VA ICU Rotation Guidelines
Revised 11/1/11
Structure and Call:

· ICU team is responsible for admitting, evaluating and treating all medical patients in MICU and SICU.

· VA ICU team is 4 residents per month. Residents should arrive early enough to have seen all their patients and have written their notes by the time rounds start at 9am.  Arrival time is no later than 7am. 

· Call is every fourth day for the resident.  Max shift is 28 hours in a row (arrive at 7am, leave no later than 11am; but goal is to be out by 10:30-10:45am). You WILL have to sign things out to your co-residents in order to meet this new ACGME requirement.
· Pre-call team is expected to stay to at least 2pm then check out with the call team.

Rounds: 

· Rounds with attending & fellow start around 9am.  Rounds on Saturday & Sunday are run by a pulmonologist/intensivist. 
· Formal didactic sessions such as lectures, journal review and questions, and internet based education, will take place each day as time permits. Residents, students, fellows and attendings will be involved in presentations and teaching.

· Dr. Singarajah is the primary responsible attending for medical patients in MICU & SICU.  

Admissions

· During the day, attending and fellow accept patients.  
· On call, residents MAY NOT refuse patients. If you believe the patient should not be admitted to ICU, call attending on call for ICU and he/she makes final call and will communicate final disposition with ED.  Do not argue with the LSU. 

· When the attending is not present, if there is a disagreement about an ICU transfer: the floor resident has the final say for transfer to the ICU. Similarly, the ICU resident has the final say when transferring a patient to the floor.

Days Off: 

· Post-Post day is a Day Off for the resident.  You are expected to use some of this time off reading/studying – be prepared to present a topic when you come back the next day. 
· Pre-call days are NO LONGER potential days off.  In other words, you are expected to come in on EVERY pre-call day, no matter how many patients there are.  If it’s a light day, then it’s a great opportunity for the fellow/attending to do some teaching.
Codes/Rapid Responses: 
· The ICU resident on call is responsible for responding to all codes 24/7.  During the day, the fellow will be present for support. The surgical resident/intern or floor resident can place your lines during a code if you need them to.
· Whoever runs the code (usually the ICU resident) is responsible for writing the code note.  Use the note/template titled “Code Arrest Summary.” 
· RN’s are NOT allowed to push anesthetic agents (propofol, etomidate, etc) or paralytics.  If you’re using these, then you (or another resident) must push them yourself.  It’s VA protocol, so don’t argue with the RN’s about it.
· Rapid response team consists of the floor resident and a floor intern.  ICU resident should be cognizant that rapid responses may turn into codes and they will need to be available for these situations.  The ICU resident should also go to rapid responses at nights and on the weekends to offer support. 
Managing Airways: 

· During the day the ICU fellow and attending will be your back up for intubations.
· At night, call the RTs for emergency intubations. You can ask them to let you try do the intubation yourself, but it is at their discretion - they have seniority for intubations.  In other words, at night the RT has the final call on who performs the intubation. The physician (resident, fellow, attending) has then final say about whether or not to intubate a patient & what drugs to use for sedation.
· If a RT or RN is disagreeing with you, don’t waste time arguing with them.  Call the fellow or attending right away to describe the situation & get their opinion (99.9% of the time they will agree with you).  This is per Dr. Singarajah’s instruction!

· The RT has the final say on who performs the intubation (resident or RT).  That being said, the RT’s have been instructed by Dr. Singarajah to always let you try if it’s not going to be an exceedingly difficult airway.  If it is, then you should probably be calling the fellow and/or attending to alert them anyway.
· For any patient deemed to be a difficult airway – eg > 300 lbs, OSA, fat, no neck, cannot open mouth etc, spinal injury, etc, call the fellow and attending ASAP. You will be taught how to anticipate a difficult airway early on the rotation.
· New ACLS guidelines state that use of bag-valve ventilation and/or LMA is acceptable if an ETT cannot be placed. So don’t feel that you have to place an ETT in all situations. It is better to do bag-valve ventilation than kill the patient with a screwed up intubation.
· You will not become airway competent – that takes years of experience and hundreds of intubations.
Conferences:

· Academic Half day: every Tuesday from 9:15am-12:45pm. The residents who have the day off are expected to go, as long as he/she still has 4 days off  total during a 4 week period or 5 days off total during a 5 week period. 

· The ICU resident ant the pulmonary fellow are responsible for going to all codes AND RAPID RESPONSES during academic half day. The ward resident will resume responsibility for the rapid responses once they return from academic half day. 

· Morning report: The ICU team will present at morning report (30 minutes) on the last Wednesday of the month. The presenters will be the pre-call & the on-call resident. All 4 residents should help prepare the case, even though only 2 will actually present it. 
Back up:

· First line of call is ICU fellow by day – there will be an ICU fellow assigned to the ICU who is present by day.  Different fellows take home call at night the rest of the month. The fellow by day will tell you which fellow is on call on any given night (or look it up in the telephone directory).
· GI and Cardiology fellows are next line for matters pertaining to their fields; they DO take call overnight and on weekends.

· ICU attending is finally responsible. 

· ICU attending does not have to be called for every admission, and neither does the ICU fellow who is on call at night. Use common sense – if the patient is in danger call for help ASAP and go up the food chain.  This is based on your comfort and experience level.  However, Dr. Singarajah does have a list of things he wants to be called for (which he will go over with you).
· The ICU nurses are an excellent source of information and can save your stress and the patient’s lives, so ask them what they think. 

· If you disagree with RN or RTs, call the fellow first, don’t blow off the RN as this will just aggravate them and make your subsequent life a pain.

· Most weekday nights, the ICU attending is Dr Singarajah (home phone, cell phone or pager are listed in ICU).

· ICU clinical pharmacists are available during most rounds and during regular work hours for all questions relating to drugs. They know more than you about medications, and 99% of the time, they are correct.
Transfer Summaries 

· A Transfer Summary/Note MUST be written for each transfer out of the ICU (separate from your daily progress note).  Use the “Patient Transfer Note” template under the new note section.
· The Summary MUST include:

1. Diagnoses

2. Procedures

3. Consults

4. Summary in paragraph form of ICU course, including any complications, as well as necessary follow up on active issues, cultures, biopsies, etc.

· PLEASE make sure your transfer orders are correct – this is your responsibility, not the floor team.
Death Notes / Discharge Summaries
· Death summaries must be dictated on any patient who dies while in the ICU.

· Discharge summaries must be dictated if a patient is discharged from the ICU or transferred to another hospital (done by whoever saw the patient that day).

Goals:

· At the end of month you will NOT be competent to manage airways, become ventilator experts, do all sorts of procedures and manage all ICU patients alone. This may happen but is not likely.

· You will, either by experience or didactic sessions, be able to deal with common medical emergencies.

· You will learn to manage complicated patients over their whole course.

· Learn issues pertaining to medical safety – ICU checklist is a good example of this.

· Learn who is appropriate for ICU, who is not and when to transfer patients out.

· Start to handle the issue of limited time and too much to do, by prioritizing, delegating and becoming efficient.

· Deal with inevitable uncertainty, lack of information, and differences in opinion amongst staff, services and the team. 

· Learn how to act safely and not become paralyzed by indecision.

· Learn about recent guidelines such as early goal-directed Rx, sepsis guidelines, DVT/PE, pneumonia, ACLS and Acute coronary syndrome, etc.
Expectations:

· Talk to all families/surrogates as soon as possible and maintain daily contact with them. This is a time consuming process but will save a lot of anguish later on for both you and them. Document all contacts with family’s and surrogates – a brief note is all that is required. This will minimize your exposure and the attendings from lawsuits.

· You are not expected to handle difficult ethical issues on your own, the ICU fellow and or attending are there to do this with you.

· Show up and be prepared to work hard.

· During rounds write orders as plans are made. Don’t wait until after rounds to write orders as this is less time-efficient.

· See all your patients and have written notes prior to rounds.
· Learn how to place invasive lines, and do procedures as they arise.

· Implement the attending and team’s plans from rounds by the next day – nothing is more irritating to find the next day that simple plans were not carried out. 
