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The top tips for surviving residency
1) Laugh a lot. A sense of humour will keep you sane.
2) When you think this is the worse place on earth, just remember how hard it was to get in here

3) Ask if you don’t understand

4) Tape your ear pieces to your stethoscope. They frequently fall off and cost $7.50 a pair to replace

5) Understand that it takes time and confidence to become a patient advocate. Be polite, listen but don’t let anyone mess with your patients. (especially the peds surgery or ortho services)

6) Keep nurses happy, they can make or break your residency

7) Your senior resident is always right

8) When he/she is wrong go to no. 7

9) Use brain neurons sparingly. Develops a “filter” to strain out all the important facts and leave the rest behind

10) Stay positive. Real doctors don’t whine

11) Don’t give up on the tings you love just because you’re in residency. Keep balance in your life

12) Remember what life as an intern was like and make your interns’ life better

13) Smile and count to ten instead of choking someone who is an obstacle. You don’t have enough time to undo damage caused by fits of temper

14) Use your free time wisely. Don’t just sleep although it sounds tempting

15) Look at life through others’ eyes. You might be surprised by what you see 

16) Mentor the medical students or one of the interns

17) Keep smiling and shining, enjoy every minute of residency, and again remember no. 2, when you think this is the worse place on earth, just remember how hard it was to get in here and there are many others who will love to have what you have!!
Abeer Hassoun MD 

April 2000

Ordinary day routine

0600-0700

· Interns will review their patients

· Briefly get updates from the on-call intern

· Review the temperature and input and output folder

· Examine your patients

· Try to focus on the active problem

· Get pulse oximeters, peak flow meters

· Check for any labs on the computer

· Write briefly on your sign out sheet

· ICU patients

· Please come earlier

· Review your patients thoroughly

· Follow the format below to write progress note

· Examine thoroughly all systems (please don’t forget the back of your patients)

0700-0800

· Senior residents round

· Get a paper to write the scut list (even if you are post call)

· Present your patients including your management plan

· For new patients just follow the admission sheet

· For old patients use the following format

· Name, age, sex , day of hospitalization, diagnosis (e.g. “This is Winnie, 6-year-old boy, 5th day of hospitalization for status asthmaticus with moderate respiratory distress”)
· Be very pertinent for floor patients and thorough for ICU patients
0800-0900

· Tuesday and Thursdays teaching

· First Tuesdays of the month is house staff meeting

· Wednesdays – usually for cardiology sessions

· Firdays – board exam questions (twice a month)

· Bright future

0900-1000

· Senior residents will go for intake 
· Intern’s vital hour

· Check your admission note for completeness

· Check all labs

· Try to finish up the scut list 

· Start your progress note (usually not possible)

· Don’t forget PPD and signing the interdisciplinary forms

· Put all admission notes in the patients’ folder

1000-????

· Attending rounds

· Presentation is more or less similar to residents’ round presentation

· Try to know, how that specific attending would like you to present (some like detailed presentations, while others go for pertinent hx and physical)

· Bring the order book with you and write any changes, during the rounds
· While one intern presents, the other one (especially the on-call one) writes the scut list

· Factors determining the duration and quality of attending rounds

· The attending – you can’t do anything about it

· The intern 

· Completeness of presentation

· Attendings like flow charts and graphs

· Try to have a smooth flow and clarity in your presentations

· Present your plan of action

· Brief summary from current literature

· Don’t forget the burn ICU

· Rounds usually finish around 1200 (these days rounds finish around 1100)

1200 (after attending rounds)

· Discuss the scut list

· Usually starts with the post-call intern

· Write any new orders in the order book

· Distribute the patients of the clinic and post-call intern

· Try to finish your scut list before going to clinic at 1330

· Have your lunch

1330-1630

· Finish up your scut work (ask for help if you’re overwhelmed, senior residents are there to help)

· Write your progress note

· Interns not on call will take any admissions during this time

1630-1700

· Sign out to the on-call intern/resident

· A clinic intern/resident might come late, for sign out

Mesfin Woldesenbet, MD

June 2000

Progress Note
A – General rules

· Make sure you have patient’s name and chart #

· Write date and time for each progress note & day of hospitalization

· Sign and stamp your name at the end of each progress note

· You can use one of the three methods to write your notes

B – Simple method

· Use this method when patient has very limited problems
· Format:

· Patient’s name, chart #

· Date

· Time 

· DOH (Day of hospitalization)

· Age and sex (e.g. 6 year old boy)

· Dx: list all the problems

· Sx: symptoms experienced by patient or observed by relatives or nurses

· Rx: current medications including IV fluids

· P/E 
· HR, RR, T (T max), BP

· SaO2, peak flow

· HEENT

· Chest – air entry, rales, wheeze

· CVS – S1 & S2, murmur

· Abd – soft, organomegaly, bowel sounds

· Skin - rash

· CNS – alert, active

· Ass – improving or stable, deteriorating

· Plan

· D/C of start any medication

· IV – medlock or reduce

· Review later/discharge plan

· MD, signature (stamp your name)

C – Progress note by system

· Use this method when each system is significantly involved
· Very useful method for ICU patients

· Format:

· Patient’s name, chart #

· Date

· Time 

· DOH (Day of hospitalization)

· Age and sex (e.g. 6 year old boy)

· Dx: list all the problems (if long, mention the pertinent and current problems)

· Last 24 hours – any significant events, e.g. developed fever – CBC & blood culture sent

· Sx – any symptoms observed or experienced

· Respiratory

· Ventilator settings, oxygen (%) or room air

· Resp rate, pulse ox meter (range over 24 hrs)

· Blood gas – pH/pCO2/pO2/HCO3/BE

· CXR

· CVS

· BP & HR – last 24 hrs

· Inotropes used – dopamine, dobutamine, etc.

· ECHO & EKG

· Central line

· FEN

· All I&O for 24 hrs and last 8 hrs

· All inputs

· IV (+lytes) – e.g. D51/3NS+KCL – 10meq/L

· PO, NG, NT – specific feeding schedule

· Total as – ml/kg/day or # of maintenance
· Calculate caloric intake, especially in small infants

· All outputs

· Urine as ml/kg/hr

· UA – specific gravity

· Stool – guiac (occult blood)

· Other – e.g. gastric aspirate

· Chem 7 Na/K Cl/HCO3 BUN/Creat Glucose/Calcium

· ID

· Antibiotics – dose, frequency, route, day of administration, serum level

· T max (maximum temperature over last 24 hrs)

· Cultures – results of pending

· Hematology/CBC

· WBC/Hb/Hct/Plt MCV, RBC

· Calculate the Mensier index in anemic patients = MCV/RBC

· Transfusion or iron treatment

· CNS

· Sedatives or anti convulsants – dose, frequency, route & serum levels

· EEG, CT scan, MRI results

· Symptoms – seizure frequency

· Neurology consult – Dr. Chiriboga every Thursday

· Other systems and consults as necessary

· Physical exam – you can do it separately with each system

· Assessment – improved/stable/deteriorating

· Plan – could be written at the end or with each system

· MD, signature, (stamp your name)

D – Progress note by problem

· Useful method when patient has multiple, unrelated problems

· Format:

· Patient’s name, chart #

· Date

· Time 

· DOH (Day of hospitalization)

· Age and sex (e.g. 6 year old boy)

· Problems: (example)

· 1. Status asthmaticus

· IV solumedrol – 1mg/kg q6hr

· Albuterol neb q4h

· Sx – subjectively feels better

· R – 28-36/min, SaO2 – 95-97% in room air

· P/E 

· No retractions

· Good air entry

· Scattered wheezing

· Ass – improved

· Plan – change to PO prednisone

· 2. Gastroenteritis

· PO pedialyte ad lib

· D5 1/3NS + KCL 10 meq/L at 1/2 maintenance

· Sx: no vomiting – more formed stool – improved appetite

· P/E

· Wt – 16.5kg (up by 500 grams), HR 82-96

· T – 97-99F

· Moist mucous membranes

· Abd – soft, non-tender, active bowel sounds

· Ass – resolving GE

· Plan 

· D/C IV fluids

· Encourage food intake

· 3. Tinea capitis

· Griseofulvin 10mg/kg/day – day 18

· Clotrimazole – QID

· Sx – not itchy

· P/E – scaly scalp lesion (much improved)

· Ass – improved

· Plan  - continue treatment

· Physical exam (no need to repeat)

· Overall assessment

· General plan – e.g. review later for possible discharge

· MD, signature, (stamp your name)

Mesfin Woldesenbet, MD
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Management of Sickle Cell Disease and its complications
Definition – Sickle cell dsease (SCD) is a group of genetic disorders characterized by production of hemoglobin S (HbS), anemia, acute and chronic tissue damage secondary to blockage of blood flow produced by abnormally shaped RBCs. The genetic abnormality is a single point mutation in the B-chain of Hb, where glutamic acid substituted by valine.
Variants

1. Sickle cell anemia (HbSS) – 1:375 live born African-Americans

2. HbSC disease – 1:835 live born African Americans

3. Hb Sickle B-thalassemia – 1:1667 live born African-Americans

4. Sickle cell trait 

· Produce normal and abnormal globin chain, with predominance of HbA

· Normal RBC morphology

· Do not sickle except under adverse conditions 

· May experience gross hematuria but no other major complications

Prophylaxis

· Penicillin prophylaxis 

· Start from 2 months of age to beyond 5 years

· 2 month to 3 years

· Pen VK – 125mg PO, BID, or

· Erythromycin 20mg/kg/day PO divided BID

· 3 years to 5 years

· Pen VK 250mg PO BID, or

· Erythromycin 20mg/kg/day PO divided BID

· Pneumococcal vaccine – at 2 years and 5 years of age
· All patients should receive the usual childhood immunizations
Febrile events
· Temp of >38.5 (101F) deserves immediate investigation

· Review of medical history

· Careful physical examination

· Blood for CBC and retic

· Blood cultures

· Most patient should be admitted

· Start IV antibiotics until cultures are negative x 72 hrs

· Cefotaxime – 100-200mg/kg/day, q6-8hr, or

· Ceftriaxone – 70-75mg/kg/day, q12-24hr, +/-

· Vancomycin if penicillin resistant organisms suspected

Splenic sequestration

· Common in younger children (<2 years of age)
· Characterized by trapping of RBC in the spleen
· Can result in shock and death
· Sx
· Fatigue, lethargy, irritability
· Fever, abdominal pain, respiratory changes 
· P/E
· Pallor, without icterus, massive splenomegaly
· Decreased capillary refill, tachypnea, tachycardia
· +/- signs of congestive heart failure
· Change in mental status 
· Lab
· Hb – decreased
· Retics – increased 
· Rx 
· correction of hypovolemia 
· normal saline or ringer’s lactate

· transfusion or packed RBC
· after stabilization, follow the steps below

· 1st – observation after caretakers are taught how to palpate the spleen

· 2nd – hypertransfusion

· 3rd – splenectomy if the above measure fail

Aplastic episodes

· Results from transient cessation of erythropoesis and concomitant drop in Hb

· Trigger – viral infections, especially Parvovirus B19

· Prodromal sx – 2-4 weeks with fever, malaise, URI symptoms
· Presenting sx – fatigue, lethargy, irritability, fever, respiratory changes

· P/E 

· Pallor without icterus, tachycardia, tachypnea

· +/- signs of congestive heart failure

· Change in mental status

· No splenomegaly

· Lab 

· Hb – decrease

· Retics – decrease

· Rx 

· Supportive – hydration, PRBC transfusion

· If sibs with SCD – check for aplastic episodes

· Recurrence never reported

Priapism
· It is a sustained and painful erection

· Sickling and obstruction of venous draininage in the corpora-cavernosa

· Pathophysiology remains unclear

· Follows sexual intercourse, masturbation and alcohol ingestion

· May follow spontaneous nocturnal erection. Typically around 4 am or awakening from sleep

· Rx

· Analgesics (Demerol, morphine)

· IV hydration

· Oxygen

· +/- exchange transfusion

· If no response with above Rx for 24-48 hours, consult surgery

· Aspiration of corpora-cavernosa

· Caverno-spongiosum shunt

· Complication – recurrence leading to fibrosis and impotency

Vaso-occlusive crises (including hand-foot syndrome)
· Sx – pain, swelling or hand and fot
· Lab – non-specific, do CBC and retics

· Rx 

· hydration – IV fluid

· 1 maintenance or less depending on PO intake

· Analgesics

· Demerol (meperidine)

· 1 to 1.5mg/kg/dose, IV/IM, q4h

· Max of 100mg/dose

· Morphine 

· 0.1 to 0.2mg/kg/dose IM/IV/SQ, q2-4hrs

· Patient controlled analgesia (PCA) preferable 
· Anxiolytic

· Vistaril (hydroxyzine) 

· 0.5-1 mg/kg/dose IM q4h

· Potentiate the effects of Demerol

· Over hydration and judicious use of analgesics predisposes patient to the development of acute chest syndrome

Acute chest syndrome (ACS)
· Common cause of mortality in children with SCD
· Definition 

· Fever, cough, chest pain

· A new infiltrate on CXR

· Rx

· Antibiotics 

· Cefotaxime

· against encapsulated organisms

· 100-200mg/kg/day divided q6-8hrs

· Erythromycin or azithromycin

· Vs. mycoplasma or Chlamydia pneumonia

· Supportive 
· Encourage mobility

· Incentive spirometry

· Bronchodilators

· Chest PT

· Hydration

· <1 maintenance depending on PO intake

· Oxygen – keep saturation > 95%

· Demerol or morphine – avoid them if possible

· Exchange blood transfusion

· Severe or progressive pulmonary symptoms

· Worsening CXR

Stroke (cerebral vasculopathy)

· Characterized by sudden onset of weakness, seizures, aphasia, drooling, severe headache

· Diagnosis

· Physical exam

· CT scan of brain

· Rx 

· initial stabilization

· urgent exchange transfusion

· aim to reduce HbS to < 30%

· maintain Hb concentration of 10-11 gm/dl

· Chronic transfusion therapy

· Exchange blood transfusion – q4-6 weeks

· Aim to maintain HbS 30-35%

References
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Fluid and Electrolyte Management in Dehydration due to Gastroenteritis
History
· Duration

· Frequency of symptoms

· Character of stool (bloody, mucoid, colour)

· Recent weight if known (to assess degree of dehydration)

· Associated symptoms – vomiting, fever, mental status, urine output

Physical

	Signs
	Mild
	Moderate
	Severe

	Weight loss infant
	5%
	10%
	15%

	Weight loss child
	3%
	6%
	9%

	Dry mucous membranes
	+/-
	+
	+

	Decrease skin turgor
	-
	+/-
	+

	Depressed anterior fontanelle
	-
	+
	+

	Sunken eyes
	-
	+
	+

	Tears when crying
	+
	+/-
	-

	Mental status
	Consolable
	Irritable
	Lethargic

	Skin to touch
	Normal 
	Dry 
	Clammy

	Tachycardia
	-
	+
	+

	Prolonged capillary refill
	-
	+/-
	+

	Hypothermia
	-
	/-
	+

	Urine volume
	Small
	Oligouric
	Anuric


Laboratory

	
	Mild
	Moderate
	Severe

	Urine specific gravity
	< 1020
	> 1030
	> 1035

	BUN
	Normal
	Elevated
	Very high

	Blood pH
	7.30-7.40
	7.00-7.30
	<7.10


*In hypernatremic dehydration circulatory volume is well preserved

Electrolyte composition of body fluids

	Electrolyte
	Intracellular fluid
	Extracellular fluid

	Na
	20
	140

	K
	150
	4


Sodium composition of IV fluids

· 3% saline
= 513meq/L

· 0.9% NS 
= 154 meq/L

· 1/2 NS

= 77 meq/L

· 1/4 NS

= 34 meq/L

Management

· General

· “Pre-illness weight” = (Present weight)/(100-%dehydration)x100

· E.g. 9kg boy with 10% dehydration

· Pre-illness weight = 9/(100-10)x100 = 10kg

· “Fluid therapy” = maintenance + deficit + on-going losses

· % of fluid loss from ICF vs. ECF depend on duration of illness

· < 3 days – 80& ECF vs.  20% ICF fluid loss

· > 3 days – 60% ECF vs. 40% ICF fluid loss

· Emergency management

· Shock of symptomatic dehydration

· 0.9% saline or Ringer’s lactate – 20cc/kg over 30 minutes

· Seizure caused by hyponatremic dehydration

· 3% saline over 60 minutes

· Maintenance fluid – Holliday Sugar method

· 1st 10kg 

= 100cc/kg/day

· 2nd 10kg

= 50cc/kg/day

· Kg above 20kg 
= 20cc/kg/day

· E.g. 8 yr old with 25kg body weight

· 1st 10kg = 100x 10 = 1000cc/day

· 2nd 10kg = 50x10 = 500cc/day

· >20kg = 20x5 = 100cc/day

· Total = 1600cc/day = 65cc/hr

· Increase fluid by 12% for each 1 degree Celsius over 37.8

· Increase fluid by 7% for each 1 degree Fahrenheit over 100

· Maintenance electrolytes

· Na = 3-4 meq/100cc water

· K = 2-3 meq/100cc water

· Isonatremic dehydration (Na = 130-140 meq/L)

· 1 – calculate the “pre-illness weight”

· 2– calculate the “maintenance fluid”

· 3– calculate the “fluid deficit” – 2 ways

· First method – based on pre-illness weight

· Fluid deficit (litres) = pre-illness wt – illness wt

· % dehydration  

· (pre-illness wt-illness wt)/(pre-illness wt) x 100

· E.g. pre-illness wit 7kg, illness wt 6.3kg

· Fluid deficit = 7.0-6.3 = 0.7L = 700 ml

· % dehydration = (7.0-6.3)/6.3 x 100 = 10% dehydration

· Second method – based on clinical exam, as mild, moderate or severe 

· Refer to preceding table to determine % of dehydration

Table estimating fluid deficit based on %dehydration

	
	Mild
	Moderate
	Severe

	Infants
	5% = 50cc/kg
	10% = 100cc/kg
	15% = 150cc/kg

	Older child
	3% = 30cc/kg
	6% = 60cc/kg
	9% = 90cc/kg


· 4 – calculate the “total fluid requirement”

· = maintenance fluid + fluid deficit

· Remember to subtract any boluses

· 1st 8 hours = 1/3 maintenance + 1/2 deficit

· 2nd 16 hours = 2/3 maintenance +1/2 deficit

· 5 – calculate the “maintenance electrolytes”

· 6 – calculate the “electrolyte deficit”

· % of fluid loss from ICF & ECF depends on duration of illness

· If symptoms < 3 days, fluid deficit will be 80% ECF and 20% ECF

· If symptoms > 3 days, fluid deficit will be 60% ECF and 40% ICF

· Na+ deficit = fluid deficit x 140 x % of fluid loss from ECF

· K+ deficit x 150 x % of fluid loss from ECF

· 7 – calculate the “Total electrolyte requirement”

· = maintenance electrolytes + electrolyte deficit 

· Remember to subtract any boluses 

· 1st 8 hours = 1/3 maintenance + ½ deficit

· 2nd 16 hours = 2/3 maintenance + ½ deficit
· Hyponatremic dehydration (Na+ < 130 meq/L)

· 1 – calculate the pre-illness weight as above

· 2 – calculate the maintenance fluid as above

· 3 – calculate the fluid deficit as above
· 4 – calculate the total fluid requirement as above

· 1st 8 hours – 1/3 maintenance + ½ deficit

· 2nd 16 hours 2/3 maintenance + ½ deficit

· 5- calculate the maintenance electrolytes as above

· 6 – calculate the sodium deficit

· Na+ deficit (as isonatremic dehydration) x weight x 0.4

· * 0.4 is the distribution factor for Na+

· 7 – calculate the total electrolytes requirement

· = maintenance + deficit

· Remember to subtract any boluses 

· 1st 8 hours = 1/3 maintenance + ½ deficit

· 2nd 16 hours = 2/3 maintenance + ½ deficit

· * rate of Na rise should not exceed > 2-4 meq/L over 4 hours or 20 meq/L over 24 hour period
· Hypernatremic dehydration 

· 1 – calculate the pre-illness weight as above

· 2 – calculate the maintenance fluid as above

· 3 – calculate the fluid deficit as above

· 4 – calculate the free water and solute fluid deficit

· Free water deficit

· = 4cc x weight x (present Na+ - desired Na+ concentration)

· Solute fluid deficit

· = fluid deficit – free water deficit

· 5 - calculate the total fluid requirement

· 1st 24 hrs = 24 hr maintenance + ½ free water deficit + solute fluid deficit

· * deficit has to be corrected slowly over 48 hrs

· 6 - calculate the maintenance electrolytes as above

· 7 – calculate the electrolyte deficit
· Na+ deficit

·  = solute fluid deficit x ECF Na+ concentration x % fluid loss from ECF
· K+ deficit

· = solute fluid deficit x ECF K+ concentration x % fluid loss from ECF
· 8 - calculate the total electrolytes requirement

· = maintenance electrolytes + electrolyte deficit 

· To be given over 24 hrs

· Ongoing losses 

· Should be calculated

· May need to be replaced every 6-8 hours in some patients

Dr. M. Kenol
June 2000
Urinary tract infection
Prevalence/incidence
