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Resident Orientation
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Admissions:
· Arrival: You must arrive at the hospital no later than 6:45am , the night team will contact intern for notable overnight events and contact seniors for an in person brief checkout regarding patients that are distributed to them from the night before.  
· Monday-Friday there will be 3 teams sharing admission between 7am and 5 pm and the “late day” team will continue with admissions that come in between 5 pm and 6 pm daily, but the NF team may need to finish these admissions.
· Saturday = Golden day, the team starting on NF Sunday night will not take admissions or holdovers, but will finish discharges and write off service notes on their remaining patients whose care will be taken over by the NF team coming off NF on Sunday.
· Residents:
· Accompany interns on all admissions (unless extenuating circumstances).  Give them feedback on their notes, orders, and presentations.  
· Residents will obtain a brief history and examine each patient admitted. They will then discuss each patient with the intern and review the admission orders.  
· Write a brief admit note as a new progress note titled “addendum to intern H&P.” 
· Interns 
· Perform a complete H&P and write a full admission note with the PCP documented under subjective.
· Write admission orders on all new patients. 
· Each intern takes a max of 3 admissions per day on day call.   If the intern is off or in clinic, the resident is still responsible for up to 3 admissions for that intern.  
· Admitting Orders: You must type an admitting order to the AMS Service with the name of your team color, attending, Residents A and B, and your intern, along with pager numbers.   The nurses will rely on this information in order to know who to contact. Remember that this order is what keeps the “M-page” updated and that is what is used to distribute patients. If you do not have an order written on EVERY patient, then it may appear that you have less patients on your list, and you will be higher on the order for admissions. Do not forget to type this order on ICU transfers as well!
· Staffing: Call your attending to staff any new admissions during the day.  Your AMS attending may choose to wait until the next day to staff the pt, but you should still tell them that you received the patient. Peri-operative AMS admissions must be staffed with attendings ASAP so that they can proceed with surgery. 
· Dr. Jasser patients: Dr. Jasser is a traditional physician, seeing patients in clinic and in the hospital. He is allowed to admit patients to you. Call him to staff at 602-721-7186.  When it is the weekend or he is out of town, you will staff his patients with the AMS attending. 

The Admit Pager:
· Distribution list: This will be made by the “late call” resident (the one who is taking admissions until 6pm that day). Admission order will be made based on census.  He/she will pick up the pager from the NF team at 7 am and hand it back to the NF resident at 6 pm.  The ED/admitting physician/AMS attending calls the admit pager.  The resident holding the admit pager calls back and takes patient information and distributes the admission to the appropriate resident (or intern).  The attending on call will often call you to tell you about AMS patients from outreach, ICU transfers, consults, etc.   
· When you get a call about a patient, either from an attending, outreach or the ER, ask about which consultants have already been notified (specialty and name), what their impression was and if they need to be called again when the patient arrives (especially if it is going to be at night).  This will allow you to know who to contact and when.  
· You should call pt placement at 1-4424 to determine when patients you are waiting to arrive have been assigned a bed. 
· Outreach: From 10p-7a, calls from outreach come directly to the resident pager.  
· Always speak directly to the referring physician to make sure that you understand all of the details.  
· WHEN you think a patient doesn’t sound straightforward or appropriate, then page your AMS attending.  These issues can be tricky and they have more experience with triaging and better understand the system.  If a patient sounds like they need ICU care, then tell Outreach to call the SAFA intensivist on call. 
· If outreach has already talked to a subspecialist, ask if they would like a phone call when the patient arrives or if they want to wait until the am.
· If a patient seems inappropriate to admit, call your AMS attending to discuss.  
· “M-pages” on the CPOE must be updated daily (find it under Patient lists, sepsis and then AMS list in the upper right corner).  This will be used by the resident carrying the pager to make the distribution list.  If your patients aren’t on the M-page, it means they don’t have an active order for “AMS teach” which means they don’t count towards your census.  If patients are in the ICU and followed by the ICU resident, you should d/c the “AMS teach” order and change to “SAFA teach”  
· AHD (Academic Half Day): The resident holding the admit pager should keep the admit pager during AHD. All new admissions should be going directly to the AMS attending pager. Long call residents should not be getting paged during AHD. If they are paged during AHD, they are to page the attending admit pager at 201-0829 and have the attending return the page.  

Rounds:
· Team Rounds are with your designated attending at a time and location to be determined with them.  Usually these are held right after morning report at 10am. When residents present/discuss a problem they should use PDAB (Problem, Differential, Action plan, Back-up plan).
· Bedside Rounds: 
At least twice a week, plan bedside rounds so the whole team can see the patient and the patient can see the whole team.  
· The format should be that the intern or resident asks the patient privately if it would be acceptable to have the whole team visit (ideally this happens during their pre-rounds in the am), then they take the lead when the team first enters, then all team members introduce themselves quickly.  
· The presentation should be patient-centered (including them, looking at them and using terminology that they are likely to understand) and always include the plan for the day and a chance to ask questions.  This is also the time to review medications, DVT prophy, lines and foleys and to ask nursing for any additional issues.  
· One team member should be designated to go enter orders or bring the computer on wheels to input orders as needed to ensure that the work is getting done as you go.  
· Consider leaving backpacks/purses secured in locker while rounding.  These can be infection vectors and give an impression to patients that you are in a rush.
· Be proactive—offer to teach your team something; be prepared with your plan for the patients and questions and lead mini lectures (high yield 10 minutes) on rounds. Utilize and involve your med students!
· If you go to the common drive (I:), and look under _BGSMC Ward Team folder, you can find multiple articles on all the common topics. Check it out!

Conferences:
· Morning Report – 9:30-10 a.m. Monday and Wednesday and 9-10 on Thursday, Classroom C. Be on time and participate! This is only for Ward residents and students. Elective residents are not required to come.  
· One of the “long call” Residents is responsible for the case (will rotate between resident A & B).
· TWO days prior to your case presentation, you will need to meet with the chief to tell them what you would like to present.  The day before the case, you will meet with the chief to go over details of the case, how you plan to present it, and review your teaching points.
· Focus your case and teaching on the 3 things that you want people to learn, NOT a whole lecture on a topic.  
· You should know your case inside and out and be prepared to answer questions about it.  You should review several references when preparing your case—don’t just look at UpToDate!
· You should be prepared to discuss labs, show an EKG, show x-rays, etc.  Be creative!
· You can choose to have a powerpoint slide presentation with your teaching points.  This should include no more than 5 slides (one with your name, two to three with your teaching points, and one with your references, pic of family, etc.)  A tip:  save your powerpoint as MR or the date or the chief complaint, not as the final diagnosis, as you don’t want to accidentally “give away” the answer. E.g. Title your presentation “dyspnea” not “hepatopulmonary syndrome” so that the prior presenter doesn’t open up your slide show when they are done for all to see the “answer” to your case.
· Email a copy of your powerpoint from morning report to Connie for your portfolio.
· Noon Conference:  ONLY a few per month 12-1 pm on Wednesday in the amphitheater. 
· 2nd Wed of the month is Cardiology 
· 3rd Wednesday is Tumor board
· Only the NF team is exempt from attending.  

· Grand Rounds/ Journal Club – 8-9 a.m. Fridays, in the Amphitheater.  ALL MUST ATTEND and be on time.
· Academic ½ day (AHD): Tuesday 9:15-12:45
· Pages through webconnect will all be forwarded to attending from 9-12:45. 
· Residents round on all patients prior to conference, attending check-in “rounds” TBD by the team. 
· Discharges should be prepared the night before or am before conference. 
· During conference, the ward attendings will continue to care for the patients, see new patients, and make progress on whatever additional tasks are needed to provide safe patient care.  

Discharges:
· As the resident, you should focus on discharge planning (if you don’t, your list will be huge!).  You can help your intern out by calling social work, calling consultants about discharge or follow-up, making sure PT/OT have seen pt, writing Rx’s, etc. 
· Discharge summary: All discharges require a discharge summary, done by the resident.  Interns will begin to dictate around February but otherwise should not dictate unless you are unavailable.
· Should be completed the day before but if not, then you can type them as a progress note titled discharge summary. More info on this to come in the near future. 
· There are no stat dictation summaries UNLESS it is a heart failure patient. 
· Observation patients: Heart failure observation patients need to have a discharge summary and medication reconciliation. 
· When you dictate the d/c summary, your Lawson number is NO LONGER your dictation code, it is a new number that was assigned.  If you have forgotten it, contact medical records. Use the “discharge summary assistant M page” and see dictation card for details on what to include in your summary.
· Please forward all d/c summaries to your attending,. You are now able to sign it prior to forwarding but make sure that if you make modifications you save and close and then sign when you are in the main document.  
· If the resident has the day off or is in clinic, the co-resident on the team is responsible for the discharge summary dictation.  Dictating d/c summaries is primarily your responsibility.   
· When you leave the service at the end of the month or prior to starting NF, you must dictate interim discharge summaries on all patients that have been in the hospital for 5 days or more!  Be kind to your colleagues; no one wants to dictate on a patient that has been in the hospital for a month when they have only been under your care for 2 days.
· Please review your discharge summary before the patient leaves (especially medications and dosages) to verify correct transcription.  
· Depart process: The med list on the “DEPART” summary should match the d/c summary 100%, if they don’t then make a change before they leave.

Night Float/ Checkout:
· Check out
· All day teams will checkout to the NF team starting at 6 pm Monday-Saturday in West Tower 5 conference room.
· Check out sheets are on the Common Drive File titled “____Med Teach Check out Sheets.”  They are titled by color and Team A or B.  Make sure they adhere to the standardized form.  Do not personalize these sheets.
· Residents (those checking out and on call) should be present during all checkouts.
· Teams will start their week of NF beginning Sunday night at 4pm.
· The Saturday before they start NF (the “golden day”) the team will take NO ADMISSIONS that day (including Friday night holdovers).
· The focus will be on discharging patients and writing off-service notes for the remaining patients. 
· Once all patient care is wrapped up (including interim discharge summaries, off service notes, discharges, etc) then the entire team may leave. This can be at the earliest 11am. 
· You MUST checkout with your attending prior to leaving. 
· Saturday/Sunday: 
· OUTGOING NIGHT FLOAT TEAM:
· On Sunday morning, the outgoing NF team will round with a weekend attending from 6:45-7:45. 
· The outgoing NF team can finish writing daily progress notes on the patients they just acquired from incoming NF team + new admissions (not to total 2 more than the highest team census) and work on the plan until no later than 9:30am on Sunday. Any tasks or notes not completed by then will need to be done by the NF day resident.
· NF day resident: One night float resident will need to take Saturday night off (not counted against trotal days off) so that they can work Sunday all day from 7am until checkout at 4pm when the new night float team takes over. The responsibilities of this day resident include writing notes/orders not yet completed by outgoing night team and following up on patient care responsibilities. The day resident must keep in contact with the weekend attending for updates and before they checkout. If all patient care duties are wrapped up and the attending approves, the night float resident can leave earlier than 4pm and check out with the Sunday day call team rather than waiting for the incoming night float team. 
· INCOMING NIGHT FLOAT TEAM:
·  They will begin NF at 4 pm on Sunday and at 6pm Monday to Saturday. 
· The incoming Night Float team (Golden on Saturday) will hand off their entire list of patients to the outgoing Night Float team who will round on them prior to attending rounds on Sunday am.  In addition, the outgoing night float will take some of the new admissions from Saturday night so that their total team census (outgoing nightfloat + new admissions) is up to a total of 2 more than the highest team’s census that Sunday. 
· Patients arriving between 6am-7am should have holding orders as needed and a verbal check out given to the accepting senior resident that a new patient has arrived. Please eyeball the new patient and take care of any urgent issues. .  
· Between 6:45am and 7:00am, the night float interns should give a brief checkout to the day teams via telephone. The resident holding the admit pager should give a face-to-face checkout about new patients admitted overnight. 
· Rounds: occur from 7:00-7:45 with your attending. You MUST be out of the hospital by 8 am to meet the required 10 hrs off between shifts.
· As patients arrive, the NF resident will distribute new patients to the other teams based on census (and the appropriate order will be entered) during the night so the teams will have these patients on their list when they arrive the next day.
· Interns may admit a maximum of 5 patients each plus 2 in-house transfers (ICU or “bounces” from another team).  Senior residents may admit up to 10 patients (ICU or “bounces” from another team)  
· Once a total of 10 patients is reached for the night then the resident should not accept additional patients from Outreach and the AMS attending should be paged.  Each night, unless you are particularly busy, do walk rounds (usually by gravity) to visit all of the patients/nurses on the list to check if there are issues.  This will allow you to model interactions with the nursing staff for your interns, address issues early rather than waiting for a page in the middle of the night and make nurses and patients VERY happy.  If there is an issue or intervention then write a quick note in the computer (rather than typing it on the check out sheet).  
· The night float attending is your attending and available for questions throughout the night.  If you are uncertain about something, then we want to be called. 
· Cross cover pagers go from night float to the late day interns daily during morning sign out and are returned to NF team at the end of the day checkout. Cross cover pagers are not to leave the hospital.
Weekends:
· Short Call team: This team takes holdovers and admissions until 11am. Once done with patient care, they check out to the long call team only AFTER approval by the attending. Please make sure your check-out sheets are updated & accurate! 
· Long Call team: One resident makes the distribution list and holds the admit pager until the night float team arrives (6pm on Saturday, 4pm on Sunday). The long call team takes holdovers & admissions all day until the night float team arrives. They will also take cross cover from 11 am – 6pm Saturday and 11 am – 4pm Sunday.

Paging/Cell phones
· Regardless of the time you leave, pagers must be on and pages answered until 6:00pm (Mon-Fri) or 5 pm (Sat/Sun); the only exception is if it’s your day off or if you are post call from a night shift (then you can turn your pager off when you leave).  If you are sick or have another unplanned absence, please leave your pager on so that if someone inadvertently calls you then you can re-direct them. 
· Each month, our schedules are programmed into the web-based paging system WebconnectMD.  This is accessed through the intranet under the left options “On call schedules”, you then click “webconnect” and enter the team color/letter that needs to be paged.  The proper covering individual AND their back up info will appear.  ANY SCHEDULE changes have to be changed in the computer so that the right person will be paged
· If you keep getting a page from them inappropriately, look at the paging log (right upper corner) and click on the page to you and then click “log response” and indicate that you have replied.  If that doesn’t work, call the above number.
· If there are technical issues, call 602-499-3112.  If there is a scheduling mistake or update, notify Jane Sanborn during weekday hours, the Good Sam chief or after hours the chief sick call pager.
· Cross cover pages will begin to go to cross cover at 11am on the weekend (regardless of if you have checked out or not) but you need to leave your pager on in case a consultant or your AMS attending needs to talk to you about your plan for your patient.  If you will be out of paging territory (e.g. going out of town Saturday afternoon when you have Sunday off), then indicate how you can be reached (i.e. cell phone) in your daily note.
· Cell phones: Do not text patient identifiers (name, MR, etc). This is a HIPAA violation!, If you receive a text with a patient identifier then delete it immediately

Days off:  
· Everyone must take 4 days off during a 4 week month and 5 days off during a 5 week month. 
· Everyone on the team must take at least 1 of their days off for the month during the nightfloat week. The Friday night when the night float resident must take a day off so that they can work as the day resident on Saturday is NOT considered a day off. 
· A calendar will be issued at the beginning of the rotation with acceptable days off denoted.  This MUST be returned to the GS Admin Chief by NOON of Resident switch day.  
· “No-doc” days are days where our AMS service admits patients without insurance. These are typically very heavy admit days. “No-doc” days are from Tuesday 7pm until Wednesday at 7pm and Thursday 7pm until Friday at 7pm. 
· For night float teams: do not take Tuesday or Thursday nights off as these are no-doc nights.
· For day teams, try to avoid taking Wednesday and Friday off as these are no-doc days. 
· Clinic days: Your intern cannot take a day off when they are scheduled to have clinic. Their resident can not have this day off either. 
· Teams not taking “day call” during the weekend and not coming off NF should have 1 resident and 1 intern off on weekend days.  However, you will still be up to receive holdover patients from the NF teams.
· Days off that are NOT allowed:
· No day team resident or intern will be off on Tuesday. 
· No long call days off unless approved by chief or attending.  
· You will need to plan days off carefully since admissions are based on team census.  For instance, if your co-resident takes a day off during the week that both interns have clinic on, then you are doing admissions by yourself for both A and B sides, no mercy in admission order will be shown for poor planning.
· Residents will write notes and cover patients when their intern is off.
· Both senior residents on a call (i.e. Orange) team cannot take the same day off.
· ALL days off must be have final approval by the chief before being placed into Webconnect. 

Death Notes:
· AT BGSMC, when a patient dies, there is a new requirement for a specific note type to outline the cause of death.  So, if you write a death note as a ".Physician Progress Note", it's not good enough.
· They require a specific note type that shows up as follows under Reports and Docs: ".Prelim Cause of Death-Pronounce Note"
· To generate such a note:  
· Go to PowerNote and click +ADD.  
· Go to the catalog.  
· Near the bottom, there is a template called "Pronouncement & Prelim. Cause of Death".  SINGLE CLICK that.  
· On the top of the new box under "*Type" be sure to single click ".Prelim Cause of Death-Pronounce Note" .  
· Fill in the Title.  Adjust Time/Date as necessary.  
· Click OK.
· This will open up a power note template where you can fill in your final physical exam and record the time of death.  This note also needs to record the proximate cause of death and associated diagnoses (I.E: the diagnoses that go on the death certificate).

ICU potpourri: 
· CODES/RAPID RESPONSES The ICU resident goes to and runs the codes and rapid responses- the floor resident should only go to codes at night and offer to help. If there is a second code close to another, then the ward resident must respond.
· ICU Transfers
· ICU Patients who transfer out and were seen by the ICU residents must have a transfer summary and orders written by one of the residents. Let the Chief know if this becomes an issue. 
· If  ICU residents did not follow the patient there may not be a Transfer Summary written. In this case, call the ICU Fellow or Attending who last saw the pt with questions and things to follow up on.
· For patients coming out of the ICU, an accept note should be written.  This should include all of the info usually included in a daily progress note, but should also include a brief paragraph describing the presenting complaint and hospital course, list of consultants, list of procedures, med list, etc.
· Indications for ICU admit		
· Symptomatic Hypotensionunresolved by IVF and/or with evidence of underperfusion such as AMS, oliguria, mottled skin, elevated serum lactate or need for vasopressors
· Symptomatic Hypertension requiring antihypertensive infusions, arterial line BP monitoring, or frequent evaluations for symptoms (ie. neurochecks, chest pain assessments
· Symptomatic Arrythmiasunstable afib that is not easily converted, refractory VT, symptomatic bradycardia/heart block, frequent SVT requiring repeated medication administration
· Respiratory DistressRR>24 and/or SpO2<90 or SpO2 decreasing on face mask O2
· Need for intubation or invasive hemodynamic monitoringarterial line, PA catheterization
· Need for dopamine or dobutamine drip titration more than every four hours
· Need for RT treatment more than every 4 hoursRT can briefly do q2 hour assessment/treatment
· Need for full face mask BiPAPnasal CPAP/BiPAP can be done on the floor
· Need for nursing care more than every 4 hoursincludes vital sign monitoring, neuro checks, accuchecks, etc
· If the floor nursing staff feels uncomfortable with the disease process, stability, or other a	aspects regarding patient care
	*If in doubt, call the Rapid Response Team or page the Intensivist at 420-3649 
· If a nurse tells you that a patient is beyond their scope of caring for on the floor, they are.  
· Generally, AMS patients who are transferred to the ICU are transferred to the ICU residents/SAFA service.  However, depending on the severity of the illness and reason for transfer, the AMS attending, you and the SAFA attendings may decide that the patient is more appropriate to remain on AMS.  If the patient’s status changes then that decision and conversation can be reviewed.

Students: 
· In general, 3rd year students see patients in conjunction with an intern, while 4th year students act as sub-interns with their own patients and work directly with the resident. Fourth year students should stay overnight and follow the schedule of the team.  Students should follow no more than 3-5 patients at a time. If possible, the intern should let the student give the on-call intern “check-out” on the patients they are following.
· Notes/Orders: Students cannot write orders. The resident or intern must co-sign all notes written by the students.  The intern or resident must write an additional note on the student’s patients. 
· Days off: 3rd year students should NOT take any weekdays off (only weekends).  Students are only excused on weekdays for lectures, am report, & rounds.  They can get both weekend days off when there’s a “golden weekend,” meaning the team is not on long call.  Students get 4 days off during a 4 week block and 5 days off during a 5 week block. 
· Night float: U of A 3rd year students will take Monday and Tuesday nights off in order to attend their lectures and academic ½ day.
· Give your student regular informal feedback. You will also complete a formal evaluation with the attending at the end of the rotation.

General Responsibilities:
· Residents will be responsible for knowing and managing all the patients on both Intern A and Intern B’s lists.  Residents will “own” the entire team, not just their intern’s.  A lot of cooperation and team spirit will be needed to make this system work.
· Someone from the team should see a patient again in the afternoon to have the most updated clinical status, follow up on updates and place orders as needed. An addendum to the daily progress note should be made (including updates given to families) Any change in status or plan should be documented as an addendum to the daily progress note.  Residents and interns who are called to see a patient should always document in the EMR their findings and plan. 
· If you perform a rectal, breast, or cervical exam, you MUST have a chaperone (ask the patient’s nurse) and DOCUMENT that the chaperone (name, title) was present for the entire exam! 
· Residents are expected to see each patient as well as review the interns’ notes each day. Make sure the interns daily notes include medication lists (with day # of abx, what prns & how much was used over the last 24h, etc), DVT prophy (if non-pharmacologic, document WHY pharmacologic could not be used), code status (with name of MPOA and phone number), and disposition (you need to start discharge planning the moment the pt is admitted).  If the patient is complicated or there are elements not addressed in the intern’s note, the resident is expected to addend the intern note.  
· Interns need to see all patients prior to AM report.  Ideally notes would be written as well but notes should not be written at the sacrifice of seeing all the patients before AM report. Your intern is responsible for writing ALL of the notes, but you should try to help them by writing notes on patients without active issues, calling consults or attendings, etc.  Your goal is to ensure that you and your intern are able to attend morning report, so it helps if you do some of the work.
· Don’t forget to call all consultants yourself. Don’t just write an order!  Remember that consultant orders must include both a specialty and a name. If you are not sure whom to call, ask your team members or attending.
· You and your intern should be able to discuss patients anywhere and anytime without the computer (know the details and the lab trends, study results, interventions) this means having your own notes (whatever format works best for you).  
·  Follow up on studies that you order and review them personally (don’t just read reports)
·  Don’t be afraid to talk to people: visit radiology, go down to the lab, and call your consultants to discuss cases.
· One member of the entire team or at most one member from each side may leave at the earliest 4pm, except on long call days. This is a dynamic and fluid process. Discuss with your attending if someone will be going home early.
· Be available for your interns.  Remember what it was like to be where they are.  There are no stupid questions.  For the first few months, they may need you to accompany them on cross-cover calls.

Other:
· Supervision/Help
· AMS attendings are available at anytime day or night for questions that arise 
· From 6a-6p team attendings should be notified immediately with change in status (transfer to ICU/decompensation), deaths, AMA, procedures, unexpected outcome/events.
· Call your attending in the am (6am-9:30) prior to rounds about patients who are  “dire” (patients who you are concerned about), questions about “diagnosis” (patients who need to get a study or consult started early before waiting for rounds), and any discharges (so that they can get the d/c order prior to 10am) and to plan rounds. 
· 6p-10p the night float attending will check in with the team and is available for any questions.
· 10p-6a- call attending if patient wants to leave AMA, if you have a question about whether or not to accept an Outreach patient or if you have uncertainty and are planning to call a consultant in the middle of the night.
Radiology Orders:
· Always provide a “reason for procedure” – be specific with regard to sign/symptom/underlying disease, do NOT use “rule out or R/O.” 
· Do not use abbreviations (ie. PE – pleural effusion or pulmonary embolism?)
· Evaluations: 
· FEEDBACK Friday: Once per week, coordinate with your attending and opportunity to give formal feedback.  
· Evaluation Passports: These will be distributed by your attending and should be a format for documenting the feedback you receive, evaluations of your notes, direct observation, post hospital phone calls and reading logs.  At the end of the month, they must be turned into Jane Sanborn.
· Patient and nursing evaluations- this process will be reviewed separately as you are distributed the materials.
· Procedures
· Don’t forget to document “Time Out” on the appropriate forms prior to performing procedures.
· Document procedures in New Innovations. Do not provide patient identifiers. 
· Autopsies:
· If an autopsy is going to be done on a patient you took care of , you should write a note in the chart that you would like to be paged for the autopsy AND give the name, MR # and your name to Dr. McKellar.  When the autopsy report becomes available, he will give you a copy to review.


Please contact the chief if any issues arise during your month or if you have questions or concerns! 
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