








Medication Reconciliation Reminders ’\

Medication reconciliation
is a Joint Commission
National Patient Safety
Goal to maintain and com-
municate accurate patient
medication information:

* To find out what medi-
cation the patient is
taking at home

*  To compare these
home medications
to any new medica-
tion which would be
ordered

*  To record and pass cor-
rect information about
a patient’s medicines
when he/she transfers
to another level of care

e To make sure the
patient knows which
medicines the patient
is to take when he/she
goes home

i o To communicate the

patient’s medica-
tions to the follow up
physician

The admitting nurse

will obtain a list of pre-

¢ hospital medications

from the patient and enter

. this information into the
computer. A discharge
order sheet containing the

. pre-hospital medications
will be printed and placed

. in the plastic sleeve labeled
“Pre-Hospital Medication”.
© Please review this list

: when ordering admission
medications. If there is a

. discrepancy, please note
the correction(s) on the

. sheet and have the nurse
update it in the computer
and print a new discharge

¢ order sheet.

: When a patient is trans-

© ferred to a different level

. of care, refer to the current
medication administration
record (MAR) and the pre-
. hospital list when rewriting
© orders.

Upon discharge, use the

© printed discharge order

. sheet which has the pa-
tient’s pre-hospital medi-
¢ cations listed to indicate

© which medications should
: be continued. Also pro-

© vide orders for any new

: medications.

Reviewing the patient’s

: medications frequently
during hospitalization will
. help ensure that the appro-
priate medications will be
© prescribed.

I'A Kuakini Health System Photo Contest

Shangri-La

GOOD TIMES, GOOD PLACES,
GREAT SHOTS

Congratulations to Dr. Stuart Sugihara

for earning two Honorable Mentions in
this year’s Kuakini Health System Photo
Contest. For more information on about the
winning photos, visit www.kuakini.org.
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Discontinuation of Bleedmg Time

Effective September 1,
2011, the Kuakini Labora-
tory will no longer offer
the Bleeding Time to as-
sess platelet dysfunction.
The College of American
Pathologists has concluded
that:

1. In the absence of a
history of a bleeding
disorder, the bleeding
time test is not a useful
predictor of the risk of
hemorrhage associated
with a surgical proce-

P2,

A normal bleeding
time does not exclude
the possibility of
excessive hemorrhag-
ing associated with
invasive procedures.
The bleeding time can-
not be used to reliably
identify patients who
may have recently in-
gested aspirin or non-
steroidal anti-inflam-
matory agents or those
who have a platelet
defect attributable to

excessive bleeding, the
bleeding time fails as

a screening test and is,
therefore, not indicated
as a routine preopera-
tive test.

Also effective September

1, 2011, the Laboratory

: will offer the Platelet Func- :
© tion Assay (PFA). This :
system measures the ability :
. of platelets to occlude a :
microscopic aperture (clo-
. sure time). The test will be

1. Platelet function is
first measured with a
Collagen/Epinephrine
(COL/EPI) cartridge.
If the result is normal,
then no further testing
is performed.

2. Ifthe COL/EPI closure

time is prolonged, the
platelets are evaluated
with a Collagen/ADP
(COL/ADP) cartridge.

© You may interpret the test
. using the chart below:

dure. these drugs. In the © two-fold:
absence of a history of
Cartridge Type Normal Aspirin VWD or intrinsic
platelet defect
COL/EPI Normal Prolonged Prolonged
COL/ADP Normal Normal Prolonged

The PFA should be ordered STAT and will be sent to a reference lab.

Please feel free to contact Dr. Eugene Yanagihara, M.D. at 547-9496 or ext. 8496 if there are any questions.

Kuakini Health Care Team

New Physician

Please welcome Dr. Peter Lee to the Medical Staff
of Kuakini Medical Center.

/;‘\‘

Peter K.B. Lee, M.D.
Internal Medicine,
Critical Care Medicine

Provisional
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Cookbooks — $15 each

‘\ OUR FAVORITE RECIPES 7
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A collection of over 250
recipes from Health Care
Team members, physicians,
volunteers and friends.

Pick up your copies from:
Kuakini Foundation,
547-9296 or Marketing and
Public Relations, 547-9168.
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Use an AED to Save a Life

Kuakini has installed three
automated external defi-
brillators (AEDs) near the
Information Desks located
on the ground floor and
first floor in Hale Kuakini
and the first floor in the
Hale Pulama Mau building.

An AED is a lightweight,
portable device that
delivers an electric shock
through the chest to the
heart. The shock can stop
an irregular heart rhythm
and enable a normal heart
rhythm to resume in the
heart of a sudden cardiac
arrest victim. AEDs make
it possible for more people,
including non-medical
personnel, to respond to a

: medical emergency when

. defibrillation is required. A
: built-in computer checks
the victim’s heart rhythm

. and determines whether or
not defibrillation is needed.
. Ifit is, a recorded voice

. tells the rescuer to press
the shock button on the

. AED. The shock momen-
tarily stuns the heart and

. stops all activity which
gives the heart an oppor-

: tunity to resume beating
correctly. Instructions are

. visibly posted on all AED

© units.

Once the AED unit is uti-
lized, the security depart-
: ment will replace the exist-
ing unit with a new AED

. and forward the used AED
. to the Sterile Processing

. Department for cleaning
and reprocessing.

The AEDs at Kuakini

. should be used only on

. adults. If more than one
person is available to as-

: sist, someone should call
the PBX operator by dial-

: ing “66” on an in-house

. phone to ask for assistance
. while the other person uses
. the AED on the victim.

. The availability of the
AEDs is part of the

. American Heart Associa-
tion’s program designed

: to expand public access
to emergency devices and

: provide assistance to some-
one who has a sudden car-
diac arrest. When someone
. suffers a sudden cardiac
arrest, access to an AED

: can be the key to saving

: that person’s life. Without
an AED readily available,

: victims often lose their
lives. With a survival rate

. of less than five percent,

. this statistic can be re-

: versed with improvements
. in AED accessibility.

For more information
about the AEDs at Kuakini,
. call Ka‘imi Maka, Man-
aging Director, Surgical

: Services, at 547-9238 or

. ext. 8238.

Sleep Apnea Screening Tool Available from the
Pulmonary Sleep Disorders Center

It has been estimated
that in the United States
1 in 5 of all adults has
at least mild Obstruc-

and that 1 in 15 adults
has at least moderate
OSA. Unfortunately, 90
percent of the popula-
tion is estimated to

be undiagnosed and
untreated. Due to the
medical conditions, oc-
cupational hazards and
social consequences
that are associated with
this disease, identifying
and treating this condi-
tion is of the utmost
importance.
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The Kuakini Pulmonary

Sleep Disorders Center

: (PSDC) has recently made
: copies of the STOP BANG
tive Sleep Apnea (OSA) questionnaire and a BMI

. Chart available for physi-

© cians to use in their office

: setting as a screening

© tool to help identify their

© patients who may be at

. risk for OSA. The STOP
BANG questionnaire was

: originally developed as

a pre-operative tool to

. identify patients sched-
uled for surgery who were
: atrisk for OSA and thus

at a greater risk for post-
operative complications. It
: is now widely used as an-

: other clinical tool to iden-
tify OSA in patients within
. the hospital and clinical
setting. A modified version
: of the STOP BANG ques-
: tionnaire is currently being
used by Kuakini’s nurs-

. ing and sleep-respiratory
technologists to identify

: patients who may have

© undiagnosed OSA upon

: admission to Kuakini
: Medical Center.

¢ If you wish to obtain
copies of the STOP

: BANG questionnaire

¢ and BMI chart, contact
the Pulmonary Sleep

. Disorders Center at 547-
© 9119 or ext. 8119, Mon-
. day — Friday between

¢ 8a.m. and 4:30 p.m.

Snore - Tired - Obstruction - Pressure
BMI - Age - Neck - Gender
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Medical Staff Executive Committee

July 1, 2011 - June 30, 2012
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Michael Nagoshi, M.D. Robin Takata, M.D. Stuart Sugihara, M.D. Mark T. Kuge, M.D.
Chief of Staff Assistant Chief of Staff Immediate Past Chief Secretary

of Staff

AT-LARGE MEMBERS

'} Ll

"

Racquel Bueno, M.D. Melvin Inamasu, M.D. Stefanie Park, M.D. Myron Shirasu, M.D.

CLINICAL DEPARTMENTAL CHAIRS COMMITTEE AND SERVICE CHAIR BY INVITATION

Ex-Officio Members:

Chief Executive Officer Mr. Gary Kajiwara
%‘ - ‘ -~ Director, Medical Education Dr. Kenneth Sumida
Jason Isa, M.D. Brent Uyeno, M.D. Director, Surgical Education Dr. Mark Mugiishi
Anesthesiolo ici
24 Medicine Director, Geriatric Education Dr. Patricia Blanchette

Medical Director, Emergency Svc Dr. Myo Nwe

Medical Director, Nuclear Medicine Dr. Michael Ling

Medical Director, Pathology Dr. Eugene Yanagihara
j Vo S Medical Director, Radiation Therapy Dr. Charles Yamashiro
Thomas Maeda, Jr., M.D. Steven Kaneshiro, M.D. Medical Director, Radiology Dr. Matthew Yuh
Ophthalmology Orthopedics
Chair, Bylaws Committee Dr. Eugene Lee
Chair, Credentials Committee Dr. Robin Takata
gy e Chair, MCE Committee Dr. Maxwell Urata
¥
Administration
|
Leslie Ito, M.D.
Surgery
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Important Information from the Pharmacy &
Therapeutics Committee

Potential Signals of Serious Risks/New Safety Information Identified by the Adverse Event Reporting System (AERS)

October — December 2010:

Product Name: Active Ingredient
(Trade) or Product Class

Potential Signal of a Serious Risk /
New Safety Information

Additional Information
(as of May 15, 2011)

Dronedarone HCI (Multaq)

Liver Failure

The Warning and Precautions and
Adverse Reactions sections of the
labeling for Multaq were updated
February 11, 2011, to include liver
failure.

Oxycodone HCL controlled-released
tablets (OxyContin) [new formulation]

Choking and gastrointestinal
obstruction

FDA is continuing to evaluate these
issues and determine the need for
any regulatory action.

Regadenoson (Lexiscan)

QT prolongation

FDA is continuing to evaluate these
issues and determine the need for
any regulatory action.

Sevelamer HCI (Renagel)

Choking (esophageal obstruction)

FDA is continuing to evaluate these
issues and determine the need for
any regulatory action.

Healthcare professionals and patients are encouraged to report adverse events, side effects, or product quality problems
related to the use of these products to the FDA’s MedWatch Safety Information and Adverse Event Reporting Program:

*  Complete and submit the report online: www.fda.gov/MedWatch/report.htm

*  Download the form or call 1-800-332-1088 to request a reporting form, then complete and return it to the address on
the pre-addressed form, or submit it by fax to 1-800-FDA-0178

Q.

Ewvent Repark

Welcome, Rapid Response 1

If you believe a patient may have experienced an adverse drug reaction, you may report the suspected
reaction at any terminal using the Event Report icon or by calling the Pharmacy at ext. 8131 or 547-9131.

The City and County’s Rapid Response 1 (RR1) unit and its crew relocated its base station to Kuakini Medical
Center on July 3. RR1 is a one paramedic quick response unit that is dispatched to calls that do not indicate the
need for an ambulance transport. It is upgraded to a full ambulance unit during the holidays and high-activity oc-
casions. The RR1 crew’s office now occupies the office formerly used by the Kuakini Medical and Dental Federal
Credit Union in the two-story apartment building on the makai side of the Hale Pulama Mau Auditorium. The
unit’s van will be parked outside of the Emergency Services Department. Please be aware of the increased activity
and use caution in the ambulance bay area.

July - September 2011
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“1 WantA BOy/ 77 ‘ by Maxwell Urata, M.D.

: of 25 out of 26
. of his class-

. mates’ babies.
. That really

During my manda-

tory two years in the U.S.
Army, | was assigned to
the 26™ Station Hospital
(in Germany). This was a
“potential” hospital and the
officers, men and nurses
formed the nucleus of a
large hospital in the event
of'a war. The Regensburg
clinic, which was in the
middle of a Bundeswehr

camp, was the headquarters :
refugee from Yugoslavia.

. There were also a dental
officer and one other MD
who was the medical of-

. ficer of the 7" Army unit

in Regensburg: the 11" Ar-
. mored Cavalry Regiment

. whose job was to patrol the
: Czech-German border and,
presumably, to be annihi-
lated should the Soviets in- :
. vade. (The personnel in our :
hospital were USAREUR,
. U.S. Army, Europe.) The

and there were two other
smaller units in Straubing
and Landshut. Regensburg
had a capability of a six
bed inpatient unit. We
were the only ones allowed
to deliver babies or have
inpatients. However, we
were not allowed to deliver
primipara, unless weather
conditions would not allow
transport to the Munich
Army Hospital. There were
other restrictions: We did
not have the capability of
doing general or spinal
anesthesia. So for deliver-
ies, we used the Trilene
mask and pudendal blocks
and local anesthetics. It
was pretty basic, primitive
OB. There was an active
OB clientele, this being the

@TCFC
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. army with many couples
in the child bearing age

. group. Luckily, they were
generally in good health
and sturdy.

. I will readily admit that
. OB-GYN was not my
. favorite specialty.

. Our clinic was staffed by
four MDs, one of whom

was a local hire who was a

11" A/C MD took part in

our clinics. We rotated our
. calls at the hospital on a
daily basis and this includ-
. ed taking OB and emer-
gency calls while sleeping
. in at the hospital.

To keep my interest up

. in OB, I began to attempt
to predict the sex of the

. babies. This was in the

. early 1960s and there was
no ultrasound. My method
. was based on one concoct-
ed by a student in the class
. ahead of mine in medical

. school. He was somewhat
© notorious because he had
predicted, correctly, the sex

. of 26, because

. the miss he had
© was on frater-

. nal twins: one

. boy, one girl.

. He assumed
that male

. fetuses would in the third

. trimester produce testos-

: terone and this had certain
effects on the skin of the
mother. The facial skin

: might become coarser and

should be 25.5

she might develop acne.
She would not sunburn

:as easily, would tan more
readily and freckles and
moles would darken. He
© also used fetal heart rate

which is not a good indica-

. tor: too much overlap, but
: used it as part of the mix in
. predicting sex.

I applied these ideas and

began to attempt to pre-

- dict fetal sex. My overall

score was 80+ percent,

which is better than flip-
. ping a coin. At one point, I
. called, correctly, the sex of

seventeen straight babies.

The unexpected conse-

. quence of this was that my
. practice snowballed. On

: OB day, as time went on,

: my stack of charts exceed-
. ed the others combined.

. This was in spite of the
fact that I did not tell every
: pregnant mother my guess

as to the sex of her fetus.

© 1did tell them only if they
. asked. I kept track of my
predictions by writing “M”
. or “F” in the upper right

. corner of the first page of
the chart when I was ready
© to make a call. I suppose
enough of them asked for

. my reputation to bloom.

. Late in my service career,
. Theard a talk at an Armed
Forces medical meeting on
: how to predict when the

. baby would be born. This

: was devised by an OB in
Chateauroux, France, an

. Air Force base. They were
. the only hospital allowed
to deliver babies in France
. and the outlying clinics
had to send all deliveries

: to them. The problem was:
when would the mother
deliver? His idea was to

. give IV, a 1:100 dilution of
Pitocin. If the uterus was

. ready, the “pit” would in-

. duce a strong contraction,

: lasting at least 45 seconds,
and the contraction would
begin within a minute of

Medical Staff Newsletter



the infusion. As luck would
. of closing episiotomies
that was “painless.” In the
. meantime, I watched a
light freckle on her tummy
. for a change in tone.

have it, my first three
patients went like this: the
first began her contrac-
tion in exactly one minute,
and it lasted for exactly

45 seconds. I told her she
would deliver in a week,
and that is exactly what
she did. She delivered one
week later to the day. The
second had a negative re-
sult and she did not go into
labor for several weeks.
The third had a rapid onset
contraction, much less than
a minute, and it lasted over
45 seconds, so I told her
she would deliver in a day
or so, and she did. So, my
practice got even bigger.

One of my patients was a
redhead from Boston who
was married to a captain in
the 11™ A/C. She informed
me, when she became
pregnant for the fourth
time, that she wanted a
boy. Her first three were
girls, very pretty towheads
all, but she wanted to
present her husband with

a boy. I told her the deed

to do with determining the

matter. [ was to produce

a male. In the course of
caring for her, she told me
that her episiotomies all
had hurt and she had to
carry around a donut to sit
on for weeks afterwards. |
began a campaign in which
I informed her that my

OB teacher in med school

July - September 2011

had taught me a method

. As luck would have it,

. the evening she went into
labor, I was off. I was so

. relieved. However, my
CO, who was her neighbor
: and on call, felt it would
be awkward to deliver

. his neighbor and asked

: me to come in to deliver
her. “After all, she is your
© patient.” As it had gotten
closer to her EDC, her

. husband Michael M. had
begun to bug me about the
. sex of his child. Finally,

. I could not hold them off
any longer and predicted a
: male, a son. Michael was
in the field, but he received
: permission to come in

for his wife’s delivery. It
turned out that Mary was

. ascreamer. Michael was
allowed into the delivery

: room and I instructed him
to keep his wife quiet as

: the noise was distracting
was done and I had nothing

me. The nurse taught him

. how to apply the Trilene
sex of her baby. That didn’t :

mask and I gave her good

block, a wide episiotomy
. and delivered...a boy!
“You got your wish,

: Mike,” said I. “I don’t be-
lieve you,” was the reply.
: 1 held up the kid and said,
“What’s that thing between
. his legs?” Only then was

: he convinced. Epilogue:
Her episiotomy did not

. hurt.

. Mary and Michael’s good
friends were stationed in

Straubing. He was a chop-

per pilot and Straubing had
: the helicopter/light aviation
: airfield. When Carmen T.

: arrived at our hospital she
was in full labor. Carmen
was also a redhead, and

Spanish, with a temper to

match her hair. I checked
. her and she was effaced
. but only partially dilated.

She informed me that “I go

fast.” I went to the office

. to record my findings when
. our German nurse called,
“Captain, come quick.”

: When I got to bedside,

the baby was “crowning.”

: Her husband was present

. watching all this. There
was no time to get her into
. delivery so I just delivered
her right there in her bed.

. Ididn’t even have time to
don gloves. [ was morti-

: fied. Having a patient “pre-
. cipitate” was a no-no. As I
© held the dripping baby in
my hands, her father yelled
out, “Doc, that was just

: GREAT! Have a cigar!”
He had never witnessed

. adelivery before. It was

. their third girl.

Carmen became preg-
. nant again. She came to

see me. Her husband had

been reassigned to Regens-
: burg. “I don’t like Army

. doctors,” she declared. T

. found out that, while her
husband was stationed in

France, she had rejected
 all the military docs and

. went to a French doctor for
her care. From the begin-

: ning she began a campaign
. of having a son for their

: fourth child. “You got
Mary a boy, and I want

. a boy, too!” No amount

. of explaining that I had
nothing to do with the sex
. of the baby had any effect.
Women totally lack logic

© in this situation. Fortunate-
ly, before I had to commit
myself, my tour ended and
. I left the military. Sorry.

. Inever did find out what

. Carmen had for her fourth
. child. I had, in my own

: mind, not yet decided on

. the sex of her baby.

I must admit, however, that
after bragging a bit about

: my fetal sex-calling abili-
ties, I got the sex of both
my own kids wrong. My

. wife never, ever lets me
live that down.
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Amendments to the Kuakini Medical Center Medical Staff Rules and Regulations

The following is a summary
of amendments to the Kua-
kini Medical Center Medical
Staff Rules and Regulations
which were approved by

the Active Medical Staff
members on May 13, 2011,
and approved by the KMC
Board of Directors on

May 31, 2011.

1. Amendments (“house-
keeping” type changes)
to standardize the
terminology used in the
Medical Staff Rules and
Regulations wherever
applicable, including
the standardizing of the
name of the “Execu-
tive Committee of the
Medical Staff” to read
“Medical Staff Execu-

tive Committee.” This
will avoid confusion of
the “Executive Commit-

tee of the Medical Staff”

with the “Executive
Committee of the KMC
Board of Directors.”
Amendments to Section
5.4. Requirements for
Completion of Medical
Records, Subsection
5.5.2. to include records
for “patients in obser-
vation status” in the
Outpatient/Emergency
room records and to
clarify the H&P require-
ments for “patients in
observation status.”
Amendments to Section
12. Special Care Com-
mittees to change the
meeting requirements

for the Cardiac Care
Committee, Nephrology
Committee, Gastroen-
terology Committee,
Pulmonary Commit-
tee, and Rehabilitation
Services Committee to
conducting meetings at
least annually instead of
semiannually.
Amendment to Sec-
tion 14, regarding the
graduate and post-grad-
uate medical education
programs, to clarify the
terminology used in
this section and to add
new reporting require-
ments, including the
reporting requirements
for the Directors of
Medical, Surgical, and
Geriatric Education,

and delineation of their
duties and responsibili-
ties; delineation of the
duties and responsi-
bilities of the teaching
attending physicians
and teaching; and the
reporting requirements
of the Graduate Medical
Education Committee
(GMEQC) to the Medical
Staff Executive Com-
mittee and the KMC
Board of Directors.

. Please contact Medical Staff
Services at 547-9274 or ext.
8274 if you are interested

¢ in reviewing the specific
amendments to the Medical
. Staff Rules and Regulations.



