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Section 1 – Program Description 

 
Facilities Description 

 
Overview 

 
Skagit Valley Hospital (SVH), located in Mount Vernon, Washington, strives to be the best regional 
community hospital in the Northwest, working with our communities to promote health and wellness. 
We provide a full continuum of care to our community, ranging from outpatient diagnostics and 
rehabilitation services to surgery and acute care. Our services also include a Family Birth Center, 
heart and vascular care, orthopedic services, surgery and cancer treatment at our Regional Cancer 
Care Center. Our Emergency Department is staffed 24 hours a day and features a Level III trauma 
unit. The hospital has a total of 137 beds and all rooms are private. 

 
On July 1, 2010, Skagit Valley Hospital merged with Skagit Valley Medical Center, the largest multi- 
specialty physician practice in the region, and renamed the operation Skagit Regional Clinics. A total 
of 105 physicians and allied healthcare professionals in 20 medical specialties and more than 350 
staff became employees of Skagit Valley Hospital in the integration, bringing the hospital’s total to 
more than 1,800 employees. 

 
SVH is a member of the Washington State Hospital Association, and actively engaged in the 
communities it serves. Health education classes and wellness screenings are continually offered 
throughout the community. 

 
SVH holds the following Department of Health designations:  Level III Trauma Center, Level II 
Nursery, Stroke Center, and Elective Coronary Intervention Program.  SVH embraces LEAN 
principles to achieve operational excellence. SVH has strategic partnerships with many 
organizations, as well as numerous accreditations and honors, all supporting an educational setting 
that exemplifies quality. 

 
The Medical Staff at SVH are organized into the following departments: Family Practice, Medicine, 
and Surgery, and the following sections: Emergency Medicine, Pediatrics, Psychiatry, Radiology, 
Anesthesia, General/Thoracic/Vascular, and Orthopedic. 

 

Physical Facilities 
 
Skagit Valley Hospital opened in 1958 after voters gave the bond issue to build a 100-bed hospital a 
92 percent "yes" vote in 1955. The original building included what is known today as the first two 
floors of the Southwest wing and was located on what was then Mount Vernon's edge of town. A 
third floor was added to the Southwest wing in 1964 and a 40-bed Northwest wing, including two 
operating rooms and a 10-bed recovery room, opened in February 1972. The new diagnostic wing 
and emergency room opened in May 1987. 
The 10,000 square foot Skagit Valley Kidney Center opened just north of the main hospital in July 
1998. The Skagit Wound Healing Center opened in the same building in November, 2004, providing 
multidisciplinary treatment for chronic wounds, and added a hyperbaric oxygen program in 
September 2010. 

 
In April 2004, voters approved a $62.1 million bond issue, with a 67 percent “yes” vote, to expand the 
hospital.  In December 2006, the expanded Skagit Valley Hospital Regional Cancer Care Center 
opened in 20,000 square feet on the first floor of a medical office building on the hospital campus. 
The staff and providers of the comprehensive facility, offering radiation therapy, chemotherapy and 
complementary therapies, are dedicated to state-of-the art cancer diagnostics and treatment. In 



 

2006, the Regional Cancer Care Center opened a satellite location within Cascade Valley Hospital in 
Arlington, serving patients of north Snohomish County. In 2009, a third linear accelerator was added 
for radiation therapy and stereotactic radiosurgery at the Mount Vernon facility. 

 
On July 1, 2007, the 220,000 square foot hospital expansion project opened featuring all private 
patients rooms, a new Emergency/Trauma unit, a new Family Birth Center and expanded space for 
surgical services, including six spacious operating rooms, and critical care services. 

 
Skagit Regional Clinics, a department of Skagit Valley Hospital, is a network of eight clinic locations 
including sites in Mount Vernon, Stanwood, Sedro-Woolley, Arlington, Anacortes, Oak Harbor and 
Camano Island. Services at the clinics range from family and internal medicine to electrophysiology 
and orthopedic surgery. 

 
Construction began in February, 2011, on a 42,000-square foot facility in Smokey Point to provide 
primary and specialty health care services, in a partnership between Skagit Valley Hospital and 
Cascade Valley Hospital. Physicians include primary care providers such as pediatricians, internal 
medicine, family practice, women’s health and occupational medicine, along with specialists such as 
cardiologists, and gastroenterologists. In addition to physician clinics, the new facility include 
diagnostic imaging services, laboratory services, pharmacy and urgent care. 

 

Residency Needs 
 
Skagit Valley Hospital provides on-call rooms for residents that are clean, quiet, safe and 
comfortable, to permit rest during call.  A telephone is present in the on-call room, and toilet and 
shower facilities are present in, or convenient to the room.  A computer is also provided, with access 
to relevant records, lab, imaging, and reference material. 

 
SVH’s Bistro and on-site coffee shops are open extended hours and nourishment is also accessible 
during all working shifts through vending machines supplied by the Skagit Valley Hospital Employee 
Association. 

 
Security Services are provided for the main hospital and SRC 24 Hours per day, 7 days per week. 
The Hospital perimeter envelope will be locked at 2130 and unlocked at 0530 seven days per week. 
A second Security Officer is on site in Emergency Department 7 days per week and holidays from 
1400 until 0600.  The on-duty Nursing Supervisor and the Security Services Manager, or designee, 
coordinates all security activities within the hospital.  Doors identified as exits and entrances will be 
secured via locking schedule and maintained by department staff and Security Services. Access into 
the Hospital after business hours will be via the Emergency Department entrance. Residents may 
enter any exterior door by means of a badge-swipe at doors with card readers. 

 
SVH has an extensive medical records system for access by residents, with exposure to electronic 
medical records where available.  There are multiple conference rooms available for formal 
instruction. 



 

Continuity Clinic 
 
The program provides an osteopathic internal medicine training site ensuring that each osteopathic 
internal medicine resident will receive an adequate continuity of care experience with a panel of 
patients over a thirty-six month continuum.  The continuity of care site  includes a waiting area, 
examination rooms, consultation room, resident's office, a laboratory appropriate to office practice, 
and electronic resources for data retrieval system.  Diagnostic laboratory and imaging facilities shall 
be available as appropriate to the location of the site. The site will have the capability to perform the 
following procedures at the time of the patient visit: glucose, throat culture or rapid strep screen, 
urinalysis, wet mount, EKG, spirometry, screening audiometry, and microscopic evaluation of urine. 
Minor surgery will also be available on site. 

 

Library and Educational Resources 
 
Skagit Valley Hospital provides access to knowledge-based information resources and reference 
materials adequate to support medical education activities, and readily available to faculty and 
trainees at all times, including after hours and on weekends. The library staff is available to assist 
residents with their information needs. Library resources and services are reviewed annually by the 
library manager, who submits a report to the GMEC, and an annual library budget is available for the 
maintenance of library resources. 

 
Library resources include comprehensive electronic medical literature databases, including Medline, 
medical dictionaries, major indexes, current textbooks and journals, patient education materials, 
practice guidelines, and document services. Resources include print reference materials. 

 
Library resources include materials relevant to specialty or sub-specialty specific areas relevant to 
AOA-approved programs, and materials relevant to osteopathic principles and practice, and 
osteopathic manipulative treatment. 

 
The residency program also has library privileges through Pacific Northwest University (PNWU) and 
research support through OPTI-West. These links provide additional electronic access to journals 
and professional publications as well as access to extensive research data. 

 
Additional educational resources include: 

 Desktop computers with free internet access 

 Printer and Copier for preparation of presentations, etc. 

 AV equipment including slide projectors, computer digital projector, video player, TV, and 

overhead projectors 

 Videoconferencing Network 

 
Quality Measures 

 
Skagit Valley Hospital is committed to providing safe, quality patient care and embraces 
transparency in public reporting of quality measurements and national scorecards to promote 
education and awareness among consumers. This commitment matches Skagit Valley Hospital’s 
vision of  “…making Skagit Regional Health the best regional integrated health system in the 
Northwest, dedicated to understanding and exceeding our patients’ expectations.” 

 
Skagit Valley Hospital is at the forefront of transparency by voluntarily providing quality and pricing 
data to initiatives including the Washington State Hospital Association’s Quality Measures Web site, 



 

the Centers for Medicare & Medicaid Services’ Hospital Compare Web site and participation in the 
Institute for Healthcare Improvement’s 100,000 Lives and 5 Million Lives campaigns. 

 

Accreditations and Memberships 
 
DNV Healthcare - SVH is accredited by DNV Healthcare under the authority of the US Centers for 
Medicare and Medicaid Services. Our facility will also be compliant with the ISO 9001 Quality 
Management System. DNV (Det Norske Veritas) is an independent foundation with the purpose of 
safeguarding life, property, and the environment. 

 
The American College of Surgeons Commission on Cancer - SVH is accredited by The 
American College of Surgeons Commission on Cancer. The hospital has been certified by the 
American College of Surgeons since 1975, which acknowledges the hospital’s quality, 
multidisciplinary cancer care program that meets rigorous compliance standards. 

 
The American Hospital Association - SVH is a member of the American Hospital Association, a 
national organization founded in 1898 that represents and serves nearly 5,000 hospitals, plus health 
care networks, and their patients and communities. The American Hospital Association serves as an 
educational resource on health care issues and trends for leaders at Skagit Valley Hospital. 

 
The Washington State Hospital Association - The Washington State Hospital Association is a 
membership organization representing community hospitals and several health-related 
organizations. The association provides issues management and analysis, information, advocacy 
and other services. 

 
Seattle Cancer Care Alliance - SVH’s Regional Cancer Care Center is honored to be selected as 
just the second network affiliate of the Seattle Cancer Care Alliance, a partnership of three world- 
renowned cancer programs, Fred Hutchinson Cancer Research Center, UW Washington Medicine 
and Children’s Hospital and Regional Medical Center. As a network affiliate since 2005, our 
providers and patients benefit from the resources, research, clinical trials and treatment options of 
the Seattle Cancer Care Alliance, while in treatment here at the Skagit Valley Hospital Regional 
Cancer Care Center. 

 

Skagit Valley Hospital Mission and Vision 
 
Mission: 
To serve our communities with compassion and dignity, one patient at a time. 

 
Vision: 
Each of us will contribute to making Skagit Regional Health the best regional integrated health 
system in the Northwest, dedicated to understanding and exceeding our patients’ expectations. 

 
Values: 

 
Patients First: We ensure our patients receive compassionate, respectful, timely, safe and healing 
experiences. 

 
Accountability: We each commit to perform at the highest level and to be held accountable as 
individuals, as team members and as an organization. 

 
Operational Excellence: We embrace continuous quality improvement by using Lean skills to 
achieve operational excellence and the highest standards of safety, compassion, presentation and 
efficiency. 



 

Physician Leaders: We expect physician leaders to utilize evidence-based medicine to ensure the 
highest quality of individual patient care. Physician leaders commit to our culture of compassion and 
participate in strategic growth. 

 
Community Partnerships:  We invest in respectful partnerships to improve the health and wellness 
of our communities. 

 
Culture of Respect: We demonstrate respect for each person in all we do. 

 
Personal Development: We each accept personal responsibility for ongoing learning and skill 
development. Our organization is responsible for investing in our training and skill development to 
enable operational excellence. 

 
We are Committed to and Set our Priorities by our Adopted Service Standards: 

 
Safety 
Compassion 
Presentation 
Efficiency 

 
We Will Each Demonstrate our Adopted Universal Attributes: 

 
Technical proficiency 
Responsive to my concerns 
Treats me with respect 
Listens well 
Stays calm under pressure 
Positive attitude 

Team AND patient focused 
Takes time to teach AND to learn 
Works hard and carries a fair share of the load 
Good steward of scarce resource 

 
(Adopted by the Board of Commissioners June 18, 2004, Revised October 24, 2008, Revised June 26, 2009, Revised October 29, 2010.) 



 

Sponsorship Agreements 
 
The internal medicine residency program at Skagit Valley Hospital is a fully accredited AOA 
sponsored three-year program. 

 
Sponsorship Agreement 

 
In accordance with the prerequisites for program approval, Pacific Northwest University College 
of Osteopathic Medicine (PNWU-COM) is accredited by the American Osteopathic Association 
(AOA), and as a member of OPTI-West, will serve as the sponsoring institution for the Skagit Valley 
Hospital Osteopathic Internal Medicine Residency Program. 

 
PNWU-COM co-sponsors AOA approved internship and residency programs at OPTI-West 
participating hospitals and this will fulfill the requirements as stated in the guidelines for establishing 
an osteopathic postdoctoral training institution (OPTI). Pacific Northwest University is the only 
osteopathic medical school in the states of Washington, Idaho, Montana, and Alaska. PNWU-COM 
also serves the state of Oregon.  PNWU-COM has a mission to provide physicians to the Pacific 
Northwest with the focus on primary care in rural and underserved areas. 

 
Pacific Northwest University College of Osteopathic Medicine is dedicated to co-sponsoring high 
quality pre- and postdoctoral medical education programs. It is committed to the clinical training of 
students, interns and residents and developing professionalism and ethics among all its trainees. 
PNWU-COM is a member of the  Osteopathic Postgraduate Training Institute Consortium-West. 
(OPTI-West), an accredited OPTI. 

 
Mission—Pacific Northwest University College of Osteopathic Medicine 

 
Pacific Northwest University College of Osteopathic Medicine is dedicated to training students in all 
aspects of medicine, especially primary care, to meet the health needs of the Pacific Northwest, with 
a commitment to and focus on rural and underserved populations. Their clinical education programs 
at the pre-and postdoctoral levels emphasize excellence, compassion, ethics, and osteopathic 
manipulative skills. PNWU-COM encourages leadership in the community through service, 
continuing medical education, research and scholarly activity. 

 
The mission of PNWU-COM is to train, educate, and encourage scientific research for health 
professionals who will provide quality care to all communities of the Pacific Northwest, particularly 
underserved populations. 

 
OPTI Membership Agreement 

 
In accordance with the prerequisites for residency program approval, Skagit Valley Hospital has an 
OPTI Membership Agreement with OPTI- West. 

 
OPTI-West has an Osteopathic Graduate Medical Education Committee (AOGME) which reviews 
curriculum, policies and academic programs.  The AOGME will make recommendations to the OPTI 
Board when appropriate for review, discussion, approval, and eventual implementation. 

 
OPTI- West’s mission is similar to PNWU-COM. Strategies are consistent both with the college 
mission and with its OPTI values. The Committee identified the following as OPTI values: 

 
1.  Pursuit of excellence in Osteopathic Medical Education 
2.  To assure the highest standards of educational excellence for pre and postdoctoral 

matriculants in Member Osteopathic educational programs; 



 

3.  To promote collaboration among educational programs in order to share resources of 
expertise, knowledge, facilities, faculty development, research and finance; 

4.  To enhance the efficient, cost effective delivery of educational programs; 
5.  To coordinate and facilitate scientific research and fosters osteopathic contributions to the 

advancement of knowledge; 
6.  To emphasize local community-focused educational programs to meet the health care 

needs of the people of the communities served by the Members of the consortium; 
7.  To provide sufficient training environments to meet the unique regional needs. 

 
 
 
 
Resident Application and Selection Process 

 
Please refer to Resident Policy and Procedure Manual. 

 
Residency Goals and Objectives 

 
Program Mission 

 
The mission of Skagit Valley Hospital’s Internal Medicine Residency Program is to improve health 
access and health status for rural, minority and under-served persons living in Washington by 
providing residents with comprehensive structured cognitive and procedural clinical education in both 
inpatient and outpatient settings that will enable them to become competent, proficient and 
professional osteopathic internists. 

 
Program Description 

 
This program will train six (6) Osteopathic residents enrolled in the program during each training 
year for a total of eighteen (18) residents. 

 
Although all internal medicine physicians share a core of information, the dimensions of knowledge 
and skill vary with the individual physician. Patient needs differ in various geographic areas, and the 
content of the internist’s practice varies accordingly. Skagit Valley Hospital will provide residents with 
the knowledge and skills useful to an internal medicine physician with a rural practice with patients 
from underserved and culturally diverse backgrounds. Furthermore, the scope of internal medicine at 
Skagit Valley Hospital will allow for an experiential style of learning that provides an accurate 
preparation for work in underserved or rural areas. Residents will be experienced in stabilization and 
transfer of critically ill adult patients, and will practice procedures such as central lines on a regular 
basis. 

 
This program is structured to provide an osteopathic resident with advanced and concentrated 
training in internal medicine and to prepare him/her for examination leading to board certification in 
this discipline. 

 
The training program is designed to teach the osteopathic internal medicine resident through a 
diverse community of physicians, dentists, physician assistants and other allied medical personnel 
committed to providing compassionate and comprehensive primary care to the rural and 
underserved communities of Washington.  The residency program aims to be both rigorous and 
personally fulfilling. 

 
Educational Program Goals and Objectives 
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The goal of this residency program is to produce professional, board certified osteopathic internal 
medicine physicians capable of providing competent, independent, and professional health care 
service. In addition we will train physicians in the full breadth of primary care to serve rural 
communities, as well as independent learning skills to provide basic health care for all people 
anywhere in the country or around the world. 

 
Through the comprehensive internal medicine residency program, the resident will complete an 
organized program of study and experience designed to prepare him/her to provide high quality 
medical care. The resident is exposed to the specific aspects of internal medicine discipline, practical 
experience, reading materials and other resources. The educational objectives of this training program 
are to ensure that by the end of the training the resident is able to: 

 
  Diagnose and manage most acute and chronic problems. 
  Promote health by using appropriate methods of health screening and patient education. 
  Utilize appropriate techniques for early detection and prevention of disease. 
  Provide osteopathic health care services in a manner that meets the needs and 

expectations of patients. 
  Recognize the fundamental principles of research in osteopathic internal medicine and 

interpret the results of research in the medical literature. 
  Assume leadership roles in local communities, the state and the nation. 
  Conduct professional activities in an ethical and legally responsible manner. 
  Maintain quality control techniques in patient care by the use of quality control methods. 
  Provide patient care with a family and community orientation. 
  Devote attention to the quality of personal and family life. 
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Internal Medicine Attending Assessment of Residents 
 

Educational Purpose 

During your residency you will develop the tools necessary to become 
comprehensive internists capable of managing diverse patients with a broad 
range of diseases. Your training will be tailored to your needs whether you 
pursue a career in general internal medicine, subspecialty medicine, or academic 
medicine. 
 

Rotation Objectives 

You will find specific objectives for each rotation in this document. These are 

representative skills of medicine that you must learn during residency.  
 
These objectives will not be the only things you will learn on each rotation, but 
they are what you will be measured by. You must review the objectives at the 
beginning and end of each rotation with your attending physician. 
 

 

Level of Supervision 

You will be supervised by an attending physician for all patients that you 
encounter. These levels of supervision include: 
 
1. Direct Supervision – the supervising physician will be physically present 
with you and your patient. 
 
2. Indirect Supervision: 

a. With direct supervision immediately available – the supervising 
physician will be physically within the hospital or other site of 
patient care, and will be immediately available to provide Direct 
Supervision. 

b. With direct supervision available – the supervising physician is not 
physically present within the hospital or other site of patient care, 
but is immediately available by means of telephonic and/or 
electronic modalities, and is available to provide Direct Supervision. 
 

For some aspects of patient care, the supervising physician may be a more 
advanced resident or fellow. 
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Assessment Scale 

 
For the specific goals and objectives listed in this document, the basic evaluation 
unit will be one of Entrustment. 
Your attendings will determine what level they trust you to do each skill: 
1. You cannot do the skill even with assistance (critical deficiencies) 
2. You can do the skill under proactive, ongoing, full supervision 
3. You can do the skill reactive supervision, (i.e. supervision is readily 
available upon request) 
4. You can do the skill independently 
5. You may act as a supervisor and instructor for the skill 
 
This means that most interns will start with a 1 or 2 and progress to 3 on most 
measures by the end of the year, and most PGY‐2/3 residents will start with 2 or 3 and 
progress to 4 on most measures by the end of residency. 
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Rotation: Congestive Heart Failure 

 
 
Content Goals and Objectives 
1. Construct a treatment plan for patient with heart failure 
2. Identify the cause of heart failure exacerbations 
3. Identify an S3 on physical exam 
4. Identify jugular venous distension on physical exam. 
5. Discuss diet restrictions with a patient 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Develop prioritized differential diagnoses 
3. Provide accurate, complete, and timely documentation 
4. Minimize unnecessary care including tests 
5. Integrate clinical evidence into decision making 
6. Communicate effectively with the consulting team 
7. Use feedback to improve performance 
8. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Cardiology Consults 
 
 
Content Goals and Objectives 
1. Interpret EKGs and use as tool to make management decisions 
2. Refer patients for appropriate cardiac imaging 
3. Counsel patient on lifestyle modifications for aggressive risk factor modifications 
4. Differentiate cardiac versus non‐cardiac chest discomfort 
5. Manage heart failure 
6. Begin initial management plan for basic arrhythmias 
7. Interpret cardiac biomarkers 
 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Cardiology Outpatient 
 
Content Goals and Objectives 
1. Interpret EKGs and use as tool to make management decisions 
2. Refer patients for appropriate cardiac imaging 
3. Counsel patient on lifestyle modifications for aggressive risk factor modifications 
4. Differentiate cardiac versus non‐cardiac chest discomfort 
5. Manage heart failure 
6. Begin initial management plan for basic arrhythmias 
7. Interpret cardiac biomarkers 
 
 
 
Process‐Based Goals and Objectives 
8. Acquire accurate and relevant history 
9. Perform an accurate physical exam 
10. Develop prioritized differential diagnoses 
11. Develop an evidence‐based diagnostic and therapeutic plan 
12. Provide accurate, complete, and timely documentation 
13. Minimize unnecessary care including tests 
14. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
15. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
16. Integrate clinical evidence into decision making 
17. Communicate effectively with the consulting team 
18. Use feedback to improve performance 
19. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Cardiology Inpatient PGY1 
 
Content Goals and Objectives 
1. Demonstrate basic EKG reading skills 
2. Refer patients for appropriate cardiac imaging 
3. Counsel patient on lifestyle modifications for aggressive risk factor modifications 
4. Differentiate cardiac versus non‐cardiac chest discomfort 
5. Diagnose acute coronary syndrome (unstable Angina, NSTEMI, STEMI) 
6. Manage heart failure (acute, chronic, systolic and diastolic) 
7. Begin initial management plan for basic arrhythmias 
 
 
Process‐Based Goals and Objectives 
8. Perform an accurate physical exam 
9. Develop prioritized differential diagnoses 
10. Develop an evidence‐based diagnostic and therapeutic plan 
11. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
12. Minimize unnecessary care including tests 
13. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
14. Integrate clinical evidence into decision making 
15. Evaluate complex medical patient in a timely manner 
16. Provide appropriate preventive care 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Cardiology Inpatient PGY 2‐3 
 
Content Goals and Objectives 
1. Interpret advanced EKGs and use as tool to make management decisions 
2. Refer patients for appropriate cardiac imaging 

3. Titrate cardiac medications 
4. Manage acute coronary syndrome 
5. Manage cardiomyopathy 
6. Identify and manage arrhythmias 
7. Manage anticoagulant therapy in cardiac patients 
 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Choose the appropriate consultative services for a given clinical condition 
11. Integrate clinical evidence into decision making 
12. Teach physical findings for junior members of the health care team 
13. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Digestive Diseases Consults 
 
Content Goals and Objectives 
1. Initiate a cost effective work‐up for iron deficiency anemia 
2. Begin initial work‐up for gastrointestinal bleeding 
3. Recommend GI procedures and imaging 
4. Manage diarrhea in a hospitalized patient 
5. Initiate investigation of abdominal pain 
6. Recommend appropriate route for nutritional supplementation 
7. Diagnose inflammatory bowel disease 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
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Rotation: Digestive Diseases Outpatient 
 
Content Goals and Objectives 

1. Take a history specific to gastroenterology 
2. Initiate investigation of abdominal pain 
3. Manage diarrhea 
4.  Manage common sequelae of cirrhosis 
5. Distinguish between hepatic, cholestatic, and infiltrative patterns of liver disease 
6. Devise a cost‐effective approach to the diagnosis of chronically elevated 
         transaminases* 
7.   Manage gastrointestinal bleeding 
8. Manage inflammatory bowel disease 
9. Manage common sequelae of cirrhosis 
10. Manage acute hepatitis 
11. Identify patients who may benefit from liver transplantation 
12. Evaluate obstructive jaundice 
13. Manage complications of immunosuppressive therapy 
14. Assess risk factors for acute hepatitis, including the use of herbal and over the counter 
agents 

       15. Distinguish between hepatic, cholestatic, and infiltrative patterns of liver disease 
       16. Interpret serologic testing for hepatitis A, hepatitis B, and hepatitis C 
       17. Distinguish between cirrhotic and non‐cirrhotic portal hypertension 
       18. Formulate a cost‐effective approach to the diagnosis of cholestatic liver disease 
       19. Identify the salient features of fulminant hepatic failure 
       20. Identify the indications and contraindications for liver transplantation 
 

 
 

 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam. 
2. Develop prioritized differential diagnoses. 
3. Develop an evidence‐based diagnostic and therapeutic plan. 
4. Minimize unnecessary care including tests 
5. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Digestive Diseases Inpatient PGY‐1 
 
Content Goals and Objectives 
1. Write initial admission orders for gastrointestinal bleeding 
2. Write initial admission orders for pancreatitis 
3. Initiate investigation of abdominal pain 
4. Manage diarrhea 
5. Manage common sequelae of cirrhosis 
6. Initiate enteral and parenteral nutrition 
7. Distinguish between hepatic, cholestatic, and infiltrative patterns of liver disease 
8. Devise a cost‐effective approach to the diagnosis of chronically elevated 
transaminases* 
9. Perform paracentesis 
 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Digestive Diseases Inpatient Wards PGY 2‐3 
 
Content Goals and Objectives 
1. Manage gastrointestinal bleeding 
2. Manage pancreatitis 
3. Manage inflammatory bowel disease 
4. Manage common sequelae of cirrhosis 
5. Manage acute hepatitis 
6. Manage post‐procedure complications 
7. Identify patients who may benefit from liver transplantation 
8. Evaluate obstructive jaundice 
9. Manage complications of immunosuppressive therapy 
 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Choose the appropriate consultative services for a given clinical condition 
11. Integrate clinical evidence into decision making 
12. Teach physical findings for junior members of the health care team 
13. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Liver Consults 
 
Content Goals and Objectives 
1. Assess risk factors for acute hepatitis, including the use of herbal and over the counter 
agents 
2. Distinguish between hepatic, cholestatic, and infiltrative patterns of liver disease 
3. Interpret serologic testing for hepatitis A, hepatitis B, and hepatitis C 
4. Distinguish between cirrhotic and non‐cirrhotic portal hypertension 
5. Formulate cost‐effective approach to the diagnosis of chronically elevated 
transaminases 
6. Formulate a cost‐effective approach to the diagnosis of cholestatic liver disease 
7. Identify the salient features of fulminant hepatic failure 
8. Identify the indications and contraindications for liver transplantation 
9. Manage common sequelae of cirrhosis 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Endocrinology 
 
Content Goals and Objectives 
1. Interpret blood glucose readings 
2. Titrate insulin based on glucose readings 
3. Recommend proper monitoring and management of diabetic microvascular and 
macrovascular complications 
4. Evaluate thyrotoxicosis 
5. Manage hypothyroidism 
6. Evaluate pituitary adenoma 
7. Evaluate hypogonadism 
8. Evaluate hypercalcemia 
9. Interpret a cosyntropin stimulation test 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: General Internal Medicine: Consults 
 
Content Goals and Objectives 
1. Recognize the need for urgent/emergent medical consultation 
2. Perform pre‐operative cardiac risk stratification 
3. Minimize peri‐operative cardiac risk 
4. Manage peri‐operative NSTEMI 
5. Minimize peri‐operative pulmonary risk 
6. Suggest adequate peri‐operative DVT prophylaxis 
7. Manage hyperglycemia in the peri‐operative diabetic patient 
8. Manage peri‐operative hypertension 
9. Manage peri‐operative anticoagulation in the patient taking chronic anticoagulants 
including anti‐platelet agents 
10. Manage postoperative delirium. 
11. Assess postoperative fever 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: General Internal Medicine: Geriatrics 
 
Content Goals and Objectives 
1. Evaluate functional abilities of geriatric patient 
2. Perform a focused physical exam on post hospital discharge patient 
3. Perform medication reconciliation on post hospital discharge patient 
4. Write initial admission orders on geriatric patient in the post hospital setting 
5. Provide anticipatory guidance during routine visits in a primary care setting 
6. Evaluate cause of falls and suggest initial management plan 
7. Evaluate memory loss/dementia and suggest initial management plan 
8. Evaluate urinary incontinence and suggest initial management plan 
9. Treat pain encountered with terminal illness 
10. Utilize narcotic table to titrate pain medications 
11. Assist patient and families in setting and clarifying goals at the end of life 
12. Communicate with family members whose loved ones have cognitive impairment or 
altered mental status 
13. Explore and respond to patient/family experiences when transitioning from curative to 
comfort care 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: General Internal Medicine Continuity Clinic 

 
Content Goals and Objectives 

1. Manage chronic conditions: 

a. Hypertension 

b. Diabetes and its complications 

c. Dyslipidemia 

d. Congestive heart failure 

e. Chronic obstructive pulmonary disease 

f. Pain syndromes 

g. Depression 

h. Anxiety 

i. Bipolar disorder 

2. Manage preventative health issues 

3. Manage ambulatory acute care conditions 

4. Work-up and assess undifferentiated complaints 

5. Manage transitions of care  

a. Perform a focused physical exam on post hospital discharge patient     

b. Perform medication reconciliation on post hospital discharge patient     

6. Provide anticipatory guidance during routine visits in a primary care setting    

7. Assess functional impairment as part of disability evaluation   

8. Recognize when to refer to specialist   

 

Process-based Goals 

1. Perform an accurate physical exam     

2. Develop prioritized differential diagnoses     

3. Develop an evidence‐based diagnostic and therapeutic plan     

4. Recognize the scope of his/her abilities and ask for supervision and assistance 

appropriately     

5. Minimize unnecessary care including tests     

6. Gather subtle, sensitive, and complicated information that may not be volunteered by the 

patient     

7. Integrate clinical evidence into decision making     

8. Evaluate complex medical patient in a timely manner     

9. Provide appropriate preventive care     

10. Completes charting, telephone tasks, and medications refills on time  

11. Review and relay imaging and laboratory test results to the patients in a timely manner  

12. Participates in team meetings  

13. Meets quality performance goals 

14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering    
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Rotation: General Internal Medicine: Private Practice 

 
Content Goals and Objectives 
1. Recognize when to refer to specialist 
2. Workup thyroid disease 
3. Manage complicated diabetes patients 
4. Obtain thorough dermatologic history 
5. Describe rash using dermatologic terms 
6. Manage chronic sinusitis 
7. Demonstrate rehabilitation exercises for chronic low back pain 
8. Assess functional impairment as part of disability evaluation 
9. Describe resources available to hospice patients 
10. Describe community resources available to elderly patients 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: General Internal Medicine: Night Medicine PGY‐1 
 
Content Goals and Objectives 
1. Manage hyperglycemia 
2. Manage elevated blood pressure 
3. Diagnose the cause of loss of consciousness and differentiate syncope from other 
etiologies. 
4. Initiate appropriate antibiotic(s) for pneumonia 
5. Initiate appropriate antibiotic(s) for skin and soft tissue infections 
6. Manage exacerbations of obstructive lung disease 
7. Manage alcohol withdrawal 
8. Manage derangements of electrolytes 
9. Recognize delirium and identify potential causes 
10. Initiate workup and management of fever 
11. Manage pain complaints overnight 
12. Document cross‐cover care 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: General Internal Medicine: Night Medicine PGY 
2‐4 
 
Content Goals and Objectives 
1. Supervise PGY‐1 residents in the care of patients overnight 
 
Process‐Based Goals and Objectives 
1. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary. 
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Rotation: Pain Management 
 
Content Goals and Objectives 
1. Assess pain using an established pain scale 
2. Diagnose a chronic pain syndrome 
3. Order advanced imaging in the work‐up of a pain syndrome 
4. Initiate a pain regimen for a chronic pain syndrome 
5. Communicate and monitor for side effects of pain medications 
6. Titrate narcotic pain medication 
7. Manage non‐narcotic adjuvant pain medication 
8. Initiate non‐pharmacological treatments for chronic pain. 
9. Uses shared decision making strategies for complicated or ambiguous pain management 
scenarios 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Palliative Care 
 
Content Goals and Objectives 
1. Treat pain encountered with terminal illness 
2. Utilize narcotic table to titrate pain medications 
3. Assist patient and families in setting and clarifying goals at the end of life 
4. Communicate with family members whose loved ones have cognitive impairment or 
altered mental status 
5. Explore and respond to patient/family experiences when transitioning from curative to 
comfort care 
6. Identify common reasons for hospital re‐admission from hospice care 
7. Prepare patients and families for inpatient versus outpatient hospice transitions 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Develop prioritized differential diagnoses 
3. Provide accurate, complete, and timely documentation 
4. Minimize unnecessary care including tests 
5. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
6. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Quality Improvement Introduction 
 
Content Goals and Objectives 
10. Develop Process Map 
11. Develop Pareto Chart 
12. Develop Failure Modes Effect Analysis Chart 
13. Develop Key Driver Diagram 
14. Perform a PDSA (Plan‐Do‐Study‐Act) 
15. Present Quality Improvement Findings 
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Rotation: Sports Medicine 
 
Content Goals and Objectives 
1. Take a musculoskeletal history 
2. Perform a musculoskeletal examination 
3. Develop prioritized differential diagnoses 
4. Perform knee injection 
5. Perform shoulder injection 
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Rotation: Surgery 
 
Content Goals and Objectives 
1. Perform preoperative evaluations 
2. Describe various risk levels for surgical procedures 
3. Recognize clinical symptoms resulting need for medical versus surgical intervention 
4. Perform various outpatient surgical skills including, but not limited to suturing techniques, skin excisions, I&D, 
wound dressing and debridement 
5. Recognize surgical emergencies and arrange for appropriate intervention 
6. Recognize and appropriately manage post-operative complications 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Integrate clinical evidence into decision making 
11. Teach physical findings for junior members of the health care team 
12. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
13. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Women’s Health 

 
Content Goals and Objectives 
1. Demonstrate respectful and professional manner during sensitive physical exam 
maneuvers 
2. Perform a routine pelvic and breast exam 
3. Initiate workup for a new breast lump 
4. Manage a patient at‐risk for osteoporosis 
5. Initiate workup for a patient with amenorrhea 
6. Manage a patient with dysfunctional uterine bleeding 
7. Initiate workup for polycystic ovarian syndrome. 
8. Manage a patient with perimenopausal symptoms 
9. Provide age‐appropriate cancer screening (breast, cervical) 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: General Internal Medicine Wards PGY‐1 
 
Content Goals and Objectives 
1. Initiate basal bolus insulin therapy and manage blood glucose over time 
2. Manage elevated blood pressure 
3. Diagnose the cause of loss of consciousness and differentiate syncope from other 
etiologies 
4. Initiate antibiotic(s) for pneumonia 
5. Initiate antibiotic(s) for skin and soft tissue infections 
6. Initiate venous thromboembolism prophylaxis 
7. Initiate cost effective workup of venous thromboembolism 
8. Manage exacerbations of obstructive lung disease 
9. Initiate CIWA protocol in patients at risk for alcohol withdrawal 
10. Manage derangements of potassium 
11. Identify causes of delirium 
12. Assess and treat pain 
13. Initiate workup and management of fever 
14. Diagnose acute coronary syndrome (unstable Angina, NSTEMI, STEMI) 
15. Manage heart failure (acute, chronic, systolic and diastolic) 
16. Begin initial management plan for basic arrhythmias 
17. Manage diarrhea 
18. Manage common sequelae of cirrhosis 
19. Initiate enteral and parenteral nutrition 
21. Diagnose neutropenic fever 
22. Initiate antibiotic therapy for neutropenic fever 
 
 
 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
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14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 

 

 

 

Rotation: General Internal Medicine Wards PGY 2‐3 
 
Content Goals and Objectives 
1. Manage diabetic ketoacidosis 
2. Manage extremes of blood pressure 
3. Demonstrate a cost effective workup of loss of consciousness 
4. Adjust type, dose, and duration of therapy for pneumonia based on clinical course 
5. Differentiate deep‐seated soft tissue infections versus superficial infections 
6. Manage and escalate care in a patient with sepsis 
7. Manage anticoagulation in a patient with suspected or known venous 
thromboembolism 
8. Recognize and manage impending respiratory failure 
9. Manage benzodiazepines in a patient with alcohol withdrawal 
10. Manage derangements of sodium 
11. Utilize pharmacologic and non‐pharmacologic methods to manage delirium 
12. Demonstrate appropriate use of blood products 
13. Use an opioid conversion table to titrate pain management 
14. Interpret advanced EKGs and use as tool to make management decisions 
15. Manage acute coronary syndrome 
16. Manage cardiomyopathy 
17. Identify and manage arrhythmias 
18. Manage anticoagulant therapy in cardiac patients 
19. Manage gastrointestinal bleeding 
20. Manage pancreatitis 
21. Manage common sequelae of cirrhosis 
22. Manage acute hepatitis 
23. Manage post‐procedure complications 
24. Evaluate obstructive jaundice. 
25. Refer patients for hospice and palliative care 
26. Manage end of life care family meeting. 
 
 
 
 
 
 
Process‐Based Goals and Objectives 
1. Manage the interdisciplinary team. 
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2. Demonstrate shared decision‐making with the patient 
3. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
4. Minimize unnecessary care including tests 
5. Role model effective communication skills in challenging situations 
6. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Choose the appropriate consultative services for a given clinical condition 
10. Integrate clinical evidence into decision making 
11. Teach physical findings for junior members of the health care team 
12. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
13. Use feedback to improve performance 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Hematology/Oncology Consults/Outpatient 
 
Content Goals and Objectives 
1. Determine cause of leukocytosis 
2. Determine cause of anemia 
3. Determine the causes of thrombocytopenia 
4. Manage anticoagulation of venous thromboembolism in the cancer patient 
5. Determine need for plasmapheresis in the setting of TTP. 
6. Differentiate between various types of hemolytic anemia 
7. Initiate diagnostic work‐up for suspected Heparin Induced Thrombocytopenia. 
8. Manage direct thrombin inhibitors for Heparin Induced Thrombocytopenia. 
9. Initiate evaluation for acute chest syndrome in sickle cell anemia. 
10. Adjust long‐acting and/or short‐acting narcotics in cancer and sickle cell patients. 
11. Initiate work‐up of spinal cord compression 
12. Evaluate disorders of hemostasis 
13. Evaluate myeloproliferative disorders, myeloma and/or MGUS 
14. Manage the common complications chemotherapy and other cancer treatments 
15. Order imaging and tissue studies to properly stage malignancies 
16. Initiate end of life discussions with patients with incurable malignancies 
 
 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history. 
2. Acquire accurate and relevant history 
3. Perform an accurate physical exam 
4. Develop prioritized differential diagnoses 
5. Develop an evidence‐based diagnostic and therapeutic plan 
6. Provide accurate, complete, and timely documentation 
7. Minimize unnecessary care including tests 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Integrate clinical evidence into decision making 
11. Communicate effectively with the consulting team 
12. Use feedback to improve performance 
13. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Hematology/Oncology Ward PGY‐1 
 
Content Goals and Objectives 
1. Diagnose neutropenic fever 
2. Initiate antibiotic therapy for neutropenic fever 
3. Initiate diagnostic testing for venous thromboembolism in the cancer patient 
4. Manage hyperkalemia during tumor lysis syndrome 
5. Initiate evaluation for acute chest syndrome in sickle cell disease 
6. Adjust short and long acting narcotics for chronic pain 
7. Initiate workup of non-neutropenic fever. 
8. Initiate antibiotics for pneumonia 
9. Diagnose spinal cord compression 
10. Refer patients for hospice and palliative care 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Hematology/Oncology Ward PGY 2‐3 
 
Content Goals and Objectives 
1. Initiate antibiotic therapy for neutropenic fever 
2. Formulate antibiotic discharge planning for neutropenic fever. 
3. Manage anticoagulation for venous thromboembolism in the cancer patient. 
4. Manage hyperuricemia during tumor lysis syndrome. 
5. Manage acute chest syndrome in sickle cell patients. 
6. Adjust short and long acting narcotics for chronic pain 
7. Work ‐up spinal cord compression 
8. Refer patients for hospice and palliative care 
9. Manage end of life care family meeting. 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Choose the appropriate consultative services for a given clinical condition 
11. Integrate clinical evidence into decision making 
12. Teach physical findings for junior members of the health care team 
13. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Infectious Disease Inpatient Consults 
 
Content Goals and Objectives 
1. Initiate workup of fever of unknown origin 
2. Select antibiotic therapy and duration for organisms with antibiotic resistance 
3. Manage endocarditis 
4. Manage suspected meningitis 
5. Select type, dose, and duration of antibiotic therapy for osteomyelitis 
6. Select type, dose, and duration of antibiotic therapy for complicated urinary tract 
infections 
7. Select type, dose, and duration of therapy for post‐operative infections 
8. Determine diagnostic testing and treatment of infectious colitis. 
9. Adjust type, dose, and duration of therapy for pneumonia based on historical risk 
factors and clinical course 
10. Select antibiotics and duration of therapy for treatment of bacteremia. 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Infectious Disease Outpatient Consults 
 
Content Goals and Objectives 
1. Perform a history and physical exam for patients with HIV 
2. Select initial therapy for patients diagnosed with HIV 
3. Identify and assess clinically significant drug interactions between antiretroviral 
medications and concomitant drug therapy. 
4. Determine duration of treatment for osteomyelitis 
5. Select type, dose, and duration of antibiotic therapy for skin and soft‐tissue infections. 
6. Initiate diagnostic testing in patients with suspected venereal diseases. 
7. Determine screening for viral hepatitis. 
8. Determine treatment for latent TB infection. 
 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Nephrology Consults 
 
Content Goals and Objectives 
1. Initiate workup for acute renal failure 
2. Manage hypokalemia and hyperkalemia 
3. Initiate workup for disorders of sodium 
4. Initiate management of hypertensive emergency 
5. Initiate workup for acid base disturbances 
6. Recommend acute dialysis for selected patients 
7. Manage kidney disease for inpatients on other services 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Transplant Nephrology 
 

Content Goals 

Content Goals and Objectives 
1. Diagnose infections in renal transplant patients 
2. Manage infections in renal transplant patients 
3. Diagnose cause of renal allograft dysfunction 
4. Review indications and side effects of immunosuppressive medications with renal 
transplant patients 
5. Evaluate the potential living kidney donor 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Provide accurate, complete, and timely documentation 
5. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
6. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
7. Minimize unnecessary care including tests 
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Rotation: Nephrology Wards PGY‐1 
 
Content Goals and Objectives 
1. Manage acute renal failure 
2. Manage extremes of blood pressure 
3. Manage hyperkalemia in the renal patient 
4. Dose drugs appropriate to the level of renal function 
5. Refer appropriate patients with acute and chronic renal failure for renal replacement 
therapy 
6. Manage parathyroid abnormalities in the renal patient 
7. Demonstrate appropriate use of blood products and EPO analogues in CKD and ESRD 
patients 
8. Implement a diagnostic work‐up for metabolic acidosis and alkalosis 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Nephrology Wards PGY 2‐3 
 
 
Content Goals and Objectives 
1. Manage acute renal failure 
2. Manage extremes of blood pressure 
3. Manage derangements of sodium 
4. Dose drugs appropriate to the level of renal function 
5. Manage a hospitalized immunosuppressed renal transplant patient 
6. Refer patients with acute and chronic renal failure for renal replacement therapy 
7. Manage parathyroid abnormalities in the renal patient 
8. Demonstrate appropriate use of blood products and EPO analogues in CKD and ESRD 
population 
9. Implement a diagnostic work‐up for metabolic acidosis and alkalosis 
10. Manage CKD patients in the peri‐operative setting 
 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Choose the appropriate consultative services for a given clinical condition 
11. Integrate clinical evidence into decision making 
12. Teach physical findings for junior members of the health care team 
13. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Pulmonary Advanced Critical Care 
 
Content Goals and Objectives 
1. Demonstrate proficiency in the placement of a central venous catheter 
2. Demonstrate proficiency in the placement of an arterial line 
3. Demonstrate proficiency in endotracheal intubation 
4. Demonstrate appropriate use of ultrasound during invasive procedures. 
5. Describe the benefits and limitations associated with different modes of mechanical 
ventilation 
6. Make appropriate recommendations for adjustment of ventilator settings 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Pulmonary Consults 
 
Content Goals and Objectives 
1. Interpret pulmonary function tests 
2. Work‐up lung nodule or mass 
3. Differentiate a transudative from an exudative pleural effusion, correctly apply further 
testing and treatment based on this differentiation 
4. Recommend bronchoscopy for various clinical scenarios 
5. Utilize oximetry and arterial blood gas results to determine the need for supplemental 
oxygen therapy 
6. Write a prescription for the appropriate amount of oxygen at rest, exertion, and sleep 
7. Initiate the management of suspected interstitial lung disease 
8. Refer for right heart catheterization when indicated 
9. Recognize the risk factors and clinical signs/symptoms associated with sleep apnea. 
10. Initiate diagnostic workup for hemoptysis. 
11. Demonstrate pre‐procedure evaluation for someone pending bronchoscopy 
12. Discuss therapeutic options for problems identified by interventional pulmonology 
 
 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: ICU PGY‐1 
 
Content Goals and Objectives 
1. Identify appropriate circumstances to use non‐invasive positive pressure ventilation 
(NIPPV) such as CPAP or BiPAP for acute respiratory failure 
2. Manage ventilator changes. 
3. Identify how to change a ventilator to improve ventilation and oxygenation in acute 
respiratory failure 
4. Identify when it is appropriate to intubate a patient in acute respiratory failure 
5. Deliver appropriate goal‐directed therapy for severe sepsis. 
6. Interpret chest x‐rays for common lung disorders. 
7. Perform central lines. 
8. Perform thoracentesis. 
9 Interpret thoracentesis findings 
10. Perform intubation. 
11. Perform arterial lines. 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: ICU PGY 2‐3 
 
Content Goals and Objectives 
1. Implement the appropriate mode of ventilatory assistance for acute respiratory failure 
2. Manage ventilator changes 
3. Use low tidal volume strategy where appropriate for ARDS. 
4. Recite and apply the criteria for decision making on extubating patients 
5. Differentiate the causes and findings of cardiogenic from distributive and septic forms of 
shock 
6. Deliver appropriate goal‐directed therapy for severe sepsis 
7. Interpret chest x‐rays for common lung disorders 
8. Perform central lines 
9. Perform thoracentesis 
10. Interpret thoracentesis findings 
11. Perform intubation 
12. Perform arterial lines 
 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Choose the appropriate consultative services for a given clinical condition 
11. Integrate clinical evidence into decision making 
12. Teach physical findings for junior members of the health care team 
13. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Pulmonary Outpatient 
 
Content Goals and Objectives 
1. Interpret pulmonary function tests 
2. Refer patients for pulmonary rehabilitation 
3. Discuss a 2nd line or 3rd line smoking cessation plan for a patient who failed 1st line 
therapy. 
4. Initiate the basic workup for a patient with undifferentiated interstitial lung disease. 
5. Provide first line therapy to a cystic fibrosis patient presenting with a new productive 
cough. 
6. Manage a patient on chronic home oxygen therapy who presents with the complaint of 
dyspnea. 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Sleep Medicine 
 
Content Goals and Objectives 
1. Take a sleep history 

2. Formulate a differential diagnosis for insomnia 
3. Formulate a differential diagnosis for hypersomnia 
4. Recognize basic circadian rhythm disorders, such as shift work disorder, delayed sleep 

phase, jet lag and advanced sleep phase\ 

5. Order the proper sleep study for a given patient 

6. Advise patients on the various respiratory assist devices utilized in the treatment of sleep 

apnea 
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Rotation: Allergy 
 
Content Goals and Objectives 
1. Manage individuals with asthma 
2. Manage individuals with rhinitis 
3. Determine the appropriate initial laboratory evaluation for a suspected immune 
deficiency 
4. Refer patients for allergy skin testing 
5. Evaluate individuals with urticaria/angioedema 
6. Prescribe emergency treatment plan for a patient at risk for anaphylaxis 
 
Process‐Based Goals and Objectives 
1. Perform an accurate physical exam 
2. Develop prioritized differential diagnoses 
3. Develop an evidence‐based diagnostic and therapeutic plan 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
5. Minimize unnecessary care including tests 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
7. Integrate clinical evidence into decision making 
8. Evaluate complex medical patient in a timely manner 
9. Provide appropriate preventive care 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Rheumatology 
Content Goals and Objectives 

1. Take a rheumatologic history (PC1) 
2. Describe the pathophysiology of the different rheumatologic disease and the role of the immune system 

in the particular conditions. (MK1) 
3. List common symptoms of rheumatologic conditions. (MK1) 
4. Identify indications for imaging and laboratory evaluation.  (MK2) 
5. Describe rheumatology procedures, particularly joint injection/aspiration and infusion of “DMARDs” or 

“biologic agents”. (MK2) 
6. Discuss the indications, risks, and utility of the tests and procedures. (MK2) 
7. List the common medical and psychosocial problems encountered by patients with rheumatologic 

conditions. (MK1) 
8. Describe various disease states including rheumatoid arthritis, SLE, Sjogren’s syndrome, CREST, 

ankylosing spondylitis, etc. (MK1) 
9. Know when to refer to a rheumatologist (PC5) 

 
Process‐Based Goals and Objectives 
1. Perform an accurate musculoskeletal examination. (PC1, MK1, PRO1, PRO2) 
2. Develop prioritized differential diagnoses. (PC1, MK1, PRO1, PRO2, ICS1) 
3. Develop an evidence‐based diagnostic and therapeutic plan. (PC1, PC2, MK1, PRO1, PRO2, ICS1) 
4. Recognize the scope of his/her abilities and ask for supervision and assistance 
Appropriately. (MK2, PRO3, PBLI3) 
5. Minimize unnecessary care including tests. (MK2, SBP3) 
6. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient. (PC1, PRO3, ICS1) 
7. Integrate clinical evidence into decision making. (PC2, MK2, PBLI4) 
8. Evaluate complex medical patient in a timely manner. (PC1, PC2, PC3, MK1, MK2) 
9. Provide appropriate preventive care. (PC2, MK1, MK2) 
10. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering. (PRO4, ICS2) 

S 
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Rotation: Anesthesia 
 
Content Goals and Objectives 
1. Perform preoperative evaluations 
2. Attain IV access in a preoperative patient 
3. Perform bag‐mask ventilation 
4. Intubate trachea 
5. Chart the patient’s course through the perioperative period 
 
Process‐Based Goals and Objectives 
1. Demonstrate shared decision‐making with the patient 
2. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
3. Minimize unnecessary care including tests 
4. Use feedback to improve performance 
5. Manage the interdisciplinary team 
6. Role model effective communication skills in challenging situations 
7. Guide and support bedside presentations that engage the patient and focus the 
discussion around the patient’s central concerns 
8. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
9. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
10. Choose the appropriate consultative services for a given clinical condition 
11. Integrate clinical evidence into decision making 
12. Teach physical findings for junior members of the health care team 
13. Stabilize patients with urgent or emergent medical conditions and transfer to a higher 
level of care when necessary 
14. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Emergency Department  
 
Content Goals and Objectives 
1. Develop initial treatment plan for patients with suspected infection 
2. Develop initial treatment plan for patients with chest pain 
3. Develop treatment plan for patients with shortness of breath 
4. Obtain a history and physical exam in a timely manner 
5. Manage multiple patients simultaneously 
6. Triage patient to proper level of care 
7. Communicate effectively with consultants 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Neurology Consults 
 
Content Goals and Objectives 
1. Evaluate altered mental status 
2. Perform a comprehensive neurological examination 
3. Localize neurologic lesions 
4. Order diagnostic testing for neurologic disease 
5. Prescribe antiplatelet therapy for vascular disease 
6. Prescribe medication for seizure disorder 
7. Recognize acute stroke and activate stroke team 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Neurology Wards 
 
Content Goals and Objectives 
1. Evaluate altered mental status 
2. Perform a comprehensive neurological examination 
3. Localize neurologic lesions 
4. Order diagnostic testing for neurologic disease 
5. Prescribe antiplatelet therapy for vascular disease 
6. Prescribe medication for seizure disorder 
7. Recognize acute stroke and begin initial management 
8. Manage anticoagulation for patients with neurologic diseases 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Demonstrate accurate medication reconciliation 
6. Provide accurate, complete, and timely documentation 
7. Identify the appropriate clinical question for consultative services 
8. Identify clinical questions as they emerge in patient care activities and access medical 
information resources 
9. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
10. Minimize unfamiliar terms during patient encounters 
11. Demonstrate shared decision‐making with the patient 
12. Use teach‐back method with patients regarding medications and plan 
13. Communicate with primary care physicians 
14. Recognize the scope of his/her abilities and ask for supervision and assistance 
appropriately 
15. Minimize unnecessary care including tests 
16. Use feedback to improve performance 
17. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Ophthalmology 
 
Content Goals and Objectives 

1. Take an ophthalmologic history 

2. Perform an ophthalmologic exam 

3. Develop an ophthalmologic differential diagnosis 

4. Integrate clinical evidence into decision making 
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Rotation: Patient Safety Elective 
 
Content Goals and Objectives 
1. Conduct system assessment through critical observation of patient experience 
2. Analyze process and outcomes 

3. Build a multidisciplinary team approach to improving quality and safety 
4. Develop a performance improvement process 
5. Facilitate safety training for other providers through organizing and structuring safe 
patient care training scenarios for simulation 
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Rotation: Psychiatry Consults 
 
Content Goals and Objectives 
1. Differentiate primary psychiatric disorders from delirium and other metabolic/organic 
derangements 
2. Conduct a comprehensive psychiatric interview of a medically ill patient 
3. Construct a comprehensive psychiatric treatment plan for a medically ill patient 
4. Assess the specific intentions of the referring physician for any given request for 
psychiatric consultation 
5. Communicate with the referring service about the psychiatric assessment both verbally 
and through concise, non‐technically worded notes 
6. Communicate with the referring service about the psychiatric assessment both verbally 
and through concise, non‐technically worded notes 
7. Undertake the psychotherapeutic treatment of at least one patient with a psychophysiological 
illness 
 
Process‐Based Goals and Objectives 
1. Acquire accurate and relevant history 
2. Perform an accurate physical exam 
3. Develop prioritized differential diagnoses 
4. Develop an evidence‐based diagnostic and therapeutic plan 
5. Provide accurate, complete, and timely documentation 
6. Minimize unnecessary care including tests 
7. Gather subtle, sensitive, and complicated information that may not be volunteered by 
the patient 
8. Modify the differential diagnosis and care plan based on clinical course and data as 
appropriate 
9. Integrate clinical evidence into decision making 
10. Communicate effectively with the consulting team 
11. Use feedback to improve performance 
12. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
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Rotation: Ultrasound 
 
Content Goals and Objectives 
1. Demonstrate appropriate ultrasound probe choice for cardiac, abdominal, and vascular 
evaluations 
2. Acquire ultrasound imaging of the four basic cardiac views: parasternal long, parasternal 
short, subcostal, and the apical four chamber 
3. Interpret basic cardiac systolic function as grossly normal, hyperdynamic, or globally 
depressed 
4. Acquire images of IVC collapsibility in evaluation of a patient's volume status 
5. Perform an abdominal FAST exam 
6. Interpret ultrasound imaging of abdominal anatomy during paracentesis 
7. Acquire ultrasound imaging assessing lower extremity DVT 
8. Interpret bedside DVT ultrasound images 
9. Evaluate the chest with ultrasound for abnormal pleural findings in pneumonia, 
pneumothorax, and pleural effusion 
10. Demonstrate ultrasound techniques to assist with safe central line placement 
11. Demonstrate ultrasound techniques to assist with safe thoracentesis 
12. Interpret ultrasound imaging of chest anatomy during thoracentesis 
13. Demonstrate ultrasound techniques to assist with safe paracentesis 
14. Refer patients for formal ultrasound study based on bedside examination and 
ultrasound 
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INTERNAL MEDICINE AMBULATORY CURRICULUM 
Skagit Regional Health 

 

 

Educational Purpose 
 

The Ambulatory Rotation and Curriculum provides the trainee experience in the context in which health 

care is delivered to patients outside the hospital in the county. It highlights how Transitions of Care, 

Long-term and Skilled Care, and Population health interface with community, patient, and other 

community institutions. This is also an opportunity to develop skills in healthcare improvement 

capability. 

Broad Educational Goals 

Goals and Objectives 

Content 

1. Develop an appreciation for our health-care delivery system. 

2. Understand and optimize their own role in Transitions of Care for patients 

3. Acquire Basic Certificate in Quality and Safety from Institute for Healthcare Improvement (IHI) 

a. Use the Model for Improvement to plan and carry out a quality improvement project in your local 

health care setting. 

b. Develop a charter to guide you through a clinical quality improvement project. 

c. List a family of measures — including outcome, process, and balancing measures — for your 

clinical quality improvement project. 

d. Develop a cause and effect diagram to help you understand your theories for accomplishing your 
aim. 

e. Use multiple Plan-Do-Study-Act (PDSA) cycles to test changes in a health care setting. 

4. Execute a QI project in either the ambulatory or inpatient setting 

5. Appreciate the role of Population Health works in healthcare delivery 

Process 

1. Initiate a QI project 

2. Access and utilize existing HHC services and other senior resources in the county 

3. Refine Continuity Clinic processes and understand quality metrics 

Principal Teaching Methods 

1. Patient care with direct supervision in the residency clinic. 

2. Patient care in LTC/SNF under direct supervision 

3. Self-directed online Institute for Healthcare Improvement Course (Basic) 

4. Immersive experience in Transitions of Care and Population Health 
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Structure 

Week One 

 MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 

AM Cont Clinic Transitions of 

Care 

QI  Population 

Health 

Cont Clinic 

Lunch      

PM Cont Clinic Cont Clinic Transitions of 

Care 

Cont Clinic Cont Clinic 

 

Week Two 

 MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 

AM Cont Clinic Long-term 

Care 

QI  Population 

Health 

Cont Clinic 

Lunch      

PM Cont Clinic Cont Clinic Long-term 

Care 

Cont Clinic Cont Clinic 

 

Evaluations: 

 Tool 

Completeness and timeliness of charting 

Longitudinal provision of care  

Accurate coding and billing 

Chart review with checklist (every 6 months) 

Skills in history, physical examination, 

communication 

Direct observation (at least one per month) 

Procedural competency Direct observation (at every procedure) 

Interpersonal interactions with nursing or 

front office staff 

MSF (quarterly) 

Practice-based metrics (signing off lab results, 

notification of patients, medication refill 

requests) 

 

Quality Metrics  Logs/Reports 

Professionalism Global evaluation form 

Medical Knowledge Chart-stimulated recall  

Quality Improvement Project Presentation at Quality Grand Rounds 
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Rotation: Research 
 
Content Goals and Objectives 
1. Develop a hypothesis driven research question 
2. Develop a short research proposal 
3. Choose the appropriate study design for a project 
4. Demonstrate proper ethics in medical research 
5. Interpret the results of a research project 
6. Write a research abstract 
7. Present a poster or PowerPoint presentation on research project 
8. Recognize and manage conflicts of interest (such as caring for family members and 
professional associates as patients) 
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Rotation: Designer Elective 
 
Content Goals and Objectives 
1. Residents will create their own content based goals and objectives as part of designing 
the elective. 
Process‐Based Goals and Objectives 
1. The process‐based goals and objectives will vary according to the type of rotation 
created 
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Summary Statements, Narrative Comments, and 
Multisource Evaluation 

 
 

Multisource: Senior Residents by Residents and Students 
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Goals and Objectives 
1. Provides regular feedback to other members of the team. 
2. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
3. Demonstrate shared decision‐making with the patient 
4. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
5. Role model effective communication skills in challenging situations 
6. Demonstrate safe, accurate, and complete hand‐offs. 
7. Assist colleagues in the provision of duties. 
8. Takes leadership role of teaching healthcare team 
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Multisource: Interns by Residents and Students 
 
Goals and Objectives 
1. Provides regular feedback to other members of the team. 
2. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
3. Demonstrate shared decision‐making with the patient 
4. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
5. Demonstrate safe, accurate, and complete hand‐offs. 
6. Respond to pages in timely and courteous manner 
7. Assist colleagues in the provision of duties. 
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Multisource: Interns and Residents by Ward Nurses 
 
Goals and Objectives 
1. Respond to pages in timely and courteous manner 
2. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
3. Was this resident receptive to the unique information/learning/skills development that 
nurses have to offer? 
4. Demonstrates respectful behavior to all members of the health care team. 
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Multisource: Interns and Residents by Critical Care Nurses 
Goals and Objectives 
1. Create a collaborative learning/teaching environment that incorporates other staff 
members including nursing 
2. Demonstrate communication regarding patient care to other healthcare team members 
in a timely manner 
3. Manage patients care in a safe manner. 
4. Escalate care in a critical or unstable patient 
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Multisource: Interns and Residents by Case Managers and Social 

Workers 
Goals and Objectives 
1. Works with the interdisciplinary team to help meet patient needs 
2. Receptive to the unique information/learning/skills that case managers, social workers 
and/or other allied health professionals have to offer? 
3. Demonstrates respectful behavior to all members of the health care team. 
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Multisource: Interns and Residents by Chief Residents 
 
Goals and Objectives 
1. On time for conferences 
2. Actively participates in teaching conferences 
3. Uses off days per residency guidelines 
4. Attends conferences as appropriate 
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Multisource: Interns and Residents by Graduate Medical Education Staff 
 
Goals and Objectives 
1. Submits evaluations by given deadlines 
2. Responds to residency requests by given deadlines (e.g.. TB tests, duty hours, flu shots, 
conference attendance scholarly requirements etc.) 
3. Demonstrates professional conduct and sensitivity towards residency staff 
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Multisource: Interns and Residents by Fellows 
 
Goals and Objectives 
1. Perform bedside presentations that engage the patient and focus the discussion around 
the patient’s central concerns 
2. Demonstrate empathy, compassion, and a commitment to relieve pain and suffering 
3. Role model effective communication skills in challenging situations 
4. Demonstrate safe, accurate, and complete hand‐offs. 
5. Assist colleagues in the provision of duties. 

6. Takes leadership role of teaching healthcare team 
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POLICY ON PROCEDURE SUPERVISION 

 

Levels of Supervision as Defined by the AGCME -Common PRs VI.D.3.  

 

To ensure oversight of resident supervision and graded authority and responsibility, the following 

classification of supervision must be used: 

 

Direct Supervision - the supervising physician is physically present with the resident and patient  

 

Indirect Supervision with direct supervision immediately available – the supervising physician is 

physically within the hospital or other site of patient care, and is immediately available to provide Direct 

Supervision  

 

Indirect Supervision with direct supervision available – the supervising physician is not physically 

present within the hospital or other site of patient care, but is immediately available by means of 

telephonic and/or electronic modalities, and is available to provide Direct Supervision  

 
Oversight - the supervising physician is available to provide review of procedures and clinical 

encounters with feedback provided after care is delivered. 

 

Supervision of Invasive Procedures  

In a training program, it is the responsibility of the physician to be aware of his/her own limitations in 

managing a given patient, and to consult a physician with more expertise when necessary. When a 

resident requires supervision, this may be provided by a qualified member of the medical staff or by a 

trainee who is authorized to perform the procedure independently. In all cases, the attending physician is 

ultimately responsible for the provision of care by trainees. When there is any doubt about the need for 

supervision, contact the attending physician.  

 

No supervision required  

Dressing changes, suture placement and removal, central venous catheter removal, cryotherapy of small 

skin lesions (<5 mm), anoscopy  

 

Direct supervision required  

Residents require direct supervision by a qualified member of the Medical Staff or a qualified trainee for 

each of these procedures until they can document successful completion of a specified number of 

procedures. The number of procedures required to be considered proficient are noted in parentheses. 
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Resident procedures are recorded online. The Internal Medicine Residency office can be contacted to 

determine the resident's status to perform specific procedures, or the resident may access the online 

evaluation system to provide documentation of their proficiency. If there is any doubt, contact the attending.  

 

Required by the program before performing independently or supervising other practitioners*  

Abdominal Paracentesis....................................................(5)  

Arterial Line Insertion.......................................................(5)  

Arthrocentesis – Knee Joint ..............................................(3)  

Arthrocentesis – Shoulder Joint........................................(3)  

Central Venous Line - Femoral.........................................(5)  

Central Venous Line - Internal Jugular.............................(5)  

Central Venous Line - Subclavian ....................................(5)  

Incision & Drain of Abscess .............................................(3)  

Lumbar Puncture...............................................................(5)  

Thoracentesis ....................................................................(5)  

 

Required by the American Board of Internal Medicine for Certification  

Advanced Cardiac Life Support*.......................... Certified†  

Arterial puncture ...............................................................(1)  

Pap smear and Endocervical Culture ................................(1)  

Peripheral IV.....................................................................(1)  

Phlebotomy .......................................................................(1)  

 

* These are the numbers of procedures that a resident must perform safely and competently BEFORE being 

allowed to do the procedure unsupervised or to supervise another practitioner. Except in the case of ABIM-

required procedures, this is not a number needed to successfully complete the training program.  

 

† Each resident must demonstrate that they were ACLS certified at least once during residency training.  

 

Supervision required by a qualified attending or qualified trainee 

Flexible or rigid sigmoidoscopy  

Exercise tolerance testing  

Sedation for procedures (AKA conscious sedation)  

All other invasive procedures not listed above  
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Emergency Procedures  

The resident may attempt any of the procedures normally requiring supervision in a case where unanticipated 

and life-threatening events may occur. This includes cases in which death or irreversible loss of function in a 

patient is imminent, and an appropriate supervisory physician is not immediately available. The assistance of 

more qualified individuals should be requested as soon as practically possible and appropriate documentation 

of the emergent medical necessity of the procedure(s) must be made in the medical record. The appropriate 
attending preceptor must be contacted and apprised of the situation as soon as possible.  
 
 
Supervision of Consults  
Residents may provide consultation services under the direction of the attending provider. The attending 
of record is ultimately responsible for the care of the patient and thus must be available to provide direct 
supervision when appropriate. The availability of the attending should be appropriate to the level of 
training, experience and competence of the consult resident and is expected to be greater with increasing 
acuity of the patient’s illness. Information regarding the availability of attendings should be available to 
residents, faculty members, and patients.  
Residents performing consultations on patients are expected to communicate verbally with their 
supervising attending at regular time intervals as determined by each consult service. Any resident 
performing a consultation where there is credible concern for patient’s life or limb requiring the need for 
immediate invasive intervention MUST communicate directly with the supervising attending as soon as 
possible prior to intervention or discharge from the hospital, clinic or emergency department so long as 
this does not place the patient at risk. If the communication with the supervising attending is delayed due 
to ensuring patient safety, the resident will communicate with the supervising attending as soon as 
possible. Residents performing consultations will communicate the name of their supervising attending to 
the services requesting consultation.  
 
Supervision of Hand-Offs  
Each program must have a policy regarding hand-offs. This policy must include expectations of supervision 
with each type of hand-off situation. As documented in the ACGME’s common program requirements, 
programs must design clinical assignments to minimize the number of handoffs and must ensure and 
monitor effective, structured handoff processes to facilitate both continuity of care and patient safety.  
 
Circumstances in which Supervising Practitioner MUST be Contacted  
There are specific circumstances and events in which residents must communicate with appropriate 
supervising faculty members:  
1. An unexpected patient death  
2. Brain Death Determination or Organ donation  
3. Cardiac arrest (code)  
4. Patient going to OR for emergent surgery or transfer to another service  
5. An unplanned, emergent invasive procedure such as surgery. interventional radiology, cardiac 
catheterization, or other high-risk invasive procedure  
6. Complication of procedure  
7. An unexpected transfer to a higher level of care (e.g., transfer to the ICU)  
8. Unexpected, significant deterioration in clinical status; for example, new end-organ failure (e.g. 
unexpected intubation, oliguria, unexpected pressor requirement or increase in dose, substantial increase 
in FiO2)  
9. A high-risk medical error with or without harm to the patient  
10. When the number or acuity of patients or admissions makes it difficult for you to provide safe care.  
11. Change in code status  
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12. Unexpected blood transfusion  
13. Missing patient/discharge AMA  
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ACGME Policy and Procedure Appendix for Internal Medicine Residency 

 

Skagit Regional Health 
Internal Medicine Residency 

SUPERVISION POLICY 
 

Roles, Responsibilities and Patient Care Activities of Residents 
 
Definitions  
Resident:  
A physician who is engaged in a graduate training program in Internal Medicine, and who participates in patient 
care under the direction of attending physicians. As part of their training program, residents are given graded 
and progressive responsibility according to the individual resident’s clinical experience, judgment, knowledge, 
and technical skill. Each resident must know the limits of his/her scope of authority and the circumstances under 
which he/she is permitted to act with conditional independence. Residents are responsible for asking for help 
from a supervising physician or other appropriate licensed practitioner when they are uncertain of diagnosis, 
how to perform a diagnostic or therapeutic procedure, or how to implement an appropriate plan of care.  
 
Attending Physician (Attending):  
An identifiable, appropriately-credentialed and privileged attending physician who is ultimately responsible for 
the management of the individual patient and for the supervision of residents involved in the care of the 
patient. The attending delegates portions of care to residents based on the needs of the patient and the skills of 
the residents.  
 
Supervision:  
To ensure oversight of resident supervision and graded authority and responsibility, the following levels of 
supervision are recognized:  
1. Direct Supervision – the supervising physician is physically present with the resident and patient.  
 
2. Indirect Supervision:  
 
a) with direct supervision immediately available – the supervising physician is physically within the hospital or 
other site of patient care and is immediately available to provide Direct Supervision.  
 
b) with direct supervision available – the supervising physician is not physically present within the hospital or 
other site of patient care, but is immediately available by means of telephonic and/or electronic modalities and 
is available to come to the site of care in order to provide Direct Supervision.  
 
3. Oversight – the supervising physician is available to provide review of procedures / encounters with feedback 
provided after care is delivered.  
 
Clinical Responsibilities  
The clinical responsibilities for each resident are based on PGY-level, patient safety, resident education, severity 

and complexity of patient illness/condition and available support services. The specific role of each resident 
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varies with their clinical rotation, experience, duration of clinical training, the patient's illness and the clinical 

demands placed on the team. The following is a guide to the specific patient care responsibilities by year of 

clinical training. 

PGY- 1 (Interns):  
PGY-1 residents are primarily responsible for the care of patients under the guidance and supervision of the 
attending physician and senior residents. They should generally be the point of first contact when questions or 
concerns arise about the care of their patients. However, when questions or concerns persist, supervising 
residents and/or the attending physician should be contacted in a timely fashion. PGY-1 residents are initially 
directly supervised and when merited will progress to being indirectly supervised with direct supervision 
immediately available (see definitions above) by an attending or senior resident when appropriate.  
 
PGY- 2 (Junior Residents):  
Intermediate residents may be directly or indirectly supervised by an attending physician or senior resident but 
will provide all services under supervision. They may supervise PGY-1 residents and/or medical students; 
however, the attending physician is ultimately responsible for the care of the patient.  
 
PGY- 3 (Senior Residents):  
Senior residents may be directly or indirectly supervised. They may provide direct patient care, supervisory care 

or consultative services, with progressive graded responsibilities as merited. They must provide all services 

ultimately under the supervision of an attending physician. Senior residents should serve in a supervisory role of 

medical students, junior and intermediate residents in recognition of their progress towards independence, as 

appropriate to the needs of each patient and the skills of the senior resident; however, the attending physician 

is ultimately responsible for the care of the patient. 

Attending Physician:  
In the clinical learning environment, each patient must have an identifiable, appropriately-credentialed and 
privileged attending physician who is ultimately responsible for that patient’s care. The attending physician is 
responsible for assuring the quality of care provided and for addressing any problems that occur in the care of 
patients and thus must be available to provide direct supervision when appropriate for optimal care of the 
patient and/or as indicated by program policy (see below). The availability of the attending to the resident is 
expected to be greater with less experienced residents and with increased acuity of the patient’s illness. The 
attending must notify all residents on his or her team of when he or she should be called regarding a patient’s 
status. In addition to these situations, the attending should include in his or her notification to residents all 
situations that require attending notification per program or hospital policy. This information should be available 
to residents, faculty members, and patients.  
The attending may specifically delegate portions of care to residents based on the needs of the patient and the 

skills of the residents and in accordance with hospital and/or departmental policies. The attending may also 

delegate partial responsibility for supervision of interns and junior residents to senior residents assigned to the 

service, but the attending must assure the competence of the senior resident before supervisory responsibility is 

delegated. Over time, the senior resident is expected to assume an increasingly larger role in patient care 

decision making. The attending remains responsible for assuring that appropriate supervision is occurring and is 

ultimately responsible for the patient’s care. Residents and attendings should inform patients of their respective 

roles in each patient’s care. 

The attending and supervisory resident are expected to monitor competence of interns and junior residents 
through direct observation, formal rounds and review of the medical records of patients under their care.  
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Faculty supervision assignments should be of sufficient duration to assess the knowledge and skills of each 
resident and delegate to him/her the appropriate level of patient care authority and responsibility.  
 
Specific Supervision Policies  
 
Inpatient Medicine:  
All routine medicine patients admitted by residents must be evaluated within the first 24 hours after admission, 
and at least once each day of the hospital stay of that patient, by an attending physician. Typically, most patients 
are seen within 6-12 hours of admission. The resident is required to notify and discuss every admission with the 
attending physician at or soon after the patient is admitted based on patient illness acuity.  
An attending physician must urgently evaluate any unstable patient at the time of admission, with further direct 
supervision depending upon the stability of the patient.  
 

 
Outpatient Settings:  

• Office visits. All patients seen by residents at office visits must be directly supervised by the attending 
physician, except those under the “primary care exception”, which is as follows:  
A. Applies only to office codes 99201, 99202, and 99203, and 99211, 99212, and 99213 (the first three 

levels of new patient and established patient office visits) and HCPC codes G0402, G0438, and 
G0439 for Medicare first and subsequent annual wellness visits.  

 
B. Allows the attending physician to discuss the history, physical, and plan of care with the resident 

and confirm these elements without actually seeing the patient; however, each must be discussed 
before the end of that half-day of clinic.  

 

C. All other visits (nursing home, home visits, emergency room, etc.). The attending physician must 
directly supervise all patients seen by residents for the visit to be billed. If only indirect supervision 
or oversight is provided by the attending, the visit is not to be billed. 

 

 

 

Supervision of Invasive Procedures  
 
In a training program, as in any clinical practice, it is incumbent upon the physician to be aware of his/her own 
limitations in managing a given patient and to consult a physician with more expertise when necessary. Any 
procedure performed by a resident must be directly supervised unless the resident has been approved to 
perform that procedure independently. When a resident requires supervision, this may be provided by a 
qualified member of the medical staff or by a resident who is authorized to perform the procedure 
independently. In all cases, the attending physician is ultimately responsible for the provision of care by 
residents. When there is any doubt about the need for supervision, the attending should be contacted.  
 
The following procedures may be performed with the indicated level of supervision:  
 
Direct supervision required by a qualified member of the medical staff:  

• Any operating room procedure.  
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• Vaginal delivery, including repair of vaginal lacerations or episiotomy, repair of cervical laceration, 
uterine exploration  

• Colposcopy and cervical cryotherapy  
• Uterine D&C or D&E 
• Exercise treadmill test  
• Flexible or rigid sigmoidoscopy, colonoscopy, endoscopy 
• Sedation for procedures  
• Vasectomy  
• All other invasive procedures not listed.  

 
Direct supervision required by a qualified member of the medical staff until competency demonstrated; then 
indirect supervision with direct supervision available:  
 

A resident may be released for independent performance of a procedure that is within the usual 
scope of practice of primary care physicians in that institution, when the resident has been 
supervised for a number of that procedure sufficient for faculty to assure the resident’s competency 
in knowledge and skill for independent practice relating to that procedure. 
 
 

 
 
 
 
 
Oversight required by a qualified member of the medical staff:  
Dressing changes, suture placement and removal, central venous catheter removal, cryotherapy of small skin 
lesions (<5 mm), anoscopy, breast exam, pelvic exam, pap smear, IUD removal, and endocervical cultures. 
 

Procedure Number of competently completed procedures required for 
independent performance (or training equivalent).  Sign off 
required. 

Abdominal paracentesis 5 procedures 

Application of splint or cast 3 procedures 

Arterial catheterization (includes arterial 
lines) 

5 procedures 

Arthrocentesis 5 procedures 

Central Line placement (internal jugular) 
(femoral and subclavian are optional) 

5 procedures 

Lumbar puncture 5 procedures 

I & D abscess 1 procedure 

Nasogastric tube (NG) placement 3 procedures 

Skin biopsy (shave, punch) 3 procedures 

Skin excisional biopsy or lesion excision 3 procedures 

Thoracentesis 5 procedures 

Toenail removal 3 procedures 

Urethral (Foley, straight, etc.) catheter 3 procedures 
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Emergency Procedures  
It is recognized that in the provision of medical care, unanticipated and life-threatening events may occur. The 
resident may attempt any of the procedures normally requiring supervision in a case where death or irreversible 
loss of function in a patient is imminent, and an appropriate supervisory physician is not immediately available, 
and to wait for the availability of an appropriate supervisory physician would likely result in death or significant 
harm. The assistance of more qualified individuals should be requested as soon as practically possible. The 
appropriate supervising practitioner must be contacted and apprised of the situation as soon as possible.  
 
Supervision of Medical Students  
The rules regarding the supervision of medical students, which apply in both the inpatient and outpatient 
settings, are as follows. The rules are intended to assure that quality care is being provided to patients through 
appropriate support of learners in the teaching environment. A resident may serve as the “supervising 
physician” for purposes of medical student supervision, but the rules for supervision of the resident are the 
same as if the resident were seeing the patient without the student.  
 
Interactions with patients: Medical students may interview and examine patients. However, the supervising 
physician for the student MUST repeat the key portions of the history with the patient, and MUST do the entire 
physical exam in addition to the student exam. The student may discuss the plan of care with the patient, but 
must be either supervised directly and confirmed with the patient by the supervising physician, or repeated in 
its entirety by the supervising physician.  
 
Documentation: Medical students notes may be written as part of the chart. The supervising physician may use 
part of the student’s write-up of the history (in particular only the ROS and PSH), but must personally document 
the chief complaint and HPI, the physical exam, and the plan of care. 
 
Supervision of Consults  
Residents may provide consultation services under the direction of supervisory residents including fellows. The 
attending of record is ultimately responsible for the care of the patient and thus must be available to provide 
direct supervision when appropriate for optimal care and/or as indicated by individual program policy. The 
availability of the attending and supervisory residents or fellows should be appropriate to the level of training, 
experience and competence of the consult resident and is expected to be greater with increasing acuity of the 
patient’s illness. Information regarding the availability of attendings and supervisory residents or fellows should 
be available to residents, faculty members, and patients. Residents performing consultations on patients are 
expected to communicate verbally with their supervising attending at the time of consultation and with any 
significant change in patient status thereafter. Any resident performing a consultation where there is credible 
concern for patient’s life or limb requiring the need for immediate invasive intervention MUST communicate 
directly with the supervising attending as soon as possible prior to intervention or discharge from the hospital, 
clinic or emergency department so long as this does not place the patient at risk. If the communication with the 
supervising attending is delayed due to ensuring patient safety, the resident will communicate with the 
supervising attending as soon as possible. Residents performing consultations will communicate the name of 
their supervising attending to the services requesting consultation.  
 

Supervision of Hand-Offs  
 
ACGME requirements:  

• Programs must design clinical assignments to minimize the number of transitions in patient care.  
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• Sponsoring institutions and programs must ensure and monitor effective, structured hand-over 
processes to facilitate both continuity of care and patient safety.  

• Programs must ensure that residents are competent in communicating with team members in the hand-
over process.  

• The sponsoring institution must ensure the availability of schedules that inform all members of the 
health care team of attending physicians and residents currently responsible for each patient’s care.  

 
Settings where appropriate Patient Handoff must occur:  

• Patients admitted to the Skagit Valley Hospital inpatient service from a Skagit Regional Clinic or other 
outpatient facility.  

• Patients discharged from the Skagit Valley Hospital inpatient service back to a Skagit Regional Clinic or 
other outpatient facility.  

• Shift change from daytime to on call or nighttime provider on all hospitalized patients with active 
healthcare issues.  

• Shift change from on call or nighttime provider to daytime provider on all hospitalized patients with 
active healthcare issues.  

• Hospitalized patients transferring between any consult and service teams.  
• Outpatients with active healthcare issues that should by the on call, nighttime or weekend Internal 

Medicine/Inpatient team that Internal Medicine residents are participating.  
 

Expectations for regular handoffs:  
• Internal Medicine team members working on inpatient services will on a daily basis communicate any 

appropriate handoffs to and from the on-call providers verbally in person. The senior resident on the 
service supervises this hand off time.  

• Except on rare occasion, in person verbal sign-out will occur among residents and trainees.  Texting or 
emailing sign-out is not permitted among trainees.  

• Each morning and evening, patient handoffs will occur between the nighttime resident providers and 
the daytime resident teams. In this manner, competency of residents in communicating with team 
members in the hand-over process may be assessed and monitored.  

• The  I-PASS style sign-out sheet with appropriate and updated patient information will be exchanged 
during the transition of care between day and nighttime providers. This sheet should include patient 
identifying information, current active medical conditions, medications, allergies, code status, attending 
physician, primary care physician and a to do list for the upcoming shifts.  

• Attending physicians should provide direct phone sign out to the oncoming attending on all patients 
with active medical conditions and in person sign out on any unstable patient or patient nearing 
obstetrical delivery.  

 
 
 
 
 
See end of document for guidelines on verbal and written hand-off communications.  
 
Circumstances in which Supervising Practitioner MUST be Contacted  
 

• There are specific circumstances and events in which residents must communicate with appropriate 
supervising faculty members. These circumstances are:  
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o All new admissions to the hospital  
o New consults requested of the Internal Medicine service  
o All transfers of care to one inpatient service from another service  
o Any unstable patient at the time of admission  
o Any sudden or unexpected deterioration of a patient cared for by the Internal Medicine 

service  
o Any discharge against medical advice or death of a patient cared for by the Internal 

Medicine service  
 

If a supervising physician does not respond for any reason to a resident phone call in a timely manner:  
1. If a supervising resident does not respond, contact the attending physician directly by personal pager, 

overhead paging system or personal cell or home phone.  
2. If an attending physician does not respond:  

a. If an urgent medical situation is occurring, contact an in-hospital attending or senior resident on 
another service as indicated for assistance or transfer of care (ICU, OB, NICU, ED, Anesthesia, 
Cardiology).  

b. In either case, when able, send a message in follow up to the appropriate hospitalist physicians 
and the Internal Medicine Program Director letting them know of the non-response by the 
attending.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Models for Supervision  
 
Attendings should adhere to the SUPERB model when providing supervision. They should:  

1. Set Expectations: set expectations on when they should be notified about changes in patient’s status.  
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2. Uncertainty is a time to contact: tell resident to call when they are uncertain of a diagnosis, procedure or plan 

of care.  

3. Planned Communication: set a planned time for communication (i.e. each evening, on call nights)  

4. Easily available: Make explicit your contact information and availability for any questions or concerns.  

5. Reassure resident not to be afraid to call: Tell the resident to call with questions or uncertainty.  

6. Balance supervision and autonomy.  

 
Residents should seek supervisor (attending or senior resident) input using the SAFETY acronym.  

3. Seek attending input early  

4. Active clinical decisions: Call the supervising resident or attending when you have a patient whose clinical 

status is changing and a new plan of care should be discussed. Be prepared to present the situation, the 
background, your assessment and your recommendation.  

5. Feel uncertain about clinical decisions: Seek input from the supervising physician when you are uncertain 

about your clinical decisions. Be prepared to present the situation, the background, your assessment and your 
recommendation.  

6. End-of-life care or family/legal discussions: Always call your attending when a patient may die or there is 

concern for a medical error or legal issue.  

7. Transitions of care: Always call the attending when the patient becomes acutely ill and you are considering 

transfer to the intensive care unit (or have transferred the patient to the ICU if patient safety does not allow the 
call to happen prior to the ICU becoming involved).  

8. Help with system/hierarchY: Call your supervisor if you are not able to advance the care of a patient because 

of system problems or unresponsiveness of consultants or other providers.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Resident Competence & Delegated Authority  
 
The privilege of progressive authority and responsibility, conditional independence, and a supervisory role in 
patient care delegated to each resident is assigned by the program director and faculty members as an essential 
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element of professional development. The residency program will evaluate each resident’s abilities based on 
specific criteria through the Internal Medicine Residency Clinical Competency Committee and approve each 
graded increase in resident responsibility during their training. The Clinical Competency Committee will evaluate 
each resident’s clinical competence based on his or her progress along residency training milestones of 
development and certify each resident’s ability to proceed to the next graded level of responsibility. The 
residents will be assessed on markers of competence in medical knowledge, patient care skills, communication 
skills, problem-based learning, professionalism and systems-based practice as determined by the CCC. 
 
 
Faculty Development and Resident Education around Supervision and Progressive Responsibility  
 
All faculty and residents will participate in education around supervision and responsibility as part of yearly 
orientations, as well as preparation for residents prior to starting inpatient rotation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 
 
 

91 
 

POLICY FOR RESIDENT HAND-OFFS OF PATIENT CARE  
 

Checklist for Verbal Communication During Sign-Out: The Who, What, Where, When, and How  
 

WHO should participate in the sign-out process?  
o Outgoing clinician primarily responsible for patient’s care  
o Oncoming clinician who will be primarily responsible for patient’s care (avoid passing this task to 
someone else, even if busy)  
o Consider supervision by experienced clinicians if early in training  
 

WHAT content needs to be verbally communicated? Use situation briefing model, or SBAR, technique as 
stated below. These are incorporated into IPASS. 

o Situation—Identify each patient (name, age, sex, chief complaint) and briefly state any major 
problems (active and those that may become active during cross-coverage).  
o Background—pertinent information relevant to current care (eg, recent vitals and/or baseline exam, 
labs, test results, etc); advanced directives code status.  
o Assessment—working diagnosis, response to treatment, anticipated problems during cross-coverage 
including anything not adequately described using written form (eg, complex family discussions).  
o Recommendation—to-do lists and if/then recommendations.  

 
WHERE should sign-out occur?  

o Designated room or place for sign-out (eg, avoid patient areas because of HIPPA requirements)  
o Minimize disruptions  
o Ensure systems support for sign-out (eg, computers, printer, paper, etc.)  

 
WHEN is the optimal time for sign-out?  

o Designated time when both parties can be present and pay attention (eg, beware of clinic, other 
obligations)  
o Have enough time for interactive questions at the end (eg, avoid rush at the end of the shift)  

 
HOW should verbal communication be performed? 

 o Face to face, allowing for questions  
o Verbalize data in the same order for each patient at each sign-out  
o “Read back” all to-do items  
o Adjust length and depth of review according to baseline knowledge of parties involved and type of 
transition in care  
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Checklist for Elements of a Safe and Effective Written Sign-out—ANTICipate  
 

Administrative data  

o Patient name, age, sex  
o Medical record number  
o Room number  
o Admission date  
o Primary inpatient medical team  
o Primary care physician  
o Family contact information  

 

New information (clinical update)  

o Chief complaint, brief HPI, and diagnosis (or differential diagnosis)  
o Updated list of medications with doses, updated allergies  
o Updated, brief assessment by system/problem, with dates  
o Current “baseline” status (eg, mental status, cardiopulmonary, vital signs, especially if abnormal but 
stable)  
o Recent procedures and significant events  

 

Tasks (what needs to be done)  

o Specific, using if-then statements  
o Prepare cross-coverage (eg, patient consent for blood transfusion)  
o Alert to incoming information (eg, study results, consultant recommendations), and what action, if 
any, needs to be taken during the cross-coverage  

 

Illness  

o Is the patient sick?  
 

Contingency planning/Code status 

o What may go wrong and what to do about it  
o What has or has not worked before (eg, responds to 40 mg IV furosemide)  
o Difficult family or psychosocial situations  
o   Code status, especially recent changes or family discuss  

 
 
adapted from http://www.uwmedicine.org/education/documents/gme/Supervision-Policies/Family-Medicine-Supervision-Policy.pdf 
 

GMEC approved  
 

 

 

 
 

http://www.uwmedicine.org/education/documents/gme/Supervision-Policies/Family-Medicine-Supervision-Policy.pdf
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Sick Call Policy 
 
Purpose: 

 Backup coverage for Continuity Clinic and Rotations 
 If a Resident is suddenly unable to attend due to: 

o Duty Hour Violations 
o Personal Emergency - surgeries, illnesses, early labor, unforeseen traumatic events, etc 
o Family Emergency – case by case 

 To be used SPARINGLY for times of PERSONAL EMERGENCY, or POTENTIAL HOUR VIOLATIONS 
 Make up for days missed will be per discussion with Program Director based on the Institution’s 

Policy.  
 

Phone tree: 
 Event Occurs (Illness, Emergency, Hour Violations, appointments) where Resident will not be 

able to attend clinic or rotation 
 If URGENT (less than 24 hours), CALL THE CHIEF RESIDENT (Mulder: (219)869-2991) 
 In all circumstances EMAIL Program Director, Chief Resident, Program Coordinator, 

Attending, and other appropriate individuals as follow: 
o For Clinic 

 TEXT Residency Clinic Supervisor (Tammy Anguiano 520-470-7775) 
 Residency Clinic Supervisor notifies the attending. 

 Initially attempts will be made to move patients to other providers in the 
clinic that day.  

 If unable to move patients, SICK CALL POOL will be used to fill in for the 
missing provider 

 If Sick Call person is already in clinic and no additional provider available, 
the patient will be rescheduled 

o For IM Rotation (Inpatient, Night Float) 
 If sick Junior: CALL SENIOR AND ATTENDING 
 If sick Senior: CALL CHIEF RESIDENT AND ATTENDING 

o Sunday Nights 
 CALL CHIEF and ATTENDING at earliest availability 
 No coverage provided 

o Other Rotations 
 Let attending know (preferred contact) 
 No coverage provided (standard protocol) 

 
Sick Call Pool: 

1. Electives (anesthesiology and radiology first) 
2. Ambulatory Rotation 
3. Outpatient rotations (specialists) 
4. Not pulled from: Vacation, ICU, ER or inpatient rotation 
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IM Inpatient Manual 
Structure  
Internal Medicine Purple TEACHING Team Quick Reference:  
See “Purple Team Expectations” insert at the end of this manual for complete expectations  

o The team consists of:  
 attending,  

 senior resident – IM PGY-2/3  

 2-interns  

 limit of 2 students 
 

o Clinic Responsibility 
 Interns have 1 half-day in residency clinic per week  

 INTERNS DO NOT TAKE PAGERS TO CLINIC 

 PLEASE NOTE: it is the responsibility of the senior to get sign out from the junior going to clinic, 
AND to obtain the intern’s pager before they go to clinic.  
 Seniors are excused from clinic as often as possible, however, due to regulations on weeks out of 
clinic there may be some instances where the senior will need to have a clinic day.  

 

o Interns:  
 Maximum of 5 NEW patients per admitting day. The cut-off time for admissions is 5:30pm.  

 Additional 2 patients may be assigned if in-house transfers from other floors; transfers from 
other facilitates count as new admits and not as “in-house transfer.” 
 Not more than 8 new patients in a 48-hour period  

 Maximum of 10 patients/day  
 

o Senior:  
 Responsible for ongoing care of max 20 patients/day; if the service is assigned more than 20 
patients it is the responsibility of the attending to take any additional patients above the allotted 20 
patient limit 

 Responsible for assessment of team and offloading interns if necessary to maintain patient and 
team safety  

PLEASE REFER TO “PURPLE TEAM EXPECTATIONS” FOR COMPLETE LIST OF 
RESPONSIBILITIES   

 

o The Purple Team is part of the Code Team of the hospital.  
 It is the expectation that Purple team will respond to ALL medical floor Code Blue (with the 
exception of ED, SOU, Cardiac cath lab Code Blue) on ALL patients regardless of team designation.  

 It is the expectation that Purple team will respond to ALL Rapid Response on ALL Purple team 
patients.  

 

o Weekends:  
 Senior will come in on Saturday.  
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Maximum of 20 patients/day  
 Interns will come in on Sunday.  

Maximum of 10 patients per junior 
  NOTE: Weekend shifts can be changed according to team wants/needs.  
 
 
 
 
 
Yellow/Purple Hospitalist Team:  

o   As yellow team is responsible for all ICU patients there will be no assigned maximum of ICU patients on    
any given day.  

o The team consists of:  
 attending,  

 1 IM PGY3 resident  

 1 medical student as appropriate and only at the discretion of the program director and 
attending on service  

o Clinic Responsibility  
 IM PGY 3 will have 2 half-days in residency clinic per month.  

 PLEASE NOTE: it is the responsibility of the resident to sign out to the attending before going to 
clinic.  

o Resident: 
 No maximum of NEW patients per admitting day.  

 The cut-off time for admissions is 5:30pm.  
 No maximum census (according to level of resident per attending or program director) 

o Weekends:  
Resident/intern will come in on 1 weekend day/week, to be determined by resident and 
attending. 

 
 
Red/Blue Team 

O Team consists of: 
  Attending 
  One or two PGY 2/3 residents 

 1 medical student as appropriate and only at the discretion of the program director and 
attending on service  

O Clinic Responsibility: 
IM PGY 3 will have 2 half-days in residency clinic per month.  

PLEASE NOTE: it is the responsibility of the resident to sign out to the attending before going to 
clinic 

O Resident: 
 No maximum of NEW patients per admitting day.  

 The cut-off time for admissions is 5:30pm.  
 No maximum census (according to level of resident per attending or program director) 
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o Weekends:  
 Resident will come in on 1 weekend day per week, to be determined by resident and attending. 
 During this rotation the resident is able to choose whether he/she would like to do swing for two 
weeks. If so, this needs to be decided before the start of the rotation.  

 

 

 

Resident Swing Team 

o Two week rotation to be paired with Red, Blue, or Green team . THIS IS NOT A MANDATORY ROTATION 

o Goal of rotation: 
 To increase the resident’s ability to efficiently and accurately diagnose, treat, and communicate 
with new admissions  
 Admissions are to be restricted to no more than 1 admission per hour, meaning no more than 9 
admission per shift on weekdays, and no more than 10 admissions on weekends 
Cut off time for admissions is 2100 

o Team Consists of: 
  Attending 

 There will either be an assigned swing attending who will distribute admissions, or one of 
the hospitalists will be holding the admit pager. THE RESIDENT MUST CONTACT THE 
ADMISSION PAGER AT THE BEGINNING OF THE SHIFT; the number is located on the 
intranet 

  Resident: One PGY2 or PGY3 
  Shift: 1200-2200, Sunday through Friday 

 Resident is responsible for being physical present during didactics 
 On days when there are didactics the resident will begin admitting at 1300. On days 

when there are no didactics (Sunday) the resident is to begin admissions at 1200 
 The resident will have 1 day of clinic per week. On clinic days the resident will not be 

admitting patients 

o Weekends and transition: The resident will work the first and second weekend of the rotation if starting 
the block on swing. If transitioning from 2 weeks on the floors the resident will work the third Sunday of the 
block only. This also means that the resident working swing the second half of the block will have the 
Saturday off before starting swing on the third Sunday. 
 
 
Night-float Resident team:  
This is a 2-week rotation. From Sunday night until Saturday morning. Saturday nights will not be covered by 
Resident services 

o The team consists of  

o nocturnist (attending)  

o one senior IM PGY 2/3 

Senior cover Yellow team ONLY when a daytime IM resident is assigned to the team 

Senior does not cover the yellow team when FM teaching team is assigned   

Senior will cover other IM services when not covering yellow team (Including Red/Blue) 

o one junior IM PGY-1/2  
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The junior resident will cover the Purple team patients at all times  
O When only 1 resident is on night float they will be responsible for PURPLE TEAMS 

o Schedule and Responsibilities 
o Arrive at 6:30 PM for sign out. After sign out the resident is expected to visit the floor and 
communicate with nursing: introduce yourself, ask if there are any needs, and ensure the nurse has 
the appropriate pager number 
o The cut-off time for admissions is 4:30 AM to give the residents adequate time to prepare for 
Morning Report.  

o Prepare morning report when audition students and/or specialty team members are not 
presenting.  
O The attending will designate admissions 

o The PGY-1 resident will have a minimum of 2 new patient admits (max of 5 according to discretion of 
the attending/senior). The PGY-2/3 resident will have a maximum of 5 new admits. ICU patients will be 
covered by the ICU night resident.  
 
 
ICU resident team:  
o The team consists of:  

o intensivist (attending): Usually form Western Pulmonology 
o One senior IM PGY 2/3  
o One junior IM PGY 1/2  

o Schedule: 
 o ICU team should be available at 0630 to receive sign out and go over new admits 
 o Following sign out the team should begin pre-rounding on all patients 

o ICU rounds start at 0830; ICU RESIDENTS ARE TO PRESENT EACH PATIENT ASSIGNED TO THEM 
o The ICU Team is part of the Code Team of the hospital.  

o It is the expectation that ICU team will respond to ALL Code Blue (with the exception of ED Code 
Blue) on ALL patients regardless of team designation.  
o ICU team will respond to ALL Rapid Response on ALL ICU team patients.  

o ICU day residents will sign out the ICU patients (regardless of team designation) to the ICU night resident, 
and if appropriate the attending night hospitalist.  
o IM senior and junior residents are excused from continuity clinic during the rotation  
 
ICU night resident team:  
o The team consists of:  

o nocturnist (attending)  
o Off site intensivist; pager number and coverage schedule is located in the CCU dictation room 
o One senior IM PGY2/3  

ICU night resident is RESTRICTED TO ICU ADMITS ONLY. YOU ARE NOT ALLOWED TO 
PERFORM NON-ICU ADMITS. Any other admits are a violation of ACGME and should be 
reported to the Chief Resident or Program Director  

o If there are difficult patients and the resident is uneasy about treatment options or complications they 
should call the on-call intensivist 
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o Receive ICU sign out from day ICU residents on all ICU patients. ICU night resident covers all ICU patients 
during the night, and is responsible for admissions to the ICU. 
 

HANDOFF 
Handoff for Inpatient Teams:  
Purple, Yellow, Red, and/or Blue teams will sign out to the resident night float team. The senior resident 
will be responsible for yellow night coverage. If no resident is on Yellow then the senior will cover 
whichever IM service is operating (Red/Blue). The junior night resident will cover the purple team. If only 
one night resident then that resident will cover purple team only. 
 
Residents are to use the IPASS system. If not able to do this in the computer than residents will follow the 
same format while giving verbal sign out. 
 
ICU patients will be signed out between day and night ICU teams, except on Friday nights and Saturdays. 
During these times no night resident is responsible for covering the ICU and it will be left to the attending. 
 
Supervision of Hand-Offs  
Each program must have a policy regarding hand-offs. This policy must include expectations of supervision 
with each type of hand-off situation. As documented in the ACGME’s common program requirements, 
programs must design clinical assignments to minimize the number of handoffs and must ensure and 
monitor effective, structured handoff processes to facilitate both continuity of care and patient safety.  
 
 

Consults 
 
Supervision of Consults  
Residents may provide consultation services under the direction of the attending provider. The attending of 
record is ultimately responsible for the care of the patient and thus must be available to provide direct 
supervision when appropriate. The availability of the attending should be appropriate to the level of 
training, experience and competence of the resident and is expected to be greater with increasing acuity of 
the patient’s illness. Information regarding the availability of the attending should be available to residents, 
faculty members, and patients.  
 
Residents performing consultations on patients are expected to communicate verbally with their 

supervising attending at regular time intervals as determined by each consult service. Any resident 

performing a consultation where there is credible concern for patient’s life or limb requiring the need for 

immediate invasive intervention MUST communicate directly with the supervising attending as soon as 

possible prior to intervention or discharge from the hospital, clinic or emergency department so long as this 

does not place the patient at risk. If the communication with the supervising attending is delayed due to 

ensuring patient safety, the resident will communicate with the supervising attending as soon as possible. 

Residents performing consultations will communicate the name of their supervising attending to the 

services requesting consultation. 
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Circumstances in which Supervising Practitioner MUST be Contacted:  
1. An unexpected patient death  
2. Brain Death Determination or Organ donation  
3. Cardiac arrest (code)  
4. Patient going to OR for emergent surgery or transfer to another service 
5. An unplanned, emergent invasive procedure such as surgery, interventional radiology, cardiac 
catheterization, or other high-risk invasive procedure  
6. Complication of procedure  
7. An unexpected transfer to a higher level of care (e.g., transfer to the ICU)  
8. Unexpected, significant deterioration in clinical status; for example, new end-organ failure (e.g. 
unexpected intubation, oliguria, unexpected pressor requirement or increase in dose, substantial 
increase in FiO2)  
9. A high-risk medical error with or without harm to the patient  
10. When the number or acuity of patients or admissions makes it difficult for you to provide safe care.  
11. Change in code status  
12. Unexpected blood transfusion  
13. Missing patient/discharge AMA 
 

Schedule 

Purple Team 

Interns:               500: Arrive for computer pre-rounding and begin notes; talk with night nurses 

  700: Morning report  

  730: Quick review of discharges with interns 

  815: Table rounding and discharge rounding 

  930: Finishing notes and orders, call consults 

  1000: Bedside Rounding with attending, senior, students 

  1100: ALL DISCHARGE ORDERS FOR EARLY DISCHARGE SHOULD BE SUBMITTED OR SAVED 

  1200: Didactics 

  1300-1730: Admits, follow ups, and education 

  1600: Short call intern leaves 

  1830: Sign out to night float 

  1900: Long call intern leaves 
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Senior:   630: Arrives, pre-rounds; list is located in the library 

  700: Morning report/emergent patient care 

  730: Quick review of discharges with interns; start admits left from night 

  800: Table rounds with team, bedside round on early discharges 

  930: Social work rounds 

  1000: Bedside rounding; finishes early admits left from night team 

  1200: Didactics 

  1300: Admits, chart review, teaching students  

  1830: Sign out to night float 

  1900: Senior leaves 

 

Schedule 

Yellow Team 

  630: Arrives, pre-rounds; list is located in the library 

  700: Morning report/emergent patient care 

  730: Pre-rounding and meeting with attending 

  830: ICU rounds 

  930: Social work rounds 

  1000: Bedside rounding/notes 

  1200: Didactics 

  1300: Admits, chart review, notes  

  1830: Sign out to night float and home 
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ICU Team 

  630: Arrives, receives sign out from night team, pre-rounds 

  730: Present on the floor 

  830: ICU rounds 

  1200: Not required to go to noon didactics 

  1830: Sign out to night ICU resident 

 

Sign Out  
 
Sign out night day:  
o Focused on overnight events/changes related to specific patients. This should include any pending labs, 
imaging, etc.  

o Any new admissions overnight that were assigned to Purple, Yellow, Red or Blue IM Teams.  
o Review of key points of history, exam, and assessment with inclusion of pertinent diagnostic results, 
medications initiated, considerations for addressing urgent tasks (i.e. consultations needed, IV access, 
pressors, ventilator, etc).  
 

Sign out day night:  
o Please adhere to the following outline regarding appropriate hand-offs:  

o Patient name, age, Code Status, and room #.  

o Focused pertinent PMH, and what we are currently treating this admission/day  

o Pending tasks (i.e. labs, imaging reports, etc that will come up overnight) with expected times of 
completion.  

o Address any recurring overnight events, and make changes as needed, or give specific 
recommendations regarding potential interventions.  

Example: patient has been having difficulty sleeping, and has requested a sleep aid every 
night for the last 3 nights. Either order a PRN nighttime dose, or provide a considerate 
recommendation for intervention.  

o Address any potential complications.  
Example: ARDS patient on the vent being followed by ICU team who has been difficult to 
oxygenate. If any increasing pressures, or sustained drops in O2sat overnight, please 
increase FiO2 to 1.0, and contact the intensivist on-call (and provide an appropriate pager 
#).  

o Lastly, please designate individual patients as “Stable,” or “Watcher” so the night team can be 
aware of those patients who may require increased attention.  



 
 
 

102 
 

o The Purple, Yellow, Red and Blue IM team attending physicians all prepare a sign out for the nocturnist, 
and this packet is available to the night resident team as well. This packet completes the ACGME 
requirements for sign out.  
 
The above applies to ICU sign out as well. 
 

 

Multidisciplinary Rounds  
 
Big Question: How can we get this patient home?  
 
 
1. Utilization Review  

- Patient name, age, admission date, status, major diagnosis, length of stay  
- Readmission risk  

2. Social Work  
- Patient comes from….?  
- Support system  
- Mental health/behavior/treatment issues  
- Barriers to and needs at discharge  
- Patient education needs  
- Discharge date 

3. Provider (Including Palliative Care)  
- Assessment and plan of day (Include estimated discharge day and next site of care opinion)  
- Key items that need checked/completed prior to discharge  

4. Nursing  
- Overnight/am events that could affect discharge  
- Isolation/telemetry/Foley/IV/lines/oxygen. Can there be any charges to these?  
- Other needs/requests prior to discharge  

5. Pharmacy  
- Medication issues (changes, route of administration changes, side effects)  
- Patient education needs  

6. Physical/Occupational/Speech Therapies  
- Activity level  
- Placement recommendations  
- Equipment needs  

7. Nutrition  
- Status  
- Recommendations 
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Morning Report 
This is a fundamental part of the training curriculum for IM residencies. Takes place M-F from 0700-0745.  
This is a format to discuss cases or interesting aspects of a case to further knowledge. It is a format to 
improve case presentation ability, to become confident in one’s diagnostic and therapeutic skills, and work 
through a complex clinical problem; it is also a place to learn to defend clinical decisions. Presented by the 
night-float team or by auditioning students on hospital based rotations. Auditioning students are expected 
to present at least once per every 2 weeks they are rotating.  
 
*This is a resident-run didactic. Senior resident (and/or chief resident) is expected to guide discussion 
and lead the group with the attending physicians to assist in discussions and further guidance. It should 
be designed and function as residents feel best meets their educational needs* 
 
Evaluation of all presenting parties will take place at the end of respective rotations (usually every 2 weeks), 
and must be performed by the attending physician.  

o This is not an evaluation of competence per se, but of organizational skills, case presentation 
technique, and educational quality of the didactic presentation. In essence, it is an evaluation of 
effort. 

 
Format of case and didactic presentations:  

• Case presentations should be 5-10 minutes.  
• Remember you are telling a story of who, what, when, why, and how; a coherent and well 
delivered tale.  
• It is up to the presenter to put the pieces together.  

• You are also “selling” the diagnosis/problem, so convince the audience with your presentation.  

• Case presentation should follow the same format as a brief H&P:  
• Chief complaint  

• HPI (this is the story)  

• If you mention pain (or any symptom), describe the cardinal features of: type, location, radiation, 
aggravating or relieving factors, and other associated features.  

• Pertinent medical, surgical, family, and social history with medications and allergies  

• Physical exam tailored to the CC and HPI (starting with vital signs)  

• Summary statement of important case information. Ex: “In summary, we have a 56 y.o. poorly 
controlled type2 diabetic who presents with altered mental status, cellulitis of a left leg and 
dehydration.”  

• At this point, pause for Differential Diagnosis  
• This is open to all those attending (senior residents should prompt those in attendance to push 
the differential). When suggesting a differential, be as specific as possible. Do not say malignancy, 
or infection/sepsis, or CHF. Rather, acute tumor lysis syndrome, SIADH from lung mass, sepsis from 
acute exacerbation of COPD, or acute decompensated right sided heart failure from cor pulmonale.  
• Diagnostic studies  
• Ask those attending which labs, ECG, imaging, etc they would pursue/are indicated (based on the 
differential list)  
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• ECG, any imaging, etc should be projected on the screen, and the senior resident(s) should call on 
those present to read the study in question.  

• Based on all the available information thus presented, discuss the prevailing diagnosis, and 
treatment and outcome.  

• In subsequent Morning Reports sessions, follow up on previous cases will be given.  
• Didactic presentation should be 10-15 minutes  

• It should build on some aspect(s) of the case presented.  

• Can be clinical diagnosis, pathophysiology, current therapies, controversies related to the 
diagnosis, or an overview of the condition itself.  

• It is not appropriate to simply read from an UpToDate article as your presentation, and this will 
not be accepted.  

 

Presentations 

Table Round Presentations 
New Admits from overnight 
“This is [Patient name] who is a [age] [gender] with [pertinent PMHx and Social Hx] who presented with [chief 
complaint] and [ROS] for the last [duration]. He/she was diagnosed with [main diagnosis or diagnoses] by 
[imaging/labs/etc].  
S: Overnight the patient [overnight events]…this morning the patient complains of…. 
O:  On exam the…[include only pertinent exam findings] 
      Lab work [include pertinent lab work] 
      Imaging [include pertinent imaging] 
A/P: Problem List: problem #1 progress and plan; problem #2 progress and plan; etc… 

 
Follow-up/SOAP 
“[Patient name] is a [age] [gender], hospital day [?] who was admitted for [admitting diagnosis] and is currently 
being treated for [current diagnosis].   
S: Overnight the patient [overnight events]…this morning the patient complains of…. 
O: On exam the…[include only pertinent exam] 
     Lab work [include pertinent lab work] 
     Imaging [include pertinent imaging] 
A/P: Problem List: problem #1 and plan; problem #2 and plan; etc… 
 

Bedside “Snapshot” 
 -Summary sentence: Name, age, hospital day, main diagnosis 
 -Update on orders placed since bedside rounds 

  

Progress Note Writing 

Format for Progress Note Writing  
Assessment: [age} with hx of [pertinent hx relating to the diagnosis] who presented to the hospital with [chief 
complaint] and [pertinent symptoms] and found to have [chief diagnosis] 
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Chief Problem; present on admission [poa/npoa]; ongoing [activity] 
-Diagnostic criteria and support for diagnosis;  
-Support for diagnosis;  
-Previous diagnostics (only most recent: PFT’s, ECHO, CTA, etc) 
-Treatment plan ↓ 
-Special considerations for ongoing treatment 
 
Repeat for each active problem and then include a section on “Chronic or Stable Medical Conditions” that are 
currently being treated (with medications) or could complicate care. Account for each drug on the EMR. 
 
Disposition: Days to discharges; DPOA discussion; needs for home; barriers to discharge 
 

 

Insert #1 

Purple Team Expectations 

General Principles: Inpatient rotations are inherently difficult, requiring long hours, focus, and 

multidisciplinary cooperation to enhance patient care. This revision of the purple team inpatient service is 

designed to optimize morning resources and to provide patient’s with competent and prompt care. It is also 

focused on early daily discharges so as to minimize discharge confusion, errors, and to avoid poor transitions 

from the hospital to home. It also avoids prolonged ED housing of patients that require appropriate inpatient 

care.  

Please use the templates that have been created by Dr. Cooney. There are a number of other great templates 

but these are missing criteria for accurate and complete billing. There is an admit template, progress note 

template, and 2 discharge summaries, one for regular discharges and one for Home Health discharges that 

includes the “face-to-face.” Please copy these templates and use them.  

As residents there is a dire need to be efficient and learn from each case. This is not achieved with long hours 

redundantly notating throughout the day. It is important to understand that notes are a 24 hour snapshot into 

the patient’s care, progress, and daily goals. Notes do not need to be updated in real time. However, 

addendums are appropriate when major diagnostic or treatment changes are made.  

Interns/Juniors: Interns are responsible for total patient care. These are YOUR patients. If there are questions 

please first ask the senior resident, and if there are still questions please ask the attending. 

Interns will arrive at 0500 each day to review their patient census in Epic (up to 10 patients), computer round, 

prepare discharges, and discuss with night nursing on floor prior to morning report. Wait for bedside rounds 

before doing a physical exam so as to avoid repeated waking of patients. It is expected that the interns will know 

their patients and have a plan and daily goals ready to present to the attending at morning table rounds. You 

can alter the plan later if the exam requires it. 
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The official daily census cannot be completed before 6 am as Sound Physicians’ Secretary (Tia) comes in at 500 

and has to rearrange part of the list. Use the current computer list in Epic (Purple rounding team) to start pre-

rounding. Double check room numbers to ensure they are still in the PCC or MOC. If not on the proper units 

wait until you discuss with the senior who will have the final list. The list will be delivered to the library by Tia 

each morning around 6am. Work on progress notes and discharges first until new patients are assigned.  

Morning sign out will be done as most convenient for night float and the oncoming team. This could be as early 

as 5am or as late as 0645. It is up to the two teams to determine when/where they would most like to sign out. 

This is a requirement of ACGME and must be done daily. Night Float has responsibility for new pages until 

morning report.  

Discharges and notes should be prepared prior to table rounding, with discharge preparation taking priority over 

progress notes. The medication reconciliation, new home medications, ordering follow-up, instructions, and 

placing the discharge order should be completed AND THEN SAVED until after the attending gives the final ok 

(after seeing the patient).  

Interns should be ready to present their patients at table rounds in the “Report/Consult Room” in the PCC 

(where we do social work rounds). These rounds start according to the attending’s schedule (usually around 

815). While one intern is presenting the other can use the computer in the room to work on notes and place 

orders. Table rounds should be finished by 0900. 

Following table rounds the attending will then see all the patients that are discharging that day. Plans, follow-

ups, and home needs will be discussed AND WRITTEN DOWN BY THE INTERN AND SENIOR. During the 0930 

social work meeting the interns will enter all orders approved from table rounds and submit the previously 

saved discharge orders. Consults should also be called at this time. 

After the 0930 meeting each intern will round on all their patients with the attending, senior resident, and 

students. Additional orders that need to be placed after seeing the patient should be done by the senior outside 

the patient’s room using the computer on wheels. INTERNS NEED TO BE SURE TO RECORD THESE ORDERS IN 

THEIR NOTE.  

Following rounding, notes need to be completed in an efficient manner with an attempt to complete them by 

1200. If unable to do so, 1400 is a hard goal for all notes, including discharge summaries. 

Seniors: Seniors are responsible for the entire team. ACGME stipulates that the team cannot have more than 

20 patients per senior, no more than 10 per intern, and no more than 5 new admits per intern, daily. It is the 

responsibility of the senior to ensure they are involved with each patient and that they understand each 

patient’s conditions and progress. Similarly, THE SENIOR NEEDS TO BE AWARE AND ANTICIPATE ANY BARRIERS 

TO THE PATIENT’S TREATMENT PLAN AND DISCHARGE. This includes being familiar with social work procedures 

and submitting scripts, ordering HH/PT, etc. days in advance of discharge if possible. 

Seniors will arrive by 0630 (or earlier if needed) to start chart review. Seniors are also to play a major role during 

morning report and ensure that the proper procedures/formats are being followed by the group. Following 

morning report there should be a brief discussion with the interns about expected discharges. 

Table rounds are to be led mostly by the senior resident. Interns should present using the template below. 

Moving efficiently through the list is essential to staying on schedule. This does not mean that the patient’s 
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needs are not appropriately discussed. Some patients may require prolonged discussion and others will be 

relatively brief.  

For efficiency it is recommended (although not required) that each junior is assigned to either the west or the 

east hall. This ensures ease of rounding and helps eliminate errant pages. During admits it is important to know 

to what room the patient will be going so as to assign the correct intern. If a junior admits to the other junior’s 

hallway, they care for the patient that day and then it will be switched to the other junior’s list the following day. 

This is dependent on the senior and on distribution of patient’s. 

Following table rounds the senior needs to secure the computer on wheels and have it ready to enter orders, 

review charts and images, etc. Senior will see all patients with the attending and interns. After leaving each 

patient’s room the senior will enter additional orders not already entered by the intern. 

Bedside rounding should be completed by 1200. Additional rounding can take place after lunch if needed. There 

is a strong expectation that all rounding will be done by didactics.   

Following didactics the senior is responsible for reviewing discharge summaries, progress notes, and for 

educating the students. If interns are having difficulty the senior is expected to help out with notes/admits. 

This includes ensuring quality, timely completion, and note writing improvement.  

Duty Hours: With interns starting at 0500 it is imperative that the senior resident be aware of current duty 

hours. To avoid exceeding duty hours we use a Long call/short call system. Each intern will have 3 days of long 

call (0500-1900) and 2 days of short call (0500-1600). For Internal Medicine Interns, the weekly afternoon clinic 

will count as a long call as clinic runs until 1800. Responsibility for duty hour violations falls on the SENIOR 

resident.  On Saturdays interns can show up at 0630 and leave after sign out at 1900. 

Admits: Admits begin at the time of shift change in the morning. The senior is responsible for morning admits, 

but can delegate to the juniors depending on work-load. Admits are a focus of afternoon activities and should be 

initially delegated to the interns, short call first. Seniors are responsible for the prompt care of each patient and 

overloading an intern/junior is inappropriate. No admits are to be received after 1730, and short call stops 

taking admits at 1500. 

 

Limitations: ACGME stipulates that an intern cannot have more than 5 new admits and 2 new transfers per 

day, and no more than 8 new patients in 48 hours. This is usually easy to avoid. However, in instances of high 

patient turnover this must be monitored by the senior, and when appropriate, the senior will need to take 

patients to avoid violating this requirement. A new patient is defined as new admits or patients received from 

night float. Transfers are defined as coming from other floors. 

 

Using Handoff: Use Dr. Quisumbing’s tutorial PowerPoint (sent by email 12/4/17 and on the K drive) to 

understand creating a handoff sheet. This will save time in the morning and make pre-rounding easier. It does 

not work for a new patient, so you have to cut and paste on day 1, but it will populate automatically once there 
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is a progress note. You have to manually update the problem list each morning for the text to stay up to date. 

Do not click the refresh because that only updates the labs and not your text.  

 

Afternoon Learning: If this format is followed effectively there will be increased opportunities for additional 

learning. Priority should first be given to difficult cases from the floor. Residents can participate in the Sim Lab if 

available, request direct preceptor lectures/conversations, read MKSAP/other sources, or work on QI projects or 

scholarly activities.  

 

Progress Notes: As noted above, notes are to be completed before 1400 daily. There will be some days that 

this is impossible (depending on flow of events). Progress notes are a communication tool. “Note bloat” is a 

hindrance to effective communication and should be avoided. Notes should avoid “today,” “yesterday,” or 

listing of previous diagnostics or exam findings in the problem list that are already available elsewhere in the 

chart. Do not cut and paste radiology reads into the plan but instead briefly summarize. Please see below for an 

example of appropriate note writing. 

 

 

 

 

 

 

 

 

 
 


