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KEYNOTE SPEAKER 
Chad Priest, RN, JD - Chief Executive Officer, American Red Cross Indiana Region 
 

 
 
Chad S. Priest, JD, MSN, RN is Chief Executive Officer of the American Red Cross – Indiana. He is 
also Adjunct Assistant Professor of Emergency Medicine at the Indiana University School of 
Medicine and Program Director of the Disaster Medicine Fellowship Program; a Visiting Scholar 
at the Indiana University Center for Law, Ethics and Applied Research in Health Information and 
an affiliated investigator at the IU Center for Bioethics.  
 
His research and scholarship interests include international disaster risk reduction, healthcare 
emergency management, crisis leadership and community resilience to disasters and crisis 
events. He is a frequent international on issues related to healthcare emergency management 
and disaster medicine and nursing.  
 
Prior to assuming leadership of the Indiana Region of the American Red Cross, Priest served as 
Assistant Dean for Operations and Community Partnerships at the Indiana University School of 
Nursing where he also directed the interdisciplinary Social Network Health Research 
Laboratory.  Previously Chad was Chief Executive Officer of The MESH Coalition, an innovative 
public-private partnership that enables healthcare providers to effectively respond to 
emergency events and remain viable through recovery.  Chad formerly practiced as an attorney 
at the law firm of Faegre Baker Daniels practicing public health and healthcare law in the 
Indianapolis and Washington, D.C. offices. Chad served on active duty as an officer in the 
United States Air Force with the 89th Medical Group, Andrews Air Force Base, Maryland. 
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ORAL PRESENTATIONS 
 
O1 Suicidality in an Adolescent Patient Taking Generic Guanfacine ER (Michael Welling, MD) 
 
Introduction: lntuniv is an alpha-agonist drug that is used to treat ADHD symptoms. Unfortunately, 
there is limited data regarding severe adverse reactions, especially regarding the therapeutic 
equivalency and adverse reactions of generic guanfacine ER, and especially in children. We report the 
case of a pediatric patient having severe suicidality and aggression after the conversion from brand-
name to the generic formulation. 
Methods: A 17-year-old male patient, diagnosed with ADHD (among several other DSM-5 diagnoses), 
and on several medications (including brand-named lntuniv). His insurance company requested a change 
from brand-name lntuniv to generic guanfacine ER. On the generic form, he became rapidly and severely 
suicidal and aggressively threatening, requiring inpatient psychiatric hospitalization. After appeal to the 
insurance company, we were able to restart the brand-name lntuniv. His suicidality rapidly resolved and 
he returned to baseline functioning.  
Results: The likely etiology for the sudden onset of severe suicidality and aggression is the change in 
formulation from brand-name to the generic version. Other factors including drug-drug interaction, 
preparation by a different pharma, social changes, and genetic factors were also considered.  
Discussion: The remainder of the case study will focus on difference of brand-named medications and 
the generic medication counterparts; clarification of definitions of generic medications and brand-name 
medications; and a discussion of the variances in generic versus brand-name, and why that can matter. 
 
O2 Helping the Helpers: Implementing a Critical Incident Response Program for your Organization 
(Kimble Richardson, MS, LMHC, LCSW, LMFT, LCAC; Sherri Stinson, MSN, RN) 
 
Employees witness an active shooter kill a colleague. A local hospital emergency department becomes 
overwhelmed by a sudden surge of accident victims after a building collapses during a music concert. A 
company's popular CEO is found dead in his office in an apparent suicide. Tragedies like these can have a 
lasting impact on an organization's most valuable resource: their employees and staff. If not handled 
appropriately, the emotional toll of those experiencing these types of critical incidents could result in 
absenteeism, loss of productivity, and potentially loss of employment. Implementing a team of trained 
peers and mental health professionals in certain types of crisis management techniques such as Critical 
Incident Stress Management (CISM) can make the difference in how fast and how completely an 
organization recovers from a significant crisis and/or critical incident. A support program will be 
presented from conception to implementation to maintenance. Selecting an evidenced based crisis 
intervention training, recruiting team members, conducting interviews, devising team membership 
criteria, implementing call outs, collecting data, and providing team support and supervision will be 
presented. A large healthcare organization in Indiana with approximately 12,000 employees 
implemented an employee support team in 2013. The team has responded to over 125 requests for 
assistance, have been recognized by the organization's top leadership, and are supported, in part, by the 
International Critical Incident Stress Foundation, Community Health Network, and the Indianapolis 
Coalition for Patient Safety 
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O3 Successful Naloxone Challenge Test in a Patient with Atrial Flutter: A Case Report (Taylor 
Harlow, PharmD Candidate) 
 
Background: Following acute opioid detoxification, naltrexone long-acting injection (LAI) (Vivitrol®, 
Alkermes Inc.) is an option for patients who pursue medication therapy to prevent relapse to opioid 
dependence. It improved retention in treatment and increased mean time to dropout compared to. 
Naltrexone is an opioid antagonist that may produce prolonged withdrawal in patients who have not 
fully completed detoxification from opioids (7 to 10 days), which may not feasible for many reasons for 
an acute inpatient detoxification  
One solution is the naloxone challenge test (NCT), which consists of administering consecutive doses of 
naloxone and monitoring symptoms of withdrawal. If there is no response to naloxone, the patient can 
be administered naltrexone. However, a NCT should still be given cautiously leading in patients with 
cardiovascular comorbidities. The following case report describes a patient in atrial flutter who received 
a naloxone challenge test following opioid detoxification.  
Case description: A 5O-year-old Caucasian male presented inpatient detoxification from opioids. He had 
a significant past medical history of cardiovascular comorbidities. As the admission continued, the 
patient began to experience tachycardia and electrocardiogram (ECG) changes that revealed atrial 
flutter. Cardiology recommended an electrophysiology study (EPS) and, likely, ablation. Prior to the 
cardiac workup, a NCT was utilized. The patient experienced no withdrawal symptoms after undergoing 
the NCT, as well as no worsening of cardiac function. Prior to transfer to the cardiovascular hospital, the 
patient's heart rate was well-controlled but remained in atrial flutter and he was administered 
naltrexone LAI. During the patient's admission at the cardiovascular hospital, the patient successfully 
underwent EPS and atrial flutter ablation without complications.  
Conclusion: This case report illustrates the potential safety for a NCT in a patient with cardiovascular 
comorbidities prior to receiving LAI naltrexone. Further study should be performed or data reported to 
confirm these results in larger patient populations. 
 
O4 Incidence and Clinical Outcomes of Unintended Discrepancies in Warfarin Discharge Orders 
(Lindsay DeWind, PharmD) 
 
Introduction: Historically, warfarin has been the most commonly prescribed anticoagulant for venous 
thromboembolism (VTE) prevention and treatment as well as the prevention of stroke in patients with 
atrial fibrillation. However, there are many complexities in warfarin dosing due to wide variability in 
patient response, a narrow therapeutic index, multiple drug-drug interactions, and drug-food 
interactions. Inappropriate management of warfarin can lead to serious and potentially fatal adverse 
events, including thrombotic and hemorrhagic events. The adverse drug reactions (ADR) caused by 
warfarin may lead to emergency department visits and hospitalizations. One study found that warfarin 
was the most commonly implicated drug in ADR-related hospital admissions through the emergency 
department, accounting for 15.2% of all ADR-related admissions. In 2013, Community Health Network 
(CHNw) implemented a protocol that allowed pharmacists to automatically manage all adult inpatient 
orders for warfarin. Pharmacists leave daily progress notes indicating adjustments or continuations of 
warfarin doses that have been made, including recommendations for initial outpatient dosing. However, 
upon patient discharge from the hospital, it is the physicians' responsibility to reconcile the warfarin 
dosing. CHNw has never examined warfarin prescribing habits on discharge to determine if physicians 
follow the recommendation of the pharmacist.  
Objectives: The primary objective of this study was to determine the percentage of patients discharged 
on warfarin with an unintended discrepancy in warfarin dosing. The secondary objectives were the 
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number of patients with an INR less than 2 or greater than 5 at their first anticoagulation clinic 
appointment post-discharge, the number of patients returning to the hospital within 30 days of 
discharge with a thrombotic event, the number of patients returning to the hospital within 30 days of 
discharge with a major bleeding event, the incidence of dosing discrepancies when discharged on a 
weekday versus a weekend, and the incidence of discrepancies when the pharmacist discharge dosing 
recommendations is in a progress note versus included in the discharge summary or after visit summary 
(AVS).  
Methods: This study was a retrospective chart review evaluating the number of unintended 
discrepancies in warfarin dosing at discharge at Community Hospital North, Community Hospital South, 
Community Hospital East, and Community Heart and Vascular Hospital between July 1, 2015 and June 
30, 2016.  
Results and Conclusion: To be presented at the Multidisciplinary Scholarly Activity Symposium. 
 
O5 Persistence in Addiction Recovery: Pharmacist Role in Transition to Care to Outpatient 
Rehabilitation (Jacob Peters, PharmD, BCPS) 
 
Background: The transition of care for patients with opioid use disorder who are seeking treatment 
after inpatient detoxification is crucial and often involves significant planning and interdisciplinary 
involvement. Pharmacist-led discharge education has shown to be effective in improving medication 
adherence, rate of follow-up, while decreasing rate of admission in other chronic disease states. To 
date, no studies have been done to assess this pharmacist-driven intervention in patients with opioid 
use disorder.  
Objective: To determine whether pharmacist involvement in the discharge process for patients with a 
primary diagnosis of opioid use disorder increases their persistence in treatment for substance use.  
Methods: The study objective will be met by identifying a cohort of patients who have a diagnosis of 
opioid use disorder and are discharging from the Integrated Recovery unit at Community Health 
Network Behavioral Health Pavilion and will be receiving outpatient rehab at Gallahue Mental Health 
Services. These patients will receive discharge education provided by the PGY2 Psychiatric Pharmacy 
Resident. All patients eligible for the study must receive a prescription for either 
buprenorphine/naloxone or naltrexone long-acting injectable at discharge. At 30- and 90-day follow-up 
intervals, the patient will be contacted for a structured phone interview to report attendance at follow-
up appointments, occurrence of relapse, and use of counseling resources. Additionally, a chart review 
will be conducted at these follow-up dates to assess for attendance at outpatient appointments, positive 
urine drug screens, and readmissions. A historical control group will be generated to compare with the 
prospective cohort. The primary will be evaluated as a composite of initial fill and refills of the discharge 
medication and 30- and 90-day follow-up information.  
Results and Conclusion: To be presented at the Multidisciplinary Scholarly Activity Symposium. 
Significance: The results of this study may ultimately lead to a continued implementation of pharmacist-
led discharge education providing improved transitions of care and outcomes for patients with opioid 
use disorder. 
 
O6 Hospital Committees: What do your residents really think? (Jesse Clark, DO; Katie Westerfield, 

DO; Christina Raguckas, DO; Richard Gray, DO; Kehinde Eniola, MD, MPH; La Toya Jackson, DO; 
Lisa Harris, DO; Jasmyne Womack, MPH; Todd Zakrajsek, PhD) 

 
Purpose: Family medicine residents are required to be involved in hospital committees to help develop 
their role as leaders in their profession, but this new requirement is presenting new barriers to many 
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programs. Our study examines both overall resident attitudes regarding participation on hospital 
committees and also analyzes these attitudes based on their postgraduate year.  
Methods: An anonymous survey regarding attitudes towards hospital committee involvement was 
distributed electronically to residents of thirteen family medicine residency programs during June 2016. 
Results were received from 94 residents.  
Results: Notable quantitative results include 97.8% of responders believing physicians should serve on 
hospital committees (n = 92), but when asked if there is value to being assigned to a hospital committee 
during residency on a scale of 0 = extremely unvaluable to 100 = extremely valuable, the overall mean 
was 51.74 (SD = 26, n = 88). When asked if they saw themselves participating in a hospital committee 
within the next year, the graduating class of 2016 on a scale of 0 = extremely unlikely to 100 = extremely 
likely, had a mean of 56.27 (SD = 32.72, n = 15). 
The participants were also asked a number of open ended questions, such as a why they do or do not 
see themselves participating in a hospital committee over in the next year, what committee they were 
most likely to join, what their thoughts were if they were required to attend two hospital committees, 
and what is the primary role of a physician on a committee. These responses offer insight into their 
attitudes, and will be presented in the presentation. 
Conclusions: There are multiple barriers preventing many of our residents from fully benefiting from 
their roles as members of hospital committees. By using this data as a starting point to identify and 
address these barriers, we can begin to train them as future leaders of family medicine. 
 
O7 Development Program for Ambulatory Care Clinical Pharmacists (Lauren Behrle, PharmD; 
Daniel Kerner, PharmD) 
 
Introduction: Continuous professional development (CPD) is a "lifelong process of active participation in 
learning activities that assists individuals in developing and maintaining continuing competence, 
enhancing their professional practice, and supporting achievement of their career goals." The CPD 
model includes a feedback process for individual self-reflection, goal-setting, and creation of an action 
plan to achieve the specified goals. Realizing the advantages of CPD and need to provide support for 
pharmacists' individualized life-long learning, a CPD program is being developed for the ambulatory care 
clinical pharmacy department at Community Health Network. The pilot program will begin in early 2017 
and will be evaluated on an annual basis. The goals of this program are to increase pharmacist 
involvement within the department, expand pharmacist clinical knowledge, support personal growth 
and achievement of personal goals, and develop precepting skills for pharmacy students and residents. 
Participation in program activities is flexible and may include any of the following: inter-department 
education sessions, pharmacy grand rounds, preceptor development, blinded chart reviews, and patient 
appointment shadowing. Completion of activities will be tracked by the individual pharmacist and 
reviewed periodically with their supervisor. 
Objective: The objective of this study is to evaluate ambulatory care clinical pharmacists' knowledge and 
perceptions of a CPD program. 
Methods: All ambulatory care clinical pharmacists participating in the CPD program will be provided the 
opportunity to voluntarily complete a 13-item survey. The survey consists of four demographic 
questions, one knowledge-based question, and eight perception-based questions. The survey will be 
sent out electronically via Survey Monkey and participants will receive two reminder emails to complete 
the survey. The participants will have six weeks to complete the survey. All survey responses will remain 
anonymous as no identifiable information will be collected. 
RESULTS AND CONCLUSION: To be presented at the Multidisciplinary Scholarly Activity Symposium. 
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O8 Implementation of an Accountable Care Unit in a Community-Based Family Medicine 
Residency (Daniel Fisher, MD; Mickell Curtis, RN; Tracy Costello, PharmD) 
 
Currently patients for each physician team are scattered across the hospital on multiple nursing units. In 
an Accountable Care Unit (ACU}, the patients of an individual physician team are preferentially assigned 
to a single unit. By grouping patients by provider onto a single unit, the physician team is able to better 
collaborate and coordinate with the dedicated nursing staff of that unit. The co-location of physician 
team, nursing team, and patients onto a single unit promises improved efficiency and communication. 
Structured, interdisciplinary bedside rounding (SIBR) on the ACU also contributes to improvement in 
team-based care. In July 2016, the Community Family Medicine Residency inpatient team partnered 
with a unit of Community Hospital East to implement this model of care. In this study, we review 
retrospectively the unit-based outcomes since implementation of the ACU and SIBR, including 
readmission rates, average lengths of stay, and patient satisfaction data through review of unit-level 
HCAHPs data. We also compare a preimplementation survey of physicians and nursing staff to a post-
implementation survey, specifically reviewing physician and nursing satisfaction, communication, and 
perception of patient safety and quality. 
 
O9 Initiating Pre-Visit Planning for Colon Cancer Screening: A Change Management Project (Scott 
Lakin, MSN, RN) 
 
The Patient Centered Medical Home (PCMH) is a unique model of care designed to achieve the Triple 
Aim: improve the patient experience, improve population health, and reduce the cost of healthcare. The 
term "medical home" was first published by the American Academy of Pediatrics in 1967 and has grown 
into the PCMH concept legislated, in part, by the Patient Protection and Affordable Care Act of 2010. A 
portion of the population health component is care management that includes pre-visit planning. The 
goal of pre-visit planning is create a complete and up-to-date record of the patient condition before the 
patient arrives for their next visit. Pre-visit planning may include medication reconciliation, lab test 
result review/follow-up, and surveillance of preventative exam completion. An important element of the 
PCMH movement includes increased quality of care and decreased healthcare costs which include 
utilization. This presentation will describe the process of completing pre-visit planning specifically to 
conduct surveillance of preventative testing for colorectal cancer. It will review the journey of one family 
medicine residency to install pre-visit planning into their culture, review change management theory as 
it relates to performance improvement, and propose a model that will assist practices to begin using 
pre-visit planning in their daily work. 
 
O10 Comparison of Burst versus Taper Steroid Dosing in Chronic Obstructive Pulmonary Disease 
(COPD) Exacerbations (Paul Szostak, PharmD) 
 
Introduction: For chronic obstructive pulmonary disease (COPD) exacerbations, the Global Initiative for 
Chronic Obstructive Lung Disease (GOLD) guidelines recommend treatment with five days of prednisone 
40 mg to improve outcomes. 
Objective: The objective of this study is to assess 30 day readmission rates based on prescriber practices 
of either steroid taper dosing versus sustained, burst steroid dosing.  
Methods: A retrospective, observational chart review will be performed at CHNw. Patients eligible for 
inclusion will have been admitted to CHNw with a primary diagnosis of acute exacerbation of COPD. 
Additionally, patients must be between the ages of 18 and 89 years of age and discharged on a systemic 
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corticosteroids (SCS). Patients will be excluded if they are pregnant, a prisoner, discharged to hospice, 
expire on initial admission, or have a history of asthma.  
Data collected will include: age, gender, smoking history, initial hospital length of stay, hospital of 
admission, patient location, comorbidities, home COPD medications, medication changes at discharge, 
doses of SCS used, antibiotics given, supplemental oxygen, readmission in 30 days from discharge, 
number of days until readmission, primary diagnosis at readmission, and death within 30 days.  
Burst therapy will be defined as not more than one decrease in steroid dose throughout admission and 
discharge prescription. An SCS regimen will be considered a taper if the dose of SCS is changed more 
than once throughout the course of the admission and upon discharge.  
Statistical analysis will be used to compare if a significant difference exists between readmission rates 
based on type of steroid regimen prescribed. 
RESULTS AND CONCLUSION: To be presented at the Multidisciplinary Scholarly Activity Symposium. 
 
O11 5th Metatarsal Fractures: When is intervention necessary? (Will Adams, DPM) 
 
Background: The fifth metatarsal is the most commonly fractured metatarsal, and generally, one of the 
most commonly fractured bones in the foot. Foot and ankle surgeons have been debating for many 
years which types of fifth metatarsal fractures need to be repaired surgically, and which can be treated 
conservatively. The goal of this presentation is to offer a literature review, as well as a case study, in an 
attempt to concisely provide evidence on which areas of the bone need to be repaired, and which do 
not. 
Methods: PubMed was utilized to perform a literature review of all articles that could be accessed for 
the past 30+ years regarding surgical correction of fifth metatarsal fractures. Also, a case study on a 60 
y/o male with a proximal fifth metatarsal fracture was utilized. 
Results: By using the AOFAS classification system for fifth metatarsal fractures a literature review 
showed an overwhelming tendency to recommend conservative care for zone 1 fractures, surgical 
intervention in zone 2, and surgical intervention only in particular instances in zone 3 fractures. 
Conclusion: Following a review of the literature, and the presenter’s personal experience involved in the 
case study there is an overwhelming amount of evidence to support surgical correction of zone 2 
fractures. However, there are still instances for zones 1, and 3, in which surgical correction may be 
debated. 
 
O12 Innovating for the Future: How to Implement Suicide Prevention within a Healthcare 
Department (Physical Therapy and Rehab): Champions, Challenges and Change (Laurie Gerdt, LMHC) 
 
Background: With the award of a cohort 9 GLS SAMHSA grant, Community Health Network is pursuing 
implementation of zero suicide initiatives in its healthcare departments. Community Health Network is 
adopting the culture shift of suicide prevention from being a responsibility of "specialty niche staff' to 
"part of everyone's job". One such healthcare department that is championing this culture shift through 
practice change is Physical Therapy and Rehabilitation. With the impetus of a change in law in Indiana 
that allows patients to seek physical therapy and rehabilitation services without a doctor's prescription, 
physical therapy and rehabilitation departments were experiencing being the first point of care within 
the Community Health Network healthcare system. Initial evaluations became of utmost importance to 
ensure appropriate service and level of care. In addition, Sentinel Event 56 from the Joint Commission 
on Accreditation of Healthcare Organizations announced in February of 2016 their recommendation that 
"health care providers in all settings to better detect suicide ideation in patients, and to take 
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appropriate steps for their safety and/or refer these patients to an appropriate provider for screening, 
risk assessment, and treatment."  
Objectives: Recognize how medical conditions and depression are often connected and necessitate 
depression screening. Plan how to obtain leadership buy-in, implement the use of screening tools, and 
address resistance including overcoming organizational stigma around mental health issues in their own 
organizations. Map out operational planning of practice change and discuss the benefit of data 
collection on the impact of use of screening tools. 
Methods: How to manage both the demands of providing appropriate physical therapy and 
rehabilitation services with meeting the standards recommended by accrediting organizations was the 
catalyst for innovation and strategic planning within the Physical Therapy and Rehabilitation 
department. With the use of SBAR (Situation, Background, Assessment and Request) communication, 
project management activities, and timelines Community Health Network Physical Therapy and 
Rehabilitation made the decision to use the Patient Health Questionnaire 9 as part of all their initial 
evaluations.  
RESULTS/CONCLUSIONS: To be presented at the Multidisciplinary Scholarly Activity Symposium 
 
O13 2016 Updates for Transitional Care Management Services in a Patient Centered Medical Home 
(Kimberly Jones, LCSW; Nora Sharaya, PharmD, BCPS, BCACP) 
 
Introduction: Adequate continuity of care between inpatient and outpatient settings is essential to 
support safe and successful transitions for patients as they return to the community setting. Throughout 
this transition, patients can face many barriers that can put them at risk for unnecessary readmissions. 
Successful transitions for complex patients often require advance care coordination and a team effort in 
order to efficiently address patient barriers. As a patient-centered medical home, the Community Group 
Family Medicine and Residency program (CGFMC) delivers a comprehensive model of care through an 
inter-professional team.  
Objectives: In July 2014, CGFMC began delivering Transitional Care Management (TCM) services to our 
patients transitioning from the inpatient to the outpatient setting in order to maintain continuity of care 
and decrease patients' risk of readmissions.  
Methods: Services are designed to uphold the TCM billing requirements set by Medicare while providing 
team-based care to our patients who have returned to the community setting and have risk for 
readmission. Throughout the TCM services, patient's hospitalizations and care needs are assessed by a 
social worker, pharmacist, nurse care manager, and physician through both direct and indirect 
encounters. Patients are followed by the appropriate care team members throughout the first 30 days 
post discharge in order to intervene with barriers to care and support self-management of their 
conditions.  
Results: In the last year, the role of the nurse care manager has been developed and implemented 
throughout the clinic. Also, the annual data for 2016 shows a readmission rate of 13.1% out of the 84 
patients who completed an entire episode of TCM services.  
Conclusion: This presentation will outline our program design, the roles of each profession in the team-
based model, and provide updates on the developments of TCM services and data over the last year. 
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O14 Feel the Burn: UTIs and Antimicrobial Stewardship (Jason White, MD, MBA; Jafreen Sadeque, 
MD, MS; Eileen Rohrbach, PharmD; Kathryn Bachman, DO; Luke Pittman, MD, MBA; Allison Gilberts, 
MD; Sandra Peña, MD; Patrick King, MD; Nora Sharaya, PharmD, BCPS, BCACP) 
 
The goal of this project is to improve the antibiotic stewardship of resident physicians, namely to 
decrease the number of times resident physicians prescribe an antibiotic when there is no UTI on 
culture and/or when they prescribe an antibiotic which does not cover the infectious agent grown on 
culture. These changes will be effected by educating the residents about antibiotic stewardship and best 
practices for prescribing antibiotics via a lecture in January 2017 and by providing them with easy 
reference tools such as pocket cards and EMR dot-phrases. Baseline data will be gathered on the 
providers from the months of February and March of 2016, specifically by running a report for all 
encounters with resident providers where a dx code for the encounter refers to urinary tract infections 
and then reviewing all these encounters to determine what antibiotic, if any, was prescribed and if it 
was appropriate given the data available, such as urinalysis and culture data. The same data points will 
then be gathered for February and March of 2017 and the two will be compared to determine if the 
inappropriate use of antibiotics decreased. 
 
O15 Implementation of a Pharmacist-Driven, Emergency Department Culture Review at 
Community Hospital South (Eileen Rohrbach, PharmD; Jackie Frisz, PharmD Candidate) 
 
Introduction: Knowledge of evidence-based regimens, drug interactions, and formulary options as well 
as the ability to collaborate with patients and healthcare providers equip pharmacists for involvement in 
emergency department (ED) clinical functions, such as antimicrobial stewardship programs. Previously 
published studies have shown these programs decrease ED visits and 30-day readmission rates while 
reducing the time to positive culture review. Larger-scale impact on the hospital system can be observed 
secondary to minimized resistance development and improved resource utilization. The primary 
objective of this study is to compare and contrast readmission rates, process time, and antibiotic 
appropriateness between a nursing-driven and pharmacist-driven process for reviewing positive cultures 
in the ED of Community Hospital South.  
METHODS: A retrospective case-control study will compare pre- and post-implementation of a 
pharmacist-led ED microbial culture review process. Eligible patient will be identified through a 
computerized decisionsupport program which will include patients from June 1, 2016 through August 
31, 2016 and October 1, 2016 through December 31, 2016 for the pre- and post-implementation groups, 
respectively. Included patients will have been treated in the study hospital's ED and had a urine culture 
drawn that resulted positive within in the study timeframe. Excluded patients were those who were 
admitted inpatient or observation; those less than 18 years of age or greater than 89 years of age; and 
those with protected status. The following data will be collected: patient demographics; ED diagnosis; 
antibiotic allergies; cultured species and sensitives; antibiotic prescribed at discharge; time from positive 
culture to intervention by staff member; intervention required, if necessary; and ED visits or hospital 
admissions within 8 weeks. Data from the two study groups will be compared to identify any differences 
in readmission rates, process time, and antibiotic appropriateness.  
RESULTS/CONCLUSIONS: To be presented at the Multidisciplinary Scholarly Activity Symposium. 
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KEYNOTE SPEAKER 
Ileana Ponce-Gonzalez, MD, MPH, CNC - Executive Director, Community Health 
Worker Coalition for Migrants and Refugees 
 

 
Over the past 15 years Dr. Ponce-Gonzalez has been responsible 
for a wide range of professional activities, including academic, 
clinical and public health administration by managing and 
administrating public health programs in health service research, 
health disparities, health literacy, and human right advocacy in an 
effort to deliver quality health services, education, and 
behavioral training to populations that need these services the 
most. She has extensive experience working with diverse 
segments of the community as well as state and local 
government public health systems in three different countries: 
Nicaragua, Chile and the United States. 
 
Her areas of expertise include infectious diseases, community 
health and public health administration. She has more than 14 
years of experience in developing health care programs and 
outreach initiatives for underserved communities. Her 

experience is also focused on building collaborative networks, performing needs assessments, devising 
technical assistance programs, training programs for community health workers, and strategic planning. 
I am fluently in Spanish and English. 
 
In Nicaragua, Dr. Ponce-Gonzalez directed the Infectious Disease Prevention Program, focused on the 
prevention of STD, HIV/AIDS, STD, malaria, TB, and a wide-range of other tropical illnesses in Tipitapa, a 
rural village located in Managua. In the USA, she has been involved in numerous trainings and 
educational activities for health practitioners, and community health workers to address their principal 
social and health problems. 
 
Most recently Dr. Ponce-Gonzalez developed, coordinated and served as a Course Coordinator and 
Instructor for a 10-month webinar series conducted in Spanish on the Principles of Public Health for 
Community Health and Outreach Workers. As a Senior Advisor for Community Outreach for Group 
Health Research Institute she is responsible for integrating cultural competences and inclusion of 
underserved populations to establish and promote the Diabetes Self-Management for Adults with Type 
2 Diabetes in Yakima, Spokane and Tri-cities in WA. 
 
Dr. Ponce-Gonzalez is the Executive Director and founder of the Community Health Worker Coalition for 
Migrants and Refugees (CHWCMR) a passionate group of passionate volunteer dedicated to the 
promotion, empowerment, leadership, continuing education and integration of CHWs into the health 
care system to improve the quality of life of migrants, mobile poor and refugees.  
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