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I. LETTER FROM THE PROGRAM DIRECTOR

Welcome to the Banner Good Samaritan Medical Center's Internal Medicine Program, an Educational Innovations Project Program of the Residency Review Committee (RRC)!  Our Program, of which you are now a part, is one of 19 programs in the nation selected for its innovative ways of teaching and learning the discipline of medicine. This honor allows us a 10-year accreditation cycle with the RRC. Our residents play an integral part in improving patient care and resident education.  This manual, the Banner Good Samaritan Medical Center/Phoenix VAMC Internal Medicine House Staff Manual, and the policies contained within were designed by BGSMC/VAMC House Staff, Chief Residents, Faculty, and the Program Director.  The manual contains information specific to the Internal Medicine Residency Program and is a supplement to BGSMC Graduate Medical Education House Staff Manual  (which forms the basis of your contract) and the more generic Banner Employee Handbook.  Internal Medicine Residents and Interns and other House Staff who rotate on Internal Medicine services should be familiar with its contents.  Additional information about our program, the hospital, your schedule and curriculum is available on our website, www.goodsamim.com, and on New Innovations (see IM administrative staff).

Our Program has designed its rules and regulations to meet the educational needs of all house staff, while adhering to the policies and procedures set forth by the Accreditation Council for Graduate Medical Education (ACGME).  Just about every rule in this manual is based on a requirement for accreditation of our program.  Though some rules may seem tough, be assured that every other accredited program has a similar rule.  We have worked very hard to maintain our full accreditation, and have made possible your adherence to these requirements in the best way possible.  We expect that this manual and its contents will continue to evolve.  Your input is welcome, appreciated, and will be utilized. 

We look forward to being your professional family as you grow and learn in residency!

Cheryl W. O’Malley, MD

II. RULES AND REGULATIONS OF THE INTERNAL MEDICINE RESIDENCY

THE GENERAL COMPETENCIES

All accredited programs in all specialties around the country must ascertain that residents are provided the opportunity to achieve competency in the following areas during their residency.  During your residency you will have experience that will allow you to acquire competence in these areas.  The core rotations (Academic Medical Ward Services at BGSMC and VAMC, the outpatient experience) are those rotations which will provide the main opportunity to directly observe your progress and provide specific feedback on your achievement of competencies.    You will also be involved in the development of methods to document your having achieved these competencies. The competencies, along with the goals and objectives, should be reviewed at the start of every rotation. 
General Competencies from the Accreditation Council on Graduate Medical Education:

The residency program must require that its residents obtain competence in the six areas listed below to the level expected of a new practitioner.  Programs must define the specific knowledge, skills, behaviors, and attitudes required and provide educational experiences as needed in order for their residents to demonstrate the following:

1. Patient Care(PC) that is compassionate, appropriate, and effective for the treatment of health problems and the promotion of health.

2. Medical knowledge(MK)  about established and evolving biomedical, clinical, and cognate (e.g., epidemiological and social-behavioral) sciences and the application of this knowledge to patient care.

3. Practice-based learning and improvement (PBL&I)  that involves investigation and evaluation of their own patient care, appraisal and assimilation of scientific evidence, and improvements in patient care.

4. Interpersonal and communication skills(IP/CS)  that result in effective information exchange and collaboration with patients, their families, and other health professionals.

5. Professionalism(Prof), as manifested through a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to a diverse patient population.

6. System-based practice(SBP), as manifested by actions that demonstrate an awareness of and responsiveness to the large context and system of health care and the ability to effectively call on system resources to provide care that is of optimal value.

The Curriculum Committee meets every other month to review select rotations and assure they allow residents adequate resources and learning to achieve these competencies. Resident representatives sit on the committee as well. If you desire to participate, please see Dr’s. O’Malley or Gwisdalla.

REQUIRED ROTATIONS AND “CORE”  ELECTIVES
In the 3-year internal medicine residency there are required rotations and core electives. The required rotations, along with the year they are usually completed, are as follows:

· Emergency department (PG-1)

· Research (PG-2)

· Geriatrics (PG-3)

· VA Hospital and Consultative Medicine (PG-2 or 3)

· Good Sam Ambulatory (any)

· Cardiology (any)

· Neurology (any)

· Ambulatory Selective (PG-3): must complete 1 of the following prior to graduation

· CIGNA Urgent care

· VA Ambulatory

· Community Ambulatory*

· Business of Medicine/Private Practice*

· Homeless Clinic*

*= will need special arrangements

Residents are required to complete 4 of the following designated core electives:

· Endocrinology

· Haematology/Oncology

· Infectious Disease

· Nephrology

· Pulmonary

4 of the completed electives must have an ambulatory focus:

· Rheumatology

· VA Nephrology

· Outpatient Pulmonary

· Outpatient Cardiology

· Endocrinology

· Dermatology

· Women’s Health

· Allergy

· VA Haematology/Oncology

Please review the Curriculum Manual given to you for the specifics of each rotation. 

You are required to go over the goals and objectives for the rotation at the beginning of each. rotation.

RESIDENT DUTY HOURS

Since July 2003, our program has adhered to the mandatory ACGME duty hour limits with regard to the schedules and expectations by faculty and residents.  The program will assist you if you are exceeding your hours and will make necessary changes.  Please do not wait to be asked if you need assistance.  Contact your resident, attending or any of the faculty if you require assistance in managing patients, managing time, checking out post-call or adhering to the following rules. The definitions of these limits comes from the ACGME and are further defined in the following excerpts from the “frequently asked questions” document at http://www.acgme.org/acWebsite/dutyHours/dh_faqs.pdf.

Duty Hours:

1. Duty hours are defined as all clinical and academic activities related to the residency program, i.e., patient care (both inpatient and outpatient), administrative duties related to patient care, the provision for transfer of patient care, time spent in-house during call activities, and scheduled academic activities such as conferences.  Duty hours do not include reading and preparation time spent away from the duty site.

2. Duty hours must be limited to 80 hours per week, averaged over a four-week period, inclusive of all in-house call activities.

3. Residents must be provided with 1 day in 7 free from all educational and clinical responsibilities, averaged over a 4-week period, inclusive of call.  One day is defined as one continuous 24-hour period free from all clinical, educational, and administrative activities.

Adequate time for rest and personal activities must be provided.  This must consist of a 10-hour time period provided between all daily duty periods and after in-house call. 

“Duty hours must be limited to 80 hours per week.” 
Question: What is included in the definition of duty hours under the standard “duty hours must be limited to 80 hours per week.” 
Duty hours are defined as all clinical and academic activities related to the residency program. This includes clinical care, in-house call, short call, night float and day float, transfer of patient care and administrative activities related to patient care. For call from home, only the hours spent in the hospital after being called in to provide care toward the 80-hour weekly limit. 
Hours spent on activities that are required by the accreditation standards, such as membership on a hospital committee, or that are accepted practice in residency programs, such as residents participating in interviewing residency candidates, must be included in the count of duty hours. It is not acceptable to expect residents to participate in these activities on their own hours; nor should residents be prohibited from taking part in them. 
Duty hours do not include reading, studying, and academic preparation time, such as time spend preparing for presentations or journal club, that is spent away from the patient care unit. 

“Residents must be provided with 1 day in 7 free from all educational and clinical responsibilities.” 
Question: The common duty hour standards state that residents must be provided with 1 day in 7 free from all responsibilities, with one day defined as one continuous 24-hour period. How should programs interpret this standard if the “day off” occurs after the resident‟s on-call day? 
Answer: The common duty hour standards call for a 24-hour day off. Many RRCs have recommended that this day off should ideally be a “calendar day,” e.g., the resident wakes up in his or her home and has a whole day available. RRCs also have noted that it is not permissible to have the day off regularly or frequently scheduled on a resident‟s post-call day, but understand that in smaller programs it may occasionally be necessary to have the day off fall on the post call day. Note that in this case, a resident would need to leave the hospital post-call early enough to allow for 24 hours off duty. E.g., if the resident is expected to return to the hospital at 7 am the following day, the on-call session day he/she would need to leave at 7 am. Because call from home does not require a rest period, the day after a pager call may be used as a day off. 

“Adequate time for rest and personal activities must be provided. This should consist of a 10 hour time period provided between all daily duty periods and after in-house call.” 
Question: The required 10-hour rest period continues to be problematic for my program. How does the ACGME interpret this common duty hour standard? 
Answer: The language of this requirement states, “Adequate time for rest and personal activities must be provided. This should consist of a 10-hour time period…” “Should” is used when a requirement is so important that an appropriate educational justification must be offered for its absence. An interpretation of what constitutes “appropriate justification” cannot be made a priori, but allowing added time for important didactic lectures or cases with particular educational value are examples most RRCs would consider appropriate. It is important to remember that when an abbreviated rest period is offered either regularly or under special circumstances, the program director and faculty must monitor residents for signs of sleep deprivation. 

“In-house call must occur no more frequently than every third night, averaged over a four-week period.” 
Question: What is the definition of “on-call duty”?
Answer: On-call duty is defined as a continuous duty period between the evening hours of the prior day and the next morning, generally scheduled in conjunction with a day of patient care duties prior to the call period. Call may be taken in-house or from home, but home call is appropriate only if the service intensity and frequency of being called is low. Scheduled duty shifts (generally 8, 10 or 12 hours in length), such as those worked in the ICU, on Emergency Medicine rotations or “night float” are exempt from the requirement that call be scheduled no more frequently than every third night. 

“Continuous on-site duty, including in-house call, must not exceed 24 consecutive hours. Residents may remain on duty for up to 6 additional hours to participate in didactic activities, transfer care of patients, conduct outpatient clinics, and maintain continuity of medical and surgical care as defined in the Program Requirements.” 
Question: How is the 24-hour limit on in-house call duty applied? 
Answer: The activity that drives the 24-hour limit is “continuous duty.” If a resident spends 12 hours in the hospital caring for patients, performing surgery, or attending conferences, followed by 12 hours on-call, he/she has spent 24 hours of “continuous duty” time, and is limited to up to 6 additional hours during which their activities are limited to participation in didactic activities, transfer care of patients, conduct outpatient clinics, and maintain continuity of medical and surgical care as defined in the Program Requirements.” 

Question: What is the ACGME’s interpretation of the use of the added period of up to six hours at the end of a 24-hour duty and on-call shift? 
Answer: The goal of the added hours at the end of the on-call period is to promote didactic learning and continuity of care, including ambulatory and surgical continuity. Some RRCs have exempted longitudinal care experiences and experiences that promote peri-operative or care continuity. Clarifying language for activities that are permitted during the up to six hours after the end of the 24-hour period for each core core specialty can be found on the ACGME’s Website (“RRC-specific duty hour language).” 

Averaging of Selected Standards over a 4-Week Period 
Question: How should the averaging of the duty hour standards (80-hour weekly limit, one day off in 7, and call every third night) is handled? For example, what should be done if a resident takes a vacation week? 
Answer: A recurrent question concerns the averaging period that applies to the 80-hour weekly limit, and the requirements that one day in seven be free from all program duties and that in-house call be no more frequent than every third night. Averaging must occur by rotation, either a four-week or a one-month period, or the period of the rotation if it is shorter than four weeks. Where rotations are less than four weeks in length, averaging must be done over these shorter assignments. This avoids heavy and light assignments being combined in achieve compliance. 
If a resident takes vacation or other leave, ACGME requires that vacation or leave days be taken out of the numerator and the denominator for calculating duty hours, call frequency or days off (i.e., if a resident is on vacation for one week, the hours for that rotation should be averaged over the remaining three weeks). The standards do not permit a “rolling average,” because may mask compliance problems by averaging across high and low duty hour rotations. The rotation with the greatest hours and frequency of call must comply with the common duty hour standards. 
The program requirements for Internal Medicine do not permit averaging of the interval between in-house call. It is useful to remember that ACGME expects that duty hours during the rotation with the greatest hours and frequency of call comply with the common standards. 

Question: Our residents engage in “in-house moonlighting.” Which ACGME duty hour standards apply? 
Answer: For internal moonlighting, the combined hours of residency education and internal moonlighting must comply be at 80 or fewer hours, averaged over four weeks. None of the other numeric standards (e.g., 10 hours rest period, 1 in 7 free of all programs responsibilities) apply. However, the expectation is that the residents total hours spent in-house will not exceed what is advisable from a patient safety and resident learning perspective. 

Duty Hours Limits and Research and Other Non-Patient Care Activities 
Question: How do the ACGME common duty hour standards apply to research activities? 
Answer: The ACGME duty hour standards pertain to all required hours in the residency program (the only exceptions are reading and self-learning and time on call from home during which the resident is not required to be in the hospital). Research of up to 6 months scheduled during one or more of the accredited years of the program is required in many specialties and may also contain a clinical element. When research is a formal part of the residency and occurs during the accredited years of the program, research hours or any combination of research and patient care activities must comply with the weekly limit on hours and other pertinent duty hour standards. 

There are only two situations when the ACGME duty hour standards do not apply to research. One is when programs offer an additional research year that is not part of the accredited years. In this case the ACGME standards do not apply to that year. The other case is when residents conduct research on their own time, which makes these hours identical to other personal pursuits. The combined hours spent on self-directed research and program-required activities should meet the test for a reasonably rested and alert resident when he or she participates in patient care. 

Question: A journal club is held in the evening for 2 hours, outside the hospital. It is not held during the regularly scheduled duty hours, and attendance is strongly encouraged but not mandatory. Do these hours count toward the 80-hour weekly total? 
Answer: If attendance “strongly encouraged,” the hours should be included because duty hours apply to all acquired hours in the program, and it is difficult to distinguish between “strongly encouraged” and required. Another way to look at it is that such a journal club, if held weekly, would add two hours to the residents weekly time, and a program where two added hours result in a problem with compliance with the duty hour standards likely has a duty hour problem. 

Monitoring: The program is continually assessing compliance with the duty hour limits.  These are through informal conversations, direct observation, anonymous “PICs”, monitoring by the department of medical education and monthly reporting.  Monthly reporting is different at the 2 institutions.  

· BGSMC: You should keep track of your hours, as you will receive e-mail on-line surveys from the program that you must complete.  This will allow us to document your hours and look for unanticipated problem areas.  
· VAMC: Resident work hours can be tracked based on computer log-in and log-out times.  The APDs at the VA will compile these data monthly.  
Any problems that are identified will be acted on promptly to minimize any future violations.  
ADVANCEMENT CRITERIA FOR INTERNAL MEDICINE

Program Director Ratings of Clinical Competence

Individual resident overall competence, moral ethical behavior and performance in the 6 competencies is assessed in an on-going basis as discussed in other areas of this manual.  This performance is reported to the American Board of Internal Medicine (ABIM) in approximately June of each year using the following ratings.  The outcomes regarding credit for the year or expected follow up are including in the following tables.    
ABIM Definitions for Ratings

Superior: Far exceeds reasonable expectations. 

Satisfactory: Always meets and occasionally exceeds reasonable expectations.
Marginal: Meets some expectations but occasionally falls short.

Unsatisfactory: Consistently falls short of reasonable expectations.
	Overall Clinical Competence

	Ratings
	R-1 and R-2
	R-3
	Fellows
(any year)

	Satisfactory
	Full credit
	Full credit
	Full credit

	Marginal
	Full credit for one marginal year.
Repeat one year if both R-1 and
R-2 are marginal
	Not applicable
	Not applicable

	Unsatisfactory
	No credit, must repeat year
	No credit, must repeat year
	No credit, must repeat year


	Moral and Ethical Behavior

	Ratings
	R-1 and R-2
	R-3
	Fellows
(any year)

	Satisfactory
	Full credit
	Full credit
	Full credit

	Unsatisfactory
	Repeat year or, at the Board's discretion, a period of observation will be required
	Repeat year or, at the Board's discretion, a period of observation will be required
	Repeat year or, at the Board's discretion, a period of observation will be required

	Evaluation of General Competencies*

	Ratings
	R-1 and R-2
	R-3
	Fellows
(any year)

	Satisfactory
	Full credit
	Full credit
	Full credit

	Unsatisfactory
	Full credit
	No credit, must repeat year
	Must repeat year if during final year of required training


*The six required components are: (1) patient care (which includes medical interviewing, physical examination, and procedural skills), (2) medical knowledge, (3) practice-based learning and improvement, (4) interpersonal and communication skills, (5) professionalism, and (6) systems-based practice.

ABIM Policies and Procedures
Notification to Residents and Fellows
Trainees rated as unsatisfactory (see ratings, above) will be informed by the Board that the year of unsatisfactory training will not be credited toward the requirements for admission to the certifying examinations.

Residents who receive marginal ratings in the R-1 year will be notified that if they receive a second marginal rating, they will be required to complete an additional year of training to meet the Board’s requirements for admission to the certifying examination.

Residents who repeated training at the same level will be informed that they will not receive credit for the additional year(s) of training completed at the same level.

As specified by ACGME in Essentials of Accredited Residencies in Graduate Medical Education, trainees must receive due process at the educational institution.
In the event that a trainee disagrees with the rating, the Board will advise the trainees to seek and complete that institution’s due process procedure.

Internal Medicine Roles and Responsibilities by Post Graduate Year 

All of the following roles and responsibilities pertain to Banner Good Samaritan Medical Center, the Carl T. Hayden Veterans Affairs Medical Center and all other clinical settings through which the resident may rotate.

First Year:

· By the end of the first year the resident will demonstrate the ability to supervise first year residents and medical students and demonstrate effective leadership skills.  [MKnow, Prof, PracBLI]

· Internal Medicine residents usually begin their residency immediately after graduating from medical school.  As such they are expected to perform a generic history and physical, establish a differential diagnosis and initial diagnostic and treatment plan using basic concepts and principles learned in their several medical school core clerkships. [PCare, MKnow,]
· In contrast to a medical student who participates in activities primarily to learn, the first year resident is expected to assume responsibility for the care of the patient.  This means that s/he reports to the designated clinical setting at the proper time, dressed in appropriate attire, answers pages promptly, responds promptly to emergencies, sees patients in a timely manner, maintains good written notes in the chart, takes call as assigned and contributes as a team member.  [PCare, IPComm]
· The resident will demonstrate knowledge and use of policies and procedures of the departments through which he or she rotates at both Good Sam and the Veterans Affairs Medical Center relevant to the care of their patients.  Specific attention will be given to the appropriate use of restraints. [PCare, PracBLI, SystBP]
· On various rotations throughout the first year, operating in the ambulatory setting, emergency center and medical and surgical floors, the resident will demonstrate increasing fluency in basic patient management skills with multiple patients which include interviewing and physical examination skills gathering information relevant to the problem(s), writing orders and progress notes, obtaining and interpreting laboratory, imaging and other studies, such as electrocardiography. [PCare, MKnow, IPComm, ProbBLI]

· The resident will demonstrate the capability of establishing a relationship with the patients that engenders trust and will demonstrate early skill in counseling and instructing patients.  [PCare, MKnow, IPComm, Prof]

· The resident will demonstrate effective communication with other health care professionals in the coordination of care of patients.   [MKnow, IPComm, PracBLI]

· As the resident progresses through the first year he or she will increasingly demonstrate that the information he or she gathers automatically fits into a conceptual working framework – as opposed to going through a checklist -- showing the ability to expand his or her differential diagnosis and proposed alternative treatment plans used in discussion with the clinical team.  The resident will be able to articulate common complications of the diagnostic and treatment plans.  [MKnow, IPComm, ProbBLI]

· The resident will demonstrate capability of prioritizing multiple demands based on potential serious consequences with a priority ranking of: (1) important (consequential) and urgent, (2) important and less urgent, (3) urgent and less consequential, and (4) neither important nor urgent, by effectively evaluating the situation and negotiating a mutually satisfactory plan of action.   [Mknow, IPComm, ProbBLI]
· The resident will show improving time management skills throughout the first year associated with the above ability to prioritize tasks.  [PCare, MKnow, PracBLI]

· The resident will be able to determine when s/he does not have necessary knowledge and skills and to whom she or he can turn in a timely manner. [PCare, MKnow, Prof, PracBLI]

· The resident will demonstrate an understanding of the capabilities and limitations of the medical inpatient and emergency department personnel.  [PCare, MKnow, PracBLI]

· The resident will demonstrate the ability to monitor the course of the disease(s) of patients under their care using appropriate historical, physical, laboratory, imaging and functional findings and documenting these in the patient’s chart.  [PCare, MKnow, IPComm]

· In the ambulatory clinic, the resident will develop the ability to progress from gathering clinical data on the patient to generating workable assessments and plans for discussion with the supervising attending physician utilizing evidence from the literature for justifying management decisions.  [PCare, MKnow, ProbBLI]

· In the ambulatory clinic, the resident will develop the ability of performing routine health maintenance services that are age and gender specific in a timely manner.  [PCare, MKnow, ProbBLI]

· The resident will demonstrate early awareness of activities used to prevent adverse drug events.  [PCare, MKnow, PracBLI]

· The resident must be signed off as being able to proficiently perform: basic cardiopulmonary resuscitation, cardiac defibrillation, sampling arterial and venous blood, paracentesis, thoracentesis, lumbar puncture, breast examination, pelvic examination and rectal examination.   [PCare, MKnow, PracBLI]

· The resident will demonstrate the ability to do an electronic literature search gathering evidence for relevant clinical questions.  [MKnow]

Second year:

· By the end of the second year the resident will demonstrate that he or she is able to manage the great majority of patients semi-independently with consultation through telephone contact.  [PCare, MKnow, IPComm]

· At the beginning of the second year, the resident will have achieved all of the performance capabilities described under the first year.   [PCare, MKnow, IPComm, Prof, PracBLI, SystBP]

· The resident will demonstrate the ability to manage an increasing number of patients by automatically performing a focused history and physical eliciting the salient features of the patient’s problem and by prioritizing daily tasks.  [PCare, MKnow, PracBLI]

· The resident will demonstrate the ability to lead a ward team by:

· assessing each first year resident’s and medical student’s strengths and weaknesses and by filling in where needed to provide good patient care;

· reviewing each workup by a first year resident or medical student, giving feedback for improvement and putting the case into the perspective of what is known about the presenting problem or the specific diagnosis; 

· developing a broad differential diagnosis; and

· providing a balanced workload so that all will get good experience and time for conferences and reading.  [PCare, MKnow, IPComm, PracBLI, SystBP]

· The resident will demonstrate the ability to “run a code.”  [PCare, MKnow]

· The resident will demonstrate the ability to relate effectively with various people who comprise the clinical team both on-site on the specific ward where the patient is located and off-site with people who will be involved in the care of the patient, such as radiology personnel, taking into account their strengths and weaknesses.  [PCare, MKnow, IPComm, Prof, PracBLI]

· The resident will demonstrate increasing skill in assessing and managing critically ill patients so that his or her interventions become more and more effective.  [PCare, MKnow]

· The resident will demonstrate the ability to effectively triage patients.  [PCare, MKnow, IPComm]

· In the ambulatory setting, the resident will demonstrate the ability to gather information relevant to the problems at hand and develop an assessment and plan that is reasonably congruent with the supervising attending physician’s in all common and moderately common ambulatory medical problems and be able to justify the management based on scientific evidence.  [PCare, MKnow]

· In the ambulatory clinic, the resident will act in a manner showing that she or he takes individual responsibility – or “ownership” – of the patients assigned to their panel.  [PCare, MKnow, Prof, PracBLI]

· In the ambulatory clinic, the resident will develop the ability to distinguish between those patients with acute problems requiring admission and those that can be followed in the ambulatory setting that is congruent with the supervising faculty physician.  [PCare, MKnow]

· The resident will demonstrate the ability to conduct audits on clinical charts.  [MKnow, Prof, PracBLI]

· The resident will demonstrate the ability to see an average of 5 patients per half day in the ambulatory clinic.  [PCare, MKnow]

· The resident will demonstrate that she or he has provided necessary documentation for clinical management and to support the level of evaluation and management (E&M) service charged.  [PCare, MKnow, PracBLI]

· By the end of the year, the resident will be able to manage referrals to consultants, formulary issues with health plans, case management issues and literature searches for important clinical questions requiring evidence-based support.  [PCare, MKnow]

· The resident will demonstrate the ability to present cases at morning report and to give a brief synopsis of the disease at hand.  [PCare, MKnow]

· The resident will demonstrate the ability to do a literature search on a relevant clinical question and present that in conference.  [PCare, MKnow]

· The resident will demonstrate the ability to be available and capable of effectively responding to nurses’ questions and concerns as well as effectively relating with a broad group of specialists in the management of the patients under their care.  [PCare, MKnow, PracBLI,]

· The resident must be signed off as being competent in arterial pressure monitoring and skin punch biopsy.  [PCare, MKnow]

· The resident will demonstrate the ability to mentor more junior residents and medical students.  [PCare, MKnow, IPComm]

· The resident will demonstrate the ability of evaluate and manage common medical emergencies.  [PCare, MKnow, IPComm]
Third year:

· By the end of the year the resident will demonstrate the capability of performing as a competent, independent general internist who is capable of entering subspecialty training as desired.  [PCare, MKnow, IPComm, Prof, PracBLI, SystBP]

· At the beginning of the third year, the resident will have achieved all of the performance capabilities described under the second year.  [PCare, MKnow, IPComm, Prof, PracBLI, SystBP]

· The resident will demonstrate the ability to effectively triage unstable inpatients to the critical care unit, telemetry or to general medical unit.  [PCare, MKnow, IPComm]

· The resident must demonstrate intermediate capability, i.e., know indications and contraindications and perform the procedure under direct supervision, with deep venous catheter insertion, Swan-Ganz catheterization insertion, oral or nasal airway intubation and flexible sigmoidoscopy.  [PCare, MKnow]

· The resident will demonstrate the capability of managing a team by being available when needed but by not being overbearing or micromanaging.  [PCare, MKnow, Prof, PracBLI]

· The resident will demonstrate the ability to have a different style needed to manage an outpatient where mutual agreement between the patient and physician is required in contrast to the inpatient setting where the physician deals with a passive patient as in the intensive care unit or one where patient cooperation is expected in less serious inpatient situations.  [PCare, MKnow, Prof, PracBLI]

· In the ambulatory clinic, the resident will demonstrate the ability to see 6 to 8 patients in a half-day session with increasing autonomy.  [PCare, MKnow]

· The resident will demonstrate the ability to relate to patients both in addressing disease issues and illness issues, i.e., how the patient and family respond to being sick -- with caring and compassion all the while addressing the patient’s expectations.  [PCare, MKnow, IPComm, Prof]

· The resident will demonstrate the ability to address patients’ and their families’ issues and reach a resolution that is mutually satisfactory.  [PCare, MKnow, IPComm, Prof]

· The resident will become facile in relating with patients in sensitive areas such as domestic violence and sexual activity.  [PCare, MKnow, IPComm, Prof]

· The resident will demonstrate the capability of evaluating and managing uncommon medical emergencies.  [PCare, MKnow]

· The resident will demonstrate proficiency in mentoring more junior residents and medical students. [PCare, MKnow, Prof]

· The resident will effectively interact with all members of the team having responsibility for managing medical patients at Good Sam and Phoenix VAMC and managing the Internal Medicine Residency program.  [IPComm, PracBLI, SystBP]

· The resident will effectively deal with appropriate people within Good Sam and Phoenix VAMC who impact patient care or the operation of the Internal Medicine Residency program including participating and contributing to departmental and institutional committees.  [SystBP]

· The resident will demonstrate the capability of using a wide variety of available community resources.  [PCare, MKnow]

· The resident will demonstrate the capability of consulting as a general internist on patients cared for by other specialties demonstrating effective professional and interpersonal communication skills.  [PCare, MKnow, IPComm]

· The resident will demonstrate the ability to engage multiple resources in Banner Health System, the Veterans Affairs system and the community to facilitate the care of the patient.  [PCare, MKnow, IPComm, Prof, SystBP]

III. RESIDENT PERFORMANCE AND EVALUATION

THE ROLE OF THE ADVISOR 
Each of you has been assigned a faculty advisor.  The role of the advisor is to meet with you to review your evaluations from rotations, procedures you performed, your input concerning the program, and your plans for the future. Mandatory meetings with your advisor must occur at least three times a year; more frequently is better.  You are responsible for setting up these meetings and making sure they occur.  Recommended meeting times are in September by phone, January or February in person (after inservice exams are back) and April/May in person to plan schedules. 
If necessary, the advisor will also tend to issues requiring corrective feedback that arise through evaluations, Program Issues of Concern (PIC, see page 22), or other means. Resident and advisor will meet and use the “Work Up Cycle” (see Appendix 2) to address the concern.

Serious issues requiring probationary status will be addressed by the Resident Advisory Committee, Graduate Medical Education Committee, or Program Director as appropriate.

A faculty mentor is any faculty member of your choice with whom you feel comfortable addressing your professional and/or personal goals. As your advisor assures you are functioning at an appropriate level for your training, your faculty mentor will help you develop your portfolio and other professional development, in addition to being your confidant and advocate. This may or may not be the same person as your advisor.

MULTISOURCE EVALUATION

It is important for physicians to receive feedback from multiple sources in order to improve their skills. You will be evaluated by patients, peers, and clinical/support staff at your continuity clinic as well as on some of your core clinical rotations. Your ongoing care of your continuity clinic patients will also be assessed using performance measures and these will be included in your evaluation. You are encouraged to develop improvement plans for any areas that are deemed insufficient.  
· It is your responsibility to solicit feedback from your attendings throughout the month.

· It is important to review your evaluation with your attending before leaving the service via New Innovations. 
EVALUATING FACULTY ATTENDINGS AND THE PROGRAM

The program believes it is imperative to the well-being of its faculty and residents, and for the maintenance of its strengths, to be evaluated for continuous improvement. Resident evaluation of their attendings and the program are confidential and can be found on New Innovations. Ask the internal medicine staff for help.

PROGRAM ISSUES OF CONCERN (PIC)
The Program believes it is important to offer a forum for residents and faculty to provide corrective feedback about the Program, a faculty member, or a colleague in a secure, anonymous fashion. One important goal of the PIC is to allow a forum to constructively document issues, and discourage idle negative talk. To this end, the faculty has created the web-based “Program Issues of Concern” form. 

What is the procedure for completing a PIC?

· First attempt to resolve the issue by talking to the person concerned or your supervising attending. As is most often the case with disagreements, whenever possible they should be handled in a professional manner between the two parties. However, if you are uncomfortable dealing with the problem in this manner, you may utilize the PIC form.
· The form is located on the goodsamim.com website under “Advisor/Resident forms”. 
· The password is gsphoenixim.
What happens next?

· Once a PIC is filed, it is forwarded to the Program Director, the chairperson of the RAC (see below), and select committee members for review. 
· The PIC will then be discussed with the person involved either by their supervising attending, faculty advisor or the Program Director. 
· If the concern is major it is put on the agenda to be discussed at the RAC. 

If you have any questions about how to deal with conflict, particularly with attendings, please contact one of the junior faculty or your advisor.
RESIDENT ADVISORY COMMITTEE

The Resident Advisory Committee (RAC) meets monthly and is chaired by one of the Internal Medicine faculty and is comprised of the Program Director and Core Faculty from both Banner Good Samaritan and the VAMC. The objective of this Committee is to assure that each resident is progressing appropriately and achieving the milestones and Competencies as outlined by the ACGME. Sometimes issues regarding individual residents arise that are beyond the scope of the Junior Faculty or Faculty Advisor. These issues include but are not limited to academic difficulty, professionalism issues, social problems, or moral and ethical behavior. Concerns are discussed in a confidential manner and then discussed with the faculty advisor. In some instances it may be necessary to have the resident attend in order to set common goals and objectives between the individual and the Program. In addition, all moonlighting requests must be approved by the RAC prior to start.

The “Work-Up Cycle”

The “Work-Up Cycle” is a tool used by the resident, with the assistance of his/her faculty advisor, to remedy the areas of concern. See Appendix 2.
PROCEDURAL SKILLS
For certification in internal medicine, the ABIM requires that candidates must be judged competent by their program directors in performing procedures; understanding their indications, limitations, contraindications, and complications; and interpreting their results. While there is no direct correlation of the number of times procedures must be performed to achieve competence, it is generally accepted that competency increases with the number and frequency of procedures performed.  Therefore, those residents that intend to perform these procedures during and after their training should take advantage of every opportunity to perform them, even after achieving a minimum level of competency.  The Board recommends, and our program mandates, that each procedure be performed successfully under direct supervision on three separate occasions before being attempted alone. The following is a list of procedures that can be performed by physicians trained in Internal Medicine:

· Advanced cardiac life support (documentation by the American Heart Association of successful training within the teaching institution is accepted) 

· Abdominal paracentesis

· Arterial puncture  

· Arthrocentesis of the knee joint 

· Breast exams

· Central venous catheter placement 

· Electrocardiogram interpretation

· Lumbar puncture 

· Nasogastric intubation

· Pap smear and endocervical culture

· Peripheral intravenous catheter placement

· Rectal exams 

· Thoracentesis

Other Procedures: Residents can benefit from the opportunity to achieve competence in additional procedures that may be required in future practice settings. These may include arterial line placement, cryosurgical removal of skin lesions, elective cardioversion, endotracheal intubation, skin biopsies, soft tissue and joint injection, temporary pacemaker placement, treadmill exercise testing, and interpretive skill in ambulatory electrocardiography, ambulatory blood pressure monitoring, chest roentgenograms, and spirometry.

For the complete summary of indications, complications, and contraindications of each procedure, please see Appendix 12.
Throughout your residency, you will attain competency in:

· The decision making process (understanding of the indications and contraindications of procedures)

· The ability to obtain an informed consent

· The ability to interpret results of these tests

· The ability to recognize and manage complications

Actively pursue your education in procedural skills.  Housestaff have the right to perform all of the internal medicine procedures that teaching patients need to undergo after seeking the attending’s approval.  Remember, you also have the right to be supervised by an attending physician or other appropriate individual any time you feel uncomfortable with your skills in performing a specific procedure. Whenever possible, the patient’s attending should be physically present during the procedure.  In the event that the patient’s attending is not available to supervise you, you may call one of the SAFA intensivists or the chief resident. 

Obtain informed consent yourself.  The nurses should never be asked to obtain consent, because they cannot explain the risks and benefits of the procedure - crucial factors of an "informed" consent.  If the patient has impaired decision-making ability, the person holding medical power of attorney should give consent. If unavailable, then a surrogate decision-maker must be found. In the state of Arizona, the order of decision-makers is spouse, then adult children, then parents, then siblings, then domestic partner. Call Risk Management if unable to establish a surrogate. If no family members are available, two physicians not involved in the patient's care may provide written concurrence with the planned procedure.  At the VAMC, the Chief of the Medical Service may provide written concurrence. You are required to note that you explained the indications, contraindications, and possible risk and complications to the patient (or available family members, if the patient is not able to provide informed consent).  If a family member is available by telephone, document in the chart that verbal consent was obtained.
Know when you need supervision.
· Oral or nasal intubation may be performed without supervision only in emergency situations.  Otherwise, trauma anesthesia or one of the intensivists should be present during intubation.  

· Central venous catheters and Swan Ganz catheterization should only be performed under supervision unless:

· in emergency situations or
· After the attending and resident have agreed to no supervision on a given patient.  This discussion should happen for each patient REGARDLESS of how many procedures the resident has done.  This will take into consideration the attending’s availability, the resident’s comfort level, the patient’s favorable anatomy, etc.

· Interns should never perform either of these procedures without supervision.
· Flexible sigmoidoscopy should be performed by residents expressly under supervision of an attending or GI Fellow

· Complete a Time Out form. This procedure helps reduce medical errors by taking a “time out” prior to beginning the procedure. The template is on Cerner and includes verification of patient name, type of procedure, correct site, indication, etc.

Write and dictate a procedure note including: indication, informed consent obtained, time out completed, names and functions of each physician involved, supervising physician, pertinent physical findings (i.e., Allen test when performing radial arterial cannulation), anesthesia, sterile technique and anatomic location of procedure, any specific data obtained (i.e., opening pressure on lumbar puncture), complications, and planned follow-up.

Document the procedure on New Innovations for each procedure you perform (only one resident per procedure please). The procedure will automatically be forwarded to the supervising physician for cosignature. Be sure to document each procedure, even after you have completed three or feel confident in performing procedures. 
· Remember, it is your responsibility to maintain documentation of your procedures. They must be logged whether you performed, supervised, or observed the procedure. This is essential for you to obtain procedural privileges when you complete training.  If you have not documented an adequate numbers of procedures, the program cannot support your request for procedural privileges. The program will be able to provide you with a report at the end of residency documenting procedural competence. 

IV. DUTIES, RESPONSIBILITIES AND GENERAL GUIDELINES FOP BANNER GOOD SAMARITAN MEDICAL CENTER INTERNAL MEDICINE WARD SERVICE
 THE AVERAGE WORKDAY

· You must arrive at the hospital in time to see all of your patients and complete pertinent tasks, including discharge paperwork and daily progress notes, in time to attend morning report at 9 am. This should be no later than 6:45 am and may not violate ACGME work hour limits.   Read updated check-out sheet and page the post-call house officer as needed for details on overnight issues. Prioritize your day so that sickest patients and those to be discharged that day are seen first.

· Residents - Text the chief with your census by 7:30 AM every weekday.  Co-residents will do this on off days.

· Work rounds start at 7:00 AM and continue throughout the day.  There are three essential elements of successful patient care:
· Communication.  Interns should round on each of their patients with their resident every day.  In addition, communicate with that patient’s attending and subspecialists (as needed) each day. 

· Compulsive data gathering.  Know your patients better than anyone else.  Take an ongoing history, and perform an appropriate physical examination early every day.  Know results of all lab and radiology tests before the attending does (if possible!).

· Assimilation of data and creation of a plan of care. Take the initiative!  This will occur naturally if you can beat the patient's attending to the bedside each day. Attendings make efforts not to write orders on teaching patients.

· Other critical components of work rounds:

· Medication reconciliation. Reconcile patient’s home meds at admission, transfer to/from ICU, and on discharge to ensure patient safety.

· Multidisciplinary team approach. Discharge planning starts on day of admission so engage case management, PT, OT, and other services early. 

· View your own imaging and follow up on pathology and microbiology daily.  

· Morning report is from 9:00-10:00 AM Monday – Thursday.  The monthly schedule of resident presentations is given out during ward orientation. Attendance is required for interns and residents and will be recorded daily. Please be on time.
· Internal Medicine Grand Rounds is held from 8:00-9:00 AM at Good Samaritan and 11:00-12:00 at the VA every Friday.  Attendance will be recorded and is mandatory. 
· Residents and interns rotating on the ICU/CCU rotation, Emergency Room rotation, and all off-campus electives are not required to attend Morning Report or Internal Medicine Grand Rounds, but are encouraged to attend as time and responsibilities permit.

· Attending Teaching Rounds usually last for 60-90 minutes and should occur late in the morning.  Be prepared to present and discuss patients and other topics, depending on the attending. You are highly encouraged to do research on topics pertaining to your patients and bring articles for the group to discuss. 

· Noon conference is from 12:00 p.m. to 1:00 p.m. Monday – Thursday at Good Samaritan.  You must attend at least 60% of these conferences each academic year.  
· Your attendance will be recorded at all conferences.  The chief residents will track the dates that you are excused due to being post call, in clinic, on an away rotation, etc. and these will be factored into your attendance report.  If there is a consistent problem with attendance, you will be referred to the Resident Advisory Committee (see page 49). See also Section on Conferences. 
DAYS OFF 

SEE “SCHEDULING ISSUES”, PAGE 67
ON CALL
General:
· Residents will be responsible for knowing and managing all the patients on both intern A and intern B’s lists (i.e., the whole Orange team is yours).
· Admitting:

· On call: 4pm-7am.  

· Pre-call:  7am-noon.  Expect to get at least 1 pt each (unless very high census).  If you have an especially low census compared with other teams, you may get up to 2 pts each.

· Other days:  7am-4pm.  Each intern can take up to 3 pts.

· Who can give you patients:  AMS, DVMA, Jasser, Hepatology, Pulmonary Associates, direct admits from clinic, ICU transfers from SAFA/DVMA.   (NO SIP/API or IPC.)

 
Overnight Call:

· Call schedule: q5 days.  There will be a day & a night resident for call.  At the beginning of the month the teams will meet to choose days off and for residents to decide on the call schedule.  One resident will take the first call night, the other the next, and so forth (or you can each to 3 in a row, etc).  Residents must work out the call schedule amongst themselves.  Also, since each resident will be home during the day every other call day, residents will not be permitted to take days off during the week except for extenuating circumstances, which must be cleared with both the AMS attending and the GS chief.

· How the system works:  

· On a call day, Resident A will come in the morning and supervise both interns, help them with notes, attend rounds, discharge patients, etc (the usual daily activities).  Resident B will stay home during the day (“resting”) and will arrive at the hospital at 7pm.  

· Resident B will meet with Resident A at 7pm to receive sign out on the old patients & on new admissions that have come in so far that evening.  Resident B will then assist the interns with any additional new admissions & cross-cover issues the rest of the call.  

· Resident A will finish up work with the old patients & with any new patients that have already arrived, and will leave around 8-8:30pm.  Resident A should return to the hospital before 7am to meet with Resident B to learn about the new patients.  Post-call, both Resident A &B will assist the interns with notes and other duties, attend rounds, and ensure that the interns have left the hospital by no later than 1 pm.  Resident B will assist Resident A with some follow-up work, discharges, etc before signing out to Resident A & leaving the hospital by 1pm.

· Resident A will remain in the hospital until 4 pm.  They are responsible for seeing all of the patients and following up on all of the tests, consults, etc.  Resident A will check all patients out to the call team at 4pm.   

· The next call day, Resident A and B will switch; Resident A will stay overnight while Resident B is the day-call person.

· Residents are responsible for independently admitting patients after their interns have capped. (Interns cap at 5 new pts/shift and/or 12 total pts on their census).

· Residents can close their service to new admissions only after they have admitted 10 new patients (either with their interns or independently).  Any additional patients that were admitted after each call intern has capped will be re-distributed to other teams in the morning.
Admit Pager:

· Post-post team holds from 7am-4pm (divide days evenly between the 2 residents).
· The resident holding the pager is responsible for distributing the patients in a fair manner … you should take into account each resident’s/team’s census, whether or not an intern/resident is off, etc.

· Start with the pre-call teams first.  The pre-call teams can get 1-2 pts each (the usual is 1 each, but can get zero if have a very high census & no discharges, and can get 2 each if they have a very low census compared with the other teams).

· After pre-call is full (or after Noon), start with the day team with the lowest census and give out pts in order of lowest(highest census.  Can double up on a team with a low census prior to giving a pt to a team with a high census, but don’t stack up too many in a row or too close together.

· Remember, if you’re not dividing them up fairly, your colleagues will notice and return the favor when they’re holding the pager.  

 Outreach:

· Outreach takes calls from other hospitals in the valley & in AZ who want to transfer patients to Good Sam.  They can tell you where the pt is coming from, if/where they have a bed, the admitting diagnosis, & sometimes an ETA.   Their extension is x4444.

· The AMS attending has to accept the patient – they will have heard the story and hopefully communicated it to the resident holding the admit pager.  

· On call nights, after 10pm, Outreach will call you before the AMS attending.  If the you have any concerns at all about accepting the patient, then call the AMS attending directly to discuss the case with them.  They will give you advice about triage, resources, etc.  

THE ROLE OF THE TEACHING ATTENDING: 
Attendings on the teaching service are required to:

1. Assist with your education.

2. Communicate with you regarding patient care issues.

3. Supervise procedures that are performed on their patients.

4. Refrain from writing orders.

5. Treat you with respect.


6. Be a role model in dealing with patients and their families, ancillary staff, other attendings and subspecialists
Expectations of Teaching Service Attendings


Admitting to the Teaching Service is a privilege of those Attendings who have devoted their time and energy to teaching and have greatly influenced the development of excellence in this program.  The following criteria have been developed to assure excellence amongst our teaching staff.  

1. Attendings on the teaching service must maintain both priorities of the education of the house officer and the provision of excellent patient care. 

2. Housestaff and Attending staff will treat one another with appropriate professional courtesy and will work in a cooperative fashion to facilitate excellence in patient care through:

· Understanding of the roles of each party. Patients are not admitted to the Teaching Service to obtain "service" from the housestaff.

· Direct verbal communication regarding admission, diagnostic work-up, therapeutic management, and discharge plans of patients.

· Written communication through meaningful, appropriate progress notes in the patient's record, which will be utilized to provide additional communication, but should not substitute for direct communication. 

· Actual order writing, which will be the sole responsibility of the house staff and will be the direct result of communication between house staff and teaching attendings. At times, attendings may write orders to facilitate urgent patient care, minimize administrative tasks by residents, or to minimize resident fatigue. If that is done, verbal communication directly to the resident of the order is required.  

3. Teaching Attendings serve as role models for the house staff and provide appropriate supervision and instruction to house staff during a patient’s hospitalization.  The Teaching Attending may also provide counseling and advice to the house officer.  Any questions or problems identified by teaching attendings about the residents or the teaching service may be directed to the Internal Medicine Residency Program Director.

· Adherence to these principles will be reviewed annually as part of the resident evaluation of the faculty.  Problems that are recognized will be discussed with the teaching attending.  If they continue, then the attending will no longer be allowed the privilege of admitting to the teaching service.  

· If you have a significant disagreement with an attending or feel they do not fulfill the requirements listed above, you may fill out a “Program Issues of Concern” report (see page 22) or speak directly with the Program Director. Avoid arguing with attendings directly. 

COMMUNICATION, DOCUMENTATION, AND COORDINATION OF CARE

Admissions

 

· Admissions to the Academic Medicine Service (AMS) come from the Internal Medicine Center (IMC), in addition to other selected patients, and some emergency department unassigned, or “no doc”, patients. If the patient is an IMC patient, the PCP should be notified of the patient’s admission and plan.  If you cannot contact the patient’s PCP, please notify Linda (triage nurse) at 1-6060 

· Each team is on call every fifth night.   Admissions to the call team will occur between 4:00 p.m. and 7:00 a.m. the following morning. Details will be covered during monthly ward orientations.

· Each intern should follow no more than 10 patients.
· Interns may admit up to five (5) patients in a 24-hour period (on-call days) and three (3) patients on routine admission days. 

·  A supervising resident may admit no more that ten (10) patients in a 24-hour period (on-call days).  
· If the team is approaching the limits for admissions, communication should take place with the AMS attending and DVMA on-call attending. 
· Additional AMS admissions will need to be admitted by the attending.
· The resident may close the Ward service to further admissions of non-AMS teach patients under the following circumstances: 

· The team has admitted ten patients.

· When the resident determines that additional admissions would endanger the care of those patients currently on the teaching service.  Under these circumstances, the resident is expected to re-open the service as soon as is safely possible.

· When closing the service, it is the resident's responsibility to call:

· The Emergency Department (ext. 1-2222)

· Patient Placement (ext. 1-4424)

· Outreach (ext. 1-4444)

· An ICU attending is available 24 hours a day for immediate concerns or ICU transfers during call nights. 
· Communication with the on-call AMS attending should occur at least one point in the evening but also throughout the night as needed.   
· Admission orders should include CPOE order sets when appropriate. Other admission forms to be completed include CMS “never events” form, Admission also includes completion of medication reconciliation from the patient’s home medication list, which will have been input into Cerner by the nurse or pharmacist.

· Interns are expected to write a daily progress note on their patients and forward that note to their attending.  Medical student notes cannot substitute for the intern note.

· Residents are expected to see and examine each patient, then read and addend (if necessary) the intern note each day.

· House officers should call the attending physician to discuss the patient's care after they have developed their own plan of action.

· Procedures. Time out procedure forms should be used for every procedure.  During normal hours, attendings should be informed of procedures to be performed.  If a procedure is to be done on call and the housestaff is not proficient or comfortable doing the procedure, an ICU or DVMA attending should be contacted for assistance

Consults
· If you are requesting a consult, you must call the consulting physician personally to discuss the patient.

· If you are on a consulting team, including general IM (AMS) or subspecialty service, you will see the patient daily, dictate an initial consult, followed by daily progress notes and staff with your attending.

· Ambulatory consults are seen in the outpatient clinic.

Charting Responsibilities

BGSMC has a fully electronic health record. Therefore, you are responsible for all aspects of electronic charting on your patients, including reviewing all clinical information and notes of other physicians and ancillary staff regarding your patient.  Although copying prior notes may help to save time and track changes, it is unacceptable to leave unedited or outdated information.  

· H&P.  The intern completes an H&P using the appropriate template.  The resident thoroughly reviews the intern note to assure accuracy and write a separate short note, documenting a brief HPI, pertinent exam and correction of potential deficiencies in the findings of the intern, assessment, and plan.  It is insufficient to write that the patient was ‘seen and examined’, and that you ‘agree with’ your intern's H&P. .  The resident is expected to review and make changes to orders as needed, and supervise the intern appropriately to advance the intern’s education and ensure the highest quality patient care.  
· The Intensive Care Unit at BGSMC H&P template is created individually and contains important information specific to the critical care patient. 
· Daily progress notes.  These are the primary responsibility of the intern unless the intern is off.   The resident should however at least read and co-sign the intern notes each day. At times, residents may need to write the progress note to facilitate patient care and assist in the team’s daily tasks.   Remember the medico-legal adage "If it's not in the chart, you didn't do it".  Charting is the evidence that you are seeing your patients and managing their care. Every single chart entry must be signed, and correctly time-stamped!

· Orders. You are responsible for placing your own orders into the computer. If telephone orders are given to a nurse, those orders will be sent to your inbox and must be signed within 24 hours.  Verbal orders (that is, an order told to a nurse in person without being input into Cerner) will not be accepted except during an emergency, per hospital policy.
Patient Hand-offs

· At the end of the day when you have completed your clinical duties, you will complete a standardized “check out” form which will include important patient identifiers, patient’s active problem list, medications, abbreviated hospital course and complications, anticipated problems overnight, and concise instructions for the on-call team.

· Banner Good Samaritan uses the SBAR method for written and verbal communication of information and your patient handoffs should be modeled using this method.  SBAR stands for S= Situation; B= Background; A= Assessment; R= Recommendation.  The situation will include the patient identifiers, current clinical status and reason for hospitalization; the background will include any pertinent past medical history or complications during the hospital course; the assessment will include an updated clinical status assessment, lists of any recent procedures, and the most updated problems anticipated; and recommendation will include concise instructions and overnight plans.

· The patient handoff will occur face to face and you will verbally go over your “check out” information and answer any questions the on-call intern may have.  You should NOT be taking or giving check out over the phone or e-mail. If the on-call intern is in clinic, then you will check out to the on-call senior resident who is in the hospital.  This information will then be communicated to the on-call intern when they return from clinic.

· When you are the post call intern and leaving the hospital, you will check out to your senior resident.  The senior resident will then hand off patients at the end of the day to the on-call team.

· The patient handoff should occur in a quiet environment with minimal interruptions, so this should not be occurring in the middle of the ward or in the emergency department.  It is optimal to find a call room or quiet report room to complete your patient handoff.

· Each morning there should be written and/or verbal communication with each team to provide an overnight report of any patient events.  

· If you provided  cross cover care that required a visit to the patients’ bedside there should ALWAYS be a detailed note in the chart in addition to a verbal check out given to the oncoming physician. 

Other Patient Safety

· Please refer to the Contact Precautions policy available on the Banner intranet home page under Resources: Infection Control. You can also call Infection Control at 839-4390. Knowledge of the infection control policies is mandatory, not only because it is a hospital initiative, but for your patients’ safety.  For a patient with Contact Precautions, you must wear protective covering (gowns and gloves) when entering the room for any reason (including bedside rounds, asking a “quick” question, etc). 

· Hand hygiene is a must before and after EVERY patient!! Remember that the antibacterial hand gel does NOT kill Clostridium difficile spores!
Discharge Summaries
· The discharge summary will be dictated by a senior resident on the team unless approved by the attending. 

· The discharge summary should be dictated as soon as the discharge is anticipated and should not wait until after the discharge order is written as the process takes 2-4 hours to become available to the patient.  For example.if you expect that the patient will be able to be discharged later that morning, dictate before morning report.  If you are simply waiting on results of a stress test, you can dictate the summary and fill in the final result after the summary is made available on the computer.

· Any changes can be made to the summary after it is completed, including editing of grammatical errors and medication changes or follow up plans and should not delay the discharge of the patient

· If, for some reason, the discharge summary is not available at the time the patient expects to leave (examples include: patient leaves AMA, rigid transportation schedule, etc.), the discharge process will still need to be completed (medication lists, instructions, etc).  The discharge summary can then be dictated and transcribed “routinely” (code #40 instead of “stat” #9).  

· You must include the names of physicians to receive a copy of the discharge summary, including patient’s primary provider and specialists on the case. If that physician is not within the Banner system, you will need to provide a fax number in your dictation.

· An additional form is used in addition to the above process for patients going to a skilled nursing facility (SNF), rehabiliation center or other hospital. This must be completed one day prior to discharge for use by case management to ensure a timely discharge. 

· For patients that have been in the hospital for prolonged periods, the responsible resident should dictate the patient’s hospital course up to the resident switch day. The discharging resident will then edit the summary appropriately prior to discharge. Please be considerate about this. You will not enjoy having to dictate a discharge summary for a patient that has been in the hospital for 3 months, when you were responsible for only the last 2 days of his care!
Dictation Instructions

· See Appendix 3 for instructions on how to complete a high-quality discharge summary and Appendix 4 for the evaluation form attendings use to provide you feedback on your summaries.
Delinquent Records Policy (BGSMC) – For VA Policy, see page 52
The Joint Commission of Accreditation of Health Care Organizations mandates that records for discharged patients be completed within 30 days of discharge.
BGSMC

Notification of medical records that are overdue will be given to the Chief Resident.  The Chief Resident will then contact the individual resident.  Anyone who has records that are older than 6 weeks will not have their schedule requests honored and if they are designated on sick or contingency call, they will become the first on to be called.  If the records are not completed within the next 2 weeks the resident may be assigned additional call responsibilities.
1. Incomplete charts will be listed in the House officers' medical records computer file for completion.  The house officer will have 30 days to complete the charts before they are placed on the delinquent list.

2. The chief resident and the program director will receive a dated list of delinquent charts and the dates of delinquency every two weeks and will contact the house officer to remind him/her of the delinquent records.

3. The program will not complete your credentialing paperwork until your records are complete.
Medical Students
As the major teaching affiliate of the University of Arizona (U of A), third-year students from the U of A perform their required clerkship in Medicine at Banner Good Samaritan Medical Center and the Phoenix VA Medical Center.  Fourth-year students from the U of A and other schools rotate on medicine as sub-interns as well as electives.  Residents will have direct responsibility for medical student supervision, teaching, and evaluation.  Residents will attend several mandatory teaching workshops and conferences over the course of their three years of training to develop and hone their skills as educators and evaluators.
In general, beginning 3rd year students will see patients in conjunction with an intern while more experienced 3rd year students and 4th year students acting as sub-interns with their own patients work directly with the resident.  Medical students should carry 3-5 patients. Students will be expected to take call whenever their team is on call. No students are expected to stay overnight, however; there is plenty of room should they desire to do so. If the student has lectures the next day, because of the duty hours, s/he should not stay overnight. Third year students should only take weekend days off so that they can be present for teaching rounds and conferences.  Conversely, fourth year students can take weekdays off if needed.  Residents should provide regular informal feedback on the student's work including the written history and physicals, knowledge base, and clinical judgment.  Residents are expected to assist the attending in completing a formal written evaluation of their medical students. At Good Sam, there is currently no template for medical students to complete patient charting in the electronic medical record; therefore, they should complete written notes to be evaluated by the resident and attending. At the VA there is a medical student template. Even if a student performs a complete H&P, there still must be a complete H&P on the chart by either the intern or resident.  Even if the medical student is charting daily, every patient must have a thorough progress note written by the intern or resident.  Residents must co-sign all orders and notes by the student.  Please contact one of the faculty for questions or problems that arise ASAP. Refer also to the Medical Student Orientation Handout (see Appendix 5).

Special On-Call Duties
Cross coverage

Cross-coverage of your fellow house staff’s patients can be difficult.  If the nurse's phone report is worrisome or confusing, go to the patient and briefly perform your own assessment.  Keep the nurses as friends.  They will function as your partner if you let them. If you are not sure what to do, ask your senior or a colleague.  Any and all patient interactions on call mandate a note in the chart and communication with the primary team either on the check-out sheet or in person the following morning.
Code arrests

Code arrests are run by the ICU resident and intensivist, 24 hours a day. The ICU resident also responds to all calls with the Rapid Response Team. (see below). When running a code, you should stand at the foot of the bed where the EKG monitor and the patient may be observed.  The ward resident responds to codes at night, and stands at the head of the bed and controls the airway.  Secondarily, the ward resident may perform necessary procedures. The on-call trauma anesthesiologist is available to assist with intubations.  Second call is OB anesthesia, and backup for them is the Emergency Department.
Autopsies
Request to obtain autopsies on all teaching patients who die.  A first-degree family member must sign the consent.  There is no additional charge to the family for an autopsy.  You should attend autopsies on all patients that you cared for, i.e. one of your patients, or a code you went to.  Write a note in the chart that you would like to be paged for the autopsy AND page Dr McKellar (817-7854) with the name, MR#, and your name.  When the autopsy report becomes available, he will give you a copy to review.

Rapid Response Team (RRT)
This is a multidisciplinary medical emergency team of critical care physicians, RNs and respiratory therapists who assess and stabilize the patient’s condition, and organize information to be communicated to the patient’s physician. The team responds to all non-ICU areas at BGSMC. The vast majority of the time, the RRT is activated by a nurse call.  The criteria for calling are:

· Anytime the staff is  worried about the patient

· If there is an acute change in heart rate or <40 or >130 bpm

· Acute change in systolic BP < 90 mmHg

· Acute change in respiratory rate <8 or >28 per min

· Acute change in O2 saturations <90%

· Acute change in level of consciousness

If in doubt,  CALL the RRT (It has been shown that patients have better outcomes if fewer criteria are met prior to the call.  It is therefore recommended that caregivers call when fewer criteria are met)

How Do I Call the Team?  Dial 16666, and notify the operator that you are requesting the Rapid Response Team.  Be sure and give the operator the exact location of the patient including POD and room number.  The team will be activated by text pager and overhead page.

As a physician, when you call the RRT, it is assumed you are at the bedside asking for immediate monitoring, oxygen, and more intensive nursing/RT care.  The RRT is not a substitute for your diagnostic skills, a way to reach an attending, or an excuse for you not to go to the bedside.

Non-Teach Patients

· You are not responsible for covering non-teach patients. However, if you are called about a patient on the non-teaching service by a nurse who feels that a medical emergency exists, do not argue over the phone.  Assess the situation and do what is needed to assure safe patient care.  

· When you see a non-teaching patient for an emergent condition, you are not obliged to assume their care, only to stabilize the patient until the attending can assume care.  

· You should not be otherwise providing care for non-teach patient in a non-emergency situation, but you are not required to do so.

V. DUTIES, RESPONSIBILITIES AND GENERAL GUIDELINES
 FOR THE PHOENIX VA MEDICAL CENTER WARD SERVICE
· Responsibilities:  Patients on the Medical Service are cared for by a team consisting of two PGY-1s (interns), an upper level resident, and an academic hospitalist.  The intern will perform the initial history and physical exam on a new admission.  The intern will see the patient at least daily, more frequently if indicated, and track the patient's progress with appropriate chart entries.  The intern will function as the "first-call" physician for his/her patients, responding to new patient problems (e.g. chest pain) or to queries about the patient from ancillary services or from patient's families.  The intern will perform procedures appropriate to level of expertise under appropriate supervision.  The intern is responsible for writing discharge orders, including discharge medications and follow-up appointments.

The resident functions as a first-line supervisor, directing the intern in patient evaluation and management.  The resident performs procedures appropriate to his/her level of expertise and supervises interns in procedures appropriate for the PGY-1 level.  The resident is expected to be a "hands on" supervisor, with hands on the patient.  The resident should read the interns’ notes each day.  The resident will perform an H&P on each new admission and document in the chart a concise summary, assessment, and plan.  The resident is responsible for dictating the discharge summary for the permanent medical record.

· Work hours:  You must arrive at the hospital in time to see all of your patients and complete pertinent tasks, including discharge paperwork and daily progress notes, in time to attend morning report at 9 am. This should be no later than 6:45 am and may not violate ACGME work hour limits.  Read updated check-out sheet and page the night float house officer as needed for details on overnight issues. Prioritize your day so that sickest patients and those to be discharged that day are seen first.
· Work Rounds:  Daily work rounds are to be conducted on all inpatient services. 

· Admissions:  Interns may admit up to five (5) patients in a 24-hour period.  Residents may admit up to ten (10) patients in a 24-hour period.  

· The program admission policy is to limit the total number of admissions to the on-call team to ten (10) patients in a 24-hour period.  

· Back Up Coverage:  If the # of admissions exceeds ten, the life support unit physician will write holding orders for the other teams to distribute in the AM.  However, if the on-call team is overwhelmed by patient acuity and needs a helping hand, or the patients are too sick to wait until the morning, the back up physician on-call will be called in to help with the admissions. 

· Service Size:  A PGY-1 will be responsible for the ongoing care of up to 10 patients. If an intern's patient load rises above ten, or if the intern or resident feels that patient care is compromised because of a particularly difficult patient mix or unusual situation, the Chief Resident should be contacted.  Mechanisms exist to redistribute an unbalanced workload.  Each situation must be individually assessed.

· Staff Bed Service:  A portion of the total inpatient beds on the Medical Service are designated Staff Bed Service (non-teach).  These patients are cared for by a cadre of hospitalists and physician assistants.  Examples of patients that can be directly admitted to the Staff Bed Service or transferred to the Staff Bed Service from the Teaching Service include terminal patients admitted for palliative care, patients admitted for an acute medical problem but now waiting nursing home placement, and select patients admitted for chemotherapy.

· VA Morning Report:  All Housestaff are required to attend Morning Report at 9:00 AM in Room C435 Tuesday, Wednesdays, and Thursdays.  Morning Report may be cancelled on Resident and Intern Switch Days.  (See page 19 of this manual) Contact your Chief Resident for details.  Attendance will be recorded daily.

· Conferences:  House staff are required to attend all Internal Medicine Grand Rounds each Friday morning at 11:00 and the monthly Morbidity and Mortality Noon Conference.  Noon conference will be held 2-3 times weekly at the VA.  Attendance will be recorded.  (see Section on Conferences)
· Coverage of Non-Medical Teaching Service Beds:  Medical House officers are expected to pronounce deaths on the Staff Bed Service and the Nursing Home Care Unit after hours.  The on-call team is expected to respond to all codes in the Medical Center.  The on-call resident is expected to provide medical consultation in urgent/emergent situations off hours to any requesting service in the medical center and to the nursing home care center.  These consults count toward the total number of admissions.

· Autopsies:  An autopsy is a unique opportunity for learning. The VA Policy states that a post-mortem examination must be requested for all patients who expire, even those in whom you believe the diagnosis is clear.  This request and the decision of the family must be documented in the death note, with the following exception: in the event that a cross-cover patient dies overnight, it is the responsibility of the on-call team to notify the patient’s family.  The primary team will be expected to contact the family the following day to request autopsy.  The primary team will be notified about the time of the autopsy.  The pathologist will be pleased to review his findings with you at the autopsy's conclusion.  If you are uncomfortable discussing this with patient’s families, contact your Chief Resident or Faculty Advisor.  

· Emergency Care of Non-Teach Patients: Our Program has been designed such that you are not responsible for covering non-teach patients, except in the event of a medical emergency. If you are called about a patient on the non-teaching service by a nurse who feels that a medical emergency exists, do not argue over the phone.  Assess the situation and do what is needed to assure safe patient care.  There is always a hospitalist on call to discuss any issues with.  
· Call Schedule: q5 days.
· On Call:  Early intern and senior resident arrive by 7am, admit patients from noon until 7pm.  

· Post-Call:  Contact the night float resident to hear about the other pts admitted to your team overnight and issues.  See pts, rounds.  After rounds, finish up any remaining work (follow up tests, consults, etc) with the “early call” intern until patients are safely tucked in.

· Post-post Call:  Admit up to 3 patients per intern between 7am and 3pm.

· Pre-pre call: Admit up to 3 patients per intern between 7am and 3pm.

· Pre-Call:  “Golden Day.”  Arrive by 7am.  See all of your team’s patients, and write ALL notes on patients of interns who have that day off.  No admissions.

· On weekends (Friday & Saturday), residents will work a traditional 30 hour call.

· It is the responsibility of each senior resident to contact the night float resident every  morning to receive information on new patients admitted to that team over night.

· Days off will be assigned according to the schedule.

· Residents (both night float & floor residents) are responsible for obtaining a brief history and examining each patient admitted.  They must discuss each patient with the interns & review their orders.

· Pts come from LSU, outside transfers, or MICU transfers.

· The resident is responsible for writing the transfer orders and a brief summary on all patients who are transferred to the ICU.
· The floor resident on call is responsible for running all Rapid Responses.  At night, the floor resident should respond to all codes as well, to assist the ICU resident.

Night Float:
· Sunday through Thursday from 7pm until 7am

· Teaching rounds with attending between 7am and 8am.

· The night float resident will supervise the “late call” intern’s five admissions & write an admit note.

· After the late intern caps, the LSU physician is responsible for writing holding orders.  All of the holdover patients must be briefly assessed by the night float resident to determine if they are stable as a holdover.  A full H&P does not need to be written but the holdover orders must be reviewed/modified.  

· Hand off holdovers, bounces, and patients admitted to “late intern” overnight to the appropriate residents the following morning.

· It is the responsibility of the night float resident to generate the distribution list for all holdovers and day admissions for the next day.  You must call Admissions at 7am to tell them the distribution order.

Hospitalist Resident team:
· This team consists of 2 residents, 1 attending, one PA.  There is no overnight call.  The team admits patients Monday through Friday in the AM and  performs consultations to other services in the afternoon.

· The 2 residents will share weekend duty rounding on old pts.
Delinquent Records Policy- VAMC
1. Good patient care and good practice management calls for dictation of the discharge summary at the time of discharge.  VA policy requires that all discharge summaries be completed  within 24 hours of discharge.  A discharge summary is considered delinquent if not completed within 6 days from the time the patient is discharge.  Delinquencies in discharge summaries cannot be tolerated. 

2. It is expected that all discharge summaries will be completed prior to the beginning of your next call night (i.e., no dictation should be more than 6 days late).  

3. The Associate Program Directors may suspend residents with dictations still delinquent as the end of the deadline approaches.
4. Violations of the policies may be reflected in the professionalism or patient care portions of the monthly evaluation.  
VI. DUTIES, RESPONSIBILTIES, AND GENERAL GUIDELINES FOR THE CRITICAL CARE SERVICE
BGSMC ICU RESIDENT GUIDELINES UPDATED JUNE 2010
Welcome to the Good Sam ICU rotation! This month is designed to enhance your training in hospital medicine, an area that many of you will choose. We will give you exposure to multiple intensivists and hospitalists, procedures, and scheduled hours of teaching daily.  Remember, you will get the most benefit from this month by reading on your own and getting to know the patients better than anyone else.

Who You Admit To:
1. Majority of patients:

SAFA (Bajo, Raschke, O’Hea, Chu, Khazin, Morro, Owen-Reece, Long)
The on-call attending pager for SAFA is 420-3649.
DVMA (Butler, Berman, Pendergrass, Pang, Tsai, etc.)

2. A few patients:

Pulmonary Associates (Mathews, Baratz, Servi, Liao, Kunelis, Ross, Gotfried, others)

Arizona Center for Chest Disease (Premkumar, Bichler, Dick, Santhana, Horonenko)

Hepatology (Wong, Kolli, Ramos, Patel, Manch, Little)

(Residents do not admit to API, IPC, cardiology, or other groups.  However, if SAFA is asked to be a consultant with these groups, you may see these patients.)
Who You Follow:
1. See above. In addition, ICU teams may follow patients in the ED, PACU, ED overflow, and cardiac cath lab overflow (should the patient be admitted from there and waiting for a bed).
2. ICU Teams do not follow patients on the Telemetry Wards.
3. The coronary care unit (CCU) is a part of the cardiology rotation. Refer to the curriculum manual for details.
On Call:
1. Call is every 4th day. The resident may take up to 5 patients in a 24-hour period.
2. Except when otherwise instructed (e.g., teaching rounds), IT IS THE RESPONSIBILITY OF THE ICU RESIDENT ON CALL TO RESPOND TO ALL CODES AND RAPID RESPONSE TEAM (see also pages 45-46) CALLS. 
3. If the resident on call feels that the work capacity of the call team is being overwhelmed by simultaneous patient care responsibilities (for instance, too many admissions at one time) they should call the SAFA attending and discuss temporarily closing the service.  If the service is closed and the resident refuses an admission, the SAFA attending would be available to explain the situation to the requesting attending.  The service should reopen promptly once things have settled down. 
Teaching Rounds:
1. Daily from 10-11:30 and 1-2:30. These are mandatory for residents and interns. The format for which patients are presented is determined by the residents and the teaching attending. The postcall team checks out at noon and is excused from the 1pm rounds.
2. You should not leave teaching rounds or lectures to provide patient care – even for codes or admissions. 
3. Weekends and holiday rounds will be with the Teaching Attending and directed towards the on-call resident.
4. During morning teaching rounds, the post call intern and resident should expect to present EVERY patient admitted the day/night before (whether they are SAFA or not).  Be sure to have all the objective data ready (vitals, lab results etc.).  Take time to organize your presentation before rounds.  The topics that will be discussed during teaching rounds depend on the case you present.  Therefore, think about what patient or patients you want to present in terms of what it is you want to learn.  The best patient to present may not always be an admission – it may be a code, or a tough end-of-life issue, or an iatrogenic complication.   

Expectations:
1. Verbal and written communications are critical for all involved. The combined patients for the 4 teams is “your service.” (just as it is for attendings).  You all should know each patient well.  The verbiage “I’m just cross covering, so we’ll address that tomorrow” does not exist.  If you are here, it is your patient.  This means that checkout to each other is very important, and you should spend extra time at night getting to know the other patients.  This should enable you to write a progress note on any patient in the morning, since one team may be off.
2. The Attending Physician of record or designee, as well as appropriate consultants, should be notified of any significant change in patient status.  

3. Daily notes should be finished by 10am.  Round on the sickest patients first. Be proactive about suggesting plans—don’t wait for the attending to come to you.

4. Overnight, bedside rounds between the house staff and patient’s nurse are mandatory and should be completed by midnight.

5. A critical care fellow will be assigned to SAFA patients as well. Often procedures during the day will go to them, but they should be supervising you on a portion of the procedures. Management issues can also be discussed with them.
6. It is the attending’s, not the house staff's responsibility to triage patients to the floor. 

7. You may be assigned a medical student.  They should write notes and examine patients under your close supervision.  It is expected you will read and critique their notes and teach them.  

8. The nurses will keep you involved with the patients only if they know you are on the case! The best way to do this is to touch base with them at 730am and 730pm for each patient on your list, and tell them you would like to be called about all issues.  This takes 10 minutes before note writing begins.  Our nurses are highly skilled and knowledgeable ICU nurses—they can be a great resource in helping you to manage the patients, so use them.

9. Touch base with the nighttime SAFA and DVMA attendings early in the evening.
10. Read everything you can about your patients…UptoDate; The ICU Book by Marino; Critical Care Syllabus on the Common Drive on any computer.
Procedures:

ALL procedures should be supervised by SAFA or the patient’s other attending, regardless of how experienced the resident is.  In rare situations, it may be supervised by a senior resident who has been certified in that procedure.  (Refer to Section on Procedures).
Days Off:
1. Residents have one day off per week averaged over the month. On designated off days, the house officer does not come into the hospital. 
Simulation Center:
Your ICU education and experience includes instructed educational time in the Simulation Center to learn proper techniques for codes and procedures such as intubations and central lines. You must complete a CD review and a required test and other paperwork that will be given to you prior to this experience. 

VA INTENSIVE CARE UNIT
· The VA Intensive Care Unit is a closed service year-round.  Four residents will comprise this ICU team. Call is therefore every fourth night. The responsibilities of the ICU team will include:

· Admitting and following the ICU/CCU admissions

· Week-end schedules will be developed based on work-load

· Transferring care of the ICU/CCU patients to one of the ward teams once ICU/CCU care is no longer needed

· The ICU resident is responsible for running the codes at the VAMC, with the assistance of the non-telemetry intern.

At the VA, the floor resident and the telemetry intern are part of the Rapid Response Team.

General:
· Arrive no later than 7am; the post-call resident will divide up the pts evenly.

· Call schedule q4 days.  You also have every 4th day off (your post-post day).

· Pre-call:  See your pts, write notes, & round with attending/fellow.  Help with any admissions & procedures.  Once the on-call resident is caught up and all pts tucked in, the pre-call resident can check out (somewhere between 1-3pm).

· On-call:  See pts, write notes, round.  Handle all new admissions from 7am-7pm unless several come in simultaneously (then the pre-call resident should help).  The on-call resident is responsible for running ALL codes (even codes in the emergency room) and should go to the RRTs to assist.

· Post-call:  Divide up the pts.  See pts, write notes, round.  Finish things up from the night; once all work is caught up, check out (MUST be by noon which is 29 hours).

· Post-post day:  Off!

· You are responsible for dictating death summaries.

· When assistance is needed, call the ICU-fellow on call, the ICU attending on call, or floor call resident.  

· If the patient needs to be transferred, the floor team will write transfer orders.  You will need to fill in all ICU orders.  You must inform the ICU nursing staff you have accepted a floor transfer, so they can get a bed.  

· If you are transferring a patient out of the ICU to the floor you must write transfer orders, call admissions to see what team it goes to, call that resident, and write a transfer summary in your note.  Patients there >72 hours require an interim D/C summary to be dictated.

Procedures:

· During the day, the fellow and attending will be around to help with difficult procedures.  At night, it’s you.  If lines are too difficult at night you can try the surgery resident on call if you absolutely need the lines.  

· Respiratory is there to back you up for intubations (and to intubate while you’re running codes).  If you anticipated a difficult airway, call the fellow and/or attending.  

· Dr. Singarajah will review intubations, difficult airway resources, etc on the first day of the rotation.  The Glide Scope is your friend & a great back up if you can’t see the cords after a little maneuvering – learn to use it!

· You might be called upon by other services to perform procedures.

VII. DUTIES, RESPONSIBILITIES AND GENERAL GUIDELINES FOR AMBULATORY MEDICINE

RESPONSIBILITIES OF THE RESIDENT PHYSICIAN
1. Assume and own responsibility of caring for a defined group of patients with acute and chronic problems.

2. Gather historical and physical data appropriate for the patient’s problem(s), draw conclusions from the data gathered and develop an intervention plan based on that conclusion.

3. Staff patients with your consulting attending.

· Ask specific questions of attendings regarding your patient AFTER having thought through your own plan
· Develop precise, succinct & pertinent presentations of patient problems
· Seek assistance for all clinical problems when they occur, not after patient is out in waiting room
4. Document accurately in the electronic medical record (EMR). You have access to NextGen, the ambulatory EMR, from any computer at ‘view.bannerhealth.com’. Medication lists should be reviewed and updated at every visit!
5. Educate patients and their families, including patient handouts or referral to the Family Learning Center (in the lobby of the main hospital, ask the main medical library for details). Create a plan for the patient that is complete and understandable for their degree of health literacy.

6. Learn how to correctly bill for encounters, including ICD-9 & CPT codes.

7. Work within a multidisciplinary team to guide safe patient care, including ordering durable medical equipment, home health, disability evaluations, and all other communication requisite to patient care.

8. Coordinate proper follow-up either with specialists, other residents, attendings, or the chief resident Provide clear communication for preoperative care to consulting surgeons.

9. Review (and act upon them if necessary) all tasks in your inbox and results in your PAQ in the electronic medical record (lab results, consults, X-rays, etc.) in a timely fashion.  The staff will notify patients of all normal labs; however, you are responsible for notifying patients of all abnormal test results either in person or leaving a med voice .  Document your plan of action on the ‘Provider Test Action’ template , and that you notified the patient.

10. Review, follow-up, and document decision with all patients who miss scheduled appointments. 

11. Discuss advanced directives with your patients and assure it is documented in the EMR.

12. Should you admit a patient from the clinic, assure the PCP is notified. See your own patients when they are hospitalized whenever possible (preferably within the first 24 hours).
Professional Behavior
· Return patient phone calls as well as pages from the clinic in a timely manner

· Deal with problems constructively. If any frustrations occur, please voice them in an appropriate time and place, not in front of staff or patients. 

· Be on time. If you will be more than 10 minutes late, please notify the staff.

· Be courteous to your peers, clinic staff, and attendings.

· Practice self-evaluation with attention to remedying areas of weakness. 

· Learn clinic policies and procedures & comply with them.

· Have initiative.  Don’t wait for someone to ask.

Identify and negotiate conflicts with patients & their families when they occur. Should you need assistance with conflict resolution skills, please see your faculty.
Continuity Clinic Curriculum
When you are in clinic, at times you will be responsible for the leading the discussion of the continuity clinic curriculum. On your clinic days, please arrive at 8:00 AM and 1:15 PM respectively to review your patient care tasks and participate in the curriculum with your attending. Access the articles at goodsamim.com, under “Clinic Articles”. Password is “gsphoenixim”.
Resident Late and No Show Policy

1. Patient appointments start at 8:30 AM for the morning clinics & 1:30 PM for the afternoon clinics with the expectation that the patients will be in the exam room within 10 minutes of their appointment time. However, you must arrive at 8:00 AM or 1:15 PM for curriculum, chart checks, peer-review quality improvement, etc. (Arrive on Fridays after Grand Rounds at 9:00 a.m. instead of 8:00)

· If you are unavoidably detained the day of the clinic:

· Call the back line at 1-6060 and let the front desk know who your attending is and that you are going to be late

· Leave the VAMC at 7:45 AM on your clinic day to be on time to clinic.


· If you have a problem leaving because of an unstable patient-Get the chief resident involved and then come to clinic.


2. Except in a documented emergency, a resident who is a no show for scheduled clinics will make up that day during either an elective or allocated vacation time. 

3. We will keep track of the number of times a resident is a no show.  With one no show, the resident will receive a verbal warning; a second no show results in a written warning and placed in the  resident’s permanent  file; a third no show is grounds for probation or suspension.  Any no show is grounds for a urine drug screen and being brought before the Resident Advisory Committee. 

4. It is the resident’s responsibility to go through the appropriate channels to make any changes to their schedule (i.e. vacation requests).  A notice of 30 days IN WRITING (via e-mail) prior to the beginning of the month in which the change occurs must be given to the Administrative Chief Resident and the Clinic Chief Resident.  The full policy is outlined in the House staff Manual under “Scheduling Issues”.  If this does not occur, it is the resident’s responsibility to find someone to cover their clinic and to notify the Administrative Chief of the change. 

5. The resident has the responsibility to review his/her monthly schedules to ensure that no mistakes have been made.  If a mistake is made, then the resident must call the clinic chief resident to initiate the correction as soon as possible.
6. This policy governs not only the resident’s continuity clinic, but also any subspecialty clinic scheduled for the resident. The resident is responsible for looking at the    monthly subspecialty clinic schedule
· If the resident is on an elective (at the VAMC, BGSMC or other off-campus elective), he/she may be required to do subspecialty clinics (not necessarily in the same subspecialty area).
· Don’t forget to notify the clinic if you will be on vacation, are post-call, or your schedule has changed, etc.

The RRC requires that you attend a minimum of 130 clinic sessions during your residency spanning at least 30 months. In order to meet the RRC requirements for continuity clinic, on non-call months throughout your 3 years of training you will have two half-day continuity clinics weekly.  Should you have a schedule change (pulled for coverage, on vacation, etc.), YOU are responsible for notifying your clinic.

VIII. FORMAL EDUCATION AND CONFERENCES

FORMAL EDUCATION

· Review the goals and learning objectives for each rotation at the beginning of each month. This is an RRC requirement. 
· Share physical findings with each other (not yours, your patient’s)!

· Read daily

· At least once a day, look up a patient related issue in Harrison's, Cecil’s, ACP Medicine or another medicine textbook.  UpToDate is an excellent electronic resource, but is not adequate as your sole resource.

· Review the pertinent Challenger Section, MKSAP or MedStudy book while on elective. Copies are available for your use in the library. This should be done in addition to more detailed reading from a medicine or subspecialty text.

· Learn to do computerized literature searches to locate papers regarding current patient care issues.  This service is provided to you by the Department of Internal Medicine through the AzHIN, which is accessible on the computers in each of the team rooms.  Many full texts and journals are available via Ovid. The library has a dedicated search librarian available to you to assist in your searches.

BOARD REVIEW AND PREPARATION POLICY

Board Preparation Materials Allotment: Graduating residents in compliance with the Board Preparation Program may request up to $750 in reimbursement for Board preparation materials.  These include MKSAP, Med Study, Board Review courses, etc.  

Required Board Study Program All residents who score less than the 30th percentile on the In-Training exam and additional residents assigned on an as-needed basis will be required to complete the following:
· For residents in their final year of training: 

· Score >80% on ALL of the 26 Challenger pretests listed below

· Take 75% of the end of the month tests

· Attend 75% of the monthly test reviews sessions

· Attend 75% of the weekly board review sessions during the Spring

· Attend a board review course.

· Other residents

· Completion of 50% of the ACP medicine weekly curriculum questions OR score >80% on the 1 of the Challenger pretests per month (available to PGY2)  

· Take 75% of the end of the month tests

· Attend 75% of the monthly test reviews sessions

· Residents are responsible for tracking their individual progress on these but it will be reviewed by the RAC and Advisors on a periodic basis.

· Make-up options: The following are considered equivalent to 1 hour of missed board review or one missed test.

· MKSAP outline for the topic missed

· 3 hours of MKSAP 14 Audio in the topic missed 

· 3 hours dedicated board study documented on the study log 

· You may suggest alternative equivalents to your advisor

Description of available board preparation materials: 

· Monthly Tests and Board Reviews: On the topic of the month.  These are available in print and on-line so residents can complete them at their convenience.  
· BannerIMChallenger.com

· An on-line review course that consists of didactics, practice questions, and timed practice tests.  It can be accessed at www.bannerimchallenger.com or through a link on www.goodsamim.com (see the section “for our residents”).  The scores of the tests will automatically be available for the program administrators to print.  You can access the site from any computer and conveniently prepare for the new on-line format of the ABIM exam.  
· The individual resident will have access to Challenger from mid September in their 2nd year (3rd year if Med Peds) until September 1 the year of their graduation (through the board exam) so they can continue to use it to prepare for the Boards.  If they choose to not take the Boards immediately after graduation, they can extend their individual subscription through Challenger for a fee (approximately $320 for one additional year).

· The residency coordinator will print a report of all residents’ progress in December and May and place it in the resident file to be reviewed by the advisors.  Additional individual reports can be accessed by request.
· ACP Medicine Weekly Curriculum: Weekly emails with case-based questions, in-depth discussions, and problem-solving tip of the week for all of our residents and faculty and archived at http://www.acpmedicine.com.  
· sign in as username “gsphoenixim” and password “gsphoenixim” (changed from cwomalley and fiasco in the past) 

· click on weekly curriculum (at the top) 

· log in as username “your goodsamim email address” then password (first time will be “welcome”) 

· then click on the topic that you want to complete 

· Once you are in the topic you will see a link to the chapter of that ACP Medicine topic and if you click on it, it will link you to the pdf of the chapter that you can read on the computer or print. 

· Next, there are the 3-5 questions for that topic and if you answer them right there, you get immediate feedback on if it was correct and the discussion of why. 

· Your score is automatically recorded and the program can print periodic reports of the logbook. 

· ENJOY your new knowledge and confidence 

· APPLY to patients 

· Residents will use the online logbook to take their weekly tests and reports summarizing the number completed will be provided to advisors and the program director as needed.
· Reports will be printed for all PGY 1 & 2 residents in December and May and placed in the resident file for advisor review.
· End of the year board review series:  The program provides graduating residents who choose to attend the local 6 day board review program with coverage of their clinical responsibilities.  Additionally, a reduced rate of $600 per resident (down from $1000) has been negotiated to assure that the Board Preparation Materials Allotment covers the cost. 

· MKSAP 14 Audio: The program has purchased this 90 CD series and it is available for checkout from the library at BGSMC.

· MKSAP 15 digital now allows the ability to track resident completion and will be incorporated into the curriculum when available.  Additional details will follow at that time.  
CONFERENCES

Mandatory Conferences and Conference Attendance Policy
· Good Samaritan mandatory conferences include Morning Report, Internal Medicine Grand Rounds, Patient Safety Conference, Research Conference, Clinical Pathological Conference (CPC), Evidence Based Medicine Conference, Ethics and Professionalism conference, Multidisciplinary conferences,  Infectious Disease Grand Rounds and others.  Residents and interns rotating on the ICU/CCU rotation, Emergency Room rotation, and all off campus electives are not required to attend these conferences but rather the rotation specific lectures.

· VA mandatory conferences include Morning Report, Internal Medicine Grand Rounds, Morbidity and Mortality, and Noon Conference.  

· You are required to go to 80% of morning reports and 60% of noon conferences both at BGSMC and the VA.  Exceptions are when you are post-call, on vacation, in clinic, or on away elective. Be sure to notify the junior faculty immediately of any extenuating circumstances! This is part of your Professionalism curriculum.

· Noon conference is from noon to 1:00 p.m. each day at BGSMC.  

· Your attendance will be recorded at all conferences (including morning report, noon conference, etc.).  If you are absent (unexcused) from the mandatory number of conferences, a letter will be given to your faculty advisor from the Junior Faculty. If this is a consistent problem, you will be referred to the Resident Advisory Committee for consideration of disciplinary action.
Journal Club

Journal club occurs monthly and is usually held in a dinner meeting setting at BGSMC.  Critical appraisal of literature and use of evidence-based medicine is emphasized.  Residents are required to present an article at journal club at least twice during their residency.  The summary of your presentation and a copy of the article should be given to the residency coordinator to be placed in your file. The city-wide ACP journal club (i.e. all internal medicine residencies) occurs quarterly.  You should make every effort to attend.

Tips for Presenting Patients on Rounds

Presenting patients on rounds is a skill mastered only through practice.  The best way to become proficient in a patient presentation is by doing it often.  Attending physicians may differ slightly in the way in which they want to hear the case presented, but the basic components do not change.  The SOAPS-SAFER tool below can help improve and evaluate oral presentations.  For more information, contact Dr. Jayne Peterson at the Internal Medicine Center.

Five core qualities of an oral case presentation: (SOAPS)

1. Story: Identify and describe complaints

2. Organization: Facts are where the listener expects

3. Argument: “Makes the Case” for assessment and plan
4. Pertinence: Only includes information relevant to the assessment and plan
5. Speech: Fluent, well spoken
Five categories of potentially modifiable learning deficits that can explain most deficiencies in oral case presentations: (SAFER)

1. Speaking: Poor elocution skills
2. Acquisition of Knowledge: Topic specific knowledge deficits (facts or experience)
3. Facts: Reports incorrect facts or omits facts

4. Expectations: Unaware of needs of listener or standards

5. Reasoning: Omits or incorrectly applies clinical reasoning
For helpful tips on how to prepare for morning report, see a chief resident for details.
IX. SCHEDULING ISSUES

SWITCH DAYS: 
Following is a calendar outlining the dates you will switch from one rotation to the next (see legend for details):
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VACATION, INTERVIEW AND CALL SCHEDULES
· Schedule requests should be submitted in writing to goodsamscheduling@gmail.com.

· Sometimes the Program must make changes in schedules.  House officer schedules and assigned vacation times are subject to change based on the needs of the Program.  The receipt of a written schedule in no way implies a guarantee of that schedule.  We will make every effort to prevent disruption to your vacation arrangements, but we cannot guarantee this.

· Requests for schedule or vacation changes from House officers are discouraged in view of the EXTREME complexity that even seemingly minor schedule changes entail.

· Requests for ward or clinic schedules or vacation changes will not be considered unless requests are received in writing at least three months prior to the first of the month affected.  (This is necessary to ensure proper distribution of the schedule changes, as well as proper number of clinics per year for the RRC.)  Request forms may be obtained from the Department of Internal Medicine.  Lack of planning on the house officer’s part does not constitute an adequate reason for changing schedules.
· The VA Administrative Chief Resident is the primary contact person for vacation, ward/unit, elective or sick call schedule changes. The Clinic Chief is responsible for all clinic schedule changes. Individual attending physicians do not have the authority to grant schedule changes or additional days off.  

· If any change will affect sick call, or contingency call, the house officer is responsible for finding coverage.  The house officer is ultimately responsible to ensure that sick call, outpatient clinics (including private practice clinics), Junior Faculty, and appropriate peers and attending physicians receive timely notice.
· Under extreme extenuating circumstances and with the approval of the appropriate Chief, House officers may arrange for substitutes to take their place in a night or weekend call rotation.  Such approval will only be given after all resident responsibilities are covered. You must go to the Chief’s office to fill out a form documenting the change. The Chief Resident will then notify the attending physicians.

· Housestaff receive three weeks of paid vacation in one-week blocks only.  

· PGY-3's also qualify for approved conference time.  Residents are required to fill out a travel form prior to travel (see Connie in Medical Education). Prior authorization is mandatory for all conferences. Funds may be available to partially reimburse residents for the expense of trips that occur to present research or case vignettes.  Residents are responsible for their own registration, travel itinerary, etc. and must complete the travel form 2-3 months prior to travel in order to be eligible for possible reimbursement of expenses.  This time is not to be misconstrued as an additional week of vacation.  If a resident elects not to attend a conference, he or she will not get time off over and above the allocated 3 weeks of vacation.  The allowed conference time is for the time period of the conference only.  Please let a Chief know that you will be attending the conference at least three months in advance so that appropriate clinic schedules can be arranged. It is YOUR responsibility to alert your continuity clinic and your secondary clinic of your absence.

· Vacation and conference time will be authorized only for non-call months without ward supervisory or sick call/contingency duties.  Residents cannot take vacation or conference time while on Medicine Wards, or Units.  While discouraged, vacations may be taken on Neurology or Ambulatory rotation (if there are two residents assigned in that month), or Geriatrics.  Interns may take vacation during any elective rotation or ER, but not while on Wards or Units.  Each vacation may include only one weekend and not more than 5 consecutive weekdays.

· Any interviews for positions after graduation must be done during scheduled vacation time or by prior approval by Dr. O’Malley.

Away Rotations
What is an “away” elective?  Any elective outside of the Phoenix Metro area OR with another graduate medical education training program (i.e. Mayo Scottsdale).  During the away elective, the resident is excused from program conferences, continuity and subspecialty clinics.  

When? One month per entire residency during the PGY3 or PGY4 year unless the purpose of the elective is an “audition rotation” with a fellowship and can then be in the 2nd year.  Other circumstances may also be considered for exceptions, these should be discussed with the program director.  Away electives may not be done in June of the senior year.

How?  Away rotation forms may be obtained from the Department of Internal Medicine.  The following items must be specified:

1.
Purpose of the elective (i.e. educational goals and objectives)

2.
Curriculum

3.
Location

4.
Schedule of hours

5.
Supervising physician, who will formally evaluate the resident's performance, and who must approve of the elective in writing.

Who? Away electives may only be taken if:

· The resident scored >23rd percentile on the ITE (In-Training Exam)

· 50% of core electives have been completed

· All core electives have been scheduled

· The resident is in good standing with the Program (i.e., not involved in a work-up cycle with the Resident Advisory Committee (RAC)) 
· The content of the "away" elective must be described in writing, and submitted for approval by the RAC at least 3 months prior to the scheduled elective

Credit for Rotations:

The resident is responsible for making sure that his or her monthly evaluation is filled out by his/her teaching attending.  Failure to do so will result in no credit for the month.

Please see Appendix 7 for the universal application for the ‘away elective’

Moonlighting
The Internal Medicine Moonlighting policy is covered in the Good Samaritan House Staff Manual with the following additions:

· The Resident Advisory Committee (see section on RAC), Faculty Advisor and Program Director must approve the resident for moonlighting in order to determine that the resident will be able to devote time to the moonlighting activity without jeopardizing his/her residency activities (e.g. coursework, clinics, weekend ward coverage, sick call and contingency call). See Appendix 8 for the moonlighting form.

· The Resident Advisory Committee and the Program Director will not judge whether the resident has had sufficient training to manage the activities required the specific moonlighting job.  It is the resident's responsibility to discuss the necessary skills with the prospective employer and determine with that employer whether the resident's prior experience and training is adequate for him/her to perform the expected duties in an unsupervised setting.  The resident must determine whether additional malpractice coverage is required.
· Total in-hospital working hours, including both residency duties and moonlighting, may not exceed 80 hours weekly.  Moonlighting may occur only during electives.

· Moonlighting clearance must be renewed yearly, and updated with the name, address, and phone numbers of each institution at which the resident plans to moonlight.  The forms may be obtained from the Department of Internal Medicine.

· Anyone who scores less than the 30th percentile on In-house Training Exam given each year will not be allowed to moonlight.  So as not to create undue hardships, extenuating circumstances should be discussed with the faculty advisor.

· Failure to comply with these requirements or those of the Good Samaritan House Staff Manual will result in disciplinary action.

Sick Call
· You must immediately notify the appropriate Chief Resident by paging 201-1881.  If you are sick on a day when you are scheduled to do a subspecialty clinic or your continuity clinic, you must notify the Clinic at 839-4016.    Your intern or resident, co-resident and attending physicians must also be notified.  You and the Chief should make sure that this is accomplished on a daily basis if you are unable to work for more than 1 day.

· You are not allocated "sick days" to allow unauthorized time off from work.  Please call in sick only if you are truly ill or otherwise unable to work.  To abuse this right is not only unprofessional but will significantly inconvenience your peers since they will be called in to take your place.
· You will be expected to “pay back” the resident/intern who covered for you on a day that you are not assigned to be working (i.e. weekend or vacation day in the future).  Additionally, if you repeatedly require sick call coverage, you will be called first for unanticipated program needs.
· When possible calling the sick call person will be avoided by rearranging coverage of the other ward team members.  Please understand if this is required, it was done to minimize the use of sick call, optimize continuity of care.  Your flexibility is appreciated.
· If you are sick for more than one day, you must be seen by your personal physician or by a physician in the Internal Medicine Center (839-3927) and return a note to the department.
Backup/Float Call: 

Each resident and intern will be assigned as Backup Call during a non-call month.  The duration of time as Backup will vary from 1 week up to 5 weeks.  This means that if a colleague can’t fulfill his or her work responsibilities, the Backup resident would be expected to cover their responsibilities, usually on the wards or ICU, either at the VA or GS.  During this time period, the resident must stay in Phoenix and be available by pager 24 hours a day.  He or she needs to be able to return a page within 20 minutes. - Failure to fulfill this responsibility will a violation of the Professionalism Policy (see Appendix 10).  

Determining when the Backup resident is called is at the discretion of the Chief Resident and the faculty attending, who will take into account clinics, potential work hour violations, and previous coverage responsibilities.  At the start of a rotation, the attending should be notified of dates that you are on back up call and may be absent and then again when you are called in. You should try to avoid scheduling additional time away from that rotation (i.e. board exam, switching vacation, interviews, etc) if at all possible to assure that you have adequate time to learn the content on that rotation.  If this is unavoidable, please notify the chief residents and your elective attending of your efforts.  
The resident will be provided with current VA computer codes by the VA Chief Resident at the start of the month.  The resident assigned to Backup Call will need to make sure they can log into a VA computer PRIOR to the Backup month starting. 

There will be several months throughout the year when special events occur, requiring many residents to attend even while they are on call months. In this instance, residents on non-call rotations will be pulled to cover the responsibilities of the residents attending the specific event.  Given the high likelihood that coverage will be required by residents not on Backup Call, all non-call residents should expect to fulfill these duties when requested.

Specific program-sponsored events requiring multiple residents to attend include but are not limited to:

· ACP Conference (Sept, 1 day), 

· Resident Workshop, part II (Sept, 1 day)

· In-Training Exam (Oct, 1 day)

· Intern Retreat (Nov 11th , 1 day)

· Awesome Board Review (May, 6 days)

· How To Be A Great Resident (May or June, 1 day)

· Academic Excellence Day (May, 1 day)

Days Off
All House Officers have at least one day off in seven.  Twelve days are pre-selected based on each teams’ call schedule and then divided by those on each team.  

Resident Availability
While on electives, please be available by pager from 7:00 a.m. to 5:00 p.m. Various people including clinic staff, the secretaries, and the chief residents may need to get in touch with you.  Of course, you must stay in Phoenix and be available by pager during the time you are on sick call and contingency call.

Away Conference Attendance

Residents are encouraged to submit posters/abstracts/clinical vignettes to competitions in medical organizations.  Some of the frequently attended conferences are ACP (American College of Physicians), SGIM (Society of General Internal Medicine), and DDW (Digestive Disease Week).  Those who wish to attend a conference should make every effort to schedule trip during a non-call month.  If the conference is during a call month, the resident will likely be expected to arrange their own coverage with a resident who is not on Backup Call, so that this position can be reserved for emergencies.  The resident is required to complete the Resident Interview/Conference Request Form (see Appendix 9), formally alerting the program to the coverage plan and any clinics that will need to be made up.  Final approval is at the discretion of the Program Director.  
X. COMMUNICATION AND PROFESSIONALISM
PROGRAM E-MAIL

In the past, house staff may not have received important, timely notifications because they did not check their mailboxes at Good Sam.  All house officers will be required to check their e-mail, at least weekly.  In many instances e-mail will replace written information concerning program events, schedules and many other important items.

In order to accomplish this, each house officer will have an e-mail address that is simply: firstnamelastname@goodsamim.com (this is all lower case, without punctuation).
E-mail sent to this address will be forwarded to your own personal e-mail, designated by you.  Your e-mail address will not be made available to the public.  If you do not have a personal e-mail or would like a new personal e-mail (Hotmail, Yahoo, etc.) or have trouble with a computer, please see Frank Wallace in the library Computer Lab who will help you with this.  Faculty will also be able to receive e-mail by the same method.  

We suggest that you use this e-mail address appropriately and provide it only to those from whom you want to hear.  There are many people out there who will be happy to sell you, a physician, anything that your mind can conjure up.  

If you find you are not getting all your emails then your email system may be blocking it.  You may have to add @bannerhealth.com and @goodsamim.com as safe sites.  The options area of your email program should have a safe list where you can type in @bannerhealth.com to mark these messages as safe.  You can ask Frank Wallace about this as well or contact Harvey Hsu. Email forwarding is disconnected when you graduate.
Remember, failure to check your e-mail will not serve as a valid reason for not knowing the content of official notifications.
PAGERS

· Each House officer is issued a pager with text capability, which is his/hers for the duration of training in the BGSMC/VAMC Internal Medicine Program. Try not to drop it in the toilet!
· House officers must ALWAYS be available by pager for patient care issues from 7:00 a.m. - 5:00 p.m. weekdays, within reason (for example: excludes post call) to receive calls from Clinic, Administration, etc.  The pager should be on during any additional working hours, e.g. overnight call, while assigned to E.R.
· The electronic text-paging system is accessed on the intranet under “paging tool”. Individuals on that system are searched by last name. Abuse of the text paging system is a professionalism issue that may be brought to the Resident Advisory Committee.

· House officers must be available by pager or home phone during sick call and contingency call.
· If a physician is calling, this may be indicated by a star (*) plus the last 4 digits of the physician’s pager number after the return extension OR *400

· (Be sure to enter the star * - and the pager will display the symbol (-).

· Example: You wish to call a physician with the pager number ‘201-6789’.  You are a physician at extension 1-2296, and your pager number is 201-1234, so you will dial: 9-201-6789 and when it beeps, type in 12296#1234.

· If a non-physician is calling with a "STAT" emergency, "*911" is entered after the return extension. (Be sure to enter the star *).

· For other circumstances, no other entry is needed after the return extension.

MAILBOXES
Check your mailboxes in Medical Education every week. Keep the Department of Internal Medicine up-to-date with address and phone number changes.

TEAM ROOMS/CALL ROOMS/EXERCISE AREA
The Medicine area in West Tower 5 is an expansive location complete with team rooms and call rooms with computers, a kitchen, and an exercise facility. Please respect others and keep this area clean.
COMPUTER USAGE
· In each of your Team Rooms at Good Samaritan, and the clinic, you will find a computer, and printer connected to the Internet. A direct connection to the Internet allows you access Up-to-Date and the Arizona Health Information Network (AzHIN).  This network provides links to PubMed, OVID, Grateful Med and many medical texts, clinical journals, and practice guidelines. See the library if you have questions. The librarians on staff there are experts and can help you with evidence-based searches. Be sure to make use of the above references, as they are a resource for you at all hours of the day.  You should never let yourself get into the position of not having read about your patients and their problems.    

· Computer problems can be addressed by calling the IT helpdesk at (602) 747-4444.

· The Team Room computers access the Internet through the hospital’s LAN network.  Downloading games, music, etc. slows the entire network and may result in forfeiture of this service. Do not use the computer for anything that might embarrass you, your colleagues, family, (your mom!), the program or your profession.  Think first!
Please see Appendix 10 for Professionalism Policy

XI. HELPFUL RESOURCES
STRESS MANAGEMENT, MENTAL HEALTH AND FATIGUE

You will experience exponential personal and professional growth during your residency training, possibly more than any other time during your life. Along with any period of growth comes a certain amount of stress. Tolerable stress can be a great motivator. However, when stress exceeds the adaptive capacity of the individual it can become destructive. There are a number of ways in which the Program is here to help you productively handle this. Early recognition is key. Talk to your advisor, mentor, junior faculty, or a trusted colleague. Should you desire them, behavioral health services are covered by Banner Health insurance. Consult your Employee Handbook for mental health benefits. Remember, we are here to help you succeed.

· Beautiful exercise equipment is on West Tower 5 for you; use it, as exercise is an important part of any stress reduction regimen. Practice what you preach!

· Good Sam has an ECHO/Wellness program that offers massage, acupuncture, and other integrative services on-site for a nominal fee. They also provide bonuses for assessments of clinical measures (blood pressure, etc). Check your e-mail to take advantage of these announcements.

· During your intern year, the faculty provides a retreat for you to discuss ways and access resources to manage stress. In addition, residents attend a mandatory conference on fatigue and healthy living.

· The chaplain services at Good Sam are available for discussing the effects of critical incidents or stressful events and can be reached through their on-call pager 817-8113. 

· The Internal Medicine program will pay for a cab home from work if ever needed for safely arriving home.  Receipts should be submitted to medical education office for processing the reimbursement.

MEALS
At BGSMC, all house officers receive a meal card.  This will provide for meals when on call.  Breakfast (bagels, juice, etc.) is served daily at morning conferences. At VAMC, the doctors may receive breakfast, lunch, and dinner at specified meal times throughout the day. All other vending machine and cafeteria costs are the responsibility of the house officer.
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Appendix 1: Evaluation Forms

Evaluation of Resident’s Performance: PGY1 Inpatient Ward 

Resident: _________________________________________     PGY: ​​​​__________
Location:  _________________________________________    Month/Year: __________
Evaluator: _________________________________________   Contact hours/week: __________
	Direct Observation by Faculty

For more detailed feedback/documentation, use the form on www.goodsamim.com
	Number of times this evaluation period
	Areas for improvement

	Mini CEX 
	
	

	Medical interviewing
	
	

	Physical exam
	
	

	Counseling skills
	
	

	Please evaluate using this scale: R=Rarely S=Sometimes O=Often A=Almost Always
	Check if unable to evaluate or N/A

	Patient Care
	

	Gathers accurate, essential information from history and chart review
	R
	S
	O
	A
	

	Demonstrates thorough physical examination skills
	R
	S
	O
	A
	

	Establishes an appropriate initial diagnostic and treatment plan
	R
	S
	O
	A
	

	Follows up on the diagnostic and treatment plan
	R
	S
	O
	A
	

	Is respectful of patient preferences when recommending preventive, diagnostic and therapeutic options
	R
	S
	O
	A
	

	Prioritizes multiple demands based on potential serious consequences
	R
	S
	O
	A
	

	Manages time efficiently
	R
	S
	O
	A
	

	Medical Knowledge
	

	Establishes an appropriate initial differential diagnosis
	R
	S
	O
	A
	

	Demonstrates clinically applicable knowledge of the basic and clinical sciences
	R
	S
	O
	A
	

	Demonstrates an investigative and analytic thinking approach to clinical situations
	R
	S
	O
	A
	

	Obtains and interprets laboratory/ EKG and radiology tests appropriately
	R
	S
	O
	A
	

	Able to determine when s/he lacks necessary knowledge and skills and identifies appropriate assistance in a timely manner
	R
	S
	O
	A
	

	Can articulate common complications of diagnoses or treatment plans
	R
	S
	O
	A
	

	Interpersonal and Communication Skills
	

	Demonstrates active listening skills
	R
	S
	O
	A
	

	Is able to elicit pertinent information in the history
	R
	S
	O
	A
	

	Establishes a relationship with patients that engenders trust
	R
	S
	O
	A
	

	Documentation in the medical record is
	
	
	
	
	

	                          a.     Accurate
	R
	S
	O
	A
	

	b. Complete
	R
	S
	O
	A
	

	c.  Legible
	R
	S
	O
	A
	

	Presentations are concise
	R
	S
	O
	A
	

	Demonstrates effective communication with other health care professionals in the coordination of care of patients
	
	
	
	
	

	                          a.    Consultants and attendings
	R
	S
	O
	A
	

	b. Other residents
	R
	S
	O
	A
	

	c. Nurses, social workers, case managers
	R
	S
	O
	A
	

	d. Other ancillary staff
	R
	S
	O
	A
	

	Demonstrates early skill in counseling and instructing patients
	R
	S
	O
	A
	

	Provides patients with clear instructions for discharge and follow-up
	R
	S
	O
	A
	

	Communicates with patients’ families when appropriate
	R
	S
	O
	A
	

	Professionalism
	

	Reports to designated clinical settings at the appropriate time
	R
	S
	O
	A
	

	Answers pages promptly and responds promptly to emergencies.
	R
	S
	O
	A
	

	Maintains confidentiality
	R
	S
	O
	A
	

	Demonstrates respect, sensitivity and responsiveness to the full spectrum of diversity seen in staff, co-workers, and patients
	R
	S
	O
	A
	

	Maintains appropriate appearance with respect for surroundings and others
	R
	S
	O
	A
	

	When resident communicates with me, I am apt to believe him/her without question
	R
	S
	O
	A
	

	Demonstrates a strong work ethic (i.e. willingness to help co-workers, positive attitude, and ongoing responsibility to the patient and peers)
	R
	S
	O
	A
	

	In his or her absence, the resident assures the continuing care and safety of their patients
	R
	S
	O
	A
	

	System Based Practice
	

	Understands limitations of various practice types (ER, outpatient single physician practice, sub-specialist, etc) and develops strategies to optimize care
	R
	S
	O
	A
	

	Collaborates with health care providers/managers (social services, home health, mental health,  PT, OT)
	R
	S
	O
	A
	

	Coordinates discharge planning 
	R
	S
	O
	A
	

	Uses cost-conscious strategies in diagnosis and treatment
	R
	S
	O
	A
	

	Demonstrates knowledge and use of policies and procedures of the various departments where they are working (i.e. use of restraints, pain mgmt, reporting adverse drug events).  
	R
	S
	O
	A
	

	Practice Based Learning and Improvement
	

	Incorporates feedback into improvement activities
	R
	S
	O
	A
	

	Demonstrates a willingness to learn from errors and uses errors to improve the process of care
	R
	S
	O
	A
	

	Uses information technology to access and manage information, support patient care decisions and enhance patient and physician education.
	R
	S
	O
	A
	

	Applies evidence based medicine to patient care
	R
	S
	O
	A
	


Overall: By the end of the first year, the resident should demonstrate that he or she is able to manage common inpatient medical problems semi-independently with appropriate supervision and lead a team of interns and students. 

Resident is performing at the level expected for their level of training _____  Yes  ______    No

If the answer is “No” then please contact the individual resident’s advisor ASAP.

Comments/Recommendations for improvement:(please comment on any areas where the answer was “Rarely”)

________________________ 




________________________

Evaluator Signature 








Date

Has the resident reviewed this form? Yes     No

Resident Comments: 

________________________ 




________________________

Resident Signature








Date

Return to: Jane Sanborn Internal Medicine Residency Coordinator
Evaluation of Resident’s Performance: Senior Resident Inpatient Ward

Resident: _________________________________________     PGY: ​​​​__________
Location:  _________________________________________    Month/Year: __________
Attending: _________________________________________   Contact hours/week: __________
	Direct Observation by Faculty

For more detailed feedback/documentation, use the form on www.goodsamim.com
	Number this mo.
	Areas for improvement

	Mini CEX 
	
	

	Medical interviewing
	
	

	Physical exam
	
	

	Counseling skills
	
	

	Please evaluate using this scale: R=Rarely S=Sometimes O=Often A=Almost Always
	Check if unable to evaluate or N/A

	Patient Care
	

	Gathers accurate, essential information from history and chart review
	R
	S
	O
	A
	

	Demonstrates thorough physical examination skills
	R
	S
	O
	A
	

	Establishes an appropriate detailed plan for diagnosis and treatment
	R
	S
	O
	A
	

	Prioritizes multiple demands based on potential serious consequences
	R
	S
	O
	A
	

	Manages time efficiently
	R
	S
	O
	A
	

	Follows up on diagnostic and treatment plan
	R
	S
	O
	A
	

	Is respectful of patient preferences when recommending preventive, diagnostic and therapeutic options
	R
	S
	O
	A
	

	Medical Knowledge
	

	Establishes an appropriate detailed differential diagnosis
	R
	S
	O
	A
	

	Demonstrates clinically applicable knowledge of the basic and clinical sciences
	R
	S
	O
	A
	

	Demonstrates an investigative and analytic thinking approach to clinical situations
	R
	S
	O
	A
	

	Obtains and interprets laboratory/ EKG and radiology tests appropriately
	R
	S
	O
	A
	

	Able to determine when s/he lacks necessary knowledge and skills and identifies appropriate assistance in a timely manner
	R
	S
	O
	A
	

	Can articulate common complications of diagnoses or treatment plans
	R
	S
	O
	A
	

	Has the ability to do an electronic literature search gathering evidence for relevant clinical questions.
	R
	S
	O
	A
	

	Demonstrates knowledge and use of ACLS algorithms while running a code
	R
	S
	O
	A
	

	Demonstrates the ability to evaluate and manage common (PGY2/3) and uncommon (PGY3/4) medical emergencies
	R
	S
	O
	A
	

	Interpersonal and Communication Skills
	

	Demonstrates active listening skills
	R
	S
	O
	A
	

	Is able to elicit pertinent information in the history
	R
	S
	O
	A
	

	Establishes a relationship with patients that engenders trust
	R
	S
	O
	A
	

	Documentation in the medical record is
	
	
	
	
	

	                           a.. Accurate
	R
	S
	O
	A
	

	b. Complete
	R
	S
	O
	A
	

	c. Legible
	R
	S
	O
	A
	

	Presentations are concise
	R
	S
	O
	A
	

	Demonstrates leadership skills while running a code
	R
	S
	O
	A
	

	Communicates with patient’s families when appropriate
	R
	S
	O
	A
	

	Demonstrates advanced skills in counseling and instructing patients
	R
	S
	O
	A
	

	Provides patients with clear instructions for discharge and follow-up
	R
	S
	O
	A
	

	Demonstrates effective communication with other health care professionals in the coordination of care of patients
	
	
	
	
	

	                           a. Consultants and attendings
	R
	S
	O
	A
	

	b. Other residents
	R
	S
	O
	A
	

	c. Nurses, social workers, case managers
	R
	S
	O
	A
	

	d. Other ancillary staff
	R
	S
	O
	A
	

	Professionalism
	

	Reports to designated clinical settings at the appropriate time
	R
	S
	O
	A
	

	Answers pages promptly and responds promptly to emergencies.
	R
	S
	O
	A
	

	Maintains confidentiality
	R
	S
	O
	A
	

	Demonstrates respect, sensitivity and responsiveness to the full spectrum of diversity seen in staff, co-workers, and patients
	R
	S
	O
	A
	

	Maintains appropriate appearance with respect for surroundings and others
	R
	S
	O
	A
	

	When resident communicates with me, I am apt to believe him/her without question
	R
	S
	O
	A
	

	Demonstrates a strong work ethic (i.e. willingness to help co-workers, positive attitude, and ongoing responsibility to the patient and peers)
	R
	S
	O
	A
	

	In his or her absence, the resident assures the continuing care and safety of their patients
	R
	S
	O
	A
	

	System Based Practice
	

	Understands limitations of various practice types (ER, outpatient single physician practice, sub-specialist, etc) and develops strategies to optimize care
	R
	S
	O
	A
	

	Collaborates with health care providers/managers (social services, home health, mental health,  PT, OT) to coordinate and improve care
	R
	S
	O
	A
	

	Coordinates discharge planning 
	R
	S
	O
	A
	

	Uses cost-conscious strategies in diagnosis and treatment
	R
	S
	O
	A
	

	Demonstrates knowledge and use of policies and procedures of the various departments where they are working (i.e. use of restraints, pain mgmt, reporting adverse drug events) 
	R
	S
	O
	A
	

	Practice Based Learning and Improvement
	

	Incorporates feedback into improvement activities
	R
	S
	O
	A
	

	Demonstrates a willingness to learn from errors and uses errors to improve the process of care
	R
	S
	O
	A
	

	Uses information technology to access and manage information, support patient care decisions and enhance patient and physician education
	R
	S
	O
	A
	

	Applies evidence based medicine to patient care
	R
	S
	O
	A
	

	Is an effective teacher
	R
	S
	O
	A
	


Overall: By the end of the second year (second and third for MP) the resident should demonstrate that he or she is able to manage the great majority of patients semi-independently with appropriate supervision.  By the end of the third year (fourth year MP) the resident will demonstrate the capability of performing as an independent general internist. 

Resident is performing at the level expected for their level of training? (Please circle)   Yes             No
If the answer is “No” then please contact the individual resident’s advisor ASAP.

Comments/Recommendations: (please comment on any areas where the answer was “Rarely”)
________________________ 




________________________

Evaluator Signature 









Date

Has the resident reviewed this form? Yes     No

________________________ 




________________________

Resident Signature









Date

Return to: ​​​​​​​​​​​​​​​​​​​ Jane Sanborn Internal Medicine Residency Coordinator

Evaluation of Resident’s Performance: Elective/Selective Rotation
Return to:Jane Sanborn Medical Education-LL2 BGSMC
Resident: _________________________________________     PGY: ​__________
Location:  _________________________________________    Month/Year: __________
Attending: _________________________________________    Contact hours/week: __________
	Direct Observation by Faculty

For more detailed feedback/documentation, use the form on www.goodsamim.com
	Number this mo.
	Areas for improvement

	Mini CEX 
	
	

	Medical interviewing
	
	

	Physical exam
	
	

	Counseling skills
	
	

	Please evaluate using this scale: R=Rarely S=Sometimes O=Often A=Almost Always
	Check if Unable to Evaluate or N/A

	Patient Care
	

	Gathers accurate, essential information from history and chart review
	R
	S
	O
	A
	

	Demonstrates thorough physical examination skills
	R
	S
	O
	A
	

	Establishes an appropriate diagnostic and treatment plan
	R
	S
	O
	A
	

	Is respectful of patient preferences when recommending preventive, diagnostic and therapeutic options
	R
	S
	O
	A
	

	Prioritizes multiple demands based on potential serious consequences
	R
	S
	O
	A
	

	Manages time efficiently
	R
	S
	O
	A
	

	Completes notes/dictations in a timely manner
	R
	S
	O
	A
	

	Medical Knowledge
	

	Establishes an appropriate differential diagnosis
	R
	S
	O
	A
	

	Demonstrates clinically applicable knowledge of the basic and clinical sciences
	R
	S
	O
	A
	

	Demonstrates an investigative and analytic thinking approach to clinical situations
	R
	S
	O
	A
	

	Obtains and interprets laboratory/ EKG and radiology tests appropriately
	R
	S
	O
	A
	

	Able to determine when s/he lacks necessary knowledge and skills and identifies appropriate assistance in a timely manner
	R
	S
	O
	A
	

	Has the ability to do an electronic literature search gathering evidence for relevant clinical questions
	R
	S
	O
	A
	

	Can articulate common complications of diagnoses or treatment plans
	R
	S
	O
	A
	

	Anticipates potential disease and treatment complications and performs appropriate preventive actions
	R
	S
	O
	A
	

	Interpersonal and Communication Skills
	

	Demonstrates active listening skills
	R
	S
	O
	A
	

	Is able to elicit pertinent information in the history
	R
	S
	O
	A
	

	Establishes a relationship with patients that engenders trust
	R
	S
	O
	A
	

	Documentation in the medical record is: 
	
	
	
	
	

	                           a.  Accurate
	R
	S
	O
	A
	

	b. Complete
	R
	S
	O
	A
	

	c. Legible
	R
	S
	O
	A
	

	Presentations are concise
	R
	S
	O
	A
	

	Demonstrates effective communication with other health care professionals in the coordination of care of patients
	
	
	
	
	

	                           a.    Primary consulting physician
	R
	S
	O
	A
	

	                           b.   Other residents
	R
	S
	O
	A
	

	c. Nurses, social workers, case managers
	R
	S
	O
	A
	

	d. Other ancillary staff
	R
	S
	O
	A
	

	Demonstrates skill in counseling and instructing patients
	R
	S
	O
	A
	

	Provides patients with clear instructions for discharge and follow-up
	R
	S
	O
	A
	

	Communicates with patients’ families when appropriate
	R
	S
	O
	A
	

	Expeditiously and appropriately addresses all questions posed to consultant
	R
	S
	O
	A
	

	Professionalism
	

	Reports to designated clinical settings at the appropriate time
	R
	S
	O
	A
	

	Answers pages promptly and responds promptly to emergencies
	R
	S
	O
	A
	

	Maintains confidentiality
	R
	S
	O
	A
	

	Demonstrates respect, sensitivity and responsiveness to the full spectrum of diversity seen in staff, co-workers, and patients
	R
	S
	O
	A
	

	Maintains appropriate appearance with respect for surroundings and others
	R
	S
	O
	A
	

	When resident communicates with me, I am apt to believe him/her without question
	R
	S
	O
	A
	

	Demonstrates a strong work ethic (i.e. willingness to help co-workers, positive attitude, and ongoing responsibility to the patient and peers)
	R
	S
	O
	A
	

	System Based Practice
	

	Collaborates with health care providers/managers (social services, home health, mental health,  PT, OT)
	R
	S
	O
	A
	

	Uses cost-conscious strategies in diagnosis and treatment
	R
	S
	O
	A
	

	Demonstrates knowledge and use of policies and procedures of the various departments where they are working (i.e. use of restraints, pain mgmt, reporting adverse drug events).  
	R
	S
	O
	A
	

	Practice Based Learning and Improvement
	

	Uses feedback to improve
	R
	S
	O
	A
	

	Demonstrates a willingness to learn from errors and uses errors to improve the process of care
	R
	S
	O
	A
	

	Uses information technology to access and manage information, support patient care decisions and enhance patient and physician education
	R
	S
	O
	A
	

	Applies evidence based medicine to patient care
	R
	S
	O
	A
	


Overall: Resident is performing at the level expected for their level of training.

(Please circle)    Yes               No

If the answer is “No” then please contact the individual resident’s advisor ASAP.

Comments/Recommendations for improvement: (please comment on any areas where the answer was “Rarely”)
________________________





________________________

Evaluator Signature 









Date

Has the resident reviewed this form? Yes     No

________________________ 





________________________

Resident Signature









Date

Return to: ​​​​​​​​​​​​​​​​​​​ Jane Sanborn Internal Medicine Residency Coordinator

Appendix 2: Work Up Cycle

For Suspected Problems that Remain the Resident’s Prerogative to Resolve

Date:

Issue of Concern:

Task 1 – Hypothesizing & Problem focusing:

(Discuss causes about the problematic situation; respect resident’s perspective; sort issues into areas of agreement & non-agreement)
Task 2 – Providing Assistance

(Plan help only in areas of agreed upon need; Exchange commitments; monitor effectiveness & terminate special arrangements explicitly)
Task 3 – Resident to Gather Information Concerning Differences

(Separate perception from value differences; for perception differences work with resident to collect relevant data; for value differences identify how resident behaviors likely to result in conflict & consequences that might stem from these valued positions)
Date Resolved:



       

or

Date Issue Sent to Probationary Cycle:



Appendix 3: Discharge Summary Form

DICTATED DISCHARGE SUMMARY REMINDER CARD

Revised 06/2010

GOOD SAM DISCHARGE SUMMARY INSTRUCTIONS
1. To access the dictation system: 747-3700

2. Location code: 10 followed by the # key

3. Enter your user ID (AZ medical license or assigned number) followed by the # key

4. Enter report type followed by the # key: 40 discharge summary, 20 consultation

5. Enter Medical record number followed by the # key.

6. Job ID will be annotated: write it in the chart.

7. Dictate report (see reverse side for guidelines)

8. Tips: 

· Press  #9 at any time during dictation to mark job as “STAT”

· 1=listen, 2=resume dictation, 3=short rewind, 4=pause (15 minutes max), 5=next report, 6=go to the end, 7=fast forward, 8=go to the beginning, *job confirmation number

9. For assistance, call HIMS department at 239-4373

10. Turn around time goal 2-4 hours from physician dictation to Power Chart

VA DICTATION INSTRUCTIONS

1. Dial ext. 3100 (18664520914)

2. Enter your CUSTOMER ID (602#)

3. Enter your DICTATOR ID (last 4 or your social sec number followed by #)

4. Enter work type of report (d/c summary 06#, stat/transfer summary 05#)

5. Begin dictation after the beep

6. When finished, hang up or press 5. OR press 8 then your next report type

7. Press 0 at anytime for job ID (record number in record as a progress note)

8. Transcription ext. 7237

DISCHARGE SUMMARY CONTENT INSTRUCTIONS
· Introduction

· Admission and discharge dates

· Ward location (required at VA)

· Identify yourself

· Expected co-signer: Attending who discharged patient with you

· Give the patient’s full name (clarify spelling)

· MR number or Full SSN (VA)
· Diagnosis

· In General

· Be specific

· Indicate presence of complications: “No/Mild/Major complications”

· Indicate if issue is resolved, improving, unresolved, and if it is a new issue, or acute exacerbation of chronic problem. 

· Principal Diagnosis

· Why did the patient come to the hospital?

· Other Diagnosis 

· All issues that required treatment

· Chronic, stable issues

· Include functional/affective diagnosis, i.e. gait disorder, urinary incontinence, 

· Alzheimer’s dementia, depressive disorder 
· Consultants

· Name and Speciality 

· Operations/Procedures 

· BRIEF relevant findings, date of procedure

· Presentation
· Describe how the patient presented to you, and briefly how his/her illness came to be.  

· Do not repeat the entire HPI.  

· Hospital Course
· Include initial and final diagnostic impressions

· If the patient’s course was long/complicated, may discuss by problem. 

· Include information given to the patient/family about prognosis.

· Status at Discharge

· Clinical description of patient’s status at discharge.  Is the patient at baseline?

· Case specific indicators, i.e. “On two liters of O2”, or “Area of erythema extends 2cm above and 3cm below the left knee.”

· Medications at Discharge
· Explicitly state names, doses, frequency and quantity prescribed (if narcotics). 

· Include whether medication is new, continued or changed from initial admission med list. 

· Include home medications that have been discontinued.

· Vaccinations Given

· New allergies

· Discharge Instructions

· Instructions on diet and fluid intake

· Instructions on Activity, Wound Care or Other Limitations

· Weight monitoring-when and what to do (i.e. heart failure, cirrhosis)

· Smoking Cessation instructions: all ppl who smoked in the last 12 months

· What to do if symptoms worsen/signs to look for

· CHF specific: 

· Document the EF (if outpatient ECHO is planned, please state that)

· EF<40%&ACEI/ARB contraindicated, document contraindication

· Weight monitoring

· Acute MI

· Document contraindication to beta blocker if not prescribed at d/c

· IF EF<40% & no ACEI/ARB, state the contraindication for both

· Document contraindication to aspirin if not prescribed at d/c

· Follow Up

· Name of Physicians and Appointment Dates if known (arrange prior to discharge for improved outcomes!)

· Pending Test Results to be followed up or other follow up tests needed

· Home services or durable medical equipment (DME) arranged


· Closing (At Good Sam) 

· State “A copy of this discharge summary is to be given to the patient to carry with them to follow up visits.”  

· State “If there are any questions, I can be reached at 602-239-5822.”

· State Name of Physicians who need a copy of report via HIMS auto-faxed to them for follow up.  If outside local area please state name and fax number. 

OTHER TIPS: 

Complete your discharge summaries far enough in advance that your attending has time to edit or amend the transcription.  Residents do not have access to the completed transcription for revision; your attending will have to do this. 

Appendix 4: Discharge Summary Evaluation Form

Resident Name:


Faculty Reviewer: 


Date: 

	Content: 
	Complete
	Incomplete
	N/A

	Name of attending to co-sign
	
	
	

	Date of Admission and Discharge 
	
	
	

	Principal Diagnosis-Reason for Admission
	
	
	

	Secondary diagnoses
	
	
	

	Diagnoses include severity (i.e. DM type 2, uncontrolled) (Complete if severity included in >75% of relevant diagnosis)
	
	
	

	Diagnoses are specific (ie. acute anemia from blood loss) (check Complete if >75% of diagnosis were specific)
	
	
	

	Diagnosis lists (principal and secondary) are complete based on whole summary (Complete if >75% of diagnosis included)
	
	
	

	Consulting Specialties listed 
	
	
	No consultants

	Specific physicians or groups listed as Consultants  
	
	
	

	Operations/Procedures listed
	
	
	No procedures

	Operations/Procedures includes Relevant Findings
	
	
	

	Status at Discharge listed
	
	
	

	Status at Discharge includes Key PE (i.e. discharge weight), laboratory and/or Med Imaging findings
	
	
	

	Medication names listed (check Incomplete if “resume home medications” or equivalent)
	
	
	

	Medication doses and frequency listed
	
	
	

	Indication of each medicine being new, continued, changed or discontinued 
	
	
	

	Specific Name of Physicians to follow up with given (check incomplete if PCP, GI, etc without names.  Can check complete if the process for obtaining a new PCP or a specific clinic with number is given)
	
	
	

	Appointment Dates or specifics of when to follow up
	
	
	

	Pending Test Results to be followed up
	
	
	No pending tests identified

	Instructions on Diet and fluids
	
	
	

	Instructions on Activity, Wound Care or Other Limitations
	
	
	

	What to do if symptoms worsen 
	
	
	

	Weight monitoring (required in Heart Failure)
	
	
	Doesn’t have a dx that requires wt monitoring

	Physicians to receive fax 
	
	
	

	Fax number included if not a common BGSMC doc
	
	
	

	Includes information on how to contact hospital team if ?
	
	
	

	Total Number COMPLETE
	
	
	


Instructions: As you read the discharge summary, select “complete”, “incomplete”, or “N/A” for each variable.  For most variables, “COMPLETE” is defined as >75% compliance with the listed requirement.

	Readability: (circle 1-5)


	History of Present Illness is: ***This refers to the portion of the summary that describes the details of the interview and initial evaluation for the chief complaint.  It does not need to be in it’s own section of the summary but the content should be scored wherever it is located.  Mark “1” in each section if there is NO information about the presenting complaint.

	                              Complete
	1= absent
	2=missing critical information
	3=missing a few important details
	4= missing a few minor details
	5=includes almost all the required information

	                              Clear
	1=absent 
	2=difficult to follow the logic and facts
	3=moderately awkward in its organization
	4=minimally awkward in its organization
	5=well organized, no suggestions for improvement 

	                              Concise
	1=absent
	2=includes large amounts of unnecessary information
	3= includes a moderate amount of unnecessary information
	4= includes a few irrelevant facts
	5=ONLY includes essential information 


	Hospital Course: *** Mark “1” in each section if there is NO information about the Hospital stay

	                              Complete
	1= absent
	2=missing critical information
	3=missing a few important details
	4= missing a few minor details
	5=includes almost all the required information

	                              Clear
	1=absent 
	2=difficult to follow the logic and facts
	3=moderately awkward in its organization
	4=minimally awkward in its organization
	5=well organized, no suggestions for improvement 

	                              Concise
	1=absent
	2=includes large amounts of unnecessary information
	3= includes a moderate amount of unnecessary information
	4= includes a few irrelevant facts
	5=ONLY includes essential information 


	Overall Readability is:

	1 very difficult to follow
	2
	3
	4
	5 OK
	6
	7
	8
	9
	10 Incredibly readable


Appendix 5: Third Year Clerkship Orientation For Med Students

Third Year Internal Medicine Clerkship Orientation-Good Sam

Welcome! We are excited to have you here with us and expect your rotation to be filled with interesting patients, great expansion of your knowledge of Internal Medicine, meeting residents and forming friendships.

If you have any questions, please feel free to call the clerkship coordinator, 839-2296, or your clerkship director KeriLyn Gwisdalla, M.D. (pager 602.201-5069). The chief residents are here to help you as well.  They remember what it was like to be a medical student and they will try to answer any questions you may have.

Our website, www.goodsamim.com, has information pertaining to our program, along with the medical student curriculum guide and forms which you will need during your clerkship with us.

Handy References: As stated before in the main third year orientation back in July, you may wish to invest in some books. Some of these can fit in your coat pocket and will be helpful to you while working up patients, waiting for rounds, etc.

· Pocket Medicine: The Massachusetts General Hospital Handbook of Internal Medicine (Sabatine)

· Pocket Pharmacopoeia or Epocrates for your Palm Pilot (practically a must-have!)

· UpToDate: available on every computer here, just go to www.utdol.com
· www.goodsamim.com: Schedules and forms are housed on our website under “For our medical students”. The username/password is gsphoenixim. 
· Internal Medicine Essentials: 39.95 for ACP student members (student membership in ACP is free) or 49.95 for non-members.  There is one copy in the library in the workroom (not to be checked out and you have to ask for it).  
Student Responsibilities

· To participate fully and actively in all of the activities of the team-know (peripherally) and examine ALL patients on the team’s service
· To work up and follow patients as assigned by the resident (usually 1 per admitting day/ 3-5 per week)

· To pre-round on all patients before management rounds

· To present patients on rounds

· To perform written data bases including the assessment and plan on all new admissions and to present these to the faculty attending within 48 hours of admission 
· To write daily SOAP progress notes on all patients assigned (must be reviewed by intern/resident)

· Order writing may be practiced on paper and reviewed with an intern or resident

· Evening reading about your patients

Logistics (AKA about Good Sam)

· There are maps of the hospital available down in the department of Medicine.  
· All numbers to our hospital begin with the prefix 839-####. While in house, you can call any extension from any phone by dialing 1-####. For example, 1B is 839-2124, so in house you can dial 1-2124. 
· Sometimes when you get paged, you will see a four digit number after the extension. This is usually the last four digits of the pager number of the person who paged you.

· You will receive a password to Cerner in order to access information on your patients’ labs, discharge summaries, reports, etc.

· Wear your name tag in clear view at all times (this is required by the hospital)

· Meal cards-see Medical Education
· Parking-see Medical Education
· You may wish to familiarize yourself with the hospital policies. These can be found by clicking on the internet icon on any computer here (the “home” page) then choosing “resources” on the left side tool bar. These policies can aid you in patient care (infection control, restraint use, ethics, etc.) You do NOT need to read every one; this is just a resource if you need it. Please note the dress code. Sleeveless shirts, clam-diggers, and open-toed shoes are not appropriate. It is okay to ask your clerkship director if you are not sure about something.
A typical day (INPATIENT wards)

· Arrive at the hospital usually around 6 am. You want the first chance at seeing, examining, and determining a plan for the day on your patients.

· Call your intern to check in after you have seen your patients (sooner if they look sick!) They may have new patients for you to see.

· 8-9 am (Fridays only) Grand Rounds, Amphitheater (Mandatory)

· 9-10 am (Mon-Thurs) Morning Report, Conference Room C (Mandatory)

· 10-12 Work Rounds/Teaching Rounds (time determined by attending)

· 12-1 pm Noon Conference- This is mandatory for the residents/interns because it is part of their core curriculum. It is very valuable so definitely attend. However, you may be excused IF you are in the middle of some important learning occasion or have the opportunity to do an admission, procedure, etc. The monthly “Housestaff Meeting” is for our housestaff only.

· Academic Half Day: This occurs on Tuesday afternoons and is your core curriculum. We understand you have a big time commitment to the lecture series. The residents understand this, but if for some reason there is a problem, please let us know. Again, refer to the website for the schedule. Come prepared with knowledge of the subject being discussed (i.e., look over the topic).

· Return back to check on your patients (what has happened during the day). Call your team to let them know you are back and see if there are new patients you should see.

· You are encouraged to go to any and all Journal Clubs, Happy Hours, etc., to make friends. If you had a good day, there is joy in numbers. If you had a bad day, misery loves company. This is precious time you will not have once the obligations of private practice set in!

Patient logs

Keeping a log of the diagnoses you have seen during your training is an LCME requirement (accreditation for the medical school).  You should be logging these, as well as your procedures, on E*Value. These account for 5% of your total grade. Any questions regarding patient logs or E*Value should be directed to Michelle Rios at the U of A.  
On Call

· Each ward team is on call every 5th night. Students will be expected to take call whenever their team is on call. No students are expected to stay overnight. If you decide to do so, you must still attend your lectures the next day, if applicable and assure you are maintaining appropriate duty hours. The resident may excuse you at any time if the service is not busy.
Days Off

· The team you work with will be dividing up days off to allow for continuity of patient care. They may suggest you take off a weekday, but according to U of A policy, “Medical students on the clerkship are not to take days off during the week. In general they will be given one of the weekend days off, but this will be coordinated with their attending.” One day off per week is the policy. If a 3 day holiday should fall on your rotation, you may NOT take those 3 days off, or you will be in violation of the school’s policy.
Weekend Days

· Once again, although your day off will likely be on a weekend, these are not automatically “off”. 
Feedback/Evaluations

· Ask for daily feedback from your team. At the 2-week mark, you need to arrange a face-to-face formal mid-month evaluation from your senior resident and attending. You cannot improve upon what you don’t know is a problem.

· Turn in one H&P per week to your attending for review, and SOAP notes as well, for feedback. You should get informal daily feedback from your intern/resident on these as well.

· On each of your three sub-blocks in Internal Medicine, you will be required to complete one observed patient encounter (CEX- clinical competency exam) with your attending (a total of three for your entire medicine experience). Forms are on the website (www.goodsamim.com). 
· Your final evaluation will be completed by one of your attendings. Often this will include information from other attendings with whom you worked as well as your resident. They should complete it in time for you to have formal verbal feedback in a timely manner, so plan ahead if necessary.

Camaraderie 

· Time and time again when residents are asked what makes a good student the overwhelming answer is (yes, before ‘being smart’) a team player. Someone who shows up on time, aims for efficiency yet thoroughness, and whom they can count on for help.  If you are not sure what to do, ASK! If that doesn’t help, talk to one of your Clerkship Directors (Dr. O’Malley for inpatient, and Dr. Gwisdalla for outpatient). Remember, this is your education and you are paying for it, and you get out what you put in.

Preparing for the Shelf Exam

· Reread “The Book” (given to you by your predecessors) and review the contents for the Internal Medicine shelf exam listed there.
· Weekly, you should receive a list of learning objectives organized by subspecialty from via e-mail. These are the topics covered on the shelf exam. It is highly recommended that you review these. It is a lot of information but by experience if you know these you will do well on the test. The best way to tackle them is to divide and conquer them per subject between you and your colleagues, then share with each other. Some of them will not make sense, my recommendation to you is that you not get ‘bogged down’ with these and move on.
· The book First Aid for the Internal Medicine Wards is a good one, too. There are copies if you do not wish to purchase it. See the department of medicine.
· MKSAP for Students: There are some copies available to borrow as another study resource.
· Attend the Exam Review with Dr. Gwisdalla as part of your core lecture series. If you have questions about the exam, see Dr. Gwisdalla.

· Dr. Johnson also does two one-hour shelf exam reviews in Tucson that are televised for the Phoenix students. These reviews are aired at the Phoenix campus in Room 2208P. Paula O’Hara is the clerkship coordinator in Tucson and has important information that pertains to you as a Phoenix student! You should be checking your e-mail frequently, and she will let you know the dates and times for these reviews.
Read something every night! The best way to retain knowledge is to read about your patients. Putting a patient with a disease really helps to solidify things.

How to Excel on the Clerkship

· Care about your patients and take responsibility for them.

· Respect your peers. Don’t think that opportunists go unnoticed.

· Be a team player.

· Be timely- being consistently late for rounds, didactics, etc., is disruptive and construed as rudeness and disinterest.

· Perfect the basics-oral presentations, physical exam skills, and notes.

· Take the time to prepare your thoughts before you present.

· Read, read, and read some more.

· Watch what the (stellar) intern does and try to emulate him/her.

· Work up your patients independently! Doing so with the “team” is insufficient to master this skill. You must return and spend additional time on the history and physical, as well as a comprehensive review of any previous medical records. Bring back and teach the knowledge you attain on your patients to the team.

Miscellaneous

· Students do not dictate H&P’s or D/C summaries. At this point, there is no template for medical students to document in the electronic health record. Review your written notes with the attending.
· Permissible procedures (which may be performed by the medical student under direct supervision of the resident) are peripheral (not central) IV’s, arterial blood gases, thoracentesis, paracentesis, lumbar punctures, bone marrow biopsies, and pelvic examinations.

· This guide was developed by your Clerkship Directors in response to the questions/needs of former students. If you feel anything needs to be added, please let us know.

· Don’t forget, we are here to help you!

Attention Attendings and Residents
Please notify Drs. Gwisdalla or O’Malley ASAP if any of this information is incorrect. 

Please discuss student mid point evaluation with student.

Please fill out final student evaluation form given to you by the student. Should you need extra copies, call the Department of Internal Medicine at 839-2296. 

All evaluations must be submitted to the Department of Internal Medicine at the end of the medical student block.

Thank you for all your hard work!

Resident responsibilities:

1. Assign patient for the student to work-up (approximately one per day).

2. Read and critique ALL write-ups.

3. Critique and develop students’ oral presentations.

4. Notify Drs. Gwisdalla, O’Malley, Peterson or Dirlam as soon as students are perceived to have difficulties.

5. Introduce and assist students with appropriate procedures under direct observation (e.g., ABG’s, thoracentesis, paracentesis, lumbar puncture).

6. Bedside teaching.

7. Didactic teaching.

8. X-ray teaching.

Attending responsibilities:

1. Read and critique one write-up per week.

2. Critique and develop students’ oral presentations.

3. Bedside teaching.

4. Didactic teaching

5. Complete mini-CEX with the student (see above).

6. Complete recommendations in a timely fashion. Meet with the student for formal evaluations at the midpoint of the rotation AND end of rotation.
Appendix 6: Board Review Log

	Challenger IM Pretests

	Chapter
	# of Pretest Qs
	Assigned Rotation
	Date that score of >80% Achieved

	Allergy and Rheumatology
	8
	Rheumatology 
	

	Musculoskeletal Disorders
	16
	Rheumatology
	

	Cardiovascular Disorders
	51
	Cardiology
	

	ECG Interpretation
	29
	Cardiology
	

	Care of Older Adults
	11
	Geriatrics
	

	End-of-Life Care
	5
	Geriatrics
	

	Law and Ethics
	13
	Geriatrics
	

	Pulmonary Disorders
	28
	Pulmonology
	

	Chest Radiology
	24
	Pulmonology 
	

	Common Complaints
	6
	Ambulatory
	

	Health Promotion and Disease Prevention
	4
	Ambulatory
	

	Gynecology and Obstetrics
	24
	Ambulatory
	

	Eye, Ear, Nose and Throat
	21
	Ambulatory
	

	Psychiatric and Behavioral Disorders
	16
	Ambulatory
	

	Dermatology
	20
	Dermatology
	

	Endocrinology
	26
	Endocrinology
	

	Gastroenterology
	37
	GI
	

	Hematology and Oncology
	22
	Heme/Onc
	

	Infectious Diseases
	21
	ID
	

	Life-Threatening Signs and Symptoms
	27
	ER or Urgent Care
	

	Nephrology and Urology
	26
	Nephrology
	

	Neurology
	26
	Neurology
	

	Resuscitation: Arrhythmias
	22
	ICU
	

	Resuscitation: CPR and Ventilation
	15
	ICU
	

	Resuscitation: Fluids and Electrolytes
	28
	ICU
	

	Toxicology
	29
	Toxicology
	

	Individual Study Log

	Date 
	Duration
	Topics covered/what studied (i.e. MKSAP ID section on antimicrobials and questions 1-10

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Appendix 7: Away Elective
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Appendix 8: Moonlighting Clearance Form

HOUSE STAFF NAME:  








YEAR:PGY


  CLEARANCE GIVEN FOR ONE ACADEMIC YEAR

ANTICIPATED NUMBER OF HOURS PER WEEK: 

*
*
	TOTAL HOURS IN A HOSPITAL SETTING, INCLUDING RESIDENCY DUTIES, MAY NOT EXCEED 80 PER WEEK.


ANTICIPATED LOCATION:  







NAME OF INSTITUTION
__________________________________________________________________

ADDRESS
__________________________________________(
)



CITY, STATE


ZIP


PHONE
I AGREE THAT OUTSIDE MOONLIGHTING IS A PRIVILEGE, AND I WILL NOT SCHEDULE SUCH ACTIVITIES TO CONFLICT WITH THE COMPETENT COMPLETION OF MY DUTIES AND RESPONSIBILITIES AS A RESIDENT, INCLUDING ELECTIVE COURSE WORK, CLINICS, WEEKEND WARD COVERAGE, SICK CALL AND CONTINGENCY CALL.  I ACKNOWLEDGE MY RESPONSIBILITY TO OBTAIN MALPRACTICE LIABILITY COVERAGE.

________________________________________________________________________

SIGNATURE






DATE
CLEARANCE GRANTED FOR ONE YEAR CONDITIONAL ON 1. THE CONTINUED SATISFACTORY EXECUTION OF HOUSE STAFF DUTIES, AND 2. RESIDENT HAS SCORED > 23% ON INTRAINING EXAM.

________________________________________________________________________

ADVISOR






DATE
________________________________________________________________________

PROGRAM DIRECTOR




          DATE
 


THIS PRIVILEGE MAY BE REVOKED AT THE DISCRETION OF THE PROGRAM DIRECTOR.  IF THIS IS NECESSARY, THE RESIDENT WILL BE NOTIFIED IN WRITING.

Appendix 9: Resident Interview/Conference Request Form

Please complete form and attach documentation and turn in to Connie Farrington in Internal Medicine to obtain approval of Program Director. You will be notified when approval obtained.

Resident Name: _______________________________________________

Interview/Conference Date/s: ____________________________________

(For Interview attach interview acceptance letter or email)

(For Conference attach date of presentation if applicable) 

Proposed Travel Itinerary: ______________________________________

____________________________________________________________

____________________________________________________________

Coverage Plan (if applicable): ___________________________________

___________________________________________________________

Dates that Clinic will be missed: _________________________________

Date of Make up clinic session: _________________________________

⁯ Approved

  Denied


Reason for denial: _____________________________________

___________________________________________________________

Program Director Signature

Revised 050710/CJF

Appendix 10: Professionalism Policy

Professionalism Policy

Violations of professionalism include confirmed and documented instances, by PIC or other formal means, of dishonesty with colleagues, inadequate attendance at conferences, repeated tardiness, inappropriate use of sick call, failure to return a page while on sick or contingency call in under 30 minutes, violation of contract with RAC, unprofessional interactions with trainees, and equivalent behavior.  As outlined in the House Staff Manual, all residents are subject to having to undergo drug testing if determined necessary by the Program Director.

If a confirmed violation occurs the following steps will be taken.  Violations may be counted as multiple offenses at the discretion of the RAC: 

1st offense - one week extra sick call. The chiefs will attempt to assign this week in place of someone with exemplary professionalism whenever possible.

2nd offense – Appearance before the RAC, and a letter of concern will be issued by the RAC.  The behaviors to be remedied will be specified by the RAC.  A written action plan will be filed with RAC specifying how this remediation will take place.

3rd offense - New written action plan and evaluation goals required

to be presented to the RAC.  The RAC will recommend one or more of the following disciplines as specified in the Medical Education Manual & notification of action to the Banner Good Samaritan Graduate Medical Education Committee:

· Require that a resident obtain an assessment for impairment, such as a health/psychiatric psychological assessment or drug test; 

· Require that the resident successfully complete additional training as specified by the RAC; 

· Place the affected resident on probation, specifying the behaviors that must be remedied; 

· Recommend that the disciplinary action be mentioned on the resident's final transcript and/or state licensing authorities; 

· Recommend that the resident be suspended for a limited time; 

· Recommend that the resident's contract not be renewed for the subsequent year

· Recommend that a certificate of satisfactory completion not be awarded the resident; 

· Recommend that the resident be terminated from the residency program.


4th offense – Recommendation for expulsion from program
Appendix 11: Categorical Resident Schedule Request Form
Resident Name: 

Date:

	Categorical Resident Schedule Request Sheet for 2010-2011 Academic Year

	* We will attempt to accommodate as many requests as possible by keeping in mind your personal and educational goals. Please indicate if something has an important priority to you. 

	*Note new switch days (attached in the email)- Interns switch on a Monday around the 1st of the month and seniors on Wed.

	 Call Track : Each spring, tracks will be selected for the next academic year (I.e. track during PGY2 year won't necessarily continue to PGY3).  All PGY 2 and 3 have 6 call months per year, the make up of these months may vary

	Call Track (select one):                  Track A(July call)            or         Track B (August call) 



	Reason for track selection: vacation, away rotation, etc.



	Would you prefer 3 ICU or 2 ICU months?



	Would you prefer one of your call months to be VA night float?



	 Required rotations: please list the month, year and location for all completed required rotations

	Year usually completed
	Rotation
	List the month/yr completed
	If not yet completed, do you plan to take it this year?

	1
	ER rotation 
	
	

	3
	Geriatrics (if you need this for the coming year, please indicate if you want to do it with Sun Health/Neiri OR Salzman)
	
	

	2
	Research (offered in Aug, Sept, March and April) if you need this in the coming year, indicate if you prefer fall or spring and why
	
	

	2 or 3
	VA “Gold/Consult”: a new rotation for 2010. A 2 resident + attending team at the VA that will admit a few patients per day and do Medical Consults Monday-Friday 7-5.  No call but one weekend day per week to round.  This opportunity will help you to manage patients semi-independently (i.e. without an intern) and learn more about consultative medicine.
	N/A
	Only 24 slots in 2010-2011, please indicate if you are interested.  If there is not sufficient interest, PGY2 will be assigned.

	any
	Cardiology
	
	

	any
	Good Sam Ambulatory
	
	

	any
	Neurology
	
	

	3
	Ambulatory Selective: * will need special arrangements- Must complete one of the following prior to graduation.

	
	· Cigna Urgent Care
	
	

	
	· VA Ambulatory
	
	

	
	· *Community Ambulatory
	
	

	
	· *Private Pract. & Business of Outpatient Med 
	
	

	
	· *Homeless Clinic 
	
	

	Electives: We require that you complete 4 out of the following  (endocrinology, GI, Heme, ID, Nephrology, Pulm).  4 must have  an ambulatory focus (Rheumatology, VA Nephrology, Outpatient Pulmonary, Outpatient Cardiology, Endocrinology, Dermatology, Women’s Health, Allergy, VA Heme/Oncology).  See attached list.
 

	Elective choice 1: 



	Elective choice 2: 



	Elective choice 3: 



	Elective choice 4: 



	Please list prior electives completed and location: 



	Reasons for elective selection



	 Away rotation Option: Only one away rotation during your entire residency is allowed.  Only during 3rd year (exceptions can be made for audition rotations or other circumstances).  You must have scored >23rd percentile on the ITE and have written learning objectives and goals for the rotation. 

	List away rotation you will be requesting for next year and dates: 



	 Career plans/track: In order to best match your schedule with your career plans please indicate what you currently think as your most likely path? (check one or more)

	
	Hospitalist

	
	Ambulatory

	
	Fellowship: (please list which specialty)___________________

	
	General IM (inpatient and outpatient)

	
	No idea yet

	Prioritize your above requests, what is most important?

	First priority
	

	2nd
	

	3rd
	

	Track A
	Track B

	July
	July

	August
	August

	Sept
	Sept

	Oct
	Oct

	Nov
	Nov

	Dec
	Dec

	Jan
	Jan

	Feb
	Feb

	March
	March

	April
	April

	May
	May

	June
	June

	Key

	No call: All other rotations. During no-call months, will have 2 X 1/2 day clinics per week except for vacation and away rotation

	Call: GS ICU, VA ICU, wards, VA night float


Appendix 12: Procedural Skills

Introduction

To meet the requirements for ABIM Certification and be able to obtain hospital clinical privileges, you will need to verify and document your competency regarding the following: (1) understanding the indications, limitations, contraindications and complications of diagnostic and therapeutic procedures, (2) how to perform these procedures, (3) how to interpret their results. 

Procedures Required for Certification in Internal Medicine 

Safety is the highest priority when performing any procedure on a patient. ABIM recognizes that there is variability in the types and numbers of procedures performed by internists in practice. Internists who perform any procedure must obtain the appropriate training to safely and competently perform that procedure. It is also expected that the internist be thoroughly evaluated and credentialed as competent in performing a procedure before he or she can perform a procedure unsupervised.

For Certification in internal medicine, the American Board of Internal Medicine (ABIM) has identified a limited set of procedures for which it expects all candidates to be competent with regard to their knowledge and understanding. This includes (1) demonstration of competence in medical knowledge relevant to procedures through the candidate's ability to explain indications, contraindications, patient preparation methods, sterile techniques, pain management, proper techniques for handling specimens and fluids obtained, and test results (2) ability to recognize and manage complications and (3) ability to clearly explain to a patient all facets of the procedure necessary to obtain informed consent.

For a subset of procedures, ABIM requires all candidates to demonstrate competence and safe performance by means of evaluations performed during residency training. The set of procedures and associated competencies required for each are listed below.
To help residents acquire both knowledge and performance competence, ABIM believes that residents should be active participants in performing procedures. Active participation is defined as serving as the primary operator or assisting another primary operator. ABIM does not specify a minimum number of procedures to demonstrate competency; however, to assure adequate knowledge and understanding of the common procedures in internal medicine, each resident should be an active participant for each procedure five or more times.

The review of evidence-based literature for these procedures does not support any correlation of the number of times procedures must be performed to achieve competence. Accordingly, the Board recommends the general guideline of three to five as the minimum number of directly supervised, successfully performed procedures below which confirmation of competent performance is not credible.  It is generally accepted that competency increases with the number and frequency of procedures performed, therefore those residents that intend to perform these procedures during and after their training should take advantage of every opportunity to perform them, even after achieving a minimum level of competency.
Competency is required in the following procedures:

	
	Know, Understand and Explain
	Perform Safely

 and Competently

	 
	Indications; Contraindications; 
Recognition & Management of Complications; Pain Management; Sterile Techniques 
	Specimen
Handling
	Interpretation
of Results
	Requirements
& Knowledge 
to Obtain Informed
Consent
	 

	Abdominal paracentesis
	X
	X
	X
	X
	 

	Advanced cardiac life support
	X
	N/A
	N/A
	N/A
	X

	Arterial line placement
	X
	N/A
	X
	X
	 

	Arthrocentesis
	X
	X
	X
	X
	 

	Central venous line placement
	X
	X
	N/A
	X
	 

	Drawing venous blood
	X
	X
	X
	N/A
	X

	Drawing arterial blood
	X
	X
	X
	X
	X

	Incision and drainage of an abscess
	X
	X
	X
	X
	 

	Lumbar puncture
	X
	X
	X
	X
	 

	Nasogastric intubation
	X
	X
	X
	X
	 

	Pap smear and endocervical culture
	X
	X
	X
	X
	X

	Placing a peripheral venous line
	X
	N/A
	N/A
	N/A
	X

	Pulmonary artery catheter placement
	X
	N/A
	X
	X
	 

	Thoracentesis
	X
	X
	X
	X
	 

	Other Procedures: Residents can benefit from the opportunity to achieve competence in additional procedures that may be required in future practice settings. 

	Cryosurgical removal of skin lesions
	Soft tissue injection

	Elective cardioversion
	Temporary pacemaker placement

	Endotracheal intubation
	Ambulatory blood pressure monitoring

	Skin biopsies
	Spirometry


Summary of Procedure Indications, Complications, and Contraindications

Abdominal paracentesis

Indications: determine etiology of ascites, relieve intrabdominal pressure

Complications: perforation of intraabdominal viscus, bleeding, infection, splenic/hepatic laceration, hypotension (if large volume is removed), acute kidney injury (if large volume is removed)

Contraindications: Acute abdomen, infection at entry site, pregnancy, significant bleeding diathesis (relative contraindication), prerenal azotemia (large volume paracentesis relatively contraindicated), hemodynamic instability (large volume paracentesis relatively contraindicated)

Arterial puncture

Indications: analysis of ABG, emergency blood sample when venous access is unavailable

Complications: hemorrhage, thrombosis, nerve damage, infection, distal limb ischemia

Contraindications: inability to palpate pulse, inadequate collateral blood flow, infection at entry site

Arthrocentesis

Indications: relieve pressure, obtain diagnostic fluid, injection of medication

Complications: hemorrhage, nerve damage, infection

Contraindications: infection at entry site

Central venous line placement

Indications: venous access, monitor central venous pressure, hemodialysis, Swan-Ganz, pacemaker placement

Complications: pneumothorax, hemorrhage, infection, air embolus, AV fistula, pericardial tamponade, nerve damage, SVC obstruction; cardiac dysrhythmias, airway compromise

Contraindications: infection/burn at entry site, distortion of local anatomy, significant bleeding diathesis (relative contraindication)

Lumbar puncture

Indications: evaluate for meningeal infection, inflammation or malignancy; evaluate for subarachnoid hemorrhage when imaging is equivocal

Complications: headache, spinal hematoma, brain herniation, back pain, meningitis, bleeding, infection

Contraindications: infection at entry site, raised intracranial pressure, significant bleeding diathesis, supratentorial mass lesion

Nasogastric intubation

Indications: aspirate stomach to assess for bleeding or remove ingested toxins, relieve GI obstruction, administer medications or feedings

Complications: epistaxis, aspiration, pneumothorax, bleeding, perforation of esophagus, tissue necrosis, sinusitis

Contraindications: facial or basilar skull fracture, esophageal stricture, caustic ingestion, recent oropharyngeal/nasal/gastric surgery, Zencker’s diverticulum, penetrating cervical wounds, unsafe/unprotected airway

Thoracentesis

Indications: evaluate etiology of pleural effusion, improve ventilation in cases of large effusion

Complications: pneumothorax, bleeding, infection, laceration of liver/spleen/diaphragm, pulmonary edema (when larger volumes removed), hypoxia

Contraindications: infection at entry site, significant bleeding diathesis

Endotracheal intubation

Indications: Respiratory failure, protect airway

Complications: Hypoxia, esophageal intubation, aspiration, vocal cord injury

Contraindications: upper airway obstruction, mandibular fracture

Residents should not intubate any patient without attending supervision except in emergencies

Skin biopsy

Indications: evaluate etiology of abnormal skin lesion

Complications: infection, bleeding, nerve injury, cosmetic defect

Contraindications: infection at biopsy site

Cryosurgical removal of skin lesions

Indications: removal of benign or pre-malignant skin lesions

Complications: cosmetic defect, infection, bleeding, neuropathy, swelling, ulcer

Contraindications: hypersensitivity, possibly malignant lesion, poor wound healing, infection at site

Arterial line placement

Indications: continuous precise blood pressure monitoring, frequent blood gas analysis

Complications: thrombosis, embolism, ischemia, bleeding, infection, aneurysm, nerve damage

Contraindications: inadequate collateral blood flow, severe arterial disease, infection at entry site, inability to palpate pulse

Treadmill exercise testing

Indications: assess CAD risk, assess functional capacity

Complications: CHF, arrhythmia, hypotension, acute MI, syncope, CVA

Contraindications: very recent acute MI, unstable angina, decompesated CHF, hemodymically significant aortic stenosis, bundle branch block, inability to walk safely

*Relative contraindications are conditions in which the procedure should be performed only in urgent circumstances, by the most qualified staff

How to Log Procedures into New Innovations:

Website: www.new-innovations.com/login
Institution: GSRMC (all caps)

Username: jsmith (first initial, whole last name)

Password: jsmith (same as username)

Logging Procedures:
1. Select Main > Procedure Logger then choose Add/View/Confirm > Add

2. Complete Procedure form and click Save

To log multiple procedures on the same patient, click Save and Retain
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Notice - In order to get signoff from your supervising attending, procedures must be logged within the month that they were performed!!

If you have problems logging into the system please contact Jane Sanborn 602-839-2922 or 

jane.sanborn@bannerhealth.com.

�CWO has this


�CWO has


�Sent this to Ruth
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