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Andrew Craigie

From: Susan Fagan [susan@susanfagan.com]
Sent: Sunday, September 20, 2009 3:46 PM

Page 1 of 1

To: Andrew Craigie; dyel@wildblue.net; rbunch@pomeroy-wa.com; suzannegrove @wildblue.net; Janice Gould; Pat

Richardson; jackie@maptravelco.com
Cc: jacqueline@susanfagan.com; 'Shan Kelley'
Subject: Envelope of material for Mary Dye at Starbucks in Clarkston

To all: I really enjoyed our Friday evening and Saturday morning in Pomeroy this weekend. | am
learning so much more about your community and the many

benefits it provides the residents and those living in the rural areas surrounding town. We met new
people this weekend, too, and | am adding them to this e-mail because | want to stay connected with all
of you.

| especially want to thank Pat and Andrew , who have introduced me to Pomeroy’s health care and
hospital issues and successes, and Mary Dye, who along with her husband Roger and their three
wonderful girls, have so strongly supported our campaign in Garfield County including putting up tons of
signs and decorating their horses in our campaign colors and riding in the parade with us Friday evening.
That was such fun!

Just want to update you on our visit Thursday morning, October 1. Dino Rossi has endorsed me and is
spending part of the morning in the 9t District for me. We’'ll will start with a breakfast at 7:00 a.m. at
the Quality Inn in Clarkston, then we'll travel to Pomeroy for a coffee — everyone invited — and we

expect to arrive in Pomeroy around 9:00 a.m. We talked about putting notices up around town on the

community billboards to let people know we’ll be in town.

Also Mary wants to send out some individual notices, so I'm trying to figure out how to get some
material to her by tomorrow. | will be in Clarkston later today and I’'m going to drop off a manila
envelope at Starbucks on Bridge Street in Clarkston. If any of you are going to Clarkston or Lewiston
tomorrow, would you please pick up the envelope and take it to Pomeroy? At least it will get that far!

Again, many thanks for the opportunity to meet new people, to learn more about all the good work and
volunteerism that’s happening in your community and for the chance to come back very soon and visit
with you when Dino is here October 1.

Warm regards,
Susan

Susan Fagan, Candidate
gth Legislative District, Position 1

Washington House of Representatives

Paid for by Friends for Susan Fagan
PO Box 1471

Pullman, WA 99163
www.susanfagan.com
509.979.3083

9/21/2009



Rural Healt

Hospital Peer Review
September 2009

Hospital Peer Review is a monthly newsletter sponsored by the Rural Healthcare Quality Network to alert Critical
Access Hospitals regarding findings from the Peer Review Program. Summarized are a few of the key findings and
best practices that would be helpful for other critical access hospitals to be knowledgeable about. This newsletter is

edited by Myron Bloom, Medical Director and he can be reached at drmbloom@msn.com.

Doctor, | want some antibiotics for my sinusitis, conjunctivitis, or
bronchitis?

But “Sometime you find you get what you need” — R. Stones

Current evidence suggests that about a third of patients who present with upper respiratory
infections are diagnosed with acute rhinosinusitis. Bacterial rhinosinusitis is difficult to
differentiate from viral on clinical grounds, and most cases of acute rhinosinusitis are viral upper
respiratory tract infections and resolve without antibiotics. Nevertheless, more than /3
historically have received antibiotics. The clinical diagnosis of acute bacterial rhinosinusitis
should be reserved for patients with symptoms lasting 7 days or more who have maxillary pain
or tenderness in the face or teeth (especially unilateral) and purulent nasal secretions (X-rays are
not routinely recommended to confirm the diagnosis). So, what is the evidence supporting
watchful waiting and not prescribing antibiotics?

In a meta-analysis of data mined from nine randomized (antibiotics or placebo) trials involving
2,547 immunocompetent adult patients (excluding those who had signs and symptoms suggestive
of serious complications such as high fever, periorbital swelling, erythema, or intense facial
pain), the odds ratio for “cure” in the antibiotic group was a bit higher at 1.37. However, the
number needed to treat (NNT) with antibiotics to achieve 1 additional clinical cure was 15 and
consistent across all trials. The number needed to harm (mainly vomiting, diarrhea, and
gastrointestinal pain) ranged from 12 to 78.

Symptom severity, symptom duration, and age did not predict benefit from antibiotic treatment.
Older patients, who reported longer symptom duration or more severe symptoms, took longer to
cure - but they were not more likely to benefit from antibiotics. Patients with purulent
pharyngeal discharge derived somewhat greater benefit from antibiotics than did other patients,
but the NNT for patients in this group was still 8. A Cochrane review of 57 studies reported in
the April 16, 2009 issue of the Cochrane Database Systematic Review, showed a small treatment
effect in primary care patients with uncomplicated acute sinusitis who had symptoms for more
than 7 days, finding 80% of those who did not receive antibiotics and 90% of the antibiotic group
were improved within 2 weeks.

Young J, Sutter, AD, Merenstein D, et al. Antibiotics for adults with clinically diagnosed acute
rhinosinusitis: a meta-analysis of individual patient data. The Lancet. March 15, 2008; 371(9616):908-914


mailto:drmbloom@msn.com

Hickner J, Bartlett J, Besser R, et al. Principles of appropriate antibiotic use for acute rhinosinusitis in
Adults. Annals of Internal Medicine. March 20, 2001; 134(6):498-505

Investigators performed a meta-analysis of 17 randomized, controlled trials comparing placebo
or oral antibiotics in 2,915 adults and 376 children with a clinical, laboratory, bacteriologic
and/or radiographic diagnosis of acute sinusitis. Clinical cure or improvement at 7-15 days was
more common (77% vs. 68%) with antibiotic treatment than with placebo; but adverse effects
were also more frequent (30% vs. 22%, most often diarrhea or other gastrointestinal
disturbance). There were no statistical intergroup differences in complications due to sinusitis or
recurrence of sinusitis.

Falagas ME, Giannopoulou KP, Vardakas KZ, et al. Comparison of antibiotics with placebo for treatment
of acute sinusitis: a meta-analysis of randomized controlled trials. The Lancet Infectious Diseases.
September 2008; 8(9):543-552

So what about Conjunctivitis?

Topical antibiotics are commonly prescribed for acute conjunctivitis, but are they really
necessary? Researchers randomized a convenience sample of 307 patients aged 1 year or older
from 30 general practices to receive one of three treatments: immediate antibiotics
(chloramphenicol drops), delayed antibiotics (prescription for chloramphenicol drops provided
after 3 days), or no antibiotics. Antibiotics were actually used by 99% of the immediate-
antibiotic group, 53% of the delayed-antibiotic group, and 30% of the controls. Severity of
symptoms 1 to 3 days after presentation was similar among the three treatment groups. Patients
in the immediate-antibiotic group were more likely than controls to believe that antibiotics were
effective and to state that they would seek antibiotics again for a new episode.

Everitt HA, Little PS, Smith PWF. A randomized controlled trial of management strategies for acute
infective conjunctivitis in general practice. BMJ. August 12, 2006; 333:321-324

British authors using the UK General Practice Research Database (1991 - 2001) examined data
from 162 practices to evaluate the relationship between prescription of antibiotics and the
development of serious complications within one month after for more than 3 million patient
presentations for a URI (pneumonia), sore throat (quinsy or peritonsillar abscess), otitis media
(mastoiditis), or “chest infection” (pneumonia). The use of antibiotics appeared to be associated
with a lower rate of such complications after URI, otitis media, and sore throat; but the overall
risk of such complications was extremely low and the NNT with antibiotics to prevent one
complication exceeded 4,000. The risk of a diagnosis of pneumonia after a “chest infection”
was higher, with an NNT to prevent a case of pneumonia after a “chest infection” of only 39 in
elderly patients, and ranged between 96 and 119 in other age groups.

Petersen I, Johnson AM, Islam A., et. al. Protective effect of antibiotics against serious complications of
common respiratory tract infections: retrospective cohort study with the UK General Practice Research
Database. BMJ. November 10, 2007; 335:982

So what about bronchitis and chest complications?

Most clinicians, while understanding concerns about the overuse of antibiotics, lack effective
strategies for outpatient management of common infections. Several small studies have shown
that offering an antibiotic prescription to use later if symptoms do not improve (delayed therapy)
can decrease antibiotic use without apparent adverse effects.

In a multicenter, six-arm, controlled trial, researchers in the U.K. investigated this strategy in 640
patients aged > 3 years with acute lower respiratory tract infection. All presented with cough



plus sputum production, chest pain, dyspnea, or wheezing, while none had pneumonia, asthma,
or other chronic or acute lung diseases. Subjects were randomized to receive brief patient
education — oral instructions alone or together with an informational pamphlet — in
conjunction with no antibiotics, immediate treatment with amoxicillin (250 mg [125 mg for
children < 10 years old] 3 times daily) or erythromycin (250 mg 4 times daily) for 10 days, or a
prescription for antibiotics that could be filled if symptoms had not improved at 14 days.

Cough rated as "a slight problem" or worse had a mean duration of 11.7 days; immediate
antibiotics shortened the duration of "moderately bad" symptoms by 1 day. One patient in the
no-antibiotics group developed pneumonia, but no other serious adverse events occurred. Only
20% of patients in the delayed-antibiotics arm took antibiotics, versus 96% assigned to
immediate therapy. Most patients in all three groups were "very satisfied" with their treatment
(86%, 77%, and 72% for immediate, delayed, and no antibiotic therapy, respectively). No effect
was noted for the informational pamphlet. As has been seen in previous studies, delayed therapy
markedly decreased antibiotic use, with very acceptable patient outcomes.

Little P, Rumsby K, Kelly J, et. al. Information leaflet and antibiotic prescribing strategies for acute lower
respiratory tract infection: a randomized controlled trial. JAMA. June 2005; 293(24):3029-3035

So, studies have reported no significant beneficial effect of antibiotic treatment in healthy
patients with acute bronchitis; but how about socio-economically challenged and HIV- infected
patients? In a placebo- controlled trial from Nairobi, Kenya, 660 adults with 20% in both groups
HIV-positive (mean age 31, 56% female) and acute bronchitis were randomized to a seven-day
course of amoxicillin (500mg three times daily) or placebo with follow-up performed at 3, 7, and
14 days. There was no difference between the amoxicillin and control groups in the interval to a
reduction in the clinical severity score by at least 75%, or in rates of clinical cure by 14 days
(82% and 84%, respectively). In the HIV-infected patients, clinical cure rates were 77.2% in the
amoxicillin group and 83.8% in controls. They found that a seven-day course of amoxicillin was
not more effective than placebo for the treatment of acute bronchitis, irrespective of HIV status.

Nduba VN, Mwachari CW, Magaret AS, et. al. Placebo found equivalent to amoxicillin for treatment of
acute bronchitis in Nairobi, Kenya: a triple blind, randomized, equivalence trail. Thorax. November 2008;
63(11):999-1005
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A Clinical Forum Newsletter

Medical Literature Review
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Infectious Disease

Question: What serious nonsuppurative seque-
lae can follow infection with streptococcus
pyogenes?

Answer: Rheumatic fever, which follows only
pharyngeal infection and acute glomeru-
lonephritis which more commonly follows
streptococcal skin infection.

Source: Todar’s Online Textbook of Bacteriol-
ogy

Family Practice/Internal Medicine

Question: What is the most common cause of
an inappropriate shock from an AICD
(automatic implantable cardiac defibrillator)?

Answer: AF or an atrial flutter. Thus, these
rhythms may require rate control and consid-
eration for anticoagulation.

Source: American Journal of Emergency Medi-
cine. September 2007, page 812

Medication Management

Question: Do many patients have true immune
mediated allergy to opiates?

Answer: No. Most patients with “allergy” to
opiates experience histamine release, a pharma-
cologic side effect of some opiods, resulting in
pruritus, hives, and flushing.

Source: EMedHome, Clinical Pearl. November
19, 2008; 5 references

Urgent/Emergent Care

Question: What has become a well recognized
cause of stroke in young patients?

]

¥

Answer: Cocaine and amphetamines increase the
risk of stroke by elevating blood pressure or
triggering spasm of cerebral vessels.

Source: Archives of General Psychiatry.
2007;64:495-502

Nursing Focused Care

Question: What should be the initial oxygen
saturation goal for patients experiencing COPD
exacerbation?

Answer: 88 - 92%, in an attempt to avoid pre-
cipitating CO, narcosis.

Source: Thorax. 2000;55(7):550-554

Risk Management

Question: What diagnosis should be considered
in an elderly individual who has the onset of a
new headache?

Answer: Temporal arteritis. This disorder may
also result in permanent blindness. A sedimen-
tation rate should be included in the evaluation
of these patients.

Source: EPIC (Emergency Physicians Insurance
Company) - Risk Management

Practice Pearl

Question: Peripheral artery disease (PAD) is a common vascular condition which
increases the risk of Ml, stroke, or death from cardiovascular disease by a three-fold
factor. Does the addition of warfarin to antiplatelet therapy reduce the likelihood of

these pathologic events?

Answer: No. The WAVE trial (Warfarin Antiplatelet Vascular Evaluation) primary
message was: In patients with PAD who don’t have a clear indication for oral antico-
agulants (AF or mechanical heart valve, for example), using coumadin in adition to
antiplatelet therapy is not recommended. In addition, an increase in life-threatening
bleeding was encountered in the warfarin group.

Bruce Stevenson, MD Medical Director/Editor docfishing@hotmail.com
Randy Benson, Executive Director RHQN randyb@wsha.org
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AMI AND STROKE BEST PRACTICE CONFERENCE CALL

Since the first of the year, a lot of emphasis has been placed on establishment and
implementation of the AMI Transfer Protocols and extension of the basic protocols to
comprehensive stroke care. Regional forums and conferences have:

o brought together rural and PCI facilities, cardiologists, and EMS;
« highlighted the need for the protocols;

e provided policies, procedures, protocols, and other documents for a standardized
statewide system; and

e given the opportunity for rural and PCI facilities to sit down, start the dialogue, and
develop the implementation strategies to accomplish everyone’s goal of saving patient
lives by rapid transfer to a collaborating urban PCI center, when appropriate.

The September 8" Members Conference Call was our first taste of the Best Practices
accomplished by several member facilities. “Best Practices/Lessons Learned: STEMI:
Cardiac Level One/ STEMI/Acute Coronary Syndrome Systems of Care,” featuring Lincoln
Hospital (Davenport) on “Lessons Learned,” Jefferson Healthcare (Pt. Townsend) on their
AMI/STEMI Lean Rapid Process Improvement Workout, and Kittitas Valley Community
Hospital (Ellensburg) demonstrated the successes our members are having with the STEMI
protocols.

Terri Camp shared the flow sheet Jefferson Healthcare developed in their Lean STEMI RPI. As
a result, patients north of a certain road are taken to Jefferson, those south of the road go directly
to the tertiary hospital. The 911 responders give patients a stopwatch in their home to emphasize
that 90 minutes is crucial. These are great ideas for many CAHSs to implement in your
communities.

While each CAH has different “Door to Balloon” restrictions with travel distances, we do share
at least two measurable goals we can all work towards: “Door to ECG” and "Total Throughput
Time” for transfers. Can you meet Kittitas Valley Community Hospital’s 3 minute “Door to
ECG” time? Steve Collins shared Kittitas Valley Community Hospital’s work to reduce their
time to ECG and their total throughput time by half in 20009.

Lincoln Hospital is a mature user of the Standardized Protocol, which is referred to as “Cardiac
Level One” in hospitals sending patients to Spokane. Tom Martin shared the perspective of



“Lessons Learned” over time and the work that Lincoln Hospital is now leading in developing a
Stroke Protocol.

Presenters from each facility openly outlined the challenges and successes they have had.
Especially significant is the reduction in door to balloon times that have been achieved by using
the standardized protocols. We would encourage you to go to the RHQN website
(http://www.rhgn.org/resources/presentations.htm), listen to the audio of our September gt
Conference Call, and review the materials provided by each of the presenters. You’ll even find
information on the stopwatch Jefferson Healthcare uses. Thank you to each of the presenters for
your expertise and willingness to share your successes in implementing the AMI transfer
protocols, bringing your door to balloon times down, and most importantly, saving lives of rural
AMI patients.

We look forward to expanding our work in this area during 2009. It is important that all
facilities have a set of transfer protocols in place and are successful in bringing their throughput
and ultimately their “Door to Balloon” times down. Please feel free to contact Bev McCullough,
RN, RHQN Quality Improvement Manager at (206) 216-2862 or bevm@wsha.org or Randy
Benson, RHQN Executive Director at (206) 577-1821 or randyb@wsha.org for assistance.

WHAT NEXT? MORE INFRMATION ABOUT H1IN1 INFLUENZA

Fifteen percent of the students (~3,500) at Washington State University have contacted HIN1
influenza. WSU Student Health is overwhelmed. They send the flood of students to the
emergency department at Pullman Regional Hospital. The emergency department staff is
overwhelmed and winds up triaging students as they line up on the sidewalk outside the ED.
Students are advised to go home for a week while they recover from the flu. A small high school
north and west of Pullman cancels their football game and other activities because fifty percent
of their students either have H1N1 or are just getting over it.

Where and when does it stop? Who knows! All hospitals in the state are ‘on edge’. We worry
about and prepare for the worst. Will we have to implement the disaster plan? Will we have
enough staff that are well and can take care of others? Is it all a big scare and being blown out of
proportion? Will vaccination be made mandatory? Will the vaccine even work? Questions,
questions, questions!

No one has all the answers, but, there are experts available to help us sort out the facts from
myths, guesses, and rumors. Your infection preventionist (IP) is one of those experts. All
RHQN member infection preventionists have a great expert resource to fall back on. Sandy
Kangas, RN, PhD is the RHQN'’s infection prevention and control consultant. Her services are
available to all members, free of charge. Sandy has many years of experience with infection
prevention and control in the critical access hospital setting. Your IP is included in the listserv
which the group uses to support each other and identify best practices in infection control.

Sandy has been very busy during the past month in support of your facility’s infection prevention
and control practitioner and has all the latest information from the CDC and APIC on seasonal
influenza and HIN1. Please feel free to contact her at sandyk@wsha.org.



FROM THE DESK OF BEV MCCULLOUGH, RHQN QI MANAGER

It continues to be a great joy to be working with all of you and completing an initial visit to each
hospital. As I travel around the state, | am struck by several things:

« the incredible job you do with very limited resources;

e your commitment to providing the highest quality care for your communities,

o the stresses that the economy, healthcare reform, and HIN1 have placed you under, and
o the common challenge of prioritizing.

We all recognize the need for culture change in order to improve processes within your
organizations in order to be more effective, more efficient, save money, spread ownership, and
do a better job of engaging employees in safety initiatives and evidenced based care. My goal is
to support you by sharing “Best Practices,” “Lessons Learned,” and effective tools to simplify
your day and help you meet your goals. | look forward to sitting down with the quality leader
and CEO in each facility to assess your needs, “share openly,” and “steal shamelessly” in the
name of best practice and quality improvement.

Together, we will grow in our commitment to quality improvement and clinical excellence.
Please feel free to contact me at (206) 216-2862 or bevm@wsha.org.

UPCOMING MEMBER CONFERENCE CALLS

Here is the Members Conference Call topic list for the remainder of 2009. If you have topic
suggestions, please call or e-mail Randy Benson, RHQN Executive Director at (206) 577-1821
or randyb@wsha.org.

> October 6, 10:30 a.m. “The Disaster Preparedness Primer: When is a Drill Not a
Drill?”” presented by Randy Benson, RHQN Executive Director

> November 17, 10:30 a.m. “Adverse Events and RCAs: How to Conduct a Proper
RCA in Three Meetings,” presented by Randy Benson, RHQN Executive Director

> December 8, 10:30 a.m. “The Clinical Quality Improvement Primer: Witnessing to
Best Practice,” presented by Bev McCullough, RHQN Quality Improvement Manager

If you have ideas, comments, questions, need additional resources or a consultation, contact Randy
Benson, RHQN Executive Director, at (206) 577-1821 or by email at randyb@wsha.org, or Bev
McCullough, RHQN Quality Improvement Manager, at (206) 216-2862 or by email at bevm@wsha.org.


mailto:bevm@wsha.org
mailto:randyb@wsha.org
mailto:randyb@wsha.org
mailto:bevm@wsha.org



