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1.  The Definition of Emergency Medicine

A. Emergency Medicine (EM) is a specialty, which focuses upon the initial evaluation, diagnosis and stabilization of patients with acute illnesses or injuries.  In addition, the EM physician initiates treatment, involves consultants, makes disposition decisions and makes appropriate follow-up arrangements for patients discharged from the Emergency Department (ED).

B. There are at least five areas of specialized expertise separating the EM specialist from other disciplines:

1. Resuscitation

2. Toxicology

3. Emergency Medical Systems design and supervision

4. Disaster management

5. Environmental emergencies

C. The Residency Review Committee (RRC) states that "residencies in EM are designed to prepare physicians for the practice of Emergency Medicine" by producing physicians trained to:

1. Provide the initial recognition, stabilization, evaluation and care of acutely ill or injured patients.

2. Arrange appropriate follow-up or referral as required.

3. Manage the pre-hospital care of acutely ill or injured patients.

4. Participate in the management of the Emergency Medicine system providing pre-hospital care.

5. Engage in administration and teaching in Emergency Medicine and be familiar with research methodologies and their application.

D. Sub-specialization in Emergency Medicine:  There are currently three approved sub-specialties in EM:

1. Pediatric Emergency Medicine

2. Toxicology (co-joint)

3. Sports Medicine (co-joint)

Each of these sub-specialties has specific training and certification processes. In addition, two other sub-specialties are in the process of development for approval.

       1.  Emergency Medical Services

2.  Hyperbaric Medicine

2. Goals of the Residency

A. The Residency Review Committee States in the Special Requirements for Residency Training in Emergency Medicine, that:

“Residencies in emergency medicine are designed to prepare physicians for the practice of emergency medicine.  These programs must teach the basic skills and knowledge that constitute the foundations of emergency medicine practice and provide progressive responsibility for and experience in the application of these principles to the management of clinical problems. Adequate and equal opportunity must be provided for the resident, under guidance and supervision of qualified faculty, to develop a satisfactory level of clinical maturity, judgment and technical skill. Upon completion of the program, residents should be capable of practicing Emergency Medicine, incorporating new skills and knowledge during their careers and monitoring their own physical and mental well-being and that of others in the profession.”

B.  The goal of our residency is to produce physicians trained to:

1.
Provide the recognition, resuscitation, stabilization, evaluation, and care of the acutely ill or injured patient as well as the full range of patients who present to the emergency department.

2.
Arrange appropriate follow-up or referral as required.

3. 
Manage the pre-hospital care of acutely ill patients.

4.
Participate in the management of the emergency medical system providing pre-hospital care.

5. Provide appropriate patient education directed toward the prevention of illness and injury.

6.  Engage in the administration and teaching of emergency medicine, and be familiar with research methodologies and their application.

3. How to be a Good Emergency Medicine Resident 

The attending staff though it would be a good idea to distribute this memorandum on what is expected from all emergency medicine residents when they are on the floor.

Most of these suggestions should be studied by residents of every year level, but several are year specific.

Try to see as many patients as you can. 

a. First year residents: Initially you are probably going to feel lost, confused, out of your depth and a little afraid. If you feel confident, that feeling will probably quickly vanish as you begin to realize the enormity of practicing competent emergency medicine. At first, concentrate on developing a general, problem-oriented approach to patients in the ED from an EM point of view. You won’t diagnose the patient’s life threat if you don’t consider it. Remember: emergency physicians have to prove by accurate history, physical appropriate ancillary studies and a well-documented thought process that their patient is sick or, more importantly, not sick (because you send them home). At this early point in your training, you should be able to manage one or two urgent and, in addition, one or two non urgent patients at the same time. The number of people that you can see and manage effectively at one time should be continually increasing. over the year as you become more efficient. You should work on developing  a fairly standardized approach to common presentations, making your evaluations more rapid and comprehensive. 

b. Second year residents: At this point in your training, you should be able to manage several urgent, several non urgent, and in addition supervise several intern patients at the same time. Again, the number of people that you can see and manage effectively at one time should be continually increasing. You should have the feeling that if you are not seeing as many patients as you can that patient movement in the department will stagnate, which is true. Red tags on the board should prompt you to increase your pace and sense of urgency. The junior EM resident is the broad back on which the flow of the department is often balanced. Push yourself to increase the number of patients you can manage. Someday, you may be the sole physician in a busy department and the ability to manage multiple critical patients at once will be a necessity.

c.  Third year residents: You are responsible for the safe and orderly flow of all patients through the department. This requires a considerable amount of managerial skill and flexibility on your part. The emergency department is a dynamic place and constantly requires you to assess where you should best direct your effort and attention. When the racks start to stack up, initiate seeing patients in chairs. When there are several red tags, pick up one or two patients primarily. If a consultant is taking a long time to disposition a patient, start a dialogue on resolving the problem, make non-threatening suggestions about what can be done on the ward versus the ED, or recommend a call for help. Are labs and X-rays delayed? Investigate why and institute corrective action. 

Aggressively seek out the most urgent patients. Only by seeing as many sick patients as you can will you gain the ability to rapidly and accurately evaluate them. Many times you will not have the luxury of taking a complete history and physical, but will instead have to get what critical information you need in order act quickly in the patient's interest. Try to meet all patients that arrive by ambulance and get a history from the EMT's. If you hear about a critical patient coming to the ED, be available to see that patient instead of picking up another non urgent chart. Immediately after you have evaluated an urgent patient, you should confer with the attending so you can put together a game plan expeditiously. 

Be available at all times in the ED. Many times we have very little time to act or prepare for the sudden appearance of a critical patient, like a crash intubation, sudden cardiac arrest, drive up, etc. You need to be readily available for these opportunities because they often happen without warning. If you need to leave the department for a short time, let the attending know where you are and when you will be back.

Make rapid patient disposition a primary goal. Always keep in mind that your goal as an emergency physician is to rapidly and effectively evaluate and treat your patients so that you can keep patient waits down to a minimum. It's considered bad form to have a critical patient wait several hours in the waiting room because you delayed disposition on another patient. This is especially critical in a department such as ours where bed space is at a premium. Try not to sign out patients to the next shift if you can avoid it. At the same time, you should not avoid picking up patients near the end of your shift, but instead start the evaluation so the next shift has a head start and the patient doesn't wait.

Accept criticism gracefully, no matter who the source. You are a physician in training and should not expect nor be expected to know everything. Also, you can learn many valuable things from your patients, the nurses, corps personnel, and consultants in addition to attendings and more senior residents. This is especially true about the nursing staff. If they ask you a question about a patient, don't take it personally. They may be justifiably concerned about something you overlooked or the patient didn't tell you. Be grateful that you learned something instead of being defensive about not already knowing it. If you unexpectedly anger or offend someone, try to figure out why and ameliorate the situation instead of reflecting anger back at the source. Developing good interpersonal skills are essential to being a successful emergency physician and can save you a lot of grief in the future.

Seek feedback from your attendings frequently. Positive feedback is always nice to hear, be you may also get valuable feedback on things you need to improve.

Practice patient scenarios in your head. Go over how you approach the typical patient with chest pain, abdominal pain, shortness of breath, febrile infant, vaginal bleeder, etc., what questions you need to ask, what labs you need to order. Practice how you would do a rapid sequence intubation, what drugs and equipment you'll need, etc. Read textbook chapters on approach to chest pain, abdominal pain, etc., to augment what you already know.

We hope that you will find this guide helpful. If you have any questions or comments, or just want more information, feel free to contact me or any other attending that you feel comfortable with. Remember, we're here to help, and are confident that you will be able to incorporate these principles into your practice. 

4. Some Good Rules for Surviving Your Residency

1.  Take care of the patient.
The reason we are held in such high esteem by the public as a whole, and non-medical policy makers in specific is because we are the only physicians who will see patients 24 hours per day, regardless of their complaint or economic standing.  This is what medicine should really be about.  Take care of the patient regardless of why  they’re there or  what time it is, and be glad they chose to come to our ED, because it is the patients who keep us in usiness.  Don’t let consultants who are grumpy about the time of day or how busy they are keep you from taking care of the patient.

2.  Listen to the patient.

Nine times out of ten, the patient will tell you what the diagnosis is, if only you take the time to let them tell you and actually listen to what they are saying.

3.  Look at the patient.  If the patient looks sick - they usually are.

The patient’s general appearance is your first indicator of the seriousness of their condition.  Document general appearance on every chart.

4.  Touch the patient.

Patients expect you to examine them. Unfortunately, the art of performing physical exams is rapidly waning in these times of advanced technology, yet Emergency Physicians should be better in this skill than almost any other specialists.  You can rule out life-threats and eliminate the need for labs or x-rays with a thorough exam.  Your exam of the patient is also therapeutic and reassuring to them.

5.  The important things are always simple - think alphabetically.

Airway, breathing, circulation, IV’s, monitors, labs, history and physical exam.

6.  The simple things are always hard.

Your entire residency should be focused on becoming the master of these simple things.

7.  When you have no idea what’s going on with the patient - stall.

There’s no rule that every patient must be immediately diagnosed and disposed.  When a complicated patient appears stable, but you are unsure what’s going on, wait an hour or two, and often, the clinical course will become much clearer.

8.  Don’t use the term “stable vital signs”.
A corpse has stable vital signs.  Abnormal, but stable.  Use the words “normal” or “abnormal”.

9.  Rule of controversies in medicine: If a tremendous amount of controversy exists between two ways of doing something - no difference exists between the two.

10.  Don’t order a lab or x-ray if the results are not going to change what you do.

You may be stuck with the results.

11.  Never stop improving.

There is nothing in life, including all of us, that can’t be better.  The fund of knowledge of Emergency Medicine is an inverted pyramid, and you are at the tip. Never rest on your laurels or the world will pass you by. 

5. What you should know the first year of residency

1.  The Program Director’s Perspective:


First-year residents in Emergency Medicine face a huge challenge.  There is an incredible amount of information to learn, a new system with which to become familiar,  a dramatic change in lifestyle with shift work and long hours, and the ever-present fear that some disaster will come through the door requiring skills and knowledge that they don’t yet have.


The answer for EM-1’s is to read, and read voraciously.  Even though the residency program has a required reading program, it is not nearly enough to get you where you need to be before you begin your second year.  The first year of residency is a data collection year, learning the basics of the core knowledge needed for success as an Emergency Medicine physician.  You should be reading every day.  If you are like most of us, you best retain information that has some immediacy to you.  I recommend reading about patients you saw that day, or something you heard in conference or morning report that you feel you need more knowledge about.


I think the most common error that EM-1’s make is not to read enough.  A reasonable goal is to have read the entire study guide by the end of the first year. 


It is also impossible to memorize everything.  For this reason, we have put together those items that we feel EM-1’s must have as their basic core of knowledge.  If a staff asks you about any of the items on the following list, you should be able to recite the answers immediately.  This won’t be the case at the beginning of the year, but certainly should be by the end of the year.


This list will give you the opportunity to focus your self-study program on those areas that we feel are important.  In some instances, memorization is expected.  If you can master the list, you will be well on your way to a successful residency.

2.  The Chief Resident’s Perspective

There will be many things that you will have to learn during your first year of residency. Your first year represents a change or transformation of the way you practice medicine and the way you think. As a GMO your patients were well until proven sick, here they are sick until proven well. Some residents initially have problems with this concept and to make matters worse you will be working long hours with little or no rest. Eventually you will get used to working in the ED and fulfilling your academic requirements. Your two worst months will be the first month of your first year and the first month of your second year for different reasons.

When you work in the ED you work with a team of paramedics, corpsmen, nurses, secretaries, and physicians. All individuals on this team are  professional and you should treat them with respect. However, all individuals have weaknesses and you must work with the knowledge of these weaknesses.  Because of training requirements, there is a high turnover rate of nurses and corpsmen in the ED, so many of the nurses are inexperienced with ED work. The physicians that you consult are inexperienced with ED principles and it is part of your job to educate these individuals.

When you first walk into an ED find out where the emergency equipment is and if it is working. This applies to any ED you may work in. You must observe the facility you are working in and note its strengths and weaknesses. As an EM-1 you are required to have checked off the airway cart and code cart by 15 minutes before the start of your shift.

When you work a shift you can present your patients to an EM-3 or a staff physician. The EM-3 will be interested in moving as many patients as possible and not teaching. The staff physician will be interested in teaching academic emergency medicine. The staff physician writes your evaluation not  the EM-3, but the staff physician will get upset if  you are not moving the patients fast enough. Therefore, you must do a balancing act between presenting to an EM-3 or staff physician.

When it is decided that a consult is needed for the patient that you are seeing, some of the consultants may not want to see the patient. It is your job to sell the patient to the consultant.  No body wants to buy a beat up Volkswagen, but don't turn a Volkswagen into a Mercedes in your sales pitch. You will have to develop a relationship with these consultants and they have to trust you and your judgment.

The didactic requirements of the residency are strict, if you miss any activities without an excused absence you will have to make it up some how. Excused absences are leave, TAD, working a shift, or a death in your family (or your own). The required events are Wednesday afternoon conference, journal club, life support lab, and morning report. In addition you will have weekly assigned readings, two lectures to give each year and 

an academic project to complete during your residency. Learn early how to make slides using our multimedia equipment and where to get them developed. It takes approximately 6 weeks to prepare a lecture. Meet with your advisor early and often concerning your lecture. The specifics of what you need know by the end of your first year of residency can be found in the Study Guide. The Study Guide is not complete and must be supplemented with other Emergency Medicine Textbooks and current journals.
6.  Educational Curriculum

The goals of the residency are fulfilled through a comprehensive mix of clinical exposure (rotations), didactic lectures, procedure labs and readings. Teaching skills are developed through presentation of lectures/conferences, and participation in morning report. Literature evaluation and research skills are developed through journal club and a comprehensive research curriculum culminating in a research project.

The 36 month EM-1-2-3 (PGY 2-3-4) experiential curriculum (clinical rotations) is as follows:

A. Emergency Department

NMC Portsmouth 
14 ½  months

Depaul Medical Center                                
  4 months

B. Internal Medicine

ICU                        
1 month

CCU                          
1 month

C.  Trauma

Burn Trauma Unit,, Norfolk Sentara
2 months

ED- Trauma, Riverside Regional
2 months

D. Anesthesia
1 month

E.  Orthopedic Cast Room
1 month

F.  ENT/Oral Surgery
1 month

G. Pediatrics


ED-Children's Hospital of the Kings Daughter's  (CHKD)        1 month

Pediatric Intensive Care Unit-(CHKD)                                      1 month

H. OB/GYN
1 month

I. Emergency Medical Services                                                              1 month

J. Toxicology Florida Poison Information Center
1 month

K. Research                                                                                             1 month

L. ED Administration
1 month

M.  Electives
2 months

7. General Policies

A. Academic Advisor
Each resident is assigned an academic advisor, who is a faculty member.  The relationship between the resident and advisor should be a close one. The advisor is responsible for tracking the progress of the resident, and identifying and intervening in any potential problem areas.  Each resident and their advisor must meet monthly, at least informally.  Academic advisors will forward regular progress reports to the program director. Academic advisors will be the primary counselor to their residents and will intervene early to correct any perceived problems or academic deficiencies.

B. Chief Resident Duties and Responsibilities
Each year, two EM-3 residents will be selected by the faculty to serve as Chief 
Resident (CR).  This position is one of increased responsibility and expectation.

The Chief Resident sets the tone for the residency during their tenure and is largely responsible for the administration of resident, intern, and occasionally medical student affairs. The performance of the Chief Resident can affect the residency for years, as interns and medical students who work with the Chief Resident make career decisions based upon their experience.

The CR’s are responsible for bedside teaching of medical students, rotating interns, and more junior EM residents. Additionally, the CR’s will assist, as required, in formal interviews of prospective residents.

The duties of the CR are divided into two distinct positions, the Administrative Chief Resident  (ARC) and the Educational Chief Resident (ECR).   Each  EM-3 selected as a CR will serve time in both positions during the year. CR’s will cover the duties of other CR’s who are on leave or TAD. The listed CR responsibilities may be delegated to other EM-3 residents, but the CR is ultimately responsible for completion.

1.  Specific Administrative Chief Resident responsibilities are:

a) Schedule:  The  ACR  is responsible for adequate ED coverage by residents and interns.  All leave and TAD special requests must be routed through the ACR.  The ACR must submit the ED schedule to the Training Officer NLT 10 working days prior to the new month.  The ACR is also responsible for submitting the schedule for both DePaul (whenever 3 NMCP residents are rotating) and Riverside.

b) Resident Liaison: The ACR will be the point of contact with other departments on resident-related topics.

c) Administration: The ACR will assist when needed with X-ray, ECG, and lab follow ups, patient recalls for any reason, and for ensuring that other administrative requirements are fulfilled by the residents.

d) Research: The ACR will be an advocate for and promote departmental compliance and assistance with all ongoing clinical protocols in the ED.

e) Evaluations:  The ACR will coordinate any resident input on evaluations of all Medical Students and Interns, rotating in the ED and present this to the Training Officer.   

f) Intern rotators:  The ACR will be responsible for orienting interns rotating in the EMD and for promulgating information about the rotation. The ACR will also function as the initial source of remedial counseling for the rotating house staff on the service, a responsibility coordinated with the Training Officer.  The ACR will be responsible for soliciting feedback from interns at the end of their rotation.  This information will be disseminated to staff and residents in order to improve the rotation and recognize outstanding teachers.

g) Interviews:  The ACR will assist as required in formal interviews of prospective residents.

h) Staff Liaison:  The  ACR will attend faculty and staff meetings, and will act to represent resident concerns at those meetings.  Likewise, the ACR will present/pass along staff concerns during the weekly resident's administrative time.

i) Hospital Liaison:  The ACR will attend the monthly Clinical Director's Chief Resident Meeting.

2. Specific Educational Chief Resident responsibilities are:

a) Morning Report:  The ECR is responsible for maintaining the format and records of the daily morning report.  This responsibility may be delegated to the senior resident on duty, but it is the ECR’s responsibility to ensure compliance.

b) M & M Conference:  The  ECR is responsible, in coordination with the Program Director, Education Coordinator and Departmental QA Coordinator, for the monthly M & M Conference, to include format, selection of the case, and participation of other specialty staff, and providing a brief 5-10 minute discussion of the salient educational points of the case.

c) Patient Follow-Up Conference:  The ECR is responsible for running this bimonthly conference, will assign case presentations to residents, and will ensure that there is an appropriate case mix, as well as ensuring that a handout for each case is filed in the residency office. 

d) Journal Club:  The ECR will coordinate with the Research Coordinator for assignment of articles to residents for the monthly Journal Club.

e) EM Residency Conferences: The ECR will assist the Program Director and the Education Coordinator in making the monthly conference schedule to include scheduling resident conferences and soliciting desirable hospital staff speakers.  The ECR will ensure the attendance roster, core curriculum tracking, and lecture critique sheets are completed each week.  

f) Research:  The ECR will assure departmental compliance and assistance with all ongoing clinical protocols in the ED.

g) Clinical Photo teaching file:  The ECR will maintain the department’s Clinical Photo teaching file by reviewing and cataloging all photos taken in the ED.  The ECR may select photos for use as a follow up conference.  

h) EM Quiz:  The ECR is responsible for tracking and collating quiz scores and for grading quizzes turned in late.  The ECR will submit a list of quiz scores with their cumulative average quarterly to the Program Director.

C. Resident Clinical Duties

Clinical Activities form the bulk of the experiential curriculum. While a complete determination of all clinical responsibilities is beyond the scope of a limited manual, some specific duties include:

1) Admissions:  EM staff and residents do not have admission privileges. If admission is felt to be warranted by the patient's condition or circumstances, and the consulting specialist disagrees, the following mechanism will be followed until resolution of the problem:

EM resident to specialty resident discussion, then

EM senior or chief resident to specialty senior or chief resident discussion,

EM staff to specialty staff discussion, and lastly

EM staff to Command Duty Officer for final resolution.

2) Board Rounds: Board Rounds are held at the change of shift.  At Board Rounds, each patient in the ED is discussed for turnover. The presentation, evaluation,  current state,  and anticipated disposition of each patient must be clear, and a trainee must be designated to assume the care of each patient. In some cases, when care is almost complete, the off going trainee will remain for patient disposition.

3) Clinical Supervision: All EM faculty must be available for consultation at all times when assigned duty in the ED. Physical presence is necessary to provide an opportunity for the direct observation of resident history, exam skills, and timeliness of therapeutic interventions.  The resident's management of the ED itself is best evaluated in this manner. Direct bedside observation should be maximal. When not physically present, the EM faculty must be readily available. 

EM faculty are not permitted to sleep while on shift. 

EM faculty supervision is best accomplished with immediate verbal feedback, both positive and negative.

Unacceptable resident performance concerns will be forwarded to the Program Director, and discussed at the next monthly faculty meeting. The resident's Academic Advisor will enact remedial actions.

All ETR's of patients seen by residents must be reviewed or countersigned by EM faculty. Chart review/counter-signature requirements are year specific:

YEAR LEVEL
COUNTERSIGNATURE MUST BE OBTAINED BEFORE PATIENT LEAVES ED BY:
CHART REVIEW

REQUIRED BEFORE END OF SHIFT BY:

Medical Student
EM-2, EM-3 or Staff
Staff

Intern (PGY-1)
EM-2, EM-3 or Staff
Staff

EM-1
EM-3 or Staff
Staff

EM-2
None
Staff

EM-3
None
Staff

4) Consults:  Consults for ED patients may be obtained from other specialties for a variety

of reasons including admission, evaluation/intervention/treatment, follow-up beyond the scope of the ED or to obtain a second opinion. Consults are obtained on either a "routine" or "emergency" basis. Consults obtained to arrange today or other than routine follow-up are considered emergent and involve direct contact with the consultant. The time of the consultation will be noted on the ETR. If the patient is examined by the consultant prior to disposition, the consultant will provide a written evaluation. All consults will be in writing (no curb-side consults). "Routine" consults may be arranged through the Electronic Referral System utilizing CHCS.

5) ECG Readings: All residents are required to note their preliminary reading on one copy of the ECG, and place this copy in the ECG box.  

6) EMS calls: EM-2 and EM-3 residents are responsible for handling all EMS radio calls.  EM-1 residents may handle these calls with supervision.

7) Patient Follow-up:  Follow-up on ED patients is obtained through a variety of mechanisms, both formal and informal.  Each resident must assume some responsibility for the follow-up of their patients and is required to keep a written log of two patient follow-ups per ED shift. Residents are expected to follow-up on all patients admitted to critical care units, and strongly encouraged to follow-up on all admitted patients.  Formal follow-up is done at morning report as well as follow-up conference. Residents may be assigned by the Educational Chief Resident to provide follow-up on selected patients at Board Rounds, Morning Report and Follow-Up Conference.

8) X-ray readings:  All X-rays obtained on ED patients are read daily by radiology.  Preliminary ED readings are noted on the X-ray log sheet.  All X-rays must be logged on this form, with the supervising EMD staff noted. The reading and patient disposition must also be noted. This is very important in preventing excessive efforts in retrieving records and making follow up phone calls when there is a discrepancy noted by the staff radiologist.  The day staff physician or Admin Resident is responsible for daily review of the official readings and handling all discrepancies.

D. Resident Lectures

An integral part of residency training is the development of teaching skills, including formal lectures. To this end, residents will be expected to present formal lectures, within the overall conference framework.  During the academic year, each resident will be expected to present the following number of lectures, complete with handout and AV aids.

EM-1: 1

EM-2: 2

EM-3: 2

Residents who give an outstanding lecture on a pertinent area of Emergency Medicine may be asked to present their lecture again during the curriculum cycle, or at another institution. Additionally, residents who, by staff consensus, give a less than satisfactory lecture will be required to repeat the lecture at a later date with the recommended improvements.

Topic selection will be made from the areas covered in the core content of Emergency Medicine.  It is recommended that EM-1 residents structure their talks around a case presentation.  This format allows the speaker to go over pertinent aspects of ED diagnosis and management and to weave the discussion of the lecture topic into the presentation..  This also helps keep the focus on the Emergency Medicine aspects of the topic and keeps the audience engaged in the discussion.  Residents must have their conference topic selection approved in advance by the Assistant Program Director. 

The following outlines the expectations for lectures given by residents:

1.  Giving a quality lecture is a major undertaking.  It takes 20-30 hours of preparation to present a residency-quality lecture.

2.  When one gives a lecture, the audience forms lasting impressions of the lecturer's knowledge, competence, intellect, clinical skills, and dedication. It may not be fair to make these judgments based solely on an oral presentation, but that is reality.  One's clinical reputation may be markedly enhanced or harmed by the performance giving a lecture.

3.  Resident lectures are expected to be outstanding in every facet.  The following are minimum requirements for lecture presentations:

A.  Literature search: Preparing a lecture begins with an extensive review of the current literature.  A review of 20-30 or more recent articles on your topic is appropriate.  This literature review should be reflected in the talk as well as the bibliography (see below).

B.  Handout:  This should be brief, yet comprehensive and easy to follow. In general, outline-type handouts are easiest for the audience. Tables are appropriate.  The handout should "stand alone", that is, a person who did not attend the lecture should be able to gain information by reading the handout alone. An outline style format can be easily followed, but the optimal method is for the handout to be written like an article suitable for publication.  This format will be good practice for those who wish to pursue publishing their work.  For a 45-60 minute lecture, a typical handout will normally be about 7-10 pages in length, not including the bibliography.  The handout should include a bibliography of 20-30 recent articles pertinent to the subject. For many in the audience, this bibliography will be one of the most beneficial parts of the handout.  Handouts without a bibliography will be considered incomplete.

C.  Audiovisual aids:  Use of presentation making programs such as PowerPoint combined with use of the in-focus projector is strongly encouraged.   Those unfamiliar with the use of PowerPoint or the in-focus projector may seek help through either senior residents or their advisor.  Audiovisual aids should enhance the presentation and help keep the audience focused, clinical slides which are excellent at doing this, may be either borrowed from department files or downloaded from the internet.   Scanning hardware is available on the computer in the residents’ room.

D.  When giving a residency quality lecture, the speaker is expected to be the expert on that topic. They should be able to discuss any aspect of the topic including new research, experimental protocols or treatments, and controversies surrounding the topic. One of the main goals in presenting the topic is to teach everyone in the audience, including the staff, something new about the topic.

4.  Residents are required to seek guidance from their Faculty Advisor when preparing a lecture. The Advisor can critique the lecture and often offer insight into controversies of current treatment and research. The faculty has a lot of experience giving lectures in Emergency Medicine that the residents can benefit from. A checklist sheet will be provided to each resident with specific items that must be completed in coordination with their advisor in the weeks leading up to the lecture. Additionally, residents are encouraged to solicit information and guidance from other staff both within and outside of the field of Emergency Medicine when appropriate.

5.  Residents will receive a written assessment of  their lecture from the Education Coordinator and other faculty present that will evaluate the content, speaking style, audiovisual aides and handout.  Outstanding lectures will be nominated by faculty for inclusion on the department’s Visiting Professor Speakers list currently being utilized by other EM residency programs in the state of Virginia.

E.  Conferences

The residency conferences are an integral part of the overall curriculum, and are designed to present a broad-based, in-depth presentation of the skills and knowledge required in Emergency Medicine. 

Format: The core curriculum is covered in five hours of conferences per week, developed by the Emergency Medicine Residency Program and planned specifically for and directed to the education of the EM residents. Lectures are scheduled for 50 minutes, with a 10 minute break each hour. The structure of the schedule also allows variety to sustain resident interest and attention, thus promoting effective integration of the presented material.  It also allows consistency to enhance attendance and participation.  Included in the conference period is a structured review of material from assigned weekly readings.

Critique:  Feedback on conferences is vital to ensure continual improvement. Residents will have the opportunity to critique each conference on a standard form. Results will be maintained by the Program Director, and will be forwarded to the individual lecturers.

Monthly conferences:

Morbidity and Mortality Conference provides a critical review of the care rendered to patients in the ED, with a focus on ED deaths, deaths within 24 hours of ED visit, and cases of unique or exotic presentation.

Follow-Up Conference provides timely follow-up of interesting cases with resident and staff discussion of presentation, differential diagnosis, ED management and hospital course.

Case of the Month provides a staff presentation of an interesting case where teaching points differential diagnoses and management issues will be highlighted.

Radiology Rounds by either staff or senior admin resident will present interesting x-rays seen in the department in the prior month along with pertinent clinical correlates.  This conference will also serve to provide quality improvement by reviewing misinterpreted x-rays.

Life Support Lab provides a combined didactic review and hands-on practice of essential emergency procedures in a structured setting three hours each month. 

Journal Club is held at the residence of a faculty member, providing three further hours of conference time in each month.

Additional didactics: In addition to the above 5 hours of structured conferences, other didactic time is provided by the EM department and will be available to residents:

Board rounds

Daily morning report

Special sessions: ACLS, ATLS, PALS, Combat Casualty Care Course

Resident's Administrative Meeting/Weekly Quiz

Intern/Medical Student Repetitive Emergency Medicine Curriculum

Conference attendance: The RRC for Emergency Medicine requires a minimum conference attendance of 70% of scheduled conferences (excluding vacation).  Maximum resident attendance at the conferences will be fostered through a variety of mechanisms:

1. All residents, including those on rotations at DePaul Medical Center and Children's Hospital of the King's Daughters, will be required to attend all conferences except when they are on an out-of-town rotation or on vacation, or on –call in a critical core rotation.

2. An attendance roster will be completed by the Chief Residents for each conference/lecture. The Curriculum Coordinator will maintain a master attendance roster for all residents. Any resident who falls below a threshold of 70% attendance will be counseled, with further unexcused absences resulting in loss of leave, assignment of extra shifts, administrative assignments such as a QA audit or lecture, or academic probation.

3. Conference attendance will be a consideration for the residents rating on the annual military officer evaluation.

4. Residents on ED rotations, at both the Naval Medical Center and civilian institutions, will not be scheduled to work during the conference time. Staff attending will cover the ED during the conferences. Residents on non-ED rotations will be excused from clinical responsibilities to attend conferences.

5. Faculty attendance: Faculty on administrative time will be expected to attend conferences.  Faculty participation will be monitored by the Chairman and Program Director.

Conference schedule: Conferences planned specifically for the education of Emergency Medicine Residents are held weekly on Wednesdays, from 0730-1230. The schedule is as follows:

0730-0800

Quiz and discussion of Required Readings

0800-1230

Emergency Medicine Conferences 

Additional required educational activities include:

3rd Thursday of each month 0800-1100: Life Support Lab

4th Tuesday of each month 1830-2130: Journal Club.

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:  Core Curriculum Lectures

FREQUENCY:  
Weekly

LENGTH: 

1-hour lectures

TOPICS:  The core curriculum of the residency is covered every 18 months, with specific attention to a different topic(s) each month. The lectures will cover principles of emergency care, pathophysiology of emergent conditions, Emergency Medical Services (EMS), research topics, ED radiology, and ECG review.

Residency Core Curriculum topics includes:

1. Administrative issues/ EMS

2. Infectious Diseases/ Critical Care

3. Trauma

4. Approach to Emergency Medicine

5. Cardiovascular

6. Procedures

7. Endocrine/Metabolic

8. Environmental Medicine

9. Gastrointestinal

10. Toxicology

11. Pulmonary

12. ENT/ Ophthalmology

13. Pediatric

14. Gentitouriary

15. Obsterials /Gynecology

16. Dermatology/Psychiatry

17. Orthopedics

18. Hematology/Oncology/Neurology

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:  
Morbidity and Mortality Conference

FREQUENCY:
  
Monthly

LENGTH:  

1 Hour


TOPICS:  A critical review of the care rendered to patients in the ED. Discussion will be in a non-judgmental format, with emphasis on lessons learned, the value of broad differential diagnoses, and consideration of alternative treatment modalities.

Cases will be selected by a panel consisting of the Program Director, QI/RM Coordinator, and the Educational Chief Resident as an integrated program aligning QI/RM with core curriculum enhancement. Focus will be on ED deaths, all deaths within 24 hours of admission from the ED, major resuscitations, cases of unique or exotic presentation, and cases of high litigious risk.

The EM resident involved in the case will provide the case presentation with assistance from the attending.  Non-ED staff, when appropriate, will participate, with particular emphasis on pathology, including post-mortem examination, and radiology. The format of case presentation will be that outlined in Appendix B.

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:
Life Support Lab

FREQUENCY:

Monthly

LENGTH:

3 Hours

TOPICS:  Emergency procedures will be discussed and then practiced on an animal model.  This conference will take place in the Medical Research Animal Facility.  The series will be on a one-year repetitive cycle.  Each month a specific topic will be discussed and practiced, with other procedures performed as time permits. The texts, Clinical Procedures in Emergency Medicine, by Roberts and Hedges, and Emergency Medical Procedures Manual: The Swine Model, US Naval Hospital, San Diego will be used as references.
Topics include:
1. Invasive airway techniques

2. Venous access/cutdowns/intraosseous

3. Peritoneal lavage

4. Tube thoracostomy

5. Pericardiocentesis

6. Resuscitative thoracotomy/pericardiotomy/aortic clamping

7. Internal massage/cardiac injections

8. Cardiac laceration repair

9. Pacing/internal defibrillation techniques

10. Burr holes

11. Complicated laceration repair

12. Wound debridement

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:       Journal Club 

FREQUENCY:

    Monthly

LENGTH:

    3 Hours 

TOPIC:   The Journal Club is held on the evening of the third or fourth Tuesday of each month in the home of a faculty member.  An evidenced-based medicine approach is followed for Journal Club.  Each month the Research Coordinator and the Educational Chief Resident jointly pick a relevant clinical question. The question is assigned to a team of residents to perform a narrowed literature search to select the three or four best studies. Each member of the team is then assigned one of the studies with a faculty member assigned as a co-discussant. The studies are critically for study design, results, strengths and weaknesses, validity of data, conclusions, and any impact the articles may have upon clinical practice.  EM attending will cover clinical responsibilities during this conference, thus ensuring maximum resident attendance.

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:
Case of the Month

FREQUENCY:

Monthly

LENGTH:

1 Hour 

TOPICS:  A staff presenter will lead discussion regarding presentation, differential diagnosis and management of an case. The discussant will highlight potential pitfalls, management options, the variety of diagnosis associated with particular complaints, or physical and historical findings that help one hone the approach to diagnosis and management.

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:
DePaul Medical Center Morbidity and Mortality

FREQUENCY:

Monthly

LENGTH:

1 Hour 

TOPICS:  Cases from the DePaul Medical Center (DMC) will be reviewed in the same M & M format used at Naval Medical Center (NMC) Portsmouth. The patient population at DMC has more inner city, indigent, and nursing home patients than typically seen at NMC Portsmouth.  This conference will be useful to highlight the different medical, social, and economic problems associated with this population. This conference is held the first Wednesday of each month.  The residents who just completed their rotation at DePaul are responsible for presenting one case each at the conference.

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:
Radiology Rounds

FREQUENCY:

Monthly

LENGTH:

1 Hour 

TOPICS:    Either the senior administrative resident or a faculty member will review interesting x-rays seen in the department in the previous month with the goal of pointing-out both common and subtle but important findings.  The conference will also serve as a quality of care improvement opportunity by reviewing all x-rays in which ED and Radiology readings differed, especially if the difference impacted management. 

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:
Interesting Case Follow-Up Conference

FREQUENCY:

Monthly

LENGTH:

1 Hour 

TOPICS:  Approximately 2-3 interesting cases will be selected by Emergency Medicine faculty and the Educational Chief Resident, and presented and reviewed each month.  Presentation, differential diagnosis, ED management and subsequent ED and hospital course will be presented by the EM resident involved on the case with ongoing discussion by ED faculty.  Following this, an encapsulated review of the salient Emergency Medicine points concerning the case will be presented by the Educational Chief Resident.  

SPECIFIC CONFERENCE INFORMATION

CONFERENCE TITLE:
Pediatric Emergency Medicine Conference

FREQUENCY:

Monthly

LENGTH:

1 Hour 

TOPICS:  Pediatric Emergency Medicine conference will provide didactic training on a regular basis.  Faculty from the Emergency Medicine Department, the Department of Pediatrics, and the Children’s Hospital of the Kings Daughters Pediatric Emergency Medicine Fellowship program will present conferences on both emergent and common pediatric ED conditions.

F. Electives

In the EM-3 year, two elective months are available.  Each resident, in consultation with their academic advisor, will select electives to expand areas of interest, or areas requiring more intense experience.  All electives must be approved by the Program Director.

G. Evaluations

Evaluation and progression of the residents to an expected level of competence is the goal of any training program. To monitor progress, periodic evaluations of residents and of the residency are made in the following manner:

1) Rotational Evaluation:  Upon the completion of each rotation, an evaluation on the resident's performance will be completed and forwarded to the program director (see form in enclosures). The evaluation will be discussed with the resident by their academic advisor.

2) Bi-Annual Evaluation:  The Program Director or Education Coordinator will meet with each resident each 6 months, and discuss with the resident rotational evaluations and progress. A written summary of the meeting will be kept. Additionally, military Fitness Report counseling will be covered during the meeting.

3) Weekly Quizzes:  Based on the required reading for the week.

4) Annual inservice exam and annual oral examinations.

5) Annual Officer Evaluation: All of the performance traits on which officers are evaluated on their fitness reports have listed criteria which must be met to obtain the listed score.  In order to obtain the score, all of the criteria must be met.  As these criteria were written to cover all officers in the Navy, they include generalities.  Below are listed specific criteria pertaining to resident expectations and performance that will be used when assigning scores for each graded trait.  These criteria follow those listed on RCS BUPERS 1611.1, but add more specific meaning to those listed on that form.  Note that not all of the residency-specific criteria must be met to obtain the score, but also that meeting only one or two of the criteria listed does not automatically guarantee that score will be assigned.  Rather, a preponderance of the items listed must be met.  

Block 33: Professional Expertise

Navy Standards (all must be met to obtain the score)

1.0:
Lacks basic knowledge to perform effectively.

Cannot apply basic skills.

Fails to develop professionally or achieve timely qualifications.

3.0
Has thorough professional knowledge.

Competently performs both routine and new tasks.

Steadily improves skills, achieves timely qualifications.

5.0
Recognized expert, sought after to solve difficult problems.

Exceptionally skilled, develops and executes innovative ideas.

Achieves early/highly advanced qualifications.

Residency Standards (examples, not all must necessarily be met)

2.0
Failed a rotation.

More than one marginal rotational evaluation.

Consistently and uniformly noted to be below norm for class on ED rotational evaluations.

On academic probation.

Quiz score average below 7.0.

Significantly below the mean on the inservice exam.

Conference attendance less than 70% or multiple unexcused absences.

Consistently fails to meet deadlines for required forms, evaluations, logs.

Multiple unexcused absences at  Journal Club.

3.0
Performing at norm for class on rotational evaluations.

Quiz scores within the norm.

Inservice exam within the norm.

Conference attendance above 70%.

All required paperwork in on time.

Satisfactory progression of skills.

4.0
Consistently and uniformly rated above the norm for the class.

Quiz scores and inservice score well above average.

Rotational evaluations consistently reflect superior performance.

No unexcused absences at conferences or Journal Club.

Residency lectures consistently above average in quality compared to peers.

Gives lectures to outside departments or agencies.

5.0
One of the strongest clinicians in the program.

Highest quiz score average in the program.

Two or more standard deviations above the mean on the inservice exam.

National presentations (SAEM, etc).

Published in peer-reviewed journal as first author.

Multiple articles in peer-reviewed journals as first or second author.

Gives lectures that are the best of any resident.

Block 34: Equal Opportunity

Navy Standards (all must be met to obtain the score)

1.0
Displays a personal bias or engages in harassment.

Tolerates bias, unfairness, or harassment in subordinates.

Lacks respect for EO objectives.

Interferes with order and discipline by disregarding rights of others.

3.0
Always treats others with fairness and respect.

Does not condone bias or harassment in or outside of workplace.

Supports Navy EO objectives.

Contributes to unit cohesiveness and morale.

5.0
Admired for fairness and human respect.

Ensures a climate of fairness and respect for human worth.

Pro-active EO leader, achieves concrete EO objectives.

Leader and model contributor to unit cohesiveness and morale.

Residency Standards (examples, not all must necessarily be met)

1.0
Tells or tolerates racist or sexist jokes.

Uses or tolerates racist or sexist comments.

Displays or tolerates racist or sexist literature, pictures, etc.

2.0
Does not treat all classes of patients or peers with equal respect.

Makes disparaging remarks to or comments about patients or peers based on perceptions of cultural differences.

Makes disparaging remarks to patients about their reason for seeking care in the ED.

Receives patient complaints pertaining to disrespectful behavior.

3.0
Treats all peers and patients with respect and fairness.

Teaches others (interns, medical students) to treat all patients with respect.

Actively intervenes when unacceptable behavior is noted.

4.0
Recognized by all in the program as a leader in EO values.

Actively involved in organizing activities enhancing unit cohesiveness.

5.0
Involved in EO activities in the command or community.

Has sought and obtained advanced EO training.

Block 35: Military Bearing/Character

Navy Standards (all must be met to obtain the score)

1.0
Consistently unsatisfactory appearance.

Unsatisfactory demeanor or conduct.

Unable to meet one or more physical readiness standards.

Fails to live up to one or more Navy Core Values: HONOR, COMMITMENT, COURAGE.

3.0
Excellent personal appearance.

Excellent demeanor or conduct.

Complies with physical readiness program, within all standards.

Always lives up to Navy Core Values: HONOR, COMMITMENT, COURAGE.

5.0
Exemplary personal appearance.

Exemplary representative of Navy.

Excellent or outstanding PRT.  A leader in physical fitness.

Exemplifies  Navy Core Values: HONOR, COMMITMENT, COURAGE. 

Residency Standards (examples, not all must necessarily be met)

2.0
Wears dirty scrubs, shoes, or uniform.

Does not wear uniform when required.

Frequently reminded to get hair cut, fix uniform, etc.

Wears civilian clothes when inappropriate at residency or military activities.

Wears inappropriate civilian attire at rotations such as DePaul CHKD, etc.

Fails PRT or not within weight standards.

Does not show up for PRT.

Disrespectful to military superiors.

3.0
Passes PRT, within standards.

Maintains active physical fitness regiment. 

Wears uniform in acceptable fashion.

Maintains proper military bearing with subordinates and superiors.

Uses military titles when addressing active duty patients.

Complies with all military aspects of the program.

4.0
Excellent on PRT.

Uniform and appearance serve as example for others.

Demeanor serves as an example for others.

Actively teaches interns and medical students about military aspects of being a Navy Medical Officer.

Proactive, positive influence on junior personnel, one whom they want to emulate.

Able to interact with superiors and the line with ease.

5.0
Always in uniform, impeccable appearance.

Outstanding on PRT.

Organizes physical fitness activities for peers.

Represents the Navy at outside organizations and functions.

Faces crises with a moral compass that is unfailing.

Proactively works to enhance the reputation of the residency and department in the areas of military bearing and appearance. 

Block 36: Teamwork

Navy Standards (all must be met to obtain the score)

1.0
Creates conflict, unwilling to work with others, puts self above team.

Fails to understand team goals or teamwork techniques.

Does not take direction well.

3.0
Reinforces others’ efforts, meets personal commitments to team.

Understands team goals, employs good teamwork techniques.

Accepts and offers team direction.

5.0
Team builder, inspires cooperation and progress.

Talented mentor, focuses goals and techniques for team.

The best at accepting and offering team direction.

Residency Standards (examples, not all must necessarily be met)

2.0
Sits down and lets junior residents and interns do the work.

Treats nurses, corpsmen, junior residents or interns disrespectfully or arrogantly.

Fails to teach junior residents or interns.

Consistently argues with staff, other residents, or nurses.

Creates conflict almost every time they work.

Unable to get along with consultants.

Refuses to participate in group activities.

3.0
Works well with corpsmen, nurses, interns, other residents, and staff.

Does their fair share of the work.

With a seriously ill or injured patient, can effectively direct team members.

Participates in most residency group activities.

Teaches junior residents, interns, and medical students.

Has good relations with consultants and other residents.

Helps fellow residents when in need.

4.0
Consistently cited as a good  teacher on intern evaluations.

Able to run the ED with ease, even when very busy.

Effectively directs all elements of the ED staff to their maximum efficiency.

Handles a “code” as leader with confidence, maintaining control over the room and team throughout the resuscitation.

Effectively handles conflicts with consultants.

Has good awareness of patient flow at all times.

5.0
Able to walk into the ED, see chaos, and immediately and effectively direct the efforts of the team to sort it out and get things done.

Able to direct the efforts of non-ED residents to streamline patient care.

Able to resolve conflicts between ED personnel or with patients or consultants diplomatically with win-win solutions.

Consistently picks up the pace when it’s busy, seeing large numbers of patients while still maintaining control over the ED and directing team efforts.

Always helping others to improve their skills.

Organizes group activities for the residents.

Block 37: Mission Accomplishment and Initiative

Navy Standards (all must be met to obtain the score)

1.0
Lacks initiative.

Unable to plan or prioritize.

Does not maintain readiness.

Fails to get the job done.

3.0
Takes initiative to meet goals.

Plans/prioritizes effectively.

Maintains high state of readiness.

Always get the job done.

5.0
Develops innovative ways to accomplish mission.

Plans/prioritizes with exceptional skill and foresight.

Maintains superior readiness, even with limited resources.

Gets jobs done earlier and far better than expected

Residency Standards (examples, not all must necessarily be met)

2.0
Fails to meet goals and objectives as listed in Residency Manual.

Fails to meet goals for academic project.

Fails to maintain readiness (dental, shots, etc.).

Allows qualifications to lapse (ACLS, ATLS, PALS).

Fails to get state licensure.

3.0
Meets all goals and objectives as listed in Residency Manual.

Maintains readiness status at all times.

Maintains all qualifications, plans ahead to get needed courses.

Plans ahead to get academic project started and meets all deadlines.

Recognizes weaknesses and remedies them with additional reading.

Plans ahead to get all TAD and leave requests in on time.

4.0
Frequently participates as an instructor in advanced life support courses.

Participates as an instructor in courses such as corpsmen or nurse training.

Participates in department or command committees, PAT’s, or task forces.

Has a position within the department or command that enhances the mission.

Participates in projects that enhance the program or department’s mission accomplishment such as rewriting manuals, policies, goals and objectives, etc.

Prior planning affects not only self, but others, recognizes what needs to be done and does it.

5.0
Involved in a project or position that markedly enhances the reputation or mission of the department or command. (leader of PAT, chairman of committee, etc.)

Involved in activities outside of the department in a leadership role that enhance the delivery of care to the fleet.

Able to recommend major changes/improvements to the residency, get approval, and implement them, improving the educational environment/experience.

Block 38: Leadership

Navy Standards (all must be met to obtain the score)

1.0
Fails to motivate, train, or develop subordinates.

Fails to organize, creates problems for subordinates.

Does not set or achieve goals relevant to command mission.

Lacks ability to cope with or tolerate stress.

Inadequate communicator.

Tolerates hazards or unsafe practices.

Does not attend to welfare of subordinates.

3.0
Effectively motivates, trains, and develops subordinates.

Organizes successfully, solves problems as they occur.

Sets/achieves useful, realistic goals which support command mission.

Performs well in stressful situations.

Clear, timely communicator.

Ensures safety of personnel and equipment.

Routinely considers subordinates’ personal and professional welfare.

5.0
Inspiring motivator and trainer.

Superb organizer, great foresight, gets ahead of problems.

Leadership achievements dramatically further command mission.

Perseveres through the toughest challenges and inspires others.

Exceptional communicator.

Makes subordinates safety-conscious, maintains top safety record.

Constantly improves the personal and professional lives of others.

Residency Standards (examples, not all must necessarily be met)

2.0
Unable to effectively proctor interns or medical students.

Unable to handle stressful situations such as critically ill or injured patients or critical overload situations without loosing self-control.

Response to stressful situations is to yell or demean nurses, interns, or other residents.

Poorly communicates with consultants - creates confusion over the case or argues with consultants.

Sees an unsafe situation being inadequately cared for and does not intervene.

Does not take responsibility for own actions.

3.0
Takes time to teach interns and medical students.

Handles problems that arise in the ED efficiently and diplomatically.

Interacts well with consultants - communicates patient’s needs well.

Remains calm and in control in stressful situations.

Intervenes in a timely fashion when a dangerous situation exists.

Sets goals for self and achieves them - never stops improving.

Puts concerns and welfare of patients and junior personnel before self.


4.0
Nurses and junior residents preferentially turn to them for handling complex problems.

Acts as a leader in residency matters - other residents look to them for guidance.

Handles stressful situations with ease, and puts others at ease as well while directing care.

Identifies problems (ie scheduling, proctoring, use or cleanliness of resident spaces, equipment/computer issues, etc)  and works with the other residents to fix them without staff involvement.

Able to communicate resident concerns to staff in a constructive fashion.

Considered one of the best at working with consulting residents and staff - can communicate patient and ED needs and be flexible in solutions.

5.0
Identifies potential problems before they occur (scheduling issues, equipment, patient care pathways, etc) and presents solutions.

Able to rally the other residents around a cause or problem and fix it.

Selected as resident spokesperson to present issues or concerns common to the residents to another person or group.

Inspires and recruits others to become ED residents at Portsmouth.

Makes concrete improvements in the residents’ educational environment.

Inspires and encourages other residents to never stop improving.
H. Leave

Residents may take annual leave in the following maximum amounts:

EM-1 : 2 weeks

EM-2 : 2 weeks

EM-3 : 3 weeks

No leave will be granted in July or August from Emergency Department rotations. Leave may be taken on the following rotations:

Anesthesia (discouraged)



EMS

Pediatric EM




ED Administration

OB/GYN




Elective

Orthopedics




Internal Medicine

Research




Cardiac Care Unit (discouraged)

EM-1 's may take leave while working at NMC Portsmouth ED, but will only be allowed to take a maximum of seven days during any one rotation. Unless there are exceptional circumstances, only one EM-1 may be on leave at a time during an NMC Portsmouth ED rotation. Off service approval on the leave request must be obtained before the request is submitted to the chain of command (Administrative Chief Resident).  EM-2’s and EM-3’s may not take leave while working at NMC Portsmouth ED, except under special circumstances.  

Emergency Leave is granted when appropriate circumstances arise (see enclosure NAVMEDCENPTSVAINST 1050.3A), and is approved by the Program Director.

I. Absence from rotations

Residents may not be absent from any scheduled rotation without the written consent of the Program Director.

J. Moonlighting

Moonlighting by residents is specifically prohibited by BUMED and command directives. Moonlighting is grounds for dismissal from the program.

K. Illness Policy

Residents with medical illnesses are subject to the following policies:

1) Residents who, due to an acute illness, miss a scheduled ED shift should contact the Chief Resident as soon as possible to arrange a schedule change/shift swap.  In most cases, residents who are ill should be seen by another physician for evaluation and treatment.

2) Prolonged time missed due to health problems is not credible towards residency completion, if this time exceeds one week in duration. The missed time will be added to the end of the current academic year.

3) Any elective procedures that will require, or have the potential to cause missed days due to complications, should be cleared with the Program Director prior to scheduling.

L. Pregnancy Policy

Residents who are or become pregnant during the residency program are subject to the following policies:

1) Post-delivery convalescent leave (maternity leave)  of six weeks will normally be granted.  The first two weeks of maternity leave may be counted as two of the weeks of regular leave as allowed per EM-year level.  This option will result in the addition of 4 (vs 6) weeks to the end of the academic year.  Additional maternity leave time if needed, is not credible towards residency completion. This time will be made up by adding it to the end of the current academic year.

2) Time missed due to health problems associated with the pregnancy is not credible towards residency completion, if this time exceeds one week in duration.  If individual shifts are missed, these can be made up by schedule changes arranged throug h the Chief Resident.

3)  After 28  weeks of gestation, the resident shall be allowed to rest for 20 minutes every 4 hours (sitting in a chair with feet up is acceptable) and will be limited to a 40 hour work week. The number of hours worked less per week (the average hours for the rotation minus 40 hours) will be made up by the resident by either working additional hours prior to or after delivery, or by extending the residency the appropriate number of weeks.  The resident may request a work waiver to extend her hours beyond the stated 40 hour work week if she is physically capable and her attending physician concurs.

M.  Paternity Policy

Male residents who have a child born, or have adopted a child during the residency program are subject to the following  policies:

1)  Residents should plan ahead to ensure their rotational schedule is such that the month of the expected due date and the month preceding the due date do not include out of town rotations nor rotations in the critical care units.

2)  Residents who have a child born may take 7 days leave immediately after the birth, regardless of the rotation on which they are working.  If in the Emergency Department, the shifts missed during the 7 days of leave do not have to be made up.

3)  Residents may then take additional leave if allowed by the rotation on which they are working, provided that all other residency requirements (e.g. - minimum number of days required on a rotation) are met.

4)  Leave taken under the provisions of #2 and #3 above count towards the yearly leave allowed in the residency program.

N. Other trainees in the Emergency Department

A variety of trainees from outside the residency rotate in our department.  They include EMT students, IDC students, Medical students, Interns, and occasionally residents.  These trainees have specific duties and responsibilities outlined in the Department's Trainee Orientation Manual that residents should be familiar with.  A resident's most frequent contact will be with the following:

Interns:  All interns (65-72 annually) assigned to NMC Portsmouth rotate through the ED.  There are normally 2 interns per shift.  Interns will attend all educational conferences.  While on the Emergency Department ward, they will present cases to EM-2 residents or higher and to the staff.

Medical Students:  A variety of MS-4 students, both Uniformed Services University of the Health Sciences and Health Professions Scholarship Program, rotate in the department.  Most of these students have an active interest in EM, and the majority of their interactions will be with Senior residents or attending. Residents may have a major influence on the career decisions of these students.  Medical students will see patients primarily, and may present to  EM-3 residents or attending.

Dental Residents: A Dental Resident is a dentist who has graduated from Dental school, but has elected to undergo a year long hospital-based training program prior to beginning their general practice. Only a small number of dentists undergo this training, with a majority intending to apply for Oral Surgery residency. Dental Residents may see patients primarily under the supervision of EM-2 residents or higher.

Independent Duty Corpsman (IDC) students:  In phase 1 of their training, IDC students observe patient care. They will generally be assigned to an intern or junior resident.

O. Progression (Advancement)

EM residents are expected to demonstrate progression in competence and skills as outlined in the year-specific goals and objectives.   Progression is demonstrated in a variety of means:rotational performance

written quiz scores

in-service exam score

annual oral exam performance

As needed, the Promotions Committee will meet to formally discuss advancement of each resident to the next year level. The Promotions Committee members include the Program Director, Assistant Program Director, Training Officer, a Clinical Faculty member and a  designated resident. Failure to demonstrate adequate progression will be identified at an early stage, and will be handled with individual intervention and counselling.  Persistent failure to progress may result in academic probation.

Criteria for Promotion: EM-1

1. Completed all rotations with acceptable evaluations.

2. Attended > 70% of residency conferences.

3. Completed all assigned readings as evidenced by a satisfactory quiz score average, which will normally be considered to be  > 7.0.

4. Satisfactorily accomplished EM-1 goals and objectives as determined by Program Director.

5. Adequate progress on academic project as determined by Research Coordinator.

6. Adequate completion of admission/procedure/follow-up log, and other administrative responsibilities as determined by Program Director.

7. Satisfactorily completed assigned lectures, M & M conferences, and patient follow-up conferences as determined by Assistant Program Director.

8. Practices in a safe, expedient manner well versed in initial evaluations and common ED complaints.

9. Demonstrated level of confidence and clinical competence to progress to a less supervised role as determined by consensus of the promotions committee.

Criteria for Promotion: EM-2

1. Completed all rotations with acceptable evaluations.

2. Attended > 70% of residency conferences.

3. Completed all assigned readings as evidenced by a satisfactory quiz score average, which will normally be considered to be > 7.0.

4. Satisfactorily accomplished EM-2 goals and objectives as determined by Program Director.

5. Adequate progress on academic project as determined by Research Coordinator.

6. Adequate completion of admission/procedure/follow-up log and other administrative responsibilities as determined by Program Director.

7. Satisfactorily completed assigned lectures, M & M conferences, and patient follow-up conferences as determined by Assistant Program Director.

8. Able to act independently with a wide variety of patients, with expeditious, directed evaluations and work-ups, as determined by the promotions committee.       

9. Satisfactory supervision of interns with well developed teaching skills, as determined by rotational evaluations and the training officer.

10. Satisfactory ability to manage patient flow in assigned areas of the ED as determined by the promotions committee.

11. Adequate progression on quizzes scores and oral exam scores as determined by Program Director.

Criteria for Graduation: EM-3

1. Completed all rotations with acceptable evaluations.

2. Attended > 70% of residency conferences.

3. Completed all assigned readings as evidenced by a satisfactory quiz score average, which will normally be considered to be  > 7.0.

4. Satisfactorily accomplish EM-3 goals and objectives as determined by Program Director.

5. Completed academic project as determined by Research Coordinator.

6. Adequate completion of admission/procedure/follow-up log and other administrative responsibilities as determined by Program Director.

7. Satisfactorily completed assigned lectures, M & M conferences, and patient follow-up conferences as determined by Assistant Program Director.

8. Proven capability to independently manage all aspects of the ED, including patient care, patient flow, teaching, and personnel management and supervision as determined by the promotions committee.

9. Competence in administrative and managerial aspects of Emergency Medicine as determined by Program Director.

10. Adequate progression on quizzes scores and oral exams as determined by Program Director.                           

11. Competence in military aspects of Emergency Medicine, and capability to work independently in a military Emergency Department, as determined by the promotions committee.
P.  Probation/Dismissal

Academic Probation is an administrative action recognizing that a resident's performance is below the level required for progression.  Dismissal is a formal action removing the resident from the academic program. Grounds for probation/dismissal are as follows:

Professional misconduct

UCMJ violations

Failure to demonstrate adequate Performance/Progression

Moonlighting

Failure to fulfill military or educational obligations

The process of enacting academic probation or dismissal is outlined in NAVHOSPPTSVAINST 5420.2C.  If recommended for probation or dismissal, the resident has certain rights and appeal pathways outlined in the instruction.

Q.  Procedure/Admission/Follow-Up Log

The RRC requires residencies to document procedures and admissions of the residents. ABEM may, in the 

future, require residents to offer evidence asto minimum numbers of procedures prior to certification.

All residents are required to maintain a procedure and admission log.  The log will be organized as follows:

  DATE      PT NAME      ID#      DIAGNOSIS     RESUSCITATION    PROCEDURES      FOLLOW-UP

All admissions will be logged. All residents rotating in the ED will be required to follow-up two to three patients per shift as well as admitted patients and document the follow-up in the log book.  A computerized

procedure log is now available on the local area network.  Summaries of required documentation will be entered on a month by month basis.

All invasive procedures (LP, cutdown, DPL, Thoracostomy, Thoracotomy, etc) will be logged, as will laceration repairs, joint reductions, deliveries, and all surgical procedures (whether primary or assistant).  All

resuscitations will be entered.  A resuscitation is patient care for which prolonged physician attention is needed and acute intervention or invasive procedures are necessary for stabilization and treatment. A copy of entries into the log will be given to the program director on a semi-annual basis.

R.  Professional Activities
There are many professional organizations that endeavor to represent the interests of physicians.  As a physician, your participation in organized medicine helps the profession as a whole, and can be personally rewarding.  Residents are strongly encouraged to be especially familiar with the Emergency Medicine organizations below.  Resident participation in the organization of choice is strongly encouraged. 

General Medical:

AMA (American Medical Association)

AMSUS (Association of Military Surgeons of the United States)

Emergency Medicine:

ACEP (American College of Emergency Physicians)

Government Services Chapter of ACEP

EMRA (Emergency Medicine Residents Association)

SAEM (Society for Academic Emergency Medicine)

AAEM (American Academy of Emergency Medicine)

S.  Research Requirements

The residency research curriculum consists of 4 parts:

Journal Club

EM conferences

Research Rotation

Academic Project

The goal of the research curriculum is to provide the resident with the knowledge and experience to critically analyze publications and research, and to continue with clinical or bench research if desired.

A completed academic project is required of each resident prior to graduation for the successful completion of the residency. The project should cover a well‑defined subject that is of interest to practitioners of Emergency Medicine.

The project should be approached in this fashion:

1.  Identify a problem or question in Emergency Medicine.

Examples:

Can we medically clear psychiatric patients at triage?

Is PO Motrin as effective as IM ketorolac for pain?

Why do patients who are admitted stay in the ED so long?

Does a standard treatment protocol for asthmatic children work better than our current methods?

Is there a better way to do a specific clinical rotation?

What's the best way to use computer technology in the ED?

What are the characteristics of medical malpractice suits filed against the military for ED care?

2.  Research the area. Perform a literature search to see what work has already been done, or if others have looked into this area. Use other resources to fill out your knowledge base such as faculty members who have an interest in or knowledge about the area.

3.  Devise a method to either solve the problem or answer the question. This may involve a formal research project, may require rewriting a manual or protocol, or may result in writing a review article.

4.  Implement the method to either solve the problem or answer the question.

5. Analyze the results.

6. Publish or present the results, or have the solution implemented as policy.

Purpose: The purpose of requiring an academic project is to develop and enhance the skills of each resident in the use of medical literature, clinical problem solving and medical writing style. Additionally, it affords the resident to become an expert in an area pertinent to Emergency Medicine, and of interest to the resident, which may be research‑oriented, or administratively related. The intent of the requirement is a long‑term (over the three years of the residency) study of the area of interest. 

Monitoring: The Emergency Medicine Department Research Coordinator will meet with all residents and regularly monitor their progress and coordinate all phases of each resident's project. Questions about any phase of these projects should be addressed to the Research Coordinator. Staff mentors are required for each resident. 

Timeline: The following timeline will be used for the academic project. Each resident will present their project to the faculty and fellow residents in a Wednesday conference. Each EM-3 resident will present his or her project in June prior to graduation. Each EM-1 and EM-2 resident will present in September at the conclusion of the EM-1 and EM-2 years.

Year Level
Material to be presented

EM-1
Discuss the question to be presented or the problem to be solved.  Present background on the issue as well as some of the material already available in the literature on the subject.

EM-2
Present the proposed method to solve the problem or answer the question, being prepared to discuss this in depth. If a research project, present a brief summary of the IRB submission. Discuss the implementation plan and hoped-for results

EM-3
Present the entire project, recapping what was presented the prior two years followed by the results of the study or the end product of the project. This will be the most formal presentation of the three years and should be fashioned after a national presentation style.

Coordination: Residents are responsible for all phases of their projects. Design, approval, implementation and completion of each project is a multi‑step, complex process requiring integration of library, statistical, computer, clerical and review board resources, among others. The Resident Research Selective is structured to provide access to and experience in utilizing these resources; though the Selective is not prerequisite for initiating or developing the project. The Research Coordinator will facilitate access to these resources and aid in coordination of effort to bring the project to successful completion.

Penalties: The Department Head, Residency Director and Research Coordinator may require residents to perform extra duty for his/her project when a deadline for completion of any phase has not been met. This "extra duty" may be monitored work on the project during "scheduled days off" on the current hospital rotation. Leave or TAD may be canceled. The resident may be placed on academic probation. No resident will graduate without fulfilling the requirement for an academic project. 

Awards: A resident research award will be presented at the EM Residency graduation to the senior resident (EM‑3) who, by Faculty consensus, has contributed the most to further Emergency Medicine research at Naval Medical Center Portsmouth during their training.   An additional research award will be presented during graduation to any resident who, as the principle investigator, presents research at the national Society for Academic Emergency Medicine Annual Meeting.

Research Projects: Residents are encouraged to perform or participate in research projects above and beyond the requirements for the academic project. Any research project must conform with the Department and Command's directives concerning research as delineated below. Additionally, the project should first be discussed with the department's Research Interest Group, which coordinates all clinical research, and which can provide support and guidance for the project 

Topic: Suitable topics for a research project are relevant subjects in Emergency Medicine or related disciplines as they apply to Emergency Medicine. These may include medical, surgical, pediatric, orthopedic, gynecological disease, etc. Projects may also address questions in resuscitation Emergency Medical Services, triage, pre‑hospital care or administrative aspects of Emergency Medicine. The resident should discuss their idea with several staff members, especially those who have previously done studies, to help clarify the goals and objectives of the study, as well as the feasibility of conducting it. In general, the more focused a study, the better it will be. 

Literature Search: An in‑depth literature review and facility in conducting a thorough literature search are essential to developing a well‑designed project. The Resident Research Selective offers the opportunity to develop these skills, though the selective is not prerequisite for initiating the project. NMCP medical library staff are available for assistance in computerized searches. A good place to start would be current standard textbooks and their accompanying bibliographies.

Planning: When a tentative idea and an initial literature search have been completed, the idea should be discussed with the Research Coordinator and the Research Interest Group. Staff mentors or other interested EMD staff may be enlisted for help or guidance. The protocol should be written for the study: this must be a detailed explanation of what the study is designed to show, and exactly how the study will be conducted. References should be included to show the rationale for the design. If the study is a clinical project it should include population data such as entry and exclusion criteria, number of patients to be entered, mechanism of entry, data collection sheets, and informed consent. If the study involves live models, protocols should include the exact procedures to be performed and any anesthetic considerations. If bench or administrative research is performed, the exact methodology to be followed should be included. 

Review Boards: Studies involving human subjects require that the written protocol be submitted to and approved by the IRB before implementation. Studies involving animal subjects require a written protocol be submitted to and approved by the LACUC (Laboratory Animal Care and Use Committee) before implementation Forms are available from the Clinical Investigation Division and the Research Coordinator, either of which can assist in filling them out. Applications for research protocols must be reviewed by the Research Coordinator and Residency Director, who are very familiar with board requirements. They must also be approved by the Department Head before submission, NO EXCEPTIONS! 

Manuscripts/Publications: Written progress reports as required by the IRB and project drafts are reviewed by the Research Coordinator. Final manuscripts should be typed and double spaced, using formal English, appropriate for publication, and prepared in the standard formats used in major medical journals, e.g. Annals of Emergency Medicine, Journal of Emergency Medicine, American Journal of Emergency Medicine or Academic Emergency Medicine. All manuscripts submitted for publication must be reviewed by the Research Coordinator, Residency Director and Department Head. 

Oral Presentations: Submission of abstracts of research papers for oral presentation at national, regional and local meetings is encouraged. The Research Coordinator functions as a clearinghouse for appropriate forums for the presentations. 

T.  Schedules  

In the NMC Portsmouth ED, resident schedules are prepared by the Administrative Chief Resident with the approval of the Training Officer. ED schedules will be published no later than the 20th of each month.  Special requests should be made well in advance of this date.

Scheduled shifts are Days (0700-1900), Nights (1900-0700), and Swing (1400-2400). On average, each ED resident will work the following minimum number of shifts per month based on their year designation:

EM-1: 

20 shifts per month

EM-2: 

18 shifts per month

EM-3: 

16 shifts per month

EM-3 Chief
15 shifts per month

On rotations outside the ED, the schedule is prepared by the person listed on the rotation information sheet.  ED residents will work schedules commensurate with other residents on the same rotation.

Residents on the following rotations may be assigned several shifts per month in the ED:

ED Administration

Research

Orthopedics

Electives without call

Nutritional Requirements:  Residents are responsible for their own nutritional requirements while on duty. 

U.   Supervision in the Emergency Department

Supervision in the ED is year specific. Supervision status is conferred by the Program Director and based on the recommendations of the Promotions Committee.

EM-3:  The EM-3 resident on duty is responsible for supervising all aspects of the department relating to patient care, including orderly check-in, triage, bed utilization, timely evaluations and dispositions.  The EM-3 will supervise all other junior resident, intern, and medical student activities.

The EM-3 will keep the staff physician apprised of the state of the ED.  The EM-3 is responsible for notifying the staff physician on all patients who are:

· triaged  Urgent or Emergent

· ambulance arrival

· unstable or potentially unstable

· patients consulted on emergency or today basis  

· unusual or confusing patient

· potential command high-visibility situations

(VIP's, ship/aircraft accidents, etc)

· patients leaving AMA

Other EM residents may proctor trainees as follows:

Level


May Proctor
EM-3


ALL

EM-2


Medical Students, Interns

EM-1               

IDC students, Dental residents

All ETR's of patients seen by residents must be countersigned by EM faculty.  Chart review/counter-signature requirements are year specific:

YEAR LEVEL
COUNTERSIGNATURE MUST BE OBTAINED BEFORE PATIENT LEAVES ED BY:
CHART REVIEW

REQUIRED BEFORE END OF SHIFT BY:

Medical Student
EM-2, EM-3 or Staff
Staff

Intern (PGY-1)
EM-2, EM-3 or Staff
Staff

EM-1
EM-3 or Staff
Staff

EM-2
None
Staff

EM-3
None
Staff

All EM faculties must be available for consultation at all times when assigned duty in the ED.  Physical presence is necessary to provide on opportunity for the direct observation of resident history and exam skills, and timeliness of therapeutic interventions. The resident's management of ED itself is best evaluated in this manner.  Direct bedside observation should be maximal.  When not physically present, the EM faculty will be readily available.

EM faculty supervision is best accomplished with immediate verbal feedback, both positive and negative.

Unacceptable resident performance concerns will be forwarded to the Program Director, and discussed at the next faculty meeting.  The resident's Academic Advisor will enact remedial actions.
V.  TAD/Conferences

Travel out of town is performed on official orders. A TAD request must be completed and forwarded to the Program Director 30 days in advance of the travel.  All resident travel is funded by integral parts:

Year
Location



Length
EM-2
SAEM Meeting



1 wk


EM-3
Florida Poison Information Center    
1 mo 

W.  Year-Specific Goals and Objectives

Resident responsibilities will be graduated and will be based not only on year level but also by recommendation of the promotions committee. Individual resident responsibilities are conferred when they have reached the proper clinical maturity for advancement along the following guidelines:

EM-1 residents have responsibility for initial workup and individual patient management;  no supervisory responsibilities; have procedural assignments in major resuscitations, and will take ACLS, ATLS, and PALS courses.

EM-2 residents will have multiple patient management responsibilities either as the primary physician or as supervisor of interns; will act as team leader in resuscitation in absence of an EM-3; will strive for ACLS, ATLS, and PALS instructor status and actively teach.

EM-3 residents will assume control of ED patient flow by supervising, teaching and coordinating the activities of subordinate physicians, medical students, and departmental staff; the EM-3 will serve as the more junior resident's first consultant within the ED; demonstrate leadership and administrative skills by being team leader in resuscitations; will continue to teach advanced life support courses.

1. Goals and Objectives EM-1 Year

· To learn to recognize the acutely ill patient.

· To develop a systematic approach to the stabilization of the acutely ill patient.

· To routinely develop a differential diagnosis while addressing the most serious possible diagnosis based upon pertinent history, physical exam, and laboratory studies.

· To refine individual patient evaluation and management skills.

· To develop a rational approach in the use of laboratory and x-ray studies.

· To learn and recognize the indications for admission and prompt consultation.

· To be able to manage multiple patients simultaneously.

· To develop technical skills in all Emergency Medicine invasive procedures.

· To recognize indications, contraindications, and complications of all types of emergency department procedures including venous cutdown, central venous line placement, pacemaker insertion, tube thoracostomy, intraosseous placement, pericardiocentesis, thoracotomy, peritoneal lavage, and cricothyroidotomy.

· To develop technical speed and skills in the repair of all types of wounds while recognizing the indications for specialty consultation and repair under general anesthesia.

· To develop the habit of thorough record-keeping and documentation on the Emergency Treatment Record.

· To learn the proper technique of wound evaluation, preparation, and dressing of wounds.

· To become expert at airway management and protection for all types of emergency patients.

· To develop a rational approach to the management of poisoned patient.

· To become involved with the activities of the EMS system and learn to function via communication with pre-hospital personnel.

· To correctly interpret each radiology study, including special studies such as CT scans, lung scans, etc.

· To prepare a limited number of lectures and presentations for the weekly residency conference.

· To increase fund of knowledge in the field of Emergency Medicine by attending lectures, private readings, and from bedside teaching by staff and senior residents.

· To become involved with reading and evaluating the literature, to gain an understanding of statistics, and to learn how to develop research protocols.

· To become acquainted with the administrative issues of an Emergency Medicine Department and Residency Program.

· To gain exposure to the oral board format.

· To identify interesting cases for interesting case/follow-up conference and for possible case report publication.

· To diligently maintain a follow-up log on admitted patients and interesting outpatients and a procedure log.

· To academically recognize elements of resident physician impairment.

· To gain academic awareness of leadership and management skills.

· To have successfully completed the ATLS, ACLS, and PALS provider courses.

· To begin work on their academic project

2. Goals and Objectives EM-2 Year

· To be able to manage many patients simultaneously while supervising all personnel to ensure overall quality of care and adequate patient flow.

· To help manage all major medical emergency conditions and resuscitations.

· To be able to supervise interns and IDC students, focusing on quality of care, patient flow, and Emergency Treatment Record documentation.

· To have increased administrative responsibilities serving on departmental committees, performing quality assurance review, handling patient transfers, and serving as liaison with members of other residency programs.

· To continue progress on they’re academic project.

· To develop communication skills and professional qualities to improve interpersonal interaction with staff, patients and their families.

· To develop a thorough understanding of all components of pre-hospital services and communication.

· To develop confidence in managing major trauma.

· To develop a thorough understanding of all components of emergency medicine departmental organization and administration.

· To refine major resuscitative technical skills.

· To actively teach advanced life support courses.

· To gain increased facility with the oral board format.

· To diligently maintain a follow-up log on admitted patients and interesting outpatients and procedure log.

· To develop didactic teaching skills by preparing and presenting a selected topic several times throughout the year as part of the Intern/Medical Student repetitive EM curriculum.

3. Goals and Objectives EM-3 Year

· To assume overall responsibility for the Emergency Department clinical areas with staff guidance, supervising all personnel to ensure overall quality of care and adequate patient flow.

· To actively teach EM-2 residents, EM-1 residents, interns, and medical students in addition to maintaining quality of care and adequate patient flow.

· To refine leadership and management skills.

· To have greatly increased administrative responsibilities including:

· counseling residents, interns, and medical students

· teaching a good portion of the intern and medical student core curriculum

· scheduling and instructing in the animal laboratory

· participating in departmental quality assurance

· Completing special tasking by the departmental chairman, program director and chief residents.

· To focus on patient interactive skills and patients psychosocial needs.

· To complete the comprehensive study of Rosen's and Tintinalli's standard specialty textbooks.

· To complete their academic project.

· To have confidence in approaching the oral board formats.

· To continue active teaching of advanced life support courses.

· To gain full confidence in major resuscitative technical skills.

· To be prepared to pass both parts of the ABEM certification examination.

· To develop didactic teaching skills by preparing and presenting a selected topic several times throughout the year as part of the Intern/Medical Student repetitive EM curriculum.

8. Rotational Information

A.  Anesthesia

Location: Naval Medical Center, Portsmouth, VA

Point of contact: Dr. Eric Dominguez

Telephone #: 953-3176, pager#; 682-01231

Schedule: Call Approx. every 3rd-4th night

Lodging: N/A

Required readings:  Regular EM readings

Test: Regular weekly quiz

Goal: This is a required one-month rotation in the EM-1 year. The resident will become proficient in the understanding of respiratory physiology and pharmacology.  Skill in airway management and ventilation in the normal patient as well as severely ill or injured patents will be required.

Objectives: The resident will be able to:

· demonstrate proficiency in oral and nasal intubation

· be able to demonstrate and discuss the technique of percutaneous transtracheal ventilation

· perform and discuss the use of the common induction’s and muscle relaxants as related to the practice of Emergency Medicine

· discuss the various agents utilized to induce and maintain general anesthesia, to include the pharmacology of both intravenous and inhalation agents

· discuss and manage all aspects of mechanical  ventilation

· discuss and utilize monitoring techniques applicable to  the operative patient, i.e. capnography, pulse oximetry

· accurately interpret arterial blood gas results

· gain experience in the indications for use of regional and local anesthetic techniques

· discuss the various local anesthetics with regard to onset of action, duration, and toxicity

· demonstrate competence in obtaining airway control in both controlled and uncontrolled (crash) situations

· demonstrate competence in obtaining venous access

· Discuss the indications, contraindications, and complications of the following procedures as well as safely perform them:

· oral and nasotracheal intubation

· use of BVM to ventilate patient

· use of oral and nasopharyngeal airways

· mechanical ventilation

· rapid induction/paralyzation

· central venous access

· lumbar puncture for spinal anesthesia

· regional anesthesia

B.  Coronary Care Unit

Location:  Naval Medical Center, Portsmouth, VA

Point of contract:  Capt. Bottomy

Telephone #:  953-1275

Schedule:  Call approximately every 3rd night

Lodging:  N/A

Required readings:  Regular EM readings

Test:  Regular weekly quiz

Goals:  This is a required one-month rotation in the EM-1 year. This rotation will provide the foundation for an understanding of cardiac care in the Emergency Department.  The resident will obtain a thorough knowledge of cardiac anatomy, physiology, pharmacology, and pathophysiology.  The resident will be required to recognize, assess and intervene in cardiac emergencies.

Objectives: The resident, upon completion of this rotation, will be able to:

· efficiently evaluate and formulate a differential diagnosis for all types of chest pain

· demonstrate proficiency in management of acute myocardial infarction, including administration of thrombolytic therapy

· demonstrate enhanced abilities in EKG interpretation

· recognize and intervene in cardiac dysrhythmias, understanding the use and physiology of antiarrhythmic drugs

· effectively manage cardiac resuscitation

· recognize and initiate the management of the following conditions:

· myocardial infarction

· dysrhythmias (atrial, blocks, pre-excitation, ventricular)

· congestive heart failure

· cardiomyopathies

· cardiogenic shock

· hypertensive crisis

· pericarditis

· pericardial tamponade

· infective endocarditis

· stable/unstable angina

· valvular disease

· aortic aneurysm

· demonstrate proficiency in the following procedures 

· central line insertion

· cardiac stress testing

· use of Swan Ganz catheter

· use of transvenous and transcutaneous pacemakers

· understand the indications for, and have  assisted/observed the following procedures:

· coronary catheterization/angiography

· nuclear and echocardiograph studies

· Recognize the conditions requiring immediate evaluation and intervention or admission vice those conditions which may safely be managed on an outpatient basis

· develop a technique for professional presentation of a cardiology case to internist/cardiologist consultant

C.  Emergency Medicine - DePaul Medical Center

Location:  150 Kingsley Lane ,  Norfolk, VA 23505

Point of contract:  Dr.  Joseph Hartneck

Telephone #:  489-5111

Schedule:  Same as EVMS residents, 20 shifts/month, 8-11 hr each as scheduled by EVMS chief residents or NMCP chief residents.

Lodging:  N/A

Required readings:  Regular EM readings

Test:  Regular weekly quiz

Goals & Objectives:  This is a required rotation, scheduled for one month the first year, two months the second year, and one month the final year. Goals and objectives are year specific:
EM-1:  The EM-1 resident is expected to concentrate on developing skills in individual patient evaluations and learning the basic principles of decision making in Emergency Medicine.  The EM-1 resident is expected to present each case early in the ED course to the attending staff physician (generally prior to ordering labs and x-rays), and to discuss each case prior to consultation.  The EM-1 resident will have no supervisory responsibilities.  The EM-1 resident will generally not be in charge of critically ill or injured patients, but will assist with management and perform procedures under staff supervision.  Specific goals include:

· Evaluate a reasonable number (2-3 per hour) of patients with a broad spectrum of conditions and acuity to ensure familiarity with common ED presentations.

· perform procedures such as rapid sequence intubation, central lines, and tube thoracotomies under staff supervision in critically ill patients.

· refine the approach to the poisoned or overdosed patient, including the use of gastric decontamination techniques and antidotes.

· communicate with EMS personnel, under staff supervision, learning/refining proper pre-hospital communication skills.

· consult with private attending, after discussion with the staff attending, and write initial admission/holding orders, and learn the risk management issues associated with writing such orders. Admission orders must be reviewed by the staff attending.

· learn the civilian community resources available to indigent/uninsured patients.

· learn to use the dictation system in an organized, efficient manner to rapidly and completely document patient visits.

· attend the monthly M & M and patient follow-up conference.

EM-2:  The EM-2 resident has increased responsibilities in the department, and is expected to expeditiously initiate patient evaluations and work-ups, with speed and efficiency of the evaluation emphasized.  The EM-2 resident is required to discuss each patient with the staff attending prior to discharge or consultation. Additionally, the staff attending must be involved with patients who are unstable, or who have confusing or unusual presentations. The EM-2 resident may supervise rotating medical students in the department.  Specific goals include:

· expand and refine patient care skills, applying them efficiently to several patients simultaneously.

· evaluate a large number (3-4 per hour) of patients with a broad spectrum of conditions and acuity.

· evaluate and direct the care of critically ill or injured patients under staff supervision.

· be primarily responsible for performance of advanced procedures such as intubation, central lines, and tube thoracostomy.

· direct selected major resuscitations under staff supervision.

· communicate with EMS personnel without direct staff supervision, following local EMS protocols and guidelines.

· write initial admission/holding orders for patients after consultation with private attending physicians.

· present cases at the monthly M & M and patient follow-up conferences.

EM-3:  The EM-3 resident has an expanded role in the management of patient flow and supervision of house officers.  This resident will be primarily responsible for the care of the most critically ill or injured patients in the department.  The EM-3 resident is expected to evaluate patients expeditiously, and may give brief presentations to the staff attending prior to discharge or admission.  Consultations may be made without prior screening by the attending.  Initial admission/holding orders may be written after consultation without staff review.  The EM-3 resident will assume increased teaching responsibilities, and may supervise medical students and rotating house officers, and will give presentations to department personnel on assigned topics.  Specific goals include:

· evaluate a large number of patients (3-4 per hour) while helping to maintain ED flow by assisting other house officers.

· direct major resuscitations, assigning responsibilities for procedures, etc., to other participants.

· manage critically ill or injured patients independently.

· communicate with EMS personnel without staff supervision, following local EMS protocols and guidelines, or supervise other house officer’s communications with EMS personnel.

· coordinate and manage the monthly M & M and patient follow-up conferences, making assignments for presentations to residents, and directing discussions.

· present 1-2 selected topics on Emergency Medicine to departmental personnel, including physicians, nurses, and ancillary support personnel.

D. Emergency Department Administration

Location: Naval Medical Center, Portsmouth, VA

Point of contact:  Kevin J. Knoop, MD

Telephone #: 953-7325

Schedule:  Weekdays.  May be scheduled for 2-4 shifts in the  ED during the month.

Lodging:  N/A

Test:  Regular weekly quiz

Other Information: Leave encouraged on this rotation 

Goals: This is a required one month rotation in the EM-3 year. This rotation will formally educate the resident in the basic concepts and skills to effectively participate as a staff member in the management of an Emergency Department.  In view of the fact that relatively junior Emergency Physicians in the Navy may be assigned to smaller hospitals as Department Heads or other positions of advanced responsibility, knowledge of management skills, facility design, quality assurance and risk management, insurance issues, and financial considerations must be comprehensive.

Objectives: Upon completion of this rotation, the resident will be able to:

· discuss certification, credentialling, CME, and licensure requirements for physicians, nurses, and pre-hospital personnel

· discuss Emergency Department accreditation standards set forth by the Joint Commission for the Accreditation of Hospitals Organization.

· understand basic concepts of Emergency Department administration including:

· equipment and supplies

· facility design

· personnel management

· interdepartmental relations

· intra-hospital administrative policies

· discuss medico-legal aspects of Emergency Medicine practice including:

· consent to treatment

· medication related effects/side effects/errors

· treatment refusal

· diagnostic errors

· reportable diseases

· transfusion

· transplantation

· liability and insurance

· autopsy requests

· discuss quality assurance and risk management issues in the Emergency Department, to include:

· design and implementation of a QA/RM program with emphasis upon indicators and follow-up

· Hospital and Navy QA/RM requirements

· National Practitioner Data Bank

· identification of high risk RM patients

· problem resolution

· discuss financial aspects of ED management including:

· billing/reimbursement

· managed health care issues

· budgeting

· cost containment

· health care financing 

· equipment procurement

· practice management

· personal finances

· benefits

· contracts

· contract employment

· discuss basic physician management skills including management of the following:

· problem patients

· patient complaints

· grief reactions

· violent patients

· self-control

· pain control and drug seeking patients

· problem resolution

· discuss basic management techniques including:

· counseling and remediation

· leadership qualities

· total quality leadership principles

· time management skills

· discuss administrative aspects unique to military Emergency Medicine including:

· chain of command

· enlisted and officer evaluations/fitness reports

· wartime and operational Emergency Medicine

· special budgeting information

· civilian personnel issues

· understand basic concepts of academic Emergency Medicine including:

· RRC general and special requirements

· rotational objectives

· evaluation and feedback mechanisms

· role of junior faculty

· role of program  director

· administrative requirements
Suggested Template for Specific Requirements:

1.  Week One

A. Meet with rotation coordinator to go over goals, objectives, responsibilities, work hours, and further meetings.

B. Credentials Process:  Read command credentials instruction.  Read and review ED core and supplemental privileges worksheet.  Review process of credentials application and renewal, including provider activity profile, and routing and approval.  Review process of adverse credentials actions.  Review literature on National Practitioners Data Bank.  Meet with ED Chairman and command credentials personnel to discuss these issues.

C. JCAHO review process:  Read the JCAHO requirements for our department.  Review the last JCAHO site survey results.  Make a list of JCAHO indicators to review this month.  Meet with department QA coordinator to review JCAHO issues.

D. QA plan:  Read Navy and command QA instructions.  Read and review departmental QA plan.  Review departmental QA minutes for the past year.  Meet with departmental QA coordinator and review current audit criteria as well as ongoing QA concerns.

E. Risk management:  Read the ACEP Risk Management Manual.  Read patient outcome reviews as selected by the rotational coordinator.  Make a list of high risk situations common in our ED, and list how you will change your practice habits to lower risk in these patients.

F. Physician management skills:  Review literature on dealing with problem patients, violence in the ED, grief reactions, drug-seeking behavior and methods to deal with it, self-control and release mechanisms, and problem resolution methods.

2.  Week Two:

A. Review the officer fitness report process.  Read pertinent command instructions.  Make a list of reporting requirements for each rank.  Review your own fitness reports dating back to internship.  Choose what you feel are the best and worst fitness reports and list the reasons.  Re-write the worst fitness report to fit what you feel was deserved.  Meet with command officer fitness report coordinator and discuss fitness report issues reporting requirements, and what groups are reported together.

B. Enlisted evaluations:  Review the command instruction and enlisted evaluation process.  Make a list of reporting requirements for each rank.  Meet with department Chief Petty Officer to discuss our department's evaluation process to include tracking, writing, submission and editing, and the influence of fitness reports on promotions and assignments.

C. Civilian Personnel:  Review command instruction on civilian personnel.  Review the position descriptions of all the department civilians.  Review the evaluation requirements and feedback mechanisms.  Review the civil service pay scales, and benefits package.  Review requirements for annual and sick leave.  Read the command instruction on civilian of the quarter award.  Meet with Chairman or Program Director and discuss the mechanism of hiring and creating new positions.

D. Departmental finances:  Meet with supply petty officer and review our departmental budget.  Go over line items such as supplies.  Meet with chairman and discuss travel budgeting.  Meet with Program Director and discuss educational budgeting.  Review command instructions on equipment procurement.  Discuss the differences between OPN and minor equipment procurement.  Answer the questions - where does our money come from?  how can we spend it? how do we get more? how do we requisition and obtain items?

E. Review third party payments.  Review methods to contain costs.

F. Equipment and spaces maintenance and management: Review current departmental policies on equipment maintenance, including how equipment is kept in good working order.  Review preventive maintenance policies as well as polices for repair.  Review policies for minor and major renovations of our spaces.  Write up a work request for a minor repair of some item in our spaces that your feel needs improvement.

3.  Week Three:

A. RRC Special and General Requirements:  Read the ACGME/RRC general and special requirements for an Emergency Medicine residency.  Meet with the Program Director and discuss how we implement these requirements.  Discuss special areas of concern of the RRC.

B. Academic administration:  Read goals and objectives for each rotation.  Meet with program director, and discuss any areas that do not appear to be in compliance with the special/general requirements.  Discuss resident selection.  Discuss resident promotion and adverse actions.  Discuss roles of junior faculty.

C. Academic financial administration:  Review the academic budget.  Read the command instruction on integral parts.  Meet with program director and discuss residency budgeting and financial concerns.

D. Facility requirements:  Review pertinent standards for facility design.  List our current facility resources, and compare them to national standards.  Meet with chairman and discuss your findings.  Discuss current utilization in light of standards and limitations.

E. Staffing requirements:  Review pertinent standards for ED staffing.  Read BUMEDINST 6320.9A.  Meet with Department CPO, Head, Nursing Division, and Clinical heads to discuss current staffing issues including staffing matrices, leave and TAD issues, and staffing mix.

4.  Week Four:

A. Patient Transfers:  Review department policies for patient transfers.  Call at least two other area emergency departments and obtain copies of their transfer forms.  Review COBRA/OBRA regulations concerning patient transfers.

B. Hospital organization/chain of command:  Review the organizational structure of the command.  Review the chain of command for military affairs including TAD requests, leave requests, fitness reports/enlisted evaluations, and legal affairs including Mast.  Determine how the following affect the workings of the ED: Board of Directors, Medical Directorate, Executive Committee of the Medical Staff.  Determine how committees can affect command policies.

C. Professional liability:  Review liability insurance.  Determine the types of insurance, and pros and cons of each.  Determine the elements of a malpractice suit.  Review ways to lower liability.  Read about the personal effects of a malpractice suit.

D. Professional financial considerations:  Review contract negotiations and elements of contracts.  Review professional organizations, partnerships, and independent contractor status.  Make a personal list of current pay and benefits, pay and benefits as a staff Navy physician, and pay and benefits as a civilian.  Review this list with the rotation coordinator.

E. Patient care administrative issues:  Review departmental policies (policy and procedure manual) concerning consent to treatment and refusal of treatment, medication issues including drug errors and adverse affects, reportable diseases, transplantation, autopsy requests, treatment of minors, sexual assault, and patient care policies.

5.  Daily requirements.  Each day you will:

· attend board rounds and morning report

· be present from 0700-1630

· perform daily x-rays reviews (discuss all callbacks or questions with the

attending physician

6.  Weekly requirements.  Each week you will:

· attend residency conferences

· attend the Monday Chairman's admin meeting at 0800

· give two  cased based morning reports from the following topics:

credentialling

department QA plan

civilian employees

malpractice insurance

consent to treatment

adverse drug reactions

refusal of treatment

reportable diseases

blood transfusions

transplantation procedures

request for autopsy

patient transfers

drug approval and P+T committee

grief reactions

third party payments

enlisted evaluations

officer fitness reports

problem patients in the ED

obtaining major and minor equipment

the TAD system

7.  Monthly requirements: During the month you will:

· attend life support lab

· attend journal club

· meet with faculty and discuss their role on committee assignments

· attend selected meetings (DMS, Cardiac Arrest, P+T, QA, Chairman's meeting)

· attend faculty and staff meetings (Weds mornings)

· review all patients complaints received from Patient Relations

· Review all QCR’s forwarded to the EMD

· work 2-4 assigned ED shifts

· prepare an X-Ray review conference to be presented by the end of the

rotation or as scheduled by the Educational Chief Resident.  This involves

collecting interesting x-rays during the month and reviewing the findings

(missed diagnosis, teaching points, etc.) during Wednesday conferences.

8.  Major projects:  During the rotation you will be required to perform a major project of your choice, as approved by the Program Director. The  following are examples:

A. Based upon our patient volume and mix, design a new Emergency Department for us.  There are no constraints upon your design.  Be able to justify/defend your plan, including square footage, bed numbers and type, and overall layout including waiting areas and entrances.  Include educational spaces.  You will present your plan to a board of faculty and be asked to defend it.

B. In conjunction with the Departmental QA Coordinator, prepare a quality assurance/risk management audit.  This may be a formal review or a drug utilization review.  Prepare and present your findings at the Department's QA meeting.

C. Select a residency rotation.  Review the goals and objectives for that rotation.  Rewrite the goals and objectives based on your experience in that rotation, and fulfilling all general and special ACGME requirements.

D. Review the department's civilian personnel, and decide upon a required new position.  Write a position description, and complete the appropriate paperwork and forms to obtain and hire for the position.

E. Write your own fitness report.  In addition, write fitness reports for two other officers under your direction, one of whom is a top performer, and one who is an average performer, as well as enlisted evaluations for three HM3's, one each of a top, average, and below average performers.

F. Based upon our patient population and mix, design a staffing matrix for physicians, nurses, and corpsmen.  Include residents but ignore interns.  Base your plan upon national standards and administrative and academic requirements.

G. Prepare flowcharts demonstrating the organization and interrelationships of organizations important to Emergency Medicine including ACEP, SAEM, CORD, ABEM, ACGME, and the RRC.  Include major committees, and names of people in key positions.  

H. Prepare and present a residency lecture on one of the following topics:

· high risk patients in the ED

· how to implement a departmental QA/RM plan

· RRC special requirements for Emergency Medicine residencies

· how to write officer and enlisted fitness reports/evaluations

· ED design and staffing standards

· financial considerations in managing an Emergency Department  

Required readings/resources: Regular EM readings will be maintained.  Also, there are readings and resources specific to this rotation located in the Resouce cabinet in the residents room.  The resident will find folders containing the topics listed below.  Also, the resident should make maximal use of the internet in 

searching for the latest material on each of these topics.  Material that is deemed pertinent will be printed out by the Admin resident and placed in the folders after discussion with the assigned admin faculty.  An integral part of the rotation is in updating the various topic areas important for a thorough knowledge of the administrative aspects of Emergency Medicine.

Administrative Topic Areas:

· ED structure (Physical layout, administrative issues, staffing)

· Military specific issues

· Physician wellness

· ED violence

· ED conflicts (QCR, patient complaints)

· EM training (RRC topics, credentials)

· Patient transfers (COBRA, EMTALA)\

· Contract issues

· Legal (risk management, malpractice, National Physician Data Bank)

· QA, JCAHO

· Reimbursements (HCFA, billing)

Internet Resources/Web Sites:

· ACEP:  www.acep.org

· SAEM: www.saem.org

· American Academy of Emergency Medicine:  www.aaem.org

· National Center of Emergency Medicine Informatics:  www.ncemi.org

· JCAHO:  www.jcaho.org

· Emergency Medicine on line text:  www.emedicine.com

· BUMED:  www.navymedicine.med.navy.mil/

· Medical Corps Assignments:  www.persnet.navy.mil/pers4415/index.html

E. Emergency Medical Services

Location:  Norfolk/Virginia Beach/Portsmouth EMS

                             Point of Contact:     Stephen W. Burgher, MD





      Operational Medical Director





      953-1402 (office), 682-1114 (pager)





      Jim Mensching, DO





     Assistant Operational Medical Director





     953-1389 (office), 682-2198 (pager)
Telephone #:  953-1402 /1389

Schedule:  Rotating shifts on units                

Lodging:  N/A

Test:  Regular weekly quiz, and End of Rotation Exam

Other Information: Residents on this rotation may be assigned 1-2 shifts in the ED.

Goals & Objectives: Upon completion of the rotation, the resident will be able to discuss the following subjects:

· History of EMS - Describe the impact of the following on the development of EMS subjects:

· Post-World War II military activities

· Accidental Death and Disability

· White House EMS demonstration projects

· Emergency Medical Services Systems Acts of 1973

· Preventive health systems block grants, 1981

· State enabling legislation

· EMS systems design - list the necessary components of an EMS system; describe the structure of the local EMS system

· Generic - The 15 components as outlined by the 1973 Emergency Medical Services System Act

· Local system - Regional, county, local

· Operational

· Political

· Administrative

· Personnel

· Training - Compare and contrast levels of training for first responder, dispatcher, basic emergency medical technician (EMT), intermediate EMT, advanced EMT

· Licensure - Identify requirements for licensure and  continuing education of EMT's

· Protocols - list types of medical conditions for which EMT protocols exist, explain the role of protocols in pre-hospital care

· Equipment

· Ambulances - define general criteria used in ambulance design and role of regulation.  List key equipment for basic life support (BLS) and advanced life support (ALS) ambulances.

· Drugs - list drugs available on TEMS ALS units. Identify drugs appropriate for pre-hospital use and explain rationale for each use.

· Radios - Name types of communication equipment available

· Adjunctive equipment - Explain process by which new equipment is added to ambulances

· Hardware

· Radios -  list types of radios in use. Compare and contrast advantages of each.  List other types of communications equipment that may be used (eg cellular telephone).

· On-line medical radio operator training

· Equipment - explain how to use telemetry equipment

· Etiquette - Recite common appropriate radio jargon and explain meanings

· Protocols - Given a clinical scenario, recite the TEMS EMT protocol

· Other training aids

· Case reviews - review tapes of common radio and problem radio calls

· Simulations - demonstrate competence in management of simulated radio calls

· Off-line medical direction

· Base station role - explain the role of the base station in directing and evaluating care.

· Quality assurance - list four methods of evaluating adequacy of care.  Identify advantages of each.

· Performance review - explain how EMS care is reviewed locally and identify the limitations of this approach.

· Disaster planning and mass gathering planning

· Principles of management - outline at least 8 major components of a disaster plan.

· Involved agencies - list the agencies involved in planning a disaster response.  Identify the role of EMS in a disaster.

· Hazardous materials - discuss special considerations that must be made when responding to a hazardous materials disaster.

· Weapons of Mass Destruction – discuss special considerations that must be made when responding to a chemical, biological, or radiological WMD incident, to include pre-planning, antidote staging, personal protection, decontamination, detection, treatment, and integration with regional resources.

· Legal aspects of pre-hospital. Define the role and legal responsibilities of each of the following in rendering pre-hospital emergency care:

· EMS agencies

· EMT's

· Physicians

· Medicolegal problems - outline the unique problems that each of the following situations create for EMS personnel and describe a method for management.

· Refusal of care

· Incompetent patient

· Pediatric patients

· Terminally ill patients

· Physician on scene

· Emergency aeromedical care

· List common indications for aeromedical transport of  the emergency patient

· Identify common problems encountered in preparation for aeromedical transport

· Describe physiological considerations involved in aeromedical transport.

· Rural EMS. Describe unique considerations required for development and provision of pre-hospital care in rural communities with respect to each of the following:

· Cost

· Skills management

· Response and transport time

· Training

· Patient Care 
· Trauma Care - contrast the advantages of ALS versus BLS for the trauma patient.

· Patient triage - describe triage instruments and their role in the care of the trauma patient.

· Cardiac arrest - compare the different levels of care available and the advantages of each.

· Airway management - discuss the types of pre-hospital airway control measures available and list indications for each.



· Political/administrative - describe the impact that each of  the following has on the provision of pre-hospital care and give examples for each:

· Governmental agencies

· State and Federal legislature

· community involvement and public education

· Volunteer (VA Beach) vs. paid (Norfolk) EM services, advantages and disadvantages of each.

· Strengths and weaknesses of local Tidewater Emergency Medical Services forms and stand by orders

· Agencies - identify the role that each of the following agencies play in pre-hospital care locally

· Municipal - Fire, public health

· Private

· Volunteer

· Receiving Facilities

· Hospitals - contrast vertical and horizontal categorization

· Trauma Centers - discuss procedure for designation of the trauma center

· Pediatric Centers - discuss the local role of tertiary care centers for emergency pediatrics

· Other - identify role of non-hospital receiving facilities

· Communications Access

· 911 - list advantages of 911 system.

· Identify means of accessing EMS in local community

· Dispatch - identify mechanism by which ambulances are dispatched in Tidewater.  Explain the degree of training dispatchers receive locally and what other types or training are available

· local HEAR system and use

· military/civilian interaction in state and local matters

· Upon completion of the rotation, the resident will have hands-on experience in:

· spinal immobilization (short and long boards, rigid collar, KRD, scoop litter)

· splinting techniques (arm splints, rigid splints, HARE and Segar Traction splints)

· MAST application/monitoring

· hemorrhage control

· airway control (adjuncts, BVM, intubation)

· cardiac care (BLS, ALS, monitor/dysrhythmia recognition, defibrillation)

· scene control (safety, abusive patients, combative patients, bystanders and family member control)

· HAZMAT considerations

· history taking in the field

· triage of multiple patients

· radio communication in field with accepting facility

Required Readings: In addition to the regular weekly readings, the following are to be read during this rotation.

1. Rosen’s Emergency Medicine,4th edition:


- Aeromedical Transport and Inflight Medical Emergencies, Chapter 14

2.  ACEP: Principles of EMS Services, 2nd edition:

- Historical Perspectives on EMS Systems, Chapter 1

- Emergency Medical Services Systems, Chapter 2

- EMS for Children, Chapter 4

- Administration, Management, and Operations, Chapter 6



      - The Emergency Department’s Role in EMS, Chapter 9


- Prehospital Ground Transport: System Structure & Function, Chap. 10 


  EMS Communications, Chapter 14

- Continuous Quality Improvements in EMS, Chapter 16


- Conducting Pre-hospital Research, Chapter 23

3.  Kuehl’s Prehospital Systems & Medical Oversight, 2nd edition:


- System Models, Chapter 3


- Urban Systems, Chapter 4


- Rural Systems, Chapter 5


- Levels of Providers, Chapter 11


- Emergency Medical Dispatch, Chapter 14


- Medical Oversight, Chapter 18


- Indirect Medical Control, Chapter 19


- Direct Medical Control, Chapter 20

- Legal Issues, Chapter 26

- Volunteers, Chapter 30


- Refusal of Prehospital Care, Chapter 37


- Automated External Defibrillation, Chapter 40


- Interfacility Transports, Chapter 42


- Hazardous Materials, Chapter 44


- Multiple Casualty Incidents, Chapter 45


- Catastrophic Events, Chapter 46


- Diversion and COBRA Issues, Chapter 47



4.  Tintinalli’s Emergency Medicine: Study Guide, 4th edition:


- Emergency Medical Services, Chapter 1


- Prehospital Devices, Chapter 2


- Rural EMS, Chapter 3


- Alternatives to Ground Transport, Chapter 4


- Neonatal and Pediatric Transport, Chapter 5


- Disaster Medical Services, Chapter 6


- Mass Gatherings, Chapter 7


- Injury Control, Chapter 8



5.  AAP: Emergency Medical Services for Children:

- Pre-hospital Transport of Patients


- Planning for Special Situations
F. ENT/Oral Surgery

Location:  Naval Medical Center, Portsmouth, VA

Point of Contact:  ENT - CAPT Kuhn  Oral Surgery- CDR Sellers

Telephone #:  ENT 953-2825  - Oral Surgery 953-2768

Schedule:  Days on service (clinic)

Lodging:  N/A

Required Readings:  Regular EM required readings

Test:  Regular EM weekly quiz

Other Information: Residents may be required to work several shifts in the EMD

Goals & Objectives: This is a combined one-month required rotation in the EM-3 year. Two weeks will be spent on each service. Upon completion of the ENT portion of the rotation, the resident will be able to:

· recognize and initiate treatment of the following chief complaints:

· dysacousis

· dysphonia

· earache

· epistaxis

· foreign body

· stridor

· torticollis

· vertigo

· understand the pathophysiology, evaluation and treatment of the following conditions:

· labyrinthitis

· Meniere's disease

· perforation of tympanic membrane

· rhinitis

· sinusitis



· eustachian tube dysfunction

· acute viral/bacterial URI

· malignant and premalignant pharyngeal/laryngeal problems

· pharyngitis/tonsillitis/peritonsillar abscess

· laryngitis

· LTB and croup

· epiglottis



· retropharyngeal abscess

· sialoadenitis/sialolithiasis

· trauma to face, larynx/trachea, neck, oropharynx, ear to include:

· blowout fracture

· tripod fracture

· sinus fracture

· zygoma fracture

· nasal fracture/septal hematoma

· barotrauma

· traumatic deafness/TM perforation

· understand the indication, contraindications, and complications of , as well as safely perform the following procedures:

· anterior and posterior nasal packing

· indirect laryngoscopy

· examination with fiberoptic nasopharyngoscope

· I&D/needle aspiration of peritonsillar abscess

· foreign body removal from ear and nose

· facial nerve blocks

Upon completion of the oral surgery portion of the rotation, the resident will be able to:

· recognize and initiate treatment of the following conditions:

· pericoronitis

· periodontal abscess

· dental caries

· gingivitis/stomatitis

· oral lesions, both malignant and benign

· dental avulsions, fractures

· mandibular fractures

· temporal-mandibular joint syndrome

· tongue, lip, and oral mucosal lacerations

· understand the indications, contraindications, and complications of, as well as safely perform, the following procedures:

· repair of tongue, lip, and oral mucosal lacerations

· regional oral anesthetic blocks including:

· Inferior Alveolar (IFA)

· Lingual Posterior Superior Alveolar (PSA)

· Anterior Superior Alveolar (ASA)

· Middle Superior Alveolar (MSA)

· Palatal

· Infraorbital

· Mental

G. Intensive Care Unit

Location:  Naval Medical Center, Portsmouth, VA

Point of Contact:  Dr. Camerota
Telephone #:  953-3457

Schedule:  Call every 3rd-4th night

Lodging:  N/A

Required Readings:  Regular EM required readings

Test:  Regular EM weekly quiz

Goals & Objectives: Upon completion of this rotation the resident will be able to recognize and initiate the management of the following conditions by system:

· Abdominal/gastrointestinal

· GI bleed

· hepatic failure/hepatitis

· pancreatitis

· GI trauma

· Cardiovascular

· thromboembolism

· cor pulmonale

· shock (anaphylactic, hypovolemic,    neurogenic septic)

· Immune disorders

· AIDS and associated complications

· Infectious diseases

· pneumonia

· meningitis/encephalitis

· peritonitis

· sepsis

· Toxicology - those agents with a high percentage of ICU admissions (TCA, carbon monoxide, cyanide) as well as general supportive care of the overdose patient in the ICU.

· Environmental

· heat stroke/rhabdomyolysis

· hypothermia

· trauma - burns, snake bite

· Hematologic

· bleeding disorders

· DIC

· use of blood products

· Metabolic disorders

· acid base disturbance and interpretation of ABG's

· fluid-electrolyte disturbances to include K+, Na+, Mg+, Ca+
· adrenal disease and crisis

· DKA/AKA/hyperosmolar coma

· thyroid storm/myxedema coma

· Respiratory

· mechanical ventilation

· chronic airway care

· intubation/extubation

· mediastinitis

· asthma/COPD

· pleural effusion/empyema

· Nervous system

· coma

· stroke

· Landy-Guillan Barre Syndrome

· spinal cord syndromes

· General

· malignancies and their complications

· critical care of the post operative and post traumatic patient

· nutrition in the critically ill patient

· acute and chronic renal failure

· discuss indications, contraindications, complications of, and demonstrate proficiency in, the following procedures:

· arterial line placement and monitoring

· central line placement

· Swan-Ganz placement and monitoring

· mechanical ventilation

· use of vasopressor agents

H. Obstetrics and Gynecology

Location: Naval Medical Center, Portsmouth, VA
Point of Contact:  R. Ricks, MD
Telephone #: 953-4351

Schedule: Call on Labor and Delivery every 3rd-4th night
Lodging:  N/A
Required Readings: Regular EM required readings
Test:  Regular EM weekly quiz
Goal: One month of Obstetrics/Gynecology will be required in the EM-2 year. This rotation will provide a clinical foundation to be built upon during the remainder of the residency.  The resident will obtain a thorough understanding of the approach to patients with gynecologic or obstetric complaints, and a core of information and experience in the management of OB/GYN emergencies.  This will include the recognition, assessment, and treatment of these patients as well as the development of an understanding of the necessary pharmacology, physiology and pathophysiology.

Objectives:  At the completion of this rotation, the EM resident will be able to:

· recognize and initiate the management of the following conditions:

· Pelvic pain (to include PID, ovarian cyst, dysmenorrhea)

· abnormal vaginal bleeding

· abnormal vaginal discharge

· neoplasia

· pregnancy and its complications

· ectopic pregnancy

· abdominal pain during pregnancy

· vaginal bleeding during pregnancy

· vaginal and pelvic infections

· acquire skills in the following procedures:

· normal vaginal delivery

· precipitous delivery

· assessment and care of the normal newborn

· culdocentesis

· pelvic ultrasound in early pregnancy

recognize those conditions requiring immediate evaluation, intervention or admission vice those conditions, which may safely be managed on an outpatient basis.

I. Orthopedics
Location:  Naval Medical Center, Portsmouth, VA

Point of Contact:  CAPT M. Deafenbaugh
Telephone #:  953-1792 Secretary/953-1825 Cast room
Schedule:  Weekdays in the Cast Room
Lodging:   N/A
Required Readings: Regular EM required readings
Test:  Regular EM weekly quiz
Goals: Two weeks of orthopedic cast room will be required in the EM-1 year. The resident will become proficient in the evaluation of basic and emergent orthopedic problems, both traumatic and non-traumatic.
Objectives: By the end of the rotation the resident will have the requisite knowledge and experience to:

· discuss and demonstrate proficiency in the pre-hospital management of fracture stabilization and transport

· discuss and demonstrate proficiency in the recognition and treatment of infectious orthopedic conditions

· knowledgeably discuss the following concepts:

· classification of fracture by mechanisms of injury 

· fracture complications

· radiographic examination


· dislocation and subluxation

· Salter-Harris classification of fracture

· recognize and initiate the management of the following conditions:

· clavicle fracture

· scapular fracture

· sterno-clavicular joint dislocation

· A/C joint dislocation

· rotator cuff tear

· tendinitis and tenosynovitis

· humeral fracture

· elbow fractures and dislocations

· epiphyseal injuries

· radial and ulnar fracture/dislocation

· pelvic fracture and attendant complication

· hip fracture and dislocation

· femur fracture

· special problem in children (hip, pelvis, epiphyseal)

· knee injuries - including fracture, dislocation and ligaments injuries

· leg and ankle fractures

· compartment syndrome

· joint effusion

· osteomyelitis

· tendon infection and laceration

· nerve impairment and laceration

· felon, paronychia, human bite

· tenosynovitis

· digital fractures and dislocations

· lumbosacral strain and herniation syndrome

· discuss indications, contra-indications and complications of the following procedures as well as safely performing them:

· C spine immobilization

· extremity fracture immobilization

· closed reduction and shoulder and digital dislocation

· joint aspiration

· incision and drainage of paronychia and felon

· splinting

· perform focused orthopedic history and physical examination based on the presenting complaint

· order and interpret appropriate radiological studies

· recognize those conditions requiring immediate evaluation, intervention, or admission and those conditions which may safely be managed on an outpatient basis

J. Pediatric Intensive Care Unit

Location: Charette Medical Center, NMRC, Portsmouth, VA
Point of Contact:  Anthony J. Camerota  M.D., CDR, MC, USN
Telephone #:  953-3457
Schedule:  Call every fourth night
Lodging:   PICU call room available
Required Reading: Regular EM required readings
Test:  Regular weekly EM quiz
Goals and Objectives: This is a required rotation in the EM-2 year. Residents will rotate for one month in the Pediatric Intensive Care Unit of the Childrens' Hospital of the King's Daughters, under the direction of the PICU Staff Attendings. Upon completion of this rotation, the resident is expected to be able to discuss the following:

· differences between adult and pediatric physiology as pertaining to care of the critically ill or injured patient.

· anatomic differences between adult and pediatric patients as pertaining to resuscitative interventions. 

· differences between adult and pediatric patients pertaining to etiology of cardiac/respiratory arrest, trauma, and major medical conditions resulting in critical illness.

· differences between adult and pediatric patients pertaining to normal laboratory values.

· nutritional support of the critically ill or injured child.

· drug use and dosages in the critically ill or injured pediatric patient to include antibiotics, vasopressors, paralytic agents, sedatives, and analgesics including narcotics.

· ventilatory/pulmonary support of the critically ill or injured pediatric patient.

· post-resuscitative care of pediatric trauma to include:

· head trauma (fractures, epidural hematoma, subdural hematoma, diffuse axonal injury)

· pulmonary contusion

· cardio-thoracic trauma

· abdominal trauma

· pelvic fractures

· genitourinary injuries

· orthopedic injuries

· treatment of the following conditions

· sepsis/septic shock

· meningitis

· pulmonary problems to include pneumonia, hypoxia, bronchiolitis, croup, epiglottitis, and reactive airway disease

· critical cardiac conditions including congenital anomalies, congestive heart failure, and post-operative care of cardiac surgery

· altered mental status

· near SIDS

· near drowning

· Reye's syndrome

· neurologic emergencies including increased intracranial pressure, shunt problems, and intracranial bleeding

· fluid and electrolyte abnormalities including dehydration and fluid requirements

· renal failure/insufficiency

· diabetes and diabetic ketoacidosis

· status asthmaticus

· status epilepticus

· complications of malignancy, including fever, anemia, and sepsis

· concepts of pediatric transport

· During this rotation, the resident is expected to be able to discuss the indications, contraindications, techniques, and complications of the following procedural skills:

· pediatric airway management including intubation

· central line insertion

· arterial line insertion

· monitoring of cardiovascular parameters via central circulation catheters

· monitoring of intracranial pressure

· lumbar puncture

K. Research
Location:  Naval Medical Center, Portsmouth
Point of Contact: Research Coordinator, Scott Zackowski, MD
Telephone #: 953-1405 pager#: 682-1930
Goals and Objectives:  This is a required one-month rotation in the PGY-2 or 3 year.  

The goals of this rotation are to provide the Emergency Department resident an opportunity to develop their interests in scholarly activities and critical analysis of medical science.  Specific areas of research methodology to be emphasized include:

· Evaluation of the Literature

· Research Topic Development

· Data analysis

· Writing and Publishing

· Grantsmanship

The research rotation is designed as a one-month independent study module under the supervision of the Department Research Coordinator. It consists of a flexible program of exercises selected to complement and assist the design and execution of a defined research project. Exercises include networking with other command departments, selected readings, a literature search, designing a research project and other assignments.

Upon completion of the rotation, the resident will have:

· Developed an understanding of the following concepts:

· basic forms of medical literature articles

· basic research study designs

· medical statistics: application and proper usage

· ethical issues in clinical research

· institutional review process for clinical studies

· library resources available

· computer resources available

· critical analysis of published articles

· use of animals in research

· Developed sufficient expertise in research methodology to formulate and initiate his/her own research project, literature review or case report.

· Complete the required readings listed in Appendix 1.

· Complete worksheet & Pre test. 

Objectives:  Upon completion of this rotation the resident should be able to:

· Demonstrate an understanding of the advantages and disadvantages of various study designs, including the randomized clinical trial and case control, cohort, and cross sectional studies.

· Demonstrate an understanding of null and alternative hypotheses.

· Demonstrate an understanding of the practical and ethical ramifications of implied and non-implied consent as they apply to hospital and pre-hospital research.

· Understand the differences between interval, ordinal, parametric, and non-parametric data.

· Understand the differences between independent and dependent variables.

· Demonstrate an understanding of methodologies and variable types analyzed by the following tests: t test, analysis of variance, chi square, Fischer exact test, and non-parametric tests for interval and nominal data.

· Demonstrate an understanding of the terms "paired" and "tailed" (one and two).

· Demonstrate an understanding of type I and II errors as they relate to sample size and variance.

· Demonstrate an understanding of alpha, beta, and statistical power.

· Demonstrate an understanding of the differences between statistical and clinical significance.

· Define sensitivity, specificity, positive predictive value, and negative predictive value.

· Define mean, median, mode, standard deviation, and variance.

· Demonstrate an understanding of confidence intervals.

· Describe correlation and regression to the mean.

· Discuss the advantages of single and double blind studies.

· Demonstrate an understanding of basic ethical issues in research including consent and researchers' interactions with corporate funding sources.

· Demonstrate an understanding of research funding.

Resources available to each resident to accomplish the program goals:
Staff: The departmental staff of approximately 15 residency-trained, board certified Emergency Physicians possess a wide range of experience in research, publication and critical analysis. They are available at any time for guidance and recommendations in the resident's research training. The department research coordinator is a staff Emergency Physician whose full-time collateral duty involves direct supervision of the residents during the research selective, as well as coordinating other department research endeavors within the command.

The Command Clinical Investigation Department (CID) includes a full time biostatistician, available for training and assistance with research design. The CID also maintains an animal laboratory available for development of procedural skills and research studies.

Library: The ED Research Coordinator maintains a file of salient literature articles on research and biostatistical topics from which readings are assigned. The Medical library maintains a wide variety of published materials, as well as reference services including literature searches and interlibrary loan. The command CID also maintains a collection of published and audio-visual reference material pertinent to research.

Computer: The department maintains a battery of IBM computers; the department computer coordinator is available for assistance and guidance in their utilization.

Responsibilities of the resident during this rotation:
The resident will meet with the Research Coordinator on the first day of the rotation for briefing, scheduling of duties and to obtain reading, worksheet and the pre test.  A flexible schedule of follow-up meetings will be arranged.

The resident will be present Monday through Friday, 0700 to 1630 to complete assigned tasks. 

The resident will attend A.M. board rounds and morning report each day. 

The resident will schedule a meeting with Medical Library staff for an individual inservice on Medline, Medsearch, Index Medicus, Citations Index, etc.

The resident will schedule a meeting with the Animal Research Coordinator at CID to discuss animal research issues.

The resident will prepare and submit a literature research on a topic of interest. The list should include appropriate reviews, primary articles, abstracts, case reports, etc.

The resident will prepare and submit a written critique of a recent article in the Emergency Medicine literature. The format may be a "book report" or letter to the editor and should reflect appreciation of the articles strengths/weaknesses, study design, statistical methods, conclusions, etc.

The resident will prepare and submit a written proposal for an experimental study on a topic of interest, the proposal should identify hypothesis, study population, variable, co-variables, appropriate experimental methods and appropriate statistical methods. The resident will present their proposal to the Research Coordinator, Residency Program Director and other interested ED staff for discussion.

The resident will schedule a meeting with CID staff for individual inservice on biostatistical methodology and resource available.

The resident will schedule a meeting with the department computer coordinator for individual inservice on computer services and capabilities available.

The resident will attend a Command research Committee meeting as an observer, either IRB, LACUC, or IRC.

The  resident will oversee the monthly animal "Procedure Lab", to include not only the lab itself but animal preparation and animal disposal.

The residents may be required to work 2-4 ED shifts during the rotation, to be coordinated with the Program Director.

The residents are allowed to take leave during this rotation.

The residents will attend the weekly conferences and the monthly journal club.

The residents will meet with the Research Coordinator on the final day of the rotation for debriefing, evaluation, and to turn in the assigned tasks.

Supervision:
The resident will be under the direct supervision of the department Research Coordinator. The research coordinator will monitor the progress of the resident, offer guidance, coordinate activities and complete an evaluation at the end of the rotation. ED shifts worked during this selective will be supervised by the regular ED clinical staff.

Feedback and Evaluation:

The resident will receive informal feedback during the regular meetings with the Research Coordinator during the rotation.  Upon completion of the rotation, the resident will complete the enclosed resident input form.  The Research Coordinator will complete the enclosed rotational evaluation form, which will be forwarded to the Program Director for review, and then maintained in the resident's file.
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L. Riverside Emergency Department Trauma Rotation


Location:  Riverside Regional Medical Center, Newport News, VA


Point of Contact:  Dr. Gary Kavitt


Telephone:  594-2050


Schedule:  Twenty-one eight hout shifts


Lodging:  N/A


Required readings:  regular EM readings


Test:  Regular weekly quiz


Goals:  This is a required one month rotation in the EM-2 year which affords the unique opportunity of providing trauma care to seriously injured patients in the setting of an urban emergency department with a  level II trauma center where trauma patients are seen primarily by emergency physicians who secondarily consult trauma and surgical services.  Unlike the Burn/Trauma Unit rotation, the resident will be under the direct supervision of emergency physicians during initial trauma management.  

During the course of a shift, in addition to seeing trauma patients, the resident will also evaluate and treat multiple emergency department patients under the direct supervision of emergency physicians with a focus on evaluation, management, and patient flow.  This will afford the unique opportunity of learning to handle multiple emergency department patients while simultaneously managing acute trauma injuries and codes.  This rotation will allow the resident the opportunity to hone and practice the trauma skills learned in the specialized setting of the trauma unit in an emergency department setting, which will more closely resemble the environment in which most will practice as board-certified emergency physicians.


Objectives:  As this is a combination of both a trauma and an outside emergency medicine rotation, please refer to the Burn/Trauma Unit and DePaul Medical Center year-specific objectives for an outline of objectives.  Specifically:

As a trauma rotation:

· Function as a team leader in any type and severity of trauma situation while simultaneously seeing multiple emergency department patients

· Discuss and demonstrate proficiency in the management of multiple injured patients according to the ACS-ATLS course guidelines and the guidance of emergency physicians with trauma and surgical service consultation

· Discuss and demonstrate proficiency in recognizing and managing the following specific problem areas in caring for multiple injured patients:

· Airway management

· Nasopharyngeal and oral airways

· Oral and nasotracheal intubation

· Guidewire and fiberoptic-assisted intubation

· Cricothyrotomy/jet insufflation

· Ventilation in patients with the following problems

· Pneumothorax, tension pneumothorax

· Hemothorax

· Flail chest

· Intrinisc/extrinsic airway obstruction

Emergency department specific objectives include:

· Expeditiously initiating patient evaluations and work-ups, with speed and efficiency of evaluation emphasized.  Each patient will be discussed with the staff attending prior to consultation or disposition.  The staff attending will also be informed immediately of all unstable patients or of those who have confusing or unusual presentations. expand and refine patient care skills, applying them efficiently to several patients simultaneously.

· evaluate a large number (3-4 per hour) of patients with a broad spectrum of conditions and acuity.

· evaluate and direct the care of critically ill or injured patients under staff supervision.

· be primarily responsible for performance of advanced procedures such as intubation, central lines, and tube thoracostomy.

· direct selected major resuscitations under staff supervision.

· communicate with EMS personnel without direct staff supervision, following local EMS protocols and guidelines.

· write initial admission/holding orders for patients after consultation with private attending physicians.

· present cases at the monthly M & M and patient follow-up conferences.

· discuss and demonstrate proficiency in recognizing and managing the following specific problem areas encountered in caring for multiple injured patients.

· airway management

· nasopharyngeal and oral airways

· oral and nasotracheal intubation

· guide wire and fiberoptic assisted intubation

· cricothyrotomy/jet insufflation

· ventilation in patients with the following problems

· pneumothorax, tension pneumothorax

· hemothorax

· flail chest

· intrinsic/extrinsic airway obstruction

· severe airway or facial trauma

· Fluid resuscitation

· fluid selection

· types and stages of shock

· intravenous access

· adult and pediatric fluid resuscitation

· fluid resuscitation in burning

· indications for emergency thoracotomy

· blood component therapy

· Circulation

· myocardial contusion

· sepsis

· vascular injury

· pericardial tamponade

· penetrating cardiac injuries

· venous thrombosis and pulmonary embolism

· vascular access techniques

· Neurologic 

· cervical spine injury

· thoracic/lumbar spine injury

· blunt closed and open head injuries

· penetrating head injuries

· peripheral nerve injuries

· Orthopedic

· stable and unstable spine injuries

· pelvic fractures

· extremity fractures

· compartment syndrome

· vascular and nerve injury

· ligaments or tendon injuries

· Abdominal

· mechanisms of injury and relationship to index of suspicion for intra-abdominal injury

· indication, contraindications, technique, and interpretation of results of peritoneal lavage 

· indication for immediate laparotomy

· role of various imaging techniques in evaluation of the trauma patient 

· specific organs: liver, spleen, pancreas, small and large bowel

· Urologic

· indications, techniques, and interpretation of retrograde urethrogram, cystogram, intravenous pyelogram

· treatment of trauma to kidneys, bladder, external genitalia

· General

· trauma in pregnancy

· trauma in patients with underlying medical problems

· pre-hospital trauma care and triage of multiple patients

· trauma in the pediatric patient

· discuss indications, contraindications, complications and technique of the following procedures as well as safely performing them:

· resuscitation management as team leader 

· resuscitation management as team member 

· C spine immobilization

· airway maintenance in C-spine trauma

· oral and nasotracheal intubation

· venous cutdown

· arterial line placement

· central line (internal jugular, subclavian, femoral) placement

· Swan-Ganz insertion and monitoring

· peritoneal lavage

· tube thoracostomy

· extremity fracture immobilization

· closed reduction of simple fractures

· interpretation of x-rays, CT, arteriogram, IVP, RUG, cystogram

· auto transfusion

· cricothyrotomy

· resuscitative thoracotomy (EM-2) with pericardiotomy, aortic cross-clamp, control of intrathoracic hemorrhage, and emergent repair of myocardial lacerations

· trauma ultasonagraphy - including performance and interpretation of the standard 4 view trauma series.

· perform a primary survey, direct a resuscitation, obtain a directed history, and perform a secondary survey on the traumatized patient.

M.   Toxicology

Location:     Florida Poison Information Center  or   Virginia Poison Center


University Medical Center

PO Box 98-5222


Jacksonville, Florida  32209

Richmond, VA 23298-0522
Point of Contact:  Jay Schauben, Pharm. D.
 or  Dr. James Cisek





       Sec 1-800-552-6337  voice mail 804-628-3464





Telephone #:  904-549-4465
Schedule:  Days, with periodic call

Lodging: BOQ  NAS Jacksonville, FL   904-772-6000  or call PCC to make arrangement
Test:  Quiz upon return to Naval Medical Center Portsmouth
Other Information: TAD request required at least six weeks prior. Contact Dr. Schauben or Dr. Cisek  prior to arrival. Confirm BOQ reservations prior to arrival. 

Goals: This is a required one-month rotation in the EM-3 year. This rotation affords the resident the opportunity to work in an extremely busy, high acuity poison Control Center/Toxicology service.  By the time of the rotation, the resident should have a sound basis in toxicology, both through lectures and patient management. This rotation is to be used to gain hands-on experience in the management of less common overdoses.

Objectives: Upon completion of the rotation, the resident will be able to discuss the following subjects:

· manage, both pre-hospital and in the ED, both stable and critical poisoned patients

· be familiar with the various methods of gastrointestinal decontamination, their indications, contraindications and associated current controversies

· discuss the principles of laboratory diagnosis in the poisoned patient

· discuss the various toxidromes and their management to include:

· drugs causing anion gap and non-anion gap acidosis

· drugs causing seizures

· drugs causing characteristic eye findings

· drugs causing characteristic odors 

· drugs causing abnormalities of vital signs

· discuss available antidotes and their use

· understand pharmacokinetics as applicable to the overdose patient

· understand the use and indication for hyperbaric oxygen therapy

· discuss the indication for and use of extra corporeal methods of drug elimination

· understand the workings of a major Poison Control Center to include:

· interface with public

· interface with medical professionals

· training and supervision of staff

· telephone management and common overdoses

· interface with municipal authorities

· evaluate and manage overdoses of the following agents:

· acetaminophen

· NSAID's

· salicylates

· opiates

· anti convulsants

· antihistamines

· cardiovascular drugs (dioxin, calcium channel blockers, Beta blockers, anti arrhythmic, antihypertensives)

· Alcohol’s (ETOH, Methanol, ethylene, glycol, isopropyl)

· heavy metals (iron, mercury, etc)

· sedatives (barbiturates, benzodiazepines)

· psychotropic drugs (TCA, lithium)

· phenothiazines

· theophylline

· hallucinogens (LSD, PCP, mesial)

· stimulants (cocaine, amphetamines, caffeine)

· drugs of abuse combination, street names, etc

· pesticides/organophosphates

· household/industrial poisons (carbon monoxide, cyanide, sulfides, hydrocarbons, nitrogen compounds, strychnine)

· plant poisons

· environmental toxins (animals, bites, stings)

Required Readings:

Rosen’s Emergency Medicine Text

Chapter 128 Aspirin and Acetaminophen

Chapter 129 Alcohol and Glycol’s

Chapter 131 Common Cardiac Medications

Chapter 132 Corrosives

Chapter 133 Cyclic Antidepressant Overdose

Chapter 135 Hydrocarbons

Chapter 136 Iron Poisoning

Chapter 141 Sympathomimetic 

Chapter 143 Benzodiazepine Overdose and Withdrawal

M. Trauma

Location: Burn Trauma ICU (BTU), Norfolk Sentara Hospital, Norfolk, VA
Point of Contact: Dr. Leonard J. Weireter, Director

  Mary Mitchell (MEM@mccoy.evms.edu), educational secretary
Telephone #:  446-8950


          446-8951 (FAX)
Schedule:  Team is on call every 3rd night
Lodging: N/A
Test:  None

Required Readings: Regular ED readings
Other Information:  Due to the workload requirements of this rotation, residents are not required to attend EM conferences at NMCP.

Goals: This is a required one month rotation in the EM-1 year and a one month rotation in the EM-2 year.  The EM-1 resident will focus upon procedures involved in resuscitation of trauma.  The EM-2 resident will focus upon resuscitation skills as the team leader. All residents will be involved in the inpatient management of these patients during their stay in the Burn Trauma ICU. 

Objectives: The resident will, upon completion of this rotation, have the requisite knowledge and experience to:

· function primarily as a team member (EM-1) and team leader (EM-2) in any  type and severity trauma resuscitation

· discuss and demonstrate proficiency in the management of the multiple injured patient according to the ACS-ATLS course guidelines and the guidance of the Trauma Service at Norfolk Sentara BTU.

· discuss and demonstrate proficiency in recognizing and managing the following specific problem areas encountered in caring for multiple injured patients.

· airway management

· nasopharyngeal and oral airways

· oral and nasotracheal intubation

· guide wire and fiberoptic assisted intubation

· cricothyrotomy/jet insufflation

· ventilation in patients with the following problems

· pneumothorax, tension pneumothorax

· hemothorax

· flail chest

· intrinsic/extrinsic airway obstruction

· severe airway or facial trauma

· Fluid resuscitation

· fluid selection

· types and stages of shock

· intravenous access

· adult and pediatric fluid resuscitation

· fluid resuscitation in burning

· indications for emergency thoracotomy

· blood component therapy

· Circulation

· myocardial contusion

· sepsis

· vascular injury

· pericardial tamponade

· penetrating cardiac injuries

· venous thrombosis and pulmonary embolism

· vascular access techniques

· Neurologic 

· cervical spine injury

· thoracic/lumbar spine injury

· blunt closed and open head injuries

· penetrating head injuries

· peripheral nerve injuries

· Orthopedic

· stable and unstable spine injuries

· pelvic fractures

· extremity fractures

· compartment syndrome

· vascular and nerve injury

· ligaments or tendon injuries

· Abdominal

· mechanisms of injury and relationship to index of suspicion for intra-abdominal injury

· indication, contraindications, technique, and interpretation of results of peritoneal lavage 

· indication for immediate laparotomy

· role of various imaging techniques in evaluation of the trauma patient 

· specific organs: liver, spleen, pancreas, small and large bowel

· Urologic

· indications, techniques, and interpretation of retrograde urethrogram, cystogram, intravenous pyelogram

· treatment of trauma to kidneys, bladder, external genitalia

· General

· trauma in pregnancy

· trauma in patients with underlying medical problems

· pre-hospital trauma care and triage of multiple patients

· trauma in the pediatric patient

· discuss indications, contraindications, complications and technique of the following procedures as well as safely performing them:

· resuscitation management as team leader 

· resuscitation management as team member 

· C spine immobilization

· airway maintenance in C-spine trauma

· oral and nasotracheal intubation

· venous cutdown

· arterial line placement

· central line (internal jugular, subclavian, femoral) placement

· Swan-Ganz insertion and monitoring

· peritoneal lavage

· tube thoracostomy

· extremity fracture immobilization

· closed reduction of simple fractures

· interpretation of x-rays, CT, arteriogram, IVP, RUG, cystogram

· auto transfusion

· cricothyrotomy

· resuscitative thoracotomy (EM-2) with pericardiotomy, aortic cross-clamp, control of intrathoracic hemorrhage, and emergent repair of myocardial lacerations

· trauma ultasonagraphy - including performance and interpretation of the standard 4 view trauma series.

· perform a primary survey, direct a resuscitation, obtain a directed history, and perform a secondary survey on the traumatized patient.
Appendix A:   Emergency Medicine Case Presentation Format

1.  General: Whenever an Emergency Medicine case is presented for discussion, regardless of the forum, a "temporal" format should be utilized. These are cases in  which the presentation of management and decision making is based on the information that has been gathered up to that point. This more closely simulates the actual management of the case and allows for a more educational experience. This format will vary slightly depending on the presentation of the patient.

2.  Emergent Presentation: This format is to be utilized when the patient presents "emergently", where management was based on the limited information gathering and emergency steps/procedures that were necessary in order to stabilize the patient, i.e. trauma and arrest situations.

a) Chief complaint: includes major problem and duration or time of occurrence.

b) Pre-Hospital course: includes history from the pre-hospital scene, field therapy, and mode of transport/arrival

c) Primary Survey: ACLS/ATLS assessment

d) Secondary Survey: brief head to toe exam with pertinent positives and negatives

e) Assessment:

f) Procedure(s): include indications, techniques, results

g) Repeat  e) and f) above as often as necessary to report what was done and why

h) Disposition and Follow-up:
3. Non-Emergent Presentation: This format is to be utilized when the patient presents "non-emergently", where the presentation of management and decision making is based on the more conventional history, physical exam and data gathering of non-code medical and surgical cases:

a) Chief complaint:

b) History of present illness: symptoms, duration, pertinent positives and negatives from the review of symptoms, etc.

c) Current Medications:
d) Allergies:
e) Past Medical History: if pertinent

f) Family/Social History: if pertinent

g) Physical Examination:
h) Impression: include a differential diagnosis

i) Course: in the ED, serial exams, response to interventions, laboratory and ancillary studies

j) Final Diagnosis:
k) Disposition: include follow-up plan and/or hospital course, if known

Appendix B:   Follow-Up Conference Case Presentation Format

1. General: The follow-up conference allows the resident to see how a patient might have been worked up from differing perspectives, with participation from other residents and attending. The case will be presented by the resident who primarily saw the patient, with supplemental information from the supervising resident, if any, and the attending.

2. Handout: To facilitate and expedite presentation and discussion, individual cases will have the presenting complaint, brief history, vital signs and pertinent physical findings listed on a handout for each conference. The handout will be the responsibility of the resident (generally the Educational Chief) assigned to moderate the conference. This information should be presented in the following format (example):

Resident/Attending

HxPI: 25 yo WM c/o SOB X 2 hours, sudden onset with sharp, stabbing right posterior chest pain. Denies diaphoresis, nausea, and radiation.

PMHx: (-) SHx: 2 PPD smoker  Meds: none

VS: BP 126/88 P 104 R 24 T 98.6

PE: WD WN WM mild resp distress

HEENT: clear

Lungs: Decr BS on right

Cor: RRR

Abd: benign

Extr: no ECC

Neuro: Intact

Course to be discussed:

3.  Presentation: The primary care resident will present the case in the temporal format, pausing after the initial history to ask if there are any questions. The presenter should resist giving out historical information that was not available until later in the patient's course. The physical exam, including vital signs, should be presented next, again pausing to address any questions. Following initial presentation of the history and physical, a differential diagnosis should be generated with the help of the other residents and staff in attendance. The presenting resident or the moderator will then discuss the subsequent ED and hospital course.

Appendix C: Morbidity and Mortality Case Presentation Format

1.  General: The Morbidity and Mortality conference is a more formal, in-depth case presentation and discussion of a significant occurrence in the Emergency Department.

2. Format: The temporal style of presentation will be followed, however the details of history taking, physical exam, ancillary studies, decision making and course will be examined much more closely. After the presentation and discussion of the case and it's course, a review of the pathophysiology and a brief literature review is expected in the following manner:

Epidemiology/history

Pathophysiology

Anatomy review

Pharmacokinetics

Causative agents

Common presentations

Evaluation

Historical factors

Physical exam characteristics

ancillary studies

Differential diagnosis

Interventions/treatment

Trends/controversies

Brief bibliography (can be as brief as 2-3 current articles)

Appendix D:  Specific Clinical Management Skills


In any individual clinical situation, individual residents responsibilities vary with each specific situation encountered.  After the end of the EM-1 year, a resident should feel comfortable with the initial workup and management of most disease processes encountered, but in a resuscitation scenario, will generally be assigned procedures with the overall management left to the senior resident or attending.  It is important for the junior resident to learn the following:


-  to recognize the acutely ill patient.


-  development of a systematic approach to the stabilization of the acutely ill patient.


-  to develop a differential diagnosis for each disease entity required, while addressing the most 
      
  
    serious possible diagnosis.  


-  a rational approach to the use of ancillary test including radiographs, labs, CT etc.


-  to correctly interpret each test result ordered.


-  the indications for admission and prompt consultation.


-  the development of technical skills for emergency invasive procedures if indicated.


The following is a survey of specific conditions that are seen in the Emergency Medicine Department along with brief specific management skills with which  the junior resident should both be familiar and comfortable.

GENERAL APPROACH TO THE PATIENT


Know and implement A-B-C-D-E on every patient (you should live and breath this every day).

Know and implement O-M-I-L-T-VS.

For each section in this list, know the pertinent historical positives and negatives.

Basic formulas:




-analysis of an ABG



-anion gap calculation



-osmol gap calculation



-Aa gradient calulation

Differential diagnosis of:



-anion gap metabolic acidosis



-altered mental status

CRISIS MANAGEMENT:  Everything in this section must be committed to memory


ACLS protocols.

Technique, equipment, and medications for rapid-sequence intubation.


Management of status epilepticus.


Adult and pediatric doses of:



-epinephrine


-atropine



-lidocaine


-dopamine



-dilantin


-glucose



-naloxone


-thiamine



-flumazenil


-ceftriaxone



-cefotaxime


-ampicillin



-diltiazem


-adenosine



-electricity for cardioversion and defibrillation



-parenteral steroids (solumedrol and dexamethasone)

ADVANCED AIRWAY SUPPORT

Advanced techniques for establishment of an airway including the Bag-Valve-Mask unit, orotracheal             intubation, nasotracheal intubation, and familiarization with the technique (s) of cricothyrotomy and           tracheostomy.

The technique of rapid sequence induction for the patient in respiratory distress and for those with                 increased intracerebral pressure.

VASCULAR ACCESS


Routine venous access in patients of all ages and body types.

Familiarization with the performance of central venous access including internal jugular, subclavian and  femoral approaches.  


Venous cutdown techniques.


Intraosseous access. 


Arterial cannulation.


Umbilical vein catheterization in neonates.

EMERGENCY PACING TECHNIQUES


Indications for emergency pacemaker placement.


Transcutaneous pacing using externally applied electrodes - indications and technique.

PEDIATRIC RESUSCITATION


Successful completion of the PALS provider course.  

Familiarization with emergency drugs and resuscitation equipment and the use of the Broselow                     Resuscitation Tape.

ALTERED MENTAL STATUS AND COMA


The differential diagnosis of coma and altered mental status - (AMS). 

The approach to the patient with AMS, including use of dexstick, narcan, thiamine and flumazenil as 

 indicated.


Standardized assessment of trauma patients by use of the Glasgow coma scale.  


How to calculate osmol gap and anion gap.

ISCHEMIC HEART DISEASE

Identification of the life threatening causes of acute chest pain (MI, unstable angina, aortic dissection,           pulmonary embolism, pneumothorax and esophageal rupture). 

Differentiation of these causes based on history, physical examination and appropriate ancillary tests. 

The typical ECG changes associated with ischemic cardiac injury.  


The indications and contraindications for thrombolytic therapy in AMI.

CARDIAC ARRHYTHMIAS


Successful completion of ACLS.
Differentiation of narrow vs. wide complex tachycardias and the treatment of each entity in the stable and     unstable patient. 

HYPERTENSIVE EMERGENCIES


Identification and treatment of a hypertensive crisis including goals and rationale of therapy.

ASTHMA AND COPD


Treatment of disease including beta-agonist therapy, anticholinergic agents, and steroids.


Indications for intubation and complications associated with intubation.


Indications for admission.

PNEUMONIA

Most common etiologic agents in community acquired pneumonia, pneumonia in the immunocompromised    host, and aspiration pneumonia, and appropriate antibiotic coverage for each.


Suggestive x-ray findings associated with each agent. 


Indications for admission.

PULMONARY EMBOLISM AND DVT


Risk factors, signs and symptoms, and non-invasive methods for evaluating for a possible DVT.


Signs and symptoms associated with pulmonary embolism.

Use of ancillary studies including ABG, CXR, ECG, VQ scan and Pulmonary angiogram when PE is            suspected.


How to calculate an Aa gradient.

ANAPHYLAXIS


Identification and treatment of life threatening forms of anaphylaxis.


Disposition of patients responding to initial therapy.

MENINGITIS


Common presenting symptoms and physical findings associated with meningitis.  


Adeptness in performance of LP and interpretation of LP results.


Likely pathogens of meningitis based on age and comorbid conditions.  


Recommended treatment based on suspected pathogen.

SEIZURES


Initial approach to the seizure patient including establishment of an airway.


The drugs and their dosages used for status epilepticus.


The work up, management and disposition of a febrile seizure.

HEADACHE

The true emergencies presenting as a headache (infectious, tumors and bleeds, extracranial disorder,              inflammatory conditions).


Distinguishing above conditions via history, physical exam and ancillary tests.


Identification and treatment of a migraine headache.


The complete workup for suspected SAH.

GI BLEEDS

Identification, treatment and stabilization of upper GI Bleeding including PUD, Gastric erosions, varices       and Mallory-Weiss tear.

Identification, treatment and stabilization of lower GI bleeding including hemorrhoids, fissures,                     diverticulosis and ischemia.


Disposition of the patient suffering a GI bleed, and criteria for admission.

APPENDICITIS


The “classic” symptoms associated with appendicitis.


Physical findings and associated lab abnormalities associated with appendicitis. 

BOWEL OBSTRUCTION


Common causes of small and large bowel obstructions.


Use of history, physical examination and ancillary tests to establish cause of obstruction.

RENAL COLIC


The use of hydration, analgesics and antiemetics in the treatment of renal colic.


Indications for admission.

SCROTAL PAIN


Differential diagnosis of acute scrotal pain.

Use of clinical findings, laboratory tests and radiographic studies to aid in the diagnosis of testicular              torsion.


Disposition including need for urgent surgical referral.

URINARY TRACT INFECTION


Common causes of UTI.


Differentiation of lower and upper tract infection.


Disposition, including need for inpatient treatment.


Indications for admission in pediatric patients, women, and men.

SICKLE CELL DISEASE


Identification of various sickle cell crises.


Treatment and disposition of a sickle cell crisis.


Management of the sickle cell patient with a fever.

FLUIDS AND ELECTROLYTES


Identification, ECG abnormalities and treatment of hyperkalemia. 


Diagnosis and treatment of AKA.

Management of dehydration in adult and pediatric patients, calculation of fluid requirements, and                  indications for admission.

DIABETIC DISORDERS

Distinguishing characteristics between hyperglycemic hyperosmolar nonketotic coma from diabetic              ketoacidosis.


A rational approach to the treatment of the complications of diabetes.


Fluid and insulin treatment in the ED in DKA.

ACQUIRED IMMUNODEFICIENCY SYNDROME


Common neurological manifestations of AIDS.


The significance of fever in the HIV infected patient. 

The use of universal precautions in the emergency department including the appropriate use of gown,           glove, mask and goggles.

SEXUALLY TRANSMITTED DISEASES

Identification and treatment of common sexually transmitted diseases including chlamydia, gonorrhea, herpes and pelvic inflammatory disease.


Women at risk for pelvic inflammatory disease.


Principles of management of acute PID. 


Indications for hospital admission is the woman with PID.

HYPOTHERMIA AND HEAT ILLNESS


Common finding in minor, moderate and severe hypothermia (including vital signs).


The techniques of passive and active rewarming in the hypothermic patient.


Differentiation of heat cramps, heat exhaustion and heat stroke.


Treatment and primary goal of heat stroke.

THE FEBRILE CHILD

Approach to pediatric patient less than 3 years of age with a fever including the significance of a fever in      those less than 60 days old.

A risk assessment for occult bacteremia in the pediatric population including the use of empiric antibiotics. 

CHILD ABUSE AND NEGLECT


What constitutes child abuse and neglect.


Historical indicators and physical findings associated with child abuse.


Disposition and legal responsibility of the ED physician in the child who has been abused.

GENERAL APPROACH TO POISONINGS

Decontamination of the poisoned patient including the use of gastric lavage, activated charcoal, cathartics, and whole bowel irrigation.

Recognition of common toxidromes including anticholinergic, cholinergic, sympathomimetic and     opiates.

Treatment of the most common causes of death in the poisoned patient and the use of antidotes in acute poisonings where one is available.


Clinical presentation and course of cyclic antidepressant toxicity.  


How to calculate anion gap and osmol gap and the significance of both.


SEXUAL ASSAULT


Pertinent information elicited in patient history.


Physical examination including collection of evidence is the sex abuse victim.

FIRST TRIMESTER BLEEDING


Identification of those at risk for ectopic pregnancies.

Differentiation between inevitable, incompete and missed abortion.


Use of physical examination, quant hcg, and pelvic ultrasonagrphy in the differentiation of spontaneous Ab   from an ectopic pregnancy.


Identification of candidates for rhogam.


Disposition of the patient with first trimester bleeding form the Emergency department.

PREECLAMPSIA AND ECLAMPSIA


Definition of reeclampsia and eclampsia.
Differentiation of preeclampsia/eclampsia, chronic hypertension, chronic hypertension superimposed on preeclampsia and transient hypertension.


Treatment of eclamptic seizures.

MULTIPLE TRAUMA


Successful completion of ATLS.
A rational approach to the initial evaluation of the multiple trauma patient including A,B,C, D and E with immobilization of the spine until cleared.  

Establishment of an airway in the trauma patient with inline immobilization of the c-spine including              familiarization with cricothyrotomy should the need arise.


A rational approach to the secondary survey in the trauma patient.

SPINE AND CORD TRAUMA

Identification of those at risk for c-spine injury, immobilization of the c-spine, and obtainment of                  appropriate radiographs in the patient suspected of having a c-spine injury.  


Interpretation of c-spine radiographs in the trauma victim.


Use of CT scanning in the patient with suspected neck injury.


Definition of central cord and anterior cord syndromes.


Knowledge of motor and sensory levels.
HEAD TRAUMA

Differentiation of subdural hematoma, epidural hematoma, and subarachnoid hemorrhage; historically, clinically and radiographically.

Identification and treatment of herniation syndromes, including airway establishment, hyperventilation and   diuresis.

OPHTHALMOLOGIC EMERGENCIES


Rapid identification and treatment of the patient with a chemical burn to the eye.


Proper technique to evaluation of the injured or irritated eye including use of the slit lamp.


Diagnosis and treatment of corneal abrasions, including abrasions in contact lens wearers.

CHEST TRAUMA


Clinical and radiographic findings of a tension pneumothorax.


Immediate treatment of a tension pneumothorax.  


Identification and treatment of pericardial tamponade.

ABDOMINAL TRAUMA


Indications for diagnostic peritoneal lavage after blunt abdominal trauma.


Criteria for a positive DPL. 


Identification of the trauma patient at risk for renal injury.


The use of IVP and CT in the evaluation of renal trauma.


Technique of retrograde urethrogram, cystogram, and interpretation of both.

EXTREMITY TRAUMA


Identification of common extremity fractures including the Salter-Harris classification.


Initial stabilization and splinting of extremity fractures.  


Identification and management of a nursemaid’s elbow. 


Recognition and management of compartment syndrome in the injured extremity.

HAND INJURIES AND INFECTIONS


Recognition of flexor tenosynovitis.


Differentiation of paronychia, felon and whitlow in the digits and treatment of each.

BURNS


Rule of nines in evaluating the burn victim to calculate total body surface area affected.


Indications for surgical consultation and referral to a burn center.


Indications for active airway management.

Familiarization with a formula such as the Parkland formula for fluid replacement in the burn victim.

WOUND MANAGEMENT

Approach to the patient with a significant traumatic wound including neurosensory or circulatory deficit and presence of foreign body.  


Become proficient in the preparation, closure and dressing of all types of wounds. 


Knowledge of which wounds can be closed primarily.


Appropriate suture selection for wound repair.


Management of animal bites, including indications for and administration of rabies prophylaxis.

BEHAVIORAL EMERGENCIES

Identification of the psychotic patient in the emergency department including appropriate laboratory             screening.


Assessment of suicide risks in the depressed patient including appropriate psychiatric referral.

Approach of the patient with aggressive or violent behavior including physical and chemical restraints. 
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