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Preamble

1) This policy is in compliance with the following rules and regulations:

a) BAMC Bylaws

b) Army Regulations 40-48, 40-66, and 40-68

c) JCAHCO Standards MS 2.5, MS 6.9, MS 6.9.1

d) GME Trainee Supervision Policy, Brooke AMC

2) This policy is intended to apply to all physician residents and interns and PA residents or PA rotators (Basic Skills Course) and medical students performing patient care in the BAMC Department of Emergency Medicine and who are under the supervision and control of the faculty (attending) emergency physician or faculty EMPA.  

3) By design, this policy is drawn directly from the SAUSHEC EM Resident Manual, and as such, is intended to mirror the manual.

Responsibilities and Duties in the ED

1) Pre-shift responsibilities

a) The EM1 or R-1 should arrive in time to begin clinical duties at the time of shift change.  At BAMC, the EM1 should arrive early enough before board rounds to familiarize him/herself with the patients in the Observation Unit and their plans, and write a progress note on those patients. The EM1 report the findings to the faculty coming on shift.

b) The EM2 is responsible for arriving to the shift in sufficient time to completely inspect and correct deficiencies in the stocking of the airway carts before board rounds.

c) The EM3 should arrive in time to coordinate administrative aspects such as divert status, bed status, and general situational awareness in the ED.

d) Emergency Medicine Physician Assistant (EMPA) residents are responsible for general pre-shift duties as for an EM1 and  EM2. 

2) Shift Change

a) Shift change is an extremely important event in the ED. The shift begins and ends with board rounds. Board rounds should begin promptly at the change of shift.  It is the off-going and on-going senior resident’s responsibility to see that board rounds begin on time.

b) Board rounds serve two purposes.  (See board rounds template) First and foremost, it serves as the device by which off-going care provider transfer care of patients to oncoming providers. In its most basic form, this requires communicating 5 basic items: 1) who the patient is, 2) why they are here, 3) what you think their problem is, 4) what you have done in the workup and management, 5) what is left to be done including proposed disposition, if known. 

c) The other function of board rounds is education. Interesting cases, physical findings, test results, treatment options, etc. are discussed in a manner in which all can benefit and in which the general practice of emergency medicine is taught to residents, interns, and students. 

d) Duty is not complete until all patients currently in the ED, including those being evaluated by interns, medical students, and EMPA residents have been checked out to the on-coming residents.  The off-going resident should physically introduce the on-coming resident to all patients for which he/she will be responsible.  In addition, patients whose arrival to the ED is pending and administrative matters (e.g. lab malfunction, CT scan problems, ICU full, Divert status) should be relayed at the board.  A written annotation indicating to whom and at what time patient care responsibilities have been transferred and exactly what is left to be done should be made in the patients’ ED record.  The oncoming resident must write an accept note summarizing the case and pending items after he/she has reviewed the chart and history/physical.

3) Charting

a) Complete history and physical exam, diagnosis, impression with discussion of your medical decision making process, ED course, as well as time of arrival/discharge and any other pertinent information

b) Documentation of all laboratory and radiologic findings.

c) Complete the SF 513 (Consultation Form) if consultation was secured and ensure it is forwarded to the appropriate service.  Complete an electronic SF 513, if applicable.

d) Residents should never take the SF 558 (ED Treatment Record) away from the ED.

e) Generally, patients are not be given a copy of the SF 558 prior to discharge.  However, in some circumstances, such as a clinic follow-up, it is appropriate to make a photocopy of the chart and instruct the patient to hand carry it to the clinic physician providing the follow-up.

f) There is a dictation system at WHMC that allows ED charts to be dictated and returned for review and signature in a timely (generally before the end of the shift) manner.  All EM2 and EM3 residents are required to dictate their charts.  EM1 residents after their second ED block will dictate their charts.  A template has been developed to aid dictation.

g) Diagnosis and procedures should be documented on the SF 558. No abbreviations are to be utilized. List diagnosis by order of priority (most serious first). Symptoms may be preferred method of documenting the diagnoses, e.g. Acute Febrile Illness as opposed to streptococcal pharyngitis

4) Presenting patients

a) Medical Students

i) Will present their patient to the senior resident or faculty early on in their evaluation of the patient.  If the patient is, or potentially is, seriously ill the student should immediately present the patient to the senior or faculty.

ii) Medical students will discuss orders and review all lab and x-ray results with the faculty or senior.  Generally speaking, if the student presents the patient to the senior (or faculty) he/she should direct all further management questions, results, etc. to the senior (or faculty).  This allows the senior some autonomy in managing the department.  Students should clarify to whom they should present patients with the senior and faculty before the beginning of the shift.

b) EM1, R-1 and EMPA residents

i) Will present their patient to the senior resident or faculty early on in their evaluation of the patient.  If the patient is, or potentially is, seriously ill the EM1, R-1 and EMPA residents should immediately present the patient to the senior or faculty.

ii) Early in the year EM1s, R-1s  and EMPA residents should discuss orders and review all lab and x-ray results with the faculty or senior.  Generally speaking, if the EM1, R-1 or PA residents presents the patient to the senior (or faculty) he/she should direct all further management questions, results, etc. to the senior (or faculty).  This allows the senior some autonomy in managing the department.  EM1s , R-1s and PA residents should clarify to whom they should present patients with the senior and faculty before the beginning of the shift.

c) EM2 and EM3 Residents 

i) Do not need to formally present their uncomplicated patients to the senior resident or faculty physician, however, it is proper practice to keep them informed of the medical management in progress.  Complicated patients or potentially unstable patients should always be brought to the attention of the senior resident or faculty.

5) Co-signature 

a) All charts of patients seen by EM1s, rotating interns, and EMPAs must be reviewed and must have a note written by and signed by the senior or faculty prior to the patient’s disposition.  

b) All charts of patients seen by medical students must have a note written by the supervising resident or faculty after the SR/faculty has completed their own evaluation.  All student charts must be signed by faculty prior to the patient’s disposition.

c) All charts of patients seen by EMPA residents and PA rotators (Basic Skills Course) will be cosigned by either the supervising faculty EMPA or by the supervising senior resident or faculty physician.

d) All charts of patients seen by residents and students (all types)  will be reviewed by the faculty physician (see Chart reviews, below).  It is up to the discretion of the faculty to examine the patient.

e) All charts of patients being transferred or admitted must be co-signed by the faculty on duty prior to disposition.  It is the resident’s responsibility to present the chart to the faculty in a timely manner for their review and signature.

6) Chart reviews

a) The faculty on duty will review all resident charts.  The faculty may elect to point out deficiencies in your chart verbally or by written notes left in your box.  They may require action on your part such as recalling the patient for further evaluation or may be purely educational.  

b) Every attempt will be made by the faculty to provide this feedback while you are physically present in the ED, but this may not be possible due to patient volume, critically ill patients, etc.

7) It is the residents responsibility to notify the senior resident and faculty immediately:

a) Upon the arrival, by walk-in or ambulance, of any critically ill patients

b) Upon notification of any patient arriving by ambulance

c) Upon the arrival of any patient arriving from another clinic or location within the hospital

d) Upon the need for sedating or vasoactive medications

e) Of their interpretation of x-rays and EKG’s

f) Upon the need for and prior to consultations

g) Prior to calling the consultant for admission

h) Prior to any invasive procedures

i) Prior to transfer to another facility

j) Concerning any patient that refuses medical care or wishes to leave against medical advice

k) Concerning any patient that has an adverse reaction or complication of any medication administered or procedure performed in the ED

l) About all patients that are dissatisfied or disappointed in their ED treatment 

Progression of Responsibility

1) Medical Students

a) All patient encounters and significantly invasive procedures performed by medical students assigned to the ED will be supervised by the senior resident on duty or the faculty physician.

2) EM-1, EMPA residents and R-1 Rotating Interns

a) Provide patient care as directed by the faculty, or senior resident.  EM-1s, EMPA residents and R-1s have an affirmative responsibility to keep the Senior Resident and/or the faculty informed  immediately of all patient encounters described in section 7), above.

b) Manage the airway on selected resuscitations with direct faculty supervision during ED shifts from 0200-1000 daily.

c) EM-1s and R-1S will be the EP in charge of the ED Observation Unit (EDOU) at BAMC.  This duty entails arriving early to review the history and physical of the patients in the EDOU, learning the plan and what is left to be done, and assuring proper disposition of these patients.  The EM2 will also evaluate the patients should their condition change.  EMPA residents will not normally be responsible for the OU patients.

3) EM-2

a) The EM2 ED rotations are designed to allow progressive responsibility in the ED while under the guidance of the EM3 and/or ED faculty.  Triage, patient flow patterns, and disposition decisions will be emphasized. Additional emphasis will be placed upon multiple simultaneous patient evaluations and construction of the foundation of the supervisory/administrative aspects of managing an ED.

b) From the period 0200 to 1000 daily the EM2 assumes the role of the supervisory EM resident (“senior resident”)and is responsible for the overall functioning of the department. (See EM3 below)

c) Manage the airway for all resuscitations between 1000 and 0200.

d) Acting as a consultant to the rotating interns and EM1s for patients in the ED.

e) Keep the EM3 resident and/or faculty appraised of the clinical status of his/her patients and immediately bring administrative problems to the attention of the supervising EM3.  This mandates an intimate knowledge of patients waiting to be seen, as well as waiting times.

f) To act as second in command during resuscitations as supervised by the EM3, and manage the airways on resuscitations.

4) EM-3

a) The EM3 resident will be the individual responsible for the overall management of the entire ED operation.  This includes direct supervision and instruction of the more junior housestaff, medical students, EMTs and nursing personnel.  The EM3 resident will serve as the team leader during the initial evaluation and stabilization of all critically ill patients.  The ED faculty will physically witness and provide a critique of all major resuscitations performed in the ED.  Areas of critique include pre-code organization, management of resources, and maintenance of control and proper sequencing of therapeutic/diagnostic steps.  He/she will be ready to assume technical procedures if difficulty is encountered by more junior housestaff.

b) Function as the overall manager of the entire ED/UCC system and will be responsible for its complete operation.  The EM3 is expected to know the status of all patients in the ED at any time period.

c) Be responsible for the evaluation and disposition of all patients, and in all resuscitations will serve as the resuscitation leader.

d) Act as consultant to the more junior residents concerning medical and administrative questions, SOP policies, etc.

e) The EM3 will be the primary consultant for, and verify history and physical findings of, all junior housestaff unless otherwise agreed upon by the faculty and EM3 during the shift.  He/she will audit and discuss errors or charting techniques on all patient charts that he/she had the responsibility of staffing, and will sign and write a note on these charts.    

f) As resuscitation leader, direct the junior housestaff in procedures and maintain overall responsibility for the patient, and provide a written post resuscitation report and critique to all involved.

g) Ascertain that SOPs and administrative policy are carried out to include transfer of patients, ambulance, VIPs, etc.  The EM3 is responsible for patient complaints during the shift, and should investigate and report them to the faculty on duty.

h) Discuss all admissions first with the faculty and then with the admitting physician and approve movement of patients to the ward or unit.

i) Help coordinate all admissions through the respective service consultants and evaluate their stability for transfer to ICU or CCU.

j) Monitor patient volume and notify EM faculty when volume exceeds the capacity of providers available.

k) Ensure that care for all recalled patients is documented.

l) Above all, keep the faculty informed of all patients and events of significance.

Licensure and institutional permits

1) The DOD policy, as mandated by the U.S. Congress, states that all resident physicians will have a valid, unrestricted medical license (from any state) by the end of their second year (30 June) of post-graduate training.  All EM residents will be required to have an Institutional Permit issued by the state of Texas prior to rotating at non DOD institutions in the state of Texas.  Residents with a current medical license from Texas are exempt.  Residents are expected to maintain current institutional permits during the entire period of residency training.

2) EMPA residents will maintain NCCPA certification at all times.

Resident Evaluations

1) ED Resident Performance Evaluations

a) Each resident will periodically be assigned to have his/her performance formally evaluated by the faculty through the use of shift evaluation forms.  Residents should be evaluated several times by various faculty over the course of each ED rotation.  The goal is at least 5 randomly chosen formal shift evaluations per ED block. Faculty may also elect to complete a shift evaluation on any shift, and are encouraged to do so to document specific strengths or deficiencies noted in a resident’s performance.

b) During selected EM blocks the resident will meet with the Program Director and the Associate Residency Directors for a formalized periodic evaluation based on ED shift evaluations, outside rotation evaluations, test results, research progress, and lecture evaluations.  Each resident will have at least 4 summative evaluations per year.  A form is completed during each evaluation and maintained in the residents file.

c) During evening shifts at WHMC and selected day shifts at BAMC the EM1 will be the subject of a focused faculty shift evaluation.  There will be two faculty assigned to the shift and one of them will have the responsibility of personally supervising the EM1 and evaluating his/her performance.  The goal of the focused faculty shift evaluation is primarily educational.  The EM1 will have the opportunity to have a faculty available and dedicated to help him/her gather data effectively, and use that data to develop reasoned diagnostic and therapeutic plans.  In addition, it provides a means of closely monitoring the EM1’s progress.  The goal is to have each EM1 have 2 such shifts per ED block.

d) When a resident is on an off-service rotation, he/she is evaluated by that service and the evaluation is forwarded to the Program Director. (See enclosure)

e) After each procedure, each resident should ensure that the supervisory faculty completes a procedure evaluation form specific to the procedure performed.

f) PA Residents will be required to have 2-3 evaluations by SR or staff during there ED rotation

g) Off service rotations will have the same requirements as the Physicians (above)

2) Particularly important for off-service rotations, each resident will fill out an evaluation of the rotation he/she has just completed and turn in to the chief resident.  Historically, these evaluations have been instrumental in maximizing the EM residents learning experience and have led to changes in the curriculum.  

3) Twice yearly, residents are required to complete faculty evaluation forms.  This is a vitally important tool that the faculty and ED Department Chiefs can use to ensure each faculty is performing maximally.  There are multiple mechanisms in place ensuring that the forms remain anonymous.  These forms, however, should be completed in a professional and constructive manner.

Faculty

1) Responsibilities of supervision

a) All faculty must be available for consultation at all times when assigned duty in the ED.  Physical presence as appropriate is necessary to provide an opportunity for the direct observation of resident history, exam skills and timeliness of therapeutic interventions. 

b) Particularly in the EM1 or R-1, direct observation of their history and physical is often helpful in assessing their abilities and helping them improve patient care skills.  Time management and efficiency are two of the more difficult aspects of emergency medicine to teach.  It is vitally important that the faculty observe the residents actions while they are not with their patients to identify habits that are inefficient.

2) Evaluation of resident performance

a) Direct verbal feedback given to the resident in a constructive manner is perhaps the best teaching tool available to the faculty.  It should be accomplished as soon as possible while the resident still recalls the actions and/or thought processes and to correct any potential deleterious effects upon the patient.

b) Each faculty will submit written shift evaluation forms to the Program Director for each shift and resident for which an evaluation has been assigned.  Every effort should be made to discuss these evaluations with the resident.  Faculty may also submit additional shift evaluations when he/she desires or feels it is necessary.

c) Some incidents or actions may necessitate formal written notification of the event to the Program Director.  These notifications are at the discretion of the faculty member, but should be accomplished in a timely manner.

3) Each faculty member is responsible for auditing the charts that were completed during their assigned shift.  Chart audits are an important tool for evaluation and education of the residents and every opportunity to point out deficiencies in charting should be taken. Exceptionally well-written charts should be commented upon as well.  Constructive feedback to the resident can take the form of verbal discussion of the chart or written notifications of deficiencies.  There should be an explanation of why they are deficient as well as suggestions for improvement.

4) Each faculty member is responsible for supervising ED procedures.  Faculty may delegate direct supervision of the procedure to senior residents, but must remain aware that he/she is ultimately responsible for general supervision.

5) Each faculty member must be physically available for all resuscitations until the stability of the patient is ensured and all key procedures are completed.

6) Charts written by medical students must be reviewed and co-signed by the faculty even if the EM3 or EM2 was primarily providing the staffing support.  (see charting section earlier)

7) Chart of patients that are admitted or transferred (or are pending admission or transfer at the end of the faculty’s shift) must be reviewed and signed.

8) The faculty EMPA may serve as the supervisor of record for EMPA residents and PA rotators (Basic Skills Course).  the general principles of responsibilities of supervision , evaluation of performance, and proper administrative procedures apply.  The faculty EMPA will, when appropriate. consult the senior resident or faculty physician.  

