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Structure and call:
1. VA ICU team is 4 residents per month
2. Call is every fourth day for the resident 
3. Post-Post call day off for the resident
4. Rounds with attendings start around 9-10 depending on if attendings have to cover the SICU as well as the MICU.

5. Team should arrive early enough to have seen all their patients and have written their notes by the time rounds start.  Arrival time is no later than 7am. 
6. Pre-call team is expected to stay to at least 2pm then check out with the call team.
7. Rounds will be work and teaching related.
8. 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.

9. Dr. Singarajah & Dr. Robbins are responsible attending for medical patients in MICU & SICU.  One of them will round with you Monday thru Friday.  
10. Rounds on Saturday & Sunday are run by a pulmonologist/intesivist.  It will vary during the course of the month.
Responsibilities:
1. ICU team is responsible for admitting, evaluating and treating all medical patients in MICU and SICU.
2. The ICU resident on call is responsible for responding to all codes 24/7.  
3. Rapid response team consists of the floor resident and one floor intern.  ICU resident should be cognizant that rapid responses may turn into codes and they will need to be available for these situations. 
4. Rapid response team night/weekends will be dealt with by the ICU resident and intern as well as the floor team on call.
5. You will be expected to give an hour-long case presentation during Morning Report towards the end of the month.  The chief resident will alert you to this date or see the Monthly Conference schedule. 
Back up:
1. First line of call is ICU fellow by day – there will be an ICU fellow assigned to the ICU who is present by day, and takes home call the rest of the month. The fellow by day will tell you which fellow is on call on any given night.
2. GI and Cardiology fellows are next line for matters pertaining to their fields; they DO take call overnight and on weekends.
3. ICU attending is finally responsible. 

4. 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.
5. 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. 

6. 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.

7. Most weekday nights the ICU attending is Dr Singarajah (home phone, cell phone or pager are listed in ICU).
8. Weekends are as based on schedule.

9. ICU clinical pharmacists – Chris Taylor is 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.
Goals:
1. At 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.

2. You will, either by experience or didactic sessions, be able to deal with common medical emergencies.
3. You will learn to manage complicated patients over their whole course.
4. Learn issues pertaining to medical safety – ICU checklist is a good example of this.

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

6. Start to handle the issue of limited time and too much to do, by prioritizing, delegating and becoming efficient.
7. Deal with inevitable uncertainty, lack of information, and differences in opinion amongst staff, services and the team. 

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

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

Expectations:
1. 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.

2. 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.

3. 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.

4. Show up and be prepared to work hard.
5. During rounds write orders as plans are made. Don’t wait until after rounds to write orders as this just wastes your time.

6. See all your patients and written notes prior to rounds.
7. Admissions

a. During the day, attending accepts patients.  

b. On call, residents MAY NOT refuse patients. If you believe patient should not be admitted to ICU, call attending on call for ICU and he/she makes final call and will communicate final dispo with ED.  Please don’t argue with ED!!!

8. Learn how to place invasive lines, and do procedures as they arise.
9. Implement the attending’s 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. 
10. At code arrests:
a. The RTs will manage the airway/supervise you at night/weekends.  During regular work hours, call the fellow or attending for all airway issues STAT.
b. The surgical resident/intern can place your lines during a code if you need them to.

c. The ICU fellow handles airway by day and if necessary procedures during a code.
d. You run the code with back up from the fellow if present – use your ACLS cards!
e. The floor team will be present at all codes, utilize their skills as well.

11. The person who ran the code must write a code note for every code.

12. A Transfer Summary MUST be written for each transfer out of the ICU. The Summary MUST include:

a. Diagnoses

b. Procedures

c. Consults

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

e. PLEASE make sure your transfer orders are correct – this is your responsibility, not the floor team.

13. See VA guidelines for specifics on bounce and transfer policy out of the unit. 
Managing airways:
1. By day the ICU fellow and attending will be your back up for elective and urgent intubations

2. By night, call the RTS for emergency intubations. 
3. By night, for elective intubations, call RTs, ICU fellow, or the attending, in that order.

4. 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.

5. You will be taught how to anticipate a difficult airway early on the rotation.

6. New ACLS guidelines state that use of bag-valve ventilation and/or LMA is acceptable if an ETT cannot be placed. In other words, 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.

7. You will not become airway competent – that takes years of experience and hundreds of intubations.

There may be an opportunity to go the OR once in the month on your golden day to do a few intubations in a calm setting. This cannot be guaranteed but is my goal. If you do go, this means showing up early in the OR – 6 am, working with the CRNA and/or anesthesiologist and doing some scut work to help them out.

