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Making the Case for Patient Care Decisions

—EvidenceBased Health Care in Home Infusion is Achievable!

by Nancy Kramer, R.N., B.S.N., CRNI®, NHIA Vice President of Clinical Affairs
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It’s a typical Friday night, one hour
before closing, and the phone rings—
a new referral for four weeks of IV
antibiotics, being discharged this
evening with the next dose due on
Saturday at 8:00 am. The patient lives
in a rural area, approximately 75 miles
from the pharmacy, and has a periph
erally inserted central catheter (PICC).
How do you respond? With a well
oiled team that jumps into high gear
to verify insurance benefits; check
drug inventory; coordinate nursing
visits with a local home health agency;
and contact the patient to clinically
assess the appropriateness of therapy
based on the patient’s medication
profile, current/past medical history,
home situation and ability/interest in
providing selfcare.
As mentioned previously, a typical
Friday night. But as the care for this
patient comes together, a challenge
emerges: the prescription calls for a
salineonly flush for the PICC, which

your organization’s experience has
shown to be problematic for home
based patients. The physician’s agent
is fairly insistent that the hospital from
which the patient is being discharged
has successfully transitioned all central
venous access device care to saline
only flushes, and the prescribing physi
cian wants to continue this at home. In
your experience, accepting this order
means being prepared to return to the
pharmacy afterhours to contact the
physician, obtain a prescription for
alteplase, dispense the prescription,
ship it to the patient’s home, and noti
fy the home health agency of the
potential need for up to two additional
nursing visits to instill/withdraw the
alteplase in an attempt to restore
catheter patency—all with no assur
ance that the procedure will be fully
covered by the patient’s insurance
plan. The alternatives—a patient trip
to the emergency room for alteplase
instillation, or an occluded PICC that
must be replaced, or a proactive order
for heparin lock. Which of the above
scenarios is the most costeffective
and least risky for the patient?
How do you make your case for a
heparin lock? What “proof” do you
have that a heparin lock for a home
based PICC presents less risk of com
plications and adverse effects for the
patient than a saline flush? This
month’s CE article is a great place to
start. As authors Lyons and Phalen
point out in their “Evidentiary Review
of Flushing Protocols in Home Care

Patients with Peripherally Inserted
Central Catheters” (see page 32), evi
dence of safety and effectiveness of
salineonly flushing for PICCs in the
home is lacking. For providers to
make their case for heparin, organi
zational outcomes can be shared,
along with this evidentiary review, to
help make your “evidencebased”
case for heparin lock.

Let’s Revisit This Critical
Concept
Every provider, individually, must
make their case for a particular prac
tice that has become the standard in
our industry. Why? Because we lack
published evidence all providers
could reference when making their
case. Nearly every study concludes
with a statement calling for “more
research” on the subject in order to
definitively make the case for or
against a particular practice. That
research, in the home care setting, is
simply not happening for a variety of
reasons, including high costs of con
ducting clinical research and difficulty
obtaining a statistically significant
sample size. How, then, do we go
about closing our evidence gap? This
question is central to the ongoing
NHIA IndustryWide Data Initiative
(visit www.nhia.org/data for more),
and one we have taken the first steps
to address with our recent 2012 NHIA
Data Definitions Survey.
In our 2010 NHIA Provider Survey,
we learned that a majority of home
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infusion pharmacies are collecting
outcomes data on similar subjects,
including adverse drug reactions
(98%); catheter infections (97%);
unscheduled hospitalizations (87%);
and catheter occlusions (80%), just
to name a few. We also learned in
that survey that data collected from
multiple providers is only compara
ble when the key data elements are
defined consistently from one
provider to the next. Before we can
share such vital aggregate data and
publish our evidence, we must
begin at the beginning—we have to
adopt common definitions that will
allow comparison of results.
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Our Collective Quest For
Common Definitions
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The 2012 NHIA Data Definitions
Survey, conducted this past sum
mer, was created to evaluate the
industry’s response to a series of
proposed data definitions for a wide
variety of key data elements—from
industry demographics to financial
and human resource metrics, to clin
ical outcomes. For each proposed
data definition in the survey, we
asked providers three questions:
1. Does your company agree with
the proposed definition?
2. Is your company reporting sys
tem capable of providing this
data in accordance with the pro
posed definition?
3. Is your company willing to pro
vide this data in a future NHIA
data initiative survey?
The results, while still being analyzed
given that the survey just ended on
August 30, are initially very promis
ing—and exciting! Not only did 25% of
NHIA member providers respond to
the survey, but the mix of respondents
across national, multisite and single
site providers was the most represen
tative of our industry, as a whole, that
we’ve received to date. Data relevance
depends not only on common defini
tions, but also on the degree to which

it reflects the wide range of industry
providers. Engaging all provider types
in future NHIA Surveys is essential to
ensuring our data results are represen
tative of our industry as a whole, and
not just one particular provider type or
geographic area.

Making The Data
Collection Leap—
Methodically And Carefully
So now, how do we, as an industry,
make the leap from “willingness to
provide data” to actually collecting
that data and sharing it in an accu
rate, aggregate, deidentified format?
The answer: very methodically and
carefully. We must ensure not only
uniform acceptance and adoption of
common industry definitions, but
also a method of data collection that
is resistant to providerbias and docu
mentation inconsistencies. For exam
ple, in our Data Definitions Survey,
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we asked providers about the collec
tion of unscheduled hospitalization
data. A full 99% of survey respon
dents agreed with our definition for
Related and Unrelated Unscheduled
Hospitalization—and 62% indicated
that they are able to report on this
data today. However, we also
acknowledged in the survey that
some hospitalizations occur without
the provider’s knowledge and the
challenge this presents in terms of
keeping information systems/medical
records current with all hospitaliza
tion data. Given this reality, we asked
providers to estimate the number of
unscheduled hospitalizations they
believe they capture in their informa
tion systems for every 10 such hospi
talizations that actually occur.
The average estimate is 5.8 hospi
talizations captured for every 10 that
actually occur. If we were to collect
unscheduled hospitalization data

Innovatix is a leading GPO serving
infusion pharmacies nationwide.

INJECT SOM
INJECT
SOME
ME SA
SAVINGS
AVVINGS IN
INTO
NTO
YYOUR
OUR
O BOTTOM
BOTTOM LINE
CCall
all Innovatix
Innovatix today
today and start
start saving
saving on:
tt
tt
tt
tt
tt

Brand name & generic pharmac
Brand
pharmaceuticals
euticals
IVIG & frfractionated
actionated blood pr
products
oducts
Cellular
Cellular vvoice
oice & da
data
ta ser
services
vices
IT and office
office supplies
Facilities
Facilities maintenance
maintenance & construction...and
construction...and more
more

MEMBERSHIP
MEMB
ERSHIP
ISS FREE

(888) 258-3273
(888)
innovatix.com
inno
vatix.com

Employees
Emplo
oyeees can
caan ssave
aavve with our Employee
Emplooyeee Discount
Discount
o Pr
Program.
rogr
o ra
ram.
a
Innovatix is the only non-acute
Innovatix
non-acute GPO member of the Healthcare
Healthcare Group
Group Purchasing
Purchasing Industry
Industry Initiative
Initiative (HGPII), which aims
ttoo pr
promote
omote and monitor
monitor best ethical
ethical and business practices
practices in purchasing
purchasing for
for
o hospitals and other healthcare
healthcare providers.
providers.

THE DA
TA FILES
from providers’ information systems
today, we could estimate the data is
underreporting actual hospitaliza
tions by approximately 42%. If we
attempt to gather and report this
data in the aggregate, individual
providers who are better at captur
ing hospitalization data in their infor
mation systems would appear to
have a bigger issue with patient hos
pitalizations when compared to the
aggregate, than those providers who
are not as diligent at ensuring all such
hospitalizations are captured in their
software. Clearly, such challenges
with accurately capturing and report
ing this type of data must—and
will—first be overcome before
meaningful data collection, aggre
gate reporting and industrywide
benchmarking can be accomplished.
Being mindful of these issues, we will
methodically collaborate to pursue a
productive, accurate outcome.
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Why Work To Accurately
Collect And Report
IndustrySpecific Data,
Such As Unscheduled
Hospitalizations?

16

Connie Sullivan makes the case for
this important undertaking in her
article “Creating and Defining Value
Through Data: Utilization, Quality
Outcomes, and Benchmarking” (see
page 18)—the imperative to demon
strate quality care and value is being
driven by evolving valuebased reim
bursement methodologies, with the
Centers for Medicare & Medicaid
Services (CMS) already taking the
lead in the acute care setting. The
focus is shifting beyond episodic
care, or “getting it right while the
patient is under your direct care,” to
include quality transitions of care in
which rehospitalizations are avoided
as a result of effective patient care
transitions from the hospital to
home and other sites of care. In this
health care delivery paradigm, home
infusion providers play a critical role

in keeping patients home to com
plete therapy, and avoiding pre
ventable unscheduled rehospitaliza
tions. How do we achieve this? Best
practices may eventually be derived
from our outcomes data, but first we
must start at the beginning, which is
the accurate capture and reporting
of unscheduled hospitalizations.
If the capture and reporting of crit
ical data elements seems daunting
and overwhelming, then consider
this: just three short years ago, our
industry had no mechanism at all in
place for any data capture—and
today, through the NHIA Data
Initiative, we stand ready to expand
on an industrywide data collection
process that is breaking new ground
with each step we take. Working
together, we can accomplish the col
lection, aggregation and reporting of
data that will inform the care our
patients should receive to achieve
the best outcomes, and validate the
value our services bring to the health
care continuum. Just as Rome was
n’t built in a day, the NHIA Industry
Wide Data Initiative will take time,
perseverance and patience—in addi
tion to active participation from our
industry’s providers and other stake
holders. If you are not yet involved in
these efforts, or you have questions
about this vital data initiative,
please contact NHIA today via
Kristen.Santaromita@nhia.org or
7038382661. Stay tuned for a
detailed, summary report of our
recent 2012 NHIA Data Definitions
Survey—and for information about
our planned Phase II Provider Survey,
and how you can contribute!
Evidencebased health care in home
infusion is, indeed, achievable—if we
continue to collaborate together
down this amazing path we’ve already
productively embarked upon!
Nancy Kramer, R.N., B.S.N.,CRNI® is
NHIA’s Vice President of Clinical Affairs. She
can be reached at: nancy.kramer@nhia.org

Attention
Pharmacists and
Pharmacy
Technicians:
Your Continuing
Education Process is
About to Change!
CPE Monitor, a tracking service
designed to authenticate and store
your continuing pharmacy education
(CPE) data, becomes mandatory on
January 1, 2013. Developed by the
Accreditation Council for Pharmacy
Education (ACPE) and the National
Association of Boards of Pharmacy
(NABP), this online process will:
• Save you time when renewing your
license, by providing a central electron
ic repository for all of your CPE activity
(earned from January 1, 2013 onward).
• Prove to be particularly helpful to the
growing number of pharmacists and
pharmacy technicians who are
licensed in multiple states, and thus
may need to meet the varied CPE
requirements of different state
boards of pharmacy.

As of January 1, 2013:
• You will be required to provide
your NAPB eprofile ID number
and your date of birth (month
and day only) when applying for
continuing education credit from
all ACPE accredited providers.
• Paper statements of CPE credit will
no longer be issued. The system
automatically authenticates your CPE
with your state board of pharmacy!
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Pharmacists and pharmacy techni
cians are STRONGLY ENCOURAGED
to register NOW to ensure that they
are prepared for the transition—reg
istrations can take several days to
process. For more information, and
to create your NABP eProfile ID, visit
www.MyCPEmonitor.net.

