Interns and Residents-Welcome to the GW ICU

Please refer to our website: WWW.GWICU.COM before starting your rotation to familiarize yourself with the unit. You will find a lot of information, all of our forms and protocols and of course, the schedule. The password for everything on the website is DUCK
 ICU Attendings: 






ICU Fellows
   Dr. Seneff – Medical Director – Anesthesiology and Critical Care      Amir Nader -- Medicine

   Dr. Junker – Anesthesiology and Critical Care


Leah Meisterling-Anes
   Dr. Abell – Surgery and Critical Care



Lee-Llacer- Medicine

   Dr. Chawla – Nephrology and Critical Care 


Pelte –Med/Nephrology

   Dr. Jha – Pulmonary and Critical Care



   

   Dr. L Abell – Surgery and Critical Care


   Dr. J Honig – Anesthesia and Critical Care

   Dr. D Davison- Medicine and Critical Care

ICU PA’s: (X-6137)






Nurses:


Kayc Van Derhoof




Director – Barbara Jacobs

Beth Jones

Amy Vota





Charge Nurse: x 6130

Residents (X- 6126): surgery, anesthesia, medicine

Interns(X-6035): surg, med, anes,, 

 

ob/gyn, emed

* Gold Team (CCU) and CT surgery also admit patients to the unit that we do not follow. The P.A. and fellow will sometimes do a vent consult but the ICU residents are not involved.

Where to go on the 1st day – 5th Floor ICU, get a list, find out which patients are assigned to you by 

looking at the census. Copies are placed in the nursing station next to the copier. Introduce yourself to the 

other residents, someone should be able to spend a few minutes to get you started. The resident # is 6126 and the intern # is 6035. Please arrive at least 1 ½ hours before rounds – which start at 8am to have plenty 

of time.  Rounds start at 8:00 on the 5th Floor at the viewbox.  Be ready. Put your things in the call rooms- on the 4th and 5th floor. Intern call room is on 5th floor in nursing station next to supply room. Resident call room is on 4th floor, same spot.

Daily Progress Notes: 

You will be assigned patients and each one needs a daily note. There is a required pre-printed form at the nurse’s station. Refer to the previous day’s note. Each patient has 2 charts. Brown has nursing, medications and flow sheets. The data you report should be the previous 24H, verify dates. Drips will be on the flow sheet. Get laboratory data and culture results from the computer not flowsheet. If you do not know how to check pending labs – just ask.  Check CULTURES every morning. Document central line insertion dates and antibiotic day# for each antibiotic.  Gather 24H events from the orders, chart etc, but ask the post call team if you cannot figure it out. Carry the progress notes on rounds, once you have presented your patient, the attending will sign the note (practice varies by attending) and it should be placed in the chart. You will not necessarily see the same patients every day so it is ESSENTIAL to check the census every morning.

The plan should be written by systems: neuro, resp, CV, GI, F/E/N, renal, heme/ID, endoc – just write stable if there are no issues. You are allowed to be brief, but this is your chance to let us know what you are thinking on rounds.  It is also the only way anyone else will know our plan. 

Rounds: START at 8:00am.We start by looking at X-rays on the 5th floor  then start at room 577 and work down the hallway. So rounds can proceed efficiently the non-presenting interns should get charts and write orders. There is 1 presenter and 1 order writer for each patient. Everyone must listen carefully so we do not miss anything and everyone knows the plan. Eventually you will be caring for this patient in the middle of the night and need to know what is going on. Required studies and consults are called right away on rounds. Phone numbers are on the census or call the page operator. Every person needs to be willing to help out to keep us moving and get things done in a timely manner.

Post Rounds Signout: 5th Floor Fellow office, entire team. We run the list, highlighting anything that needs to get done, and any studies pending. Patients from the post call team are reassigned. You will be responsible for following up on things for these patients. The task list should be clear at rounds – if not ASK. This is also when procedures are assigned. Priority goes to residents, then interns, then students. Post call-team goes home - then enjoy lunch

Conferences: Tuesday, Thursdays, and  Friday at 8am in room 6118. Rounds will begin right after lecture at 9am. 

Afternoon Signout : Meet in 5th Floor Fellows office – Goal is 4-5:30 pm – but VARIES

Time will be spread via pagers and phones once activity is dying down, and people are finishing their work. The entire team must be present to start. Patients are reviewed and work for the evening established. Non-call team is dismissed. ICUPA service departs at exactly 6pm.

Procedures: You will never be asked to do a procedure you have not done before alone. There is always someone available to do the procedure with you. You MUST you tell someone if you do not feel confident doing something, or if you want to have supervision or even just an extra set of hands. We are all here to learn, and no one knows how to do everything. 

Procedure Notes: Pre-printed forms found in the nursing station. Please fill out the entire thing. More than one procedure can be put on the form if done together. List any complications. This includes the number of attempts, date, location – because this is our record for later of what happened and dates that lines went in.

On Call:  1 resident, 1 intern daily 

The ICUPA service carries the admission pager and sees patients from the PACU, floor, and ER during rounds. Once post rounds signout is complete, the pager is given to the On-call resident. The intern will NEVER carry the pager. Resident phone – x6126 and Intern phone x6035 should be carried by on call team after rounds. The on call resident and intern will see all ER and floor admissions. The remainder of the team will see patients in the PACU. The on call resident or fellow will send people to the PACU. Remember this is a team, and sometimes we need to be 10 places at once. The on-call resident will see all patients and then inform the fellow.

There is a Charge Nurse on every shift x6130, who assigns beds and needs to know about all admissions. Once you decide the patient needs a unit bed, call the charge nurse immediately. Give them an idea of the urgency, particularly with regard to patients on the floor. They will let you know what bed availability is… this depends on nurse staffing – not empty beds.

Every new patient needs an ICU Accept Note or Medical Database. If the ICU is the admitting service then patient needs a medical database. Any transfer from outside hospital, psychiatry or Rehab needs a medical database otherwise progress note paper is used.

Every patient needs orders. 

Patients from the PACU should usually have orders from the surgical service. You will be responsible for vent settings, ABG, CXR if indicated. You should also verify your agreement with their orders. Usually any orders you want to change should be run by the admitting service. Watch out for diabetics on D5. Communication is essential. Write a brief (1 page) pink progress note with a summary patient, reason for surgery, operative course, including EBL, UOP and most of all why they need ICU monitoring. Then include PMH, pertinent SH/FH. Physical exam, (do not take down dressings) labs, studies, etc. Be sure to know if any labs were sent from PACU that need following. A/P is systems based. Be sure to know what we are following for sign out.

ER Patients: You will admit almost all patients they call you about. Trauma or neurosurgery patients you only need to write a pink sheet similar to the PACU. The admitting service will usually tell you what they want, but you fill in the gaps. Medical patients are admitted to ICU as primary service. Your goal is to get sick people to the unit fast so we can take care of them. We do not want them to sit anywhere else. Anything you need from the ER you will need to ask for. When they are busy it can be a self serve place. If you want IV fluid for your patient – go get it. If they are too busy to get a blood gas – get it yourself. If there is no bed for a sick patient they can arrange for equipment for an art line, central lines can be placed, and antibiotics given – even if they gave different ones already. If you think an additional study is needed or they are too unstable to go for a study then tell them. The Pretending or Attending can be very helpful. If you think the patient does not need ICU admission – ask them what they are worried about – maybe you are missing something.

Sometimes the ER will call you without all the exact information, and that, while not optimal, is OK. Our goal is to take care of patients. Answer the pager as quickly as possible. Get essential information and go evaluate the patient. Gather all the information as the situation permits, then call the fellow.

Primary Attendings: Please attempt to contact the primary attending (if the patient has one) when admitting the patient. This is a courtesy to them, and keeps everyone happy. If it were your patient, you would want to know. If you are unable to inform them, pass on the task for the team to follow up.

Transfers out of ICU: Surgical / Trauma patients will usually go out to the admitting service, no transfer note is needed since the service is already following. Any medical patient that has been in ICU for more than 2 days needs a transfer note. Just a summary of care – not a novel. Mention pending labs, cultures, issues so they can be followed up. If your patient has been in the ICU for a while and anticipate transfer the next day… it is appropriate to start early, particularly if you know the patient well.

The Census:

Located on K drive of every computer in the hospital.

Each resident is responsible for updating cultures DAILY for their patients.

Each resident is responsible for updating the antibiotics DAILY on their patient.

Please put the Primary Care MD and/or surgeon on the Census

Patient distribution:  - never perfect

On call intern is responsible for updating list and assigning new patients

Continuity of care as possible.

Divide the patients evenly among residents and interns.

Residents should be assigned the sicker patients.

Students should not be assigned more than 2 ventilated patient unless they are uncomplicated. 

New patients should be assigned to the admitting team who should know them well.

PACU patients can be given to the person that admitted them.

Any patient admitted AFTER midnight does not need a note in the am – but you need to report the events since admit.

Interactions with other services:  Communication is very important. If any significant events occur overnight or during the day – the primary service needs to be informed

Interactions with Nurses: The nurses in the ICU are excellent. You will likely find that you have to earn their trust and respect. Names are on the board on each floor – learn them. If there are any problems with orders or the plan is unclear – the nurses will ask you. Please pause and think about it, and take the time to respond. It is important that we all are on board with the plan so things will get done. If you do not know find someone who does. 

Any orders that you want taken care of quickly, you will need to let the nurse know. The nurses will usually be there on rounds, but any other changes that are important they need to stay in the loop. This is particularly important if it involves trips or procedures or timely antibiotic administration. 

The nurses also work as a team and frequently help each other with sicker patients. If more help is needed there is always a resource nurse on each floor or the charge nurse at x6130 who can help. If there are any issues please contact the fellow.

Interactions with families: We are happy to have you talk with families but be sure that any information you give is accurate. If you are unsure of the plan or uncertain of the diagnosis – please get someone else to talk to them. The Fellow will speak to any family member. Do not be afraid to tell the families that you do not know, then get someone else involved.

Consult services: Only the ICU or primary team is allowed to write orders. Consult services are NOT. If you notice that someone else is writing orders – inform the fellow. If any service requests that you write orders or change things, please run it by the fellow first. This is important because the ICU is ultimately responsible for the patients care. If there are any labs to follow, changes that are made or procedures to be done we need to know about it. 

Deaths in the ICU: 

** The death packet MUST be filled out **

The physician section NEEDS to be filled out by the person pronouncing death = YOU.


Time of death recorded in progress notes

   If you feel comfortable doing it…


Family notified – do not forget to ask about autopsy so we can avoid repeat calls


Attending notified – please document once you talk to the fellow.


Autopsy ? – Ask the family


Call medical examiner if appropriate – LIST in packet.



ANY death from trauma, ICH or ETOH MUST be reported to medical examiner

Fellows / Attendings are responsible for signing death certificate and causes of death.

The intern or resident on for the day will usually be assigned the discharge summary. 

Just do all the discharges you are assigned.

Code Blue – ICU team attends all codes. If in ICU – the attending, fellow, or resident will be in charge – depending on who is in house. Call the fellow (if in house) resident and intern to be sure they are going. If no one else has taken charge – you do it. If someone else is already running it help out any way necessary. 

If on the floor – attendance will depend on time of day. There will always be a critical care nurse there to help you out. An anesthesiologist should arrive quickly. Eventually you will likely take the patient to the ICU so stick around. The Gold team carries the code pagers and they should attend every code. Bottom line – you run the code unless someone else is doing it and stay until it is done.  That said – the entire team does not need to attend the codes when they occur during rounds.

Schedules:  Please see website for specifics – click  SCHEDULES on the right side of the webpage.

Attendings change every Monday


Fellows change every Friday


Surgery – Residents: rotate for 3 calendar months
Interns: 1 month, by calendar month


Anesthesiology – Residents: rotate for 2 calendar months, interns for 1 month

Medicine, emed, OB – Residents and Interns: 4 week blocks, staggered by 1 week

     The on call schedule should be available a few weeks before the start of the rotation.

     No changes in call schedules are allowed to accommodate the 80 hour work week. 

     ICU Fellow nightfloat: every weeknight there will be a fellow in the hospital from 9pm-7am.

Days off: 

    Residents are q4. Any weekend day you are not on call or post call you have off. 

       Occasionally the surgical resident will be on vacation for 1 week, which will cause Q3 call temporarily. 

    .

Evaluations:

After 2 weeks on the ICU rotation - please contact the fellow for an evaluation.

