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Power of the PEN! 





Controversy 



What looks like 
 
is often  
lack of clarity. 
- Chip & Dan Heath 

resistance 





Choosing Wisely 

Choosing Wisely® aims to promote conversations between 
providers and patients by helping patients choose care that is: 

 

• Supported by evidence 

• Not duplicative of other tests or procedures already received 

• Free from harm 

• Truly necessary 

 



American Academy of Family Physicians 
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Eliminate Waste 
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“It is more important that you do it the same 
than that you do it “right.” 

 
- Dr. Brent James 



STANDARDIZATION 

 

       Doctors            Approach             Problems 

          10         10       =       10 

       10          1        =        1 
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 CSWP: Adult Sepsis v.1.0 

 

 

 

 

 

 

 

 

 

 

  

 Institute standardized Sepsis 
Bundle Checklist on all sepsis 
patients 

 Educate nurses and physicians at 
each inpatient facility in the UNR 

 Institute rapid sepsis 
identification and early goal-
directed therapy in patients 
presenting to the ED or already 
hospitalized 

 Increase compliance with the 
Sepsis Bundle 

 INCLUSION CRITERIA: 

 Any adult patient with Severe Sepsis, Septic Shock or Sepsis 

admitted to the ED or the hospital 

 EXCLUSION CRITERIA:  

 Patients entered into the study may be excluded according 

to predefined criteria as reviewed by the Abstractor. 

Sepsis is a serious medical condition caused by an overwhelming immune 

response to bloodstream infection. Severe sepsis and septic shock are the 

leading cause of mortality in the ICU. Rapid identification and early 

evidence-based treatment, including successful implementation of a sepsis 

bundle are critical to best care and improved patient outcomes. After 

successfully implementing a sepsis bundle in 2005 through the Intensive 

Medicine Clinical Program, compliance with the sepsis bundle improved 

from 4.4% to 77% and mortality dropped from 20.8% to 9.3% by the end of 

2010. 

With the re-emphasis of the sepsis bundle as a corporate board goal in 

2014 and the need for a sustained effort in this area, this CSWP is 

introduced as a proposed method for continuous improvement in this area 

at each of the hospitals in the UNR and is a collaborative effort with both 

Intermountain Healthcare and the High-Value Healthcare Collaborative. 

INTRODUCTION: GOALS: 

Main Authors: 

 Matt Pollard, M.D. 
 Medical Director, MKD ED 
 Lead Physician UNR Continuous 

Improvement 
 UNR Physician Representative  

Intermountain Healthcare Sepsis 
Initiative 

 RJ Bunnell, M.D. 
 Lead Hospitalist, MKD; 

Hospitalist Development Team 

Contributors: 

 Jennette Jewkes, R.N. 
 IMCP Coordinator 
 Sepsis Abstractor 

 Barb  Kerwin, M.D. 
 Medical Director, MKD ICU 

 Laura Nelson, R.N. 
 Clinical Expanded Role, MKD ED 

 AUTHORS: 

KEY POINTS:  

 Documents included with this CSWP include corporate bundle guidelines/pathways, the UNR Sepsis 

Bundle Checklist, Guidelines for ED Sepsis Alerts as well as guidelines for early recognition of sepsis in 

patients already admitted to the hospital. 

 Success in this endeavor will depend largely on communication between all parties. 

 The intent of this CSWP is to promote sustained compliance with the Sepsis Bundle beyond 2014. 

REFERENCES: 

Data and references for this CSWP are listed separately under the Intermountain Sepsis Bundle guidelines. 

 CSW Pathway: Low Back Pain v. 1.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 EXCLUSION CRITERIA:  

 INCLUSION CRITERIA: 

 Standardize approach to 
patients with LBP who present 
to the ED, Instacare, or Primary 
Care setting. 

 Decrease unnecessary imaging. 

 Ensure appropriate specialty 
referral 

 Adult patients with LBP  

 Patient is not undergoing treatment for LBP in a specialty 

clinic or with an established physical therapist 

 Pediatric patients (although many of the principles may still 

apply) 

 Patients currently under the care of a specialist for their LBP 

Low back pain (LBP) is a common disorder that affects more than 

75% of adults at some point in their lifetime. It is also a condition 

that is responsible for significant economic losses in our country and 

expenditures within the healthcare system. 

Two Care Process Models have been developed by the Functional 

Restoration/Chronic Pain Development Team of Intermountain 

Healthcare’s Pain Management Service for both the primary care 

and emergency department settings. This UNR CSWP provides the 

framework by which these CPM’s can be integrated into the system 

of providers, clinics and resources that serve the greater-Ogden 

area. 

Rapid referrals to our physical therapy clinics (within 48 hours in 

most cases) will enable early, goal-directed treatment of these 

patients and appropriate specialty consultation where appropriate. 

INTRODUCTION: 

KEY POINTS:  (including some from Intermountain CPM’s) 

GOALS: 

 Matt Pollard, MD – Emergency 
Medicine, Medical Director MKD 
Emergency Department; UNR 
Continuous Improvement Lead 
Physician 

 Christine Nefcy, MD – Pediatrics, 
UNR/MKD CMO 

 Dennis Winters, MD  -   
Neurosurgery; Chief of Surgery 
MKD Hospital 

 Johnnie Cook, MD – Chief, 
Department of Family Medicine 

 Keith Cook, PT - Rehab Services 
Director 

 Tres Ferrin, PT -  Physical Therapy 

 Timothy Houden, MD –  
Anesthesiology/Pain Medicine 

 Casey Bachison, MD – 
Orthopedic Surgery 

 

 Core Team Members: 

 In most cases, imaging tests are not needed to diagnose acute LBP and can lead to unnecessary 

interventions. When ordering an MRI, use of the Spinal MRI Order Form is helpful. 

 For most LBP, conservative treatment and self-care is adequate and effective 

 A nonsurgical specialist (PT, PMR, etc.) is the best resource for patients with LBP persisting beyond 6 wks 

 Careful attention should be paid to the corporate CPM especially with regards to “red flag” presentations 

REFERENCES: 

Intermountain CPM’s: Primary Care Management of Low Back Pain, Diagnosis and Treatment of Low Back Pain in the ED 

(both available on intermountainphysician.org or intermountain.net) 

Keele University: STarT Back screening tool and clinical trial 

 CSW Pathway: Adult First Seizure Evaluation 

 

 

 

 

 

 

 

 

 

 

  

 EXCLUSION CRITERIA:  

 Pediatric patients 

 Patients with complex partial seizures 

 Patients with acute head or multisystem trauma 

 Patients who have a h/o brain mass, 

immunocompromised state, pregnancy or 

eclampsia, or other provoked seizure state 

 Status epilepticus or prolonged seizures 

 Patients with previous history of seizures 

 INCLUSION CRITERIA: 

 Adult patients aged 18 years and older presenting 

to an acute setting with an unprovoked first 

generalized convulsive new-onset seizure 

This pathway addresses the initial evaluation for patients presenting to 

the acute care setting with a first unprovoked seizure. Historically, 

there has been some variation in the diagnostic process for evaluating 

generalized convulsions.  

Various clinical conditions can mimic seizure but in fact are not. 

Examples of this include rigors, rhythmic jerks that accompany syncope 

or concussion, and others. Even after the initial evaluation, the 

categorization of an event as a seizure may be difficult. 

The purpose of this document is to assist the clinician in evaluating 

patients in whom the likelihood of a new-onset seizure is high and will 

focus on those patients who have had an unprovoked seizure. 

For clarification, a provoked seizure occurs at the time or within 7 days 

of a neurologic insult and includes clinical conditions such as 

hyponatremia, toxic ingestions, CNS lesions, etc.  An unprovoked seizure 

(the focus of this document) is a seizure that occurs in the absence of a 

precipitating factor but might also include remote symptomatic 

seizures (those occurring >7 days after a CNS insult) after a stroke or 

traumatic brain injury. 

INTRODUCTION:  

 Standardize treatment and 
optimize care of adult patients 
with new-onset seizure 

 Reduce unnecessary treatment 
during the initial work-up of 
these patients (lab and imaging 
waste, excessive sedation, etc.) 

GOALS: 

 Navin Varma, MD – 
Neurohospitalist, McKay-Dee 
Hospital 

 Matt Pollard, MD – UNR ; 
Emergency Medicine; 
Continuous Improvement 
Medical Director 

 AUTHORS: 

KEY POINTS:  

 Diagnostic evaluation after a first seizure is 

focused on cause  

 The likelihood of seizure recurrence is small after 

a single seizure even if there is a second seizure 

the same day 

 One does not have to administer medication for a 

first seizure that has resolved  



Source: Boston Consulting Group 



“Always 
strive to 

elevate your 
craft.” 

 
Jiro 



matt.pollard@imail.org 


