
ver the past few months, I have had the honor of being part of three celebrations marking very impressive 
achievements within our facility, which reinforced that what we do here is truly making a lasting and 

powerful impact.

On February 27th, we hosted the 3rd Annual Heart Attack Survivor event, which brings heart attack survivors 
back together with some of their caregivers, including EMS. Each survivor, addressed by name, is honored, 
given a small gift and invited to join their caregivers for a heart healthy lunch. Nearly 20 survivors and their family 
members joined us in a genuine celebration of life. If it weren’t for the heroic work of EMS and our medical team, these people 
would not be alive today. Their lives were saved because of your exceptional care. That fact was certainly not lost on them or their 
loved ones. 

I was also able to share in the excitement of our Women’s Services team as they celebrated having the second highest birth 
volume in all of HCA in 2014. With nearly 6,500 babies born at our facility last year, I could not be more proud of the 425 dedicated 
employees in Women’s Services. More parents trusted us with the most important moment of their lives than just about anywhere 
in the entire country. What an honor it is to be a part those moments, welcoming literally thousands of new lives into the world. 

Additionally, I was also fortunate to be there as Sarah Dhane, Director of Operations for the Texas Institute for Robotic Surgery, 
received the HCA National Innovator Award. As you may recall, HCA employees are encouraged 
to submit ideas that they have in the areas of Service Excellence, Quality & Patient Safety, 
and Financial Impact. The award recognizes the unique contribution employees make toward 
furthering HCA’s mission of the care and improvement of human life. Sarah’s initiative, “Robotic 
Inventory Exchange Network,” established a communication framework around inventory 
between facilities through the da Vinci nurse coordinator at each site. This exchange of supplies 
uses bartering (for bi-directional exchange of supplies of equal value) and inter-hospital funds 
transfers (for one-way transfers of supplies). Only four months into the project, $190,685.00 in 
supplies and funds were transferred between HCA facilities, providing needed supplies without 
the aforementioned funds leaving the HCA network. 

To be part of all of this life-changing and innovative work is truly inspiring. To be part of this 
exceptional and purpose-driven team is an honor.

Respectfully,

Allen Harrison 
Chief Executive Officer

Mission: To provide exceptional care to every patient, every day with a spirit of warmth, friendliness and personal pride.
Vision: To be the finest care and service organization in the world.

Values: ICARE ~ Integrity, Compassion, Accountability, Respect, Excellence • Goals: Exceptional Care, Customer Loyalty and Financial Strength
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Purpose 

At SDNAMC, we have established a new policy that outlines 
proper use and evaluation of oxygen therapy and provides a proto-
col for weaning a patient off of oxygen. This will empower nurses, 
improve patient throughput, and implement best practice. 

Significance/Background 

St. David’s North Austin Medical Center is currently working to 
improve patient throughput, or the amount of time spent from 
discharge order to actual discharge time. One delay identified was 
that many patients were still utilizing oxygen on the day of dis-
charge, which hindered discharge as the patient’s need for home 
oxygen would have to be assessed, the home oxygen would have 
to be ordered, etc. The patients were not always weaned off as 
soon as possible during their hospital stay. 

Methods 

To establish the need for a protocol, we studied the five Medical/
Surgical departments, starting with a random audit of all patients 
receiving oxygen therapy. Patients were visualized to assess 
whether or not they had oxygen on and what the dose of oxygen 
was. This data was compared to the order in Meditech, the elec-
tronic medical record (EMR) for SDNAMC. 

In order to assess the knowledge of staff nurses regarding proper 
oxygen administration and their preferences of weaning, a survey 
was administered face-to-face to increase compliance. Night shift 
and day shift nurses were queried. Finally, a literary search was 
done via EBSCO to find the latest evidence-based practice on 
oxygen therapy and weaning and to obtain oxygen therapy policies 
from other hospitals. 

All of these data were used to establish an oxygen therapy policy, 
which was developed jointly by respiratory therapy and nurse lead-
ers and evaluated by three committees: MEC, NEC, and QMC. 
The Medical Surgical educators and managers will assist with 
teaching of the new policy through huddles and posted flyers for a 
period of two weeks before starting the protocol on the Medical/
Surgical units. A follow up survey will be done to determine the 
success of this protocol. 

Findings 

A total of 142 patients were audited. Of those on oxygen, 17 
(46%) had oxygen on with no order; 11 (30%) had an amount of 

oxygen on that was greater than the order; and 35 (95%) were 
on oxygen but were eligible to begin a weaning process. A total 
of 40 nurses were surveyed with an equal number from the day 
and night shifts. On day shift, 16 (80%) thought that a physician’s 
order was required for administration of oxygen while four (20%) 
believed a physician’s order was not necessary. For night shift, the 
totals were 17 (85%) and three (15%), respectively. When asked 
if a physician’s order was needed to continue home therapy in the 
hospital, 16 day shift nurses (80%) believed it was necessary and 
four (20%) thought it was not necessary. For night shift, the totals 
were 19 (95%) and one (5%), respectively. 

Finally, nurses were asked if a physician’s order was needed 
to increase the dose of oxygen for a patient if the order was 
less than what was needed. The responses for day shift were 
split exactly in half, while 11 (55%) of night nurses believed 
a physician’s order was necessary and nine (45%) thought it 
unnecessary. When asked about hypothetically weaning a patient 
from oxygen, the average increment that nurses would wean a 
patient by was 1 LPM. The average reassessment time frame was 
between 30 and 60 minutes. 

Conclusions 

The evidence indicates that a protocol is needed due to a sig-
nificant number of patients on unnecessary oxygen as well as a 
significant number of nurses having misconceptions regarding 
placing oxygen on patients without a physician’s order. 

The Policy 

The new policy permits automatic weaning of delivered oxygen 
and provides humidification guidelines and specifics on documen-
tation and communication between RT and nursing. Important 
excerpts include:

1. Humidification specifics that the following will receive 
humidified oxygen: 

a. 3 LPM or greater 

b. After 48 hours oxygen use if <3 liters

c. Post sinus and oropharyngeal surgery

d. Nose bleed, or history of 

e. Therapeutic anticoagulation or anti-platelet therapy

f. Patient request

New Oxygen Therapy Policy to Improve  
Weaning of Oxygen Therapy
By Nancy Eisenhuth, MSN, RN, CEN, CCRN, NEBC, and Johnathon Martinez, RN, SCRN
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2. Contraindications to an automatic weaning protocol for all 
patients:

a. Chest pain within 24 hours, unless a cardiac condition is 
ruled out

b. ST segment elevation myocardial infarction (STEMI)

c. Weaning below home oxygen dose

3. Automatic weaning of all oxygen unless otherwise specified 
by the physician: 

a. If SpO2 is >92%, proceed with decreasing oxygen liter 
flow per the following: 

 i. Decrease by 1 LPM. Document follow-up in 30-60 
minutes with repeat Sp02.

 ii. If Sp02 is >92%, decrease an additional 1 LPM at time 
of vital signs and/or RT treatments. 

 iii. Repeat process until on room air. 

 iv. If patient tolerates for 24 hours, discontinue oxygen 
therapy.

4. Guidelines/Warnings: when to stop the weaning process:

a. Pulse rate >120 bpm, or if adjustment of FIO2 results in 
pulse increase of 20 bpm

b. New arrhythmias if on telemetry

c. A change in sensorium occurs, notify physician

d. Respiratory rate >30 breaths/minute

e. Clinical signs/symptoms of tissue hypoxia

5. Failure to wean; the patient is returned to the last FIO2  
with satisfactory SaO2.

Start Date

This policy started on April 21, 2015. A random audit will be 
repeated in 30 to 60 days to determine the success of this new 
weaning protocol.

Oxygen Titration Guidelines
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SDNAMC Announces Laboratory Improvements
Take a moment and see the improvements the laboratory  
is making to impact the service provided to you.

LABORATORY UPDATE 

Reference Lab Results

Improvements made in March 2015 
have decreased the turnaround times 
for specialty labs performed at our 
reference laboratory, Quest Diagnos-
tics. We have been working with our 
reference lab provider so that results 
are available in Meditech immedi-
ately upon completion. This speeds 
up the turnaround times for specialty 
testing by removing the need to have 
SDNAMC laboratory intervention.

STAT Laboratory Collection 

To improve STAT turnaround times, 
we are implementing a phlebotomy 
handheld device, which provides 
laboratory assistants notification of a 
STAT order no matter their location in 
the facility. They will no longer need 
to journey back to the main lab prior 
to collecting a STAT sample, thus 
saving trips and time. This is also a 
significant patient safety tool in that 
it prints the labels at the bedside.

In-House Testing

1. Immunohistochemical (IHC) 
Staining Performed On-Site

 Over the past year, we have 
worked to increase the number of 
IHC stains performed on-site in our 
histology department. Currently, 
we perform 85-90% of the IHC 
stains on-site, reducing the 
turnaround time for a pathology 
report by two to three days. 

2. Biofire PCR Instrumentation

 We are implementing a new 
Biofire PCR instrument that 
can perform respiratory and GI 
panel testing for 20 different 
types of viral and bacterial 
pathogens. The turnaround time 
will be approximately two hours, 
compared with five days. The 
Biofire also has the capability to 
perform PCR blood culture panel, 
identifying pathogens in nine 
out of 10 positive cultures. We 
believe this instrument will help 
to improve infection control and 
prevention practices.

Thank you for your patience during this process. Please know that it is our mission to provide exceptional care to our patients 
and providers. If at any time you have any questions or concerns, please contact Alyssa Hutto, Laboratory Director, at 
512-901-1208 or alyssa.hutto@stdavids.com.
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The following graphs show the total number of 

units transfused at SDNAMC and the percent of 

units transfused with a hemoglobin <7.0 for the 

past 12 months. We continue to see an improving 

trend on the number of units SDNAMC is 

transfusing. On average, 10-15% of the time we are 

transfusing with a hemoglobin >7. Please ensure 

proper justification is provided when a transfusion 

is requested with hemoglobin above 7.0. With your 

help, we can continue to see improvements in our 

blood utilization.

Our ongoing review of patient records suggests 

the biggest single opportunity to further reduce 

blood utilization is to limit the transfusion of PRBCs 

to one unit at a time with a clinical reassessment 

of the patient to determine medical necessity for 

further transfusion in the hemodynamically stable 

patient without active bleeding.

If you have any questions, please contact Alyssa 

Hutto, Lab Director, at alyssa.hutto@stdavids.

com or 512-901-1208, or Dr. Kit Purdy, Laboratory 

Medical Director, at kit.purdy@stdavids.com or  

512-901-1209.

SDNAMC 
Blood 

Utilization

LABORATORY UPDATE 
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UPDATE: Ketoacidosis Testing
We are excited to announce the move from Acetest testing to Betahydroxybuturate (BHOB) for ketoacidosis. The ADA 
states that BHOB is suitable for the diagnosis and monitoring of ketoacidosis whereas the Acetest method should only be 
used as an adjunct and not to monitor DKA. The normal range for BHOB is <0.28 mmol/L.

 Summary: 

• The specific measurement of quantitative ßHB can be used for the diagnosis and monitoring of DKA. 
• The nitroprusside reaction test detects acetoacetate and acetone but not ßHB. 
• Acetoacetate (AcAc) levels may be initially low in untreated ketotic patients but may paradoxically increase in response to 

therapy. 
• Methods that do not include ßHB measurement may provide misleading clinical information by underestimating total 

ketone body concentration. 
• ßHB levels correlate more closely than serum ketones with anion gap elevation and with resolution of ketosis. 

Intended use: Aids in the diagnosis and assessment of ketoacidosis due to: 

• Metabolic complications of diabetes mellitus (diabetic ketoacidosis or DKA) 
• Gestational diabetes 
• Alcoholic ketoacidosis 
• Fasting 
• Alcohol poisoning (isopropyl alcohol) 
• Side effects of ketogenic diets 

The Blood Center of  Central Texas has begun manufacturing Acrodose™ pooled platelets. The purpose 
of  manufacturing of  these platelets is to keep the platelet inventory stable during times of  high use or 
decreased donations.

Acrodose™ platelets are a pool of  five whole blood derived platelets and will contain the same ABO type. 
Rh type may be mixed, but will only be 
labeled as Rh Negative if  all platelets in the 
pool are Rh Negative. The unit will have 
a platelet count equivalent to an apheresis 
platelet (3.0 x 1011 or greater), leukocyte 
reduction during processing, bacterial 
screening and a five day expiration date. 
They may be used interchangeably with 
the apheresis platelets we currently use. 

**If  apheresis platelets only are needed due 
to clinical indications, please indicate this in the 
comment section when ordering.**

Therapeutic Interchange

      Pooled Platelets of the Past Acrodose™ Platelets

Non-standard dose-pools of 6-10 random 
platelets made from 450mL whole blood 

Unknown platelet concentration 
 

No bacterial screening 

Expiration date of 4 hours after pooled 

Leukoreduced at hospital 
 

Screened for infectious diseases

Standard dose of 5 random platelets/pool 
made from 500mL whole blood

Guaranteed platelet count equivalent to an 
apheresis dose

Screened for presence of bacteria

5 day expiration date

Leukoreduced at Blood Center during 
production

Improved screening for infectious diseases

Acrodose™ Update from the Blood Center of Central Texas

LABORATORY UPDATE 

If you have questions or concerns, please 
contact Alyssa Hutto, Laboratory Director, at 
512-901-1208 or alyssa.hutto@stdavids.com.
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NEWS 

Our goal with electronic health 
records (EHR) is to make the work 
done in our hospitals easier for 
our physicians and safer for the 
patients we care for and serve. As 
new technologies are introduced, 
however, growing pains are often 
experienced. We have organized an 
electronic health records Physician 
Advisory Group (PAG) to ensure all 
concerns related to the EHR system 
are addressed in a timely fashion. 

The EHR PAG meets on the first 
Thursday of every month to share 
updates on EHR issues, functionality, 
changes and updates. Bill Rice, 
M.D., senior vice president of 
clinical innovation for St. David’s 
HealthCare, chairs the group. The 
PAG is comprised of physicians from 
each St. David’s HealthCare facility, 
directors of advanced clinicals (DACs) 
from each facility, and division IT 
specialists. 

The group focuses on EHR usability 
by working to make the system safer 
for patients and caregivers. Current 
topics include off-hours Help Desk 
solutions, growing remote access 
options, and standardizing Meditech 
content across the facilities. With 
input from this group, we have been 
working on a variety of changes to 
our EHR system, and we want to 
make sure that you are aware of 
what has been done and how it will 
be beneficial to you. The following are 
recent changes that have been made 
to Meditech:

• Eliminated unnecessary pop-up 
alerts 

• Created physician-specific 
“normal exam” templates for 
clinical documentation. (If you are 
interested in creating your own 
“normal exam” template, please 
contact your facility DAC.)

• Launched physician-specific order 
sets that can be accessed at 
multiple St. David’s HealthCare 
facilities. (If there is a specific order 
set you’re interested in creating, 
please contact your facility DAC.)

• Expanded options for canned text 
to streamline the documentation 
process

• Decreased the time it takes to 
submit an order set

• Decreased turnaround time for 
order set change requests

• Established a process for mid-
level providers to order schedule II 
medications

The EHR PAG provides regular 
reports to local Med Exec 
committees to assure every facility is 
fully informed on clinical informatics 
issues. If you have a topic you would 
like to see addressed, please contact 
your facility DAC or Bill Rice, M.D., at 
bill.rice@stdavids.com. 

Physician Advisory 
Group Focuses on 
EHR Topics
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Congratulations to Dr. Andrea 
Campaigne on receiving the Frist 
Humanitarian Award in the Physician 
category at both the SDNAMC and 
St. David’s HealthCare levels. Dr. 
Campaigne is also a recipient of the 
Austin Under 40 Award, a city award 
that recognizes young talent. Dr. 
Campaigne has devoted her career 
to elevating the standard of care in 

Women’s Health. As a practicing OB/GYN, business owner, 
wife and mother, she still manages to contribute in a a variety 
of remarkable ways to her patients and the community.  

Dr. Campaigne is a founding member of Doctors for the Cure, 
supporting Susan G. Komen Austin, which helps provide breast 
cancer screening, education and medical services as well as 
financial and emotional support for the men and women in 
our community. As a physician advisor and educator for breast 
cancer, she is considered a local expert on hereditary cancer 
syndromes and the BRAC gene (gene that produces tumor 
suppressor protein) and provides counsel to both colleagues 
and clients. 

Dr. Campaigne is currently serving her second of three years 
on the Executive Board of Big Brothers Big Sisters of Central 
Texas, and has raised tens of thousands of dollars for this 
charity, with which she has a long, rewarding history as both a 
‘Little’ and a ‘Big.’ 

She has served and remains active on the board for the 
Pregnancy & Postpartum Health Alliance of Texas (PPHATX.
org), a local organization created by one of her former patients 
to enhance access, increase awareness, and provide education 
to ensure that all families in the greater Austin area receive the 
support they need during pregnancy, childbirth, the postpartum 
period and the transition to parenthood. The group also raises 
funds to provide services for uninsured women in need of 
mental health support around the time of childbirth and the 
postpartum period. 

Dr. Campaigne supports the educational needs of students 
and licensed professionals in the community by inviting 
learners into her practice to promote exposure to collaborative, 
compassionate care. She supports nurse education for 
improved outcomes at SDNAMC by including information about 
collaborative care and patient satisfaction at new employee 
inservices, and has hosted local birth professional gatherings 
and has served as a guest speaker to impart her refreshing 
and well-educated opinions about effective and satisfying care 
provisions. 

Dr. Campaigne continues to strive for excellent health care 
for the women she serves. We honor Dr. Campaigne and her 
efforts at the hospital and in the community. 

Congratulations to Kit Purdy, MD, Physician of the Quarter for 
4th Quarter 2014. Dr. Purdy has made several suggestions to 
improve the services of the laboratory and pathologists. She is 
an extremely engaged medical director who takes the time to 

listen and react to concerns from her peers as well as patients. 
Thanks to Dr. Purdy, the lab worked with Surgery and L&D to 
improve handling of pathology specimens.

Dr. Purdy also shows concern for staff in the lab. She has an 
open door policy, and the staff knows they can count on Dr. 
Purdy to answer their questions in a warm and compassionate 
manner. She holds herself to a higher standard and expects the 
same from the laboratory staff, and always treats others with 
respect. Her attitude regarding excellence is contagious.

Dr. Purdy is dedicated to ensuring that each aspect of 
the department runs smoothly so that the laboratory can 
consistently provide accurate results. She is a pleasure to work 
with, and the laboratory staff looks forward to her continued 
guidance.

Dr. Andrea Campaigne Receives Honors

PHYSICIAN RECOGNITION

PHYSICIAN OF THE QUARTER:  Kit Purdy, MD 
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In recognition of area recommendations to avoid controlled substance waste disposed in the local sewer system, 
SDNAMC is installing the Cactus Sink Disposal system. When used properly, the contents of medications placed in 
the CACTUS sink are adulterated by chemicals to render controlled meds unusable. Adulterated medication is then de-
stroyed by our pharmaceutical waste vendor, avoiding our local waste water systems. 

Cactus sinks will be located near each Pyxis location, ORs, med 
rooms, staffed nurses stations, utility rooms, and procedure areas.

It is a replacement for the controlled substances that we normal-
ly destroyed in the local waste water system. We will continue to 
place base IV fluids in the sewage system (D5, LR, NS and basic 
elements K & Mg).

COMING TO SDNAMC: New Controlled Med Disposal System

 These are not sharps containers or a replacement for the 
yellow, black or blue waste containers. Please do not place 
vials, syringes or trash in them.

Respiratory Failure

Please remember to document type and acuity  
of respiratory failure to avoid query.

Type:

• Hypercarbia (Hypercapnia) or Hypoxia (ICD 10 
requirement)

Acuity:

• Acute

• Chronic
• Acute on Chronic
• Acute Postprocedural or Acute and Chronic 

Postprocedural

TIP
#2

TIP
#1

Clinical Documentation Improvement’s (CDI)Tips

Pulmonary Edema: Please Include 
Etiology and Acuity

Etiology

• Cardiogenic

       With or without Systolic CHF Exacerbation

       With or without Diastolic CHF Exacerbation

       Non-cardiogenic

• Acuity

       Acute

       Chronic

       Acute on Chronic

QUESTIONS? CONTACT:

Lisa Tiemann, RN, BSN    512-901-1613
Juan Patino, RN, BSN       512-901-1614
Nancy Wagner, RN, BSN    512-901-1615

NEWS 



OUR GOALS: EXCEPTIONAL CARE, CUSTOMER LOYALTY AND FINANCIAL STRENGTH10         

The American Board of Internal Medicine (ABIM) announced 
on February 4, 2015 that the maintenance of certification 
program (MOC) will change for practicing internal medicine 
physicians; the program’s changes will reflect several principle 
alterations the AMA called for last year.

The ABIM reformed its MOC program last year to fit a more 
continuous schedule, a decision that was met with criticism 
among internists and medical societies across the country. 
This alteration, however, was led by physicians at the 2014 
AMA Interim Meeting as they emphasized the need for an 
evidence-based process that is evaluated regularly to ensure 
that physicians’ needs are being met and that educational 
programs are relevant to current clinical practices. This new 
policy will also encourage specialty boards to investigate 
alternative approaches to MOC.

In June of 2014, the AMA and the American Board of Medical 
Specialties convened stakeholders in Chicago to discuss Part 
III of the MOC exam. This summit focused on the value of this 
examination and the advent of innovative concepts that could 
potentially enhance or replace the secure exam requirement 
of MOC.

The American Board of Internal Medicine outlined the 
following changes to the current MOC program:

• Suspend the practice assessment, patient voice, and 
patient safety requirements of the program for at least two 
years, effective immediately

• Change the language used to publicly report an individual’s 
MOC status on the ABIM website within the next 
six months, from “meeting MOC requirements” to 
“participating in MOC”

• Update the internal medicine MOC exam to be more 
reflective of current physician practices by incorporating 
significant changes effective in the fall of 2015

•  Keep MOC enrollment fees at or below 2014 levels through 
2017

• Assure new and more flexible ways for internists to 
demonstrate self-assessment of medical knowledge by the 
end of 2015

These changes will affect more than 20 subspecialties within 
internal medicine, said ABIM’s press release.

To obtain more information regarding these changes, 
visit the organization’s website at: http://www.abim.org/
maintenance-of-certification.

Finally, contact Jennifer Cabrera (jennifer.cabrera@stdavids.
com) for further questions or comments regarding the CME 
program at St. David’s North Austin Medical Center.

CME CORNER

Maintenance of  Certification Requirements 
Modified for Internal Medicine Physicians
By Rishi Goswamy, Administrative Resident-Department of Quality

Source: http://www.ama-assn.org/ama/pub/ama-wire/ama-wire/post/ 
moc-requirements-modified-internal-medicine-physicians

Upcoming Grand Rounds
Wednesday, May 27, 2015

Speakers: Gary Mailman, MD, and Donovan Simmons, MD

“Are You a Good Wound or a Bad Wound?”

Wednesday, June 24, 2015

Speaker: Michael Martin, MD

“The Art & Science of Acupuncture: Perspective from a 
Western-Trained Physician”

Wednesday, July 22, 2015

Speaker: Armitage Harper III, MD

“Retinopathy of Prematurity”

St. David’s HealthCare is accredited by the Texas Medical Association to 
provide continuing medical education for physicians. St. David’s HealthCare 
designates this live activity for a maximum of 1 AMA PRA Category 1 
Credit™. Physicians should claim only the credit commensurate with the 
extent of their participation in the activity. St. David’s HealthCare has been 
surveyed by Texas Medical Association (TMA) and awarded Accreditation 

with Commendation for 6 years as a provider of CME for physicians. TMA accreditation seeks to 
assure both physicians and the public that CME activities sponsored by St. David’s HealthCare 
meet the high standards of the accreditation requirements and policies as adopted by TMA. TMA 
rigorously evaluates the overall CME programs of Texas organization according to national criteria 
adopted by the Accreditation Council for Continuing Medical Education.
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SCIP-Approved Alternatives for Surgical Prophylaxis
SCIP approved alternatives for surgical prophylaxis are listed in light of new nonformulary status in this setting. Two first line 
alternatives in the surgical setting as recommended by Dr. Evans from infectious disease are cefazolin PLUS metronidazole 
OR ceftriaxone PLUS metronidazole. The metronidazole is key to ensure there is anaerobic coverage. Cefazolin plus metro-
nidazole is a combination endorsed by the Surgical Infection Society (SIS), the Infectious Diseases Society of America (IDSA), 
and the Society for Healthcare Epidemiology of America (SHEA) for prophylaxis for colorectal surgeries. 

Invanz has been removed from the Pyxis. Surgeons have received notification of this via email, and flyers are posted.   

Surgical Prophylaxis 
 
 

Empiric for patient with History of ESBL and/
or Concern for MDR organism based on patient 
risk factors 

Empiric for intra-abdominal infection—No 
history or concern for ESBL pathogens
(first line for intra-abdominal surgeries) 

Empiric for complicated UTI-No history or 
concern for ESBL pathogens 

Empiric for Community Acquired Pneumonia-No 
history or concern for ESBL pathogens 
 
 

 

Empiric skin and skin structure infections— 
No history or concern for ESBL pathogens

Note: Ertapenem does NOT cover MRSA

Cefotetan 
 
 

Meropenem 
 
 

Cefazolin + Metronidazole
Ceftriaxone + Metronidazole 
 

Ceftriaxone
 
 
Refer to facility order sets and CMS 
pneumonia core measure documents for 
additional information

Ceftriaxone + Azithromycin
or
Ceftriaxone + Levofloxacin 

MRSA a concern: Vancomycin

MRSA NOT a concern: Cefazolin or 
Nafcillin

Gram-negative pathogen is a concern 
(Diabetic foot infection or other 
unusual situation): Ceftriaxone or 
Fluoroquinolone

Cefoxitin
Ceftriaxone + Metronidazole
Cefazolin + Metronidazole 

Pathogen and source specific
 
 
 
Cefoxitin
Piperacillin/Tazobactam
 
 
 

Ceftriaxone + doxycycline
Levofloxacin

Multiple additional regimens available 

 

 
 
 
 

Piperacillin/Tazobactam
Ampicillin/Sulbactam

Table 2: Alternatives to Ertapenem based on Indication: 

Indication First Alternative Additional Alternative

Table 1: Cost Comparison:

Meropenem Ertapenem

Cost/dose 500mg $4.86 1g $57.25 
 1g $9.71 1g Add-Vantage $60.11

Cost/day  $19.44-$29.13 $57.25-$60.11 
(normal renal function) 

NEWS 
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St. David’s HealthCare Clinical Excellence, in conjunction with HCA, has identified sepsis mortality and bundle compli-
ance as a priority for 2015. Research conducted by the Surviving Sepsis Campaign has shown a decrease in mortality 
related to severe sepsis and septic shock with an increase in sepsis bundle compliance (Dellinger et al., 2013). These 
recommendations are supported by CMS and will become core measure requirements on October 1, 2015. 

The St. David’s North Austin Medical Center Sepsis Committee rolled out the sepsis initiative in January and has seen 
great improvement in sepsis screening, bundle compliance, and ED order set utilization. 

C L I N I C A L  E X C E L L E N C E

Priority for 2015: Sepsis Mortality and Bundle Compliance

3-Hour Bundle

• Blood cultures

• Broad spectrum antibiotic

• Lactic acid

• Crystalloid IV fluids (30ml/kg for lactic 
acid ≥4.0)

• Volume and tissue perfusion assessment 
documentation

6-Hour Bundle

• Continued IV fluid resuscitation for 
persistent hypotension

• Vasopressor administration for persistent 
hypotension

• Repeat lactic acid (if lactate ≥ 2)

• Repeat volume and tissue perfusion 
assessment documentation for septic 
shock

ED Sepsis Order Set UtilizationSDNAMC 2015 Q1 Bundle Compliance

Dellinger, R. P., Levy, M. M., Rhodes, A., Annane, D., Gerlach, H., Opal, S. M., … Moreno, R. (2013). Surviving sepsis campaign: International guidelines for man-
agement of severe sepsis and septic shock: 2012. Critical Care Medicine Journal, 41(2).

TIME IS 

TISSUE!
TIME IS 

LIFE!
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Sepsis Video Available Online
As most of you are aware, St. David’s North 
Austin Medical Center is in full force with our 
2015 Sepsis Initiative. Many of you attend-
ed Dr. Ryan McCorkle’s sepsis symposium 
during the February ED section meeting or 
March Grand Rounds. We are excited to an-
nounce that the video of this symposium is 
now available to those of you who did not 
have the opportunity to attend. 

Instructions to view the video are as follows:

1.  Go to stdavidshealthcast.com
2.  Go to CME (upper right hand corner)
3. Select Medicine
4. Select BLAST Sepsis
5. Register or Create Account

In order to attain your AMA PRA Category 1 
Credit™ for this course, you are required to do 
the following before the certificate is issued.

1. Watch the video in its entirety and learn 
from the presentation.   

2. You’ll see that the Take the CME Evalu-
ation button under the video window 
is initially grayed-out. Once the video 
nears completion, the button will 
darken. This is the signal that you may 
now complete the CME evaluation and 
post-test to receive your certificate.   

3. Complete the post-test and evaluation. 
You must pass the post-test with a 
score of 80% or higher.   

4. Download the certificate form and retain 
for your records. Your participation has 
been recorded.

C L I N I C A L  E X C E L L E N C E

St. David’s HealthCare is accredited by the Texas Medical Association to provide continuing 
medical education for physicians. St. David’s HealthCare designates this enduring material 
for a maximum of 0.5 AMA PRA Category 1 Credit™. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.

Let’s continue the 
forward motion, and 

GO BLAST SEPSIS!!!

B – Blood cultures

L – Lactic acid

A – Antibiotics in an hour

S – Saline 30ml/kg or at 
least 1L

T – Take frequent vital signs



Ken Mitchell, MD, CMO
512-901-2500
Ken.Mitchell@stdavids.com
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Amy Medrano, Director of Physician Relations
512-968-3422
Amy.Medrano@stdavids.com

Tana Sykes, Director of Communications
512-983-0218
Tana.Sykes@stdavids.com

SDNAMC Introduces 
Children’s Ambulance

St. David’s Children’s Hospital,  
located on the campus of St. David’s 

North Austin Medical Center,  
recently introduced its new ambulance. 
The vehicle is specially equipped for the 

littlest residents of our community. 

  

  


