tively select” organizations to partner with nurs-
ing facilities and implement interventions. They 
might be QI programs to prevent falls or pressure 
ulcers, or using midlevel practitioners to support 
transitions between hospitals and nursing facili-
ties.  n

Hospitals back 
Partnership for Patients

More than 2,000 of the nation’s hospitals — 
including every facility in the state of Iowa 

— has signed onto the Partnership for Patients 
safety initiative sponsored by the Obama admin-
istration. 

The goal of the program is to reduce prevent-
able harm in hospitals by 40% in the next three 
years, including reductions in central line-asso-
ciated bloodstream infections, falls and other 
injuries, and in-hospital medication errors. The 
partnership also has a goal of reducing 30-day 
readmission rates by 20% over the same time 
period. 

The potential savings from the initiatives is 
$35 billion, including $10 billion for Medicare. 
More information about the program is available 
at http://www.healthcare.gov/partnershipforpa-
tients  n

NCQA adds new 
measures to HEDIS

The National Committee for Quality Assurance 
is making changes to the Healthcare 

Effectiveness Data and Information Set (HEDIS), 
Volume 2, adding two new measures and retiring 
an old one. The organization is also aligning its 
submission date for Medicare with the Medicaid 
commercial HEDIS submission date, June 15, 

2012. This is at the request of the Centers for 
Medicare & Medicaid Services (CMS). 

The two new measures in the HEDIS 2012, 
Volume 2 are:

• Human Papillomavirus Vaccine for Female 
Adolescents — This measure assesses the percent-
age of 13-year-old females who had three doses 
of the human papillomavirus (HPV) vaccine. The 
measure evaluates compliance with Centers for 
Disease Control and Prevention and Advisory 
Committee on Immunization Practices immuniza-
tion guidelines.

• Medication Management for People With 
Asthma — This measure assesses the percentage 
of people 5–64 years of age who were identified 
as having persistent asthma and who received and 
remained on appropriate medications during their 
treatment period. 

The measure that is being retired is Relative 
Resource Use for People With Acute Low Back 
Pain. You can order the new volume at the NCQA 
website, www.ncqa.org/publications.  n

n After the JC survey

n QI in the maternity 
ward

n CLABSI reduction
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Nurses participate in this CNE/ CME program 
and earn credit for this activity by following 

these instructions.
1. Read and study the activity, using the pro-
vided references for further research.
2. Log on to www.cmecity.com to take a post-
test; tests can be taken after each issue or collec-
tively at the end of the semester. First-time users 
will have to register on the site using the 8-digit 
subscriber number printed on their mailing label, 
invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you 
will be allowed to answer the questions as many 
times as needed to achieve a score of 100%. 
4. After successfully completing the last test of 
the semester, your browser will be automatically 
directed to the activity evaluation form, which 
you will submit online. 
5. Once the completed evaluation is received, a 
credit letter will be e-mailed to you instantly.  n
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Joint Commission adds 
episode to Speak up

The fifth in the series of Speak Up videos 
is out at the Joint Commission. This one, 

entitled Speak Up: Kid Power, is geared toward 
pediatric facilities and encourages children to 
feel good about asking questions about their 
healthcare.

The series of 60-second videos is on the Joint 
Commission’s YouTube channel, where nearly 
14,000 users have viewed them. There are also 
brochures and posters available for the Speak Up 
program, which urges patients to take a more 
active role in preventing health care errors.

Materials from the program are available 
free at the Joint Commission website, including 
Spanish language versions of the brochures.  n


