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The administrative offices of the Department of Medicine including the Chair’s and Program Director’s
offices are located on the second floor of the Whitehall Building, Suite 200, University Medical
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on Third Street across from Erlanger and is also accessible by the tunnel. The Department of Medicine
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Summary of the Program Reguirements (to be completed by February 15 of PGY3 vear)

The requirements for successful completion of our program include:
1. Demonstration of competence in the six core competencies on monthly and annual

evaluations.
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Four mini-Clinical Evaluation Exercises (CEXs) must be completed by the first 6 months
of PGY-1 year; 2 mini-CEXs are to be completed in each of the PGY-2 and PGY-3 years.
Completion of the resident scholarly activity requirement.

Education for Life requirement. Statement to be submitted to program director by
February 15" of PGY-3 year.

Compliance with clinical record completion.

Completion of rotation checklists.

Completion of ABIM procedure requirements.

ABIM requirements — 36 months of internal medicine training must include the
following:

30 months on internal medicine rotations

24 months of direct patient responsibility (patient care months)

6 months of direct patient responsibility in PGY1 year (i.e., general medicine-inpatient)
Up to 3 months may be non-internal medicine primary care areas (i.e. pathology,
radiology, pediatrics, surgery, OB/GYN, etc.)

Two to three months of electives determined with the Program Director.

Three months of leave (which includes vacations, CME)

Patient Care Months (need a total of 24 months)

Inpatient (non-ICU and ICU) ER

Cardiology Night Float
GI Pulmonary

Geriatrics Nephrology
ID

6 months of direct patient responsibility in PGY1 year (i.e., general medicine-inpatient)
Three months of leave (which includes vacatlons CME)

From the RRC

A. One-third of residency experience ambulatory (at least 130 weeks of continuity
clinics)

B. One-third of residency experience inpatient

C. Atleast 1 month of ER

D. At least 3 months of Critical Care

Every resident must evaluate every attending on each rotation as well as the other

residents on the rotation. Evaluation of the clinic and the overall residency program is

also required.

Professional behavior over three years of residency.

Monthly evaluations of faculty

Completing Medical Records at least bi- weekly

A passing score on the USMLE Part 2 is required to be eligible for promotion to PGY2.

A passing score on Part 3 is required before promotion to PGY3.

The following rotations must have been completed during the residency:

A. 12 months inpatient general medicine. '

3 months critical care

1 month emergency medicine

1 month cardiology

¥ month endocrinology
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1 - month neurology

1 month hematology (may be combined with oncology)
1 month rheumatology

1 month GI

1 month geriatrics

1 month ID

1 month nephrology

1 month oncology (may be combined with hematology)
1 month pulmonary

Y4 month Psychiatry
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Inpatient Medicine Teams and the Night Float System

1.
2.

Four Medicine Teams are available for daytime admissions.

The team resident admits patients from 8:00 AM until 8:00 PM on Sundays through
Thursdays. The Night Float team (composed of a resident and intern) then admits patients
each night from 8:00 PM until 8:00 AM. Two residents will split this night call throughout
the month. One intern will be on Night float for the whole month and will cover Sunday
through Thursday nights. On Friday and Saturday night calls, the interns on the team will
split the 24 hours from 6AM till 10 PM with the second shift being 10 PM till noon. The
intern on first shift is expected to report the following morning by 8 AM in order to see
patients and be ready for rounds at 10 AM with the attending. For a single intern team, the

intern will work _
The on call and post call team will meet in WW6 @ 8 am for Handover (not morning report)

with the post call and on call team

During each 24 hour period, there will be a cap of 10 new patients to the Medicine team (8 if
single intern or no intern team). No more than 5 admissions per intern in a 24 héur per
Transfer of night float admissions from night float intern to team interns will occur at 8 AM

at morning report. _
The night float intern and residents will be required to attend clinic for four sessions during

the month. .

There will be two medicine resident backups at all times. He or she will be listed on the
regular monthly call schedule and when assigned as “backup” will be required to cari‘y his or
her pagers at all times and have access to a phone for immediate return of pages. A back up
pager will also be assigned. A '

The admitting supervising resident is responsible for directing all in-hospital “codes” even if
a private physician or faculty physician is present. Transfer of the direction of the “code” to
the patient’s private physician is permitted, if requested; otherwise, the supervising medical
resident directs “codes.” Internal Medicine residents are expected to respond to “codes™ in
the operating rooms. “Jump suits” are available for the responding team to maintain OR
sterile conditions. Critical Care attendings and Rapid Response Team will come to codes for

supervision.

Uploading Handovers




We are now required to upload our monthly calendars and daily checkouts to the SharePoint Drive.

To access the drive:

1. Go to the Erlanger Intranet Page

2. At the very top right-hand corner, click on "Welcome (ex: mluser10)" and go to "Sign in as different
user"

3. Sign in with your user name and password in the prompt box

4. Go to the "Group Sites" Tab, and then click on "Residents" and "Internal Medicine"

5. Click on your Team and add your Team Checkout

6. When done, sign out (or others will be able to access your HIPAA information)

Also, please add your team calendars to the sharepoint drive as soon as possible. Assume that your off
days (for inpatient medicine) will be your weekly pre-call days, and your intern(s)' off days will be the
same as they are set up now (weekend days off when not on call).

To add yourself to the calendar:

1. Access the SharePoint drive as above (steps 1-4)

2. Under the "Lists" category, click on "Calendar" ,

3. Add your days off by clicking "New" and entering the days off manually

Resident Work Hours
All Residency Review Committee guidelines are followed scrupulously including a maximum 80-hour

work week averaged over four weeks, at least one day off in seven on average, and at least 10 hours off
between duty assignments. No overnight call permitted. Night float interns can admit no more than 5
patients. Senior residents must monitor interns” hours on teaching services and assist them so they will
not exceed the duty hour rule. The six types of duty hours that should be logged are: Regular Duty
Hours, Call (In-house/Overnight), Post Call (begins after 24 hour in-hospital overnight call), Night
Float, Moonlighting Duty, and Vacation/Leave. Regular days off do not have to be logged, but
periods of vacation, or consecutive sick leave should be logged. This will enable the vacation/leave time
to be excluded from any averaging over the four week period for per week maximums, frequency of
overnight, in-house call, etc.

8-10-Hour Rule Precautionary Measures: . ”

1. The daytime, weekday “On Call” Team intern should leave by 8:00 p.m. -- no'later than 9:00
p.m. Therefore, any pending duties should be signed over to the night float intern.

2. The resident will remind interns that the next morning, interns/residents must not report any

- earlier that 4:00 or 5:00 AM, depending on when they left the night before to ensure at least 10
hours between duty assignments.

3. The weekday senior resident will not admit new patients to an intern past 6:30 PM to assure that
the 9:00 PM departure goal is achieved. Admissions accepted after 6:30 PM can be held for the
night float intern after the resident assures that the patients are adequately stabilized by the
Emergency Department staff and that timely work-up has been initiated.




4, The on call resident will also defer admissions that occur after 6:30 AM, to the on-coming day
team. The senior resident is responsible, however, for making certain the patient has been
stabilized and timely work-up has been initiated.

Each resident must enter their duty hours weekly utilizing the web-based New Innovations software.
Hours during which you are in the hospital for overnight 24 hour “Call” for new admissions should be
logged into New Innovations as “Call (In-house/Overnight)” hours. Working hours following an
overnight, in-house call period should be designated “post-call.” For example:

1. “On call” Friday 8:00 AM to Saturday 8:00 AM should be labeled “on call”

2. Rounds with attending on Saturday from 8:00 AM - 2:00 PM after an “on call” Friday should be

labeled “Post Call”

Interns assigned as the daytime, weekday on call intern should log their hours as “Regular Duty.”
They should make sure that they do not report back to the hospital until 10 hours have occurred
for required rest. The following day they should log their hours again as “Regular Duty” rather
than “Post Call” since they were not on overnight, in-house call the day before.

One-Day-off-in-Seven Policy

In order to adhere to the current RRC requirements for Internal Medicine Residency Programs, all
residents will have four days during inpatient months on which they do not come to the hospital. Days
off will be assigned and should be scheduled to avoid interfering with clinic schedules. When the
resident is off, another resident should be clearly designated to be available for the PGY-1 resident (that
day’s admitting resident or another inpatient team resident). The team resident is to prepare a calendar at
the beginning of the month identifying “off” days and clinic schedules and post on the Share Point site
found on the intranet. Senior residents typically take their day off during the week and interns take off

" on weekends when there is no call assignment) i.e., on call, post call).

Conference Attendance
Residents are expected to attend as many conferences as possible and must attend at least 60% of the

conferences sponsored by the Department: Core Curriculum, Noon Conference, Grand Rounds, Ethics
Rounds, and Journal Club. Noon conferences and Grand Rounds are recorded to permit residents to view
at later times. Residents are responsible for the accuracy of sign-in sheets and for maintaining their
monthly and cumulative conference attendance. Residents are encouraged to attend daily conferences
when possible when they are on an offsite community (PACE, Allergy, Dermatology) or out-of-town
rotation (Private Office — Chattanooga); however, the resident will not be required to attend a set number
of conferences during those months. Signing in for days not attended or for other residents is unethical
and unprofessional and will invoke consequences.

Mid-Day Conferences
Teaching conferences are conducted most days at 12:30 PM in the West Wing 6 Conference Room at

Erlanger. On Wednesdays, typically conference begins at noon and is combined with Family Medicine.
Attendance is expected at all conferences unless an unstable patient requires attention. Patient rounds
are not to interfere with scheduled conferences. PLEASE BE ON TIME.




On Fridays, Tumor Board or another scheduled conference will start at noon. Tumor Boardis a
clinicopathological conference is held in the Oncology Classroom and will be scheduled monthly.
During this conference cases are discussed, with all radiologic studies and pathologic specimens
reviewed. The two hours of lecture on Fridays (noon till 2:00 PM) will be protected time where the
pages for the inpatient and critical care teams will be answered by the trauma nurses and an assigned
attending. All critical issues will be addressed by the attending immediately. At 2:00 PM, the residents
will be expected to follow up on any pages they received during that time. :

Morning Report
The primary purpose of morning report is to present cases admitted by night float to teach logical,

evidence-based clinical decision making. While informing residents and faculty about interesting or
unusual cases is certainly instructive, lengthy didactic topical presentations should not be planned. The
senior resident for night float will present a brief educational topic each weekday morning. House staffs
are expected to participate in the discussion. The night floats resident or intern present cases. When
interns present cases, they should always review their presentation with their supervising residents or
attending physician prior to the conference. Morning report will be held in WW6 on Monday-
Wednesday and in the Oncology classroom on Thursday and Friday morning.

Pharmaceutical Company Sponsorship of Lunches/Dinners for Residents

Pharmaceutical representatives are not allowed to participate in residency activities. The Department
of Medicine strongly discourages resident attendance at pharmaceutical company sponsored dinners as
studies have shown that physicians do not detect the inaccuracies in presentations. A substantial '
literature has developed illustrating that pharmaceutical presentations alter physician prescribing towards
more expensive branded medications instead of generic products and national guidelines. No
announcements, promotions, or arrangements for industry sponsored activities can occur at resident
conferences. The University of Tennessee College of Medicine — Chattanooga policy concerning
industry relationships can be located at: www.utcomchatt.org use the Online Handbooks link. Click on
University of Tennessee GME Policies and Procedures link, Policy #62. '

Work Rounds & Attending Teaching Rounds

Work rounds are to be conducted by the resident, intern(s), and medical student(s) on most days at a time
separate from attending rounds. During work rounds, the resident and team members should perform the
 initial patient evaluation together. Work rounds are primarily designed for the supervising resident to
teach team members how to evaluate the clinical issues of the patient, plan the workup, and make
appropriate treatment decisions. Timing of teaching rounds will occur at the discretion of the attending
and team members. Management issues may be discussed in conjunction with didactics. The purpose of
teaching rounds is for the attending physician to be involved in the educational aspects of the cases and
to appropriately supervise the clinical care of team patients. Teaching rounds are expected to total a
minimum of 4.5 hours per week. Interns and Residents are expected to have read up to date literature on

their patients.

Unexpected Absences
If an emergency situation arises causing you to miss a workday, you should notify your attending and

attempt to arrange coverage, if needed. 'You must also notify the chief resident, program director, and
Dept. of Medicine office (ext. 2998). If at all possible, please do not miss a call day because this




disrupts patient care and resident assignments. If you are not able to arrange coverage; you must notify
the chief resident (or program director) and your attending. If you are absent from your residency
duties for 3 or more consecutive days, you must provide a statement from your physician that you
are medically able to return to duty. Any instances of abuse of the sick leave policy will be
forwarded to the accountability committee. Sick days will be made up on weekend within the
same calendar month.

Consultations
Any consultation for the medicine team should be directed to the supervising resident by the consulting

physician. If an intern on the team is called by the consulting physician, he or she should refer the
physician to his or her resident. Consultations on the general medicine service are counted in the number
of admission. The consult form must be filled out correctly, stating a specific reason for the consult. All
consults are tracked by the hospital care staff.

All consults requested by a medical team should be requested verbally of the consultant or resident
assigned to that discipline and appropriate documentation using the consultation form. Discussing the
patient situation with the consultant provides more accurate communication of the clinical question and

a more informative consultation.

In the first few months of the academic year (beginning in July), residents are advised to request

specialty consultations until the interns feel more comfortable requesting consultations themselves. At

the discretion of the resident, the intern may be allowed to call in the consult himself or herself. Medical
students are not permitted to call in consults.

When consulting other specialties, the consulting physician is expected to make recommendations and
permit the primary resident to write orders unless the order is urgent or emergent. Likewise, attendings
on the medical service do not write routine orders.

Patient Assignments
During ambulatory assignments, patient visits for residents must average:

e PGY1l: 3toS

e PGY2: 4t06
e ‘PGY3: 4 orgreater
Each resident must have a total of 130 clinic sessions over the three years of training.

On inpatient rotations or assignments: o ,

e A first year resident must not be responsible for more than five new patients per admitting day.

e A first year resident must not be assigned more than eight new patient admissions in a 48-hour
period.

o A first year resident must not be responsible for the ongoing care of more than 10 patients during
inpatient ward medicine as well as subspecialty rotations.

o When supervising more than one first-year resident, the second- or third-year resident must not be
responsible for the ongoing care of more than 18 patients. '




o The second- or third-year resident must not be responsible for admitting more than a total of 10 new
patients per admitting day or more than 16 new patients in a 48 hour period, including the first-year
resident’s patients being supervised.

e Ifthe team has admitted the maximum allowable patients for their team (8 or 10 depending on
whether single or dual intern team), the “on-call” team cannot admit additional patients.

Re-admissions
Any patient re-admitted within 30 days of discharge and within the same month before noon is to be

admitted by the discharging team unless the team resident is off duty; otherwise, a re-admitted patient
should be admitted by the team on call that day and then handed over to the prior discharging team the
next weekday unless the attending physician decides otherwise. A readmitted patient must be counted as
an admission for determining the admitting capacity of an intern. Unassigned patients admitted within
the past 30 days will be admitted to Hospitalist or Teaching Service as readmit if previously admitted,
although the actual team assignment may change.

Order Writing
Orders must be written only by the house staff caring for the patient on teaching services except for

* procedural orders, chemotherapy orders, or emergency situations.

Autopsies
Residents should attempt to obtain autopsies for all unexpected deaths and may attend autopsies

performed on their patients. Residents should be notified when the autopsy is to be performed. The
final autopsy report is to be sent to the Department of Medicine for distribution to the residents caring
for the patient. Also, the report can be accessed on the Erlanger Net Access report under the Pathology

section

Team Deaths and M and M Conference

All team deaths must be recordéd on the rotation check list at the end of the month. Additionally, the
health care matrix must be completed and discussed with the team and attending. All team deaths will
be reported in the M and M conference, along with readmits no pay events.

Emergency Room Policy for Internal Medicine Residents on Inpatient Medicine Rotations
1. The nature of Emergency Room duties requires flexibility and sharing of responsibilities.
2. TInternal medicine admitting resident responsibilities are as follows:
a. Evaluate patients for whom the ER doctor has determined a need for hospital admission and who
are assigned to an internal medicine team for admission.
b. Residents are not to be requested to evaluate patients to determine whether hospital admission is
indicated. o R
c. Internal medicine residents (except for those assigned to the ER rotation) who evaluate patients
" are not to be called until after the ER physician has decided that admission is required. If after
evaluation, the resident decides that the patient does not need to be admitted, he or she must
contact his or her attending physician. Residents are not allowed to discharge patients from the
ER unless following the explicit instructions of their attending physician.
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d. Efficient utilization of ER facilities is required to maintain the clinical care that can be provided
by Erlanger Medical Center. When you are evaluating a patient in the ER who has been admitted
to your team, complete initial admitting orders for the patient promptly so that when the patient’s
inpatient bed is available, the patient, if stable, can be transported from the ER. You may
perform your patient’s admitting history and physical exam in the ER or Admissions Unit if the
patient’s inpatient bed is not available; however, once notified by the nurse that the patient’s
inpatient bed is available, discontinue your workup and resume after the patient has been
transported to his/her inpatient location.

The ER physician will:

a. Evaluate patients to the extent needed to determine that inpatient care is required before asking
for resident involvement.

b. Initiate appropriate evaluations to assure stability of patient status before expecting a resident
physician to assume responsibility, or if the patient remains unstable, to assist with appropriate
resuscitative measures.

c. Avoid requesting resident participation in the care of a patient (except as part of the ER rotation)
until a decision has been made to admit the patient to the hospital.

While in the ER, the ER physician is the attending physician in charge and responsible for overall

care.

Transfer of patients from other facilities to Erlanger.

a. Internal medicine residents are not allowed to accept patients for transfer from other medical
facilities since they function under supervision and are not on the admitting staff at Erlanger.

b. Requests for transfers from outlying hospitals should be directed to the on-call ER physician or
attending physician for the medicine team.

c. Requests to transfer patients from Erlanger East or North to the main facility should be made to
the Erlanger ER physician.

d. Patients admitted directly to an internal medicine team should be evaluated sufficiently in the ER
to assure clinical stability before being transferred to a hospital room and after discussing the
case with the internal medicine resident. In order to admit a patient directly to an inpatient
medicine team, the referring physician must contact the attending physician for the team and the
Erlanger administrator on-call for approval. '

Disagreement about patient management. If residents disagree with emergency room physicians

about patient management, they must contact their attending.

University Medical Associates Clinic is only available for ER follow up of established patients. The

ER physician must let the Internal Medicine Clinic know to expect a patient as a follow-up after an

ER visit. Information sent to the clinic must include the physician's note, assessment and plan and

must be faxed to 778-2586. Residents may accept (but are not required to accept) occasional new

patient referrals from ER physicians to be appointed in that resident’s continuity clinic. Before
accepting or declining to accept a new patient referral from an ER physician, you must discuss with
and obtain agreement from your attending physician. Patients so accepted must be discussed directly
with the referring ER physician to ensure that the UMA Clinic can provide the services needed at an
appropriate time. The accepting resident is responsible for assuring receipt of the clinic appointment
and directions to the clinic by the patient.

As usual, internal medicine residents will be available to assist with "codes."

After 11:00 p.m., if a “stat” x-ray interpretation is needed from a radiologist, discuss with the ER

attending. Radiologic interpretative services are available 24/7.




Admissions from the Medicine Clinic

Any patients admitted from UMA will be admitted by the resident evaluating the patient in the clinic.
The clinic resident or intern will be responsible for notifying the on-call team, and will also be
responsible for writing a comprehensive “holding note” and initial admitting orders. The receiving team
will complete the admission History & Physical and dictate the H&P for the inpatient record.

Admissions from the Tumor Clinic
All patients admitted from the Oncology Clinic will be admitted by the resident assigned to Oncology

Clinic. A comprehensive holding note and orders are to be written by the resident assigned to the
Oncology clinic. If the patient is unstable, the Oncology clinic resident will assist with the patient’s care
- until the ER physician or inpatient team assumes care. The Oncology Clinic resident is responsible for
notifying the on-call team about the patient being admitted. Patients being admitted for chemotherapy
only are not to be admitted to medicine teams.

Patient Hand-Overs
Studies have shown that lapses in care can occur if a physician is not fully aware of a patient’s clinical

situation; thus careful handovers of care are essential.

For the intern handing over patients:

1. During your first inpatient month, your supervising resident will assist you with preparing your
“hand-over” template and with the verbal handover of your patients to the “on-call” intern.

2. For second and subsequent inpatient months, review your patient “hand-over” list with your resident
daily before handing over patients to the “on-call” intern until your supervising resident no longer
must make additions to your “hand-over” list. Additionally, your resident should listen to your first
few intern to intern “handovers™ to ensure that you convey important information accurately and
concisely to the receiving intern.

3. Double check basic patient demographic information - name spelling, room number, MRN.
Allergies, code status/advance directives, and medications must be listed in your handover. A one
sentence description of the reason for admission, as well as a numbered problem list of items you are
presently evaluating is also required. ~

4. Typed entries are required for every patient under your care.

Always verbally handover patients to the on call intern in person. You may have to wait until they

have a moment to concentrate on the task. Out of courtesy, you should go to the on call intern to

handover patients. _

6. Provide the receiving intern with two copies of your completed template for sign-out - one copy for
them, and one copy for their supervising resident. Also, upload or update your patient list on the
Share Point site on the intranet. Discuss new admissions, unstable patients, or anyone you anticipate
may have a problem overnight with the receiving intern. You do not need to discuss stable patients -
but you must ensure that information for all patients on the template has been updated daily.

7. If you handover patients early, keep your beeper on and with you until 5:00 pm. Provide your cell
phone number, as well as contact information for your resident and attending on the header of the
sign-out. The cross-covering team, in extreme circumstances, may need to reach someone from your

team.
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8. Think carefully about tasks that you are handing over to the receiving team. If it won’t require
immediate action or doesn’t change the management plan, then it can probably wait until you review
it yourself the following morning.

9. Be specific. If you want a lab value to be checked, indicate what time you ordered it to be drawn and
what action should follow. For example, if you are monitoring the H and H, advise at what Hgb or
Het you want transfusion to begin and how many units are to be transfused. If you want a dieresis,
suggest the route, meds, and doses. If something worked or not worked in the past, mention it.

10. All tasks for follow-up should be in “if, then” format. Listing the tasks in "if, then" statements
reduces the need for conjecture on the part of the covering intern. For example: "Check CXR which
was taken at 4:00 PM. If clear, call nurse to communicate results; if PTX, call thoracic surgery." Or
another example, "If patient is short of breath, try an albuterol inhaler (given history of COPD), but
consider pneumothorax since he recently had a subclavian line placed."

11. Try not to be in denial. You may be hoping your patient doesn’t once again get agitated at night, but
if it happened the last three nights, it’s probably going to happen again. Talk it over with your
resident on daytime rounds, and write an order that addresses the situation. The covering intern may
still need to see the patient, but at least there will be a plan in place. Orders for PRN blood pressure
meds, anti-emetics, etc. are examples of calls which should not occur repeatedly for the same patient.

12. Bach morning at 6am handover, the night float intern must discuss with the inpatient teams any
changes in the status of their patients as well as any new clinical problems which arose overnight.

For the on call intern who is accepting hand-over:
1. The phrase “It’s not my patient . . .”” does not exist in your vocabulary. If you do not understand any

aspect of the handover, ask questions! Handovers should not be passive. If an issue is unclear, ask
for clarification. Get as much context from the intern taking care of the patient as possible.
2. Make sure there is a plan. If an event is likely to occur (“watch for agitation™), there should be an
accompanying plan (if x happens, do y) provided by the intern handing over the patients.
3. Consider making a time sheet for your on call night on which you mark reminders of the things you
are supposed to check. Don’t rely on nurses to call with lab values or vitals.
4. All problems are easier to solve if you attend to them in person. This is a golden rule of cross
coverage. See the patient if at all possible, and especially if: '
e A change has taken place
e Any one of the vital signs is not normal (ask for the vitals — sometimes they have not been
checked and are abnormal)
e The nurse seems uncertain or uneasy
Remember that you can generally evaluate a patient more accurately and efficiently in person than by
phone. If in doubt, see the patient! If the nurse asks you to come evaluate the patient, do so! You’ll
ultimately get fewer calls from nurses if you show them you are taking their concerns seriously. Please
keep in mind that a nurse who calls but is unable to clearly tell you what the problem is should not be
dismissed. That nurse is trying to convey the message that something is concerning him or her about the
patient. This is a patient you need to see in person.
5. Write a note, even if brief, for every patient you evaluate in person.
6. Unless you are writing for antibiotics, don’t write continuous orders. Write one time or x 24 hour
orders. Decisions about continuation should be up to the primary team.
7. Call your resident if a major change has taken place — especially if you are upgrading level of care.
Also call if you are making a major clinical decision (antibiotics, pressors, stat CT’s, DNR).
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8. If there is a major piece of information needed and it’s not in the chart but you think the usual
residents in charge of the patients would know it, page them. Always feel free to call the attendings
and definitely call them with major issues, after discussing with your resident.

For the supervising resident:

1. Assist in the preparation of and attend the patient hand-over meeting together with the team interns
daily during the first month that an intern is on inpatient medicine.
2. During subsequent months, review the hand-over list with the intern each day until:
e Changes and input from you are no longer needed

e You can rely on the accuracy and efficiency of the intern’s written and verbal handover
3. Verbally review potential problem patients and critical patients with the on-call resident before
leaving for the day
4. All handovers completed by medical students must be initialed by the supervising resident to
assure accuracy

Night float handovers

1. On arrival to work in the evening, the night float intern will page the on-call team resident and interns
by 8:00pm to determine where to meet to receive handover

2. Prior to beginning patient handover at 8:00am, the night float intern will discuss any patient care
issues/status changes during the night with the intern or resident primarily responsible for that patient.

HANDOVER TEMPLATE

Team X

Attending — contact info
Resident — contact info, Intern — contact info

2. Active Problem 2
3. Active Problem 3
4, ETCETC

Date
Pt MRN/Allergie Medical Problems Code Medications
Name/Room s
Last, First XXXXXXX Xyo M/F adm DATE with REASON FOR CODE STATUS LIST ALL MEDS -
Location NKDA or list ADMISSION DOSES NOT
aliergies 1. Active Problem 1 NECESSARY, but
2. Active Problem 2 COMPLETE LIST IS..
3. Active Problem 3
4. ETCETC
Last, First XXXXXX Xyo M/F adm DATE with REASON FOR CODE STATUS
Location NKDA or list ADMISSION
allergies 1. Active Problem 1
2. Active Problem 2
3. Active Problem 3
4. ETCETC
Last, First XXXXXX Xyo M/F adm DATE with REASON FOR CODE STATUS
Location NKDA or list ADMISSION -
allergies 1. Active Problem 1

Off Service Notes/Monthly Patient Handover

12




At the end of every month, the intern on the team will be responsible for writing a detailed off-service
note on all of his or her patients. It should include a brief list of current problems, a brief hospital
course, list of medications, abnormal physical exam findings, and any pertinent work-up to date. A brief
treatment plan should also be included. It is the resident’s duty to make sure this is done by the intern.
You may consider dictating these notes, but be sure to specify that is an “off service note”.

Additionally, the resident going off of the team should compile one patient handover list for the team,
and provide an electronic copy of this to the oncoming resident. The outgoing residents will verbally
handover patients to the oncoming resident. Ideally, this should be done in person, but may be done over

the phone if necessary.

Transfer Notes and Orders
When a patient is transferred from a more intensive to less intensive (ICU to non — ICU or intermediate

care unit (IMCU), IMCU to floor) or from a less intensive to more intensive (non —ICU to IMCU or
ICU, IMCU to ICU) care unit, a transfer note must be written in the chart detailing the patient’s
condition, and reason for the transfer. An entirely new set of patient care orders, including a transfer
med sheet, must be written since previous orders are discontinued when patients transfer from one level
of care to another. If the house staff that will be providing care for the patient will be different as a
result of the transfer, the transferring team must discuss the case directly with the receiving team to

improve the continuity of care.

Discharge Summaries
All patients discharged to nursing homes or other medical facilities must have a completed discharge

summary to accompany the patient. This summary can be dictated on a STAT basis for immediate
transcription. If somehow the transcription has not come up prior to the time of patient transport, please
instruct the nurse to send a photocopy of the handwritten discharge instructions and discharge
medications, as well as your most recent progress note, to accompany your patient until the transcription
is available. Advanced directives completed in the hospital MUST be attached to this.summary.

All other discharge summaries (patients discharged to home) must be dictated within 24 hours of
discharge, and preferably on the day of discharge. Be sure to “CC” the patient’s primary care provider, or
the physician that the patient will be following up with, at the end of your dictation.

Discharge summaries should include:
. a Admission date
b. Discharge date
C. Team the patient was admitted to (Attending, Res1dent Intern should be named)
d Discharge diagnoses (not admitting d1agnos1s) the reason for admission should be number
one on the list

List of procedures during hospital course (i.e. cardiac catheterization, thoracentesis, LP)

f Brief history: Ex. “Patient is a 49 yr. old male who presented to the ED with a chief
complaint of chest pain and was found to have an abnormal EKG. Please refer to the initial
history and physical exam for details.” (No need to re-dictate the initial history and physical
exam as part of the discharge summary.)

g. Initial lab studies, x-ray, EKG — pertinent positives

o
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h. Hospital Course: narrative describing the evolution of the clinical problems—the diagnostic

evaluation, therapy instituted and responses
1. Status at discharge. (Ex. ambulating slowly with walker.)

j. Discharge location (home, nursing home, etc.)

k. Specific discharge instructions — activity restrictions, diet, what types of symptoms should
prompt the patient to call 911 or return to the emergency department

L Discharge medications (number of tablets provided and number of refills for controlled
substances)

m. Follow-up appointments (with whom? when?)

1. Pending study results

0. Tasks to be done at follow-up appt. (lab work, x-rays, etc.)

Emergency Department Rotation , 4
The Emergency Department rotation consists of 17 twelve hour duty shifts scheduled by the ER teaching

faculty. The 17 scheduled shifts will be a combination of the following: 7:00am-7:00pm, noon —
midnight, and 7:00pm-7:00am. Residents on this rotation will provide the initial evaluation of ER
patients under the supervision of the ER teaching faculty and ER senior residents. Residents will not be
assigned more than 12 consecutive hours of duty. Duty shifts (including time spent in continuity clinic)
must be separated by at least a 10-hour rest interval. ER shifts should be scheduled to avoid regularly
scheduled continuity clinics (UMA). Residents must follow all duty hour requirements including
maximum 80 hours/week on average and one day off in seven on average. Send a copy of your ER work
schedule to the Program Coordinator and UMA Clinic Nurse Manager. Internal Medicine residents
rotating in the ER are highly encouraged to attend ER didactics every Thursday, from 7:30am to

- 12:30pm. You are not expected to attend the Internal Medicine department Grand Rounds or other
conferences while you are working a shift in the ER, or at ER didactics.

If your ER schedule somehow allows for you to be out of town during weekdays you must notify the
Department of Medicine office of your plans in advance.

Rotations and Electives

Pulmonary Rotation
Pulmonary rotation is required in the PG-1 year.

Infectious Diseases Rotation
A one month Infectious Diseases rotation is required, usually during the PG-2 or PG-3 year.

Hematology/Oncology Rotation
A one month Hematology/Oncology rotation is required during the PG-2 or PG-3 year. Separate

Hematology and Oncology rotations are available if desired.

Geriatric Rotation
A one-month Geriatric rotation is required during the PG-2 or PG-3 year for all Internal Medicine

residents.

GI Rotation
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A one month rotation is required in the PG-2 or PG-3 year for all Internal Medicine residents.

Endocrinology/Rheumatology Rotations
A 2 week Endocrinology rotation is required during the PG-2 or PG-3 year.

Rheumatology Rotation
A one month rotation is required in the PG-2 or PG-3 year.

Psychiatry Rotation
A 2-week Psychiatry rotation is required, usually during the PG-2 or PG-3 year.

Neurology Rotation
One month is required in PG-1, 2, or 3 year.

Nephrology Rotation
One month required in PG-1 year.

Cardiology Rotation
One month required PG-1, 2, or 3 year.

Critical Care Rotation
Three months required during the 3 years of residency. A maximum of 6 months of Cr1t1ca1 Care

rotations can be scheduled.

Distributing Unattached Patients

The Erlanger bed desk assigns unassigned patients in specified ratio to hospitalist and teaching teams.

A patient will be considered unattached if he/she meets one or more of the following criteria:

o The patient’s PCP does not have admitting privileges at Erlanger.

o The patient has not been seen by the Family Practice clinic in 12 months or the Internal Medicine
clinic in three years and has not been admitted by either the Family Practice or Internal Medicine

- services in the preceding 30 days. Patients who have been on either of these inpatient services or

been admitted to the hospital under the care of a physician service in the preceding 30 days are
considered patients of that service.

o In the event of a disagreement about who should admit a patient, contact your attending physician to
decide or follow the instructions of the ER physician who has evaluated the patient.

Lines of Responsibility

Inpatient Medicine

Attending .
Supervision: Residents, Interns, and Medical Students
Back up: Other Attendings, by pre-arrangement
Answers to: Program Director, Chair

Resident
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Supervision: - - Interns, Medical Students

Back-up: Other Residents, Attending, other Attendlngs Program Director
Answers to: Service Attending, Chief Resident, Program Director
Intern
Supervision: Medical Students
Back up: Senior Resident, Attending
Answers to: Senior Resident, Service Attending, Chief Resident, Program Director

Night Float

Attending: Attending for the team on call that calendar day
Supervision: Resident, Intern, Medical Student (if apphcable)
Back up: Program Director
Answers to: Program Director, Chair
Senior Resident
Supervision: Interns, Medical Student (if applicable)
Back up: Attending, Program Director
Answers to: Attending, Chief Resident, Program Director
Intern
Supervision: Medical Student (if applicable)
Back up: Senior Resident, Attending, Program Director
Answers to: - Senior Resident, Attending, Chief Resident, Program Director

Backup for Team Seniors

Residents should call for backup for any acute or routine question anytime needed. The situation should

d1ctate who to call first. However, the following are suggestions for assistance:
1. Attending on Call

2. Critical Care Faculty or Resident In-house
3. Back up senior resident
4. Program Leadership (PD, APD, Chairman, Core Faculty)
5. Rapid Response Team
6. Nocturnist in house
Continuity Clinic
Attending
Supervision of all patient care by residents
Back up: Other attendings by pre-arrangement
Answers to: Clinic Director, Program Director, Chair
All Residents

Responsible for Patient Care and Continuity of Care
All patient care issues to be brought to the attention of the supervising attending
Back up: Other more senior residents in clinic that day, supervising attending
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Answers to: Supervising Attending, Clinic Director

Private Subspecialty Clinics

Attending

Responsible for all patient care and supervision of residents and medical students (if applicable)
Back up: Other attendings (same subspecialty) by pre-arrangement '
Answers to: Program Director, Chair

Residents

Responsible for Patient Care and Continuity of Care

All Patient Care Issues brought to the Attention of the Supervising Attending

Supervision: Medical Students (if applicable)

Back up: Other residents on same rotation, other more senior residents as assigned by the

Clinic Director, Attending

Private Inpatient Subspecialty Consult Services

Attending

Supervision: Residents, Interns, Medical Students (if applicable)
Back up: Other attendings on same service by pre-arrangement
Answers to: Program Director, Chair

Senior Resident

Supervision: Interns and Medical Students (if applicable)
Back up: Supervising Attending
Answers to: Supervising Attending, Program Director
Intern
Supervision: Medical Students (if applicable) -
Back up: Resident and Attending
Answers to: Senior Resident, Supervising Attending, Program Director

Attending Physician/Resident Care Coordination
Each attending physician bears medical, legal, and ethical responsibility for the quality of care received
by each patient admitted to him or her and managed by a house staff team. Resident teams should
“understand clearly the need to inform their attending of the clinical status of patients sufficiently to allow
appropriate attending physician oversight. Each attending physician must give appropriate oversight
while allowing residents progressive opportunities for decision-making and responsibility. Each resident
team and attending physician should clearly understand their expected interactions with each other
during the month’s rotation, preferably by the use of written instructions. At the beginning of each
month’s rotation, the attending and residents must review the rotation’s curriculum, goals, and

objectives.

Residents must notify their attending or attending’s designee promptly under the following

~ circumstances:
1. Admissions of and consultations requested for critically ill or unstable patients.
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2. Significant deterioration in clinical status of inpatients.

3. Prior to performing or ordering procedures, interventions, or operations that carry a significant risk
for patient harm.

4. Patient or family dissatisfaction with care.

5. Prior to discharge of patients.

6. Unexpected patient deaths.

Procedures
The American Board of Internal Medicine requires knowledge competence in the following procedures

The ability to competently perform those identified by asterisks is also required
1. Abdominal paracentesis

Advanced cardiac life support (ACLS) *

Arterial line placement

Arthrocentesis

Central venous line placement

Drawing venous and arterial blood *

Incision and drainage of an abscess

Lumbar puncture

Nasogastric intubation

10 Pap smear and endocervical culture *

11. Placing a peripheral venous line *

12. Pulmonary artery catheter placement

13. Thoracentesis

© N oL R W
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Knowledge competence includes knowing and understanding the following for each procedure:
Indications, contraindications, recognition and management of complications, pain management, sterile
technique, specimen handling, interpretation of results, requirements of and knowledge to obtain

informed consent.

If a resident desires to obtain performance competence in any of the procedures not required (except
pulmonary artery catheterization), he/she should notify the Program Director so that appropriate learning
sessions can be arranged.

Before residents can supervise or teach any procedures, required or optional, to other residents or interns,
the supervising resident must have completed a sufficient number to be deemed competent to perform
the procedure independently.

All Internal Medicine residents will be given log books in which they should document procedures
which they perform. Each page has a carbon copy which should be submitted on a periodic basis
(monthly is suggested) to Ms. Deborah Fuller in the Department of Medicine Office. The original log
book should be kept by the resident for his/her personal records.

Each resident is required to complete all knowledge based procedural instructions. Until the minimum

number is met, the supervising resident or attending must be documented in the procedure log book. In
addition, the indication for the procedure as well as complications must also be recorded. It is highly
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recommended that all procedures are completed by the intern year in order to prepare for supervision.
Exceptions will be granted upon request.

In addition to documenting the number of procedures successfully completed for board certification, it is
important to document each procedure you have done during residency in your logbook for post-
residency credentialing to facilitate obtaining hospital privileges after residency.

Mini CEX Requirements

Four patient encounters observed and evaluated by faculty in either in-patient or outpatient settings are
required for PGY-1 residents in the first six months; two are required annually for PGY-2 and PGY-3
residents. Log books for these encounters are available in the Department of Medicine office.

Housestaff are responsible for coordinating these with faculty.

Scholarly Activity Requirement
Pursuing excellence in patient care requires a life-long commitment to learning by internists. During

residency training, participating in the generation of new knowledge and its dissemination is required by
the Residency Review Committee (RRC) for Internal Medicine. The scholarly activity requirement of
the Department of Medicine is designed to comply with RRC guidelines while allowing flexibility for an
individual resident to design one or a series of scholarly activities that best support his or her long-term
goals. We understand that there are diverse ways to maintain a commitment to life-long learning.
Completing the scholarly activity requirement is defined as follows:

1) Bach resident will be required to select and complete tasks from the following list sufficient to total
21 points during the 3 years of the residency by 4/30 of the graduating year (or 60 days before expected
residency program completion for residents “off-cycle”).

a. Research project: 21 points

b. Case report: up to 7 points

¢. Grand Rounds: 5 points

d. HealthCare Principles in Practice: 5 points

e. Workshops: 5 points

f. THI modules: up to 6 points

g. Team based learning modules: 3 points per modules

h. Invited lectures, e.g. BlueCross BlueShield: 2 points per lecture

i. Medical Student lectures: 2 points per specific topic given. The expectation is for the resident

to repeat the same topic every clerkship block throughout the academic year and the lectures

must be mentored by the clerkship director to receive credit.

j. Commentaries: 2 points

k. Letter to the Editor: 1 point

1. Book Review: 2 point

2) Each academic year a resident must complete sufficient tasks to earn 7 points in order to promote to
the next year. PGY2 residents must have been credited with 14 points total to be eligible
for promotion to the PGY3 year.
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3) Tasks selected must be in addition to those already required as part of a clinical rotation and which
are already a part of residency program requirements.

4) The requirements for each task are as follows:

a. Research project:
(i) Must be approved by Dept Research Committee, and also by the campus Scientific
Review Committee/Institutional Review Board
(i) Must adhere to the timeline provided in the research requirement guidelines including
submission of abstract for Residency Research Day by 2/15 of the PGY3 year and
submission of manuscript for publication by 4/30 of the PGY3 year (or no later than 60
days prior to anticipated graduation date for “off-cycle” residents.)
(iii) Annual “point” credit for the research project will be determined by the Dept
Research Committee in conjunction with the project mentor and will be significantly
influenced by adherence to the expected timeline. (Partial credit can be allotted for
various phase of the research project).
(iv) Points will be accrued per the following: ,
1) Preparation and acceptance of research proposal — 3 points
2) Submission to IRB and acceptance - 3 points
3) Data collection - 5 points
4) Oral presentation or poster - 5 points
5) Manuscript completion and submission - 5 points
Presentation orally, by poster or manuscript requires acceptance for credit.
b. Case report: '
1) Resident must be first author. (Points can be divided up for coauthors based on
the amount of effort).
(i)  To receive credit (7 points), case reports: :
(a) Must be submitted and accepted as an abstract to a regional or national
meeting or for resident research week by 2/15 of the year for which credit
is requested. and
(b) Must be submitted to and accepted by the Dept Research Committee as
a manuscript suitable for publication by 4/30 of the year for which credit is
requested (or no later than 60 days prior to expected graduation date for
“off-cycle” residents). |
(iii) A poster or oral presentation will attract 3 points for either based on acceptance to
one meeting.
(iv) Case reports submitted as manuscripts but not as posters/oral presentations will
attract 7 points on publication.
(v) A case report published as a Medical Image will attract 4 points. Acceptance in a
peer-reviewed journal, preferably PubMed/Ovid cited, is required for credit.
(vi) Scholarly point requirements cannot be completed solely by poster presentations.
¢. Grand Rounds:
(i) Topic must be approved by the dept chairman, program director or associate program
director and by the physician coordinator of grand rounds.
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(ii) The faculty mentor who is willing to oversee the preparation and delivery of the
conference must be identified and confirmed in writing by both presenter and mentor to
the research committee through the research coordinator at least 90 days before the
scheduled conference date.
(iii) Must be evidence-based with statements referenced.
(iv) A summary handout must be provided to the audience, the research committee and
the program coordinator for insertion in resident file.
(v) Must be in addition to any individual rotation requirement.
d. Healthcare Principal lectures; workshops and lectures to medical students or other groups must
be mentored and monitored/supervised by one or more faculty members. Medical student
lectures attract full credit when given repeatedly to the different blocks of medical students
rotating through the Department of Medicine during the academic year; presentation material
must be approved by the faculty mentor or Clerkship Director. Other lectures only attract credit
once.
e. Commentaries, Book reviews and Letters to the Editor should be mentored by faculty.
Acceptance in a peer-reviewed print journal is required for credit.
f. Credit for completion of IHI modules will be as follows: 2 points for patient safety, 3 for
quality improvement and 1 for leadership and another point for completion of at least 3 modules
in patient safety. This should be done along with participation in the UTCOM Open School
chapter of THI. And/or completion of clinic quality improvement project.

5) Miscellaneous
a. The resident is responsible for providing to the program coordinator and research

committee coordinator a copy of all abstracts, manuscripts, and conference handouts for
which the resident desires credit for the scholarly activity requirement.

b. All situations, disagreements, and questions relating to the scholarly activity requirement
and its completion not addressed by this description will be submitted in writing for
consideration by the Dept Research Committee which will make the final decision.

c. Insufficient “points” credited under the Scholarly Activity Requirement for a year of
training may delay promotion and/or graduation depending on the resident’s year of

training.

Disagreements between Residents and Interns

Any disagreement (personal or professional) between residents or ancillary staff should be resolved in a
diplomatic and professional manner. Please do not voice your disagreements loudly in the presence of
patients, patient families, or at nursing stations. If the disagreement cannot be resolved between
individuals, it should be brought to the attention of the attending. If it cannot be resolved at this level,

the Program Director should be notified.

Patient Care
Remember that patient care is our first responsibility. If confusion should arise concerning which

physician is responsible for a patient, be sure that the patient is provided care until any
miscommunications are identified and clarified. Under no circumstances will a situation be tolerated

where patient care is compromised by residents refusing to see a patient.
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Moonlighting o o
A resident desiring to moonlight must notify and have written permission from the Program Director.

The request should include the time, place, and hours of moonlighting, and should be submitted prior to
the scheduled activity. All residents desiring to moonlight must obtain a Tennessee Medical license and
malpractice insurance coverage for any professional work outside of residency activities. The Tennessee
Claims Commission, which provides malpractice coverage for residents in their training activities, does
not provide coverage for moonlighting activities. After the approval of the Program Director, the
resident will be allowed to moonlight. Moonlighting schedules must be sent by e-mail to Ms. Deborah
Fuller at the beginning of each month including dates, location, and duty hours. However, absolutely
no moonlighting is allowed during Inpatient Medicine or Critical Care rotations and hours must
be logged into New Innovations and should not exceed a total of 80 hours per week when
combined with regular duties. Remember that moonlighting schedules should not interfere with your
regular duties and on-call schedule. The resident may not leave the hospital to moonlight if patients are
unstable or his or her work is incomplete. Residents should not leave their rotation site before 5 PM or
before their duties are completed in order to begin a moonlighting shift. The resident may not moonlight
back-to-back with a call day. Failure to comply with the above or marginal-to-unsatisfactory evaluations
will result in loss of moonlighting privileges.

Mailings to Qutside QOrganizations

The Department of Medicine will not make public the resident roster to any outside organizations:
corporate, professional organizations, job recruiters, etc. Furthermore, no information is sent to outside
organizations (except the ABIM or ACGME) without notification and approval of the residents.

Dictation Policy :
In the outpatient setting, all dictations should be completed by the resident prior to going home for the

day and must be completed within 24 hours. On the inpatient wards, an admission note should be
written by a house staff team member immediately after the patient is seen and a dictated note must be
completed within 24 hours of the admission. Patients held for observation must also have a dictated
note summarizing the observation period for the chart. Discharge summaries must be dictated on the
day of discharge, preferably before the patient has left the hospital. A hand-written discharge note for
the chart must be completed prior to discharge of the patient.

When patients are being transferred to another facility (another acute care hospital, chronic care
facility/nursing home, psychiatric facility) the discharge summary must be completed prior to the
discharge and accompany the patient to the facility.

The Medical Records Department submits weekly updates to the Program Director concerning overdue
hospital charts and date of last resident visit. Failure to comply with the above requirements will
jeopardize graduation. Residents are encouraged to complete records on a daily basis to avoid ANY

delinquent charts.

Faculty/Faculty/Resident Business Meeting

Faculty/Resident business meetings occur monthly. This meeting is a forum for discussing items
concerning the residency program. Anyone may submit agenda items to the Chief Resident. This
meeting is mandatory for all House Staff except residents on out-of-town rotations, vacation, CME,
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Night Float, or the Emergency Room rotation. (For those in the ER, if you are scheduled for the day
shift, please make all efforts to attend.) This meeting is designed to improve the quality of the residency
program. Your input is needed and highly regarded and provides an opportunity to discuss items of
resident concern with the program leadership.

Education for Life
A principal objective of the Internal Medicine Residency Program is to foster life-long habits of critical
thinking and continuing education. The program requires that a written “Educational Plan for a Life in
Medicine” be presented to the Program Director by February 15" of the graduating year (or 4 % months
prior to the anticipated date of residency completion).
Such a plan should consider (but not be limited to) the following:
Keeping up with the medical literature
Employing the literature in patient care
The role of continuing medical education meetings
The role of specialty society meetings
Self-learning
Audiovisual material
Computerized material
Preparing for recertification exams

©NOU AW
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Internal Medicine Department
Leave Policy 2011-2012

1. General Guidelines

‘a.

The American Board of Internal Medicine requires all internal medicine trainees to
complete 33 months of training in order to be eligible for the internal medicine board
exam; thus, cumulative leave of more than 3 months (thirteen weeks) for any reason will
extend the period of training beyond the traditional 36 months.
Internal Medicine residents are allowed:
i. Three weeks (15 working days) vacation leave per academic year
ii. Five personal days total over the 3 year training period
iii. One week of Continuing Medical Education each academic year
iv. Up to one week of holiday leave in late December or early January depending on
patient care and scheduling demands (no additional leave time to be taken to
extend holiday leave).
No more than one week (5 weekdays) of leave may be scheduled during any rotation; if
vacation time is scheduled during the same month, the resident may not be away for more
than 5 weekdays during that month except in unusual circumstances that will be reviewed
by the Program Director on an individual basis.
In general, residents will not be approved for more than one away activity during a
rotation (vacation, conference leave, CME activity, etc.) as this often adversely affects
both the educational and patient care continuity of the rotation.

2. Vacation Leave

a.

oo

Three weeks (15 working days)/academic year; unused vacation leave cannot be utilized
in a subsequent academic year

Must be scheduled and all signatures obtained on the leave approval form by the
first day of the month prior to the month of the requested vacation

No more than 1 resident on the same rotation off unless special approval granted
Granted on a first-come, first-approved policy

No more than one week (5 working days) of scheduled leave during any one month
rotation

No leave for travel outside of the US will be approved during the last 2 months of a
currently valid non-resident visa until renewal has been obtained. The resident must also
adhere to 1(b) above.

For overseas travel, residents must understand the risk of travel delays and the potentlal
for lengthening the residency duration required to meet ABIM training requirements.

If a resident is delayed by more than 60 days from returning to his/her residency
assignments because of travel outside of the US, his/her status as a resident in the Internal
Medicine Residency of the UTCOMC may be terminated. Resumption of residency will
require reapplication for admission to the Internal Medlcme Residency Program and is
not guaranteed.

Residents MAY NOT schedule vacations during Inpatient Medicine, Night Float,
Critical Care, 2-week rotations, or the first week of the Emergency Medicine rotation.
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All vacation requested for the 1% week of a rotation month must have rotation
Attending’s approval signature obtained by resident before request will be considered.
Arrangements for appropriate continuation of patient care duties in his/her absence, if
needed, is the responsibility of the resident and must be approved by the program director
or associate program director.

3. Extended Vacation Leave

k.
1.

m.

4, Leave

Only available for PGY2 and PGY3 residents

Maximum of 3 weeks consecutively but resident must have sufficient unused vacation
time for that academic year

If 2 weeks are scheduled consecutively, they must be scheduled for the first 2 weeks or
last 2 weeks of a month. A 2-week rotation for the remainder of the month must be
scheduled. (Endocrine, Psychiatry, Allergy, Dermatology, Ambulatory, if available)
Must be scheduled by July 1 of the academic year for which the extended leave is being
requested

No leave for travel outside of the US will be approved during the final 60 days of a
currently valid non-resident visa until the visa has been approved.

For overseas travel, residents must understand the risk of travel delays and the potential
for lengthening the residency duration required to meet ABIM training requirements.

If a resident is delayed by more than 60 days from returning to his/her residency
assignments because of travel outside of the US, his/her status as a resident in the Internal
Medicine Residency of the UTCOM — Chattanooga Unit may be terminated. Resumption
of residency will require reapplication for admission to the Internal Medicine Residency
Program and is not guaranteed.

for Presentations at State and National Meetings

a.

b.

Approval contingent on ability to provide adequate patient care coverage as WeH as
academic considerations

If approved, the Dept of Med will provide residents with reimbursement

according to departmental guidelines for presentations at state or national meetings.

No more than one regional and one national meeting will be funded by the Dept of Med
during each academic year for a resident to present accepted submissions; however, -
residents may apply their own unused CME (Continuing Medical Education) funds to
attend additional meetings.

Requests for funding the presentation of a completed resident Research project which has
been accepted for presentation at a regional or national meeting after a resident has
already received departmental funding for a regional and a national meeting during that
academic year will be evaluated individually.

Once accepted for a national meeting, the same submission must not be resubmitted to
another regional or national meeting.

Arrangements for appropriate continuation of patient care duties in his/her absence is the
responsibility of the presenting resident and must be approved by the program director or
associate program director.
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5. Leave for Interview Dates
a. The Residency Program understands that invitations for fellowship interviews often

occur with little advanced notice and offer only a single or limited number of days to
interview. Employment interviewing typically offers more flexible scheduling.

b. As soon as an invitation for an interview is received, the resident must contact the
Program Coordinator, supervising attending, and UMA Clinic Nurse Manager as
continuity of patient care must be assured in order to be absent for interviewing.

c. Residents must have sufficient vacation and/or personal days available
for the expected dates of leave — no additional time away is granted for interviews; thus,
residents anticipating the need for fellowship and/or job interviews should schedule their
other leave periods accordingly.

d. A signed leave form must be returned to the Program Coordinator at least one Week prior
to the absence, if possible.

e. The resident is responsible for arranging coverage for patient care during his/her absence.
If necessary, the Program Director will assist with determining coverage assignments.

6. Sick Leave
Residents are allowed up to 21 paid sick leave days per year, if needed; however, these cannot be

carried over from year to year. The resident must provide a physician’s statement to return to
residency duties for periods of sick leave of 3 consecutive work days or longer. A resident will
not be paid for unused sick leave at the end of the year. The determination as to how the resident
will be required to make up time missed due to Sick Leave will be made by the Program
Director, in accordance with residency requirements and board certification requirements.

7. Personal Days
Five personal days will be granted over the 3 years. A resident usually may not use a personal

day on either a Monday or a Friday. Any exceptions to this must be cleared by the Program
Coordinator, Ms. Fuller. Personal Days cannot be taken on a clinic day. One week’s notice is
necessary. A form requesting a personal day must be signed by the attending physician and by the
Program Coordinator and then submitted to the Department of Medicine. The personal day leave
form will have a space for the resident to indicate which resident will cover for him or her when
patients call or in case of emergencies. That space must be signed by the resident who is
covering. PGY-1 residents can take a personal day while they are on In-Patient Medicine
rotations with approval by their attending and the Program Coordinator. PGY-2 and PGY-3
residents cannot take a personal day while on In-Patient Medicine rotations except in bona fide
emergencies. A resident may not take more than one personal day in a given month. If an
emergency occurs which does not allow a one-week notice, call the Program Director to discuss

the situation.

8. Educational (CME) Leave
Each resident is provided funds via the Graduate Medical Education Office and Erlanger for

reimbursement of expenses related to an external conference during each of the three years. The
goal of the conference is to update the resident in general Internal Medicine. The following must

be met:
1. The conference must be approved by the Program Director or Associate Program Director.
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2. At least six hours per day must be devoted to the conference.

3. The content must be devoted primarily to internal medicine or about procedures used by
general internists.

4. The conference must be in the United States “or be the national meeting of a US medical
society. (Example: national meeting of the Society of General Internal Medicine held in
Toronto, Canada in April 2007).”

Educational leave should be requested three months in advance of the trip. The same signatures
are required as for vacation leave and must be obtained by the first day of the month prior to the
month of the conference. The conference must be a full-day program and not one divided into
two to four lectures in the course of a day with the remainder devoted to recreational activities.
One-day additional travel time, either to or from the meeting, will be allowed. A total of five
weekdays off will be granted for conferences, including travel time. Travel plans, which include
completion of a University of Tennessee Authorization for Official Travel Form (T-18), should
be coordinated with the Program Coordinator at least one month in advance to secure optimal
travel rates.

9. Leave of Absence
Please refer to The University of Tennessee Health Science Center Personnel Policy #3355,

www.utmem.edu

10. Family Medical Leave
Please refer to The University of Tennessee Health Science Center Personnel Policy #338,

www.utmem.edu

11. Military Leave
Please refer to The University of Tennessee Chattanooga Unit On-Line Resident Handbook, “Leave

Policies for Residents” www.utcomchatt.org

12. Funeral/Bereavement Leave
Please refer to The University of Tennessee Chattanooga Unit On-Line “Resident Handbook, “Leave

Policies for Residents.” www.utcomchatt.org

Educational Conference Procedures

The Department of Medicine Staff will assist the resident with paperwork required for attendmg a
conference. The resident must obtain approval to attend the conference from the Program Director, prior
to the trip, by submitting a Travel Authorization form. Blank forms are kept in the Department Office.
A copy of the conferenice brochure should be submitted with this form. The resident should wait until
the conference is approved before making travel arrangements with the Program Coordinator. Residents
should discuss specific information about receipts, travel arrangements, allowable expenses, etc., with
the Program Coordinator, Ms. Fuller, prior to the trip. All travel is subject to the University of
Tennessee and Erlanger hospital policy and procedures and original receipts are required within 30 days
of the travel or expense. .

27




In addition, please notify the nurse clinic manager that you will be absent and verify that your clinic is
rescheduled if necessary. You should request and indicate which firm member or backup resident will

be covering for your outpatient and/or inpatient clinical duties.

Special Note About Reimbursement
Regarding reimbursement of books, PDA’s or other non-travel related educational expenses, the resident

must have already paid for the items prior to requesting reimbursement. Original receipts must be
submitted to the Department of Medicine staff within 30 days of the expense. Residents should allow
three weeks for processing from the time the request is received in the Graduate Medical Education
Office. Any unused educational reimbursement at the end of June cannot be carried over to the next
year. Reimbursement for educational conferences and materials is provided by the Graduate Medical
Education (GME) office and not by the Department of Internal Medicine.

Holidays
Except for those on inpatient assignments, residents may be granted the eight holidays observed by the

University depending on patient care requirements:
New Year's Day
Martin Luther King's Birthday
Good Friday
Memorial Day
Independence Day (July 4th)
Labor Day
Thanksgiving Day (2 days)
Christmas Day

Resident Selection
All applications for the residency program are given deliberate consideration. All applicants should

have passed Part I and II of the USMLE on their first attempt. The ERAS system should be used for
PGY-1 applications. Excellence in communication, teamwork, and interpersonal relationships are
required. The Department of Medicine follows University of Tennessee policies concerning
international medical graduate applicants. Preference will be given to residents who have successfully
passed the Clinical Skills exam.

Evaluation and Promotion of House Staff

House Staff will be evaluated on a monthly basis by attending physicians and peers. It is expected that
the attending will discuss goals and expectations with the House Staff on the initial day of the rotation.
Formal feedback should be given mid-month and again at the end of the rotation. The attending will
then complete an evaluation of the resident that assesses clinical skills and judgment, medical
knowledge, attitudes and behavior, communication and teamwork skills and clinical improvement from
day-to-day practice, and the ability to incorporate community and health system resources into patient
care. You should remind your attending to provide this feedback. Also, note that feedback should be
face to face. Please note that the end of rotation checklist specifically requires that you discuss goals and
objectives of the rotation with your attending upon starting the rotation. Residents are required to return
all evaluations by the 15™ of the month following the rotation. If you are unable to complete the
evaluations on time for any reason, you must contact your firm leader promptly.
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The Resident Evaluation Committee (consisting of the Committee Chair, Program Director and
Associate Program Director, and other key faculty members) meets during the year to review the
evaluations and, as a committee, decide on feedback that should be given to the resident.
Recommendations about promotion also are made by this committee. The Program Director meets with
each resident 2-3 times per year to review his/her individual evaluations and gives feedback as to how
the resident is progressing through the residency. The resident can also make an appointment to review
his or her faculty evaluations at any time. Only faculty evaluations are accessible to the resident for
review. Peer evaluations are not available to be reviewed by the resident. However, all peer evaluations
will be reviewed by the competency committee on a regular basis. The Program Director ultimately is
responsible for deciding if a resident has met the requirements for promotion to the next level and for

graduation.

Evaluation of the Faculty and Rotation

In order to maintain a high quality teaching program, all residents must evaluate faculty members. At
the end of each rotation, evaluation forms are sent electronically to residents to confidentially evaluate
the attending as well as the rotation. Feedback to the attending will occur once multiple evaluations
have been completed. The attending does not see individual evaluations and residents will not be
identified. The database will allow feedback to the individual attending on his or her performance, allow
comparison to other attendings in that division, and allow comparison among divisions. These
evaluations are an important tool for promotion, evaluations of attendings as teachers and lecturers, and
for determining attending physician assignments. Positive as well as negative comments are vital to give
us complete information. Residents must evaluate faculty on each rotation to receive credit for the
rotation. Appropriate evaluation should include specific objective information to support critical as well

as laudable comments.

Tips for Giving Feedback and Completing Evaluation

o Confirm that your motivation is to improve future performance
o Prepare with review of the language you will use

o Avoid using "you" or "your" to focus on the action rather than the individual
o Establish consensus on what the learner did well and identify areas for improvement
o Verify that the learner understands and agrees with the suggestions for improvement
o Negative feedback should be coupled with concern and/or praise for the person

o "Feedback Sandwich": Start with a positive aspect of performance, Then the negative
point, Closed with suggestions on how to improve

o Feedback should be timely and constructive with the goal if improving performance/
o The longer feedback is delayed the less effective it will be in changing behavior

e Focused on specific observable behavior

o Aim to avoid destroying an individuals self esteem and dignity
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o Give negative feedback in timely, privately, and confidentially

o View feedback as tool to improve to growth and further development of the individual
and improvement of the residency program

Program Evaluation
Each resident is also required to confidentially complete an overall program evaluation annually. An

aggregated summary of these evaluations (without individual identifiers) is provided to the Program
Director and is reviewed with residents and faculty at the annual program evaluation meeting. Each year
the ACGME residency survey should also be completed.

Procedures on Promotion and Dismissal of Residents Philosophy

The objective of our program is to help our residents achieve their maximum potential and to meet
ABIM requirements for academic advancement based on observed clinical performance. In so doing,
our program makes decisions for promotion separate from those for dismissal.

Promotion and Graduation
Residents must achieve competence in each content area required by the ABIM and ACGME. The

decision for promotion to the PGY-2 or 3-year or for graduation and recommendation to the ABIM for
examination is made by the Program Director by February of the third year. Attachment A lists the
annual requirements for promotion as well or successful completion of the Internal Medicine Residency.
Policy #46 Promotion of Residents, from the Graduate Medical Education Committee online handbook

provides additional information.

Performance Alert

Residents who are not meeting the performance requirements of the residency may be asked to meet
with a faculty committee and may be issued a PERFORMANCE ALERT. If the deficient performance
is not promptly remedied, the resident will enter the PERFORMANCE DEFICIENCY AND

REMEDIATION PROCESS (Attachment C).

Dismissal _ .
The Program Director can place a resident on leave at any time from the program for "cause"
(Attachment B) especially because of dereliction of professional responsibilities. The Chair must be
notified and a special meeting of the Evaluation Committee held to review the decision to determine if
termination is warranted. The Committee may overturn the determination of the Program Director. If
the determination is upheld, University due process procedure can still be followed by the former
resident. A resident can also be dismissed for academic reasons, but all efforts will be made to help the
resident successfully repeat the academic year, unless the Evaluation Committee determines that the
resident is not cooperating in the educational process. Attendance at required conferences, performance
of required procedures, completion of medical records, monthly evaluations, scholarly activities, and
professional behavior will be scrutinized closely to make this determination. Notwithstanding the
above, a resident will be dismissed from the program if he or she does not meet program requirements
after repeating one academic year. The Academic Appeals and Due Process Policy is found in the
Graduate Medical Education online handbook (Policy #6).

(Adopted by the Internal Medicine Residency, June 1999, Revised May 2006) .
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Monthly Board Review

Residents are expected to complete 60 board review questions per month in the topic area of their

rotation and submit to the department.

John Hopkins Ambulatory Curriculum

Ambulatory topics for self study will be assigned on a regular basis. Residents are expected to complete

all assignments.

Attachment A

Internal Medicine Residency Program Requirements for Prometion and Graduation

PGY1
4 Mini-CEX (required)
Procedures required (see ABIM guidelines)
Procedures suggested:
3 abdominal paracenteses
5 central lines
3 thoracenteses
5LPs
3 venal punctures
3 peripheral IV lines

. Clinics
36 weeks of continuity clinics
A total of 130 clinic sessions
Viewing CD/ROM on procedures .
6 patient care months
Successful completion of USMLE 2

Completed monthly rotation checklists and duty hours submlssmn

Completed evaluations
Biannual UMA
‘Mid and end month by attending
Monthly Peer
Monthly Faculty
Yearly Program Evaluation
Biannual Chief Resident
2) Biannual
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