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Housestaff 2012-2013
	PGY1
	 PGY2
	PGY3

	Ali,  Tuba      
	AMER, Magda
	ASCOLI, Christian

	Caceres,  Jose
	ARGUELLO, Esther
	BAKIRKHANOVA, Kamila

	Chourasia,  Prabal     
	DAVILA, Myra
	BHANDARI, Dron

	Eshtehardi,  Parham  
	ENGSTROM, Khrystel
	BUSUOIC, Monica

	George,  Ancy     
	ESHAK, David
	CARTER, Mihaela

	Ghanim,  Hiba     
	GLIGICH, Oleg
	CASTELLANOS, Patricia

	Gupta,  Anupam     
	GELIEBTER, Ari
	CASTENADA, Omar

	Holzhauser,  Heddy  
	GORAYA, Harmeen
	DONOHOE, Kelsey

	Hulkower,  Raphael  
	GUPTA, Neha
	DUARA, Sushruta

	Kimmel,  Joseph     
	GUPTA, Rohit
	FERASTRAOARU, Denisa

	Kozicky,  Mark     
	HUSAIN, Syed
	FORDE, Sadee

	Ku,  Vivian     
	IRANPOUR BOROUJENI, Tannaz
	GALINDO, Radolfo

	Kushnir,  Alexander  
	KANAAN, Rana
	GEBREMEDIHN, Mussie

	Lam,  Heidix     
	KENNEDY, Robert
	GEMTESSA, Tilahun

	Lupercio Lopez, Florentino
	KHOSRAVIANI, Khashayar
	GOMEZ, Brunel

	Ma,  Marina     
	MIKABERIDZE, Nino
	JABUONSKI, Thiago

	Mankame,  Siddhi    
	MSAOUEL, Pavlos
	JAVED, Laila

	Medrano Corado,  Francisco     
	MUJTABA, Sobia
	JINJOLAVA, Nana

	Merzkani,  Massini     
	NANDIKOLLA, Amara
	JORGE CABRERA, Valerie

	Mikhail,  Fadi     
	RAMPUR, Lahari
	LIN, Joshua

	Mojadidi,  M. Khalid    
	RONDINEL ROBLES, Miguel
	MACS, Kaitlin

	Moon, Jeonghun 
	SALAMON, Jason
	MATELA, Ajsza

	Pottash, Michael 
	SALGADO NUNEZ del PRADO, Silvia
	MITTAL, Ashok

	Rancier Ruiz,  Ramiro
	SHENOY, Niraj
	PAMERLA, Mohan

	Reddy,  Vineet     
	THAKKAR, Jyotsana
	PAPAPDANTONAKIS, Nikolaos

	Rege,  Tanvi     
	UNAL, Ersin
	PARK, Su Bin

	Rohanizadegan, Mersedeh
	UNNIKRISHNAN, Madhu
	PHYU, Ei Ei

	Rotman,  Jessica     
	VELJI, Naheed
	SHARMA, Nirmal

	Sangnil,  Marline      
	WONG, William
	SOOD, Shallini (off cycle)

	Sarathy,  Harini     
	ZAMAN, Tarique
	TAN, Judy

	Selvaranjan,  David   
	
	

	Shrivastava,Makardhwaj  
	
	

	Taveras Alam, Sara 
	
	

	Tobon Ramos,  Jannet
	
	

	Va, Puthiery
	
	Chief Residents

	Williams,  Jennifer    
	
	Michael Bergman 

	Zambrano, Andrea
	
	Inessa Gendlina

	Zhang,  Lili     
	
	Aanchal Gupta

	
	
	Nidhish Tiwari

	


FACULTY


General Medicine

Stephan Kamholz

Angela Astuto

Bertrand Bell

Cynthia Chong

Susan Dresdner

Serban Fotino

Milford Fulop

Andrew Gutwein

Steven Hahn

Lori Lemberg

Mathew Love

Ingrid Nelson

Lakshmi Paruchuri

Lisa Rucker

Karen Shahan

Robert Sidlow

Elana Sydney

Kathleen Ward

Eleanor Weinstein

Caroline Mooney

Hospitalist

?
Colin Chafong

Rani Gundavarapu

Mimoza Meholli
Vishnu Oruganti

Scott McGarvey
Endocrinology

Ulrich Schubart

Nephrology
Anjali Acharya

Kisra Anis

Naheed Ansari

Belinda Jim
Zaher Hamadeh
Lawrence Ross

Bernard Weiner

Cardiology
Seth Sokol

Jay Meisner

Morris Stampfer

Robert Siegel

Mentors
The housestaff are each assigned a mentor that they can go to about educational goal setting, career planning, patient care and scholarship. This does not mean a resident can not approach other faculty as well to get insight and advice but at least everyone knows they have someone to go to. 

	Faculty Mentors
	Area
	PGY1p
	PGY1c

	deVos
	A/I 
	x
	x

	Hudes
	A/I
	x
	x

	Sokol
	Card
	x
	Eshtehardi, Kushnir

	Siegel
	Card
	x
	Caceres, Luperico Lopez

	Stampfer
	Card
	x
	Gupta A, Medrano Corado

	Meisner
	Card
	x
	Holzhauser, Zhang, Mojadidi

	Zolty
	Card
	x
	x

	Taub
	Card
	x
	x

	Morrow
	Card
	x
	x

	Krishnamurthy
	Derm
	x
	x

	Schubart
	Endo
	x
	Mankame

	Simon
	GI
	x
	x

	Reed 
	Hem/Onc 
	x
	Ku

	Goldman
	Hem/Onc
	x
	x

	Alexis
	Hem/Onc
	x
	Taveras Alam

	Strakhan
	Hem/Onc
	x
	x

	Elrafei
	Hem/Onc
	x
	Hulkower, Shrivastava

	ChaFong
	Hospitalist
	x
	x

	Gundavarapu
	Hospitalist
	x
	x

	Ludwig
	Hospitalist
	x
	George

	McGarvey
	Hospitalist
	x
	x

	Coyle
	ID
	x
	Tobon Ramos

	Currie
	ID
	x
	x

	Harris
	ID
	x
	x

	Leider
	ID
	x
	x

	Gutwein
	Internist
	Ghanim, Kimmel, Ma, Mikhail, Rotman, Sangnil, Selvaranjan, Zambrano
	x

	Sidlow
	Internist
	x
	Kozicky

	Dresdner
	Internist
	x
	x

	Love
	Primary Care
	x
	x

	Astuto
	Primary Care
	x
	x

	Sydney
	Primary Care
	x
	x

	Lemberg
	Primary Care
	x
	x

	Hahn
	Primary Care
	x
	Moon, Pottash, Va, Williams

	Weinstein
	Primary/Geri
	x
	x

	Chung
	Pulm/CC
	x
	Merzkani

	Maggiore
	Pulm/CC
	x
	Rege

	Tibb
	Pulm/CC
	x
	Reddy

	Shim
	Pulm 
	x
	x

	Acharya
	Renal
	x
	Ali, Chourasia

	Ansari
	Renal
	x
	Sarathy

	Jim
	Renal
	x
	Lam

	Hamadeh
	Renal
	x
	Rohanizadegan

	Barland
	Rheum
	x
	Rancier Ruiz

	Schwartzman
	Rheum
	x
	x


	Faculty Mentors
	Area
	PGY2
	PGY3

	deVos
	A/I 
	x
	Ferastraoaru D

	Hudes
	A/I
	x
	Jinjolava 

	Sokol
	Card
	Engstrom, Husain
	Bhandari

	Siegel
	Card
	Salamon
	Pamerla

	Stampfer
	Card
	Unnikrishnan, Khosraviani
	Gemtessa

	Meisner
	Card
	Zaman, Gupta N, Mikaberidze
	x

	Zolty
	Card
	x
	Busuioc

	Taub
	Card
	Mujtaba
	x

	Morrow
	Card
	x
	Mittal

	Krishnamurthy
	Derm
	x
	x

	Schubart
	Endo
	Salgado, Rampur
	Jorge Cabrera, Gomez, Galindo

	Simon
	GI
	Nandikolla
	Sood, Phyu

	Reed 
	Hem/Onc 
	Shenoy
	Papadantonakis

	Goldman
	Hem/Onc
	Unal, Velji
	x

	Alexis
	Hem/Onc
	x
	x

	Strakhan
	Hem/Onc
	Msaouel
	Bakirhan

	Elrafei
	Hem/Onc
	Gligich
	Castaneda

	ChaFong
	Hospitalist
	x
	Lin

	Gundavarapu
	Hospitalist
	x
	x

	Ludwig
	Hospitalist
	x
	x

	McGarvey
	Hospitalist
	Thakkar
	x

	Coyle
	ID
	Arguello
	x

	Currie
	ID
	x
	x

	Harris
	ID
	x
	Carter 

	Leider
	ID
	x
	x

	Gutwein
	Internist
	x
	x

	Sidlow
	Internist
	Geliebter
	Ascoli

	Love
	Primary Care
	x
	x

	Astuto
	Primary Care
	x
	Gebremedihn 

	Sydney
	Primary Care
	x
	Forde-Cuffie 

	Lemberg
	Primary Care
	x
	Castellanos

	Hahn
	Primary Care
	Kennedy
	Macs, Donohoe

	Weinstein
	Primary/Geri
	Davila
	x

	Chung
	Pulm/CC
	Gupta R, Amer
	Duara, Jabuonski, Park

	Maggiore
	Pulm/CC
	x
	Matela

	Tibb
	Pulm/CC
	Eshak, Wong
	Sharma

	Shim
	Pulm 
	Kanaan
	x

	Acharya
	Renal
	Rondinel Robles 
	Tan

	Ansari
	Renal
	Goraya
	x

	Jim
	Renal
	x
	Javed

	Hamadeh
	Renal
	x
	x

	Barland
	Rheum
	x
	x

	Schwartzman
	Rheum
	Iranpour
	x




	Medicine - 2012 Match List

	NAME
	SCHOOL
	Track

	Ali,  Tuba      
	Aga Khan Medical College, Pakistan
	CATEGORICAL

	Caceres,  Jose Diego
	Universidad Nacional Pedro Henriquez Urena (Unphu), Dominican Republic
	CATEGORICAL

	Chourasia,  Prabal     
	Government Medical College Nagpur, India
	CATEGORICAL

	Eshtehardi,  Parham     
	Islamic Azad University-Tehran Branch, Iran
	CATEGORICAL

	George,  Ancy     
	Lake Erie College of Osteopathic Medicine, PA
	CATEGORICAL

	Gupta,  Anupam     
	Ross University School of Medicine, Dominica
	CATEGORICAL

	Holzhauser,  Heddy     
	Medizinische Fakultaet 'Carl Gustav Carus', Germany
	CATEGORICAL

	Kozicky,  Mark     
	New York Medical College, NY
	CATEGORICAL

	Ku,  Vivian     
	UMDNJ-New Jersey Medical School, NJ
	CATEGORICAL

	Lam,  Heidix     
	Ross University School of Medicine, Dominica
	CATEGORICAL

	Lopez, Florentino Luperico
	Universidad de Guadalajara, Mexico
	CATEGORICAL

	Medrano Corado,  Francisco     
	Universidad de San Carlos, Gutemala
	CATEGORICAL

	Merzkani,  Massini     
	Universidad Nacional Autonoma de Honduras, Honduras
	CATEGORICAL

	Mojadidi,  Mohammad     
	Shifa College of Medicine, Pakistan
	CATEGORICAL

	Rancier Ruiz,  Ramiro     
	Universidad Iberoamericana Santo Domingo, Dominican Republic
	CATEGORICAL

	Reddy,  Vineet     
	Ross University School of Medicine, Dominica
	CATEGORICAL

	Rege,  Tanvi     
	Seth G.S. Medical College, india
	CATEGORICAL

	Rohanizadegan, Mersedeh
	Tehran University, Iran
	CATEGORICAL

	Sarathy,  Harini     
	Seth G.S. Medical College, India
	CATEGORICAL

	Shrivastava,  Makardhwaj     
	Seth G.S. Medical College, India
	CATEGORICAL

	Tavares Alam, Sara 
	Universidad Iberoamericana Santo Domingo, Dominican Republic
	CATEGORICAL

	Tobon Ramos,  Jannet Alejandra
	Universidad Pontificia Bolivariana, Colombia
	CATEGORICAL

	Zhang,  Lili     
	Peking University Health Science Center, China
	CATEGORICAL

	Hulkower,  Raphael     
	Albert Einstein College of Medicine, NY
	CATEGORICAL-SAB

	Kushnir,  Alexander     
	Columbia University College of Physicians and Surgeons, NY
	CATEGORICAL-SAB

	Mankame,  siddhi    
	Seth G.S. Medical College, India
	CATEGORICAL-WH

	Williams,  Jennifer    
	Universidad Autonoma de Guadalajara, Mexico
	CATEGORICAL-PC

	Moon, Jeonghun 
	Yonsei University, South Korea
	CATEGORICAL-PC

	Pottash, Michael 
	Technion Israel Institute of Technology, Israel
	CATEGORICAL-PC

	Va, Puthiery
	University of New England College of Osteopathic Medicine, ME
	CATEGORICAL-PC

	Ghanim,  Hiba     
	University of Baghdad, Iraq
	PRELIMINARY

	Kimmel,  Joseph     
	Albert Einstein College of Medicine, NY
	PRELIMINARY

	Ma,  Marina     
	Universitas Katolik Indonesia Atma Jaya, Indonesia
	PRELIMINARY

	Mikhail,  Fadi     
	University of Cairo, Egypt
	PRELIMINARY

	Rotman,  Jessica     
	Sackler School of Medicine, Israel
	PRELIMINARY

	Sangnil,  Marline      
	St. George's University, Grenada
	PRELIMINARY

	Selvaranjan,  David     
	Ross University School of Medicine, Dominica
	PRELIMINARY

	Zambrano, Andrea
	Universidad Central de Venezuela--Jose Maria Vargas, Venezuela
	PRELIMINARY


6 Core Competencies

[image: image1.png]I. 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. Residents are expected to:
Communicate effectively and demonstrate caring and respectful behaviors when interacting with patients and their families
Gather essential and accurate information about their patients
Make informed decisions about diagnostic and therapeutic interventions on the basis of patient information and preferences, up-to-date
scientific evidence, and clinical judgment
Develop and carry out patient management plans
Counsel and educate patients and their families
Use information technology to support patient care decisions and patient education
Perform competently all medical and invasive procedures considered essential for the area of practice
Provide health care services aimed at preventing health problems or maintaining health
Work with health care professionals, including those from other disciplines, to provide patient-focused care
1. Medical knowledge
Residents must demonstrate knowledge about established and evolving biomedical, clinical, and cognate (e.g., epidemiologic and social—
behavioral) sciences and the application of this knowledge to patient care. Residents are expected to:
Demonstrate an investigatory and analytic thinking approach to clinical situations
Know and apply the basic and clinically supportive sciences that are appropriate to their discipline
Il Practice-based learning and improvement
Residents must be able to investigate and evaluate their patient care practices, appraise and assimilate scientific evidence, and improve
their patient care practices. Residents are expected to:
Analyze practice experience and perform practice-based improvement activities using a systematic methodology
Locate, appraise, and assimilate evidence from scientific studies related to their patients' health problems
Obtain and use information about their own population of patients and the larger population from which their patients are drawn
Apply knowledge of study designs and statistical methods to the appraisal of clinical studies and other information on diagnostic and
therapeutic effectiveness
Use information technology to manage information, access online medical information, and support their own education
Facilitate the learning of students and other health care professionals
IV. Interpersonal and communication skills
Residents must be able to demonstrate interpersonal and communication skills that result in effective information exchange and teaming
with patients, their patients’ families, and professional associates. Residents are expected to:
Create and sustain a therapeutic and ethically sound relationship with patients
Use effective listening skills and elicit and provide information using effective nonverbal, explanatory, questioning, and writing skills
Work effectively with others as a member or leader of a health care team or other professional group
V. Professionalism
Residents must demonstrate a commitment to carrying out professional responsibilities, adhering to ethical principles, and being sensitive
to a diverse patient population. Residents are expected to demonstrate:
Respect, compassion, and integrity; a responsiveness to the needs of patients and society that supersedes self-interest; accountability to
patients, society, and the profession; and a commitment to excellence and on-going professional development
A commitment to ethical principles pertaining to provision or withholding of clinical care, confidentiality of patient information, informed
consent, and business practices
Sensitivity and responsiveness to patients' culture, age, sex, and disabilities
VI Systems-based practice
Residents must demonstrate an awareness of and responsiveness to the larger context and system of health care and the ability to effec-
tively call on system resources to provide care that is of optimal value. Residents are expected to:
Understand how their patient care and other professional practices affect other health care professionals, the health care organization,
and the larger society and how these elements of the system affect their own practice
Know how types of medical practice and delivery systems differ from one another, including methods of controlling health care costs and
allocating resources
Practice cost-effective health care and resource allocation that does not compromise quality of care
Advocate for quality patient care and assist patients in dealing with system complexities
Know how to partner with health care managers and health care providers to assess, coordinate, and improve health care and know how
these activities can affect system performance




Resident Selection, Evaluation, Promotion, Dismissal and Leave Policies
Criteria for Resident Selection

1. USMLE/COMLEX scores for both steps 1, 2CK, 2CS 

2. Strong motivation and commitment to Medicine as evidenced by background education, personal statement, research and letters of recommendation

3. Personality traits such as emotional maturity, warmth and compassion

4. Strong interpersonal and communications skills and organizational skills
5. Research in Medicine
Process of Resident Selection

Each year we receive around 5,000 applications for our 3 year Categorical and 1 year Preliminary positions. All applications are personally screened by the Program leadership and about 500 are invited for a personal interview. They are interviewed and graded by attendings from all sections of the Department of Medicine. Prior to finalizing a rank list the program directorship meets to discuss the candidates and then the final list is submitted for the match.

CCC/PLC Evaluation of Housestaff
The housestaff should know that for promotion, dismissal and may other housestaff issues, the Program Director gets input from several groups of people. The Clinical Competency Committee (CCC) is a group of at least 15 faculty from the Department of Medicine which meets three times (October, early January, early March) a year to review the housestaff. This committee advises the PD. No decision is ever made by the program director without impressive amounts of input. Also, the the Program Leadership Committee (PLC) meets weekly and includes the chair/vice chairs/ program director/ associate program directors/ chief residents/ PGY3 future chief residents. Housestaff are reviewed and discussed PRN at this meeting.

Criteria for Promotion in the Program

Residents need to have fulfilled all goals and objectives for their PGY which are listed in the Internal Medicine Housestaff Curriculum. 

They must also have: 

1. Acceptable standard of clinical competence as judged by the faculty

2. Consistent evidence of hard work and dedication to patient care

3. Evidence of eagerness and motivation to learn and documented progression in clinical competence during the year

4. Good professional conduct and ethical behavior

5. Capacity to work as a team member

6. Regular participation in all educational conferences and punctuality

7. Active participation in scholarly activities and conferences

8. Documented acceptable performance in all six core competencies
9. Met every milestone for the end of that PGY.
Process of Promotion

In general, promotion to the next year of training is formal and will proceed assuming that the resident performs satisfactorily according to the above criteria as judged by the Clinical Competence Committee and the Program Leadership. Minor deficiencies of the residents will be periodically reviewed by the faculty and major deficiencies identified will be communicated to the resident by the Program Director.  Collaborative recommendations will be made for correcting the deficiencies. Such recommendations will include written documentation signed by the housestaff member for their file. In case of persistent serious performance deficiencies in one or more areas, the program director will decide whether the resident will be held back in the same year and not be promoted, have their year extended or dismissed from the program.

Criteria for Dismissal from the Program

Any of the reasons listed below:

1. Consistent unacceptable performance in patient care or clinical incompetence

2. Indifference, lack of motivation to learn and improve
3. Professional misconduct or unethical behavior

4. Personality traits that seriously interfere with the resident’s effective functioning

5. Poor performance in clinical rotations 

6. Poor participation in scholarly activities

7. Poor or disorganized documentation, failure to comply with medical record keeping

8. Persistent inability to satisfy the goals and objectives for their PGY 
9. Not having met key milestones
Process of Dismissal

Major conduct or performance deficiencies are causes for immediate dismissal from the program. The Program Director may decide instead not to renew the resident’s contract for the following year because of unsatisfactory performance based on above criteria. The decision to terminate or not to renew the contract will be conveyed to the resident by the Program Director and a formal letter of dismissal or  non-renewal will be given to the housestaff member.  

Taking Leave From the Program

Housestaff may request to take leave from the program. This must be done in writing to the Program Director. The residents training will be prolonged by the same amount of time as the leave taken and the resident is then considered off-cycle. This is true regardless of the reason for leave including childbirth. This policy is in compliance with the RRC which require 36 months of training with at most 3 months for vacation during that time. 

Responsibility and Supervision of Housestaff

The ultimate responsibility for patient care at Jacobi Medical Center rests with the attending physician of record responsible for the patients’ care. On the medical service at Jacobi Medical Center there is a system of graduated responsibility among the house staff. All patients cared for will be assigned to a PGY1, who will be directly supervised by either a PGY2 or PGY3.  All of the house officers are supervised by the attending physician of record with or without a fellow.  

On the following services a fellow in the designated subspecialty will assist in supervising  junior housestaff in the care of the patients: Oncology Floor, ICU, CCU.

The same policies apply when the house staff rotate at the Jack D. Weiler Hospital of the Albert Einstein College of Medicine.

Interns (On Floors and Units)
· are responsible for the day to day care of the patient and insure that all necessary tests and orders are completed

· should communicate with the resident about every aspect of the patients care

· should perform procedures under the direct supervision of previously credentialed housestaff

· admits patients with the resident and together they formulate a differential diagnosis and treatment plan which is then discussed with the patient’s attending

· are also responsible for teaching students how to care for patients and how to apply basic science to clinical situations

Residents (Team or Unit Leaders)

· are responsible for the direct supervision of the interns in all aspects of patient care

· are responsible for teaching patient management skills, formulating differential diagnoses and providing references to the interns on up-to-date medical information

· are responsible for teaching procedural skills to Interns and other residents who lack the skill and directly supervise them as they learn

· interact with all attendings on all patients, at the time of their admission and throughout their hospital stay

· call upon the fellow or attending if there is any change in the patient’s condition or if a diagnostic or therapeutic dilemma arise

· are responsible for the care provided by his/her interns to their patients

Attendings

They admit patients throughout the hospital and are ultimately responsible for their patient’s care, whether that be on the floors or units. They generally do not write orders, but instead communicate with the house staff on a daily basis to provide insight into the patient’s disease and discuss treatment options. They educate the house staff and supply articles and reference material on up-to-date medical information as it applies to their patients.  They, or their designee (a fellow or covering attending) are always available to discuss problems or care issues.  Fellows work in conjunction with an attending in the Internal Medicine subspecialty areas. Sub-specialty attendings in the units conduct daily teaching rounds and going over each case in detail to insure proper care is being provided.  They are available should any problems arise in the units. Emergency Department (ED) attendings are fully responsible for patient care and the ultimate disposition of all patients. ED attendings can admit patients to any service as they see fit. They are responsible for teaching the Internal Medicine house staff that rotate through the ED, ED skills as well as ED medical approach to patients.
SMR Backup Guidelines

The medicine SMR off-hours attending backup progression:

#1
Night ICU attending, subspecialty fellows

In the uncommon absence of a Night ICU attending:

#1
Team attendings/subspecialty fellows & attendings – Management issues
#2
Consult attending - Consultation issues

#3
Chief residents - Management, operations, triage issues
#4
Pulmonary/Cardiology fellow & on service attendings - Triage to ICU/CCU

#5
Senior departmental attendings - DISASTERS:  Stephan Kamholz, Cynthia Chong, Robert Sidlow, Andrew Gutwein, Susan Dresdner, Allison Ludwig, Ulricht Schubart
Non-Teaching Patients

There are no non-teaching patients at Jacobi Medical Center.

When residents rotate at the Jack D. Weiler Hospital of the Albert Einstein College of Medicine they have no responsibility for non-teaching patients. The only time residents will interact with non-teaching patients is as members of the Cardiac Arrest Team.  

Admissions Caps and Limits per the IM RRC
· A PGY1 must not be assigned more than 5 new patients per admitting day; an additional 2 patients may be assigned if they are in-house transfers from the medical services. This includes night medicine admissions which are considered transfers. (we now only allow interns on floors to get 4 new admissions + 2 transfers)
· A PGY1 must not be assigned more than 8 new patients in a 48-hour period.

· A PGY1 must not be responsible for the ongoing care of more than 10 patients.

· When a resident is supervising more than one PGY1, the supervising resident must not be responsible for the supervision or admission of more than 10 new patients and 4 transfer patients per admitting day or more than 16 new patients in a 48-hour period.

· When a resident is supervising only one PGY1, the supervising resident must not be responsible for the ongoing care of more than 14 patients total.

· When supervising more than one PGY1, the supervising resident must not be responsible for the ongoing care of more than 20 patients.

Moonlighting

· Absolutely no one has the privilege to do any moonlighting without getting permission first from the Program Director.

 

· Moonlighting is only for PGY2/3 residents with a license.

 

· Those that are given the privilege to moonlight still need to email the Program Director at least a few days before they plan to do a moonlighting shift to get clearance to sign up for that shift.

· Moonlighting hours must be counted toward the total work hours reported to the NYC Health and Hospitals Corporation, New York State Department of Health and the ACGME when residents are surveyed. Moonlighting is prohibited if it will make the residents work hours exceed 80 hours/week, prevent the eight to ten hour time off between shifts, prevent a continuous 24 hours off /week or exceed 24 consecutive hours working followed by a three hour sign out period. 

Work Hours

The following policy is in compliance with the ACGME work hour regulations and the NY State 405 Regulations:

· Averaged over a four-week period, the scheduled workweek for Internal Medicine Residents is limited to 80 hours per week. Hour limitations do not apply to out-of-the-hospital back up call duty. However, a return to the hospital for clinical activity does count in the 80-hour workweek total.

· Assigned work periods must not exceed 16 hours for a PGY1 and 24 hours for PGY2/3. A 3-hour transition period, post-call, is permitted after a 24 hour call for the purpose of the transfer of information and responsibilities regarding patient care. During this transition period, no new clinical assignments are permitted. This 3-hour transition period counts as part of the overall 80-hour workweek; it does not count as part of the 24-hour call period.
· All moonlighting activity is counted as part of the working hour limitations. Interns may not moonlight. Residents may with permission and monitoring from the PD.
· There should be 10 hours but at least must be 8 hours off following each shift. 
· There must be one full 24-hour period off from all clinical responsibilities each week. This is an average. You may sometimes have only 5-6 days work in between days off and you may have 7-8 days of work in between days off. 
· If you stay late due to an acute patient care situation (patient crashing) please notify the chiefs so that you can come in later the next morning so as to be compliant with the 8 hour minimum between shifts.
1) The Office of Professional Services Administration mandates scheduled 405 monitoring. The Internal Audits Department of the NBHN will survey the Internal Medicine department quarterly.
2)  The Internal Medicine Department will in-service residents to their responsibilities under the

405 regulations. This instruction will be accomplished through distribution of the policies and procedures in this manual and at departmental meetings or staff conferences.

3)  Division Directors will be informed regularly of 405 regulation updates at Faculty Meetings. 

    All divisions and clinical sites must:

1) Ensure that Internal Medicine Residents are following the work hours policies.

2) Ensure that the appropriate transfer of patient information between shifts occurs. 

3) Inform all staff of the penalties to the institution for violations of the regulations.

4) Utilize additional staff to help manage the workload.

5) The Department of Internal Medicine will advise the NBHN Administration when ancillary support services (e.g.: patient escort and transportation services, phlebotomy, respiratory therapy and I.V. nurse) are not meeting the needs of the service or interrupting Internal Medicine Residents’ direct medical care activities.

6) The Department of Internal Medicine will submit a corrective plan of action if a service is not in compliance with 405 Regulations.

Resident Responsibilities
1) Internal Medicine Residents are not permitted to come into the hospital voluntarily for rounds on their days off.

2) Internal Medicine Residents are required to complete and return work hours survey forms and booklets at varying intervals.

3) Post-call Internal Medicine Residents must observe all work hour rules.

4) Internal Medicine Chief Residents and Attendings will monitor the level of fatigue of the residents working under his/her supervision and arrange for the replacement (relief) of any resident who is suffering severe fatigue that impedes their function.
5) Residents will not re-arrange the on-call schedule without the authorization from the Chief Residents, who must ensure that the workweek and off-call period limits are honored.

Order Writing

Orders on patients on the medical service will be written by the house officers responsible for the care of these patients. Consultants and attending physicians will communicate their recommendations to the house staff responsible for the care of patients. Ordinarily, neither consultants nor attending physicians will write orders for patients. In situations where patient care would suffer, consultants or attendings are permitted to write orders. If they do so, they are obligated to page the house officer caring for the patient and inform them immediately of the orders they have written and the clinical situation.   

This policy also applies at the Jack D. Weiler Hospital of the Albert Einstein College of Medicine.  

Rotations

Floor Rotations:

The care of hospitalized patients provides the opportunity of residents to learn diagnostic and management skills in a condensed and efficient manner.  This venue has had a century-long tradition and has been a keystone of residency training. Our 6 floor teams are now set up in a geographic distribution. 

There will be 2 teams on 5A, 2 on 5D, 2 on 6A. Onc will have the 12 beds on 3B. Pulm patients are non-geographic though we try to get them to 4A. The 4A beds including the 4 MSOU beds will be covered by whichever team from gen med is assigned that person (non-geographic). ACS patients will be followed by the ACS team wherever they are (non-geographic).  1A (admitted ED patients without a bed assignment yet) patients will have to be assigned to a team and the bedboard will try to move them upstairs to that teams’ floor.

5A Team 1    White

6A Team 1    Orange

5D Team 1    Green

5A Team 2    Purple

6A Team 2    Blue

5D Team 2    Yellow

 

Floor Night Medicine interns - 1 will cover 6A and ACS, 1 will cover 5A and Pulm, 1 will cover 5D and onc (3B). The 4A patients including the 4 MSOU patients are covered by the night medicine intern covering the team they are on.


The unique opportunities afforded by an in-patient ward experience are:

1. The ability to see, evaluate, and participate in the management of a large number of acutely ill patients in a concentrated period of time.  

2. The opportunity to develop and refine history and physical examination skills by exposure to a large number of patients with positive findings.

3. The opportunity to develop experience in the appropriate use of diagnostic testing with an understanding of how the results of testing are incorporated into a continually developing plan of management.  Ideally, the resident learns to make an initial assessment of a seriously ill patient, develop a diagnostic and therapeutic plan, implement this plan, and monitor its success or failure.

4. The opportunity to work intensively as a team with other health care personnel, including nurses, social workers, care managers, pharmacists, clerks, PCAs, physical therapists, dieticians, and other physicians practicing in specialties outside of medicine.

5. The opportunity to work with patients who are dying.  Most deaths in the United States occur in hospitals.  It is here that the resident will gain most of their appreciation of the importance of end of life decisions, family issues which need to be addressed, and medical ethics.  The resident will also learn about the need to request autopsies, and the importance of the autopsy as a quality assurance and education tool.

The educational activities of the ward rotations occur as follows:

1. Resident Morning Intake Rounds 7-7:30am:  Morning intake rounds are an opportunity for the chief medical residents to rapidly review and discuss the events of the preceding night.  This includes a quick identification of issues for further discussion; management problems that need to be addressed and an identification of problems in delivery of care during the night.  

Intern Morning Intake Rounds 7-7:30am: Interns sign out the occurrences and admissions from the night before.

2. Morning Work-Rounds 7:30-8:30am:  including the resident, interns, sub-interns, and medical clerks.  The newest and sickest patients are chosen. Teaching should occur at the bedside, in brief episodes of discussion that are focused on specific questions raised by a particular patient.  It may raise questions that merit more intensive discussion at attending rounds or that requires a query of the medical literature for more intensive information and guidance.

3. Morning Report 8:30am-9:15am:  Resident morning report is 4 days a week and allows the supervising residents to discuss a limited number of cases in great detail with master clinicians. Intern morning report occurs on Thursdays and more bread and butter medicine cases are selected. These are taught by the Chief Residents. There are also occasional Board Review is a session to learn from boards style questions through electronic audience response system interaction.
4. Attending Rounds 9:15-11:45am: Attending rounds are the most important singly educational event of the day.  The attending physician conducts attending rounds 6 days/week for a period of approximately 2.5 hours.  These rounds should provide an opportunity for the house officer to learn to present cases in a clear, organized, logical and complete fashion and to discuss intelligently the diagnostic evaluation and therapeutic plan for the patient.  The discussion should allow all present (medical students through supervising resident and attending physician) to express their thoughts about a case, and to contribute to the discussion.  The focus should move from the specifics of a particular case to a discussion of the particular case in its relations to the “norm”.  Reference to the medical literature should be a constant part of these discussions, and the attending rounds forum should provide education on how the medical literature should be used to inform clinical care.  Most of attending rounds should be case-based, although on occasions formal didactic presentations of specific topics are appropriate. Housestaff are required to speak there minds, ask questions and be involved.
5. Multidisciplinary Rounds 10:30-11:30am (20 minutes per team): The Nursing Care Manager, Social Worker, Head Nurse, Attending, PGY1/2/3 residents, and students meet to discuss the needs of the patients in order to provide them with a safe discharge. This is a clear example of learning Systems Based Practice in a patient-centered environment.  

6. Noon Conferences/Grand Rounds/Chief of Service/Journal Club 12:30-1:30pm:  The noon conferences and Grand Rounds are designed to provide a forum for the presentation of didactic material on topics in internal medicine.  Chief of Service is a mega-morning report for everyone to attend and partake in learning through cases. Journal club is an experience in Evidence Based-Medicine with Dr. Sidlow. There are also occasional Board Review is a session to learn from boards style questions through electronic audience response system interaction.
7. Clinic 1:15-5pm:  All residents go to clinic once a week on the floors. Interns hand over your beeper to the resident when leaving and find them to reclaim it when coming back.
8. Sign-out 5pm:  Interns review their sign out with their resident so that it is clear what the important issues to be signed out to do overnight are. Then the intern pages the on-call intern to meet and sign out face to face. Senior residents should find the on-call senior resident to talk about specific difficult patients and situations that may come up overnight.  

Specialty Floor Rotations:

In addition to the 6 general medical in-patient teams at Jacobi hospital, some of the in-patient rotations provide special exposure to particular patient populations.  These special populations include:

1. AIDS Care Service (ACS) Team (Jacobi Hospital):  This floor month includes taking care of patients with HIV disease.  It is staffed by the full-time faculty HIV specialists. While on the ACS team the resident in conjunction with the attending should take the team on a light day to the lab. The resident should call 3x5949 and ask for Mena or Fran or Mary.  The best time is Tues/Wed/Thurs between 11am - 2 pm. 
2. Oncology Team (Jacobi Hospital):  This floor month includes taking care of patients with oncology problems.  The attendings are always from the full-time oncology faculty and they and the Oncology fellow accompany the residents on rounds.
3. Pulmonary Team (Jacobi Hospital):  This floor month includes patients admitted to the hospital primarily for pulmonary problems.  The team always has an attending from the Pulmonary medicine faculty and the pulmonary fellows participate in rounds on a daily basis.

Critical Care Rotations:

The critical care rotations at Weiler and at Jacobi include both CCU and ICU experience.  In each case the general structure of the day is similar to that of all other in-patient rotations on the service.  In some cases, morning work-rounds and attending rounds are combined as the attending physician conducts detailed bedside rounds on all patients in the unit.  Each of the individual units has a particular type of patient that it sees and the experience at each unit complements the others. The individual rotations include:

1. Jacobi CCU:  The Jacobi CCU is directed by a member full-time faculty for whom this is a primary responsibility.  A full-time Cardiology attending is always assigned as the attending of the month on this unit and makes daily rounds with the staff.  A cardiology fellow is also assigned full-time to this unit and assists in the cardiology care of these patients.  This unit accepts patients with acute cardiac problems.  If these patients are transferred from another service or from a medical ward team, the CCU team assumes responsible for their care while they are in the CCU.  Jacobi CCU interns work q3 8am-10pm without overnight call, with the 4th intern on as Night Unit Intern (10pm-11am) for the week. All 4 are expected to be at daily morning rounds. Jacobi CCU residents do q3 8:30am-10pm. Night Unit Resident is from 10pm-11am for 6 nights (can leave earlier on the Saturday morning to stay within the 80 hour rule).
2. Weiler CCU:  The Weiler CCU is directed by a member full-time faculty for whom this is a primary responsibility.  A full-time cardiology attending is always assigned as the attending of the month on this unit and makes daily rounds with the staff.  A cardiology fellow is also assigned full-time to this unit and assists in the care of these patients.  This unit accepts patients with acute cardiac problems.  If these patients are transferred from another service or from a medical floor team, the CCU team assumes responsible for their care while they are in the CCU.  Weiler CCU interns work 8am-6:30pm 6 days a week without call. Weiler CCU residents work 8:30am-9:30pm 6 days a week and the night medicine unit resident is on from 9pm-10:30am 6 nights a week (leaves by 9:30am Saturday morning). 

3. Jacobi ICU:  The Jacobi ICU is directed by a full-time faculty member from the Division of Pulmonary/Critical Care Medicine for whom this responsibility is a major part of their clinical effort.  The unit always has a critical care attending assigned as the attending of the month.  A fellow in critical care is also assigned to the unit in all months except July.  The unit accepts patients from the Emergency Department and other floors of the hospital.  During their stay in the ICU, patients transferred from other floors are cared for by the ICU team and not by the transferring team.  Jacobi ICU interns work on call q3 8am-10pm, with the 4th intern on unit nights (10pm-11am) for the week. All 4 are expected to be at daily rounds. The residents are on q3 as well from 8am-10pm and there is a PGY3 unit chief overnight.
Interns that are on Jacobi units do go to clinic once every two weeks. The housestaff on Weiler units do not go to clinic. The day off in the unit will now start to be put into amion so it is crystal clear.
Notes in the Units: interns should write a comprehensive note and be prepared to present the case to the Attending on rounds. Residents, under a separate note (not an addendum), write a 1 page note stating the facts of the case and more importantly state what their impression is and why and what the plan of care should be. The residents should start learning how to write meaningful and concise notes. This would apply to transfers from the floor to the ICU also, not just ED, Psych, Rehab, or Surgical patients. 

Whenever a patient is being transferred out of the MICU / CCU, the MICU / CCU team MUST contact verbally the SMR and floor team (including NM if overnight) who will be taking care of the patient, on the moment when the patient is physically leaving the unit. We have had past issues where a patient was transferred out of the unit, with the orders from the MICU, but no floor team was properly assigned to the patient and the patient remained without being seen by a physician for almost 60 hours. The floor nurses continued to follow the orders from the MICU, including the diet, medications, etc. as they had orders in the system, they continued to carry the orders, and no doctor had to be bothered, as the patient never complained.

The MICU and CCU day residents must sign out to the night team if there are any patients waiting to be transferred out, as well if they have verbally contacted a floor team about the patient. MICU and CCU Residents and Unit Chiefs shall not assume that "someone on the floor" may know that the patient is leaving the unit. You must confirm with the SMR, day team, night medicine crew that they are aware that the patient is leaving the unit.

Whenever a patient is moved physically from a unit or floor to a different unit or floor, every single order must be reviewed and renewed by the responsible team after the transfer, before the nurses follow these orders, to make sure that the orders can be followed appropriately

(e.g.: Ativan 4 mg IVP q4h prn agitation or Fosphenytoin 100 mg IVP q8h won't be performed on the floors). Once you renew the orders, they will change in Quadramed to being under your name, proving that you had reviewed them.

Any patient being missed during transfers and not being assigned a team and not being assessed appropriately, is considered a ‘Near Miss’ and we want to avoid it becoming a ‘Sentinel Event’ (feel free to google this term). It will not be only the SMR's fault, but also the units’ day and night team.

Emergency Medicine

Residents rotate through the Emergency Department at Jacobi usually during their PGY 2. The resident is the first physician to evaluate patients coming into the Emergency Department.  It is the resident’s responsibility to provide an initial history, physical examinations and preliminary diagnostic plan.  The resident is supervised by a PGY3 from Emergency Medicine and both are directly supervised by an attending physician from the Department of Emergency Medicine who will evaluate them at the end of the rotation.  
Residents are free from clinical responsibility every Wednesday morning and are encouraged to attend the emergency medicine conferences which are held in the fourth floor conference room.  These are the conferences that have a steady curriculum as laid out by the 2007 model of clinical practice for Emergency Medicine.  There are two additional conferences each week which are attended if schedules allow.  Tuesday mornings at 9:30am there is a 45 minute didactic teaching session with simulation for physicians working in the ED at that time and Friday at 8am there is a conference for residents as they either start or end a shift.  

DeafTalk is a machine available in the ED and can be moved to most units to communicate with patients who are deaf. 

Sub-Specialty Electives
Medical sub-specialty experience is essential to Internal Medicine training.  Clinical electives are offered in Infectious Diseases, Hematology, Gastroenterology, Nephrology, Endocrinology, Allergy, Cardiology, Dermatology, Rheumatology, Pulmonary, Anesthesiology, Radiology, Pain&Palliative Care, Parasitololgy, and Neurology.  
Although the structure of each sub-specialty rotation differs in detail, all of the rotations include an exposure to both in-patient and outpatient medicine.  The in-patient experience includes predominantly in-patient consultations on the medical and non-medical services at Jacobi Medical Center.  The amount of outpatient experience varies according to the specialty and involves participation in the outpatient clinical activities at Jacobi. In every venue (inpatient or outpatient) for all of the sub-specialties, the resident should see patients primarily, and be supervised by a fellow and attending physician in the specialty.  The resident is expected to gain a depth of experience and knowledge in the sub-specialty while on the rotation, and to also gain expertise in the role of consultant to other services and physicians (both in Internal Medicine and Non-Internal Medicine). 
A set of curricular goals and objectives is available in the residency curriculum for each elective rotation.  The resident is expected to attend and participate in all sub-specialty conferences while on a sub-specialty rotation.  These conferences should afford the resident an opportunity to learn in depth about specific problems and issues in the specialty and also should provide an opportunity to understand the extent and nature of the on-going scientific research in the sub-specialty.   

Selection of electives, here or away, is subject to approval of the Program Director. Submit your request to Laura Scully in the Department of Medicine at least 3 months ahead of the elective.  Away electives are available at Montefiore-Weiler and Montefiore-Moses. Your outpatient duties at Jacobi continue while on elective. Electives at hospitals outside of these three (and technically the other HHC hospitals) are not allowed.
Houesestaff can expect about 1+ month elective in PGY1, about 2+ months is PGY2, and 3+ months in PGY3. We are shooting for >= 6 months of elective over the 3 years but there is no hard and fast rule.  

Ambulatory Block

Please give out your card to each patient in the ambulatory practice when you introduce yourself. This really help with continuity and gives the patient something to remember your name more easily.

Ambulatory block is designed to provide the resident with an intensive and well-structured exposure to the practice of Internal Medicine in the ambulatory setting.  The blocks are structured to provide both increased experience in delivery of ambulatory care and to provide opportunities for formal instruction in specific aspects of Internal Medicine training that are most easily and effectively taught in a structured and organized “mini-course” during the ambulatory block rotations.  The curriculum is on the Jacobi website.
Intern ambulatory block:  Interns now have one whole month ambulatory block rotation. 
Resident Ambulatory Block: The resident ambulatory blocks comprise 2 months in each of the last 2 years of residency training.  These blocks are split to include one block in each 6 months of the training period.  In contrast to the intern blocks, there is more time spent on clinical care and somewhat less time in the classroom.  

Resident Outpatient Continuity Practice

The resident has an outpatient continuity practice assignment once weekly for the duration of the residency training program.  These sessions are located on the fourth floor of the Ambulatory Care Pavilion. The amount of time in this clinic is increased beyond one session/week during ambulatory block rotations, when the resident will see patients in their continuity practice almost every day.  Continuity practice sessions are decreased during selected rotations in which the amount of time required for the rotation does not permit ambulatory care.  During Jacobi  ICU and CCU rotations interns go to clinic (not residents), but only once in two weeks.  During the night medicine, ED and Weiler CCU rotations there is no continuity clinic.
Residents are expected to develop a panel of patients that they have seen in their continuity practice and for whom they constitute a continuity primary care provider.  These patients will include new patients who they have seen primarily in the outpatient setting as well as patients whom they have cared for on the inpatient service and then provide follow-up care as outpatients.  The resident is scheduled to see increasing numbers of patients/session as their experience grows.  Each session of the practice is supervised by the team “D.T.” or “Designated Teacher” who reviews cases with the residents and develops with them a plan of care.  All cases seen by interns are presented directly to the D.T. for formal full review.  During the PGY-2 and 3 years, as house officers becomes more experienced and the D.T. is comfortable with their skills, the nature and extent of the concurrent review of each case may change. 

The number of patients assigned for a housestaff member to see differs by PGY and by time of year (these numbers were just changed to start July 1, 2010): 

            
July-Dec
Jan-June

PGY-1    
     3                      4

PGY-2    
     5                      6

PGY-3    
     6                      7
Each resident is assigned a day of the week to be their continuity clinic day (though this day may fluctuate while on electives and ambulatory month [ironically]). This is being done so that there will be better continuity between patients, residents and attendings. When you find out your assigned day please always remember to come that day either in the morning or afternoon depending on the rotation (example: floors – always afternoon). Each housestaff is assigned a main DT to try to present their cases to as often as possible. 
Medicine Consult Service

All senior residents rotate on the general medical consultation service at Jacobi for 1 to 2 weeks.  The consultation service rotation has a specific attending physician assigned to make formal rounds on that service on a daily basis.  The consultation service should provide experience in the management of medical problems encountered by patients cared for by other services, particularly surgeons.  The rotation is focused on the inpatient setting where housestaff see patients who are in need of medical consultation prior to surgical procedures. A separate attending is assigned to provide supervision and direction of this outpatient consultation service. The PGY3s on SMR/consult rotation will have one week at a time to be on the consult service so as to increase continuity.
Float Rotations
A variety of float rotations are scheduled.  The rotations include intern and resident night medicine and resident day float at Jacobi.  The resident on night medicine has the opportunity to do inpatient admissions and confront acute clinical problems on the floors each night and to make decision about care.  This nighttime responsibility is an important part of the educational experience of the house officer, and is important for their development as Internists.  At Jacobi, the in-house attending physician (ICU attending) is available to review and discuss each case with the house officer if necessary.  The resident comes at 8pm and stays for intake rounds the next morning from 7-7:30am and morning report from 8:30-9:15am and can then go home. Interns cover the inpatients and are called by the nurses for acute care issues and they also do up to 3 admissions per night. They come at 9pm and stay for intake 7-7:30am, morning report 8:30-9:15am and presenting the 3 new admissions to the day team at attending rounds from 9:15-10:30am. Day float works 7am-5pm Sunday through Friday and does up to 5 admissions (and 2 transfers) as assigned by the SMR (can be extended to more admissions in unusually heavy circumstances). Part of their function helps protect the day teams during rounds from being paged out of them for a new admission. Day float rounds daily with the Program Director or Chief Resident who hears cases presented to both teach and evaluate the resident. If there is an acutely ill patient and the day float needs help they call the consult hospitalist (if consult is an outpatient doc that month they call the CR) for help. 
The ICU Night Attending (405 attending)
The “405 attending” is an attending physician in-house at Jacobi after regular hours.  They provide an immediate in-house resource for the review of clinical problems and for decision making at the attending level.  The 405 attending will see, examine, and formulate with the house officers a plan of care for all patients admitted to the ICU at Jacobi after hours.  This is documented in an admission note written by that attending.  The 405 attending will review all emergency medical consultations during the night with the resident who performed the consultation.  The attending is also available to the house officers whenever necessary for the review of problems with patients on the general medical floors and other units.  They will assist the resident in whatever way is necessary to deal with problems during the nights. The resident at Jacobi is never without attending support and back up.  

Abbreviations

Prohibited abbreviations (this comes from the JCAHO (“the Joint Commission”) and we continue to be at risk of citation):
Do not use                                          use
IU                                                       
international units
MS04                                                 
morphine sulfate 
MgSO4                                              
magnesium sulfate 
MS                                                     
morphine sulfate 
QD or q.d.                                          
daily 
QOD or q.o.d.                                    
every other day 
U or u                                                 
units
 1.0         



do not use terminal zeroes 
.5                                                        
do use a zero before decimal points 
A.S, A.D. AU                                    
write: left ear, right ear or both ears 
Ug                                                      
mcg 
TIW                                                   
three times a week 
SS                                                     
sliding scale 
IN                                                       
intranasal 
Research Requirement
All categorical housestaff should do at least one research project during their 3 years. This can be as simple as a case report or the QI project during the intern ambulatory month. There is a separate research file that will be emailed out to everyone so that you know which faculty at Jacobi/ Montefiore/ Einstein are interested in working with our housestaff. 
Interpretative Skills
Interpretative skill competency is required in the reading of electrocardiograms. There will be many noon conferences with senior Cardiologists (Dr. Meisner and Dr. Cohen) to help the housestaff learn the nuances of reading EKGs. Housestaff should also learn how to interpret chest x-rays, spirometry, peripheral blood smears, gram stain of sputum, microscopic examination of urine, and KOH and wet prep of vaginal discharge. 

Educational Opportunities
Residents have the opportunity to gain exposure to Allergy/Immunology, Psychiatry, Dermatology, Ophthalmology, Gynecology, ENT, Orthopedics, Palliative Medicine, Sleep Medicine (via away elective to Montefiore), and Rehab Medicine during clinic month or electives. Geriatrics training is a required experience built into the ambulatory curriculum during either PGY2 or 3.
Discharge Summary Policy

Complete discharge summaries right as you are about to discharge the patient. Give the nurse the DC summary to give to the patient.  

Regarding pertinent lab/EKG/X-ray results:  Pertinent findings only (negative and positive). Try to avoid saying "Neurology consultant recommended a CT scan.  CT scan was done.  It showed a large intraventricular hemorrhage".  Instead say "CT showed a large intraventricular hemorrhage".

Summarized Hospital Course by Problem:  Be as concise as possible. The purpose of the summary is to allow the next physician who cares for the patient to easily and quickly have an overview of this hospital stay.   It is not necessary to include specific ventilator settings or day to day variation in Hgb levels, etc.  This is not the place to justify treatment; that should have been done in the progress notes.  It is not necessary to explain why studies were ordered, just give results.

Condition on Discharge: Good, Fair, Serious, Critical or Undetermined. (Most patients will be discharged in good or fair condition. Other conditions may be appropriate when patients are transferred to other health care facilities or are in a terminal condition.)

Discharge Medications/Discharge instructions:  Must include – activity, diet, any specific instructions regarding wound care, other treatments, problems for which patient should notify physician, Follow-up plans - include all scheduled appointments, physician referrals and outpatient treatment plans; must include primary care follow-up for every patient.
Discharges

Housestaff now have a form to use to tell the clerk what ambulatory internal medicine follow up is needed to be scheduled for patients they are going to discharge. This will then be given to the clerk and they will make the appointments for the patient. Subspecialty clinic appointments are done through the fellows in that particular specialty. 
Medicine Appointment - Inpatient clerical/PCA staff will make the appointment when they are available.  During off hours and/or weekends when clerical staff is not available, provider will call 5700 for appointment request.

 

Medical Specialty Appointment requests go to the Call Center after housestaff have gotten approval for overbook from the fellow.  
 

Then the Call Center will make the appointment, if there is availability, if not, they will email the Managers requesting the appointment, which would need to be overbooked. Managers email the call center with the appointment.

 

The Call Center will page provider to inform them of the appointment so they can in turn document in the patient's chart.  If the patient is still in house, the provider will inform the patient of the appointment.  If the patient has been discharged, the call center will contact the patient with the appointment.  
Procedural Skills

Below are the ABIM and RRC minimal procedure requirements. You will not be allowed to sit for the boards after your three years here if you have not documented in MyEvaluations that you can perform those listed below that are required:
	Know, Understand, and Explain
	 

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

	
	
	
	
	
	 

	
	
	
	
	
	Perform
Safely and
Competently

	Abdominal paracentesis
	X
	X
	X
	X
	 

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

	Arterial line placement
	X
	N/A
	X
	X
	 

	Arthrocentesis
	X
	X
	X
	X
	 

	Central venous line placement
	X
	N/A
	N/A
	X
	 

	Drawing venous blood
	X
	X
	X
	N/A
	X

	Drawing arterial blood
	X
	X
	X
	X
	X

	Incision and drainage of an abscess
	X
	X
	X
	X
	 

	Lumbar puncture
	X
	X
	X
	X
	 

	Nasogastric intubation
	X
	X
	X
	X
	 

	Pap smear and endocervical culture
	X
	X
	X
	X
	X

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

	Pulmonary artery catheter placement
	X
	N/A
	X
	X
	 

	Thoracentesis
	X
	X
	X
	X
	 


It is important that residents become skilled in the performance of medical procedures and understand the indications, contraindications, complications, sterile technique, specimen handling, interpretation of results and informed consent.  There must also be understanding of the cost of performance as well as the underlying ethical issues such as relevance to the underlying medical state of the patient and the need to educate the patient regarding potential gain versus detriment and ultimately, respect and support for the patient’s decisions.

Below is the new list of procedures that we require at Jacobi Medical Center (and # to do to be certified).

By the end of PGY1  (including preliminary interns – except the pap)
Arterial Puncture (3)

Peripheral IV Line Placement (3)

Nasogastric Intubation (3)

Pelvic Examination/Pap (3)

Venipuncture (3)

By the end of PGY2 (if possible)
Paracentesis (3)

Central Catheter Placement – Femoral (5)

Central Catheter Placement – Internal Jugular (5)

Lumbar Puncture (5)

A resident can not perform a procedure independently until the required number of procedures for certification are logged in MyEvaluations. We are training residents in our new simulation center to do IJ/SC central lines on patient simulators on the 2nd floor of Building 4 (nurses residence). Housestaff do this course during their orientation week and can not practice on a patient without this course.
Absences

If you are sick and can not come in to work, you must inform the chief resident and your senior resident/fellow that morning. Please check to see if you are in clinic and notify the chief resident. If you don't show up for a call, fail to notify the chief resident that you will not be present, or fail to answer the sick call beeper if you are on sick call, you can be assigned extra calls and possibly suffer academic remediation or probation for lack of professionalism and endangering patient care.  

Sick Call Policy

If you are currently too sick to perform your assigned duties, call the administrative Chief immediately. If the person calling in sick is a floor or unit intern, the rest of the team picks up the slack and no one will be called in to fill in during the day. 
Every time that you call in sick you will be assigned extra days on the sick call schedule during the next month when you would be on that schedule.
The point system for the coverage works as follows:
- for every 7 days that you are scheduled for Sick Call #1, you get 1 point
- for every 14 days that you are scheduled for Sick Call #2, you get 1 point
- each time you call in sick during the following rotations, you will lose the following assigned points.

NF (PGY1 or PGY2, including units) = 1
Floor On-call =1
WCCU (24 hs) =1.5 
MAR (12hs) = 2
SMR (24hs) = 2 

Each time you get pull in to cover for some one during the above rotations, you will accumulate equal amount of assigned points (on top of the scheduled sick call points), and if appropriate, based on the Article VII, Section 4(d) of the Collective Bargaining Agreement between CIR-SEIU and NYC HHC, you are eligible for compensation.

If you cover “on-call” duty for a colleague who is on (a) sick leave (at least 2 consecutive days), (b)disability (including maternity leave), or (c)bereavement leave, you may be eligible for compensation at the following rates:
Effective  5/8/07

Night float, ER shifts and regular week night rate  = $418
Weekend/holiday rate = $558
Short calls (not overnight)  = $210 
You are eligible for compensation if the following three conditions are met: 
1.  You were not originally scheduled for the shift you covered. 
2.  The resident for whom you covered was absent at least two consecutive days, including the shift you covered. 
3.  Both you and the individual for whom you are covering must be on the NYC Health and Hospitals Corporation (HHC) payroll. 

Scamming the system in order to take advantage of the above policy (e.g.: calling in sick when a friend is on sick call, so you can split the money), would be considered professional misconduct or unethical behavior and be enough ground for dismissal from the residency program.

The total amount of points that each of you accumulate is calculated as followed: Total = (Total points from 2010 -2011) + (# SC1 / 7) + (# SC2 / 14) + (Total Pulled in points) - (Total Called in sick points).
The more points you accumulate, the less coverage that you will get assigned on the next months.

It is completely at the discretion of the Program Director to ask you to repeat a rotation or to extend the length of your training based on numbers days that you called in sick in order to obtain full academic credit for the year.

If you filled in on-call when someone was sick in a situation where you should receive extra pay, please fill the payment form (obtainable from Ms. Laura Scully’s office) and have the administrative Chief sign it. Then submit it to Ms. Scully along with the print-out of the call schedule showing whom you covered. 
Swaps

If you know you need to be out for any reason you must arrange coverage on your own. Changes made to the master schedule must be made more than three months in advance so that the clinic schedule will not be affected. All switches must be approved by the Chief Residents. You must e-mail the chiefs with the request and CC: the resident who is agreeable to the switch. Call swaps are prohibited during floor months and ICU months.  You are allowed to exchange a night medicine shift or ED shift since these will not interfere with the continuity of patient care. The post-swap schedule must still comply with work-hour regulations.

Lectures and Conferences

Noon Conferences, Journal Club, Chief of Service Rounds and Grand Rounds are 12:30-1:30pm Monday through Friday. Please be on time, attendance will be taken. All housestaff must be present for these lectures and conferences (except on night medicine and vacation). You are expected to go to the Jacobi website to view the powerpoint presentation and listen to the audio recording of the lectures and conferences that you miss. 
Attendance is now be taken Monday/Wednesday/Thursday/Friday (Grand Rounds attendance is taken by Penny for Dr. Kamholz and the Department separately).

Expectation for physical presence at the conferences: 


Interns 50%, Residents 60% show rate


PGY1 - floors, specialty floors (about 5.5 months)


PGY2 - floors, specialty floors, DF (about 3 months)


PGY3 - floors, specialty floors, JCCU (about 3 months)

[also you should come on electives, ambulatory and during consult week but it is not counted officially on this list]

Notes and EMR Inbox
Cutting and pasting or copying of notes in the EMR is not allowed and is considered unprofessional. Notes that are copied and not updated appropriately will have to be re-written. Notes need to be updated every day, especially the physical exam and plan. MS4 subinterns can write notes in the EMR, but MS3 medical students are not allowed. 

Please remember for inpatient and outpatient notes, in the assessment/plan section, for each problem on the list write what you are doing and why.
Please check the EMR inbox or review queue on a daily basis as this is where important information regarding lab and other tests you have ordered on your patients returns. Please contact patients directly if there is a problem with their results that necessitates a return to the clinic or ED.

Board Review Course 
Policy for use of elective time to take an external Board Review Course: 

· Only for PGY 3’s (for rare exceptions meet with the Program Director)
· Only during time on vacation, elective or as designated by the Chief Residents in May/June
· Up to 5 weekdays of non-vacation time can be used 

· It is the responsibility of the house officer to arrange satisfactory coverage for all back up and calls or as designated by the Chief Residents
· The resident must tell the Chief Residents 3 months in advance so it will not interfere with the clinic schedule
· Residents must submit their receipt for the course to the Chief Residents.
· All final arrangements, once made by a Chief Resident, have to be reviewed by the Program Director
Based upon feedback it is suggested not to use the imed course in Manhattan. The courses thought to be fabulous are Awesome Review course and Unique Review course.
Travel to Academic Events and Meetings 

Housestaff may only go to an Academic Event or Meeting if they are the one who will be presenting a poster, abstract or oral presentation. This must be done with advanced planning through the chief residents in order to avoid problems with continuity scheduling in clinic. All plans are subject to the approval of Program Director.

 

Electives – Clinical or Research
Away electives can be done only at Montefiore-Moses/ Montefiore-Weiler (and occasionally the other HHC hospitals). Jacobi also offers many local electives: Cardiology, Nephrology, ID, GI, Pulmonary, Hematology, Oncology, Rheumatology, Allergy/Immunology, Pain & Palliative Care, Radiology, Anesthesiology, Parasitology.
USMLE/COMLEX 3

Anyone who has not taken or is not registered to sit for the USMLE/COMLEX 3 is strongly advised to do so during internship year. Of note, the test, while “easy” in that 95% of first time test takers pass, is not solely Internal Medicine. Therefore it gets “harder” the further one is from the Ob/GYN, Peds, Surgery, and other rotations done in medical school. You will not be happy (and neither will the PD) if you wait until PGY2/3 to take it and have to be studying for Step 3 and for the ABIM Boards at the same time. Step 3 is a requirement for licensure.

Prescriptions

From the pharmacy: Housestaff must not remove prescriptions forms/paper from the clinical units. All prescriptions must be printed on the clinical units, not from call rooms or work rooms. Only the clinical unit printers are formatted to print them out correctly.  If a printer malfunctions, notify nursing and use another floor printer. 

All prescriptions by non-licensed housestaff must have an attending name, license number and NPI stamped on them and the attending signature. Do not put an attending name and license on the script unless you have first talked to the attending and they have agreed.
Suggestions, Issues and Complaints
Since many housestaff would not feel comfortable bringing suggestions, issues and complaints to the Program director directly, there are several mechanisms in place to facilitate this process. We now have a link to an anonymous email on our website that can be sent to the program director or chairman. These will be reviewed during the monthly Program QI Housestaff meetings. Each resident is also assigned a mentor that they can go to and discuss their suggestions, issues and complaints (as well as career guidance etc.). Lastly, there is at lease one class representative chosen per PGY so that any one can go to that resident and tell them what they want to bring up and that person can bring up the issue for the other resident anonymously and privately with the Program Director, or publicly at the Program QI Housestaff meetings.

The current class representatives are (Sept 2011 through Aug 2012):

· William Wong

· Christian Ascoli
· Michael Bergman
We will vote for new class representatives in August, 2012.
For issues to be reported to the administration there is now a link where housestaff can submit any issues that they have with their on-call rooms, blood drawing, IV insertion or patient transport.  There is also a training video on the site explaining how to use it.  Below is a snap link to the "For Our Doctors" page on the NBHN intranet. The first link under “Residency” is how to submit an issue.  http://www.nbhn.net/For_our_doctors/default.asp
Useful Websites

See the different parts of the curriculum for more information.

IMG website: http://www.ecfmg.org/acculturation/?????.html
Links to ECG practice site: 

http://ecg.bidmc.harvard.edu/maven/mavenmain.asp , http://www.monroecc.edu/depts/pstc/backup/prandekg.htm ,

http://www.ecglibrary.com/
AECOM online library – click on link through NBHN intranet to use the medical schools resources. This includes full text articles, pubmed, etc.
http://eradiology.bidmc.harvard.edu/ - teaches primary care radiology in a step by step approach

www.acponline.org – For ACP members and limited access to non-members.  Contains useful information for residents and Internists alike. Look for PIER as a resource for reference.  Links to Annals of Internal Medicine.
www.medscape.com – Free site with online texts and medical news
Up To Date is available through the NBHN and AECOM intranet as well
https://newyork.fhsc.com/ - Issues regarding Medicaid that you may need to look up
Study Guides and References

You should all consider the MKSAP (or Medstudy or similar products from other companies) as key reading for the three years of residency and it is well worth your money to invest in one. Do not try to read a textbook in order to gain a base of medical knowledge. Use textbooks and Up To Date as references. The Jacobi residency website also has many key articles.
· Book: Learning Clinical Reasoning by Kassirer – Great book to step through cases with the authors and see how senior internists think through a case. 

· Book: Evidence-Based Physical Diagnosis: Expert Consult Third Edition – Great book about what the evidence base really shows about the utility of different physical exam maneuvers. 

Dress Code

Men must wear a button-down shirt and pants every day. Women similarly must wear professional attire. You can wear scrubs only on night medicine, ED shifts and when on call in the units. Scrubs are never to be worn to clinic. Jeans, open toe shoes, bare belly buttons are all unacceptable. Dress like a professional!
HIPAA

While it has always been important to protect a patients’ confidential medical information, HIPAA regulations have now brought this topic to the forefront.  It behooves us all to be careful when speaking in public areas (not a closed door conference room) such as an elevator.  We should all be careful not to leave sheets of paper (labs or otherwise) with patient information lying around where other patients or doctors can see them.  Put simply, consider carefully what you say and do, and where you say and do it.

Autopsies and Death Certificates
Death certificates are incredibly important and timely. They need to be done rapidly so that burial can be set up without postponement. As part of the educational process, it is important that autopsies be obtained and performed whenever possible though.  There is much we can learn from an autopsy about disease processes and missed diagnoses. 
Autopsy Protocol

Upon the death of a patient, the following steps must be taken: The intern must call the resident, who calls the medical examiner to discuss the case. If the medical examiner turns down the case for autopsy the resident then notifies the family and asks permission for an autopsy. Consent for autopsy can only be given by the legal next of kin, which is as follows in order:

1. spouse

2. father or mother (or legal guardian)

3. son or daughter of legal age

4. brother or sister of legal age

5. uncle or aunt

6. cousin

Special Situations

- Separated, not legally divorced – the surviving spouse is the legal next of kin
- Common law marriage – no legal basis

- In case of no living relatives – consent by a friend should have concurrence by the

administrator of the hospital

- In case of no living relatives and the body is not claimed for 48 hours – autopsy consent
should be referred to the administrator

- When several persons have equal rights - Obtain consent of all or as many as possible,
or Obtain a statement “other relatives of the same degree of kinship to the deceased do not object to this procedure”

Special consent (written out specifically) is required for an autopsy to be done on the following: brain, extremities, artificial grafts, shunts or other devices (even for culture).
Medical residents cannot sign the death certificate in the event of an autopsy. They will be signed by the pathologist and only then can the body be released from the hospital. 
Email/Beeper/Cell Phone
You must check your email daily. There is often important information disseminated by email by the chief residents, program directorship, residency administrator etc.  You will be held responsible if things are not done that were sent by email.

Housestaff should be available by their beepers from at least 8am-5pm Monday through Friday and longer hours than that depending on rotation. If you are going somewhere where the beeper does not work you need to be available by cell phone. Those on sick call outside of the hospital must have a means of being reached.

Housestaff Evaluation
The specific manner in which the 6 core competencies are evaluated for each house officer during each specific rotation are listed in the curriculum (separate document). 
These are now being graded: 
1 – Fail (below acceptable in this area)

2 – Marginal (minimal/borderline in this area)

 



3 – Pass (acceptable in this area)

 



4 – Pass (excellent in this area)

 



5 – Pass (outstanding in this area).

The housestaff also meet with the Program Director in the middle of the year for formative feedback and at the end of the year for summative feedback. The In-Training examination of Medical Knowledge is given to categorical housestaff in October. Your notes will also be reviewed with each mini-CEX and have a chart evaluation filled out on MyEvaluations. You will be directly observed by the faculty 5 times a year for PGY1 and twice a year for PGY2/3 and have a mini-CEX (mini-Clinical Evaluation eXercise) filled out on MyEvaluations. Half of these will be on the inpatient side (usually while on General Medical floors but possibly also on day float, specialty floors or consults) and half will be on the outpatient side (usually on ambulatory month but occasionally while on elective). Also, at the end of the Jacobi floor month the multidisciplinary team nursing care manager and social worker will evaluate you on professionalism, communication skills and systems based practice. During the ambulatory block there will also be evaluation by patient simulation and patient feedback. Weiler evaluations are done through New Innovations not MyEvaluations and the Program Director will review your evaluations from that site with you at your bi-annual meeting with him.
Housestaff also evaluate their faculty member on the team at then end of the rotation through MyEvaluations. Housestaff evaluate the program overall in December with an internal evaluation done through SurveyMonkey and by way of the ACGME yearly survey which we get in March/April time every year. Housestaff are also welcome to put in anonymous tips through the website to the CR, PD, Chairman, or Clinic Directors if they need to give timely feedback.
Consent

Must be obtained from a patient with capacity or the Health Care Proxy, for central IV access (TLC, PICC lines), IV contrast dye, other invasive procedures (usually done by the physician performing these), and transfusion of blood products.  If you know a patient will be requiring blood over night or on the weekend call the Blood Bank and confirm they have a valid Type and Cross and obtain consent before you leave for the day.  If you know that a patient will be getting a CT scan with contrast that night, obtain consent before you leave that day.
Phlebotomy/IVs/Transportation
Housestaff can order phlebotomy for the 5:45am, 12:45pm and 5:45pm draws. Between these and overnight the housestaff should ask the PCA (Patient Care Associate) on that floor to do the phlebotomy. This is their job not yours. Housestaff should only be doing phlebotomy when the phlebotomy tech or floor PCA can not get blood from the patient or in a stat situation. 

IVs are now done by the nurses. When a floor nurse can not get an IV started after attempting to do so, they are supposed to call the Interventional Radiology department and ask the nurse there to come try as they are the IV backup team. If they are not available the floor head nurse is to be told and that nurse becomes the second line attempt. Only if both of these layers of nurses can not get an IV in should the housestaff try and by then the patient may need a PICC or central line. You should do them in stat situations.
If this is not happening and someone is telling you it is not their job or they are too busy to do this, please tell the Head Nurse on the floor or after hours the ADN on call (the operator can reach them). You can also tell the chief resident so they can talk to the supervisors. 
Transportation is also not your job (unless the patient needs physician monitoring. On nights and weekends if you are having trouble getting a transporter for your patient call the operator and ask to be put in touch with the ED tour manager. During the day if there is a problem call Betty Rodriguez or Chris Rust.
Patient Age Cut-Off

If a patient is 18 years of age or older, we can take the patient on the medicine service and/or see the patient on the consult service. Pediatrics may continue to follow a small cadre of HIV or other patients on their service even after age 18. If a pregnant woman is being admitted under the age 18 for medical reasons there must first be an OB consult in the ED and then the patient can be admitted to medicine.

Professional Behavior

Professional behavior is expected of residents in the professional environment (medical school, hospital, clinic, office) with faculty members, patients, staff, and administration. Faculty members and administrators are expected to observe the same standards of professional behavior in their interactions with students, patients, members of the health care team, and others in the professional environment. This is one of the 6 competencies and failure in professionalism is just as serious as failure in any other competency.

Sleep and Fatigue
The RRC requires that housestaff are taught about sleep and fatigue. If you are not able to go to the lecture that is being given on sleep and fatigue by Dr. Dresdner you must go on the Jacobi website to review it. If you are having a serious issue with sleep or fatigue that may impede good patient care or your safety, please tell the chief residents immediately. 
Remediation and Probation

Generally when a specific deficiency in one of the competencies is noted in one or more evaluations a resident will be told they have an issue or deficiency and are being given an opportunity for improvement. This is done in the form of a program level remediation plan. This is not uncommon and most people work at improving in that area and continue on in their residency. These need to be documented for the residents file and signed by the resident that they have received a copy. If the deficiency involved failing a rotation or in some cases being evaluated as marginal, the Program Director may have the resident make up the rotation at the expense of elective or other time. It is usually when someone does not improve, or did something unprofessional in the first place that they may be put on probation at the discretion of the Program Director.
You do not want to be put on probation. Probation is when you have a serious deficiency in one or more competencies and are at risk of contract non-renewal, early termination from the residency, or not getting credit for time spent on rotations. Every regulatory agency you will ever need to apply to (medical licensure, hospital privileges, etc.) will want to know if you have ever been put on probation.  Due process per the CIR contract will be followed.
No decision is ever made by the program director without impressive amounts of input. The Clinical Competency Committee (CCC) meets three times (mid-October, early January, early March) a year to review the housestaff. It includes at least 17 faculty and advises the PD. The Program Leadership Committee (PLC) meets weekly and includes the chair/vice chairs/program director/associate program directors/chief residents/future chief residents. Housestaff are reviewed and discussed PRN at this meeting.
Calling Consults

The intern on the team may call a consult from another service but must first discuss the patient, the reason for the consult and the question being asked, with the team resident/attending. Consults should be called as early in the day as possible (11:45am after rounds end). Please call a consult on all dialysis patients at admission so that they have their dialysis continued right from the beginning of the hospital stay.
Sign-out and Turnover Report
Sign out must be face to face with printed reports on every patient. At Jacobi we use the ‘Turnover Report’ that is part of the EMR. The very sick patients should be flagged and DNR/DNI patients should have a notation as such. Do not sign out procedures or family discussions, your team must do them. For each patient say what to do if X occurs (example: if the patient spikes a fever, then do an abdominal CT as we would suspect an abscess). These are referred to as “if/then” statements and should be used frequently. The resident on the team must review the sign out at the end of the day before the interns sign out to the call/night float intern.
Keep the Turnover report succinct and up to date. Make sure ‘To Do’s are clearly demarcated for the night medicine crew. Use the SIGNOUT Mnemonic to remember what to include. 

S
-  Sick or DNR

I
-  Identifying data

G
-  General hospital course

N 
-  New Events of the day

O
-  Overall health status/condition

U
-  Upcoming possibilities with plan/ rationale

T
-  Tasks to complete with plan/ rationale

?
-  Any questions
Here are the steps to follow for adding a new pt. to your service list: From the Resident Turnover Desktop area: Select Add Specific Visits, A to add, Enter pt ID (MR#) XXXXXXX, Pick the correct visit number, you'll be prompted to Enter pt. ID again - this if there are additional pts. to be added, if not, then just hit Enter, then Enter again, Then A to accept. The patient should then appear on the list. 
MSOU
This is an excerpt from the hospital policy for this observation unit.

Policy: 4 A Medical Special Observation Unit (MSOU) will admit hemodynamically stable patients requiring a short stay of no more than 72 hours, and who require frequent monitoring and close observation. Patients admitted to the Intermediate Care Unit will be under the care of a designated Medical Attending physician and nursing staff. Patients who require continuous advanced airway management, vasopressor drugs, and /or insulin drips (that don’t fall into this protocol) will be transferred to the Intensive Care Unit as soon as a bed is available.

Admission criteria: Patients admitted to the Medical Special Observation Unit may include patients with or requiring:
· Seizure disorder requiring every 2 hours neuro checks and with Glasgow coma scale of 10/15 and above as ordered by Neurologist.  The patient may be transferred when they are 24 hours seizure free or 8 -12 hours after a new medication load is started.

· Diabetic Keto-Acidosis (DKA) or a Hyperosmolar condition which may require an insulin drip with q1 -2h finger sticks, and vital signs. 

· Hypoglycemic patients requiring a dextrose drip and q 2 hour finger sticks until drip is finished (12 hours).  Then q 4hour finger sticks for the remaining 12 hours or less if ordered by MD.  Hypoglycemia is defined as glucose less than 60 and the patient is on constant glucose replacement.

· Post angiograms, including cardiac catheterization patients who are assessed as hemodynamically stable but may require q 2 hour vital signs for 24 hours or less..

· Pulmonary patients with an Oxygen saturation of 95% or higher requiring q2 hour vital signs and pulse oximetry check, q6 hour peak flow measurements, and treatments q 2 – 4 hours.

Responsibility: The interdisciplinary team will provide a systematic approach to patient's care.
Procedure: Admission
· An order is required for admission into the intermediate care unit.  This order is active for 24 hours and then needs to be renewed.
· The Service requesting admission contacts the Senior Medical Resident (SMR) on call. Once the patient is accepted, SMR notifies admitting office which assigns the bed and notifies the unit.
· The Bed Board will notify Head Nurse / Charge Nurse of 4A.
· The Nursing staff prepares bed and assembles necessary equipment upon notification and receives report on patient from sending unit.
· The RN assesses patient immediately upon admission and completes admission documentation within 12 hours of arrival.
*We are in the process of planning an MSU (Medical Step-down Unit) which would replace the MSOU (and the TCU [transitional care unit] that is currently in the CCU). More to come.
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A.
POLICY STATEMENT

The purpose of this policy is to support a culture of patient safety and quality patient care, which are dependent on teamwork, communication, and a collaborative work environment.  A work environment where intimidating and disruptive behavior is allowed to flourish, contributes to medical errors, poor patient satisfaction and adverse outcomes.  This policy outlines how the North Bronx Healthcare Network will address behavior(s) that:

· Threaten a safe work environment and disrupts teamwork and patient-centered care

· Disrupts the performance of the healthcare team, and

· Results, via actions and/or decisions, in a reckless disregard for the safety of our    patients, staff and visitors

It is the policy of the North Bronx Healthcare Network that all individuals be treated with dignity and respect, regardless of position or authority.  All leaders, management, and staff, are to serve as role models and practice a code of conduct consistent with desirable behavior. 

This Policy outlines the steps and education that may be taken to resolve complaints about inappropriate behavior and/or conduct by staff and/or practitioners.  This policy is consistent with existing Human Resource policies and procedures, Operating Procedures and Collective Bargaining Agreements of the New York City Health and Hospitals Corporation and the North Bronx Healthcare Network

The Senior Vice President, Medical Director, Chief Human Resources Executive, Chief Nurse Executive and the Director of Quality Management of the North Bronx Healthcare Network, and/or a designee(s) of the above are responsible for ensuring compliance with this policy.  

B. DEFINITIONS

“Disruptive behavior” is any conduct or behavior, whether by word, sign, action or non-action, that interferes or has the potential to interfere, with patient, employee or visitor safety, as well as the safe delivery of quality healthcare services at the North Bronx Healthcare Network.  Examples of disruptive behavior include but are not limited to the following:

· Actions or decisions involving a reckless disregard for the safety of patients, staff or visitors

· Profane and/or disrespectful language

· Throwing medical instruments, charts and other objects

· Deliberate failure to adequately address safety concerns or patient care needs expressed by another caregiver

· Intimidating behavior

· Deliberate failure to adhere to organizational policies

· Refusing to work collaboratively or cooperatively with staff, colleagues, subordinates and/or supervisors

· Retaliation against any member of the healthcare team who has reported a violation of code of conduct or participated in the investigation of a violation

· Refusal or reluctance to answer questions, return phone calls or pages

Desired behaviors or conduct include, but are not limited to the following:

· Being courteous and respectful toward patients, patients’ families, staff, peers, supervisors and visitors, and treating them in a respectful and dignified manner

· Collaborating with clinical and administrative staff alike

· Practicing teamwork, showing respect and communicating openly with all levels of staff, regardless of title or position

· Managing and resolving conflict(s) in a direct and respectful manner

· Attempt to resolve interpersonal conflicts informally via discussion, etc.

· Promoting a culture of safety and respect

C. PROCEDURE  

1. Staff reporting intimidating, disruptive or unacceptable behavior that falls under the definition outlined in this policy may report to his/her supervisor, manager, administrator, or the designee of the Senior Vice President of the Facility.  

a. Issues of employee conduct will be addressed through Human Resources.  

b. Issues of conduct by members of the Medical Staff will be addressed through the Medical Director’s Office.  

2. Patients or their families who are subject to, or witness intimidating, disruptive or unacceptable behavior, may report to the Patient Representative or any other staff member.  The information will be communicated to the Patient Relations Department for further investigation, action, evaluation and follow-up.  If the occurrence results in harm to a patient, the facility’s Risk Management must be notified immediately.  

It is the responsibility of each HHC facility to communicate the process for reporting such behavior to patients and/or their family.

3. Documentation of the reported complaint shall be tracked and processed via Human Resources and Medical Staff processes.  All complaints shall be documented and include:

a. The location, date and time of the complaint

b. The patient’s name and medical record number (if patient was involved or affected), and the name and title of the employee and/or persons involved

c. Circumstances surrounding the situation

d. A legible, concise, and objective description of the questionable behavior

e. Description of any action taken to intervene in, or remedy, the complaint including date, time, place, actions 

f. The names of other witnesses to the questionable behavior

If the complaint is substantiated, actions taken may include, but are not limited to the following:

a. Informal discussion

b. In-service, re-education, or some similar supportive action(s) on appropriate conduct

c. Mediation

d. Written counseling

e. Written warning

f. Suspension, or 

g. Termination

4. New and incumbent employees (medical, non-medical, volunteers, etc.) shall receive orientation and/or education on the Guidelines on Intimidating, Disruptive and Unacceptable Behavior via the following:  new employee orientation, annual in-service, departmental meetings, forums, newsletters and/or intranet site. 

5. Training programs for monitoring and compliance with these Guidelines shall be developed for supervisory and managerial staff.  The program will be conducted on an ongoing basis and shall include but not be limited to: supervisory skills, relationship building, communication, coaching, understanding of labor relations, and how to provide feedback to staff.  
E.
INVESTIGATION,  TRACKING AND TRENDING 
1. The Human Resources Department, Medical Directors Office, Patient Representative and/or appointed designee shall:

a. Review the report of the incident

b. Meet with the individual who prepared the report

c. Interview the witness(es) to the incident to gather details 

d. Interview the individual concerned 

It should be made clear to an individual who is alleged to have been disruptive that any attempt to confront, intimidate, or otherwise retaliate against the individual(s) who reported the behavior in question is a violation of this policy and may constitute grounds for further disciplinary action.  

2. As part of the process to manage and eliminate disruptive behavior, examples of questions to answer shall include the following:

Does the occurrence of the behavior:

· Cause conflict between staff?

· Occur frequently?

· Result in disruption?

· Represent a common behavior?  Or is it an isolated incident that will change for the better in the future?

As a result of the review of the complaint and completion of the investigation, recommended actions taken may include:

· No action – the complaint is not substantiated

· In-service, re-education or some similar supportive action(s) on appropriate conduct

· Verbal counseling, written counseling, or warning, pursuant to Operating Procedure 20-10: Employee Performance and Conduct, March 1987

· Suspension, with documented conditions for expectations of future behavior

· Termination

3. Recommendations for formal discipline, such as suspension or termination, must be referred to Human Resources or the Medical Director as applicable.  

4. All information regarding the reporting, documentation, investigation, and management of intimidating, disruptive and unacceptable behavior(s) shall be kept confidential to the extent permitted by this policy and the law.
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Emergency Department CT Scanner Rules

This scanner is not owned and run by the ED. Radiology is still in charge of it. Here are the rules:

1)  If the ED CT tech has few-to-no cases pending, he or she can accept inpatient cases without consulting with the ED staff.
2) If the ED CT  Tech informs the inpatient resident that ED patients are currently in the scanner or about to have their study (ie prep/contrast completed), the in-patient resident must call the ED attending to prioritize their cases.
3) If the ED attending considers the case to be low priority, relative to the ED patients about to be scanned the ED attending may place the in-patient at the end of a list or ask the resident to call back later. However, no case can be completely refused access to the ED CT scanner.
4)  If the inpatient resident disagrees with the priority decision made by the ER attending, the resident may contact his or her attending to initiate an attending-to-attending discussion about the case.

Respiratory Therapy and BiPAP


BiPAP/CPAP may be used on regular medical floors with a simultaneous critical care consult in place. An RRT also needs to be called in case the pt needs it urgently. Patients who use CPAP at home for OSA do not need a critical care consult for continuous CPAP use for OSA purposes.
Acute respiratory failure is a common clinical problem encountered on the general medical floors and in the ICUs. The use of CPAP/BiPAP in certain clinical scenarios has helped many patients avert intubation and mechanical ventilation while effective treatment was being administered, for example, in COPD exacerbation and Acute Pulmonary Edema due to heart failure.

 

There are clear indications for and contraindications for placing BiPAP on a patient. BiPAP for acute respiratory failure or worsening of chronic respiratory failure was never intended to be used on a general medical floor without an intent to transfer the patient to a more monitored setting. These patients require a higher level of care and monitoring by physicians, nurses, and respiratory therapy. Respiratory Therapy will initiate an RRT whenever they are asked to start someone on CPAP/BiPAP for respiratory failure / respiratory distress on the floors. Any team ordering CPAP or BiPAP must simultaneously request an urgent Pulmonary / Critical Care Consult as well.

IV Drips

1. IV drips can be used on the medicine floor if not being titrated based on vital signs. This does not mean you can never change the drip rate, just that the nurse can not be asked to keep changing it frequently based on vital signs. Instead of DCing drips and reordering at a different dose just change the existing order please. Dilantin and lasix drips on the floors can only be titrated if the housesofficer stays with the patient during the titration.

 

2. When ordering a drip that has an antagonist, please also order the antagonist. So if ordering morphine drip, please also order for narcan PRN so that it will be there if needed (otherwise someone has to run to a different building to get it if something goes wrong). Same with Romazicon for benzo drip etc.

 

3. During the last computer rollover there was a glitch so for blood product administration please always talk with the nurse who will be administering so the amount of units is clear.

 
Bariatric Surgery Clinic Referral 
Do not refer to General Surgery clinic. You need to call or e-mail the coordinator for the Bariatric Clinic and she will contact the patient.  They have the potential patients come to a meeting with other patients who have already been evaluated and are scheduled for surgery as well as patients who have already had the surgery. They are given information about the different procedures and can meet the surgeons as well.  If they are interested in pursuing a work up and evaluation for the surgery they are referred by the surgical service to the Bariatric clinic.  Her e-mail address and phone contact info is:  Fran.Fracassi@nbhn.net  3x5566.   
Ophthalmoscopes
If the opthalmoscopes on the floor (one kept under lock and key by nursing on 5A) or units (ICU and CCU) are not working please call Clinical Engineering at 3x6835. They will fix them.
NY State Licensure 
information can be found at: http://www.op.nysed.gov/prof/med/medforms.htm. It is suggested to start the process for licensure early on October / November of PGY 3, especially if FCVS use is required.  
Telemetry/Restraints/1 to 1 
Anything that is usually ordered for the next 24 hours should be ordered by the day team for 24 hours and if being ordered by the night team it should be ordered for no more than 12 hours so that the day team the next day has to reassess and then write the order for 24 hours at that point.
Patient Photography 
If you are going to take a picture of a patient for medical education or publication purposes and/or send that picture anywhere:
1. It must be on the Departmental camera which the Chief Residents can get you PRN.  These pictures can be uploaded to QUADRAMED now and saved to the hospital server.

2. Pictures should always be encrypted.  To do this, when sending an email click on "options" and select sensitivity "confidential".   It will be secured within the NBHN and by Ironmail enxryption when it leaves NBHN.  The policies for releasing the information are under HIPAA Privacy.

 

3. No patient-identifiable protected health information should be taken outside of the facility on an electronic media (ex: USB drive, etc.) without the explicit authorization by an appropriate executive.  That information must be encrypted.  Medical Records maintains the authority to provide this information electronically, as required by law, for the patients with appropriate prior consents.  (HHC Op Procedure 250-15).  

 

3. No pictures should be taken without patient consent.  Those consent forms are on "Ask Rose." 
* we are in the process of getting a new hospital wide picture policy.
SMR Algorithm
Caps: The 6 General Medicine teams cap at 20 and can not be given more than that even if they are due for the next admission. Once they have discharged someone and that person has physically left the building they can take on more admissions. Pulmonary Team caps at 16 no matter what floor they are on. They do not admit 8am Saturday to 8am Sunday so during that 24 hours give the pulm admission to the 6 gen med teams and Monday morning the patient can go back to pulmonary team as of 7am. The Pulmonary team will take patients leaving the ICU that are appropriate for their team on Saturday morning from 8am-10am. ACS team takes all HIV patients up to 16 no matter what floor they are on. Oncology Team can take up 12 patients. These teams do not take Gen Med patients. HIV does not get admissions Friday 12pm to Saturday 12pm they go to a gen med team and are then transferred to the HIV team the next day. If a patient is moved for some reason to another floor the team on the new floor picks them up the next day unless they are going home in the next 4 hours. The 4 MSOU beds will be covered by whichever team from Gen Med is assigned that person (non-geographic). 1A patients will have to be assigned to a team and the bedboard will try to move them upstairs to that teams’ floor.

RRC admission/call  rules: No team admits more than 5 new and 2 transfers per intern and no more than 10 new and 4 transfers per resident in one 24 hour period. A team can also not take more than 16 new patients in any given 48 hour period (8 for each intern).  On-call teams will try to leave at 9pm after sign out but must leave by 11pm. It is part of your job and the night float interns/residents (and on Friday/ Saturday/ Sunday the Day Float resident) to help them get their work done so that they can accomplish this.

When called by the ED about an admission, please call the bedboard within 15 minutes to discuss with them what beds are open and pick a suitable team (to stay geographic). If there is only one open bed it goes to one of the 2 teams on that floor, period. If there is no open bed and the patient is going to be 1A, see if the bedboard knows where a bed is likely going to open soon and assign a team (whoever has low patient numbers or is on call) and ask the bedboard to try to give that patient a bed on the floor to which that team belongs.

5A Team 1    White

6A Team 1    Orange

5D Team 1    Green
5A Team 2    Purple 

6A Team 2    Blue

5D Team 2    Yellow


 
If a patient must transferred from one floor to another (5A to 6A) for some reason please work with the bedboard and the two teams to decide which team on the receiving floor will pick up the patient and make sure the residents have face to face transfer of information. In order to safely move patients from one location to another, make sure you inform the Bed Board not only of name, MR#, gender (including status when transgender), team assignment, and name of receiving intern, but of the following clinical information as well:  Ventilator, telemetry, peritoneal dialysis, isolation precautions (which organism(s)), requires 1:1. This list of items determines to which units/beds a patient may be assigned. If the are going to a floor they go where there is a bed.

Night Medicine interns - 1 will cover 6A and ACS, 1 will cover 5A and Pulm (4A), 1 will cover 5D and Onc (3B). The 4 MSOU patients are covered by the night float intern that is covering the team they are on.
· SMRs should wear the 0636 short range beeper and their own long range beeper. They now also carry the SMR Nextel.

· ½ of undifferentiated abdominal pain (every other) goes to general surgery (this was agreed upon with Dr. Delaney).

· Unit transfers to Day Float only during 8am-12pm.

· Ricardo Figueroa’s cell # is 347-992-0542 if there is a problem with bedboard call him.
· Try not to give the post call intern an admission so that they have at least one in four days without an admission.
Call Room/Lounge

Erwin Morales is assigned to make sure things happen with our call rooms and lounge. He wants us to email oncallsupport@nbhn.net for non-urgent matters regarding these areas and call 3x4651 or 3x3551 for 9am-5pm matters. After hours 3-11pm page *8-0719 and 11pm-7am *8-0963 to get them to come and change bedsheets etc. if it was not done during the day (supposed to get done between 7am-3pm). If we do not start calling this will not get fixed so please make liberal use of these mechanism.
*we are in the midst of redoing the call room layout and functions. Please hang in there and use the above contacts for now.
Telemetry Policies at JMC
PURPOSE: 

To provide the appropriate level of nursing care to hemodynamically stable patients requiring telemetry monitoring.

TELEMETRY ADMISSION CRITERIA:

All criteria require hemodynamic stability without the need for a vasopressor.

· Chest pain syndrome, without ischemic ECG changes, awaiting result of troponin-I drawn six hours after presentation

· Non-coronary elevation of troponin-I (demand ischemia)

· Syncope due to suspected cardiac etiology

· Stroke/TIA (Transient Ischemic Attack)

· New onset atrial fibrillation that does not require intravenous infusion to control heart rate.

· History of supraventricular tachycardia that converted to sinus rhythm 

· Asymptomatic bradycardia (first degree or second degree - Mobitz 1 heart block)

· Cardiogenic pulmonary edema responding to treatment and without evidence of ischemia or hypoperfusion state

· Uncomplicated drug overdose without change in mental status and with normal ECG intervals

· Asymptomatic, acute electrolyte disturbances (hypo / hyperkalemia) requiring ECG monitoring

· Status post uncomplicated cardiac or peripheral vascular catheterization or permanent pacemaker implantation.

TELEMETRY DISCONTINUANCE CRITERIA:
Telemetry will be automatically discontinued in 48 hours if order is not renewed or sooner if the following criteria pertain.

· Chest pain syndrome without ischemic ECG changes that have a negative Troponin- I result after 6 hours of arrival to the hospital.

· Patients admitted with demand ischemia and decreasing Troponin-I levels

· Stroke/TIA patients after 24- 48 hours of monitoring

Procedure:

1. After decision for admission from the Emergency Department, the Senior Medical resident decides on the level of care.

2. The admitting office is notified of the admission by the Emergency Department staff and assigns the patient to 5A or 6A, depending upon availability of telemetry monitoring.  Every attempt should be made to appropriately place the patient on the unit that is managed by the team which the patient is assigned.

3. The Senior Medical Resident notifies the receiving medical team of the patient’s admission

4. The Head Nurse/designee of 5A or 6A is notified of the patient’s admission by the admitting office

5. The admitting nurse or the clerical associate will notify the medical team the patient is on the floor

6. Orders for cardiac monitoring must be entered into the order entry system

7. Admitting nurse / designee notifies the scope watchers in CCU of the patient’s need for telemetry monitoring and obtains the monitoring unit from the CCU staff.

8. The RN / Designee places the patients name, MR #, unit, room, date, and time next to the corresponding serial number in the log sheet along with their signature.

9. Upon receipt of the transmitter the RN / Designee places the telemetry leads on the patient.

10. The admitting nurse verifies number of the telemetry unit and patient’s bed location with the CCU scope watcher

11. Reconciliation of telemetry units is performed by the CCU scope watchers and the staff of 5A and 6A every shift.

12. After 48 hours from the time of log in, the Scope Watcher will inform the 5A / 5a staff about the continued use.

13. The admitting office bed board staff is notified each time a telemetry order is written or discontinued.

14. Ongoing reconciliation of the number of telemetry units in use is performed every shift with the admitting office bed board staff.

15. After a telemetry unit is discontinued, the unit must be cleaned and immediately returned to the CCU.

16. When returning the transmitter to the scope watcher, the RN / Designee will sign, and write the date and time of return on the log sheet.

17. Programming of telemetry units can only be performed by the scope watcher staff on 5B.

Justification For Continuation of Telemetry

1. Persistent arrhythmia

2. Loading oral anti-arrhythmic drug

3. Persistent, severe electrolyte abnormality

4. Awaiting cardiac catheterization or cardiac surgery

5. (free text)

Note: Ongoing chest pain, ECG abnormalities, further troponin-I elevations,

hemodynamic instability, or alteration in mental status require a higher degree of

monitoring.

Rapid Response Team
Please, call an RRT when appropriate. The excuse for not calling of, “everyone I needed was in the room (fellow, attending whatever)” is not really valid since calling the RRT officially will activate respiratory, unit nurse etc. which can help with setting up a transfer to the unit and other things as well. We work in a system and we need to activate the RRT part of that system in order to function at 100% for patient safety and patient centered care.
Pharmacy Consult

Pharmacy Consult is up and running on 5A for patients diagnosed with: 

· New DM, DKA or HHNK
· ACS/MI
· PNA with underlying lung disease
· CHF new or exacerbation.
 

They'll come educate your patient. For now, it's just on 5A and just with these 4 diagnoses. Consults can be put in the regular orders (begin with "pharm-").
Cause of Death

The hospital has developed two training materials for Cause of Death documentation.  

The first is an e-learning module.  Note that the completion of this module, including the quiz at the end, is required for all users of the EDRS system effective January 1, 2010.  The hospital will have to enforce this requirement in 2011. http://www.nyc.gov/html/doh/media/video/icdr/index.html
The second is a CHI (City Health Information Bulletin).  Participants are eligible for 2 CME credits.  Note that this can be completed on-line. http://www.nyc.gov/html/doh/downloads/pdf/chi/chi27-9.pdf
Interpreting Blood Cultures for Contaminants
Some clinical and laboratory tools can aid physicians and microbiologists in deciding whether a blood isolate is a pathogen or a contaminant. Obviously, the presence of predisposing factors and a consistent clinical presentation can help clinicians interpret test results. The identity of the microorganism also provides important information.

As a reminder, 

Gm + cocci in chains/pairs= Streptococcus species 
Gm + cocci in clusters= Staphylococcus species
Gm + rods= listeria, bacillus, corynebacterium, actinomyces, clostridium

Microorganisms that always or nearly always (greater than or equal to 90%) represent true infection when isolated from blood cultures include Staph. aureus, Strep. pyogenes (group A), Strep. agalactiae (group B), Enterococcus (Strep group D), Strep. pneumoniae, E. coli and other members of the family Enterobacteriaceae, P. aeruginosa, B. fragilis group, and Candida species. In contrast, coagulase-negative staphylococci (CoNS), Corynebacterium species, Bacillus species other than anthracis, and P. acnes usually represent contamination. Isolation of the latter microorganisms, mostly commonly with CoNS but also with corynebacteria, may confuse clinicians. Corynebacterium species are part of the normal human skin flora, so they typically do not cause true invasive disease. But Corynebacterium can cause clinically significant infections in the presence of medical devices such as joint prostheses, catheters, ports, vascular grafts, prosthetic heart valves, pacemakers, and AICDs.

The number of blood culture sets that grow a particular microorganism, especially when measured as a function of the total number of blood cultures obtained, has proved to be a very useful aid in interpreting the clinical significance of positive blood cultures. In true endovascular (within the blood vessels) infections and other blood stream infections (BSIs), either all or most of the blood cultures obtained at the time of diagnosis will be positive, whereas when a blood culture is contaminated, usually only one of several blood culture sets will be positive. The clinician can be quite confident that 2 out of 2 blood cultures positive with the same pathogen, even one that is commonly a contaminant, represents real disease, assuming that the 2 blood cultures were obtained from separate venipunctures or catheter draws.

Table. Microorganisms Isolated from Blood Categorized According to Clinical Significance.
	Microorganism (No. of Isolates)
	No. (%) of Isolates per Indicated Category

	
	True Pathogen
	Contaminant
	Unknown

	Staphylococcus aureus (204)
	178 (87.2)
	13 (6.4)
	13 (6.4)

	Coagulase-negative staphylococcus (703)
	87 (12.4)
	575 (81.9)
	41 (5.8)

	Streptococcus pneumoniae (34)
	34 (100)
	0
	0

	Viridans streptococci (71)
	27 (38.0)
	35 (49.3)
	9 (12.7)

	Other streptococci (31)
	21 (67.7)
	6 (19.4)
	4 (12.9)

	Enterococcus spp. (93)
	65 (69.9)
	15 (16.1)
	13 (14.0)

	Corynebacterium spp. (53)
	1 (1.9)
	51 (96.2)
	1 (1.9)

	Bacillus spp. (12)
	1 (8.3)
	11 (91.7)
	0

	Escherichia coli (143)
	142 (99.3)
	0
	1 (0.7)

	Klebsiella pneumoniae (65)
	65 (100)
	0
	0

	Other enteric gram-negative bacteria (108)
	104 (96.3)
	1 (0.9)
	3 (2.8)

	Pseudomonas aeruginosa (55)
	53 (96.4)
	1 (1.8)
	1 (1.8)

	Propionibacterium acnes (48)
	0
	48 (100)
	0

	Other Gram-positive anaerobes including Clostridium spp. (35)
	19 (54.3)
	15 (42.8)
	1 (2.9)

	Bacteroides fragilis group (18)
	16 (88.9)
	0
	2 (11.1)

	Other Gram-negative anaerobes (5)
	2 (40)
	2 (40)
	1 (20)

	Candida spp. (60)
	56 (93.3)
	0
	4 (6.7)

	Cryptococcus neoformans (8)
	8 (100)
	0
	0


(Adapted with permission. Original table © 1997 by the University of Chicago. [Weinstein MP, Towns ML, Quartey SM, et al. The clinical significance of positive blood cultures in the 1990s: a prospective comprehensive evaluation of the microbiology, epidemiology, and outcome of bacteremia and fungemia in adults. Clin Infect Dis. 1997;24:584-602.])
Good Catch Hotline

This number is used to report near-misses (errors that do not reach the patient and cause harm). Please call 3x1870 and anonymously report anything you see or hear about or that happens to you regarding this type of incident. This reporting can really help make system changes to reduce medical errors and increase patient safety.
Ordering CT Scans

1. When ordering a CT with gastrograffin please order the gastrograffin at the same time as an "on call" order (otherwise if a regular order the nurse may give it immediately even though the CT is not for many hours).

 

2. Please state on imaging requests that the patient is on a vent.

 

3. If a patient is on restraints a housestaff member must accompany them to the Radiology department.

 

4. If the patient was sedated the team must see the patient and make a judgement call if the patient can go down alone.

 

5. When ordering tests, especially CT, you must put down a proper reason. Ordering a CXR with the reason "diarrhea" is insufficient. If there was diarrhea but also fever and you want to rule out other sources then put the reason for test as "fever". If it is being done for no other reason than the patient is being admitted to a hospital then do not do the test. Getting a CXR on every admission just because they are being admitted is no longer reasonable.
 

Medications for Patients without Insurance
For legal alien patients without insurance call the pharmacy 3x4654 and they will ask a few questions and see if they can get the medicine needed for free including lovenox so that the person does not need to be admitted for a DVT.
Policy for Missing Clinic
Fellowship or Job Interviews with a rigid date/Visa meeting/Court appearances

1. If the resident knows more than two weeks in advance they should check the panel of patients for that day and tell Juanita Perez which patients they have seen before to have them rescheduled on another day with themselves. The other patients can be rescheduled to anyone on any day.

2. If the resident only finds out with less than two weeks then they have to call the patients to reschedule with themselves on another date. The new date needs to be decided with Juanita Perez to make sure there are not too many resident s coming in on a given half day.

Doctor/Dentist appointments and all Scheduled personal events or care
1. Make these on a day you are not in clinic.

2. If this is impossible, make these first thing in the morning or in the evening so as not to interfere with clinic or at least to minimally interfere (an hour or so).

Poster & Abstract Presentations at Conferences
1. Must tell the clinic directors and chief residents months in advance when your abstract or poster is accepted. That panel will be blocked and the clinic staff will call and reschedule the ones you identify as your patients for another time with you.

All requests must be submitted by email to the Chief Residents who will forward to the clinic directors and administration. If appropriate the patient panel will be emailed back to the housestaff member to call. 
Psychiatric Inpatients

Regarding psychiatric inpatients on the medical wards who warrant transfer to the Behavioral Health Service:
· The inpatient psychiatry service is very limited in its ability to care for medically "active" patients. 

· Prior to transfer from a medical ward to inpatient psychiatry, patients must: 

· Not have any i.v. therapy orders (including fluids) 
· Be able to accommodate p.o. intake 

· Not be on respiratory or contact isolation 

· Subcutaneous injections (heparin, lovenox) and warfarin administration/titration can be administered on the inpatient psychiatry unit. No i.v. therapy can be administered. 

· Housestaff must have agreement from the medical attending of record prior to calling Psychiatry to request a transfer to inpatient psychiatry. 

· Conflicts regarding the timing and appropriateness of transfers to psychiatry should be resolved at an "attending to attending" level. 
Albert Turkieh MD is the staff internist for the Behavioral Health Service who is responsible for the medical care of patients on the psychiatric wards. He is a member of the Department of Medicine, and he should be contacted in order to help clarify plans of care for complex medical patients who warrant transfer to psychiatry and to help resolve any conflicts. His pager is 917-424-0598.
Dermatology Consult Service

Per Dermatology: In order to optimize our Inpatient Dermatology Consult Service, please consider the following common scenarios and observe the suggested course of action:

 

1)  "We are discharging the patient today, can you please do the consult now and put a note in the computer."
No consult placement on day-prior or day-of planned discharge, unless rash is acute and developed suddenly.  If dermatitis is long-standing and not the reason for admission, outpatient follow-up is most appropriate.  We cannot guarantee what time of day we will examine the patient due to our varied clinical schedule, therefore, please request consults in advance, in order to expidite your patient's disposition.

 

2)  "We are consulting you for a rash and to do a biospy"
We are not a procedure service.  We are a consultative service, and perform biopsies in settings we deem BOTH appropriate AND necessary.  We are always available for discussion, as well, both over the phone and in person.

 

3)  "We are admitting this patient from the ED, and are requesting a derm consult...."
 Please do not call a consult without an Admission Note from the primary team available, unless dire emergency exists.  Also, there are times the specialty consult attending sees the patient, after hours, before the Primary Service attending.

Karthik Krishnamurthy, DO

Director, Dermatology
Chief Year
A brief application will be emailed out early January and are due at the end of January. The program leadership will make a decision and the Program Director will announce it by March 1. Due to a recent change in the law those on a J1 visa are now allowed to apply as well.
Poster Competition
We will be having an annual poster competition in the atrium between building 1 and 8. This will next occur in May. This is a great way to build your CV in anticipation of application for fellowships. Look for an email around February for how to submit your abstract in early March. Winners will be chosen in original research, case report and now quality improvement & patient safety. Contact faculty members to help work on these.
Surveys
There are several surveys to fill out every year. These are requirements and your help is much appreciated. The two big yearly surveys are the in-house survey in December and the ACGME survey around April/May (can be anywhere from Jan-June technically). There are also random sample quarterly work hours surveys that the hospital must do because of the New York duty hour laws. If you are randomly selected for those please fill them out in a timely manner, it does not take long. Lastly there are PRN SurveyMonkey Surveys about various Departmental and residency issues as well. This may sound like a lot but your feedback really helps shape what we do at Jacobi.
Applying for Fellowships
The time to apply has recently been moved to July 1st of PGY3. This means you now have a full 2 years to decide on a sub-specialty (if at all) and build a CV with research. Dr. Gutwein does a lecture once a year on application to fellowship so if you will be applying make sure you attend! Also make sure to meet with your mentor on an ongoing basis to help plan your future.

Mental Illness/Substance Abuse
Physicians are human too and can develop issues with mental illness (especially since they are under constant stress). We can not help you unless you tell us there is a problem so we can get you confidential help through occupational health!

Medical Errors
Errors happen in all systems. Medicine is not immune. If something happens, tell the chiefs who will talk to risk management and help you. Do not cover up, because if you do there will be little way we can help you.
Time Management/Stress Management/Organizational Skills
This is the key to functioning in residency. It is hard to teach time management but make lists with check boxes and if unclear what to do first talk to your resident. Frequently your resident will be able to give you tips on how to prioritize the days work. The first 6 months of residency the main thing you should work on is becoming able to function and manage in a system that pulls you in several directions at once.
Patient Interaction
Introduce yourself – clearly and give out your card and tell them what you already know from what you reviewed thus far.
Eye contact – Americans expect eye contact so if you are not used to it, get used to it!

Shake hands – They also expect hand shakes. If you have a religious problem get over it, if the patient has a religious problem with it just do an Asian style bow (they love it).
Wash hands before/after – every time! If your hands get dry use the alcohol based schpritzer that are in the rooms/hallways. Don’t glove up unless there is a specific reason (ex: genital/rectal exam or open skin sores).
Sit down with the patient – This makes people feel like you are spending more time than you actually are and allows for a more conversational collaborative approach.
Personal space – You need to judge how much personal space to give someone and not encroach too closely except during the physical exam.
When to touch – Use touch in a therapeutic way such as a hand on the shoulder when someone is distraught.
Find out the patient’s agenda – If you take a minute to find out the patients full agenda when you first start talking to them it will help you structure the rest of the encounter and they and you will get out of it what you need to.

Educate the patient – We do not spend enough time educating the patient about their disease. This is something we should all be doing more of.
Speak on their level – Remember that most patients (especially in the Bronx) do not have the educational level in Medicine (or overall) that you have. You need to keep it simple and check for understanding. Also use a translator when necessary.

Patient privacy/ autonomy – When examining patients please remember to look out for their privacy. When coming up with patient care plans one must also remember that patients should be part of the decision process as they have the autonomy to decide what to do in the end.
Pelvic/Genital/Breast Exams – Please always remember to have a chaperone of the opposite gender there when examining a patient of the opposite gender. 
Lawsuits/ Patient Relations – Sometimes patient relations is called by a patient or their family with a complaint. The PD may call you to discuss. Anything you can do to smooth it out so that it does not become a lawsuit is much appreciated. If you are named in a lawsuit, don’t stress, come to talk to the PD and hospital lawyer. 
Case Presentation
Present cases in standardized format

· History (if it changed over time give the first iteration and then say, “but later…”)

· Physical (in ED, yours etc.)
· Labs/EKG/CXR/CT etc.
· Tell the attending your assessment and plan even if you are not sure. We want to hear what you are thinking both to evaluation and to figure out what to teach you.
Simulation
The program now has a full simulation center built in building 4 2nd floor. Incoming PGY1s do training in IJ/SC central line placement (required before doing on a live patient). The PGY2/3 housestaff do a code communication course and a code 2.0 course with further RRT/CAC algorithms. There is a place to go back and practice procedures like the IJ central lines PRN.

Big Brother/Big Sister Program
This initiative pairs interested PGY2/3s with incoming PGY1s in order to help get them oriented and teach them the “tricks of the trade.” The assignments are email merged out of an excel file at the beginning of June.

Rules for Call Day - Off Day assignments

Interns: Always come in the post call day.
- on Call Thursday, come in Friday, off on Saturday.
- on Call Friday, come in Saturday, off on Sunday
- on Call Saturday, come in Sunday, off on Monday
- on Call Sunday, off on previous Friday, comes in Saturday and Monday

Resident:
- on Call Thursday, off Sunday, come in Saturday
- on Call Friday, off Saturday, come in Sunday.
- on Call Saturday, off Sunday.
- on Call Sunday, off Saturday.

General guidelines for days off for SUBSPECIALTY TEAMS:

- for Oncology: both for Resident and Intern, Day off is always on a weekend day (even if post call). Except Rare occasions when both are on call same day of weekend. In that case, Intern will be off Pre call, and Resident will be off Post call.
- for ACS and Pulmonary: both for Resident and Interns, their Day off will be either Fri, Sat, Sun, or Monday, with 2 people of the team on service every day.

Exceptions to above rules:
- Sabbath Observers will be off Friday Nights / Saturday Days ALWAYS. If there is a Sabbath observer on the team, the day off schedule will be rearranged within the team in order to accommodate it.
- At the end of the month / rotation, if needed, the schedule will be arranged in order to accommodate days off for everyone within a week period.
 
By doing this, we are making sure that no one is ever alone on a weekend day (only exception is Oncology, where there will be a fellow or attending either day of weekend) but that means that there will always be someone getting a weekday off (either Mon or Fri).

- for MICU / CCU: Residents get off Fri, Sat, Sun; Interns get off Sat, Sun, Mon, everyone on their Pre call days.
- MICU Chief will be off on Friday Nights
- CCU Chief will be off on Saturday Nights.
- Unit Night Intern: The day off will be during Post call Day 3 PM until the Next Day's Night Shift starting at 10 PM: should get > 30 hs off.

Night Medicine:
NM covering 6A + ACS will be off on Friday Nights
NM covering 5A + Pul will be off on Saturday Nights
NM covering 5S + Onc will be off on Sunday Nights
NMF: Gets off on Monday and Tuesday Nights - unless covering for Sabbath Unit NF

Day float Resident will be off on Saturdays, in order to decrease the workload for the SMR

Med Consult Resident will be off on Sundays.

SMR will be off for the two days after the 24 shifts, except for once a rotation OutPatient Med Consult Clinic

WCCU residents will be off for 24 hs on Saturday, coverage to be provided by PGY-2
WCCU interns will be off on Sat / Sun.

PT/Rehab

Dr. Stern, who is in charge of Rehab, suggested that if you need to have PT come see a patient in order to facilitate discharge, or if you need to ask her what would be the most appropriate referral for that patients situation, that you call her personally at 917-577-9543.
CCU/TCU Patients
CCU admissions:

- The SMR (rather than the critical care attending) is supposed to be contacted by the ED for "cardiology-type" admissions to the CCU.

During the day time, the SMR will contact the CCU Cardiology fellow for this admissions. Overnight, the SMR will contact the overnight 405 / intensivist on call for these admissions, as they have to see, evaluate and write an attending admission note.

- Also the SMR will coordinate direct admissions to the CCU from Medicine / Cardiology / CHF clinics and from the Cardiac Cath lab post-procedures.

- The SMR will coordinate these transfers - determine that a bed is available, alert the housestaff, call the bed board.

- The patient to nursing ratio for the CCU patients is 2:1, same as for the MICU patients.

TCU stands for Transitional Care Unit

- There are up to 3 beds assigned for TCU in the CCU.

 -No direct admissions to TCU can happen from ED or Floors.

- Only ICU to TCU transfers and CCU to TCU downgrades can happen as of now.

- Before a Patients gets transferred to TCU, the MICU attending has to speak directly to a pulmonary attending / floor hospitalist (team on call that day), and the attending has to agree to take the patient under their supervision.

- TCU patients should be hemodynamically stable patient (minimal dosage of inotropes / no pressors) whom require less nursing care than regular MICU patients – has to be a 3:1 ratio.

- TCU transfers can not happen on weekends, and can not happen after 4 PM on weekdays.

- You can not assume that a patient will be TCU patient.

- TCU admissions can be considered only if there is enough staffing in the CCU.

- ICU type patients who are boarders (meaning only when they are physically full with 12 patients) from the MICU, admitted to the CCU, still gets admitted under the CCU attending’s name, and will be a CCU patient.

- The CCU attending after rounds, if consider that the patient is more appropriate for TCU level of care, can contact the appropriate attending and downgrade to TCU.

 -The attending covering the TCU patient, must round with the CCU housestaff and discuss the plan of care directly in person.
Hospitalist Career
Those wanting to be a Hospitalist should consider doing electives in Neurology and Pain and Palliative care. They should also consider doing QI work with D. Sidlow.
EKG Printing
Printing EKGs from Pyramis: Although the printer function is limited to the printers in the CCU, ED and 4B Blue Pod Clinic due to technical reasons, the EKGs can be faxed to the fax machines on every floor (and any outside fax even) with the fax number as the 3XXXX or 4XXXX or the Extension preceeded by 91718918XXXX. The Medicine Department Printer/Fax # is 718-918-7460.
Medical Examiner

Office contact information. The phone number for reporting a death to the ME Office is: 212-447-2030 (press "2" to reach an operator to report a death).  This process is operational 24/7/365. Additional information can be found at www.nyc.gov/ocme. Please be reminded to record the ME contact's name and ME case # in the patient's medical record.
Basketball Court
 

The Nursing/Resident Basketball court is open on Monday, Wednesday and Friday evenings. Contact HPD (police) to gain access.
Smartphones
Personal, mobile communication devices (e.g. smartphones, cellphones, iPads; referred to hereafter as “smartphones”) provide innumerable benefits to physicians in the clinical setting, and may facilitate team communication, efficiency and workflow. Smartphones also have the potential to serve as an important patient safety tool. However, it has been recognized that smartphones can be a source of interruption and distraction. This policy was developed in an attempt to harness the significant benefits that smartphones provide while ensuring that the use of these devices results in the highest quality and safest care for our patients

Attending rounds

· Prior to the start of rounds all team members must put either turn off their smartphones or put them into silent mode. 

· Patient care issues are the only exceptions for which smartphone use is permitted. In such instances, the user must first communicate to the person leading the rounds as to why the smartphone is being used.

· Accessing the internet, as well as sending or receiving emails, texts, or tweets are forbidden for non-patient related functions. 

· If a team member anticipates possibly receiving a communication relating to a personal emergency, this information should be shared with the person leading the rounds prior to the start of the session 

· If any other unanticipated need arises to use the Smartphone on rounds, that need must be communicated to the person leading the rounds
HIV Blood Exposure

In terms of testing the index patient, the house staff should know the following: You should go to employee health during working hours and ED for off-hour Post-Exposure Prophylaxis (PEP) evaluation immediately. Housestaff should call the ACS attending on-call for any PEP advice.
Guaiac Testing

There is a New York State Department of Health requirement to have everyone performing a Point Of Care Testing to be certified on it to be able to document them on the Medical Records, including Stool Guaiac testing for Fecal Occult Blood Testing (gFOBT). This is a mandatory in service training that everyone has to perform (most of you had it during orientation prior to internship).
It is of utmost importance that you use the proper developing solution and the cards (not using the ones from MMC or Weiler Hospital - yellow ones) to perform the testing, as well as ensuring that they are not expired. The developer solution is based on hydrogen peroxide, and you shall remember that hydrogen peroxide decomposes exothermically into water and oxygen gas  spontaneously: 2 H2O2 → 2 H2O + O2, which is the reason that it has an expiration date, and many times, if the cap is not sealed tight, it might not be active anymore.
Also whenever you carry them on your pockets, the Lot # / expiration date inked onto the developer solution bottle tends to wear off, making it illegible. Please place a transparent scotch tape over it, or write the Lot # and Expiration Date onto a easily accessible location. If you have a Developer Solution with illegible Lot # / expiration Date, or if you need a new Developer Solution, please stop by the chiefs' office, that I have been provided with plenty of new Guaiac Developer Solutions, with the following Lot # and Expiration Dates:
Lot# 5040 / Expiration: 2014-08
Lot# 5030 / Expiration: 2014-05
Lot# 5049 / Expiration: 2013-07
The Cards and Developer Solutions used at Jacobi are the Blue ones.
When you document them on to the EMR (Quadramed), please ensure that you are documenting the correct Card / Developer solution Lot #s; Mr. Neville Trowers from the Lab keeps track of every Guaiac POC Procedure that is documented, and he will contact you directly if you have documented it using an expired Developer Lot # (or even faked it by typing in any #). Every POC procedure performed shall be documented in the EMR, as required by the NYS DOH requirements and the JCAHO.
If you have missed the Guaiac FOBT POC certification for any reason, please contact Mr. Trowers (through email Neville.Trowers@nbhn.net or extension 37751) in order to schedule with him the Guaiac In-Service ASAP.
Language
Only speak English in the hospital (Spanish counts as another language even if it is your first language). It is offensive to others be they doctors, nurses or ancillary a staff when you speak to a friend in another language as it leaves them out of the conversation/learning and could be construed as talking about them.
Program Reduction or Closure
In the unlikely event of the program being reduced, no housestaff contracts will be violated per the CIR rules. In the event of the entire program closing the Department will do its’ best to place all residents in other programs who offer to take on Displaced Residents.
Resident Transfer
If a resident transfers in their previous program must send the previous evaluations, rotation schedules, In-Training Exam results, Formative and Summative meetings with the previous PD and any other paperwork required by the RRC. Similarly if a resident transfers out of this program our Residency will provide such paperwork to the future residency program being transferred to.
Resident Resignation
If a resident wishes to resign, they have the right to do so, but it must be in writing and discussed with and given to the Program Director. After the resignation in writing is delivered, the resident forfeits all further salary and benefits and the right to return to the program in the future.
Institutional Disaster Policy
HHC has an extensive emergency preparadness website which includes our institution wide disaster policy (click the link below).

http://share.nychhc.org/nbx/jmc/Informational/Informational__Application_Management/ep/default.aspx
During a disaster, when safe, all housestaff, regardless of rotation, should report to the Department of Medicine to be deployed where needed to optimize patient care during and subsequent to the disaster. If rotations need to be adjusted more than briefly, or if housestaff need to be reassigned to different hospitals, the Program Director will inform the DIO and through the DIO and WebADS, the ACGME. 

HIV Testing
http://www.health.ny.gov/diseases/aids/regulations/fhcda/ai_fact_sheet.htm
Consent for HIV-Related Testing for General Hospital Patients and Nursing Home Residents who Lack Medical Decision-Making Capacity and Do Not Have Health Care Proxies

An HIV-related test can also be done for a patient in a general hospital or resident of a nursing home for whom no surrogate is available (e.g., the patient has no close family or friends). An HIV-related test would be categorized as "major medical treatment" for purposes of FHCDA. FHCDA authorizes such treatment as follows:
An attending physician must recommend such treatment in consultation with general hospital or nursing home staff directly responsible for the patient's care. In a general hospital, at least one other physician designated by the hospital must independently determine that he or she concurs that the recommendation is appropriate. In a nursing home, the medical director of the facility, or a physician designated by the medical director, must independently determine that he or she concurs that the recommendation is appropriate; provided that if the medical director is the patient's attending physician, a different physician designated by the nursing home must make this independent determination.
Weiler Hospital Parking

The 2 ways to get free parking at Weiler:

1)just ask for a Montefiore ID badge (specifically for Jacobi residents) from the medicine department. This is what I did.

OR

2) Jacobi interns/residents who drive to weiler can bring a copy of their car registration and $25 (refundable) to get the parking access. Once you fill out the form, they give you parking access until you return the it, wherein they will give you a full refund of the $25.
Hospital Infections and OSHA Regulations
1)   Hand Hygiene – Providers must perform hand hygiene before entering a patient’s room; though you may have no intention of touching the patient or anything else in the room, you may inadvertently touch something. Then wash your hands or use the gel (5x at most, then you must wash hands) as you are about to leave the room.

2)    Contact precautions – applies to patients with C. dificile colitis (suspected or known), patients infected or colonized with MDROs (MRSA, KPC/ESBL Klebsiella, ESBL E. coli, VRE, resistant acinetobacter, etc). Not only is hand hygiene + gloves warranted, but gowns are necessary as well. Remove gloves and gown before washing hands or using the sanitizing gel.

3)    Foleys – order a foley only if you really need accurate output in a patient who can’t cooperate and void into a bedpan or urinal. Consider a condom catheter in male patients as an alternative. Only individuals who are authorized to place foleys should place them (RNs who have been trained to do so or GU if there is a problem). Keep the foley bag below the level of the bed. REMOVE foleys ASAP. 

We have had an increase in CAUTIs  this year.  A couple may have been false positives. To AVOID treating a false positive – PLEASE SEND A UA FIRST when evaluating someone with fever or leukocytosis unless it is clear you’re dealing with a UTI – grossly cloudy urine, dysuria, etc. SEND URINE CX (after changing the foley) only if the UA suggests a UTI. 

 

A patient on mechanical ventilation should be given a trial of void earlier on, particularly if they are not sedated and are conscious. If he/she doesn’t void in a timely fashion, the foley can always be re-inserted. 

4)    Eating/Drinking at the workstations – per OSHA, you should not eat/drink at the computer workstations. The same MDROs and C. dif toxin may be on the keyboards, PCs, telephones, etc.  You don’t want to be ingesting these microbes. The regulation is meant to protect the healthcare worker.
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MONDAY�
PGY 1�
PGY 2�
PGY 3�
�
Dresdner�
Ali, Tuba�
Arguello, Esther�
Ascoli, Christian�
�
WedA,Th A, ThP, FriA�
Lupercio Lopez, Florentino�
Gupta, Rohit�
Carter, Michaela�
�
 �
Rotman, Jessica�
Engstrom, Khrystel�
 �
�
Fotino�
Caceres,Jose�
Velji,Naheed�
Bakirhan,Kamila�
�
TueP, WedP, ThA�
Ma,Marina�
Bhandari,Dron�
 �
�
 �
Sangnil,Marline�
 �
 �
�
Weinstein�
Hulkower, Raphael�
Davila, Myra�
Busuioc, Monica�
�
ThP�
Chourasia,Prabal�
�
 �
�
 �
Medrano Corado, Francisco�
 �
 �
�
TUESDAY�
 �
 �
 �
�
Astuto�
Merzkani, Massini�
Geliebter, Ari�
Castaneda, Omar�
�
MonP,Wed A�
Sarathy, Harini�
Goraya, Harmeen�
Ferastraoaru, Denisa�
�
 �
 �
 �
Gebremedihn, M�
�
Lemberg�
Kushnir,Alexander�
 �
Castellanos,Patricia�
�
TuesA,WedP,ThusP�
Eshtehardi, Parham�
�
Galindo, Randolfo�
�
 �
�
�
Duara, Sushruta�
�
 �
 �
 �
Forde, Sadee�
�
Sydney�
Mankame, Siddhi�
Eshak, David�
 �
�
MonP,WedA,FriA�
Mikhail, Fadi�
Unnikrishnan,Madhu�
 �
�
 �
Selvaranjan,David�
Gligich, Oleg�
 �
�
 �
 �
Gupta, Neha�
 �
�
WEDNESDAY�
 �
 �
 �
�
Ruddock�
Moon,Jeonghun�
Wong,William�
Jabuonski,Thiago�
�
 �
Mojadidi,Khalid�
�
Sharma, Nirmal�
�
 �
Shrivastava,Makardwhaj�
 �
Gemtessa,Tilahun�
�
Hahn�
Pottash, Michael�
Husain,Syed�
Donohoe,Kelsey�
�
Fri A�
Taveras Alam, Sara�
Kennedy,Robert�
 �
�
 �
Khosraviani,Kashayar�
Iranpour, Tannaz�
 �
�
Nelson�
Va,Puthiery�
Kanaan, Rana�
Gomez,Brunel�
�
TuesAM, FriP�
Williams,Jennifer�
Thakkar,Jyotsana�
Javed,Laila�
�
 �
 �
 �
Macs,Katalin�
�
THURSDAY�
 �
 �
 �
�
Paruchuri�
Rancier Ruiz,R           �
Msaouel,Pavlos�
Lin,Joshua�
�
MonA, TueA, ThA, FriP�
Ghanim,Hiba�
Rampur, Lahari�
 �
�
 �
George,Ancy�
Maikaberidze,Nino�
 �
�
Rucker�
Reddy,Vineet�
Mujtaba, Sobia�
Pamerla, Mohan�
�
TuesA�
Gupta, Anupam�
Nandikolla, Amara�
Papadantonakis, Nikolaus�
�
 �
 �
 �
Mittal,Ashok�
�
Ward�
Holzhauser, Heddy�
Unal, Ersin�
Matela, Ajsza�
�
 �
Tobon Ramos, Jannet�
�
Jorge Cabrera, Valerie�
�
 �
 �
 �
Jinjolava, Nana�
�
FRIDAY�
 �
 �
 �
�
Shahan�
Kimmel, Jason�
Amer,Magda�
Sood,Shallini�
�
TuesA,P, Wed P�
Rege, Tanvi�
�
Tan, Judy�
�
 �
Rohanizadegan, Mersedeh�
 �
Phyu, Ei Ei�
�
Mooney�
Zambrano,Andrea�
Shenoy, Niraj�
 �
�
Tues P�
Ku, Vivian�
Rondinel Robles, Miguel�
 �
�
 �
Kozicky, Mark�
 �
 �
�
Love�
Zhang, Lili�
Salamon, Jason�
Park, Su Bin�
�
Tues A�
Lam, Heidix�
Salgado Nunez del Prado, Silvia�
 �
�
 �
 �
Zaman,Tarique�
 �
�
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