PAGE  

2010-2011
THE BANNER GOOD SAMARITAN/PHOENIX VAMC

INTERNAL MEDICINE

CURRICULUM MANUAL


2009-2010
Dedicated to the Housestaff of the Good Samaritan/Phoenix VAMC Internal Medicine Program.
This Curriculum was prepared by the Program Faculty in the Departments of Internal Medicine at Banner Good Samaritan Medical Center and the Phoenix VAMC in consultation with colleagues in the medical subspecialties and with review of curricula from other teaching centers.  This Curriculum is a statement of the goals and objectives of our internal medicine residency program and incorporates educational, socio-economic, and psychosocial issues facing the general internist in practice as well as the personal growth of the resident in training.

Guidelines suggested by Gordon L. Noel, M.D. of the Oregon Health Sciences University, were used as the basis of this Curriculum.  The Curriculum includes a description of the Goals and Objectives according to each of the six ACGME core competencies to be met during each year of residency and during each rotation.  Additionally, the Educational Environment used to achieve each objective and the Methods of Evaluation and Feedback are specifically stated.

The Curriculum as outlined in this document is in a constant state of development.  We expect to expand, contract, and adapt the curricula as additional needs of residents are identified; since internal medicine is a continually evolving field.  To this end, a mechanism for review and change of curriculum is essential.  The first step in this process is the evaluation by residents of specific rotations.  If the rotation does not adequately prepare the resident, change is necessary.  The second step is a yearly assessment and, if necessary, changes of the Curriculum by the Internal Medicine faculty and colleagues.

Sincerely,

The Faculty 


TABLE OF CONTENTS

Curriculum Overview ............................................................................................................ General Medicine Inpatient Rotation Curriculum- PGY-1 ................................................... 

General Medicine Inpatient Rotation Curriculum- Resident …………………………........ 
Adolescent Medicine ............................................................................................................. 
Allergy and Immunology ...................................................................................................... 
Ambulatory Care ................................................................................................................... 
Cardiology ............................................................................................................................. 

Complimentary and Alternative Medicine …………………………………………….…... 
PGY-III Coronary Care Unit ……………………………………………………………… 

Cost Effective Care ………………………………………………………………………... 
Critical Care .......................................................................................................................... 
Dermatology ......................................................................................................................

Emergency Medicine ............................................................................................................ 
Endocrinology and Metabolism ............................................................................................ 
Gastroenterology ................................................................................................................... 
Geriatrics ...............................................................................................................................
 
Gynecology/Women’s Health ............................................................................................... 
Hematology/Oncology ........................................................................................................... 
Bone Marrow Transplantation ……………………………………………………………... 
Infectious Diseases ................................................................................................................ 

Laboratory Medicine ……………………………………………………………………..... 

Medical Consultation ………………………………………………………………………. 

Medical Ethics ……………………………………………………………………………... 
Nephrology ............................................................................................................................ 
Neurology ..............................................................................................................................
Ophthalmology ……………………………………………………………………………. 


Ambulatory Resident Optometry ….......................................................................... 
Otolaryngology (ENT) …………………………………………………………………….. 
Outpatient Orthopedic Medicine ........................................................................................... 

Palliative Care……………………………………………………………………………….

Pharmacology ……………………………………………………………………………… 
Physical Medicine and Rehabilitation ................................................................................... 

Preventative Medicine ……………………………………………………………………..  

Procedures …………………………………………………………………………………. 

Psychiatry ………………………………………………………………………………….…
Pulmonary ................................................................................................................................ 
Radiology ................................................................................................................................. 
Research ................................................................................................................................... 
Rheumatology .......................................................................................................................... 
Sports Medicine ....................................................................................................................... 
Toxicology/Occupational Medicine ........................................................................................         


CURRICULUM OVERVIEW

I.         GOALS
The goals of the Internal Medicine Program are to implement a fully integrated residency program in Internal Medicine. During the three years of the curriculum, the Program will foster an environment that will allow the trainee to develop into a professionally competent, intellectually inquisitive internist who is educated in all aspects of internal medicine and will become certified by the American Board of Internal Medicine.  Trainees will be prepared for the practice of general internal medicine in a private setting, or for further subspecialty training.  The Program will promote excellence in humanistic qualities, primarily relating to the care of patients, with the patient’s welfare as the primary concern.  Self-directed learning, specifically efficient research of the literature and the practice of evidence-based medicine, as well as productive clinical and health care research, will be strongly encouraged.  The Program will continue to strengthen its affiliation with the University Of Arizona College Of Medicine in undergraduate and graduate medical education programs.  The objectives of each individual rotation will be reviewed with the resident prior to the start of that rotation.

II.
OBJECTIVES
As a fully integrated three-year program, each resident will be exposed to the full content of the curriculum.  In succeeding years the resident will acquire the skills and knowledge described.  The resident will gain experience and confidence in addition to learning these skills, will develop as a supervisor and teacher while continuing to acquire new knowledge, and will master what has been already been learned.  The goals of each individual rotation will be reviewed with the resident prior to the start of that rotation.

Throughout the educational experience provided by the program, the resident will demonstrate competency in the following 6 areas:


1) Patient Care (PC) 


2) Medial Knowledge (MK)


3) Interpersonal and Communication Skills (IP/C)


4) Professionalism (PROF)


5) Systems-based Practice (SBP)


6) Practice-based Learning and Improvement (PBL)

A. Patient Care: Residents must be able to provide patient care that is compassionate, appropriate, and effective for the treatment of health problems and the promotion of health. The resident will learn to manage illness by developing skills in the:

1.
Diagnosis and management of acute and chronic ambulatory problems common to adult medicine including problems in the practice of the subspecialties of internal medicine as well as adolescent medicine and selected problems from neurology, gynecology, orthopedics, dermatology, psychiatry, ophthalmology, ears, nose, and throat, urology, surgery and rehabilitative medicine.

2.
Evaluation and management of chronic and terminal disease and illness and the social and emotional components that accompany them in both the inpatient and ambulatory setting.

3.
Diagnosis, therapy and management of serious, acute disease in intensive and non-intensive inpatient care settings.

4.
Skill in incorporating into the resident's interactions the psychosocial aspects of the physician-patient encounter, including data gathering, teaching, and emotion management.

5.
Diagnosis and treatment of medical problems in emergency care settings.

6. Consultation provided to other specialties of medicine as well as the internal medicine specialties.

B. Medical Knowledge: Residents must demonstrate knowledge of established and evolving biomedical, clinical, epidemiological and social-behavioral sciences, as well as the application of this knowledge to patient care. Residents are expected to:
1.
Provide care which promotes health maintenance and high standards of patient care through the:

a)
Understanding and practice of early detection and screening, patient education, and immunization.

b)
Understanding and application of the principles of clinical epidemiology and statistics, occupational and environmental medicine.

c) Critical appraisal of the medical literature.

C. Interpersonal and Communication Skills (IP/CS): Residents must demonstrate interpersonal and communication skills that result in the effective exchange of information and collaboration with patients, their families, and health professionals. Residents are expected to:
a.  communicate effectively with patients, families, and the public, as appropriate, across a broad range of socioeconomic and cultural backgrounds;

b. communicate effectively with physicians, other health professionals, and health related agencies;
c. work effectively as a member or leader of a health care team or other professional group;
d. act in a consultative role to other physicians and health professionals; and,
e. maintain comprehensive, timely, and legible medical records, if applicable 
f. Demonstrate understanding of the psychosocial aspects of practice through:

a)   Understanding of common health and illness behaviors
b)   Recognition and treatment of significant psychosocial factors in patient histories
c) Skill in the psychosocial aspects of the physician-patient encounter, including data gathering, teaching, and emotion management
d) Skill in inter-professional relationships
D. Professionalism (PROF):  Residents must demonstrate a commitment to carrying out professional responsibilities and an adherence to ethical principles. Residents are expected to demonstrate:
a.  compassion, integrity, and respect for others;
b. responsiveness to patient needs that supersedes self-interest;

c. respect for patient privacy and autonomy;

d. accountability to patients, society and the profession; and,
e. sensitivity and responsiveness to a diverse patient population, including but not limited to diversity in gender, age, culture, race, religion, disabilities, and sexual orientation
E. Systems-based Practice (SBP):  Residents must demonstrate an awareness of and responsiveness to the larger context and system of health care, as well as the ability to call effectively on other resources in the system to provide optimal health care. Residents are expected to:
a. work effectively in various health care delivery settings and systems relevant to their clinical specialty;
b. coordinate patient care within the health care system relevant to their clinical specialty;
c. incorporate considerations of cost awareness and risk-benefit analysis in patient and/or population-based care as appropriate;
d. advocate for quality patient care and optimal patient care systems;
e. work in interprofessional teams to enhance patient safety and improve patient care quality; and
f.  participate in identifying system errors and implementing potential systems solutions
g. Demonstrate a fundamental understanding of health care delivery systems including:

a)
The provision of continuing and coordinated medical and health care for individuals and families
b)
The role of all health care providers in our society
c)
The organization and operation of a health care team that includes the physician, nurse, psychosocial counselors, and physician assistant
d) The components of health care systems and interrelationships of those components.

e) The economics of health care, regulation, and insurance
f) The various types of health service delivery systems, their organization, and their methods of practice
g) Community health and social service resources
F. Practice-based Learning and Improvement (PBL): Residents must demonstrate the ability to investigate and evaluate their care of patients, to appraise and assimilate scientific evidence, and to continuously improve patient care based on constant self-evaluation and life-long learning. Residents are expected to develop skills and habits to be able to meet the following goals:
a. identify strengths, deficiencies, and limits in one’s knowledge and expertise; o set learning and improvement goals;
b. identify and perform appropriate learning activities;
c. systematically analyze practice using quality improvement methods, and implement changes with the goal of practice improvement;
d. incorporate formative evaluation feedback into daily practice;
e.  locate, appraise, and assimilate evidence from scientific studies related to their patients’ health problems;
f. use information technology to optimize learning; and,
g. participate in the education of patients, families, students, residents and other health professionals
h. maintain him or herself as a leader in health care provision by demonstrating:

a)
Ability to manage large volumes of patient data in a problem-oriented format and to use clinical record audits to evaluate quality
b)
Capacity to initiate and direct his or her own learning in a systematic and continuing manner.

c) Management of stress and time related to practice
d) An understanding and application of medical ethics
e) Ability to teach and conduct investigations in the area of general internal medicine
III.
EDUCATIONAL ENVIRONMENT
The resident will obtain the skills described above in several settings, which are appropriate to the curricular topics described.  These settings will include:

1.
Patient care areas

A.
Outpatient Clinics

1)  Patient interactions

2)  Interaction with the health care team

3)  Faculty instruction

-specific: patient oriented

-didactic: topic orientation

B.
Inpatient Units

1)  Patient interactions

2)  Interaction with the health care team

3)  Faculty instruction

-specific: patient oriented

-didactic: topic orientation

2.
Didactic/Interactive Conferences

3.
Print and Electronic Media areas 

a)  Videotape, laser disc

b)  CD-ROM/Computerized Instruction, electronic data bases

c)  Medical library resources, National Library of Medicine

e) Up to Date

f) Challenger on-line/Cecil’s 

4. Simulation
a. Simulation Center 

IV.
EVALUATION
1. 
The resident will be evaluated by the faculty, as described in each of the curricular areas.

2. 
On the inpatient units and general medicine wards, the resident will be evaluated informally at the mid-point of the rotation and formally at the conclusion of the rotation.  In addition to the areas recorded on the standardized evaluation form, the resident will be evaluated to determine the level the resident has reached in obtaining the objectives described and for the development of teaching and supervisory abilities.

a)
In this context, the resident will be evaluated, by those who supervised during the rotation.

b)
The resident may be observed and evaluated by the faculty in physician-patient interaction, history and physical skills, teaching and supervisory abilities.

V.
FEEDBACK
The resident will obtain feedback at the mid-point of the rotation to correct any deficiencies and will have the end of rotation evaluation discussed.  This may occur at the midpoint or more formally with the actual completed evaluation. 

At the conclusion of all rotations including the inpatient ward rotations, the resident will be expected to provide feedback through an anonymous evaluation form, as to content and operation of curriculum, as well as performance of the faculty.


GENERAL MEDICINE INPATIENT CURRICULUM- PGY-1

(Academic Medicine Service and Ward Services at BGSMC and VAMC)
I.
 GOALS: 
· To achieve excellence in the care of complex internal medicine inpatients.        

· To become valued consultants in the management of medical problems of surgical, psychiatric, and obstetrical patients.

· To understand and apply processes that improves the quality of care and utilization of populations of inpatients.
II. 
OBJECTIVES: 
During the month long inpatient medicine rotation, the intern will perform the following with frequency appropriate for their level of training. Specific objectives for a given 1-month rotation may vary, depending on the diagnosis of the patients admitted.  Over the course of residency, the resident will spend 18-20 months on general inpatient services at GSRMC and VAMC.  During these rotations, the resident should attain competence in the following: 
Patient Care

· Elicits a thorough and relevant history including medication, family and social history and review of the medical record.

· Demonstrates thorough physical examination skills. 

· Establishes an appropriate initial plan for diagnosis and treatment tailored to the individual patient.

· Makes recommendations for diagnostic and therapeutic interventions based on patient information/preferences 

· Manages time efficiently and prioritizes multiple demands appropriately 

· Follows up on diagnostic and treatment plans and appropriately updates the patient, family and medical team 

· Recognizes signs of clinical decompensation and informs medical team when appropriate

· Recognizes the importance of removal of bladder catheters, central venous catheters and arterial catheters as soon as they are no longer needed 
Medical Knowledge

· Establishes an appropriate initial problem list and differential diagnosis

· Demonstrates clinically applicable knowledge of the basic and clinical sciences

· Demonstrates an investigative and analytic thinking approach to clinical situations

· Can articulate common complications of diagnoses or treatment plans 

· Promptly interprets laboratory tests, EKGs and X-Ray results and reviews with supervisors as necessary
· Identifies appropriate assistance in a timely manner by determining the limits of their own knowledge and experience

· Demonstrates an evolving ability to evaluate and manage common medical emergencies, and knows when to ask for help
· Demonstrates evolving knowledge of important preventive measures to protect the health of hospitalized patients and compliance with core process measures (vaccinations in pneumonia, treatment of CHF & ACS, prompt initiation of antibiotics in Pneumonia & Sepsis, Fall prevention)

· Demonstrates an evolving knowledge of the Core Curricula in Inpatient Internal Medicine (see attached list)

· Demonstrates advancing knowledge and skill in performing procedures commonly required in the practice of Inpatient Internal Medicine (see attached list)

Interpersonal & Communication Skills

· Legibly documents updated clinical status, recent and pending test results, a complete problem list, and plans for continued care in the medical record

· Is able to present a concise summary of each patient that appropriately prioritizes current status, problem list and disposition

· Communicates with attending physicians and supervising residents when there is a change in patient status or a need to review assessment and plan of care

· Communicates with nursing staff, patients, and their families on a regular basis to convey critical information 

· Listens without interruption to the questions and concerns of patients, family members and other care providers (including nursing, case management, physical therapy, etc.), and promptly addresses any issues 

· Provides patients with information at the time of transfer of care, which may include instructions about medications, tests, procedures, alert symptoms to initiate a physician call, and follow-up 
Professionalism

· Reports to designated clinical settings at the appropriate time

· Answers pages promptly and responds promptly to emergencies  

· Demonstrates respect, sensitivity and responsiveness to the full spectrum of diversity seen in staff, co-workers, and patients 

· Maintains confidentiality

· Maintains appropriate appearance with respect for surroundings and others

· Demonstrates a strong work ethic (i.e. willingness to help co-workers and positive attitude)
Systems Based Practice

· Understands limitations of various practice types and develops strategies to optimize care given the limitations of each type.

· Collaborates with other health care providers/managers (social services, home health, mental health,  PT, OT) 

· Anticipates patient needs and coordinates discharge planning 

· Demonstrates an evolving knowledge of cost-conscious strategies in diagnosis and treatment 

· Demonstrates knowledge and use of policies and procedures of the various departments where they are working (i.e. use of restraints, pain management, and reporting of adverse drug events).  
Practice Based Learning & Improvement
· Utilizes evidence based information resources to make informed clinical decisions and applies evidence based medicine to patient care 

· Actively seeks feedback and incorporates feedback into improvement activities. 
· Demonstrates a willingness to learn from errors and uses errors to improve the process of care.

· Participates in Morning Report, Teaching Rounds and Patient Safety Conferences to improve their medical care. 

· Uses information technology to access and manage information, support patient care decisions and enhance patient and physician education. 

Specific disease entities  

Medical Knowledge including diagnostic evaluation (history taking, physical examination, differential diagnosis, diagnostic procedures, radiographic and laboratory testing), and management (pharmacology, therapeutic procedures, and appropriate consulting and patient education) should include, but not be limited to, the following list:


· Cardiology:

Acute myocardial infarction

Chest pain syndrome

Congestive heart failure/cardiomyopathy

Pericarditis

Unstable angina




Arrhythmia Management
· Clinical Pharmacology: 

Avoidance of harmful drug-drug interactions

Appropriate use of medications in compromised patients(especially those in renal or hepatic failure)
· Dermatology:

Bullous rashes (including pemphigus vulgaris)

Erythema multiform/Steven Johnson’s Syndrome

Drug-related skin rashes

Infections of soft tissues
· Endocrine/Metabolic:

Acute thyroid disorders (myxedema and thyrotoxic storm)

Complications of diabetes (including DKA, hyperosmolar coma, 

                              
infectious  complications)

Electrolyte disturbances (especially hyper and hyponatremia,

     
hyperkalemia, hypomagnesemia, and hypophosphatemia)

Nutrition (enteral and parenteral)

Pituitary tumors including those associated with hyper function

                 
syndromes (Cushing disease, acromegaly and hyperprolactinemia)
· Gastroenterology:

Acute GI hemorrhage

Acute hepatitis


Appendicitis

Biliary disease

Complications of cirrhosis

Diverticulitis

Inflammatory bowel disease

Ischemic bowel

Peptic ulcer disease

Persistent diarrhea/malabsorption

Pancreatitis



   

· Hematology:

Anemia

Indications for transfusion therapy (systems-based practice)

Leukemia/myelodysplasia

Myeloproliferative syndromes

Neutropenia and infectious complications


Sickle cell crisis

Thrombocytopenia

· HIV-Related Disease:

Pneumocystis carina pneumonia

Cryptococcal meningitis

CMV retinitis

Toxoplasmic encephalitis

HIV-related lymphomas
· Immunology:

Acute complications of collagen vascular diseases

Anaphylaxis


Vasculitis

· Infectious Disease:

Fever of unknown origin

Iatrogenic infections (PBL&I)

Meningitis 

Peritonitis

Pneumonia

Pyelonephritis

Sinusitis

· Nephrology:

Acute renal failure


Iatrogenic renal injury (i.e., radio contrast or drug-induced



    
nephropathy) (PBL&I)

Malignant hypertension

Nephritic syndrome

Nephrolithiasis

· Neurology:

Delirium

Dementia

Extra-pyramidal reactions to medications (PBL&I)
Seizure

Stroke

· Oncology:

Malignancy-related spinal cord compression

Metabolic complications of malignancy (i.e., hyponatremia,

   
 hypercalcemia, etc.)

Pain/palliative care (SBP)
Site specific malignancies

paraneoplastic syndromes
· Pulmonary:

COPD and asthma

Community acquired and nosocomial pneumonia

Interstitial lung disease

Pleural effusion

Pulmonary embolism/deep venous thrombosis

Pulmonary function testing/arterial blood gas interpretation


EDUCATIONAL METHODS
Daily didactic education occurs in three venues: Morning Report (see schedule), Attending Rounds and Noon Conference (see schedule).  Attending Rounds generally occur from 10:30 - noon every weekday.  Additional specialty lectures are provided throughout the month.  See the House Staff Manual for a detailed list of conferences. Rounds focus on educational aspects of individual patient cases, and include basic science, history and physical exam skills, evidence based clinical medicine, procedural skills and bedside manner.  Whenever possible, rounds are conducted at the bedside.

Residents, interns and medical students use information technology to access medical information and facilitate the learning of others (PBL&I). Practical education occurs during work rounds.  On the AMS service at BGSMC and the VAMC, the Attending-on-Service rounds on a daily basis with the residents, emphasizing educational objectives while actually taking care of patients.  

EVALUATION
The residents are each evaluated by their co-housestaff and by the attending on the service.   The evaluation forms are structured to measure the resident’s performance in the six competencies as set forth by the ACGME:  patient care, medical knowledge, practice based learning and improvement, interpersonal and communication skills, system based practice, and professionalism.   The attending meets with the housestaff at the halfway point, and at the end of each one-month rotation to provide them with verbal feedback.
GENERAL MEDICINE INPATIENT CURRICULUM-Resident
(Academic Medicine Service and Ward Services at BGSMC and VAMC)
I. GOALS: 

· To achieve excellence in the care of complex internal medicine inpatients.        

· To become valued consultants in the management of medical problems of surgical, psychiatric, and obstetrical patients.
· To understand and apply processes that improves the quality of care and utilization of populations of inpatients.
II. OBJECTIVES: 
During the month long inpatient medicine rotation, the resident will perform the following with frequency appropriate for their level of training. Specific objectives for a given 1-month rotation may vary, depending on the diagnosis of the patients admitted.  Over the course of residency, the resident will spend 18-20 months on general inpatient services at GSRMC and VAMC.  During these rotations, the resident should attain competence in the following: 
Patient Care

· Elicits a thorough and relevant history including medication, family and social history and review of the medical record

· Demonstrates thorough physical examination skills 

· Establishes an appropriate plan for diagnosis and treatment tailored to the individual patient

· Makes recommendations for diagnostic and therapeutic interventions based on patient information/preferences 

· Manages time efficiently and prioritizes multiple demands appropriately 

· Follows up on diagnostic and treatment plans and appropriately updates the patient, family and medical team 

· Recognizes and responds to signs of clinical decompensation.  Informs supervising attending and activates intensivists, rapid response or code teams when appropriate

· Removes all bladder catheters, central venous catheters and arterial catheters as soon as they are no longer needed
· Discharge/Transfer Summaries are complete, clear and available in a timely manner 

· Effectively triages unstable inpatients to the critical care unit, telemetry or to general medical unit
Medical Knowledge: Also see list of clinical conditions/disease as listed in the Intern Inpatient Goals and Objectives. 

· Establishes an accurate problem list and differential diagnosis that is appropriately prioritized and updated

· Demonstrates an investigative and analytic thinking approach to clinical situations

· Can articulate common complications of diagnoses or treatment plans 

· Personally and promptly interprets laboratory tests, EKGs and X-Ray results and reviews with supervisors as necessary
· Identifies appropriate assistance in a timely manner by determining the limits of their own knowledge and experience 

· Demonstrates the ability to evaluate and manage common & uncommon medical emergencies.
· Demonstrates knowledge and use of ACLS algorithms while running a code
· Consistently implements important preventive measures to protect the health of hospitalized patients and compliance with core process measures (vaccinations in pneumonia, treatment of CHF & ACS, prompt initiation of antibiotics in PNA & Sepsis, Fall prevention)

· Consistently formulates age- and disease-specific safety practices, including reduction of falls, decubitus ulcers, hospital-acquired infections, venous thromboembolism, malnutrition, delirium and medication adverse events

· Demonstrates an advancing knowledge of the Core Curricula in Inpatient Internal Medicine (see attached list)

· Demonstrates advancing knowledge and skill in performing procedures commonly required in the practice of Inpatient Internal Medicine (see attached list)

Interpersonal & Communication Skills

· Legibly documents updated clinical status, recent and pending test results, a complete problem list, and plans for continued care in the medical record

· Is able to present a concise summary of each patient that appropriately prioritizes current status, problem list and disposition

· Communicates with attending physicians and supervising residents when there is a change in patient status or a need to review assessment and plan of care

· Communicates with nursing staff, patients, and their families on a regular basis to convey critical information

· Listens without interruption to the questions and concerns of patients, family members and other care providers (including nursing, case management, physical therapy, etc.), and promptly addresses any issues 

· Demonstrates leadership skills when running a code (i.e. delegating tasks, appropriately calm, etc) 
· Effectively presents cases at morning report and highlights key teaching points
· Explains issues of pathophysiology, treatment options, and prognosis using language understandable to patients, family members, and other care providers

· Provides patients with information at the time of transfer of care, which may include instructions about medications, tests, procedures, alert symptoms to initiate a physician call, and follow-up 
Professionalism

· Acts as a role model in professional conflict resolution 

· Is an effective leader of the team; available when needed but not overbearing
· Reports to designated clinical settings at the appropriate time

· Answers pages promptly and responds promptly to emergencies 

· Demonstrates respect, sensitivity and responsiveness to the full spectrum of diversity seen in staff, co-workers, and patients 

· Maintains confidentiality

· Maintains appropriate appearance with respect for surroundings and others

· Demonstrates a strong work ethic (i.e. willingness to help co-workers and positive attitude)
Systems Based Practice

· Understands limitations of various practice types and develops strategies to optimize care given the limitations of each type.

· Collaborates with other health care providers/managers (social services, home health, mental health,  PT, OT) 

· Anticipates patient needs and coordinates discharge planning 

· Demonstrates an evolving knowledge of cost-conscious strategies in diagnosis and treatment 

· Demonstrates knowledge and use of policies and procedures of the various departments where they are working (i.e. use of restraints, pain management, and reporting of adverse drug events).  
Practice Based Learning & Improvement

· Utilizes evidence based information resources to make informed clinical decisions and applies evidence based medicine to patient care 

· Has the ability to do an electronic literature search gathering evidence for relevant clinical questions. 

· Actively seeks feedback and incorporates feedback into improvement activities. 
· Demonstrates a willingness to learn from errors and uses errors to improve the process of care.

· Participates in Morning Report and Teaching Rounds in an effective way to benefit other members of the team. 

· Uses information technology to access and manage information, support patient care decisions and enhance patient and physician education. 

· Is an effective teacher 
EDUCATIONAL METHODS
Daily didactic education occurs in three venues: Morning Report (see schedule), Attending Rounds and Noon Conference (see schedule).  Attending Rounds generally occur from 10:30 - noon every weekday.  Additional specialty lectures are provided throughout the month.  See the House Staff Manual for a detailed list of conferences. Rounds focus on educational aspects of individual patient cases, and include basic science, history and physical exam skills, evidence based clinical medicine, procedural skills and bedside manner.  Whenever possible, rounds are conducted at the bedside.

Residents, interns and medical students use information technology to access medical information and facilitate the learning of others (practice based learning and improvement). Practical education occurs during work rounds.  On the AMS service at BGSMC and the VAMC, the Attending-on-Service rounds on a daily basis with the residents, emphasizing educational objectives while actually taking care of patients.  

EVALUATION
The residents are each evaluated by their co-housestaff and by the attending on the service.   The evaluation forms are structured to measure the resident’s performance in the six competencies as set forth by the ACGME:  patient care, medical knowledge, practice based learning and improvement, interpersonal and communication skills, system based practice, and professionalism.   The attending meets with the housestaff at the halfway point, and at the end of each one-month rotation to provide them with verbal feedback.

ADOLESCENT MEDICINE

I. 
GOALS:
The residents in Internal Medicine will be trained to better understand the physical, psychosocial, social and sexual development of youth, allowing the internist to participate in the multidisciplinary approach to the adolescent patient.
II. 
OBJECTIVES:
Patient Care: Residents are expected to provide patient care that is compassionate, developmentally appropriate and effective for the promotion of health, prevention of illness and the treatment of disease in the adolescent population.   The resident should

· Gather accurate, essential information from all sources, to include:

· Familiarity with Adolescent screening tools such as GAPS and HEADDS

· Medical interviews

· Physical examinations

· Medical records and diagnostic/therapeutic procedures

· Make informed recommendations about preventive, diagnostic and therapeutic options and interventions that are based on clinical judgment, scientific evidence and patient preference

· Develop, negotiate and implement effective patient management plans and integration of adolescent care
Medical Knowledge: Residents are expected to demonstrate knowledge of established and evolving biomedical, clinical and social sciences in adolescent medicine.   They will also demonstrate the application of this knowledge to patient care and the education of their patients and patients’ families.  The resident will apply an open-minded, analytical approach to acquiring new knowledge, access and critically evaluate current medical information and scientific evidence and apply this knowledge to clinical problem-solving, clinical decision-making and critical thinking.  

The resident will: 

· Learn to perform adolescent health maintenance visits that will include appropriate screening for high risk behaviors, physical exams, routine immunizations and appropriate counseling to patients and their families

· Learn to recognize normal and abnormal growth and development in adolescent patients

· Learn to differentiate normal and abnormal pubertal growth and development and the accompanying physiologic and psychological changes

· Understand common adolescent health problems including chronic illnesses, transition of adolescents with special health care needs, sports related issues, effects of environmental violence, and the medical needs of homeless youth

· Develop proficiency in routine gynecological examinations

· Be prepared to recognize, evaluate and treat the following topics in the adolescent patient:

· Abdominal pain

· Acne

· Adolescent consent and confidentiality

· Contraceptive methods

· Eating disorders

· Headaches

· Menstrual disorders

· Mental health disorders

· Obesity

· Sexually transmitted infections

· Sports injuries

· Substance Abuse
Practice Based Learning and Improvement: Residents are expected to demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, improve one’s patient care practice, and

· Identify standardized guidelines for diagnosis and treatment of conditions common to adolescents and adapt them to the individual needs of specific patients

· Use scientific methods and evidence to investigate, evaluate and improve one’s patients care practice related to adolescents

· Identify individual learning needs, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills related to adolescents

· Develop and maintain a willingness to learn from errors and use errors to improve the system or processes of care
Interpersonal and Communication Skills: Residents are expected to demonstrate interpersonal and communication skills that enable them to establish and maintain professional relationships with patients, families, and other members of health care teams, and

· Communicate skillfully with adolescents and their families, using effective interview, nonverbal, counseling and patient educations strategies

· Communicate effectively with physicians, other health professionals, and health-related agencies to create and sustain information exchange and teamwork for patient care

· Develop effective strategies for teaching students, colleagues, other professionals and laypersons

· Maintain accurate, legible, timely, confidential and legally appropriate medical records 

· Complete rotation evaluations
Professionalism: Residents are expected to demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, sensitivity to diversity and

· Demonstrate personal accountability to the well being of patients (e.g., following up lab results, writing comprehensive notes, and seeking answers to patient care questions)

· Demonstrate respect, compassion, integrity, and altruism in relationships with patients, families and colleagues

· Demonstrate sensitivity and responsiveness to the gender, age, culture, religion, sexual preference, socioeconomic status, beliefs, behaviors and disabilities of patients and professional colleagues

· Adhere to principles of confidentiality, scientific/academic integrity, and informed consent

· Enhance skills at interviewing adolescents with attention to confidentiality, consent and cultural background

· Be sensitive to diversity and recognize one’s own biases that may affect one’s response to adolescents
Systems-Based Practice: Residents are expected to demonstrate and understanding on how to practice high-quality health care and advocate for parents within the context of the health care system, and

· Identify key aspects of health care systems as they apply to care of adolescents and their families (e.g., challenges to access and continuity of care; factors affecting billing and reimbursement)

· When providing care to adolescents in all clinical settings, consider cost and resource allocation without compromising quality of care

· Collaborate with other members of the health care team to assist patients in dealing effectively with complex systems and to improve systematic processes of care

· Recognize and advocate for adolescents who need assistance to deal with health care system complexities

· Recognize the limits of one’s knowledge and expertise and take steps to avoid medical errors
III. 
EDUCATIONAL ENVIRONMENT:
 The resident will obtain the knowledge and skills outlined above through:
· Selected lectures, grand rounds and house staff conferences
· Selected reading material

· Elective rotations: 


1)  HomeBase Youth Services clinic rotations



2) Adolescent clinics with academic medicine/pediatrics faculty
IV.
EVALUATION
Resident evaluation will be based on attendance, participation, and the following:

· Pre and Post test

· Consent and Confidentiality test

· Direct observation (Mini CEX): pelvic exam, testicular exam, counseling pt. and families

· Topic-specific presentation
VII.
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ALLERGY AND IMMUNOLOGY

I.
GOALS

Residents will acquire knowledge and skills needed to diagnose and manage

common or important allergic, hypersensitivity, or immunological abnormalities.  They will distinguish between those conditions appropriate for exclusive general internist management.

II.
OBJECTIVES

A. KNOWLEDGE SKILLS

1.
The house officer will become proficient at the evaluation, diagnosis, and therapy of common allergic and immunologic diseases.  (PC, MK)
2.
Basic knowledge should include an understanding of the pathophysiology of the immune system, as outlined in standard texts and the MKSAP syllabus. (MK)
3.
Specifically, the house officer will become familiar with the physiology, clinical presentation and course, and appropriate diagnostic and treatment modalities for disorders which include but are not limited to the conditions in TABLE I.  (MK, PC)


Table I.

Anaphylaxis


AIDS (emphasis on


Asthma, Status Asthmaticus

pathophysiology)

Atopic Eczema

Hypersensitivity


Contact Dermatitis

Pneumonitis

Drug reactions, allergic
Food and Gastrointestinal 

Allergic Rhinitis

and nonallergic

allergy

Immune complex

Hyper immunoglobulin E

Urticaria and angioedema,

disorders, such as serum





(acute and chronic)

sickness and mixed

cryoglobulinemia

B.  PRACTICE SKILLS

The house officer will demonstrate competence in:

1.
Taking a history and understanding the significance of adverse drug reactions, hypersensitivity syndromes, immunization history, previous skin tests, blood transfusions, prior splenectomy, pneumonia, sinusitis, meningitis, atopic syndromes, prior immunotherapy, and prior immunosuppressive therapy. (MK, PC)

2.
Identifying and understanding the implications of the following on physical exam:  skin lesions common to immunologic/allergic disease, distribution and description of lymph nodes, joint findings, Raynaud phenomenon, uveitis, iritis, scleritis, spleen size and consistency, pulmonary findings found in immune related disease, and thyroid exam. (MK)

3.
Ordering or performing the following diagnostic studies, with proper discretion on when to use them and how to interpret the results:  CBC with smear and differential, fungal scrapings with KOH prep, SPEP, HIV, Coombs tests, quantitative immunoglobulin, skin tests, ANA, ENA, serum viscosity, cryoglobulins, complement levels, CD4 counts, RAST, and tests for neutrophil and macrophage function. (MK, PC)

4.
Identifying the proper therapeutic intervention for the entities in Table I.  Specifically, the resident should know how and when to use:  platelet transfusions, joint injections, immunotherapy, immunoglobulins, plasmapheresis, nasal polypectomy, anti-inflammatory agents and corticosteroids, artificial tears and saliva, theophylline preparations, antihistamines, cromolyn, gold, penicillamine, antimalarials, and cytotoxic immunosuppressants. (MK, PC)

III.
EDUCATIONAL ENVIRONMENT
Residents will see patients in conjunction with the attending physician.  While there may be an occasional inpatient consult, the majority of the experience is in the specialist's office.  MKSAP and references provided by the attending are to be completed by the end of the rotation, and the house officer and attending will discuss these readings on a weekly basis.

IV.
EVALUATION AND FEEDBACK
Evaluations of the house officer come through the daily interaction of the attending and the resident.  The feedback will address specifically:  professionalism, knowledge skills, and practice skills as outlined above.  Feedback is on an ongoing informal basis, and on a more formal written basis at the rotation midpoint and conclusion.  The resident is to provide the attending physician and the program similar evaluation and feedback.

V.
LOCATION
Community allergist's office with maximum of 1 resident.

Allergy/Immunology Section - VAMC


AMBULATORY CARE 

GOALS

The residents in internal medicine will be trained to become competent physicians in the practice of ambulatory internal medicine and related ambulatory subspecialties.


OBJECTIVES 

Patient Care:

      •
Gathers essential and accurate information from the patient and family


      •
Prioritizes the purpose(s) of the visit


      •
Makes accurate diagnoses


      •
Counsels and educates patients and families


      •
Incorporates prevention into care plan


      •
Conducts an appropriate history and physical

      •
Orders and follows up on appropriate diagnostic tests

      •
Prescribes appropriate therapeutic interventions

      •
Performs procedures well such as skin scraping; biopsy of skin (punch, shave, excision); use of liquid nitrogen in treatment of warts/actinic keratosis; otoscopy; microscopic examination of urinary sediment/urethral exudate/skin scrapings/vaginal smears;  cervical cultures; examination/aspiration/injection of joints and bursa; soft tissue injections 

Medical Knowledge:
      •
Applies knowledge to patient care

      •
Demonstrates fund of knowledge appropriate to level of training

      •
Demonstrates investigatory and analytic thinking

      •
Understand the etiology, diagnosis, and management of the common outpatient disorders and problems.  Examples of these disorders include: skin disorders (acne, dermatitis, drug eruptions, urticaria, psoriasis, skin neoplasms); diseases of ear/nose/throat (cerumen impaction, benign positional vertigo, otitis externa and media, rhinitis, sinusitis); gastrointestinal disease (hiatal hernia, reflux esophagitis, peptic ulcer disease, diarrhea, diverticular disease, inflammatory bowel disease, irritable bowel syndrome, hepatitis, jaundice, cholecystitis); diseases of blood (anemia, malignancies, thrombocytopenia); nervous system disease (headache, neuropathy, multiple sclerosis, Parkinson's disease, transient ischemic attacks, cerebral vascular accidents); urinary tract disorders (hematuria, urinary tract infection, pyelonephritis, calculi, fluid/electrolyte disorders, acid-base problems, chronic renal failure); diseases of male genital tract (prostatitis, prostatic hypertrophy, urethritis, epididymitis, erectile dysfunction); diseases of female genital tract/breast (vaginitis, pelvic inflammatory disease, menopause, fibrocystic disease, mastitis, breast masses); diseases of the eye (conjunctivitis, subconjunctival hemorrhage, corneal abrasion, cataract, glaucoma, scleritis, episcleritis, uveitis); HIV disease (counseling, issues related to opportunistic infections, antiviral and adjuvant therapy); cardiovascular disease (hypertension, chest pain syndromes, congestive heart failure, dysrhythmias, syncope, peripheral vascular disease); pulmonary disease (asthma, chronic obstructive lung disease, acute bronchitis, pulmonary infections, chronic cough, pulmonary embolic disease, neoplasms); endocrine diseases (diabetes mellitus, thyroid disease, calcium disorders, pituitary disorders, adrenal insufficiency); geriatrics (dementia, delirium, incontinence, depression, anxiety, falls, clinical pharmacology, nursing home care); rheumatologic disease (osteoarthritis, gout, inflammatory arthritides, polymyalgia rheumatica, fibromyalgia, osteoporosis)


Practice-Based Learning and Improvement:
· Uses medical literature and informational technology to answer questions regarding patient care and improve fund of knowledge

· Applies evidence-based medicine to patient care

· Comes to lectures prepared

· Teaches students and other health care professionals

· Uses feedback to improve performance

· Uses Performance Improvement data to improve own practice


Interpersonal and Communication Skills:

     •
Documentation in medical records is accurate, legible, complete, and in SOAP format

· Creates and sustains therapeutic relationships with patient and their families respecting the patients’ autonomy and ethnic, cultural issues


     •
Works effectively as a member of a team


     •
Presents a well organized and understandable patient presentation


     •
Interacts effectively with staff


Professionalism:
· Responds promptly to emergencies and pages
· Sees patients in a timely manner

· Demonstrates sensitivity to patient’s culture, age, gender, sexual orientation, and disabilities

· Reports to clinical activities on time

· Demonstrates respect, responsibility, compassion to patients, co-workers, and clinic staff


Systems-Based Practice:

     •
Knows how to use consultants and be a consultant


     •
Knows how to work with a formulary


     •
Understands insurance issues (HMO/Medicare/AHCCCS/3rd Party)


     •
Bills appropriately


     •
Understands core business issues in clinic


     •
Able to use hospital resources, community resources, and other ancillary services well


     •
Practices cost effective healthcare that does not compromise quality of care


     •
Understands physician’s role in the community


EDUCATIONAL ENVIRONMENT

The resident will obtain the knowledge and skills outlined above through:

1. Supervised continuity clinic and private secondary PGY3 clinic experience.

2. Ambulatory Care Electives at the VAMC and Good Samaritan. The Ambulatory Care Curriculum at Good Sam includes participation in the weekly Utilization Review/Patient Care Committee, resident development of a clinic improvement project, and interactive discussions on Adolescent Medicine, The Difficult Patient, Telephone Medicine, and Cultural Competency.

3. Continuity Clinic Curriculum, which occurs in a biweekly basis and covers a variety of outpatient topics over the 3 years of residency.

4. Monthly Ambulatory Journal Club and Ambulatory Morning Report and other conferences which include topics pertaining to ambulatory care, psychosocial issues, geriatrics and medical ethics.

5. Ongoing Performance Improvement Projects evaluating Diabetic Care, Preventative Care and Appropriate Documentation.


FEEDBACK AND EVALUATION

The resident will receive ongoing constructive feedback and a specific mid-month session while on ambulatory care electives. They will be formally evaluated twice per year for the continuity clinic by their preceptor. Information from the clinic improvement project, clinic staff evaluation, patient evaluation, mini-CEX, and praise-concern cards along with personal observation will be included in the final evaluation.


LOCATION

BGSMC continuity clinic, Internal Medicine Center Faculty Practice Clinic, community general internists’ clinics with maximum of 3 residents per location and VAMC with maximum of 3-5 residents.

CARDIOLOGY

I. 
GOALS 
The primary goals of the cardiology rotation are to become proficient in evaluating and treating cardiology patients in the areas of coronary artery disease, EKGs cardiac arrhythmias, congestive heart failure and perioperative evaluation.  This proficiency includes how to evaluate and treat in a professional manner, utilizing EBM principles, while performing in the larger context and system of health care. 

II.
OBJECTIVES
PGY-1/2/3 (Objectives are for all levels unless indicated) 
Patient Care:
Coronary Artery Disease (CAD)
Elicit a thorough and relevant history with emphasis on presenting symptoms and patient risk factors for CAD.

Conduct a physical examination with emphasis on the cardiovascular and pulmonary systems, and recognize clinical signs of ACS and disease severity.

Diagnose ACS through interpretation of expedited testing including history, physical examination, electrocardiogram, chest radiograph, and biomarkers, identify the level of care required, and manage or comanage the cardiology service.

Perform early risk stratification using validated risk stratification tools.

Synthesize results of history, physical examination, EKG, laboratory and imaging studies, and risk stratification tools to determine therapeutic options, formulate an evidence-based treatment plan, and determine level of care required.

Anticipate and address factors that may complicate ACS or its management, which may include inadequate response to therapies, cardiopulmonary compromise, or bleeding.

EKG’s
Demonstrate correct lead placement.

Accurately measure and interpret the atrial and ventricular rates, voltages and intervals of EKG tracings.

Recognize normal EKG findings, including variations associated with demographics, artifact, lead placement, and other technical problems.

Recognize and categorize abnormal EKG findings, including abnormalities of conduction, automaticity, anatomy, and manifestations of non-cardiac disease.

Identify paced rhythms and describe the limitations of related EKG interpretations.

Cardiac Arrhythmias

Identify atrial fibrillation/flutter, PSVT, VT/VF, torsades and MAT, as well as 1o, 2o and 3o AV block by utilizing 12-lead electrocardiogram (EKG) and rhythm strip, and continuous telemetry monitoring.

Develop basic management plans that may include rate controlling interventions, cardioversion, defibrillation, or implantable medical devices.

Quickly recognize high-risk arrhythmias that require urgent intervention, decide on appropriate transfer to telemetry or the ICU, and implement emergency protocols as indicated.

Congestive Heart Failure (CHF)

Elicit a thorough and relevant history and review the medical record to identify symptoms, co-morbidities, medications, and/or social influences contributing to CHF or its exacerbation.

Recognize the clinical presentation of heart failure, including features of exacerbation and reliability of signs and symptoms.

Form a differential diagnosis of detiology of heart failure.

Formulate an evidence based treatment plan, tailored to the individual patient, which may include pharmacologic agents and dosing, nutritional recommendations, and patient compliance.

Explain evidence based therapeutic options for management of acute and chronic CHF and describe contraindications to these therapies.

Explain indications, contraindications and mechanisms of action of pharmacologic agents used to treat CHF.

Identify medications and interventions contraindicated in CHF.

Perioperative Evaluation

Elicit a thorough history, review the medical record and inquire about functional capacity in patients undergoing surgery.

Employ published algorithms and validated clinical scoring systems, when available, to assess and risk stratify patients.

Assess the urgency of the requested evaluation and provide feedback and evaluation in an appropriate timeframe.

Recognize medical conditions that increase risk for perioperative complications and inplement perioperative medical management strategies required to address specific disease states.

Recognize risks of transfusion of blood products, and strategies used in a blood conservation program

Medical Knowledge:

Coronary Artery Disease (CAD)
Define and differentiate ACS without enzyme leak, NSTEMI and STEMI.

Describe the variable clinical presentations of patients with unstable angina and acute myocardial infarction.

Distinguish ACS from other cardiac and non-cardiac conditions that may mimic this disease process.

Describe how cardiac biomarkers are used in the diagnosis of ACS, including timing of testing, and the effects of renal disease and other co-morbidities.

Describe the role of noninvasive cardiac tests.

Explain indications for and risks associated with cardiac catheterization.

List the major and minor risk factors predisposing patients to coronary artery disease.

Explain the value and use of validated risk stratification tools.

Explain indications for hospitalization of patients with chest pain.

Explain indications and contraindications for thrombolytic therapy.

Explain indications, contraindications and mechanisms of action of pharmacologic agents used to treat ACS.

Describe factors that indicate the need for early invasive interventions, including angiography, stenting and/or coronary artery bypass grafting.

EKGs:
Explain indications for ordering an EKG, including right-sided EKG.

Describe the implications of the acquisition, amplification, display, and standardization of electrocardiographic waveforms in different leads.

Describe the relevant components of the EKG tracing.

Explain the effect of cardiovascular, metabolic, toxic, and systemic disease processes on cardiac electrical potentials of the EKG.

Explain the limitations of various EKG findings, including computerized interpretations.

Cardiac Arrhythmias:
Identify and differentiate the clinical presentation of common arrhythmias.

Distinguish the causes of atrial and ventricular arrhythmias.

Describe the indicated tests required to evaluate arrhythmias.

Explain how medications, metabolic abnormalities and medical co-morbidities may precipitate various arrhythmias.

Explain indications, contraindications and mechanisms of action of pharmacologic agents used to treat cardiac arrhythmia.

Congestive Heart Failure (CHF):
Explain underlying causes of CHF and precipitating factors leading to exacerbation.

Differentiate features of systolic and diastolic dysfunction, and explain the common etiologies of each.

Describe the indicated tests required to evaluate CHF, including assessment of left ventricular function.

Describe goals of inpatient therapy for acute decompensated heart failure including pre-load and after-load reduction, hemodynamic stabilization, and optimization of volume status.

Perioperative Evaluation:
Explain the goals and components of preoperative risk assessment.

Identify patients who require selective preoperative testing based on patient specific factors, type of surgery, and urgency of surgical procedure.

Explain risks for perioperative complications in specific patient populations.

Explain pharmacologic therapies that should be modified or held prior to surgery.

List widely accepted risk assessment tools and explain their value and limitations in patients undergoing nonvascular surgery.

Describe the evidence supporting prophylactic perioperative beta-blockade.

Familiarity with the indications for, principles, complications, and interpretation of ECG, inpatient and ambulatory rhythm monitoring, exercise and chemical stress tests, electrophysiologic studies, Transthoracic and transesophageal cardiac ECHO, nuclear cardiac imaging, right and left ventricular catheterization, coronary angiography, and percutaneous angioplasty. 

Familiarity with principles of assessment of lifetime cardiovascular risk, and cardiovascular risk prevention. 

Familiarity with strategies for cessation of use of tobacco. 

Familiarity with principles of assessment of surgical risk. 

Familiarity with pathophysiology, clinical manifestations, diagnosis and management of important cardiovascular complications of surgery.
Interpersonal and Communication Skills:

Communicate effectively with physician colleagues and members of other health care professions to assure timely, comprehensive patient care. 

Communicate with nursing staff and consultants on a regular basis to convey critical information.

Remain available to the patient and family for follow-up questions through all care transitions
Explain issues of pathophysiology, treatment options, and prognosis using language understandable to patients, family members, and other care providers.

Listen without interruption to the questions and concerns of patients, family members and other care providers,and promptly address any issues.

Facilitate family meetings when necessary, collaborating with nurses and other team members to identify goals for the meeting, summarize conclusions reached, and utilize support staff as needed.

Effectively utilize a translator when communicating with patients and families speaking a different language.

Demonstrate empathy for patient and family concerns.

Recognize the importance of allowing patients and families to have questions answered in a straightforward and timely manner.

Demonstrate cultural sensitivity in all interactions with patients and families.

Appreciate the importance of active listening.

Counsel patients and families objectively when considering various treatment options.

Acknowledge and remain comfortable with uncertainty in issues of prognosis.

Provide a quiet and comfortable setting for family meetings.

Discuss the patient’s illness realistically without negating hope.

Ensure that input from surrogate decision makers accurately reflects the patient’s interests, with a minimum of personal bias.

Communicate with nursing staff and consultants on a regular basis to convey critical information.

Remain available to the patient and family for follow-up questions through all care transitions.

Identify and assist patients and families who require additional education about their medical illnesses.

Communicate effectively with patients from diverse backgrounds.

Formulate specific patient centered care plans that may include pain management; integration of psychiatric, social, and other support services; and discharge planning.

Describe different methods of delivering patient education and effectively apply this knowledge to the care of individual patients.

Communicate effectively with patients and their families. 

Present information on patients concisely and clearly both verbally and in writing 

Communicate and express empathy with patients and their families 

Professionalism:

Interact professionally toward patients, families, colleagues, and all members of the health care team. Role model for students 

Appreciate  the social context of illness. 

Demonstrate compassion, integrity, and respect for others 

Respect for patient privacy and autonomy 

Receive feedback from nursing regarding treatment of patients that is satisfactory or better with no complaints 

Receive a faculty evaluation of professionalism should be satisfactory or better 

Practice-based Learning and Improvement:

Commitment to professional scholarship, including systematic and critical perusal of relevant print and electronic literature, with emphases on integration of basic science with clinical medicine, and evaluation of information in light of the principles of evidence-based medicine. 

Identify and acknowledge gaps in personal knowledge and skills in the care of patients. 

Identify and describe how to access available sources of reference information, which may include literature search engines, online textbooks, electronic calculators and practice guidelines to support optimal patient care.

Efficiently retrieve and interpret data, images, and other information from available clinical information systems.

 Interpret data from digital devices, which may include EKG monitors, glucometers, or oxygen saturation monitors.

Access and interpret information from internet-based clinical information systems when available.

 Minimize ADEs by using best practice models of medication ordering and administration.

Systems Based Practice:

Consideration of the cost-effectiveness of diagnostic and treatment strategies.

Willingness and ability to teach medical students and more junior residents.  

Knowing when to consult or refer a patient to a cardiologist.  

Willingness and ability to help the requesting physician in a consultative or co-management capacity, according to the needs of the situation. 

Explain goals for hospital discharge, including specific measures of clinical stability for safe care transition.

Incorporate the principles of evidenced based medicine, health care costs, and patient.

Describe the role of patient education in the management of chronic diseases, which may include diabetes, congestive heart failure, and asthma.

Explain how each patient’s socio-cultural background affects his or her health beliefs and behavior.

Identify barriers to implementation of patient education, including literacy levels and language fluency.

Determine the utility and appropriateness of patient education materials based on specific patient characteristics, which may include culture, literacy, cognitive ability, age, native language, and visual or other sensory impairments

Understand the role of a consultant. Be able to write a concise and helpful consult. 

Effective professional collaboration with residents, fellows and faculty consultants from other disciplines such as CT Surgery. 

interactions  
EDUCATIONAL ENVIRONMENT

Each medical student/resident will be assigned to a cardiology attending and will have clinical responsibilities including rounding on patients, day consults and outpatient clinic.

Coordinate duties with the fellows assigned to cardiology at the beginning of the rotation. 

Attendance at the Veterans Affairs Medical Center cardiology continuity clinic (weekly) and Banner Good Samaritan 925 cardiology clinic (once per month) is required, as well as at private practice clinics as mandated by the attending cardiologist. 

LOCATION
BGSMC with a maximum of 2 residents/month

VAMC with a maximum of 2 residents/month

Private practice offices

ASSESSMENT METHOD

Formal evaluation at end of rotation by attending physician

Evaluation of resident performance on standardized testing (MKSAP questions at both beginning and end of rotation)

LEVEL OF SUPERVISION

Direct observation of performance in clinical settings 

Medical record review
EDUCATIONAL RESOURCES

Braunwald

MKSAP 

ACC website http://acc.org/qualityandscience/clinical/topic/topic.htm 

Up-to-Date 

Cardiosource 

Cardiology Rotation Schedule

(July, Aug, Dec, Jan, Feb & June)
 
	 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	7 AM
	Read with cardiology fellow
	Read with cardiology fellow
	Read with cardiology fellow
	Read with cardiology fellow
	Read with cardiology fellow

	8 AM
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist

	10:30 AM
	Read with Dr. Burns 
	Read with Dr. Desser (11:00)

1st and 3rd Tuesdays
	Read with Dr. Desser (11:00)
	Read with Dr. Desser (11:00)
	Read with Dr. Burns

	12 PM
	Meet with assigned attending cardiologist
	Cardiology Grand Rounds

1st and 3rd Tuesdays
	Basic science and clinical lectures
	
	Cardiac cath conference

(VAMC)

	1 PM
	“
	Meet with assigned attending cardiologist
	“
	Big Board 

with Dr. Desser
	“

	2 PM
	“
	Read with Dr. Desser

All other Tuesdays
	EKG lecture series with Dr. Burns
	Meet with assigned attending cardiologist
	“

	3 PM
	“
	Meet with assigned attending cardiologist
	”
	 “
	“

	4 PM
	“ 
	“ 
	
	“
	“ 


 

Cardiology Rotation Schedule

(Sept, Oct, Nov, March, April & May)
	 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	7 AM
	Read with cardiology fellow
	Read with cardiology fellow
	Read with cardiology fellow
	Read with cardiology fellow
	Read with cardiology fellow

	8 AM
	Read with cardiology attending
	Read with cardiology attending
	Read with cardiology attending
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist

	9 AM
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist
	Meet with assigned attending cardiologist

	12 PM
	“
	Cardiology Grand Rounds

1st and 3rd Tuesdays
	Basic science and clinical lectures
	“
	Cardiac cath conference

(VAMC)

	1 PM
	“
	Meet with assigned attending cardiologist
	“
	Big Board 

With Dr. Desser
	“

	2 PM
	“
	“
	EKG lecture series with Dr. Burns
	Meet with assigned attending cardiologist
	“

	3 PM
	“
	“
	”
	 “
	“

	4 PM
	“ 
	“ 
	
	“
	“ 


 COMPLIMENTARY AND ALTERNATIVE THERAPIES IN CLINICAL PRACTICE

I. GOALS

The house officer will recognize the importance of complimentary and alternative medicine (CAM) in modern health care and will be able to evaluate therapies based on scientific evidence of efficacy and safety.  

At the end of the rotation the trainee should be able to:

A. Have an understanding of some of the common existing “alternative therapies”.

B. Know about the use of common herbs in clinical practice based on clinical 

evidence.

C. Be familiar with potential toxicity of herbs that are frequently used by patients.

D. Have the ability to advise patients about the use of supplements based on 

scientific information.

E. Be familiar with potential toxicity, and possible contamination due to lack of 

strict regulation.  In particular be familiar with the 1994 Dietary Supplement 

Health Education Act (DSHEA).

F. Find resources that demonstrate evidence for or against different therapies and 

products.

G. Know existing research of the role of diet and exercise in treatment of variety of 

disease.

H. Understand the role of chronic stress/anxiety/depression in different diseases.

II. OBJECTIVES

1. ALTERNATIVE THERAPIES

A variety of alternative health practices are prevalent in the U.S.  During this

rotation a brief introduction and the underlying principle for some of these will 

be discussed and when available controlled trials for various therapies will be

reviewed.  The alternative therapies to be touched upon will include the 

following:

a. Homeopathy

b. Naturopathy

c. Ayurveda

d. Herbal Medicine

e. Principles of acupuncture

f. Traditional Chinese and Japanese medicine

2. HERBAL THERAPIES

A significant amount of time will be spent on the clinical use of different herbs.

In the U.S. most of the herbs used are self-selected by the patients and often with 

no knowledge of the physician.  It is also important to realize that herbs can have 

potential serious tonicities and therefore all patients should be inquired of any 

self-treatment with herbs.  Commonly used herbs in the U.S. will be the main 

focus of discussion.  The key issues to be addressed include the following:

a. General description of the herb.

b. Mechanisms of action of the active ingredient of the herbs.

c. Clinical studies that demonstrate efficacy.

d. Toxicity and side effects of the herbal preparations and possible drug interactions.

e. Comparative studies to conventional therapies when available.

3.
ROLE OF SUPPLEMENTS & NEUTRACEUTICALS IN HEALTH & DISEASE


In recent years there has been a tremendous growth in sales and promotion of

supplements of minerals, vitamins, plant extracts and other derivatives of “natural

 products” touted to be useful for maintaining health and treating certain chronic 

illness.  Nutraceuticals are defined as functional foods that have potentially

disease preventing and health promoting properties.  They are also naturally 

occurring dietary substances in pharmaceutical dosage forms and thus included in

dietary supplements.  Patients frequently use such products without the

knowledge of the physician and most recently have begun to inquire information 

on this health care options from their physicians.  Thorough scientific

information and controlled studies are limited on these products, however recently

a number of institutes have begun to collect information and conduct studies on 

such products.  During the rotation articles, opinions, perspective and original 

research in the area of nutraceuticals will be reviewed.  The safety and clinical

efficacy of these products based on evidence will be one of the main focuses. 

4.
ROLE OF NUTRITION AND EXERCISE IN DISEASE AND HEALTH

Research shows the effect of certain dietary manipulations and exercise can 

modestly effect certain chronic conditions such as diabetes, hypertension, 

coronary artery disease, etc.  When appropriate these issues will be discussed and 

pertinent literature reviewed.

5.       EFFECT OF CHRONIC STRESS/ANXIETY IN DISEASE

Data is emerging that elucidates the role of chronic stress on various physiological 

parameters.  In certain patients this can be a major contributor to their disease 

process and should be discussed with patients when appropriate.  A generalized 

discussion on the pathophysiology of stress will be reviewed.

V.
LOCATION


If you have a desire to participate in this rotation, please contact us.

VI.
EVALUATION AND FEEDBACK

The evaluation and feedback in general will be an ongoing process through the rotation.  

However, a formal evaluation will be done with the trainee at two weeks and the end of

the rotation.


PGY-III CORONARY CARE UNIT

I.
GOALS
1.
To produce residents who are knowledgeable and skillful in the field of Cardiovascular (CV) Medicine.

2.
To produce residents who are capable of evaluating patients with acute or chronic cardiac illnesses, analyzing supporting data, formulating a basic differential diagnosis, and developing a basic diagnostic and therapeutic plan.

3.
The resident should be capable of analyzing a patient with a cardiac emergency, and initiating appropriate preliminary treatment while seeking consultation with a staff physician.

4.
The third year resident should be able to teach some aspects of fundamental CV knowledge as well as procedural skills to interns and students. (PBL & IP/CS)

5.
To produce residents capable of functioning independently in evaluating and treating patients with acute and chronic CV illness.

6.
The third year resident should have an understanding of the appropriate indications for cardiology consultation and the proper timing of the consultation request.

II.
OBJECTIVES
Medical Knowledge:
To gain a basic understanding of:

1. The normal cardiac physical examination and the changes that occur with cardiac illness.

2. Cardiac anatomy (including coronary arteries).

3. Symptoms, diagnosis, and treatment of chronic and acute ischemic heart disease. (MK, PC)

4. Acute MI, including symptoms, physical findings, electrocardiographic diagnosis, laboratory data, medical therapy, interventional therapy, surgery and complications. (MK, PC, PBL, & IP/CS)

5. Congestive heart failure - causes, diagnosis and treatment. (MK, PC)
6. Valvular heart disease.

7. Cardiomyopathies.

8. Cardiac arrhythmias - diagnosis and treatment.

9. Sudden death.

10. Treadmill testing.

11. Pericarditis and tamponade.

12. Thrombolytic therapy.

13. Permanent pacemakers.

14. Prosthetic valves.

15. Indications for cardiac catheterization. (MK, PBL & IP/CS)
16. Endocarditis.

17. Intra-aortic balloon pumping.

18. Nuclear cardiology.

19. Echodoppler.

20. Syncope.

21. Aortic dissection.

22. Cardiovascular pharmacology.

Patient-Care
To be able to:

1. Obtain an accurate history (present and past family history and review of systems pertinent to CV disease).

2. Perform physical examination with focus on CV system.

3. Analyze laboratory data, radiographs, electrocardiograms, and pertinent test results (e.g. echo, treadmill).

4. Formulate a basic differential diagnosis, based on findings in history, exam and supporting data.

5. Synthesize a diagnostic and therapeutic plan.

6. Present a patient case to a group of fellow physicians in an organized, concise manner. (PC, IP/CS)

7. Record the history, examination, differential diagnosis, and plan as well as patient progress or interim events in the medical record, in a concise, logical, and readable manner. (Prof)
8. Supervise ACLS measures in cardiac arrest and assume responsibility for patient care in cardiac emergencies. (PC, PBL & IP/CS)

9. Perform Swan-Ganz catheterization.

10. Perform endotracheal intubation.

11. Formulate a more extensive differential diagnosis after review of the patient's history, examination, and analysis of supporting data. (PC, PBL & IP/CS)

12. Explain the patient's condition, prognosis and treatment plan to the patient and family in a clear and compassionate manner. (PC, IP/CS)

13. Discuss advanced directives/code status with patient and families in a positive and professional manner. (IP/CS)

14. Perform temporary transvenous pacing and pericardiocentesis in an emergency setting, if no cardiologist is immediately available and the procedure is deemed lifesaving.

15. Deal with topics of death and dying and be able to inform a family of the death of a family member in a professional and compassionate manner. (IP/CS, SBP)
Professionalism,

Interpersonal and Communication Skills:
1.
The resident should conduct himself/herself in a professional manner, while interacting with patient's families, fellow physicians, nurses, and other ancillary staff, at all times. (IP/CS)
2.
The resident should strive to learn the CV knowledge and skills necessary to become an internist through reading of basic texts as well as the cardiovascular literature. (PBL & IP/CS)

3.
The resident should participate in the rotation in an enthusiastic and conscientious manner.  This involves asking appropriate questions and sharing of experience in an effort to promote a positive learning experience for everyone involved. (Prof, IP/CS)
4.
Patient care must take priority, above all other factors, at all times. (Prof)
5.
The ability to "prioritize" should be developed when the resident is responsible for the care of more than one critically ill patient. (PC)
6.
The resident should learn to respond and act in a timely manner depending upon the severity of the problem at hand. (Prof)
7.
The resident should interact with consulting physician, asking a precise and clear question of each consultant. (PC, IP/CS)

III.
EDUCATIONAL ENVIRONMENT

1. 
The Cardiology/CCU rotation is a combined service.

2.
Residents work directly with a cardiologist doing consults on the inpatient wards. Admissions will be reviewed with the patient's private attending physician, after the patient has been interviewed and examined and supporting data has been analyzed.

3.
Ambulatory cardiology private practice

4.
The cardiac catheterization suite, when applicable 

5.
Residents will attend Cardiology Grand Rounds.

IV.
EVALUATION/FEEDBACK

1.
All residents will be reviewed, in writing, by the director of the CCU at the end of each rotation.  This will include any input felt to be significant from other staff cardiologists or other medical staff as may be appropriate.

COST-EFFECTIVE CARE (System-Based Practice, Professionalism)

I.
GOALS

Internal Medicine Residents will be able to apply basic principles of cost-effectiveness in the management of their patients.

II.
OBJECTIVES
Medical Knowledge and Patient Care:


Upon graduation from the residency, the internal medicine resident will be 

able to:

1. Compare and contrast efficacy and effectiveness and identify the two in the literature and practice-based data.

2. Identify and discuss the most common measures of effectiveness used in internal medicine practices including clinical quality (including errors), service quality, patient satisfaction and clinician satisfaction.

3. Compare and contrast direct and indirect costs when found in the literature or practice-based data.

4. Define and discuss productivity.

5. Discuss why the front-line clinical team is key to improving cost-effectiveness and what constitutes team learning (as opposed to individual learning).

Systems-Based Practice:
During the residency, the internal medicine resident will participate in activities that improve the cost-effectiveness of his or her practice using evidence-based analyses of the literature to inform these activities. (SBP, PBL & IP/CS)
III.     EDUCATIONAL ENVIRONMENT
1. Ambulatory Rotations

2. Teaching Rounds

3. Conferences

4. Journal Club

5. Interdisciplinary Conferences

IV.
EVALUATION AND FEEDBACK

1. Faculty with knowledge and skills in these areas will be asked to evaluate the ability of residents to meaningfully participate in team activities to improve the effectiveness and efficiency of their clinical teams using important concepts and principles of cost-effective practice.

2. Residents will complete a project related to practice-based learning and improvement that uses literature review and application.
3. Patients will complete a satisfaction survey of their resident physician as it pertains to drug formularies and their choice of treatment.

V.
LOCATION
1. Ambulatory clinics at either BGSMC or VAMC

2. Inpatient services at either BGSMC or VAMC


CRITICAL CARE 

I.
GOALS

The resident in internal medicine will be trained to become competent in developing an approach to the patient with multi-system organ failure or acute life threatening illness.

II.
OBJECTIVES

KNOWLEDGE SKILLS

1. Acquire cognitive skills necessary to assess the information gathered by history, physical, and laboratory examinations and invasive monitoring in the critical care setting. (MK, PC)

2. Improve cognitive and procedural skills related to interventional therapy, including managing multi-system and multi-organ disease, monitoring therapeutic modalities and complications, and performing triage. (MK, PC)

3. Improve proficiency in the interpretation of invasive monitoring. (MK)

PRACTICAL SKILLS

1. Perform basic and advanced life support. (MK, PC)

2. Develop proficiency in certain invasive procedures including arterial lines, pulmonary artery catheterization, and central venous cannulation. (PC)

3. Know the incidence and cause of multi-organ failure and their effect on outcome. (MK)

4. Understand alterations in pharmacokinetics and pharmacodynamics that may alter therapeutic regimens in dealing with organ dysfunction or multiorgan failure. (MK)

ATTITUDES, VALUES and HABITS

1. Become familiar with applicable living will statutes as well as the ethical issues surrounding termination of life support, do not resuscitate orders, and informed consent.  Review current criteria for the clinical diagnosis of brain death. (SBP, Prof)

2. Address psychosocial problems of the patient and family faced with an acute life threatening illness, paying particular attention to understanding patient autonomy when discussing life- supporting devices. (IP/CS, SBP, Prof)

3. Develop an appreciation for the rapidly changing knowledge base utilized in treating these patients.

III.
EDUCATIONAL ENVIRONMENT

The resident will obtain the knowledge and skills outlined above through a graded exposure to critically ill medical patients admitted to the Geographic Medical ICU team, daily teaching rounds with the Critical Care Attending, and daily ICU conference.

IV.
EVALUATION and FEEDBACK
The resident will be evaluated by the Critical Care Teaching Attendings.  Any deficiencies will be discussed with the trainee at the mid point of the rotation.  A written evaluation will be submitted to the Program Director at the conclusion of the month.  If the resident has a deficient month, the problem will be discussed with the Program Director.

V.
LOCATION
VAMC with maximum of 4 residents and BGSMC with maximum of 4 residents.


DERMATOLOGY

I.
GOALS

Residents will gain basic competence in the evaluation, management, and prevention of adult skin problems.  They will deal efficiently with a wide variety of skin disorders appropriate for an internist, and gain an appreciation of which patients are appropriate for specialist referral.

II.
OBJECTIVES

A.  KNOWLEDGE SKILLS (MK)

1.
The house officer will become familiar with a wide variety of common and/or important disorders of the skin and demonstrate knowledge of a clinically useful classification scheme for these disorders (based on history, physical examination findings, and appropriate lab tests or biopsies.)

2.
The resident will demonstrate a working knowledge of the therapeutic approach to these same skin disorders.  These disorders may include but are not limited to the conditions in Table I, found on the next page.  This is of course subject to the types of patients seen by the particular clinic.

B.  PRACTICE SKILLS (PC)
The house officer will:

1. Demonstrate history-taking skills with particular attention to characteristics of skin findings, duration of symptoms, sensory symptoms, family and exposure history, and a full history of past therapeutic trials.

2. Probe in a directed fashion for lesions suspected of association with systemic disease.

3. Describe skin lesions utilizing systematic terminology and understand the significance of the various principal types:  macules, papules, plaques, nodules, bullae, wheals, cysts, atrophy, purpura, and petechiae.

4. Demonstrate physical exam skills with particular attention to:  lighting, proper removal of clothing, use of magnifying glass and glass slide when appropriate while noting the size, shape, color, type, distribution, and variability of skin findings.
5. Order the appropriate lab tests or perform the following procedures, and interpret the results, in selected patients:  VDRL and FTA, Woods lamp exam, skin scraping, KOH preparation, fungal cultures, ANA, punch and slice biopsy, scraping for scabies, application of liquid nitrogen, podophyllin, and simple suturing.
6. Demonstrate a working knowledge for the appropriate use of topical steroids, dressings, antihistamines, sunscreens, retinoids, moisturizers, antimicrobials, topical antifungals, and antipruritics.

TABLE I

	Acneform lesions
	Cystic and noncystic, acne rosacea

	Dermatitis
	atopic, allergic, irritant, seborrheic, factitious, stasis, neurodermatitis, and dyshidrotic

	Malignant and potentially

premalignant skin lesions
	actinic keratoses, changes in moles, basal cell and squamous cell carcinoma, Kaposis sarcoma, melanoma, lymphoma, leukoplakia

	Warts
	verruca vulgaris, plantar warts, flat warts, venereal warts

	Benign growths
	cysts, fibromas, keloid scar, cutaneous horns, seborrheic keratoses, lipomas, keratoacanthomas, calluses and corns, hidradenitis suppurativa, senile angiomas

	Fungal infections
	Tinea pedis et manus, candidiasis, tinea versicolor, fungal nail infections, tinea cruris, tinea capitis, tinea barbae, tinea corpus

	Hair problems
	male pattern baldness, alopecia, unwanted hair

	Bacterial skin infections
	impetigo, cellulitis, carbuncle, furuncle, erysipelas

	Drug eruptions
	erythema multi forme, TEN, and Stevens- Johnson Syndrome, urticaria

	Viral and Bacterial Exanthema and          other infectious manifestations
	Rubella, Rubeola, enterovirus, scalded skin syndromes, scarlet fever, Herpes zoster and Herpes simplex, molluscum contagiosum

	Insect, arthropod, and parasites
	Lice, mites, ticks, scabies, Lyme disease

	Disorders and Symptoms often              associated with Systemic Disease and    Systemic Diseases which commonly have skin involvement
	acanthosis nigricans, E. nodosum, hyperpigmentation, livedo reticularis, vitiligo, purpura, lipodystrophy, panniculitis, vasculitis, SLE, malignancy, HLA- B27, Syphilis

	Psoriasiform lesions
	Psoriasis, keratoderma blennorrhagica, exfoliative dermatitis

	Other
	Bullous diseases, xeroderma, pruritus, ichthyosis, pyoderma gangrenosum


III.
EDUCATIONAL ENVIRONMENT
1.
This rotation is primarily a clinic and office based experience.  The house officer will initially assess the patient and then present their findings to the attending physician.  Occasionally, the attending will observe the initial patient/house officer interaction to better assess their history taking and physical exam skills.

2.
The resident is expected to learn about Dermatology in a self-directed manner through standard Dermatology texts and atlases to reinforce their clinical experience and didactic sessions.  It is also expected that the resident will complete the Dermatology section in the MKSAP syllabus during this rotation.

3.
The resident will write all prescriptions, under the guidance of the attending physicians.

4.
The resident will consult with the attending physician before all procedures, and will provide appropriate informed consent.  As the resident gains experience, they will perform minor procedures such as punch biopsies and cryotherapy independently.

IV.
EVALUATION AND FEEDBACK

1.
The attending physician will document the residents' history taking, physical exam, and procedural skills.  The attending will staff all cases seen by the house officer, and initially will witness all procedures.  As residents demonstrate competence in minor procedures, they will be afforded more independence.

2.
The house officer's knowledge base will be evaluated through their clinical case presentations, and by application questions posed by the attending physicians.  Evaluation of clinical judgement and use of special diagnostic tests are also incorporated into the process.

3.
Feedback will be immediate, interactive and informal on an ongoing basis.  In addition, formal written feedback is provided at the midpoint and conclusion of the rotation.  The resident is expected to give similar feedback to the attending physicians and the program.

V.
LOCATION

VAMC with maximum of 3 residents, private dermatology offices with 1 resident, and subspecialty dermatology clinic at Good Samaritan.

EMERGENCY MEDICINE: 

I.         GOALS

· To familiarize the house officer with the Emergency Department (ED) setting.  The house officer should acquire the ability to recognize, triage, and treat conditions commonly presenting in an emergency department setting.
II. 
OBJECTIVES
Patient Care

1. Problem focused interview and exam skills.  Ability to formulate and document HPI, PMH, ROS, and PE.

2. Preliminary radiographic interpretation

3. Ability to appropriately order and evaluate laboratory tests and their results

4. Communication with ED attendings, private physicians and consultants (PC, IP/CS)
5. Able to formulate a disposition and a plan for the patient

6. Procedures:



a.    Orthopedic procedures








b.    Lumbar punctures



c.    Vaginal exams



d.    abg/venous punctures



e.    Simple suturing



f.    Eye exams



g.    Central line placement/intubations
Medical Knowledge: Residents will learn the approach to the emergency patient and prioritizing care, and facilitating proper treatment and follow up. Specific areas include: 
1. cardiovascular emergencies (e.g. hypertensive crisis, acute myocardial infarction, cardiopulmonary arrest, cardiac arrhythmias, ruptured aortic aneurysm) 

2. endocrinological emergencies (e.g. diabetic ketaocidosis, hypoglycemia, hyperosmolar coma) 

3. pulmonary emergencies (e.g. staus asmaticus, acute pulmonary edema, pneumothorax, smoke inhalation, airway obstruction, pulmonary embolus, near drowning) 

4. hematological emergencies (e.g. shock, acute blood loss, bleeding disorders, sickle cell crisis, thromboemboli) 

5. gastroenterological emergencies (e.g. GI bleeding, thrombosed hemorrhoid, abdominal pain) 

6. infectious disease emergencies (e.g. meningitis, septic shock) 

7. genitourinary emergencies (e.g. hematuria, renal colic, electroylte disorders, obstructive uropathy, testicular torsion) 

8. allergic emergencies (e.g. anaphylaxis) 

9. neurological emergencies (e.g. stupor and coma, head injuries, status epilepticus, heat injury) 

10. surgical emergencies (e.g. trauma, burns, foreign bodies, abrasions including corneal abrasions, sprains, bites) 

11. gynecological emergencies (e.g. PID, rape, pelvic pain, ectopic pregnancy) 

12. psychiatric emergencies (e.g. acute psychosis, suicide attempt) 

13. chemical emergencies (e.g. poisoning, drug intoxication) 

14. orthopedic trauma (e.g. splinting, casting, interpreting x-rays) 

15. opthalmological emergencies (e.g. coraneal abrasions, eye pain, foreign bodies) 

16. minor surgery (e.g. suturing, I&D) 

Professionalism:
1. Maintain professional attitude and values with patient and their families in extreme circumstances 
2. Be a patient advocate. Be cognizant of patient satisfaction by keeping them and their families informed 
3. Be responsible for the shift attendance and tardiness
Interpersonal and Communication Skills:
1. Develop succinct but complete documentation skills 

2. Have a professional attitude with the staff in the department
Practice Based Learning and Improvement: 


Utilize available references to research approaches to the diagnosis and management of their patients
System Based Practice:

Learn realistic capabilities of emergency department care as opposed to other medical settings. 
a. Emergency Department (ED) vs. physician's office

b. Inpatient vs. outpatient care

c. Managed care problems

d. Access to care issues

III. EDUCATIONAL ENVIRONMENT: 
The 4-week rotation through the Emergency Department is designed to provide the intern and resident with progressive responsibility and experience in the diagnosis and management of all categories of medical and surgical adult patients seen in an active Emergency Department.  Each will have first contact responsibility for patients without prior physician triage.  Through involvement in the decision to admit or discharge patients, a resident or attending will guide the intern through the decision making process.  All patients seen by house officers will ultimately be staffed with the Attending Emergency Department physician.  Medical knowledge topics will be covered through the syllabus of required reading, the reference text, and required Wednesday morning (7:30am-12 noon) didactic lectures at MMC.  

IV.
EVALUATION
A. Direct observation and interaction with ED attendings

B. Written evaluations at the end of rotation

V.  RESIDENT RESPONSIBILITIES
1. Non-physician triaged patients, will be seen first by the intern.  The intern will present his or her patient to the attending for initial staffing, discussion of appropriate work up including lab and x-rays.   The Emergency Department attending physician will ultimately staff all patients.

2. The average number of patients seen by an intern will be one patient per hour.  

3. In certain situation, the house officer should obtain immediate staffing (without delay).  These situations are based upon sound, efficient patient care, and cost effective diagnosis and treatment of patients.  This list is not meant to be all-inclusive.

a. ALL CRITICALLY ILL PATIENTS SHOULD BE STAFFED IMMEDIATELY WITH THE EMERGENCY DEPARTMENT ATTENDING.

b. All patients should be staffed prior to instituting any orders.

c. All patients shall be staffed with an attending physician prior to discharge.   

4. Each intern and resident will keep a log of patients seen (patient labels on index card) indicating the diagnosis, the attendings name and shift.  These cards are to be turned into the director of medical education for the Department of emergency medicine (Dr. Porter) at the end of the rotation, they will forward these to the Department of Medical Education.
5. Dr Porter will discuss specific requirements for documentation in the emergency department at the beginning of the rotation.  Orientation takes place in the department on the change day of the rotation is mandatory.

READING LIST FOR


EMERGENCY DEPARTMENT ROTATION

Latest Edition Emergency Medicine Study Guide
Headache/Stroke

Tintinalli


Pages 1008-1021

Dyspnea


Tintinalli


Pages  194-196

Chest Pain


Tintinalli


Pages  187-194

Abdominal Pain

Tintinalli


Pages  217 - 221

Emergency Wound Care
Tintinalli


Pages  267-270

Overdose


Tintinalli


Pages  735-740

Altered Mental Status            Tintinalli


Pages  225-234

Orthopedic Conditions           Tintinalli                                 Pages 1205-1217

Trauma                                  Tintinalli                                 Pages 1127-1131

ENDOCRINOLOGY AND METABOLISM ELECTIVE

I.          GOALS
The house officer will receive adequate training and education in the diagnosis and management of common endocrine and metabolic disorders, with a special emphasis on diabetes mellitus, thyroid disease, hyperlipidemia and bone and mineral disorders such as osteoporosis and hyperparathyroidsm, since these constitute frequent presentations in the day-to-day practice of internal medicine.

II.        OBJECTIVES
A.  KNOWLEDGE SKILLS
1. The house officer will be encouraged to study basic general principles of endocrinology and apply them appropriately in the evaluation of the various endocrine disorders. (MK,

PC)

2. The house officer will become familiar with the diagnosis criteria for diabetes mellitus, diabetic complications, outcome measures and treatment goals, as well as obtain a broad knowledge of dietary therapy and all the available classes of oral agents and types of insulins used in the treatment of diabetes. (MK, PC)

3. The house officer will understand lipoprotein physiology, the clinical impact of lipoprotein disorders, and guidelines for the diagnosis and management of hyperlipidemias. (MK, PC)                                        

4. The house officer will understand principles of calcium metabolism and bone physiology and turnover, and apply them to the evaluation and management of bone disorders such as hyperparathyroidism, osteoporosis, osteomalacia, and paget's disease. (MK, PC)

B.  PRACTICE SKILLS
1. The house officer will learn to assess thyroid function tests, neck ultrasound, radionuclide  studies of the thyroid and independently diagnose and manage most cases of  hypo- or hyperthyroidism. (MK, PC)
2. The house officer will learn to conduct dynamic testing for diagnosis of the endocrine system and be able to interpret the data obtained by such testing.  These investigations will include several common tests such as the cortrosyn (ACTH) stimulation test, low dose dexamethasone suppression testing and the glucose tolerance test as well as less common dynamic tests such as high dose dex suppression testing, saline suppression testing, etc. (MK, PC)
3. The house officer will understand the appropriate use and interpretation of radiologic and nuclear imaging for the diagnosis of endocrine disorders including CT scans, MRI scans, neck ultrasound, DXA scans and nuclear medicine scans as well as fine needle aspiration of the thyroid. (MK, PC)

4. The house officer will acquire knowledge in medical informatics and basic computer skills including basic techniques for electronic retrieval of medical literature (OVID, Pub Med, Medline), computer-assisted medical instruction (UP-to-date) and electronic information networks unique to the Veterans Affairs Medical Center (VISTA network CPRS electronic record). (PBL & IP/CS)

5. The house officer will incorporate evidence-based medicine into the consultative  practice of endocrinology. Each resident is expected to perform searches of the medical literature and assimilate the results into consult recommendations. (PBL & IP/CS)

III.       EDUCATIONAL ENVIRONMENT
The resident will obtain the knowledge and skills outlined above through:

1. Endocrinology and Diabetes clinics - at Veterans Administration Medical Center and Banner Good Samaritan Medical Center.

2. Inpatient consultations on general medical, surgical and psychiatry wards at the Veterans Affairs Medical Center averaging 12-15 per  month.

3. Approximately 16 conferences per month, including journal clubs, didactic sessions, case conferences, research conference, noon conference, endocrine grand rounds, pathology and neurosurgery conferences. The resident will be expected to give at least one presentation during the rotation for consult team members (Prof).

4. Many one on one discussion of several topics related to endocrinology and metabolism throughout the rotation emphasizing the pathophysiologic principles and their application in management of endocrine metabolic disorders.

5. Endocrine section of an established textbook or medicine (Cecil's, Harrison's, or Stein's) will be used as a core text.  The choice of text will be left to the house officer.  In addition, the house officer will be encouraged to study the endocrine section from the latest medical knowledge self-assessment program (MKSAP) during the rotation.

IV.       EVALUATION and FEEDBACK
The house officers will have ample opportunity for feedback regarding their progress during the rotation.  They will be encouraged to go through the latest MKSAP Endocrine questionnaire or another similar test at the end of the rotation.  However, this will not be looked upon as a criterion in terms of completion of the house officer's evaluation form.

The evaluation will be discussed with the house officer.


GASTROENTEROLOGY 

I.
GOALS
To provide the resident with broad exposure to the diagnosis and management of gastroenterological and hepatic diseases.

II.
OBJECTIVES

A. COGNITIVE SKILLS (MK)

Residents will become acquainted with common disorders of the alimentary tract and liver through the exposure to patients with these conditions and through core curriculum lectures that will review the pathophysiology and clinical presentation. A clinical problem-solving approach will be used in which the differential diagnosis, clinical interpretation of laboratory, imaging and other ancillary tests will be taken into consideration. Once the diagnosis is made, residents will be encouraged to expand their fund of knowledge through the critical review of the scientific evidence available for the diagnosis and management of the different gastroenterological/hepatic conditions. (PBL& I,)  Areas covered will include but not limited to esophageal disorders such as gastroesophageal reflux disease, dysphagia and motility disorders; gastric conditions such as dyspepsia, peptic ulcer disease, UGI bleeding and H. pylori infection; acute and chronic diarrhea, malabsorptive states, small bowel mucosal disease, inflammatory bowel disease, colonic polyps, diverticular disease, lower gastrointestinal bleeding, acute and chronic pancreatitis, viral hepatitis, cirrhosis and its complications including ascities, spontaneous bacterial peritonitis, hepato-renal syndrome, variceal bleeding and, gastrointestinal malignancies.

B. PRACTICAL SKILLS (PC)

The resident will be able to put in practice his/her knowledge in gastroenterology and liver disorders through the day-to-day care of patients with different gastrointestinal and hepatic conditions. The use of ancillary methods integrated with the history and physical to formulate a practical management will be stressed during the rotation. Residents will be able to learn and perform paracentesis for diagnostic and therapeutic purposes. The rotating resident will be encouraged to attend the endoscopic procedures to be performed in their patients seen on consultation to correlate their impression with the endoscopic diagnosis. (PBL & I)  Biopsies from the GI tract and liver will be reviewed with the attending physician and discussed as well as being part of the monthly GI-pathology conference. Residents will actively participate in the communication with patients and their families regarding the work up that is being done from the GI standpoint. (IP/CS)

C. ATTITUDES, VALUES and HABITS


Emphasis will be placed on the appropriate use of endoscopic and non-endoscopic procedures routinely performed for the diagnosis and management of patients with suspected gastrointestinal/hepatic conditions. The resident will learn about the alternatives to endoscopy and to understand that a team approach along with surgeons, radiologists, and primary care physicians is essential in the management of GI patients. (SBP)  The resident will be encouraged to utilize the different services in order to reach the diagnosis and correctly manage the patient’s condition in an efficient and cost-effective manner. Residents are encouraged to read basic core curriculum topics and to actively participate in the Journal Club discussions (Prof). Each resident is encouraged to show the proper respect and empathy for his/her patients, maintaining the highest professional and ethical standards at all costs (Prof).

III.
EDUCATIONAL ENVIRONMENT
Residents will receive their teaching experience in conjunction with fellows in training in gastroenterology. They will be an integral and active part of the consult team that along with the fellows, medical students and attending physicians will provide clinical services to their patients on a daily basis. The consult team is scheduled to round each day in the new and already know patients, to integrate and correlate new information into the decision-making capacity of the team. Residents will actively participate in all academic activities scheduled for the fellows in training including the GI-pathology, GI-radiology conferences, GI-surgical conference. Journal clubs, basic science and grand rounds conferences (Prof).

IV.
EVALUATION
The resident will be evaluated by the scheduled attending based on his/her performance while rotating on the GI service.  The evaluation form complies with the ABIM evaluation forms for each resident. The resident will also evaluate his/her rotation and will give feedback to the attending physician as to how to improve the rotation.

V.
FEEDBACK


The resident will have the attending physician available at all times for feedback on his/her performance. He/she will meet with the attending physician at the end of the the rotation and discuss the evaluation together. The resident is encouraged to get and provide feedback to the Chief of the section.

VI.
LOCATION

BGSMC and VAMC with a maximum of 3 residents at each location.

GERIATRICS

I.
GOALS
The primary goals of the geriatric rotation are to recognize how geriatric patients differ from younger patients in their presentations of disease and in normal healthy aging.  Residents will acquire the knowledge and skills necessary to recognize and treat the unique problems of the elderly patient. Residents will acquire the professional skills necessary to be empathetic and caring physicians for the frail elderly.

II.
OBJECTIVES
Patient Care:
Residents will be able to:

· obtain a thorough history emphasizing the problems which are unique to the elderly patient 
· perform an appropriate physical exam including a functional assessment of mental status, a screen for depression, an assessment of gait and balance (i.e., assess fall risk), immobility, and activities of daily living

· construct a prioritized list of appropriate differential diagnoses 
· perform a comprehensive geriatric assessment 
· recognize the importance of rehabilitation strategies in restoring and maintaining function in elderly patients
· base treatment decisions on patients’ physiologic age, not chronologic age
Medical Knowledge:
Residents will learn:    
·  to recognize and treat the following disease states:
·     The various types of dementia, including Alzheimer’s

·     Mild cognitive impairment
·     Delirium
·     Depression and anxiety
·     Urinary Incontinence

·     Osteoporosis

·     Pressure Sores
· what specialized tests are necessary to adequately evaluate the elderly patient, including but not limited to tests for the work-up of dementia

· to differentiate disease states from the effects of normal aging, and demonstrate knowledge of physiological changes associated with aging
·  the effects of aging on data obtained from diagnostic and laboratory studies (e.g., Creatinine clearance and ESR)

·  the increased risks of drug use in the elderly patient due to:

a)
Altered pharmacodynamics

b)
Altered pharmacokinetics

c)
Increased side effects and primary effects

d)
Polypharmacy, specifically its role in delirium, adverse drug events and non-adherence
· issues resulting in non-adherence to care plans and medication due to problems of cognitive deficits, sensory losses, social isolation, mobility, transportation problems, attitudes, and financial problems
· ethical and practical decisions in the consideration of invasive therapy on the elderly patient (i.e., futility vs. agism)
· how to determine the existence of advance directives and provide patients and families with resources to understand and execute such directives

· how to recognize elder abuse and utilize appropriate resources to ensure appropriate action 
· how to determine when to initiate Hospice and palliative care

· (please see separate sections on Hospice in this manual)
Interpersonal/Communication Skills:
Residents will:
· actively participate in family meetings and communicate effectively with patients and their families about values, the goals of care, and/or hospice referral

· ensure that patients and families comprehend medication instructions

· educate patients and families about the importance of communicating medication history to clinicians at each point of or transition of care

 Professionalism:
Residents will:
· understand the effects of aging on mental, physical, and social/family functioning, and demonstrate knowledge of the demographics of aging
· recognize the importance of family members’ contributions to achieving certain therapeutic goals
· recognize the magnitude of life experience elderly patients possess, and how this may affect treatment decisions 
· maintain a respectful attitude towards the elderly population

· understand and deal with the ethical issues inherent in caring for the frail elderly or cognitively impaired patients, including limitation of treatment, competency, guardianship, right to refuse treatment, advance directives, designation of a surrogate decision maker for health care
· learn to present themselves in an appropriate manner compatible with the expectations of an elderly patient

· learn how to tailor their introduction and approach to the elderly based on their cognitive capacity, cultural sensitivities, and patient preference
Practice-Based Learning and Improvement:
Residents will:

· improve their understanding of the standard of care and the ability to provide this through literature and chart review as well as case discussions within rounds or during clinics, and at interdisciplinary meetings and conferences 
· implement evidence-based medicine in daily decision making

Systems-Based Practice:
Residents will demonstrate knowledge of:

· how to work with a geriatric multidisciplinary team consisting of physicians, physician assistants, a nurse practitioner, a social worker, and pharmacists 
to jointly improve upon on a plan of care  
· the different forms of long term care available in our health care system, and when to utilize various forms such as assisted living, skilled care, or group homes
· how to recognize the importance of other health disciplines (nursing, pharmacy, physical therapy, occupational therapy, speech pathology, nutrition and social work) in achieving therapeutic goals
·  how health care is financed, specifically Medicare, Medicare requirements for skilled nursing admissions/billing, ALTCS (Arizona Long Term Care Services), and the Medicare Hospice benefit
· community resources and their appropriate application to achieving therapeutic goals, and ability to locate them
· working with a formulary
·  the legal issues pertinent to geriatric medicine, including limitation of treatment, competency, guardianship, right to refuse treatment, advance directives, designation of a surrogate decision maker for health care 

· the available resources for rehab, including:

· vestibular disorders
· movement disorder clinic
· wound care clinic
· edema clinic

III.
EDUCATIONAL ENVIRONMENT
The resident will achieve the competencies outlined above through:

1. Didactic lectures and interactive case presentations on geriatric syndromes by Geriatric faculty and rotating residents

2. Monthly clinical pharmacology conferences 
3. Monthly journal club (Second Friday morning of each month)

4. Weekly Dementia case conference

5. Direct clinical experiences supervised by the Geriatric staff.  These experiences include outpatient offices, and nursing homes.

6. Clinical experiences in rehabilitation special clinics such as gait clinic, vestibular clinic, movement disorder clinic, wound clinic, speech pathology or neuropsychology.

7. Clinical experiences with hospice staff, inpatient and home settings.
8. Hospice Orientation is the second Monday of every month from 8:30 to noon

V.
EVALUATION
Residents are evaluated via direct observation both on their clinical performance and on the lecture they present. Residents may also take written pre and post-tests while on the Geriatrics clerkship, including MKSAP questions and Hospice computer modules. 
V.
FEEDBACK
The resident will meet with the Geriatric faculty at the end of the rotation for feedback on his/her performance, and for evaluation of the clinical elements of their rotation.   

VI.
LOCATION
· Internal Medicine Faculty Practice Center at BGSMC with maximum of 1 resident
· Banner Alzheimer’s Institute
· Banner Rehabilitation Facility

· VAMC Nursing Home

· Hospice of the Valley home visits

· Encore Senior Living (Alzheimer’s Assisted Living)
· Banner Del E. Webb Medical Center
· Banner Boswell Medical Center and Rehabilitation Center
VII.    BIBLIOGRAPHY

· Fick DM, Cooper JW, Wade WE, Waller JL, Maclean JR, Beers MH. Updating the Beers criteria for potentially inappropriate medication use in older adults: results of a US consensus panel of experts. Arch Intern Med. 2003;163:2716-2724
· The Washington Manual: Geriatric Subspecialty Consults, 2004, Editor: Kyle C. Moylan; Lippincott, Williams, and Wilkins
·  “Geriatrics at Your Fingertips”, 2009, 11th edition 

·  Geriatric Review Syllabus

· MKSAP section on Geriatrics

GYNECOLOGY

I.
GOALS

Residents will acquire knowledge and skills necessary to manage gynecologic conditions and female health maintenance issues encountered by the general internist.

II.
OBJECTIVES
A.  KNOWLEDGE SKILLS  (MK, PC)

1.
Residents will become proficient at the evaluation, diagnosis, and management of the common conditions.  They will gain an understanding of which patients require referral to a gynecologist and which conditions are appropriate for a general internist's management.  Specifically, the house officer will be responsible for the following entities:

Menstrual abnormalities
dysmenorrhea, dysfunctional uterine bleeding, premenstrual syndrome, amenorrhea, fibrocystic breast changes, oligomenorrhea

Diagnosis of pregnancy and
medical disorders during pregnancy, drug
Family planning 
use prior and during pregnancy, ectopic pregnancy, fertility, infertility, postpartum depression, contraceptive methods, abortion

Common gynecologic disorders 

HIV, condyloma, syphilis, chlamydia, 

                                 



Bacterial vaginosis, PID, Herpes simplex,

Gonorrhea, trichomonas, pyuria-dysuria syndromes, Candida, vaginitis, ovarian cysts, endometritis, breast mass evaluations, cervicitis, dyspareunia

Climacteric and Menopause
hormone replacement, osteoporosis, management of vaginal atrophy

Diseases of the Breast
mastitis, breast mass, fibrocystic breast, cancer and cancer prevention, galactorrhea

Other
uterine, cervical and ovarian tumors, vulvar lesions, cystocele, retrocele, uterine prolapse

Urininary Incontinence


understand principles and management

Test Interpretation
pregnancy tests, vaginal secretions, pelvic ultrasound, wet-mount, PAP tests, mammogram results

Cancer Screening



breast, ovarian, endometrial cancer

B.  PROCEDURES  (PC)
 Required

1.
Breast exam

2.
Pelvic/rectal exam

3.
Pap smear

4.
Wet mount examination

Optimal


1.
Endometrial aspirate

2.
Diaphragm fitting

3.
Breast cyst aspirate

4.
Colposcopy

5.
IUD insertion/removal                   

C.  ATTITUDES, VALUES AND HABITS

The resident will be able to utilize laboratory/diagnostic tests in an appropriate manner relying on critical review of the literature.  The resident will achieve the objectives with an appreciation for minimization of duplication and waste. (SBP, MK, PC)

The resident will demonstrate an appreciation for the highly personal and sensitive areas involving human sexuality.  They will demonstrate a non-judgmental, but empathetic and informational approach in their counseling, and demonstrate sensitivity to patient discomfort during all exams. (Prof, IP/CS)
III.
EDUCATIONAL ENVIRONMENT

1.
House officers will see the patients initially, although on occasion an attending staff member will witness and facilitate the initial history and physical.

2.
The rotation will be in an outpatient clinic setting.

3.
Mandatory didactic session

4.         Residents will prepare a thirty-minute presentation on a pertinent GYN topic, to                be delivered  to the staff during their month.  Critical appraisal by McMaster's                   techniques is to be incorporated into the preparation of the talk. (PBL& I, Prof)
IV.
EVALUATION AND FEEDBACK
Evaluation will occur via direct observation and medical record review during all pertinent experiences as well as interactive sessions.  While no written formal exam is given, there will be frequent evaluations of the house officer's progress in obtaining the above objectives.  Feedback will be ongoing and informal throughout the month.  In addition, there will be written formal evaluation at the midpoint and conclusion of the rotation.

V.
SUGGESTED READINGS


Robert H. Glass; Office Gynecology; 4th ed. 1992
VI.
LOCATION
BGSMC/VAMC with a maximum of one resident.
WOMEN’S HEALTH ELECTIVE
Goals:

Women’s health care refers to the prevention, screening, diagnosis, and management of conditions that are unique to women, more prevalent in women, have different risk factors for women, and/or require different interventions in women.  

This elective rotation in Women’s Health is designed to provide the interested trainee an opportunity to focus on health issues specific to the health and prevention of disease in women of all ages.  This outpatient rotation will provide you with a medical perspective on the epidemiology of diseases presenting in women with special emphasis on the major contributors to morbidity and mortality in the menopausal patient including heart disease, breast and colon cancer, and osteoporosis.  You will learn the prevention of these diseases as a function of hormone replacement therapy, calcium supplementation, nutrition, and cholesterol management as well as the important role of patient education.  The experience will also allow exposure to other health issues important in the ongoing health care of women, for example contraception, basic office gynecology, musculoskeletal diseases and psychosocial issues.  An awareness of the etiology, symptoms, and progress of disease experienced by women should be an important part of the training of all physicians given the increasing number of women in the population.

 Objectives:
1. To learn the diagnostic and therapeutic approaches for diseases prevalent in women through direct patient contact.

2. Expand basic knowledge with reading materials provided and through attendance at appropriate conferences.   

3. Focus knowledge on a designated topic agreed with the attendings through a 30 minute Power Point presentation to be given at the end of the rotation.  

4. Enhance awareness of disease conditions in women and gain knowledge of interactive skills with female patients.

5. Exposure to skills necessary for successful management of patient problems including clinic organization, phone services and educational services.

6. Learn triage skills, indications for hospitalization, and referral for specialty consultations.

7. Exposure to the electronic medical record.

8. Case directed reading.

Format:
Attend clinic from 7:30 to 4:30 PM daily.  You will be assigned to an attending each day, and you will follow their schedule.  You will participate directly in the evaluation of 2 to 4 new patents per day and be included in the continuity visits for at least 6 patients per day.  You will also spend Tuesday and Thursday mornings in Breast Clinic.  Reading time may occur during the day.  Attendance at all conferences including Internal Medicine Grand Rounds 8AM on Fridays is mandatory.  Videotapes may be viewed in the library.  There is no night call or weekend duty.  

Power Point Presentation:

Choose a topic pertaining to Women’s Health and prepare a 30 minute presentation to be given at the end of the month to attendings and staff. 

Weekly Medline Search:

Every week you should come up with a clinical question based on a scenario you encountered in the clinic.  Perform an on line search using Medline, Pubmed or MD Consult.  You should come up with an evidence based article to support the answer to your question.  You should present the scenario, the question, and the methods in which you were able to derive the information.  Also, give a brief synopsis of the article to the Division Education Coordinator.  

Feedback Cards:

The resident-directed feedback cards are designed to give you a system of regular feedback to be used daily and should be returned to the Division Education Coordinator at the midpoint and end of your rotation. 

Pelvic Exam Tutorial:

One of the core competencies of this rotation is the pelvic examination.  A tutorial is included in this booklet to be used as an introduction to the pelvic examination as to be used as a reference in conjunction with the clinical experience you will be provided during this rotation.  

Wet Mount Certification:

The Department of Laboratory Medicine and Women’s Health Internal Medicine have worked together to help in the certification of Wet Mounts.  Within this booklet is a self-tutorial on Wet Mounts followed by a physician competency assessment exam to be completed and turned in to the Division Education Coordinator.  A grade of 80% or higher is required for passing.  This will then be forwarded to the POC Coordinator.

Evaluation Methods:

You will have a midpoint evaluation with the Division Education Coordinator.   At the end of the rotation, you will have a formal evaluation.  You be evaluated by the attendings with a written evaluation which will represent a consensus opinion regarding basic skill level as reflected in fund of knowledge, history and physical examination, acquisition of new knowledge, performance in presentation and patient interaction, and on the presentation at the end of the rotation.   
Location

Mayo Clinic Scottsdale with a maximum of one resident.
HEMATOLOGY/ONCOLOGY
I.
GOALS
Residents will acquire knowledge and skills necessary to manage hematologic and oncologic conditions encountered by the general internist.

II.
OBJECTIVES
A. KNOWLEDGE SKILLS (PC, MK)

1. The house officer will become proficient at evaluation, diagnosis, and therapy of common hematologic abnormalities of any of the three bone marrow cell lines as well as the disorders of coagulation.  

2. Basic oncology knowledge should consist of an understanding of the biology of the carcinogenic process, the basic principles of chemotherapy utilization, and a working knowledge of the pharmacologic agents used in the management of pain, nausea and vomiting in the cancer patient. 
3. The house officer should become familiar with the diagnostic and staging evaluation plus the initial therapeutic options for patients presenting with lymphomas, lung cancer, leukemias, breast cancer, multiple myeloma, genitourinary carcinomas, gastrointestinal carcinomas, and malignant melanoma.

B. PRACTICE SKILLS  (MK, PC)

The house officer will learn how to:

1.
Perform a bone marrow aspiration and biopsy from the posterior iliac crest.

2.
Calculate the chemotherapy dose for a patient based on the appropriate chemotherapy protocol. 

3.
Become comfortable with the management of the medical problems in patients with malignancies (i.e., hypercalcemia and infections in immunocompromised hosts) with particular attention to the support and management of dying patients. (SBP, IP/CS)

C. ATTITUDES, VALUES and HABITS

Residents will gain an understanding of the psychosocial impact of cancer on patients and their families.  Residents should understand coping mechanisms used by patients and families and how they can affect management.  Residents will understand the ethical issues and interpersonal skills needed to manage the terminally ill patient. (Prof, SBP, IP/CS)

III.
EDUCATIONAL ENVIRONMENT
Residets will manage patients with hematologic and oncologic disease on inpatient ward services, in the ambulatory setting (office, clinic) and on consultative services.  Defined didactic material will be offered in conference settings, tumor boards, and lecture series during ward rotations, journal clubs, and inpatient and consultative rounds.

IV.
EVALUATION AND FEEDBACK
Evaluation will occur via direct observation and medical record review during inpatient, outpatient and consultative rotations.  Further evaluation will occur during interactive sessions in rounds, conferences, outpatient care and consultations as well as written examinations such as in-training comprehensive examinations.  Feedback will occur by immediate verbal input during rounds, conferences, outpatient sessions and by written evaluations during and at the end of block rotations and at periodic intervals by the resident's faculty advisor.

V.
LOCATION

VAMC with maximum of 3 residents.
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PURPOSE:  

To help educate physicians, physicians-in-training, and other health personnel in aspects of medicine that pertain to BMT. 

POLICIES:
1. Residents of BGSMC may elect a BMT rotation as a part of their residency patient care requirement, provided that

a. The rotation is specifically permitted by their program director.

b. The resident has completed a year of internship

c. The resident has completed a rotation of one month or longer in oncology or hematology. 

2. Residents or Fellows of other programs, as well as non-medical trainees (eg, Nurse Practitioner candidates) may elect a BMT rotation. Brief externships may also be arranged for pharmaceutical representatives or other professionals. Goals and methods will be individualized.

3. Individuals who are not clinical employees of BGSMC, such as pharmaceutical externs or external students, will need to satisfy BGSMC requirements (q.v.) regarding privacy, dress code, decorum etc. HIPPAA training may be required under some circumstances. 

GOALS: For residents, the rotation is designed to provide:

1. Practice Skills (MK/PC): 

a. The care of patients undergoing intensive therapy for cancer/leukemia/lymphoma. 

i. Care of immune suppressed individuals

ii. Care of myelosuppressed individuals

1. Infection management in neutropenic patients

2. Platelet transfusion therapy

3. Blood transfusion therapy

b. Recognition and management of severe mucositis. 

c. Management of chemotherapy-induced nausea.

d. Management of cancer- or therapy- related pain. 

e. Clinical aspects of acute graft versus host disease. 
f. The clinical use of antineoplastic drugs, including high dose chemotherapy.

g. The process of stem cell procurement, preparation and infusion, including donor evaluation. 

h. Some problems encountered during the follow-up of ambulatory BMT patients; recognition of chronic graft-versus host disease. 

i. Observation of procedures such as bone marrow aspiration, biopsy, harvesting, apheresis and skin biopsy as available. 

(It is important to recognize that because of the brevity of the rotation (one month) and the level of training of residents, only a very basic exposure to these problems can be provided, and full proficiency in these areas cannot be expected.)

2. Knowledge (MK). The resident will be expected to learn:

a. The role of BMT in management of lymphoma, leukemia and myeloma. 

b. General principles of antineoplastic therapy. 

c. The oncology drug development process; types of clinical trials. 

d. Basic terminology in oncology; staging, response criteria. 

e. Basic approaches to the interpretation of medical literature in oncology.

3.   Attitudes, values and habits. Residents will be required to use this rotation as an opportunity to continue their professional development in other areas of medicine that are interdisciplinary in nature, including professionalism. 

a. The physician-patient relationship (IP/CS)
b. Interactions with other health care professionals (IP/CS)
c. Physician-physician interactions; the referral process (IP/CS)
d. Interactions between treatment decisions and health care financing options (SBP).

METHODS:
1. Nature of rotation. 

a. This is a service rotation. Although most candidates will be residents in their late second or third year, much of the work will be similar to that of an intern. Residents may expect to have direct, first-line patient care responsibilities rather than consult-level involvement.

b. Personnel: Preceptorship will be provided by a BMT attending physician. Other resource persons will include nurse practitioners, nurses, clinical pharmacists, and other BMT staff (SBP). 

c. Dress code: Residents will need to adhere to the dress code and observe the general decorum appropriate for members of the BGSMC medicine program (Prof). 

d. Time table. 

i. Night call, holiday and weekend service are not required. 

ii. However, a minimum of 18 working days are required for each month of service; weekend or holiday attendance may be used to make up for lost days. 

iii. The typical work day will start with pre-rounds at 8 a.m. and end with sign out to the service physician at 4 pm. 

iv. Reading and independent study assignments will be expected to be completed on the resident’s own time (PBL&I). 

2. Location: 

a. Location for in-patient care: 12B and 12A units. 

b. Location for out-patient care: 12B and 12A clinics.

3. Learning Situations: 

a. Attending rounds on inpatient service

b. Outpatient clinics with Nurse Practitioners or Attendings.

c. New patient consultation with Attendings. 

d. BMT patient conferences, including COH teleconferences

e. Journal club/ literature review conferences. 

f. Consultation with clinical pharmacy, pathology, radiology, other services. 

g. Residents may be required by their program director to continue attending certain departmental conferences during their BMT rotation.

h. Reading assignments and independent study. This will be guided by the preceptor.

4. Evaluation: 

a. End of rotation evaluation: 

i. The evaluation will be completed by a BMT attending physician who is familiar with the resident’s work. Usually this will be the course preceptor. 

ii. The evaluation will follow guidelines provided by the Department of Medicine, BGSMC, in accordance with the Accreditation Council for Graduate Medical Education standards (see appendix).

iii. The resident shall have an opportunity to see their evaluation and provide feedback to the evaluator before submission to the Department of Medicine. The resident may provide additional information to be appended to their evaluation, but will not be able to alter the evaluation report. 

iv. A copy of the evaluation will be returned to the Program Director of Medicine. 

v. Another copy will be filed in confidential manner with the COH Samaritan BMT program. 

vi. Letters of reference written subsequently by the course preceptor will reflect the end of rotation assessment.  

b. An interim feedback session, formal or otherwise will be conducted approximately half-way through the rotation, but will not form a part of the final report. 

CALCULATIONS:
REFERENCES/ RATIONALE: 1-8
1.
Kohli M, Zent C, Hutchins LF, Safar M, Dotson P, Mehta P. The academic hematology-oncology firm:a model for postgraduate cancer education. J Cancer Educ 2004; 19:45-9.

2.
Todd RF, 3rd, Gitlin SD, Burns LJ. Subspeciality training in hematology and oncology, 2003: results of a survey of training program directors conducted by the American Society of Hematology. Blood 2004; 103:4383-8.

3.
Shpall E, Adkins D, Appelbaum F, et al. American Society for Blood and Marrow Transplantation guidelines for training. Biol Blood Marrow Transplant 2001; 7:577.

4.
Bates I, Adarkwa M, Bedu-Addo G, Rumble R. How to hone haematology skills. World Health Forum 1997; 18:355-8.

5.
Colvin BT. So you want to train in haematology. Br J Hosp Med 1996; 56:283-4.

6.
Kiss A. Communication skills training in oncology: a position paper. Ann Oncol 1999; 10:899-901.

7.
Rafla S, Khafif R, Ross P, McGroarty K. The need to educate primary care physicians to provide oncologic services: a changing focus. J Cancer Educ 1997; 12:210-7.

8.
Medical oncology for the general internal medicine trainee. American Society of Clinical Oncology. J Clin Oncol 1996; 14:1040-1.




INFECTIOUS DISEASE
I.
GOALS

The goals of the curriculum are to apply the basic principles of Internal Medicine in the evaluation of patients with potential infectious diseases. To this end, meticulous history and physical examinations are expected of the student in his or her patient evaluations. The student is encouraged to realize that the history is never complete and is an evolving process, which needs input from a variety of sources, i.e., family, friends, and hospital charts. Using the patient as the "teaching environment", the student must learn how to generate a comprehensive differential diagnosis. From the data garnered through history and physical examination, the student is expected to make extensive use of the medical literature in defining the diagnosis and in establishing what other modalities of diagnosis may be needed and what therapeutic options are available. 

II.
OBJECTIVES: The following knowledge and practice skills are expected of each resident upon graduation from the internal medicine program.

A Patient Care:
· Residents will obtain and document appropriate history taking, physical exam and laboratory interpretation skills for patient encounters 

· Performed a complete history and physical examination for the patient presenting with a febrile illness 

· Document procedures appropriately

B. Medical Knowledge: 
· Residents will be able to define, describe and discuss various problems based on the expected disease mix of p disease. 

· Understand the appropriate antibiotic selection for the following situations: 

A. Community acquired pneumonia in a healthy adult 

B. Community acquired pneumonia in an immunocompromised patient 

C. Nosocomial pneumonia 

D. Bacterial endocarditis 

E. Sepsis 

F. Diabetic soft tissue infections 

G. Simple and complicated urinary tract infections

· The major topics emphasized during this rotation include but are not limited to the following: 

A. Interpretation of culture and sensitivity data on: sputum, urine, blood, wound and quantitative burn cultures. 

B. Interpretation of serology studies: viral diseases (HIV, hepatitis, EBV, CMV, others), syphilis, Lyme disease, etc. 

C.  Interpretation of gram stains and AFB smears.

D.  The spectrum, pharmacokinetics, side effects and toxicities along with the dosing of the major classes of antibiotics and antiviral. 

· Key clinical syndromes: 

A. Pneumonias: community acquired and nosocomial. 

B. Urinary tract infections. 

C. Complicated and uncomplicated intraabdominal infections. 

D. Skin/soft tissue infections: diagnosis, treatment and complications. 

E. Sinusitis/otitis: diagnosis, treatment and complications. 

F. Tuberculosis: epidemiology, presentation, diagnosis, and treatment. 

G. Meningitis, encephalitis and other central nervous system infections. 

H. Endocarditis: diagnosis, treatment and prophylaxis. 

J. Bacteremia: staph species, enterococcus species, others. 

K. HIV infection: asymptomatic patient work up, antiretroviral therapy. 

L. Opportunistic infections: treatment and prophylaxis 

· Primary Diseases Encountered: Similar to topics covered plus: 

A. Sepsis/sepsis syndrome. 

B. Surgical wound. 

C. Fungemia. 

D. Catheter related infections. 

E. Osteomyelitis. 

F. Infections in trauma patients. 

G. Infections in transplant patients. 

H. Fever. 

C.  Interpersonal and Communication Skills:
· Residents will communicate diagnosis, treatment plan and follow up care to patients and their families 

· Residents will respect confidentiality for sensitive issues

D. Professionalism: 
· Residents will recognize the importance of patient preferences when selecting diagnostic and therapeutic options 

· Demonstrate ongoing commitment to self directed learning

E. Practice Based Learning: 
· Residents will develop and implement treatment plans by utilizing appropriate information systems and resources to help manage patients with infectious diseases 

· Demonstrate understanding of current recommendations for adult immunizations

F. Systems-Based Practice:
· Residents will be able to develop, implement and evaluate treatment plans for patients that include determining when to obtain consultations from Infectious Disease specialists 

· Residents will be able to develop, implement and evaluate treatment plans that are cost effective and meet national quality standards for patients 

· Residents will be able to demonstrate a commitment to the utilization of multidisciplinary health care teams and community resources and be familiar with role of the local health department

III.
EDUCATIONAL ENVIRONMENT
Rounds on the Infectious Disease service are made daily. A full-time clinical microbiologist provides interaction with the laboratory. Housestaff, on this inpatient consultation service, are expected to evaluate all consults and present them in a concise manner to the service attending. Detailed reading on a wide variety of infectious disease subjects is required and the readings are discussed daily. Basic concepts such as the approach to the febrile patient and the use of antibiotics are stressed through lectures and daily application.

Multiple conferences on infectious disease topics occur throughout the year. These include scheduled monthly noon conferences, a weekly intercity infectious disease conference, and occasional Grand Rounds on infectious disease topics. Daily noon conferences provided by other medical disciplines often interact with the Infectious Disease Division, i.e., pulmonary, neurology, and pharmacology. Active participation is required at all of these conferences. 

Opportunity for clinical research is available, but the primary emphasis during the Infectious Disease elective is on the clinical assessment and management of patients with potential infectious diseases. Skills in history gathering and physical examination are stressed. Other procedures like gram stain interpretation and lumbar puncture are done as needed.   

IV.
EVALUATION and FEEDBACK
The evaluation of the student comes through his or her daily interaction with the Infectious Disease attending staff.  The student is expected to discuss daily the learning and reading accomplished in the past 24 hours. Feedback is given through a Socratic method of teaching. The examination questions of the ABIM are also used to provide a heuristic environment for the student. Questions are encouraged and the frequent review of the literature is required.

LABORATORY MEDICINE
I.
GOALS
Laboratory and diagnostic tests are used to aid in: discovering occult disease, differential diagnosis, determining the stage of disease, detecting the recurrence of disease, measuring the effect of therapy, early diagnosis after the onset of signs or symptoms, and genetic counseling in certain familial circumstances.  The resident will be trained to appropriately utilize these tests in an efficient and effective manner.

II.
OBJECTIVES
A. KNOWLEDGE SKILLS  (MK)

The resident should be familiar with the laboratory/diagnostic tests that include but are not restricted to the following:

1.
Biochemical profiles, hematologic profiles including INR and activated partial thromboplastin time, and urinalysis

2.
Screening/diagnostic tests (tests for serum cholesterol, diabetes mellitus, thyroid disease, osteoporosis, breast cancer, cervical cancer, colorectal cancer and lung cancer)

3.
Indications and utility of erythrocyte sedimentation rate and biochemical profiles as screening tests

4.
Diagnosis of infectious diseases using principles of clinical microbiology, inclusive of specimen selection and collection, microscopy and culture modalities, susceptibility studies, serologic modalities, molecular platform modalities where needed, and interpretation/application of results to optimize patient outcomes.

B. PRACTICE SKILLS  (PC)

The resident should be able to perform procedures that include but are not limited to direct examination of urine, joint fluid, pleural and peritoneal fluid; and potassium hydroxide preparation of skin scrapings or vaginal discharge.

C. ATTITUDES, VALUES, and HABITS

The resident will be able to utilize laboratory/diagnostic tests in an appropriate manner relying on critical review of the literature.  The resident will be trained to achieve the objectives and goals with the least amount of duplication of tests, waste of monetary resources, and overtaxing laboratory facilities. (PBL & I, SBP)

III.
EDUCATIONAL ENVIRONMENT
The resident will obtain the knowledge and skills outlined above through: 

1. 
Supervised inpatient wards services and continuity clinic

2.
Ambulatory care electives

3. 
Interaction with laboratory personnel

4.
Reading materials provided including indications for test, cost-effectiveness, and probabilistic analysis of the various options

IV.
EVALUATION 

The resident will be evaluated by faculty on a monthly basis while on the various rotations, using descriptive comments concerning the appropriate use of diagnostic tests as well as the consideration of costs and risk/benefit ratios.

V.
FEEDBACK

Ongoing feedback will be provided throughout the year in the clinic and inpatient settings.

VI.
LOCATION
During any inpatient rotation at BGSMC and VAMC.

MEDICAL CONSULTATION

I.
GOALS

The house officer should learn how to become an effective medical consultant.  An effective medical consultant responds to a request for consultation in a timely manner, assesses the specific issue(s) raised, effectively communicates his/her assessment and recommendations to the referring physician, and continues to provide medical follow-up as needed.

II.
OBJECTIVES

A. KNOWLEDGE SKILLS  (MK, PC)

The house officer will be expected to demonstrate the breadth and depth of knowledge in internal medicine consistent with his/her level of training.  Most of the problems addressed will be those commonly dealt with on the Academic Medical Service (AMS).  In addition, the house officer should:

1.
Be able to assess the surgical patient.  This includes preoperative evaluation of operative risk as well as optimizing health parameters prior to surgery, and postoperative management.

2.
Gain a working familiarity with medications used commonly by services which consult Medicine but which are not commonly used on the Medical Service, such as psychotropic medication.


3.
Be able to identify those patients seen in consultation who require transfer to the

 Medical Service or to the Medical Intensive Care Unit.

4.
Be able to recognize and manage special circumstances, such as incompetent, schizophrenic, or pregnant patients.

B. PRACTICAL SKILLS  

When seeing patients in consultation, the house officer will be expected to demonstrate the same skills involving history and physical exam, and appropriate use of laboratory, x-ray, and medications as is expected on the medical ward or in the medical clinic.  Communication of findings and recommendations in a concise consultation note and succinct progress notes will be expected (Prof).  The houseofficer will also be expected to ask clinically relevant questions and find evidence-based answers via literature search and critical appraisal (PBL & I).  The results will be reported back to the BGSMC/AMS team.

C. ATTITUDES, VALUES, and HABITS

The house officer will be expected to respect the perspectives of practitioners in other specialties, and to respect the patients on whom he/she consults even though they may be from a low socioeconomic background and/or have problems related to self abuse or poor compliance.  The house officer should develop the habit of conscientiously following consulted patients in a manner consistent with optimal care, even though the consultant is not the primary physician.

III.
EDUCATIONAL ENVIRONMENT
The house officer will obtain the knowledge and skills outlined above through supervised continuity clinic; the ambulatory care elective, and the AMS inpatient service.  The resident on the GSRMC-AMS rotation will take night call every fifth night.

IV.
EVALUATION
The house officer will be evaluated by the faculty midway and at the end of the rotation.

V.
FEEDBACK
The house officer will meet with the supervising faculty member twice a month for feedback on his/her performance.  The first session will be at the two-week mark and the second at the end of the month.

VI.
LOCATION

BGSMC.  

No vacations are scheduled during this time.


MEDICAL ETHICS

I.
GOALS

The goal of the Program regarding ethics will parallel the guidelines set forth by the American College of Physician – American Society of Internal Medicine.  The Internal Medicine resident will be able to identify important ethical concepts, discuss them in the context of their own cases and participate in ethical decision making in their own and other physicians' patients.

II.
OBJECTIVES

A. KNOWLEDGE and PRACTICE SKILLS


Upon graduation of the residency, an internal medicine resident will be able to:

1.
Define medical ethics and moral dilemma and state the fundamental question of medical ethics.

2.
Define and discuss the following ethical concepts and principles:

a.
non-maleficence (primum non nocere)

b.
beneficence

c.
individual autonomy

d.
paternalism

e.
professional integrity

f.
end-of-life care

g.
truth-telling

h.
justice

i.
managed care ethics

3.
Identify the important ethical concepts and principles in a given medical case, determine the relevant factual information required to clarify the ethical decisions, construct an ethical argument for both sides of the moral dilemma, and arrive at a justified conclusion.

B.  ATTITUDES, VALUES and HABITS

During the residency, the internal medicine resident will spontaneously introduce ethical concepts, principles and analyses into the discussion of patient management.

III.
EDUCATIONAL ENVIRONMENT

1.
Ethics educational programs and case studies in noon conferences and morning reports

2.
Teaching rounds

3.
Journal Clubs

4.
Interdisciplinary conferences

IV.
EVALUATION and FEEDBACK

1.
Questions relating to spontaneous introduction of concepts, principles and analyses regarding medical ethics in the management of patients will be made part of the regular resident evaluation forms.

VI.
BIBLIOGRAPHY


            www.acponline.org


NEPHROLOGY 

I.
GOALS
The development of knowledge and skills that will enable the general internist to diagnose and manage diseases of the kidneys and collecting system.

II.
OBJECTIVES 
A. KNOWLEDGE SKILLS


1.
The emphasis of the PGY-I year is to obtain an orderly history and physical examination as well as the ability to order and to interpret appropriate laboratory tests. The problems that the PGY-I resident should be able to evaluate and to develop a brief differential diagnosis include fluid, electrolyte and acid/base problems; acute/chronic renal failure; hematuria; pyuria; proteinuria; nocturia; dysuria; urinary incontinence; anuria; oliguria; polyuria; and abdominal, flank, or groin pain. 


2.
The PGY-II & III residents should be able to perform the required PGY-I elements as well as be able to give a more comprehensive differential diagnosis of the previously listed urinary tract complaints.  The resident should also be able to discuss the basic pathophysiology and treatment of the different causes of nephrotic syndromes; different forms of glomerulonephritis; diabetic nephropathy; hemolytic-uremic syndrome; neoplasms; renal transplantation; neurogenic bladder; renal artery stenosis; papillary necrosis; renal amyloidosis; radiation nephritis; urate nephropathy; urinary incontinence; renal infarction; and interstitial nephritis.

B. PRACTICAL SKILLS

The resident should be able to: 

1. Evaluate signs of uremia (skin, cognitive, cardiac, muscular, pulmonary, and body odor).

2. Auscultate for abdominal bruits.

3. Percuss and palpate kidneys and bladder.

4. Perform urethral catheterization.

5. Perform central catheterization for renal dialysis.

C. ATTITUDES, VALUES and HABITS

The resident should be able to: 
1. Formulate a clear plan for work up of presenting complaint.

2. Recognize need and then request consultations from appropriate 

subspecialist.

3. Formulate a concise, clear question to be answered by subspecialists.

4. Discuss recommendations with subspecialists.

5. Interact in an appropriate manner with subspecialists and ancillary personal (including respect for others opinions).   

6. Critically evaluate literature.

III.
EDUCATIONAL ENVIRONMENT

The residents will be taught the required objectives through:

1.
Interactions with the attending physicians on the wards.

1. Subspecialty conferences given two to three times per week.

2. Noon conferences given once per month to include the previously detailed topics. 

IV.
EVALUATION
The resident will be evaluated on a monthly basis by faculty and other residents.  The area of focus will depend on the rotation performed.  The resident will be given the list of objectives to be completed by the end of the PGY-3 year. The faculty will evaluate the program and its curriculum on an on-going basis based on completion of objectives and resident evaluations of the rotations.

V. 
FEEDBACK
The resident will meet with the faculty in charge of the particular rotation twice a month for feedback on his/her performance. The first session should be scheduled at the two-week mark and the second should be the final evaluation for the rotation.  Additionally, the resident will meet with his/her faculty advisor approximately three times per year to review the resident's progress in meeting the educational objectives based on evaluations and interim examinations.

VI.
LOCATION
BGSMC with a maximum of 2 residents and VAMC with a maximum of 2 residents.

NEUROLOGY 

I. GOALS


The primary goal of the neurology rotation is to teach house officers and medical students how to approach the area of neurology from the perspective of problem solving.  Additionally, residents will acquire the knowledge and skills necessary to recognize and treat a variety of neurologic diseases.  Residents will also develop the professional skills necessary to care for patients, communicate with patients and colleagues, and deliver high quality medical care within the current health care system.
II. OBJECTIVES
Patient Care:
House officers and students are expected to:

· Serve as a neurologic consultant in the hospital setting

· Contact the Phoenix Neurological Associates office each morning to obtain consults for the day

· A consult consists of a thorough history and physical exam, a review the patient’s chart and relevant radiologic/laboratory tests, and a presentation of the patient to the neurology attending on rounds with a preliminary differential diagnosis and plan.
· Dictate the completed consult, at the discretion of the neurology attending, then write daily progress notes as appropriate. 
· Participate in neurology specialty clinics with the attending neurologists.  Clinic dates will be assigned to all students and house officers at the beginning of the month. 

Medical Knowledge:
House officers and students must be able to:

· perform a complete, relevant history on a patient with a neurologic complaint

· perform an organized, thorough neurologic exam on a patient, including a fundoscopic exam, and to be able to localize the findings of the exam to the anatomic location of the lesion
· understand the indications and contraindications for the following neurologic tests: CT and MRI imaging of the brain and spinal cord, electromyogram (EMG), and nerve conduction velocities (NCV), electroencephalogram (EEG), and lumbar puncture for spinal fluid evaluation  
· perform a lumbar puncture and interpret the results of the spinal fluid cell count, gram stain, protein, and glucose as it relates to different disease processes such as bacterial meningitis, viral meningitis, fungal or tuberculous meninigitis, or meningeal carcinomatosis. 
· identify and triage appropriately neurological emergencies and urgencies such as spinal cord compression syndromes, subarachnoid hemorrhages, myasthenic crisis, thrombotic stroke (within window for thrombolytics), and brain herniation.
· develop a plan for evaluation and therapeutic intervention of the following disease states: 
· cerebrovascular disease

· headache
· dizziness
· movement disorders
· meningitis
· encephalitis
· dementia
· delirium
· demyelinating disease
· neuropathy
· myopathy

· epilepsy
· neuromuscular diseases
· coma
· make appropriate therapeutic decisions for a variety of common neurologic diseases

· know the indication, dose, mechanism of action, and adverse reactions for the following specific classes of pharmacologic agents: antimigraine, anticonvulsants, anti-Parkinsonian agents, anticholinergics, antineuralgics, and anticholinesterase agents. 
Communication and Interpersonal Skills: 

House officers and students will: 
· communicate diagnosis, treatment plan, and follow up care to patients and their families
· Special attention will be paid to communication regarding very sensitive topics such as:

· progressive neurologic diseases

· brain death or catastrophic brain injuries

· need for emergent treatment

· conversion disorder (also called nonorganic neurologic presentations)
· effectively present and discuss the assessment and plan of patient care with an attending and primary team
· write and dictate consultation notes according to the defined “Neurology Consult Template”

· communicate with other specialists (ie. radiologists, neurosurgical specialists) and nursing and ancillary staff in order to optimize patient care
Professionalism:

House officers and students are expected to:
· Recognize the importance of patient preferences when selecting diagnostic and therapeutic options 

· Demonstrate ongoing commitment to self-directed learning through completion of the required reading and independently searching the medical literature for answers to questions.

· Respect patient confidentiality and comply with HIPAA regulations

· Dress in a professional manner and be equipped with all necessary tools to perform a comprehensive neurological examination

· Be on time and present according to the “Attendance” portion of resident responsibilities listed below.

Practice Based Learning and Improvement:
House officers and students are expected to:
· Develop and implement treatment plans by utilizing appropriate information systems and resources to help manage patients with neurologic diseases 

· Demonstrate commitment to evidence-based medicine will be evident by performing effective literature searches to answer clinical questions during presentations and in decision-making

· Engage in self-reflection on patient management 
· Participation in patient safety conferences as appropriate

Systems-Based Practice:

House officers and students are expected to:
· Demonstrate the ability to develop, implement and evaluate treatment plans for patients that include determining when to obtain consultations from Neurology specialists 

· Demonstrate the ability to develop, implement and evaluate treatment plans that are cost-effective and meet national quality standards for patients 

· Demonstrate a commitment to the utilization of multidisciplinary health care teams (including but not limited to nursing, physical/occupational therapy, case management) and community resources for specific diseases (examples include Alzheimer’s Association, Epilepsy Foundation of Arizona, stroke support groups)

· Demonstrate understanding of the differences between the many types of sub-acute care facilities and appropriate indications for each

III. EDUCATIONAL ENVIRONMENT
· Inpatient Neurology consultation service, staffed by attending neurologists from Phoenix Neurological Associates who rotate on a weekly basis.  
· One week of the rotation is dedicated to stroke and is staffed by a stroke specialist in Phoenix Neurological Associates.

· Multiple conferences on neurologic topics occur throughout the year, including monthly noon conferences, a month of daily morning reports, and occasional Grand Rounds on relevant topics. Active participation is required at all of these conferences.
· Outpatient clinics in general neurology at 925 clinic, and in neurologic specialty clinics to be scheduled at the beginning of each month.  Attendance at these clinics is mandatory.
IV. EVALUATION and FEEDBACK
· Evaluation of housestaff occurs continuously based on history taking, performance of examinations and procedures, and ability to create diagnostic and therapeutic strategies. The student is expected to discuss daily the learning and reading accomplished in the past 24 hours. Feedback is given through a Socratic method of teaching. Questions are encouraged and the frequent review of the literature is required.

· Two verbal feedback sessions will take place during the month – first at mid-month with the attending neurologist on service that week, and another at the end of the month with the neurologist attending that week.  
· At the end of the rotation, housestaff are expected to submit evaluations of their educational experience and of the attending physicians.  These are reviewed by the individual attending physicians, so that they can continue to improve based on feedback from housestaff.  The attendings will submit written evaluations of each of the residents, so that strong performances can be acknowledged, and specific weaknesses can be addressed.  

V. RESIDENT RESPONSIBILITIES
· Attendance 
· Residents are required to be present every day except weekends and holidays.

· Residents and students are expected to arrive to the hospital before 8 am, and are expected to stay until 4 pm. 
· If taking a sick day or pulled for coverage, email notification 24 hours in advance must be communicated to the attending and chief medical residents. 
· When vacation is scheduled during this elective, the attending must be informed at the beginning of the rotation and dates must be documented on the schedule 
· After continuity clinics, residents will text page the attending so they may update you on the inpatients you are following. 
· Residents are expected to attend the Internal Medicine morning reports, grand rounds, and noon conferences.  Residents should not be rounding on patients or seeing consults during these periods. 
· Clinical Duties 
· A senior house officer on the team is appointed as team leader and is responsible for assigning new consults to the members of the team as they are called. The senior house officer also participates in consults. 
· Communication with the primary team is vital.  Residents are expected to communicate with the housestaff caring for the patient before or during the initial evaluation as they may have specific questions and relevant history/laboratory data that has not yet been charted. 
· Obtain all relevant data including imaging, outside records and labs, etc.  
· Formulate a problem list and generate a differential diagnosis along with diagnostic and treatment recommendations on the initial consultation along with follow-up visits.  
· Urgent recommendations will be communicated with the housestaff immediately.  
· Residents are expected to pre-round before morning report.  Notes do not need to be done by then, but residents are expected to be knowledgeable of any acute decline in the patient’s condition, overnight events, and significant test results.
· Residents should be generally aware of the other patients on the service – general history, differential diagnosis, diagnostic and therapeutic plans.   
· If residents are consulted on a patient that is critically ill and requires emergent consultation, the attending neurologist must be paged by the resident immediately. 
· Residents may attempt to answer questions posed by the primary team regarding a patient the service is following, but they must always confirm the answer with the attending neurologist. 

· Learning Responsibilities 

· Residents are expected to demonstrate enthusiasm for learning throughout the month.
· Residents are expected to complete questions in the neurology section of Challenger and/or MKSAP by the end of the rotation.
· Daily reading on a wide variety of neurology topics is required.
· A required reading list with relevant journal articles based on MKSAP curriculum is attached. 

· The recommended neurology text is Adams and Victor’s Principles of Neurology. 
· Any unanticipated “down time” should be spent in the library working on MKSAP or other questions, researching articles related to the patients currently on the service, or preparing a formal presentation. 
· Residents should learn about the diagnosis and differential diagnosis for each patient.  Reading online summaries such as in UpToDate is encouraged, but inadequate. It is expected that literature searches and reviews be performed (ex. Pubmed or Ovid) to become familiar with the use and interpretation of medical literature to guide medical decision making. 

VI. LOCATION

· BGSMC with maximum of 3 residents and total number of 8 learners
· 925 neurology clinic

· Private Neurology practice office (on occasion)
Neurology Articles by Topic

(based on MKSAP categories)

	Dementia
     Management of Dementia
	Neurology 2001

	Headache/Facial Pain

     Migraine review

     Migraine Prophylaxis

     Chronic Daily Headache 
	NEJM 1/02

Cleveland Clinic 9/06

NEJM 1/06

	Movement Disorders

     Parkinson’s Diagnosis

     PD Diagnosis and Management
	Consultant 10/06

Consultant 9/08

	MS

     Overview

     Diagnosis and Treatment
	Cleveland Clinic 1/06

BMJ 2006

	Peripheral Neuropathies/Myopathies

     Poly/Dermatomyositis

     GBS

     DM Periph Neuropathic Pain

     DDx Focal Sensory Loss
	Lancet 9/03

Am Fam Phys 2004

Consultant 10/08

Emerg Med 9/02

	Neuro-oncology
	Mayo Clinic Proc 10/07

	Epilepsy

     Epilepsy vs. nonepileptic spells

     Status Epilepticus
	Consultant 10/08

BMJ 9/05

	Stroke

     AIS – clin practice

     PRoFESS

     BP management after AIS

     Ischemic Stroke prevention

     AHA/ASA Guidelines secondary prev

     Secondary Stroke Prevention (updated?)
     Carotid Stenting

     PFO and Stroke

     Self-Test Stroke

     SAH

     ICH

     Anterior Cerebral Artery Stroke 
     Vertibrobasilar Disease
	NEJM 8/07

NEJM 9/08

JHM 7-8/07

Consultant 7/08

Stroke 2006

Clin Cardiol 2004 (suppl)

Cleveland Clinic 10/08

Mayo Clin Proc 1/04

ACP Hospitalist 6/08

Emerg Med 12/04

Mayo Clin Proc 8/07

Medlink.com
NEJM 2005

	Disorders of Spinal Cord

     Anatomy/Localization

     Medical Complications
	UpToDate 2007

Arch Phys Med Rehab 3/02

	Coma
     Brain Death
	NEJM 4/2001

	
	

	General

      Update in Neurology
	Ann Int Med 2007

	 Weakness
	Consultant 12/07

	Physical Exam/Anatomy
	

	Diagnostic Testing

     EMG/NCS
	Cleveland Clinic 1/05

	Dizziness

     BPPV

     Acute Vestibular Syndrome
	NEJM 11/99

NEJM 9/98


Wijdicks. The Diagnosis of Brain Death. NEJM 344(16) 2001 1215

Goadsby. Migraine-Current Understanding and Treatment. NEJM 346(4) 2002, 257.

Loj. Migraine Prophylaxis: who, why and how. Cleveland Clinic 73(9) 2006, 793.

Dodick. Chronic Daily Headache. NEJM 354;2:158, 2006.

Hermanowicz. Parkinson Disease. Consultant Oct 2006, 1313.

Brownlee. PD in Primary Practice: Keys to Diagnosis and Management. Consultant suppl. Sept 2008.

Zesiewicz. Dopamine Agonists in PD. Consultant suppl. Sept 2008.

Fox. MS: Advances in Understanding, diagnosing, and treating the underlying disease. Cleveland Clinic 73;1:91, 2006.

Murray. Diagnosis and Treatment of MS. BMJ 2006;332:525.

Dalakas. Polymyositis and dermatomyositis. Lancet 2003;362:971.

Newswanger. GBS. American Family Physician 2004;69:2405.

King. Diabetic Peripheral Neuropathic Pain. Consultant 2008, p.825.

Bedlack. Differential Diagnosis of Focal Sensory Loss. Emergency Medicine Sept 2002 p.39.

Buckner. CNS Tumors. Mayo Clinic Proceedings 2007;82(10):1271.

Olson. Paroxysmal Events: Differentiating Epileptic Seizures from Nonepileptic Spells. Consultant Oct 2008, 857.

Walker. Status Epilepticus: an evidence-based guide. BMJ 2005;331:673.

Van der Worp. Acute Ischemic Stroke. NEJM 2007;357;6:572.

OPHTHALMOLOGY

I.
GOALS

Residents will become familiar with the diagnostic and treatment modalities used for the most common and/or important disorders of the eyes.  They will be able to evaluate and treat common problems in these areas and gain an understanding of selection of patients requiring a specialist's attention.

II.
OBJECTIVES

A.  KNOWLEDGE SKILLS
1.
Diagnosis and management of fluctuating or diminished visual acuity, color perception difficulties, or double vision.

2.
Diagnosis and management of disorders presenting as painful, itchy, or burning eyes.

3.
Diagnosis and management of various disorders presenting as the red eye.

4.
Evaluation of patient with possible foreign body in the eye.

5.
Diagnosis and treatment of patients presenting with mechanical orbit problems like proptosis, as well as symptoms affecting the eyelid, such as squinting, drooping, swelling, itching, and mass or growth effect.

6.
Understanding the physiology, clinical course, diagnostic and treatment plans

 for the following conditions:  conjunctivitis (various types), blepharitis, minor corneal abrasions, foreign bodies, hordeolum, subconjunctival hemorrhage, papilledema, Giant Cell Arteritis, dry eye syndromes, glaucoma (all types), periorbital and orbital cellulitis, H. zoster ophthalmicus, keratitis, corneal ulcer, uveitis, scleritis, episcleritis, retinal atrophy, diabetic retinopathy and macular degeneration, refractive problems, nystagmus, amblyopia, cataracts, pterygium, facial paralysis, and systemic drugs and diseases affecting the eye, including the eye manifestations of HIV patients.

B.  PRACTICE SKILLS
1.
Demonstrate the ability to obtain and properly interpret the history of patients suspected of having eye disease.  

2.
Elicit and understand the significant history for:  types of corrective lenses; last visual acuity check; visual disturbances such as blurring, scotomata, flashes, floaters, night vision, double vision, or vision loss; pain, redness, exudate, or photophobia; pertinent past medical problem and medication history; and history for diagnostic entities under OPHTHAL A 5, above.

3.
Perform a good eye physical examination, utilizing special techniques and equipment when available.  Physical exam skills should include the performance and interpretation of the following exams:  visual acuity, pin hole, color vision check, visual field, pupillary reactivity, extraocular movements, conjunctival and scleral pathology, pupils and iris, cornea, anterior chamber, lens, vitreous, optic disc, macula, retina, and retinal vessels.

4.
Demonstrate familiarity with a slit lamp examination and methods of glaucoma screening and proficiency in techniques such as fluorescein dye exams and eye patching.


C.  ATTITUDES, VALUES AND HABITS

Emphasis on being sensitive to special needs of those with sight impairment, especially as it affects the elderly.  Residents should focus on the importance of functional status, and how proper Ophthalmology evaluations can optimize it.

D.  LIFELONG LEARNING HABITS

Residents are expected to be familiar with reliable and up-to-date sources of information for their patients with Ophthalmology problems, and demonstrate initiative in using these resources in a self-directed manner.

III.
EDUCATIONAL ENVIRONMENT

While the resident may see some surgical procedures and some hospital inpatients, the preponderance of this rotation takes place in the outpatient setting.  A reading list is available under separate cover.  The resident should focus on those techniques and diagnoses he/she will see in their future practices and emergency room settings.

IV.
EVALUATION AND FEEDBACK

Residents are under the direct supervision of the attending physicians in their respective office settings.  Informal feedback should be immediate, constructive, and interactive  in nature.  Formal feedback should be performed after each week of the rotation, and upon conclusion of the office experience.  Residents are expected to provide the attending physicians and the program with constructive comments on ways to improve the rotation.  Attending physicians should directly observe the house officer performing the directed history and physical exam as outlined above and provide guidance with regards to further achieving the objectives outlined above.

V.
LOCATION

Ambulatory rotation at BGSMC or VAMC, or by special request in community ophthalmology practices. 

AMBULATORY RESIDENT OPHTHALMOLOGY EXPERIENCE
Mission Statement: 
To introduce physicians to the typical optometric practice with an emphasis                                    on the practical use of the instrumentation in patient evaluation

I. Instrumentation

          A.  Autorefractor.  Objective measurement of the refractive status

          B.   Tonometer.  Intraocular pressure (101)-glaucoma measurement

          C.  Visual Field Perimeter.  Peripheral vision test

          D.  Digital Retinal Camera

          E.  Keratometer.  Measures curvature of the cornea

          F.  Phoropter.  Subjective measurement of the refractive status

          G.  Biomicroscope/Slit lamp.  Allows view of the anterior portions of the eye

                       1.  Burton Lamp

II.    Pretesting

          A.  Case History

          B.  Visual Acuities Monocular/Binocular

                       1.  Amblyopia

          C.  Extraocular Muscle (EOM) evaluation

                       1.  Versions/Vergences

                       2.  Nystagmus

          D.  Pupillary Reflexes

                       1.  Symmetry

                       2.  Direct light reflex

                       3.  Consensual Light reflex

                       4.  Marcus-Gunn Pupil

         E.  Anterior Angle evaluation

                       1.  Grades I-IV  Wide angle/Narrow angle

         F.  Confrontation Visual Fields
OTOLARYNGOLOGY (/ENT)

I.
GOALS

Residents will become familiar with the diagnostic and treatment modalities used for the most common and/or important disorders of the ears, nose and throat.  They will be able to evaluate and treat common problems in these areas and gain an understanding of selection of patients requiring a specialist's attention.

II.
OBJECTIVES

A.  KNOWLEDGE SKILLS

1.
The house officer will be able to evaluate the most common and/or important presenting problems regarding ENT utilizing history, physical examination, special studies, and selected specialty referrals.  The presenting problems that the house officer should know how to evaluate and treat include:  diminished or hyper acute hearing sensation, tinnitus, bleeding, congestion, itching of the ear canal or nose, masses of the head or neck, teeth grinding or jaw clenching, dizziness or vertigo, foreign bodies, sinusitis, nasal polyps, hoarseness, dysphagia, refractory otitis media, and pharyngitis.

2.
Specific conditions the house officer is responsible for knowing the diagnostic and therapeutic approaches include:  cerumen impaction, drug ototoxicity, anterior and posterior epistaxis, benign positional vertigo, labyrinthitis, Meniere's disease, motion sickness, laryngitis, pharyngitis, rhinitis, otitis (all types), sinusitis, and gingivitis.

B.  PRACTICE SKILLS

1. Elicit an orderly history on patients suspected of having ear, nose, and throat diseases, and to seek out and understand the significance of the following:  otalgia, ear discharge, tinnitus, vertigo, hearing loss, noise exposure, previous ENT infections, tobacco and alcohol use, epistaxis, hemoptysis, hoarseness, neck masses, previous surgery, and specific diagnoses listed above, under ENT A2, 


C.  KNOWLEDGE SKILLS for ENT.

1.
Demonstrate proficiency in ENT physical exam by doing the following:  naming the anatomic structure of the outer, middle, and inner ear; identify nasal structures visible on anterior-internal exam of the nose; interpret CT and plain films of the paranasal sinuses; perform and correctly interpret the Weber and Rinnè tests; understand screening audiology tests; and identify key physical exam findings from diagnostic entities outlined above.

3.
Demonstrate proper use of the otoscope, pneumatic otoscope, high and low frequency tuning forks, cerumen spoon, nasal speculum, and laryngeal mirror.

4.
Recognize perforations of the tympanic membrane.

5.
Demonstrate a systematic exam of the nose, oropharynx, mouth, and larynx using the appropriate instruments and procedures.

6.
Remove dentures for periodic inspection of the oral mucosa.

D.  ATTITUDES, VALUES AND HABITS

Emphasis on being sensitive to special needs of those with hearing impairment, especially as it affects the elderly.  Residents should focus on the importance of functional status, and how proper ENT  evaluations can optimize it.


E.  LIFELONG LEARNING HABITS

Residents are expected to be familiar with reliable and up-to-date sources of information for their patients with ENT problems, and demonstrate initiative in using these resources in a self-directed manner.

III.
EDUCATIONAL ENVIRONMENT

While the resident may see some surgical procedures and some hospital inpatients, the preponderance of this rotation takes place in the outpatient setting.  A reading list is available under separate cover.  The resident should focus on those techniques and diagnoses he/she will see in their future practices and emergency room settings.

IV.
EVALUATION AND FEEDBACK

Residents are under the direct supervision of the attending physicians in their respective office settings.  Informal feedback should be immediate, constructive, and interactive in nature.  Formal feedback should be performed after each week of the rotation, and upon conclusion of the office experience.  Residents are expected to provide the attending physicians and the program with constructive comments on ways to improve the rotation.  Attending physicians should directly observe the house officer performing the directed history and physical exam as outlined above and provide guidance with regards to further achieving the objectives outlined above.

V.
LOCATION

Ambulatory rotation at BGSMC or VAMC, or by special request in community ENT practices. 

OUTPATIENT ORTHOPEDIC MEDICINE

I.
GOALS
The goal of this elective is to provide the houseofficer with the knowledge and the skills necessary for the general internist to diagnose and treat common overuse injuries, sports related injuries and drug/disease related injuries of the shoulder, elbow, wrist, back, hand, hip, knee, ankle and foot.  The houseofficer will also learn to treat common fractures.

II.
OBJECTIVES
The houseofficer will become proficient in the evaluation, diagnosis and management of

1.
Overuse/sports related injuries of the extremities, hands and feet.

2.
Drug related diseases such as avascular necrosis.

3.
Common fractures seen in the general internal medicine outpatient setting.

4.
Acute and chronic osteomyelitis.

5.
The cervical and lumbar disc syndromes.

III.
PRACTICE SKILLS
Upon completion of the rotation, the resident should be able to

1.
Take an appropriate history, develop an adequate differential diagnosis and perform  a thorough physical examination of the spine and extremities.


2.
Recognize the indications and how to write a prescription for physical therapy for

 various orthopedic disorders.

3.
Learn the indications for and how to apply splints and braces for common sports 


related/overuse injuries.
4.
Have an approach to interpreting the various imaging techniques used in office orthopedics including plain

 films, MRI, CT and spine scans. 

5.
Understand the indications for injection therapy and how to inject the shoulder, and knee, as well as various tendons such as the bicipital.

6.
Aspirate a knee, elbow, olecranon bursa and shoulder.

7.
Apply special casting techniques to common fractures.

The resident will be taught the required objectives through direct supervised private

practice/outpatient experience.

IV.
FEEDBACK

The attending will fill out an evaluation form on the resident at the end of the month.  In addition he will provide daily feedback on the resident’s history, physical examination and procedural skills.

V. LOCATION

Orthopedic clinics during ambulatory rotations at BGSMC; during CIGNA urgent care clinics; Emergency Department rotations.
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Hospice of the Valley Palliative Care Curriculum

Overview and Outline

This program offers medical students, residents and fellows the opportunity to rotate through Hospice of the Valley in order to gain an in-depth understanding of hospice and palliative care. Each rotation is individually tailored to meet the learning needs of the individual residency specialties (e.g. family practice, internal medicine, psychiatry, pediatrics). Schedules include a formal group orientation (2nd Monday of each month, 8:30am – 12:00pm), visits with individual palliative care specialists (e.g. physician, RN case coordinator, admission coordinator, social worker, and chaplain), and completion of six interactive online modules (pain management, dyspnea, advance directives, dementia and delirium, cultural differences, and hospice care).

The overall goal of the rotation is to teach residents the basic principles of hospice and palliative medicine.  Palliative medicine, now a formal subspecialty, is the active total care of patients whose life-limiting illnesses are not responsive to curative treatment (World Health Organization definition).  

The basic recommended clinical rotation for residents includes:

½ day Orientation – offered monthly (2nd Monday morning of month) and required for all (includes role-play of advance directive communication)

½ day visit to a dementia care unit with Nurse Practitioner. 

½ day with Medical Director in Palliative Care Unit (includes a pain assessment)

½ day with RN Case Manager doing home visits

½ day with psychiatrist, social worker or chaplain

completion of six one-hour interactive online modules (which can be completed from home at any time during the rotation)

Upon successful completion of the rotation the resident will be able to:

Describe effective techniques for assessing and managing pain, including opioid dosing, titration, rotation, and common side-effects.

Differentiate Arizona laws regulating advance directives, including living wills, medical power of attorney, surrogate decision-makers, and withdrawal of treatment.  

Communicate effectively with patients and families about end of life decisions.

Identify the criteria for admission to hospice.

Describe interdisciplinary care, including the components of care provided by each member of the hospice team.

Apply empathy and sensitivity toward religious, ethnic, and cultural differences in attitudes toward end of life care.

Describe finances of hospice and palliative medicine.

The residency director will receive formal documentation of each student’s final scores on the modules to enter into their portfolio.  The scores will address competencies in medical knowledge, patient care, and communication.  The resident will have completed the rotation when they have received passing scores on the modules and completed the final evaluation.

	Hospice Rotation - 

	Resident Report Card for 

	Banner Good Samaritan - Internal Medicine

	Core Competency
	Complete/ Incomplete
	Score (if applicable)

	Medical Knowledge
	 
	 

	Basic Pain Management
	 
	 

	the resident is now able to:
	 
	 

	Explain the different types of pain and basic pain management options.
	 
	 

	Explain how to prescribe, titrate and change routes of common opioids.
	 
	 

	Describe common side-effects of opioids.
	 
	 

	Recognize the palliative care concept of “double effect”.
	 
	 

	Managing Agitation in Dementia
	 
	 

	the resident is now able to:
	 
	 

	Explain the most important behavioral measure in managing dementia.
	 
	 

	Describe 3 common medication mistakes in managing agitation.
	 
	 

	Recognize when to refer a patient with dementia to hospice.
	 
	 

	Dyspnea
	 
	 

	the resident is now able to:
	 
	 

	Define dyspnea and describe assessment of this symptom.
	 
	 

	Describe use of medications to manage dyspnea.
	 
	 

	Identify five non-pharmacologic interventions to manage dyspnea.
	 
	 

	Recognize admission criteria to hospice for patients with pulmonary disease.
	 
	 


	Interpersonal and Communication Skills
	 
	 

	Cultural Issues in Palliative Medicine
	 
	 

	the resident is now able to:
	 
	 

	Recognize how cultural beliefs and attitudes can affect medical care.
	 
	 

	Be able to identify one’s own cultural beliefs and attitudes and their impact on the delivery of care.
	 
	 

	Recognize that the medical system itself is a culture and how that culture can influence patients and their families. 
	 
	 

	Health Care Decisions
	 
	 

	the resident is now able to:
	 
	 

	Describe federal and Arizona statutes pertaining to advance directives, including the withdrawal of food and fluids.
	 
	 

	Explain why a “living will” is often not adequate to guide common treatment decisions.
	 
	 

	Explain why advance directives should be registered with the Arizona Secretary of State’s office.
	 
	 

	Systems-based Practice
	 
	 

	Hospice in a Nutshell
	 
	 

	the resident is now able to:
	 
	 

	Explain the criteria for eligibility for the Hospice Medicare benefit.
	 
	 

	Demonstrate two ways to approach patients and families when introducing hospice.
	 
	 

	Describe which services are provided by hospice.
	 
	 

	Identify three important cultural differences in attitudes toward end of life care.
	 
	 


	Patient Care
	 
	 

	Field Visit with Medical Director
	 
	 

	the resident is now able to:
	 
	 

	Describe the role of Medical Director in hospice and palliative medicine.
	 
	 

	Explain the criteria for admission to a palliative care unit.  
	 
	 

	Recognize common symptoms that require transfer to a palliative care unit. 
	 
	 

	Home visit with RN Case Manager
	 
	 

	the resident is now able to:
	 
	 

	Describe the RN’s role in overseeing the hospice plan of care. 
	 
	 

	Describe three ways that hospice care allows a patient to remain at home.
	 
	 

	Home Visit with Social Worker/Chaplain
	 
	 

	the resident is now able to:
	 
	 

	Describe the role of the Social Worker/Chaplain in hospice and palliative medicine. 
	 
	 

	Explain how the Social Worker/Chaplain assists patients with determining and achieving quality of life goals. 
	 
	 

	Rotation Status
	 
	 

	*competency achieved by attending in-person Orientation session
	
	

	 
	
	


PHARMACOLOGY
I.
GOALS
To establish fundamentals in applied pharmacology and therapeutics and to provide a systematic approach to the management of drug therapy.  Upon completion of the rotation, the resident will be able to provide rational and optimal drug therapy to their patients.

II.
OBJECTIVES
A.  PRACTICE SKILLS

The resident should be able to:

1.
Demonstrate the ability to utilize the appropriate resources to answer a given specific drug information question.

2.
Evaluate therapy for cost effectiveness and suggest alternative therapies to simplify regimens during clinic reviews, Critical Care unit drug rounds, Internal Medicine rounds, and regular reviews of the medication administration records.

3.
Demonstrate the ability to recognize common adverse reactions and clinically important drug interactions for a selected medical subspecialty.

4.
Evaluate current medical literature documenting the safety and efficacy of commonly used therapeutic regimens for a given medical subspecialty.

5.
Evaluate and develop of DUE criteria, participate in ADR reviews and submit a P&T newsletter article.

B.  KNOWLEDGE SKILLS

The resident should be able to:

1.
Competently use drug information resources on clinical pharmacology and therapeutics, including the library, computer based databases, and other specialized drug information sources.

2.
Critically evaluate therapeutic response to drug therapy in the individual patient, including individualizing drug concentrations, monitoring pharmacologic effects and adverse drug reactions and assessing variability in drug responsiveness from one patient to another.

3.
Recognize common adverse drug reactions, drug allergies, drug interactions and increase knowledge of patient related factors that may contribute to these events.

4.
Formulate an organized and rational literature based approach to pharmacotherapy, including the definition of therapeutic objectives and options, selection of drug and drug dose, identification of clinical parameters and endpoints to monitor, and assessment of efficacy and outcome.

5.
Identify patients with altered drug dose requirements (i.e. elderly patients or patients with organ dysfunction) and adjust dosages appropriately.

6.
Understand the federal and state regulations regarding the use of drugs including FDA and DEA regulations, drug advertising, institutional review boards, drug utilization evaluation, adverse drug reaction reporting, the process of new drug development and approval, and drug formulary management

III. 
EDUCATIONAL ENVIRONMENT
Residents will be provided an individualized, comprehensive instruction in clinical pharmacology and therapeutics.  The education will be directed to, but limited to; the resident's future plans (i.e. subspecialty).  Selected lectures and case presentations, grand rounds, housestaff conferences, subspecialty rounds, and journal clubs within the departments of medicine and pharmacy will serve as groundwork for further in depth discussion and evaluation.  Time will be provided for reading and research in the areas covered in the goals and objectives outline above.

IV.
 EVALUATION
The resident will be evaluated on a monthly basis when on the pharmacy rotation by the faculty.  The faculty will evaluate the program and its curriculum on an on-going basis based on completion of objectives and resident evaluations of the rotation.

V.
 FEEDBACK
The resident will meet with the faculty in charge twice a month for feedback on his/her performance. The first session should be scheduled at the two-week mark and the second should be the final evaluation for the rotation.  

VI.
LOCATION

VAMC with a maximum of 1 resident.


PHYSICAL MEDICINE AND REHABILITATION
I.
GOALS
Residents should be familiar with the diagnostic and treatment modalities used in acute and chronic neuromusculoskeletal (NMS) disorders in order to maximize physical, psychosocial and vocational function.

II.
OBJECTIVES
A. KNOWLEDGE SKILLS

The resident should:

1.
Have basic understanding of assessment of NMS function to include special aspects of history taking and physical examination, and application of special studies (i.e., electrodiagnostic techniques).  

2.
Understand the role of physiatrists, physical, occupational and speech therapists, social workers, psychologists, audiologists and others in assessing and treating patients with NMS disorders.  

3.
Have fundamental understanding of role of mechanical agents, exercise, heat and cold, orthotics, and prosthetics in treating patients with neuromusculoskeletal disorders.  

4.
Understand fundamental components of rehabilitation strategies to maximize function and independence, and minimize impairment.

B. PRACTICE SKILLS

1.
Perform competent neuromusculoskeletal examinations.  

2.
Interpret results of special diagnostic studies (electrodiagnostic tests, audiology tests).  

3.
Prescribe basic modalities of physical, occupational and speech therapies.

4.
Recognize the need for consultations with physiatrists or allied health professionals in management of patients with NMS disorders.

C. ATTITUDES, VALUES and HABITS

Understand the need for comprehensive multidisciplinary assessment and management of many patients with NMS disorders and strive to maximize functional independence in these patients.

III.
EDUCATIONAL ENVIRONMENT
1.
Inpatient rehabilitation units

2.
Private physiatrist offices

3.
Geriatric assessment units and home visits

4.
Periodic lectures delivered by physiatry faculty

IV.
EVALUATION and FEEDBACK
Evaluation will occur via direct observation and medical record review of all pertinent experience.  Feedback will occur informally on a daily basis as well as at the two-week and final portion of the rotation.


PREVENTIVE MEDICINE
I.
GOALS

Residents should understand important concepts of the study of health and disease in large populations in order to maintain well being and prevent disability and death.

II.
OBJECTIVES
A. KNOWLEDGE SKILLS

Residents should have understanding of risk factors for major illnesses and health problems encountered in internal medicine practice including:  cardiovascular disease, alcohol and substance abuse, and motor vehicle and other accidents.  Residents should understand interventions such as behavior modification, counseling, and immunization in reducing risk factors for illness in adults.  Residents should have a basic understanding of principles of clinical epidemiology including study design and interpretation, basic statistical methods, screening procedures, characteristics of diagnostic tests and interpretation of clinical data.  Residents should understand the application of primary, secondary and tertiary preventive principles.

B. PRACTICE SKILLS

 
The resident should:

1.
Appropriately apply and interpret clinical tests for screening and diagnostic purposes.

2. Develop techniques for counseling patients to modify risk factors and enlist other modalities and health professionals in order to foster health promotion and risk reduction.

3.
Advise patients in appropriate populations and circumstances about the need for immunizations in order to reduce risk of influenza, pneumonia, and hepatitis.

4.
Apply knowledge of patients' social, cultural, and occupational backgrounds to clinical care.

C. ATTITUDES, VALUES and FEEDBACK

1.
Recognize the utility and superiority of preventive strategies in most clinical problems.

2.
Incorporate preventive practices into all aspects of clinical care.

III.
EDUCATIONAL ENVIRONMENT
1. Lectures, case discussions, group conferences and journal clubs that emphasize principles of preventive medicine and appropriate application and interpretation of diagnostic tests and research studies.  

2. Clinical care and rounds on inpatient services and application of preventive practices in ambulatory sites.  

3. Elective experiences in research design and methodology, biostatistical methods, and computer skills.

IV.
EVALUATION AND FEEDBACK
Evaluation will occur by direct observation and medical record review during all pertinent experiences as well as interactive sessions and written examinations such as the comprehensive in-training examination.  Feedback will occur by direct verbal input during clinical rotations and interactive sessions and by written evaluations during and at the end of block rotations and periodically by the resident's faculty advisor.

PROCEDURES

I.
GOALS
The overall goals of our training program for procedural skills are to have all residents attain competency in:

1.
The decision making process (understanding of the indications and contraindications of procedures)

2.
Obtaining an informed consent

3.
Technical performance of the procedure

4.
 Interpreting results

5.
 recognizing and managing complications

II.
OBJECTIVES
The outline used in the following curriculum is adopted from the American Board of Internal Medicine (ABIM) requirements for procedural certification.  Procedural skills will be categorized into three groups:

1.
CRITICAL LIFE SAVING PROCEDURES

A.
Basic cardiopulmonary resuscitation
B.
Cardiac defibrillation   PGY-I residents should be competent in the physical performance of procedures A and B in code arrest situations.  PGY-II and PGY-III residents should be competent at making decisions regarding the implementation of these procedures.

C.
Airway management   PGY-II and PGY-III residents should be competent in airway management including proper head position, management of the oropharynx (including suctioning and placement of oral airway), and proper technique for bag-ventilating the patient.  The resident is expected to attain competence in decision making regarding intubation, however competence in oral and nasal intubation is not a requirement of this program.

D.
Others   Competence in other procedures that residents may be called upon to perform in emergency situations (such as emergency cardiac pacing and pericardiocentesis) are not requirements of this program.

2.
BASIC DIAGNOSTIC PROCEDURES

A.
Sampling arterial and venous blood
B.
Arterial pressure monitoring

C.
Deep venous catheters (including hemodialysis catheter)
D.
Skin punch biopsy
E.
Catheterization of the urinary bladder
F.
Paracentesis
G.
Thoracentesis

H.
Lumbar puncture
I.
Bone marrow aspiration/biopsy
J.
Swan-Ganz catheterization
The general goal in regards to basic diagnostic procedures is that the residents attain competence in the decision making process regarding the implementation of these procedures (understanding of the indications and contraindications of procedures), that they attain the ability to obtain an informed consent, and that they develop the ability to interpret results and recognize and manage complications.  It is our goal that residents completing a residency in Internal Medicine at this institution will be competent to practice procedures A through I in unsupervised settings as attending internists.  Although efforts are made to train the residents in the use of Swan Ganz catheters, the ability to perform this procedure in an unsupervised setting is not a requirement or a goal in this program.

3.
SCREENING PROCEDURES

A.
Breast exam
B.
Pelvic exam (including Pap smear)
C.
Flexible sigmoidoscopy
The general goal in regards to screening procedures is that the residents become familiar with the recommendations of the American College of Physicians (ACP) regarding their utilization.  Residents should be able to perform these procedures properly so that the sensitivity is maintained.  In terms of C., they should also be able to recognize contraindications, know the indications for prophylactic antibiotics and develop the ability to interpret results and recognize complications.

III.
EDUCATIONAL ENVIRONMENT

We have identified several procedures in which the risk to the patient is high and which we place in a separate category regarding training and evaluation.  These procedures include deep venous cannulation, placement of a Swan-Ganz catheter, and oral or nasal intubation. 

These will be discussed first.

A.
Deep venous catheters (including hemodialysis catheter)
B.
Swan-Ganz catheterization
C.
Oral or nasal intubation
These procedures are primarily performed by PGY-II and PGY-III residents during unit rotations.  In order to maintain a high level of supervision and instruction for these procedures, the following guidelines were implemented:

For PGY-I residents, these procedures should be performed as an educational experience only in the presence of an "accredited" resident or an attending instructor.  All PGY-II and PGY-III residents need to be "accredited" in each of these procedures before they may perform them in unsupervised settings.  Accreditation requires that the resident demonstrate documentation of competent performance of (3) procedures, signed by a supervising attending present during the entire procedure.

1.
CRITICAL LIFE-SAVING PROCEDURES

Training in these procedures occurs in two arenas:  the classroom and in actual code arrest situations.  Classroom training will be described first.  All PGY-I residents are required to attain certification in Advanced Cardiac Life Support (ACLS) prior to the start of the PGY-I year.  The internal medicine residency program arranges this ACLS course in the last week of June.  At the end of the PGY-I and PGY-II years, 

the residents are required to attend a one-day review course in which ACLS skills are reinforced.  This course is taught by our critical care specialists and includes lectures, demonstrations of procedural skills (e.g., airway management) and evaluation of the residents' management of mock arrest situations utilizing resuscitation mannequins, Hewlett Packard defibrillator/monitors and ACLS arrhythmia generators. Lectures on ACLS skills and airway management are also given monthly to PGY 1-3 residents rotating on critical care at Banner Good Samaritan Medical Center. 

Training during actual code arrest situations is implemented by critical care specialists and trauma anesthesiologists who respond to code arrest.

A.
Basic cardiopulmonary resuscitation- during the PGY-I year, residents responding to codes are responsible for administering CPR at the direction of the resident running the code.  The resident running the code may give immediate feedback to the intern regarding performance of CPR.  During daytime codes, a critical care specialist is present at all codes to provide assistance and teaching.

B.
Cardiac defibrillation- The PGY-II or PGY-III resident who is on call for the unit runs all codes on adult patients.  This resident makes decisions regarding defibrillation during the code and receives feedback from the critical care attending and other code team members.

C.
Airway management- The PGY-II or PGY-III resident who is on call for the wards is responsible for airway management at all code arrests on adult patients.  This includes the decision of what form of airway management is appropriate, proper head position, management of the oropharynx including suctioning and placement of oral airway, and proper technique for bag ventilating the patient.  A trauma anesthesiologist also responds to all codes and is ultimately responsible for airway management.  The trauma anesthesiologist can therefore provide training to the resident during the

 course of the code. Intubation is often performed by the resident under supervision of the anesthesiologist.

D. Others (emergency pacing, pericardiocentesis)- These procedures are sometimes performed of necessity by the residents.  Training occurs through the annual review course described above and through observation of attendings and cardiac fellows performing these procedures.

2.
BASIC DIAGNOSTIC PROCEDURES

A.
Sampling arterial and venous blood
B.
Arterial pressure monitoring
C.
Catheterization of the urinary bladder
D.
Paracentesis
E.
Thoracentesis
F.          Lumbar puncture


G.
Bone marrow aspiration/biopsy
H.
Skin punch biopsy
Residents receive training on basic diagnostic procedures in the course of many of the rotations including Critical Care units, general medicine, and medicine subspecialty rotations.  PGY-I residents are supervised and instructed by senior residents or attendings.  PGY-II and PGY-III residents often carry out these procedures independently; however, the private attending or the teaching attending on the service is available for instruction.

3.
SCREENING PROCEDURES

A.
Breast exam
B.
Pelvic exam (including Pap smear)
C.
Flexible sigmoidoscopy
Procedures A and B above are performed on all female patients in whom they are indicated - both inpatient and outpatient.  Residents have the right to perform flexible sigmoidoscopy on all consenting medicine clinic patients in whom it is indicated.  This procedure is always performed under the supervision and instruction of an attending or GI fellow.

IV. EVALUATION
The procedural skills of residents are evaluated during each rotation by their attending physician.  Not surprisingly, much of the feedback for specific types of procedures occurs during specific rotations, i.e., critical life-saving procedures during unit rotations, basic diagnostic procedures during general medicine and subspecialty rotations, and screening procedures during ambulatory care rotations.  
Space is also provided for additional comments or concerns regarding procedural skills.  This evaluation occurs at the midpoint and end of each rotation.  Special procedures include deep venous cannulation, placement of a Swan-Ganz catheter, and oral or nasal intubation.  The first three times a PGY-II resident performs these procedures, he is supervised and evaluated on the spot by an attending physician or chief resident.  PGY-I residents are supervised and immediately evaluated on all procedures except during medical emergencies such as a code arrest.
Some screening procedures, such as breast and pelvic examinations, are evaluated in the clinical competency examination that all residents participate in.

V.
FEEDBACK
As with other dimensions of the housestaff evaluation form, feedback is generated routinely on two levels.  The first is direct feedback from the attending physician on service.  This occurs at the midpoint and end of each rotation.  The second source of feedback is from the resident's advisor who reviews the written evaluations and discusses them with the resident every four to six months.

If feedback and remedial instruction on this level is unsuccessful, the resident's evaluations are examined by the joint affiliation committee (JAC).  The JAC is made up of teaching attendings, chief residents, and a representative from each of the PGY years.  This committee decides on further feedback and remedial instruction, and may restrict the independent procedural activity of a particular resident pending demonstration of competence.

VI. LOCATION

Variety of inpatient and outpatient arenas.


PSYCHIATRY CURRICULUM
I.
GOALS
The development of knowledge and skills that will enable the general internist to gain competence and familiarity in the diagnosis and treatment of common psychiatric disorders.

II.
OBJECTIVES
A. PRACTICE SKILLS

The resident should be able to:

1.
Clearly, accurately, and systematically obtain and document detailed history, general physical, neurological and mental status examinations

B. KNOWLEDGE SKILLS

The resident should be able to:

1.
Demonstrate knowledge of common psychiatric and behavioral disorders including:  depression, dysthymic disorder, panic disorder, somatization disorder, simple psychosocial dysfunction, adjustment disorder, uncomplicated bereavement, anorexia nervosa, bipolar disorder, dementia, delirium, marital problems, and spousal or other family member abuse

2.
Formulate and differentiate psychiatric illness using appropriate diagnostic criteria and standard nomenclature

3.
Formulate and document appropriate evaluation and treatment plans 

4.
Understand the indications, contraindications, doses, and side effects of 


commonly used psychopharmacologic agents

5.
Utilize and understand appropriate laboratory studies in evaluating a psychiatric patient

III.
EDUCATIONAL ENVIRONMENT
The residents will be taught the required elements through: 

1.
Consultative services supervised by an attending psychiatrist.  These request come from all areas of Good Samaritan Regional Medical Center including general medicine and associated subspecialties

2.
Individual supervision on the inpatient psychiatry service

3.
Attendance and participation at specified lectures, Departmental Grand Rounds, Journal Club, and various interdisciplinary conferences

IV.
 EVALUATION
The resident will be evaluated on a monthly basis when on the psychiatry rotation by faculty.  The faculty will evaluate the program and its curriculum on an on-going basis based on completion of objectives and resident evaluations of the rotation.
V.
 FEEDBACK
The resident will meet with the faculty in charge twice a month for feedback on his/her performance. The first session should be scheduled at the two-week mark and the second should be the final evaluation for the rotation.  

VI.
LOCATION

BGSMC with a maximum of 1 resident, or on an individual basis.

PULMONARY
I.
GOALS

The development of knowledge and skills that will enable the general internist to diagnose and manage pulmonary diseases.

II.
OBJECTIVES

A. KNOWLEDGE SKILLS

 1.
Diagnosis and management of chronic obstructive pulmonary diseases (emphysema, chronic bronchitis, asthma).

 2.
Diagnosis, staging and treatment of lung cancer.

 3.
Evaluation of a solitary pulmonary nodule.

 4.
Diagnosis and management of bacterial, mycrobacterial and fungal infections in the lung. 

 5.
Evaluation and management of sleep apnea syndromes.

 6.
Diagnosis and management of diffuse interstitial lung diseases.

 7.
Evaluation of pleural effusion.

 8.
Interpretation of radiographic patterns in the diagnosis of pulmonary diseases.

 9.
Interpretation of patterns of abnormalities in pulmonary function tests.

10.
Interpretation of abnormalities in arterial blood gas analysis.

B. PRACTICE SKILLS

1.
Performance of diagnostic/therapeutic thoracentesis.

2.
Observation of normal and abnormal bronchial anatomy and diagnostic techniques in fiberoptic bronchoscopy.

3.
Management of ventilator patients.

III.
EDUCATIONAL ENVIRONMENT
PHOENIX VETERANS ADMINISTRATION MEDICAL CENTER:

During the elective at the Phoenix VAMC, the resident will see pulmonary consultations on the inpatient services in collaboration with the pulmonary fellow.  The consultations will be reviewed daily with the attending staff physician.  In addition, the house officer will participate in the Pulmonary Outpatient Clinic, which is held on Monday, Tuesday and Thursday mornings.  Patients seen by the house officer will be discussed with a staff physician.  The house officer will also have an opportunity to read pulmonary function studies with a staff physician.  There will be opportunities for the house officer to become familiar with pulmonary procedures, including opportunities to perform thoracenteses and to learn bronchial anatomy observing bronchoscopic procedures.  There are weekly didactic conferences presented by pulmonary staff and/or fellows.

BANNER GOOD SAMARITAN MEDICAL CENTER:


The pulmonary elective at Banner Good Samaritan Medical Center may be structured as an inpatient, outpatient, or combined rotation.  The outpatient program will be based at the office of Pulmonary Associates and will provide exposure to the full range of outpatient clinical care and consultation in pulmonary and sleep disorders medicines.  The inpatient elective program will offer experience in pulmonary care and consultation in the hospital and critical care unit.  Residents will have the opportunity to perform thoracentesis and observe bronchoscopy and other pulmonary procedures.  Residents will participate in didactic conferences and pulmonary function review sessions during all of the elective options.

IV.
EVALUATION and FEEDBACK

The house officer will receive informal feedback throughout the rotation.  Additionally, he/she will receive feedback at the two-week mark and again at the completion of the rotation.

V.
LOCATION

BGSMC with a maximum of 1 resident and VAMC with a maximum of 1 resident.


    RADIOLOGY
I.
GOALS
The development of knowledge and skills that will enable the general internist to select cost-effective imaging strategies, to understand the indications and risks of the various strategies, and to recognize important abnormalities of chest, abdominal, and bone radiographs. 

II. 
OBJECTIVES
A.  PRACTICE SKILLS

The resident should be able to analyze and describe abnormalities of: 

1.
The bones, soft tissue densities, mediastinum, heart, pleura, hila, and lungs on a chest radiograph.

2.
Fat and muscle planes, lung bases, extra abdominal soft tissues, skeletal structures, solid organs, and gas patterns on the plain film of the abdomen.

3.
Soft tissues, bone shape and size, and bone surfaces on skeletal radiographs.

B.  KNOWLEDGE SKILLS

The resident should be able to develop a differential diagnosis for the previously mentioned radiographic abnormalities.  Additionally, he/she should be able to understand the indications, risks, and relative costs of the following radiographic studies:

1.
Plain films/Ultrasound/CT/MRI scans of the head, chest, abdomen, pelvis.

2.
GI radiology including upper GI series and barium enemas.

3.
Invasive/neurologic procedures such as angiography.

4.
IVP and other urologic studies.

5.
Radionuclide scans including thyroid, cardiac and lung.

6.
Mammography and mammographic localization procedures.

III. 
EDUCATIONAL ENVIRONMENT

The residents will be taught the required elements through: 

1.
Interactions with the attending radiologists in the various radiology sections during the specific radiology rotation as well as during the three-year residency through a consultative mechanism. 

2. Required reading list.

3. Teaching file.


4.         American College of Radiology video discs.

IV.
 EVALUATION
The resident will be evaluated on a monthly basis when on the radiology rotation by faculty. The faculty will evaluate the program and its curriculum on an on-going basis based on completion of objectives and resident evaluations of the rotation.

V.
 FEEDBACK
The resident will meet with the faculty in charge twice a month for feedback on his/her performance. The first session should be scheduled at the two-week mark and the second should be the final evaluation for the rotation.  

VI.
LOCATION
BGSMC with a maximum of 1 resident.


RESEARCH ROTATION
GENERAL DESCRIPTION

This rotation is one month long and enrollment will be limited to six residents per month.  Residents should not schedule vacation during this month.

I.
GOALS

1. Create and refine a research question and perform a comprehensive electronic search of the literature as it pertains to the specific research question.

2. Appraise the acquired literature in a critical fashion and incorporate this appraisal into a "background and significance" section of a research proposal.

3. Design a clinical study including a “methods” section to answer the research question.

4. Present the research proposal to an audience of peers.

II.
OBJECTIVES
Each objective will be followed by the core competency (or competencies) it addresses:  Medical Knowledge (MK); Interpersonal and Communication Skills (ICS); Patient care (PC); Professionalism (PR); Problem-based Learning (PBL); Systems-based Practice (SBP)
A. Principles of Use of Biostatistics in Research

1. Types of variables (MK)

· Distinguish types of variables (e.g., continuous, categorical, ordinal, nominal) 

· Understand how the type of variable (e.g., continuous, categorical, nominal) affects the choice of statistical test 

2. Distribution of data (MK)
· Understand how distribution of data affects the choice of statistical test 

· Differentiate normal from skewed distribution of data 

· Understand the appropriate use of the mean, median, and mode 

· Understand the appropriate use of standard deviation   

· Understand the appropriate use of standard error 

3. Hypothesis testing (MK)
· Distinguish the null hypothesis from an alternative hypothesis 

· Interpret the results of hypothesis testing 

4. Statistical tests (MK) 
· Understand the appropriate use of the chi-square test versus a t-test 

· Understand the appropriate use of analysis of variance (ANOVA) 

· Understand the appropriate use of parametric (e.g., t-test, ANOVA) versus non-parametric (e.g., Mann-Whitney U, Wilcoxon) statistical tests 

· Interpret the results of chi-square tests 

· Interpret the results of t-tests 

· Understand the appropriate use of a paired and non-paired t-test 

· Determine the appropriate use of a 1- versus 2-tailed test of significance 

· Interpret a p-value 

· Interpret a confidence interval 

· Identify a type I error 

· Identify a type II error 

5. Measurement of association (MK, PC)
· Differentiate relative risk reduction from absolute risk reduction 

· Calculate and interpret a relative risk  

· Calculate and interpret an odds ratio 

· Interpret a hazard ratio 

· Understand the uses and limitations of a correlation coefficient 

6. Regression (MK)
· Identify when to apply regression analysis (e.g., linear, logistic) 

· Interpret a regression analysis (e.g., linear, logistic) 

· Identify when to apply survival analysis (e.g., Kaplan-Meier) 

· Interpret a survival analysis (e.g., Kaplan-Meier) (PC) 

7. Diagnostic tests 

· Recognize the importance of an independent “gold standard” in evaluating a diagnostic test (MK)

· Calculate and interpret sensitivity and specificity (PC)

· Calculate and interpret positive and negative predictive values (PC)  

· Understand how disease prevalence affects the positive and negative predictive value of a test (MK) 

B. Principles of Epidemiology and Clinical Research Design 
1. Study types 
· Recognize a retrospective study (MK)  

· Understand the strengths and limitations of retrospective studies (PC) 

· Recognize a case series (MK)

· Understand the strengths and limitations of case series (PC)

· Recognize a cross-sectional study (MK)

· Understand the strengths and limitations of cross-sectional studies (PC)

· Recognize a case-control study (MK)

· Understand the strengths and limitations of case-control studies (PC)  

· Recognize a cohort study (MK)

· Understand the strengths and limitations of cohort studies (PC)

· Recognize a randomized-controlled study (MK)

· Understand the strengths and limitations of Randomized-controlled studies (PC)

· Understand the strengths and limitations of subgroup analyses (PC)

2. Bias and Confounding (MK) 
· Understand how bias affects the validity of results  

· Understand how confounding affects the validity of results  

· Identify common strategies in study design to avoid or reduce bias  

· Identify common strategies in study design to avoid or reduce confounding 

3. Causation (MK)

· Understand the difference between association and causation 

· Identify factors that strengthen causal inference in observational studies (e.g., temporal sequence, dose response, repetition in a different population, consistency with other studies, biologic plausibility) 

4. Incidence and Prevalence (MK)

· Distinguish disease incidence from disease prevalence

5. Screening (MK)

· Understand factors that affect the rationale for screening for a condition or disease (e.g., prevalence, test accuracy, risk-benefit, disease burden, presence of a presymptomatic state)

· Interpret the results of sensitivity analysis 

C. Applying Research to Clinical Practice (MK)

1. Assessment of study design, performance, and analysis (internal validity)

· Recognize the use and limitations of surrogate endpoints
· Understand the use of intent-to-treat analysis 

· Understand how sample size affects the power of a study 

· Understand how sample size may limit the ability to detect adverse events 

· Understand how to calculate an adequate sample size for a controlled trial (i.e., clinically meaningful difference, variability in measurement, choice of alpha and beta)

 2. Assessment of generalizability (external validity) (PC)
· Identify factors that contribute to or jeopardize generalizability 

· Understand how non-representative samples can bias results 

· Assess how the data source (e.g., diaries, billing data, discharge diagnostic code) may affect study results 

3. Application of information for patient care (PC)
· Calculate absolute risk reduction   

· Calculate and interpret the number-needed-to treat 

· Distinguish statistical significance from clinical importance 

4. Using the medical literature (PBL)
· Given the need for specific clinical information, identify a clear, structured, searchable clinical question 

5. Principles of Research with Human Subjects (MK, PRO)

· Understand and apply the three main principles of research ethics articulated in the Belmont Report (i.e., respect for persons, beneficence, and justice) 

· Understand the role of analysis of risks and benefits in the ethical conduct of research 

· Understand the federal regulatory definitions regarding which activities are considered research 

· Understand the federal regulatory definitions regarding when research includes the use of human subjects 

· Understand the federal regulatory definition of minimal risk 

· Understand the functions of an Institutional Review Board 

· Understand when an exemption from review by the Institutional Review Board is permissible  

· Understand the ethical considerations of study design (e.g., placebo, harm of intervention, deception, flawed design) 

D. Writing a Research Proposal
1. Write complete proposal with references (PBL)
· Formulate research question

· Complete background section after review of literature
· Complete methods section 

· Complete abstract, references, and appendices, including data collection sheet and informed consent, if required.
2. Prepare Powerpoint presentation (PRO)
· Condense written proposal to a 8-9 minute presentation
· Give oral presentations at VA and BGSMC
EDUCATIONAL ENVIRONMENT
Residents will be given a schedule at the beginning of the month.  Meetings will occur daily for 2 hours in the Medical Education Department.  Residents will use the library resources, including the help of Lora Robbins, in conducting a literature search.
LOCATION
BGSMC with a maximum of 6 residents/month

ASSESSMENT METHOD

Formal evaluation at end of rotation by attending physician

LEVEL OF SUPERVISION

Direct observation of performance
EDUCATIONAL RESOURCES

 “Interpreting Statistics in Medical Literature: A Vade Mecum for Surgeons,” Guller and DeLong, J Amer Coll of Surg 2004;198(3),:441-458

“Medical Residents’ Understanding of the Biostatistics and Results in the Medical Literature,”, Windish D, JAMA 2007;289(9):1010-1022

“Designing Clincial Research,” Hulley SB, Lippincott Williams & Wilkins, Philadelphia, 2001

“Medical Statistics Made Easy,” Harris M, Taylor & Francis Group, London, 2004

Center for Evidence-Based Medicine  http://www.cebm.net/
APPENDIX I

STAFF MEMBERS
Richard Gerkin, M.D., M.S.

Medical Director, Graduate Medical Education Research, Banner Good Samaritan Medical Center (BGSMC),  Medical Director, Scientific Services, Banner Health Research Institute,  Master’s Degree from University of Michigan: Clinical Research Design and Statistical Analysis.

Sally Harvey, M.L.S., AHIP 

Director of Learning Resources and CME.  Expertise in computer skills and 
computerized literature searching.
Lora Robbins, M.L.S., MSHSA, AHIP


BGSMC Librarian.  Expertise in computer skills and computerized literature 
searching.
Frank Wallace
BGSMC Computer Services Specialist.  Expertise in computer skills and computerized literature searching.

RHEUMATOLOGY
Patient Care:
1. History, physical exam, and Rheumatology review of systems are thorough, yet appropriately focused to the consult issue in question.

2. Takes initiative in identifying patient management related issues and provides consistent attention to all aspects of patient care.

3. Documents a complete and well-thought out evaluation and management plan. Consult notes are appropriately focused on the problem that led to the consultation.

4. Demonstrate ability to properly interpret: Joint fluid results, joint radiology films, ESR, RF, Complement levels, autoantibodies, Skin and Patch testing for allergens.

5. Demonstrate ability to perform injection and arthrocentesis of Knee.

Medical Knowledge:
Demonstrates an appropriate knowledge and approach to patients with:

1. Osteoarthritis

2. Dermatomyositis and polymyositis

3. Crystal-induced arthropathies

4. SLE (Systemic Lupus erythematosus)

5. Disease of bone (Osteoporosis and Osteomalacia)

6. Major vasculitides (Temporal arteritis, PAN, etc)

7. Polymyalgia rheumatica

8. Fibromyalgia

9. Rheumatoid arthritis

10. Seronegative arthropathies

11. Scleroderma

12. Bursitis/tendonitis

2. Demonstrates knowledge of indications, dosage, benefits, side

effects for the major medications like NSAIDs, Corticosteroids,

antimicrobials, cytotoxic drugs, DMARDs, TCAs and SSRIs

(fibromyalgia).

3. Integrates and synthesizes all clinical data, demonstrating

application of medical knowledge to the clinical situation at

hand.

Practice Based Learning and Improvement:
1. Formulates well-focused clinical questions, and uses real time strategies to appraise and assimilate answers from the literature; routinely supports management decisions using medical literature.

2. Recognizes his/her limitations in medical knowledge and skills; seeks help from attendings and other residents as appropriate.

Interpersonal and Communication Skills:
1. Concisely and accurately presents case to attending. PC

2. Communicates effectively with the referring physicians, dictated letters are accurate and concise.

3. Communicates effectively in non-medical terms with patients/family members.

Professionalism:
1. Demonstrates empathy and sensitivity to patients’ age, gender, ethnicity, cultural background, and disabilities. 

2. Demonstrates a professional work ethic in adhering to the work schedule and accepting inconvenience to meet patients’ needs. 

3. Shows respect for patients, staff, colleagues, referring PCP’s, and other consultants. 

4. Commits to self-improvement and excellence in all aspects of professional life. 

5. Consistently advocates for the highest quality patient care. 

Systems Based Practice:
1. Demonstrates cost conscious approach to medical care without compromising quality. 

2. Understands availability and scheduling protocol for allergy skin testing, immunotherapy, Bone Scans, DEXA Scans. 

3. Understands the indications and 3rd party payment mechanisms for NSAIDs, Corticosteroids, antimicrobials, Cytotoxic drugs, DMARDs.

EVALUATION:
The evaluations for this rotation will be based upon:

1. Direct faculty observation and feedback

2. Faculty written evaluation form

SPORTS MEDICINE
I.
GOALS
The development of knowledge and skills that will enable the general internist to diagnose and manage diseases associated with the traumatic injury of the spine, shoulder and knee.

II.
OBJECTIVES
Upon completion of the rotation, the resident should be able to:

1.
Take an appropriate history, develop adequate differential diagnoses, and perform a thorough physical examination of the spine and extremities (with emphasis on the examination of the spine, shoulder, and knee.)

2.
Recognize the indications and write a prescription for physical therapy, including the incorporation of the following treatment methods and modalities:

-isokinetic strength evaluation

-eccentric/plyometric strengthening

-proprioceptive neuromuscular facilitation

-range of motion, strengthening, flexibility exercises

-cryo- and hydro- therapy

-ultrasound

-phonophoresis

-electrical stimulation

-wet vest rehabilitation

-splints, braces, tendon straps

-taping and casting

-orthoplast/orthotics

3.
Direct or assist in the emergency care, diagnostic screening, and transportation of the injured athlete.

4.
Interpret imaging techniques utilized.

III.
EDUCATIONAL ENVIRONMENT

The residents will be taught the required elements through: 

1.
Attendance at sports practices and home games with the team physician.

2.
Direct clinic supervised experience at either Intercollegiate Athletics or Student Health Center.

3.
One half day per week with an athletic trainer in sport of choice.

4.
One half day per week with physical therapist to gain exposure to rehabilitation methods and therapeutic modalities.

5.
One half day per week with sports medicine orthopedic surgeons at the ASU Student Health Center.

6.
Reading pertinent articles in sports medicine handbook provided as well as Chapters 1 & 7 in Hoppenfeld's book "Physical Examination of the Spine and Extremities".

IV.
EVALUATION
The resident will be evaluated, by the Sports Medicine faculty.  The faculty will evaluate the program and its curriculum on an on-going basis based on completion of objectives and resident evaluations of the rotations.
V.
FEEDBACK
The resident will meet with the faculty in charge of the particular rotation twice a month for feedback on his/her performance. The first session should be scheduled at the two-week mark and the second should be the final evaluation for the rotation.  

VI.
LOCATION

Arizona State University with special approval.  Residents interested must apply at the beginning of their residency to be considered for a position, but no guarantee of availability can be offered.

TOXICOLOGY
I. 
GOALS

1. knowledge and skill attainment 

2. The attitude and behavior necessary for knowledge and skill maintenance

3. The attitude and behavior necessary for lifelong professional development
II.
OBJECTIVES

Patient Care:
· develop clinical skills to assess a poisoning emergency 

· develop problem-solving skills to manage clinical situations from poisoning and adverse drug reactions

· understand the pharmacology and mechanism of toxicity of the more frequently encountered drugs and toxins

· learn the appropriate applications of antidotes and specific therapies for common toxins

· become adept at recognizing clinical toxidromes

· demonstrate skill in synthesizing the data they have gathered from the history, physical examination and ancillary tests (i.e. labs, monitors and x-rays) and generate a differential diagnosis and assessment as well as implement a logical diagnostic and therapeutic plan appropriate to their level of training.

 
Medical Knowledge:
· learn the pathophysiology, presentation, management and natural history of common diseases or syndromes seen during the Medical Toxicology rotation

· attend lectures which will cover the core curriculum of toxicology. Topics include but are not limited to: General Management, Plants/Mushrooms, Acetaminophen, Snakes/Scorpions, Salicylates, Carbon Monoxide, Cardiac Toxins, Neurotransmitters, Tricyclic Anti-depressants, Toxic Alcohols. 

· Read packet of articles about the core curriculum topics

· Research and present 2 topics related to toxicology for the department during the weekly didactic conference. Topics should be researched, outlined and presented in a 10-15 minute presentation. A typewritten outline with a bibliography should be handed out at the time of presentation.

· An exit examination will help evaluate what the resident has learned and identify areas where we should concentrate our efforts in teaching. Performance on the exit examination will be reflected on the resident’s evaluation for the rotation.

Interpersonal and Communication Skills:
· develop skills in oral presentations and effective communication of information with colleagues, patients and their families, consulting physicians, nursing and ancillary staff.  

· produce effective written communication through accurate, complete and legible notes. 

· present two referenced outlines researching a topic pertaining to toxicology in depth during our weekly conference, further demonstrating both oral and written communication skills. 

· demonstrate awareness of and sensitivity to the educational level and social situation of their patients and families.

 
Practice-based Learning and Improvement:
· identify areas for improvement in their fund of knowledge or patient care abilities.

· demonstrate understanding of the principles of evidence based medicine and use the best available evidence to provide care to patients. 

· use information technology such as the Internet and the many clinical information resources available electronically and in the hospital library to provide the best care possible for their patients. 

· Apply these skills to the development of the required presentations evaluating a topic in toxicology in depth.  

· perform a search of the medical literature to provide and discuss relevant articles as they relate to the management of the poisoned patient during the weekly journal club. 

· ask their supervising attending faculty for feedback in regards to their performance, especially at the midpoint and the end of the block rotation. 

 Professionalism:
· demonstrate respect, integrity and honesty in all interactions with patients, colleagues and other staff.  

· comply with hospital and department rules and regulations, maintenance of patient privacy and dignity at all times.  

· demonstrate sensitivity to diverse cultures, age, gender and disabilities. 

· become aware and sensitive to special issues such as substance abuse and addiction, suicidal ideation, and child welfare and supervision commonly encountered in the patient population specific to medical toxicology. 

· be responsible and accountable for their actions. 

· be punctual for rounds and other meetings and conferences during this block rotation

Systems-based Practice:
· demonstrate an awareness and responsiveness to the larger context and system of healthcare. 

· work on their ability to effectively call on system resources to provide care that is safe and of optimal value. 

· strive to be effective advocates for their patient and family. 

· incorporate considerations of cost effectiveness when ordering diagnostic and therapeutic modalities.  

· learn how to coordinate care with nursing staff, social work, discharge planners, psychiatry and other resources as appropriate in order to provide comprehensive care for their patients. 

· gain first hand knowledge of the role of a Poison Center which gives recommendations and follows poisoning cases statewide. All residents will spend at least 6 hours during their Medical Toxicology rotation monitoring calls at the Poison Center. 

· gather weekly to discuss interesting and educational patient cases managed through the Banner Poison Center.  These meetings will help the resident:

· learn about quality assurance during this review of cases.

· discuss diagnostic and treatment plans for envenomations, poisonings with pharmaceutical agents, and occupational/environmental exposures. 

III.  EDUCATIONAL ENVIRONMENT
Educational meetings and conferences include: Poison Center Case Review Conference, Weekly Toxicology Conference with Journal Club, Clinical Toxicology Chapter Review, Occupational Toxicology Chapter Review, and Drug Interactions Conference.
IV.  EVALUATION AND FEEDBACK

See above, plus a formal written evaluation at the end of the rotation
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�Is this still true that residents admit on geriatrics?
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