
s this newsletter goes to press, I just received word that St. David’s North Austin Medical Center is among 
the St. David’s HealthCare facilities that earned Top Performer on Key Quality Measures® recognition from 
The Joint Commission. St. David’s Medical Center (which includes Heart Hospital of Austin and St. David’s 

Georgetown Hospital), St. David’s Round Rock Medical Center and St. David’s South Austin Medical Center also 
received the honor. 

This recognition reflects exemplary performance in using evidence-based clinical processes that are shown to improve 
care for a variety of conditions, including heart attack, pneumonia, surgery, stroke and venous thromboembolism. 
New this year is a category for pneumonia and influenza immunization. 

Message from the CEO

MEDICAL STAFF UPDATE
St. DaviD’S North auStiN MeDical ceNter

NoveMber/DeceMber 2013

Allen Harrison, CEO

A

To provide exceptional care to every patient, every day with a spirit of warmth, friendliness and personal pride.

General Categories: 

•	 Healthgrades	

~	Top	5%	of	hospitals	in	US	for		
General	Surgery,	GI	Medical,		
Overall	GI	Services,	and	Overall	
Pulmonary	(2013)

~	Top	5%	of	hospitals	in	US	for	2013

~	5-Star	Ratings	in	12	Clinical	Areas

•	 100	Top	Hospitals	in	the	nation	two	
consecutive	years	(2013	Truven;	2012	
Thomson	Reuters)

Cardiovascular Services/Critical Care

•	 Mission:	Lifeline®	Receiving	Center	–	
GOLD	Level	Recognition	Award	(2013)

•	 Mission:	Lifeline®	STEMI	Heart	Attack	
Receiving	facility	(2013)

•	 AACN	Beacon	Award	for	Excellence	in	
Critical	Care	(2013)

•	 ACTION	Registry-GWTG	Gold	
Performance	Achievement	Award

•	 Travis	County	EMS	STEMI	Recognition	
(2013)

The efforts of our medical staff and employees are recognized throughout the nation, and are much appreciated.

Thank you,

Allen Harrison 
Chief Executive Officer

This prestigious recognition caps off a year of excellence. Take a look at the other honors that we received during 2013.

Neuroscience

•	 The	Joint	Commission	Stroke	
Recertification	(2013)

•	 98th	Percentile	on	PEM	Score	for	
Inpatient	Rehab	(2013)

•	 Top	1%	in	Inpatient	Rehab	Patient	
Outcomes	in	US	(Uniform	Data		
System	for	Medical	Rehabilitation)

Imaging

•	 American	College	of	Radiology	Gold	
Seal	of	Accreditation	in	Computed	
Tomography	(CT),	highest	level	of	
image	quality	and	patient	safety	(first	
hospital	in	HCA’s	Central	West	Texas	
Division	to	receive	this	award)
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HCA	clinicians	have	unlimited	 full	 text	access	 to	Medline®	
Complete	and the Cumulative Index to Nursing and Allied 
Health Literature (CINAHL®).

The preferred method for accessing the subscription is 
as follows:

 • When logged into the HCA Network,	users	
are	authenticated	automatically	and	granted	
immediate	access	via	this	link:	http://search.
ebscohost.com/login.aspx?authtype=uid&profile=
ehost&user=hca2013&password=hca2013

 • When it is necessary to access the subscription 
from a computer outside of the HCA Network,	
follow	these	steps:

												-Use	this	link:	http://search.ebscohost.com/		

												-Provide	the	HCA	User	ID	and	Password

The	HCA	User	ID	and	Password	is	changed	every	6	months.		
A	password	change	occurred	on	August	1,	2013.	

	

NOTE:	This	link	provides	access	to	the	generic	account	for	access	to	
EBSCO	subscription	services	 that	does	not	access	sensitive	data	or	
company	systems.	Users	should	not	share	individual	account	IDs	and	
passwords.	

Product	information:

MEDLINE®	 Complete	 provides	 authoritative	 medical	 information	 on	
medicine,	 nursing,	 dentistry,	 veterinary	 medicine,	 the	 health	 care	
system,	 pre-clinical	 sciences,	 and	 much	 more.	This	 database	 uses	
MeSH	(Medical	Subject	Headings)	 indexing	with	tree,	tree	hierarchy,	
subheadings	 and	 explosion	 capabilities	 to	 search	 citations	 from	
over	 5,400	 current	 biomedical	 journals.	 It	 is	 also	 the	 world’s	 most	
comprehensive	source	of	 full	 text	 for	medical	 journals,	providing	 full	
text	for	over	1,800	journals	indexed	in	MEDLINE.

CINAHL	Plus®	with	Full	Text	is	the	world’s	most	comprehensive	source	
of	 full	 text	 for	 nursing	&	allied	health	 journals,	 providing	 full	 text	 for	
more	 than	 770	 journals	 indexed	 in	 CINAHL®.	This	 authoritative	 file	
contains	 full	 text	 for	many	of	 the	most	used	 journals	 in	 the	CINAHL	
index	–	with	no	embargo.	It	is	the	definitive	research	tool	for	all	areas	
of	nursing	and	allied	health	literature.

These	evidence-based	practice	tools	help	support	HCA’s	2013	Strategic	
Agenda	and	are	creditable	reference	materials	in	this	post-library	age.	

Additional information about how to use both 
databases may be found this site:  
http://atlas2.medcity.net/portal/contentuid/80e7d81d
8d78666b3ec30f02ac01a1a0/MedlineComplete_and_
CINAHL

HCA Influenza Patient Safety Program 
Began November 1st

HCA’s	 commitment	 to	 our	 employees’	 health	 and	 patient	
safety	 is	 the	 leading	 catalyst	 for	 creating	 a	 robust	 influenza-
tracking	 program	 throughout	 the	 country	 in	 all	 our	 facilities.	
The	 2012-2013	 influenza	 season	 was	 the	 fourth	 year	 of	 the	
HCA	Influenza	Patient	Safety	Program,	which	includes	health	
care	 worker	 vaccination.	 New	 features	 of	 the	 program	 were	
The	 Joint	 Commission	 (TJC)	 and	 the	 National	 Healthcare	
Safety	 Network	 (NHSN)	 requirements	 for	 reporting	 vaccine	
decisions	of	non-employee	populations,	 including	physicians,	
independent	 healthcare	 practitioners,	 vendors,	 contractors,	
students,	 and	 volunteers.	 Any	 person	 who	 provides	 care	 in	
our	facilities	for	even	one	day	is	required	to	be	included	in	the	
NHSN	vaccination	reporting.	

St.	David’s	HealthCare,	 in	compliance	with	Article	8,	Chapter	
224	of	the	Texas	Health	and	Safety	code	adopts	that	all	covered	
individuals	(physicians,	staff,	volunteers,	students,	contractors)	
working	our	campuses	will	have	their	immunizations	for	those	
vaccine	preventable	diseases	as	identified	and	recommended	
by	the	Centers	for	Disease	Control	and	Prevention.	To	this	end,	
we	commit	to	working	collaboratively	with	our	populations	to	
assist	in	meeting	this	requirement.

As	 we	 prepare	 for	 the	
2013-14	 Flu	 Season,	 the	
best	 solution	 is	 a	 “team	
solution.”	If	you	have	already	
received	 your	 vaccination,	
please	provide	proof	to	your	
Medical	Staff	representative	
to	 assist	 in	 the	 reporting	
requirements.	Proof	may	be	
your	immunization	record	or	
a	receipt	for	the	flu	vaccine	
(such	 as	 one	 you	 would	
receive	 from	 a	 pharmacy	
or	 physician’s	 office).	 If	
you	 choose	 to	 decline	
the	 vaccination,	 please	
complete	 the	 appropriate	
documentation	and	adhere	to	the	masking	guidelines	that	are	
in	effect	from	November	1,	2013	through	March	31,	2014.	

Thank you for helping us provide quality and safe patient 
care to those we serve. 

Update to HCA’s Subscription to 
Medline Complete and CINAHL Plus
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St. David’s North Austin Medical Center Welcomes CPOE
Advanced	Clinicals	with	CPOE	(Computerized	Provider	Order	Entry)	is	a	system	that	utilizes	data	from	the	pharmacy,	
laboratory,	radiology	and	patient	monitoring	systems	(Meditech)	to	relay	the	physician’s	or	provider’s	diagnostic	and	
therapeutic	orders	directly	into	the	computer	system.	The	system	then	transmits	the	information	to	the	appropriate	
department	for	implementation.	The	system	also	provides	electronic	provider	documentation,	real-time	clinical	
decision	support	for	issues	such	as	dosage,	drug	interaction	warnings,	duplicate	therapy	warnings	and	more.	
Advanced	Clinicals	is	easier,	more	efficient	and	safer	for	physicians	and	providers	to	order	tests,	enter	orders	and	
provide	legible	documentation.	CPOE	promotes	patient	safety	by	dramatically	reducing	the	risk	of	medication	and	
order	entry	errors.	

To	determine	how	to	best	achieve	the	CPOE	use	goal,	review	and	approve	evidence	based	order	sets,	and	
communicate	with	the	medical	staff,	SDNAMC	has	formed	the	Advanced	Clinicals	PAG	(Physician	Advisory	Group).	
The	PAG	consist	of	CPOE	dedicated	physicians	from	a	variety	of	specialties	who	are	focused	on	a	successful	
implementation.	St.	David’s	North	Austin	Medical	Center	is	pleased	to	announce	the	following	PAG	members:	

If	you		have	questions	about	CPOE,	please	contact	Chase	Pedersen,	BSN,	RN,	CEN,	Director	of	Advanced	Clinicals	at	
512-913-8403	or	chase.pederson@stdavids.com.

 Month 0 Month 1 Month 2 Month 3 Month 4 Month 5 Month 6 Month 7

Facility Kickoff

           Summit

       OM Go-Live    CPOE Soft Go-Live

Open House         Pdoc Go-Live                CPOE Hard Go-Live

	 1.		Dr.	Dieter	Martin	 IM/Hospitalist	–			
		 PAG	Physician	Leader

	 2.		Dr.	Laurette	Smith	 OB/GYN

	 3.		Dr.	Mark	Akin	 OB/GYN

	 4.		Dr.	Fara	Ranjbaran	 IM/Hospitalist

	 5.		Dr.	Sam	Sawaya	 IM/Hospitalist

	 6.		Dr.	Michael	Schindel	 IM/Pulmonary/CC

	 7.		Dr.	James	Evans	 IM/Inf.	Dz.

	 8.		Dr.	Vinny	Choudry	 Surgery	–	General

	 9.		Dr.	Holly	Clause	 Anesthesia	

	 10.	Dr.	Janet	Ngo	 Pediatrics

	 11.	Dr.	Annette	McCormick	 NICU

	 12.	Dr.	Joseph	Donnelly	 Emergency		
																																									Department

	 13.	Dr.	Koushik	Shaw	 Chief	of	Staff/Urology

	 14.	Dr.	Ken	Mitchell	 CMO

PHYSICIAN NAME            SPECIALTY                                              PHYSICIAN NAME           SPECIALTY

LEGEND

1/24/14 EHR Open House: 1 full-day event to demonstrate system functionality and engage providers. 
Critical opportunity to communicate with staff and schedule provider training. 

1/29/14 Go-Live 1a: Nursing Clinical Review and Order Management
All nursing staff will commence use of clinical review and order management.

2/5/14 Go-Live 1b: Provider Clinical Review and Provider Documentation
All providers will have access to Clinical Review enabled.
All providers will begin documenting progress notes electronically.

2/25/14 Soft Go-Live: Computerized Provider Order Entry, Admission and Transfer Electronic 
Medication Reconciliation

A rolling group of pre-selected key providers will begin placing orders electronically and 
complete the medication reconciliation process electronically over a period of several 
weeks.

3/18/14 Hard Go-Live: Computerized Provider Order Entry, Admission and Transfer Electronic 
Medication Reconciliation

All providers will place orders and complete medication reconciliation electronically. 
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From	the	CDC:	Importance	of	
Antibiotic	Stewardship
Antimicrobial	 resistance	 is	one	of	our	most	serious	health	
threats.	Research	has	shown	that	patients	with	resistant	in-
fections	are	often	much	more	likely	to	die,	and	survivors	have	
significantly	longer	hospital	stays,	delayed	recuperation,	and	
long-term	disability.	

Efforts	 to	 prevent	 such	 threats	 build	 on	 the	 foundation	 of	
proven	 public	 health	 strategies:	 immunization,	 infection	
control,	 protecting	 the	 food	 supply,	 antibiotic	 stewardship,	
and	 reducing	 person-to-person	 spread	 through	 screening,	
treatment	and	education.	

Four	strategies	to	prevent	antibiotic	resistance:	
1.	 Preventing	infections	to	hinder	the	spread	of	resistance	

(in	healthcare	settings,	communities,	food)	
2.	Tracking	resistance	patterns	
3.	Antibiotic	Stewardship:	improving	prescribing,		

improving	use	
4.	Developing	antibiotics	and	diagnostic	tests	

To	promote	antibiotic	best	practices:	
•	 Ensure	all	orders	have	a	dose,	duration,	

and	indication	
•	 Get	cultures	before	starting	antibiotics	
•	 Take	an	“antibiotic	timeout”	to	reassess	the		

appropriateness	of	and	need	for	antibiotics	

Antibiotic	 stewardship	 helps	 improve patient care and	
shorten hospital stays,	thus	benefiting	patients	as	well	as	
hospitals.	

Microorganisms	with	a	threat	level	of	URGENT:	Clostridium 
difficile,	 Carbapenem-Resistant	 Enterobacteriaceae	 (CRE),	
and	Drug-resistant	Neisseria gonorrhoeae.

Pertussis	Epidemiology	
Pertussis	 can	 cause	 serious	 and	 sometimes	 life-
threatening	complications	 in	 infants,	especially	within	
the	 first	 6	 months	 of	 life.	 In	 infants	 younger	 than	 1	
year	 of	 age	 who	 get	 pertussis,	 more	 than	 half	 must	
be	hospitalized.	Of	those	infants	who	are	hospitalized	
with	 pertussis,	 about	 1	 in	 5	 will	 get	 pneumonia	 and		
1	in	100	will	die.	

Adolescents	 and	 adults	 can	 also	 experience	
complications	 from	 pertussis.	 They	 are	 usually	 less	
serious	 in	 this	 age	 group,	 especially	 in	 those	 who	
have	 been	 vaccinated.	 Common	 complications	 in	
adolescents	and	adults	are	often	caused	by	the	cough	
itself,	 including	 urinary	 incontinence	 (28%),	 syncope	
(6%)	and	rib	fractures	(4%).	

Pertussis	 in	Texas	has	historically	occurred	 in	waves--
with	peaks	every	3	to	5	years	followed	by	a	subsequent	
sharp	decline	in	cases.	Outbreaks	were	seen	in	2005	
and	 2008.	 In	 2012,	 the	 cycle	 appears	 to	 be	 starting	
over	again	as	there	were	2,218	cases,	which	 is	more	
than	 double	 the	 2011	 count	 (n=961).	 It	 appears	 as	 if	
the	 outbreak	 that	 started	 in	 2012	 is	 continuing	 on	 in	
2013.	 As	 of	 9/10/2013,	 there	 were	 2,160	 pertussis	
cases	reported	in	Texas.	In	2013,	two	deaths	attributed	
to	pertussis	have	been	reported	 thus	 far.	Both	of	 the	
deaths	occurred	in	children	too	young	to	be	vaccinated.	

References: 
www.cdc.gov/vaccines/vpd-vac/pertussis/tdap-pregnan-

cy-hcp.htm 

www.cdc.gov/mmwr/preview/mmwrhtml/mm6041a4.

htm 

www.dshs.state.tx.us/idcu/disease/pertussis/

Antimicrobial Management Program Highlights 

This information was compiled by Brian Metzger, MD, MPH; Kristin Simpson, PharmD; Tiffany Boyd, PharmD;  
and Neesha Thakker, PharmD. Please direct any questions to neesha.thakkar@stdavids.com or call 512-544-8053. 

More information is available at: 
www.cdc.gov/media/releases/2013/p0916-untreatable.html
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Tdap	Vaccination	during	Pregnancy
In	October	2012,	the	Advisory	Committee	on	Immunization	Practices	(ACIP)	recommended	that	Tdap	
(tetanus-diphtheria-pertussis	 vaccine)	 should	 be	 administered	 to	 women	 during	 each	 pregnancy	
irrespective	of	their	prior	history	of	receiving	Tdap.	This	is	a	change	from	the	previous	recommendation	
to	vaccinate	women	immediately	postpartum.	

To	maximize	the	maternal	antibody	response	and	passive	antibody	transfer	to	the	infant,	optimal	timing	
for	Tdap	administration	is	between	27	and	36	weeks	gestation.	By	vaccinating	during	pregnancy,	
newborn	 infants	will	have	gained	pertussis	antibodies	from	the	mother	through	transplacental	
transfer.	Additionally,	a	woman	vaccinated	with	Tdap	according	to	this	new	schedule	will	likely	be	
protected	at	the	time	of	delivery,	and	therefore	less	likely	to	transmit	pertussis	to	her	infant,	as	
boosted	pertussis-specific	antibody	levels	peak	after	several	weeks	after	receipt	of	Tdap.	

Since	infants	are	at	greatest	risk	of	severe	disease	and	death	from	pertussis	before	3	months	
of	age	–	when	their	 immune	systems	are	 least	developed	–	any	protection	that	can	be	provided	
is	critical.	This	new	vaccination	recommendation	is	thought	to	provide	more	likelihood	of	protection	
during	their	most	vulnerable	time.	

For	women	not	previously	vaccinated	with	Tdap	before	delivery,	Tdap	should	be	administered	
immediately	postpartum.

Antimicrobial Management Program Highlights 

Influenza	2013-2014	Season
Most	of	the	flu	vaccine	offered	for	the	2013-2014	season	will	be	trivalent	(three	component).	Some	seasonal	flu	vaccines	
will	be	formulated	to	protect	against	four	flu	viruses	(quadrivalent	flu	vaccines)	and	will	be	available	as	well,	according	to	
manufacturers.	All	nasal	spray	vaccines	are	expected	to	be	quadrivalent;	however,	this	makes	up	only	a	small	portion	of	
total	vaccine	availability.	SDNAMC	now	has	trivalent	influenza	vaccines	available	for	patients.	

2013-2014	trivalent	influenza	vaccines	contain:	
•	 A/California/7/2009	(H1N1)-like	virus	
•	 H3N2	virus	antigenically	like	the	cell-propagated	prototype	virus	A/Victoria/361/2011	
•	 B/Massachusetts/2/2012-like	virus	(replaces	a	B/Wisconsin/1/2010-like	virus	(from	the	B/Yamagata	lineage	of	

viruses).	

2013-2014	quadrivalent	influenza	vaccines	should	contain	the	above	three	strains	and	the	following	additional	B	strain	
(not	available	at	SDNAMC):	

•	 B/Brisbane/60/2008-like	virus	

Reference: www.cdc.gov/flu/about/season/flu-season-2013-2014.htm#expected
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Healthcare	associated	infections	are	estimated	to	cost	$9.8	
billion	 annually.	The	 largest	portion	of	 this	 cost	 (33.7%	of	
total)	is	attributed	to	surgical	site	infections	(SSI)	(JAMA In-
ter Med	2013:	Published	online	September	2,	2013	(http://
archinte.jamanetwork.com/article.aspx?articleid=1733452	).

The	2013	Clinical	Practice	Guidelines	for	Antimicrobial	Pro-
phylaxis	in	Surgery	were	published	earlier	this	year	as	the	
result	of	collaboration	between	four	professional	societies.	
This	 update	 focused	 on	 making	 changes	 to	 several	 key	
areas,	including	streamlining	therapy	and	reducing	unnec-
essary	antimicrobial	use.	 (Bratzler	et.	 al.	Clinical	Practice	
Guidelines	for	Antimicrobial	Prophylaxis	 in	Surgery.	Am J 
Health-Syst Pharm.	2013;	70:	195-283).	

Facilities across the partnership have been asked to 
adopt the following recommendations: 

•	 Removal of ertapenem (Invanz) as a prophylactic 
antibiotic option:	In	efforts	to	conserve	carbapenem	
use	 and	 decrease	 resistance	 to	 this	 class,	 HCA	 is	
encouraging	 the	 use	 of	 alternative	 agents	 (i.e.,	
cefazolin	plus	metronidazole).

•	 Weight-based dosing: Cefazolin	 weight-based	
dosing	has	changed	to:	1gm	for	weight	<60kg;	2gm	
for	weight	≥60kg-120kg;	and	3gm	for	weight	>120kg.

•	 Re-dosing:	 Agents	 with	 short	 half-lives	 (e.g.,	
cefazolin,	cefoxitin)	should	be	re-administered	if	the	
procedure	exceeds	2.5	half-lives	of	 the	medication	
(re-dosed	at	4	hours	and	2	hours	respectively)	or	 if	
blood	loss	is	>1500	mL.	Anesthesia	providers	along	
with	OR	nurses	and	surgeons	will	be	involved	in	the	
responsibilities	for	intraoperative	re-dosing.

•	 Screening and decolonization:	 Pre-operatively	
screen	for	Staphylococcus aureus,	both	MRSA	and	
MSSA,	 and	decolonize	patients	undergoing	cardiac	
and	 orthopedic	 procedures.	 Vancomycin	 should	
be	 considered	 in	 patients	 who	 are	 colonized	 with	
MRSA.

•	 Duration of Post-op Prophylaxis:	 Antibiotic	 use	
for	 surgical	 prophylaxis	 could	 predispose	 patients	
to	 Clostridium difficile	 infections.	 Risk	 factors	 for	
Clostridium difficile	infections	include	longer	duration	
of	prophylaxis	or	use	of	multiple	antimicrobial	agents	
(Infect Control Hosp Epidemiol.	2010;	31:	431-44).

•	 2013 guideline states that most cases can 
be treated with a single preoperative dose.	 If	
antimicrobial	prophylaxis	is	continued	postoperatively,	
the	duration	should	be	<24	hours.	There	is	no	data	
to	 support	 continuation	 of	 surgical	 prophylaxis	
until	 all	 drains	 are	 removed.	 When	 given	 as	 a	
single	 preoperative	 dose	 before	 incision,	 antibiotic	
prophylaxis	 often	 does	 not	 need	 to	 be	 modified	 in	
renal/	hepatic	dysfunction.

•	 General Guidance:	

~	Use	the	narrowest	spectrum	agent(s)	possible.	

~	Vancomycin	should	NOT	be	used	for	routine	peri-
operative	 prophylaxis	 and	 is	 less	 effective	 for	
MSSA	than	cefazolin.	

Refer	 to	 the	 links	 on	 the	 Surgical	 Services	 website	 for	
specific	 dosing	 recommendations.	 There	 is	 a	 one-page	
summary	document	available	 (Antimicrobial	Surgical	Site	
Infection	 Prevention	 Chart:	 Adult)	 outlining	 the	 first	 and	
second	 line	treatment	recommendations	along	with	how	
often	to	re-dose,	etc.	
http://atlas2.medcity.net/portal/site/surgical/menuitem.
a33c5ebb0db3ab40fe24f2428c01a1a0	

It	is	recommended	that	facilities	also	incorporate	IDSA	
practice	guidelines	for	surgical	prophylaxis:		
http://www.idsociety.org/Antimicrobial_Agents/

Clinical	Practice	Guidelines	Update:	HCA	Recommendations	
for	Antimicrobial	Prophylaxis	in	Surgery
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Better	Blood	Use
These	graphs	show	year-to-date	trends	in	blood	usage	at	St.	David’s	North	
Austin	Medical	Center.	Opportunities	for	improvement	in	blood	usage	statis-
tics	include:

•	 Reassess	stable	patient	after	1	unit	for	need	of	additional	blood	
products.

•	 Utilize	pre-printed	order	sets.

•	 Document	in	the	medical	record	the	indication/need	for	transfusion.	

Hip	Fracture	Care	Optimization	Program	
Average	ER	Arrival	to	OR:	13.71	hours

Average	Length	of	stay:	3.50	Days

CLINICAL EXCELLENCE
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UT	School	of	Nursing	Honors	James	Pittman
At	a	celebration	held	at	the	Headliners	Club	in	Austin,	James	Pittman,	Associate	
Chief	Nursing	Officer	at	SDNAMC,	was	awarded	a	University	of	Texas	Rising	
Star	Alumni	Award.

After	graduating	from	the	program	in	2004,	James	began	his	nursing	career	
at	the	DeBakey	Heart	Center	Coronary	Care	Unit	at	Methodist	Hospital	in	the	
Texas	Medical	Center	in	Houston,	and	became	Project	Coordinator	in	2006.	
In	2007,	James	became	Director	of	the	Kidney	Transplant	Center	at	SDNAMC.	
Earlier	this	year,	James	was	elected	vice	chairman	for	the	Organ	Procurement	
and	Transplantation	Network’s	(OPTN)	Transplant	Administrator’s	Committee	and	
was	recently	appointed	an	at-large	member	of	the	OPTN’s	Policy	and	Oversight	Committee.	

CME Courses Now Available on  
St. David’s HealthCast
St.	David’s	HealthCast	is	a	video	education	channel	that	gives	
St.	David’s	HealthCare	the	opportunity	to	provide	education	
to	physicians	and	patients	beyond	the	walls	of	our	hospitals.	
Every	 day,	 our	 physicians	 and	 staff	 are	 pioneering	 new	
breakthroughs	in	medical	treatments,	and	it	is	exciting	to	be	
able	to	share	this	with	the	rest	of	the	medical	community.	

Receiving CME credit on St. David’s HealthCast

In order to attain your AMA PRA Category 1 Credit™ 
for CME courses, you are required to do the following 
before the certificate can be sent to you.

1.	 Register	on	www.stdavidshealthcast.com	

2.	 Choose	a	CME	course,	click	play	on	the	video	and	
take	the	pre-assessment

3.	 Watch	and	learn	from	the	presentation

4.	 Take	the	post-assessment	at	the	end.	(Must pass 
with score of 80% or higher)

5.	 Fill	out	the	evaluation	that	will	be	sent	to	you	via	
email	and	return	

CME Corner By Jennifer “Jen” Cabrera, CME Market Program Coordinator

St. David’s Medical Center is accredited by the Texas Medical 
Association to provide continuing medical education for physicians.  
St. David’s Medical Center designates this live activity/ enduring 
material 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.

Dean Alexa K. Stuifbergen with James Pittman

Courses now available on St. David’s HealthCast:

1.	 “Advances in the Treatment of Asthma” 
-	Dominic	deKeratry,	MD

2.	 “Deep Brain Stimulation for Movement Disorders: 
Clinical Treatment and Current Research”  
-	Robert	Izor,	MD;	Anant	Patel,	MD;	and	Diane	Whitmer,	PhD

3.	 “The Acute Ischemic Stroke Patient”	
-	Elizabeth	Carroll,	DO

4.	 “Ethical and Practical Issues in Organ Donation”	
-	Michael	W.	Rosson,	RN,	CPTC

5.	 “Innovations in the Treatment of Ischemic Stroke and 
Brain Aneurysms”	-	James	S.	Waldron,	MD

6.	 “The Disease of Chemical Dependency in 
Co-Occurring Disorders”	-	William	Loving,	MD

7.		 “Sepsis and Septic Shock”	-	Dominic	deKeratry,	MD

8.		“No Thing Left Behind”	-	Verna	Gibbs,	MD

Upcoming St. David’s HealthCast CME Courses:

1.		 December	2013:	“Antimicrobial Management Program: 
An Update”	-	Brian	Metzger,	MD	

2.		January	2014:	“Intracerebral Hemorrhage”	
-	James	Waldron,	MD

3.		January	2014:	“Principles of Stroke Rehabilitation”	
-	Robert	Lee,	MD

4.		January	2014:	“Thyroid Dysfunction Diagnosis 
Management and Optimization”	-	Simona	Scumpia,	MD

5.		January	2014:	Social	Media	-	“The Doctor Will Tweet 
You Now”	-	Reed	T.	Smith,	MBA

If you have questions regarding these courses, please contact 
Jennifer.Cabrera@stdavids.com. 
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Organ	donation	is	typically	the	only	silver	lining	of	the	trauma	
and	stroke	cases	hospitals	see.	According	to	the	United	Net-
work	 for	 Organ	 Sharing	 (UNOS),	 as	 of	 November	 12,	 2013,	
there	are	currently	120,613	patients	on	the	waiting	list	in	need	
of	 a	 life-saving	 transplant	 (www.organdonor.gov).	 However,	
there	 were	 only	 8,143	 deceased	 donors	 in	 2012	 in	 the	 US.	
How	can	you,	as	a	physician,	help	preserve	this	healing	gift?

•	 Communicate	with	the	family	that	everything	has	been	
done	to	try	to	help	their	 loved	one.	Avoid	mentioning	
donation	 as	 they	 are	 looking	 to	 you	 for	 life-saving	
measures,	not	end-of-life	decisions.

•	 Set	a	plan	with	TOSA	to	keep	the	donation	opportunity	
viable	by	using	fluids	 and	pressors	when	needed	on	
DNR	patients	until	the	patient	is	pronounced	and	TOSA	
can	approach	the	family.

•	 Continue	patient	maintenance	to	allow	TOSA	to	check	
DonateLifeTexas.org	 for	 first-person	 authorization,	 or	
for	a	driver’s	license,	or	other	advanced	directives	prior	
to	talking	with	family.	TOSA	won’t	speak	with	a	family	
unless	 they	 know	 the	 patient	 has	 the	 ability	 to	 be	 a	
donor.

•	 Any	tests	required	to	help	determine	 if	a	patient	 is	a	
viable	donor	may	also	be	paid	for	by	TOSA,	regardless	
of	outcome,	according	to	written	agreements	with	all	
St.	David’s	Partnership	hospitals.

•	 Either	a	brain	death	pronouncement,	or	 in	a	potential	
Donation	After	Circulatory	Death	(DCD)	case,	a	family	
authorization	 to	 withdraw	 care	 is	 required	 before	
approaching	 the	 family	 for	 an	 actual	 decision	 about	
donation	if	there	is	no	first-person	authorization.

•	 Please	 contact	 TOSA	 via	 the	 Donor Referral Line 
(800.275.1744)	 if	 you	 plan	 to	 conduct	 brain	 death	
testing	so	a	TOSA	clinical	coordinator	can	be	present	
for	the	exam	in	case	the	family	brings	up	donation.

•	 It’s	important	the	family	understands	that	brain	death	
is	 death	 –	 there	 is	 no	 recovering	 from	 it	 if	 correctly	
pronounced	(clinical	exam,	apnea	test	and	confirmatory	
test	if	warranted).	Currently	TOSA	is	working	on	a	brain	
death	 policy	 with	 St.	 David’s	 Partnership	 hospitals	
based	on	AAN	guidelines.

•	 Patients	 who	 have	
herniated	 can	 be	
very	 difficult	 to	
maintain,	 so	 the	
sooner	 a	 potential	
donor	is	pronounced	
if	 brain	 dead,	 the	
better	 for	 the	
patient,	 the	 family	
and	 for	 the	 waiting	
recipients.

•	 The	best	way	to	avoid	the	donation	conversation	after	
a	 poor	 prognosis	 or	 death	 pronouncement	 is	 to	 say,	
“Please	 take	 some	 time	 with	 your	 loved	 one,	 and	
when	you’re	ready	for	the	next	steps,	just	let	us	know.”	
When	the	family	responds	they	are	ready	to	proceed,	
that’s	when	TOSA	will	approach.

•	 Patients	who	are	registered	donors	have	already	said	
yes	 to	 donation,	 and	 automatically	 become	 TOSA’s	
patients	at	brain	death	pronouncement.	Texas	state	law	
protects	this	advanced	directive	from	being	overturned	
by	others,	including	family	members.

•	 Physician	 work	 (such	 as	 reading	 an	 echo,	 doing	 a	
bronch,	art	line,	etc.)	ordered	by	TOSA	after	they	take	
over	the	patient’s	care	 is	billed	directly	to	TOSA	from	
physicians,	not	through	the	hospital,	at	the	physician’s	
regular	rate.

Remember,	TOSA	 is	 in	 the	 business	 of	 saving	 lives.	 Less	
than	2	percent	of	hospital	deaths	are	called	in	to	the	Donor	
Referral	Line,	as	most	people	die	of	circulatory	death.	One	
healthy	 donor	 can	 save	 up	 to	 eight	 patients	 waiting	 for	 a	
transplant.	 You’re	 an	 important	 part	 of	 this	 process	 that	
saves	lives	every	day.	Thank	you	for	your	continued	help	and	
support.

Organ	Donation	Tips	for	Physicians

“Please take some 
time with your 
loved one, and 
when you’re ready 
for the next steps, 
just let us know.”

This article was contributed by Jody A. Gibson, MA, 
Hospital Services & Quality Coordinator, Texas 
Organ Sharing Alliance
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CMS Medicare 2 Midnight Rule Takes Effect
Effective	October	1,	2013,	Medicare	implemented	the	”2 Midnight Rule.”	Medicare’s	admission	guidelines	state	that	when	
a	physician	expects	a	patient	to	remain	in	the	hospital	for	at	least	two	midnights,	the	patient	should	generally	be	considered	
inpatient.	Conversely,	if	the	physician	expects	the	patient	to	remain	in	the	hospital	less	than	two	midnights,	the	patient	should	
generally	be	considered	outpatient,	unless	those	patients	are	receiving	an	“inpatient	only	procedure,”	in	which	
case	these	are	inpatients.	When	a	physician	is	unsure	or	cannot	reasonably	predict	the	patient’s	length	of	
stay,	the	physician	should	not	admit	the	patient,	but	instead	place	him/her	in	outpatient	status	with	or	
without	observation	services.	As	new	information	becomes	available,	the	physician	should	reassess	
the	patient	and	either	order	inpatient	admission	or	discharge	him/her.	

Medicare’s new two midnight benchmark is not 
meant to override the clinical judgment of the 
physician to keep the patient in the hospital.	
Rather,	the	benchmark	is	meant	to	ensure	
Medicare	patients’	inpatient	hospital	benefits	are	
consistently	applied.	

To	help	facilitate	this	process,	the	hospital	has	
adopted	a	new	Medicare	Order	Form	to	be	
completed	by	the	physician	knowledgeable	about	
the	case.	For	elective	surgeries,	physicians	will	
be	asked	to	complete	this	form	at the time of 
scheduling	so	that	the	appropriate	patient	status	
can	be	determined	prior	to	the	patient	presenting	
at	the	hospital.	

This	new	rule	gives	the	physicians	voice	by	
empowering	them	to	use	their	medical	judgment.	
External	physician	advisors	will	no	longer	be	used	
so	will	reduce	intrusions	to	the	physicians.	There	
is	a	physician	toolkit	for	further	information	about	
this	new	rule	in	ATLAS.	A	case	manager	can	also	
assist	with	any	questions	you	may	have.	

DOCUMENTATION REQUIREMENTS

To	support	a	patient’s inpatient admission,	Medicare’s	two	
midnight	benchmark	requires	specific	documentation,	including:

•	 An	order	that	clearly	states	admission	to	inpatient	status;	
and

•	 A	certification	statement	that	specifies	the	reason	for	
admission	and	estimates	the	time	the	patient	will	need	
hospital	services.

•	 This	order	must	be	received	at	time	of	admission.

•	 Certification	of	medical	necessity	of	inpatient	admission	
must	be	signed,	dated	and	documented	prior	to	discharge.

•	 Documentation	in	the	medical	record	should	include	
history	and	comorbidities,	severity	of	signs	and	symptoms,	
risk	of	adverse	events,	and	current	medical	needs	requiring	
inpatient	care	(can	be	present	in	H&P,	progress	notes	and	
the	discharge	summary).

Meditech Updated to Version 5.6.6 
We are pleased to inform you that our Meditech version has 
been updated.

This	update	allows	easier	processing	of	associated	order	sets,	
directly	being	able	to	order	or	document	on	a	patient	after	looking	
up	his	or	her	account,	and	additional	programming	that	ensures	we	
will	be	able	to	provide	continual	updates	to	the	system.

The	recent	upgrade	brings	a	reminder	to	midlevel	providers.	Please	
assign	reports	to	your	supervising	providers	AFTER	you	have	
SIGNED	the	reports,	and	not	before	you	have	signed	them.	If	you	
assign	your	report	to	your	supervisor	while	the	report	is	still	in	
DRAFT	status,	the	report	will	not	queue	for	them	to	view	and	sign.

If	you	have	questions,	please	contact	Deborah	Walters,	RN,	Director	of	
Case	Management	at	deborah.walters2@stdavids.com	or	512-901-2534.

Upcoming Grand Rounds
Grand	Rounds	are	held	on	the	following	dates	

(Wednesdays)	in	the	Decherd	Auditorium	at	12:30pm.	
Upcoming	topics	are:

Date Topic Speaker 
November 27, 
2013  

Genetic Advances in 
Reproductive Medicine 

Natalie Burger, MD 

January 29, 
2014 

Epilepsy Monitoring Unit Sami Aboumatar, MD, 
and Karen Aquino, MD 

February 26, 
2014 

Cardiology topic Robert Wozniak, MD, or 
Manish Chauhan, MD 

March 26, 
2014 

Colorectal Awareness topic Thiru Lakshman, MD 

April 30, 2014 Joint Replacement topic Omar Akhtar, MD 
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Pharmacy Corner
Several	changes	are	being	made	in	the	SDNAMC	Formu-
lary.	See	below	for	these	changes:

1)	Clinimix and ClinimixE TPNs:	With	compounding	
contamination	hitting	close	to	home	and	impacting	
our	hospital,	it	is	important	to	remain	informed	about	
our	pre-mixed	TPNs	that	offer	a	safer	and	less	costly	
alternative.
•	 Multi-chamber	bags	that	are	terminally	sterilized	to	

minimize	risk
•	 Premixed	solutions	are	approximately	60-80%	less	

expensive	than	custom	bags
•	 Look	for	these	premix	formulations	on	the	right	

side	of	the	TPN	order	form
•	 No	wait	time	for	mixing

2)	Procrit is being substituted for Aranesp:	As	ever,	
reducing	costs	for	our	facility	and	patients	remains	a	
top	priority.	In	keeping	with	this	tradition,	we	will	be	
substituting	epoetin	for	darbepoetin	alfa.
•	 Substituting	for	epoetin	results	in	savings	of	

$9,311/month
•	 Aranesp	is	currently	limited	to	nephrology	

physicians

3)	Herbal medications and supplement use:	In	an	
effort	to	minimize	medically	unnecessary	medication	
usage,	patients’	own	herbal	medications	and	
supplements	will	no	longer	be	administered	in	the	
hospital.	
•	 Patients’	home	medications	will	no	longer	be	

relabeled	for	use	in	the	hospital	if	not	a	prescription	
drug

•	 Physicians	must	write	“medically	necessary”	in	
order	to	have	an	herbal	supplement	administered	
to	a	patient

4)	Asacol HD added to the formulary:	Due	to	Asacol	
being	removed	from	the	market,	Asacol	HD	was	
chosen	to	be	added	to	the	formulary	with	guidance	
from	our	gastroenterology	physicians.
•	 Asacol	HD	is	dosed	800	mg	TID
•	 Delzicol	has	been	removed	from	the	formulary

5)	Exparel (bupivacaine liposome):	In	response	to	
the	many	requests	by	physicians	for	access	to	this	
medication,	HCA	is	reviewing	available	literature	to	
determine	if	this	medication	used	for	postoperative	
pain	should	be	added	to	the	hospital	formulary.	Stay	
tuned	for	more	details.

6)	Pre-op bowel preparation protocol: With	HalfLytely,	
a	two-liter	bowel	prep,	removed	from	the	market,	our	
clinical	pharmacists	have	been	working	to	create	a	pre-
op	bowel	preparation	protocol	for	eDEMAND.	
•	 The	new	protocol	favors	polyethylene	glycol
•	 Administration	liquids	are	not	provided	from	

pharmacy.	These	should	be	obtained	from	dietary	
services.	

•	 Facilitates	ordering	and	administration	of	
medications	and	nursing	tasks	for	patients	
scheduled	for	a	procedure

7)	Tdap Vaccines: The	Advisory	Committee	on	
Immunization	Practices	(ACIP)	recommends	that	the	
Tdap	vaccine	be	administered	to	mothers	during	
pregnancy.
•	 In	an	effort	to	comply	with	this	recommendation,	

mothers	should	receive	their	Tdap	vaccines	in	
their	OB/GYN	office	visits	or	local	immunization	
pharmacy	prior	to	giving	birth.	

•	 The	vaccine	should	be	administered	between		
27-36	weeks	gestation.

   (See page 5 for information on Tdap vaccination during pregnancy.)

For more information, please contact Pharmacy at 512-901-1400.

Message from David Huffstutler, President and CEO, St. David’s HealthCare

Baldrige National Quality Award
After	being	selected	as	one	of	10	national	finalists,	St.	David’s	HealthCare	was	not	among	the	three	organizations	named	as	recipients	
of	this	year’s	Malcolm	Baldrige	National	Quality	Award.	Although	this	is	not	the	outcome	we	hoped	for,	we	should	all	feel	a	great	
sense	of	pride	in	the	remarkable	things	we	have	accomplished	as	an	organization.	

It	was	an	extraordinary	honor	to	have	been	named	a	Baldrige	Award	finalist	this	year.	Only	a	select	number	of	organizations	ever	reach	
this	level,	and	I	don’t	want	us	to	lose	sight	of	the	significance	of	this.	But	this	is	not	the	end	of	the	road--we	are	going	to	take	what	
we	have	learned	and	reapply	again	in	2014.	Before	we	do,	though,	I	want	us	to	pause	and	celebrate	all	that	we	have	accomplished.	I	
am	proud	of	you,	and	I	am	proud	of	our	organization.	



Ken Mitchell, MD, CMO
512-901-2500
Ken.Mitchell@stdavids.com

Medical Staff Update
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

A Message from Jane McCurley, 
DNP, MBA, RN, NEA-BC, FACHE, Chief Nursing Officer

Food	and	Drinks	at	the	Nurses’	
Station
The	 issue	 of	 food	 and	 drinks	 at	 the	 nurses’	 station	 extends	
beyond	 the	 scope	 of	 Infection	 Prevention	 to	 include	 Medical	
Records	 Integrity	 and	 Equipment	 Management.	The	 following	
recommendation	takes	into	account	these	other	areas	as	well	as	
Infection	Prevention.		

Covered	 drinks	 are	 allowed	 in	 drawers	 and	 cabinets	 that	 have	
been	designated	for	drinks.	No	other	items	can	be	placed	in	that	
space.	Drinks	must	have	a	lid	and	be	labeled	with	name	and	date.	
It	is	up	to	each	unit	to	decide	where	this	allocated	space	will	be	
located.	The	designated	space	will	be	maintained	by	each	unit.	

Thank you for your cooperation!

Protecting SSNs in Communications
In	an	effort	to	do	everything	we	can	to	protect	Social	Security	
Numbers	(SSNs)	and	help	prevent	identity	theft,	we	ask	that	
you	please	make	the	following	adjustments	to	the	documents	
you	send	to	our	facility:

1. Do not handwrite the full SSNs on faxes or other 
documents.

2. Remove the SSN field from your forms if it is not 
needed.

3. Use a black marker to black out the SSN when it is 
printed on the fax or document but not needed for 
business purposes.

We appreciate your assistance in this matter.


