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OVERVIEW OF THE PL-1 YEAR 
The internship year provides you with a foundation of knowledge and practical experience. This is accomplished by making you the primary physician in many care settings, by establishing basic skills and refining them with practice and feedback. You should be intellectually curious, sensitive and caring in the care of patients, and should be an organized, effective care provider. You should communicate well with families and staff, and behave in an ethical, honest and culturally sensitive fashion. 
OVERALL EDUCATIONAL GOALS AND OBJECTIVES FOR THE PL-1 YEAR
PATIENT CARE 

· Become proficient in oral presentation and physical examination skills.

· Learn how to recognize the acutely ill patient and correctly distinguish them from those with lesser illnesses.

· Learn the details of direct patient management in the inpatient and outpatient settings by functioning as the patient’s primary physician in all settings.

· Learn proficiency with common pediatric procedures
· Develop competence in managing common, uncomplicated pediatric illnesses
· Procedure forms must be maintained to demonstrate competency as you become proficient in the different required procedures. You should enter each procedure you perform on a weekly basis directly into the ACGME procedure database at www.acgme.org/residentdatacollection (please see procedure guidelines on geocities.com for further information and blank procedure documentation forms).
· You will be required to fill out admission cards for every patient admitted to the inpatient floor. Please ask your senior resident and chief resident for further assistance with this. 

MEDICAL KNOWLEDGE 

· Demonstrate an active adult-oriented sense of learning as shown in your participation in teaching conferences (scheduled talks and attending rounds). The expectation is that you will NOT BE ABSENT OR LATE FROM MORE THEN 3 DAILY RESIDENT CONFERENCES PER MONTH THAT YOU ARE ELIGIBLE TO ATTEND (realizing that when you are post-call, doing evening shifts in the ED and rotating at an outside hospital that you are excused from lecture) 
· Teach the medical students in an enthusiastic and effective manner on a regular basis. 
· Utilize the departmental/hospital/on-line library as sources to supplement your knowledge base

· Use the results of your in-service training exam to recognize deficiencies in your knowledge base and to study to improve these areas of knowledge (Minimum score 45%)
· Complete certification in USMLE Step 3 (if not done previously).
· Primary reading source should be a primary pediatric text, such as Rudolph’s or Nelson’s in order to mater basic pathophysiology
INTERPERSONAL SKILLS AND COMMUNICATIONS 

· Demonstrate good interpersonal interactions with medical students, peers, staff, patients and their families. Work as a team player, listening to all members of the health care team. 

· Communicate with parents on at least a daily basis, discussing the child's progress, and management plans. 

PROFESSIONALISM 
The department embraces the 2007 AAP Committee on Bioethics report as the guiding document on professionalism for the faculty and residents (posted on geocities): 

Fallat M, Glover J and the Committee on Bioethics. Professionalism in Pediatrics: Statement of Principles. Pediatrics. 2007 Oct;120(4):895-7.

Patient care related:
· Demonstrate respect, compassion and integrity in your interactions with patients, their families and staff. 

· Demonstrate commitment to ethical principles pertaining to provision or withholding of care, confidentiality of patient information, and informed consent. 

· Demonstrate sensitivity and responsiveness to our diverse patient population, including diversity in gender, age, culture, race, religion, disabilities and sexual orientation.
Administrative:

· You will ALWAYS have a functioning beeper that is on and with you during assigned work hours, when on call and when on back-up call. You will PROMPTLY answer pages within 15 minutes of receiving them. If you are performing a procedure, etc and are unable to get to a phone, please have a colleague answer the page for you. If you fail to respond within 15 minutes, and multiple pages are required, then the chief resident and/or faculty involved will be instructed to complete an Early Warning Card, which will become part of your resident file and considered during your bi-annual residency program evaluations. Additionally, you will be assigned an extra call as penalty. If your beeper number changes, you must notify all residents, faculty and the residency program immediately by email. 
· You are required to check your Columbia email at least once a day for important updates and requests. If your primary email is not Cubmail, then you must arrange to forward your cubmail messages to your primary email. 
· Any paper work or documentation requested of you by the residency Program Coordinator or residency program office must be completed within one week of the request unless otherwise stated. Additionally, any documentation or other paperwork that you submit to the residency Program Coordinator or residency program office for completion will have a one week turnaround time. 
· You will be present and participate in all residency and rotation requirements/assignments/clinical duties unless you are sick or excused. 
· If you are unprepared for assignments/lectures you will receive an early warning evaluation and be assigned an additional project to perform.
· If you are found to be absent from assigned clinical duties that you were not previously excused from, your residency will be extended or you will loose vacation time to compensate. This stands for all rotations at Harlem (including electives), CHONY and MSKCC. 
· Requests for an excused absence should be made by email to the Chief Resident and the Associate Program Director. For excused absences on your continuity clinic day, you must additionally contact Dr Silvera and your preceptor directly so that arrangements can be made for your scheduled patients.
· Every resident will be given the day of their birthday off to rest and celebrate. This day must be taken on your birthday, and can not be taken at any other time.
· Acceptable reasons for an excused absence include visa appointments, USMLE step 3 examinations, interviews, etc. Each resident will be given 4 duty-free days for interviews. If you need additional interview days, you will need to arrange your own coverage with your peers.
· You may only take vacation time during your scheduled vacation – i.e. we are unable to grant you three day weekends, etc during scheduled rotations.
· If you are sick and unable to come to work, please contact the chief resident as early as possible so that coverage can be arranged. You are also required to email or leave a voice message for the Associate Director for record keeping. If you are sick on your continuity clinic day, you must additionally contact Dr Silvera and your preceptor directly so that arrangements can be made for your scheduled patients.  Please understand that when you are absent, someone will be pulled from another experience to cover for you, so if you have an excessive number of sick days you will be asked to speak further with the Associate Program Director. 
· Attendance at the daily resident conferences is mandatory, realizing that when you are post-call, doing evening shifts in the ED and rotating at an outside hospital that you are excused from lecture. The expectation is that you will not be ABSENT or LATE from more then 3 resident conferences per month that you are eligible to attend. If you are more then 15 minutes late for conference, you will be marked as absent. More then 3 absences will result in the assignment of an additional presentation at morbidity & mortality, chief of service or daily conference during the next month and possibly an extra call. 

· There is a departmental policy on interpersonal conflict resolution (see the www.geocities/harlempeds.com) to address difficulties at the resident-resident level, resident-faculty level and faculty-resident level. The goal of the policy is to have smaller issues resolved at the individual level rather then being unnecessarily escalated to higher levels, while providing guidelines for appropriate resolution of larger conflicts. 
PRACTICE BASED LEARNING AND IMPROVEMENT 

· Use feedback from your senior residents to improve your written admission and daily notes, and to improve your skills at presenting patients concisely yet completely. Both these endeavors will help organize your patient care and make you a more effective provider. 

· Use the techniques of evidence based medicine to help in decision making. Learn these skills by participation in Journal Club, Chief of Service rounds, conferences and Grand Rounds presentations. 
· Begin thinking about and planning for your PL-2 electives
SYSTEM-BASED PRACTICE 

· Practice cost-effective health care and resource allocation that does not compromise quality of care. 

· Advocate for patients through the complexity of the health care system by working closely with other members of the health care team including nursing and social work. 

· Understand the health care beliefs of the community and the particular health care risk of the population we care for, and effectively engage the family in behaviors beneficial for the long-term health of the child. 

EVALUATION 

Your senior residents and attendings should give immediate verbal feedback as often as possible, with summative feedback at the midpoint and end of your rotations. In addition, you will be evaluated at the end of each rotation in writing via MyEvaluations.com. These evaluations are based on the competencies listed above. Depending on the rotation, you may be evaluated by some combination of an attending, a resident colleague, a student, nursing staff or other team member and/or a patient or parent. During some rotations, faculty attendings will directly observe you interviewing, examining and/or counseling a patient, followed by immediate verbal feedback and an electronic, written evaluation. Additionally, during some rotations, attendings will randomly review your admission notes for content and completeness and complete an electronic, written evaluation. The evaluations completed by attending faculty will be open, and you will be aware of who wrote the evaluation. In contrast, any evaluations of you completed by fellow residents, nursing staff, other team members or patients will be confidential. At the end of each rotation, you will confidentially evaluate your senior residents, attendings and overall rotation experience. The residents/ faculty member will not be aware of which resident has provided feedback. 
Faculty members may also evaluate “critical incidents” involving you (both positive and negative) that will be recorded after feedback through Commendation Cards or Early Warning Cards.

Twice annually, you will meet with the program director, associate program director or departmental director to review your evaluations and how well you are meeting the competencies, participating in scholarly activity, completing procedure logs & ILP’s (individualized learning plan) and progressing in career planning. Once annually, all residents will individually and anonymously evaluate the overall program.
Your in-service examination scores, which are meant to be a guide to recognize any deficiencies in your knowledge base in preparation for the Pediatric Board Certifying exam, will be a part of your permanent folder. If you answer less then 45% of the questions correctly on the in-service exam, you will be expected to set-up a study plan with your mentor. All residents are expected to actively participate in the board review classes.

Additionally, the American Board of Pediatrics (ABP) requires residency programs to annually rate each resident’s performance in the area of clinical competence (as satisfactory, marginal or unsatisfactory) and professionalism (as satisfactory or unsatisfactory) based on performance and evaluations. If a resident’s performance rating is satisfactory in both areas, the ABP will give credit for the year evaluated. Marginal evaluations in clinical competence require a period of remediation with subsequent improvement in performance to receive credit for the year. Unsatisfactory evaluations in either clinical competence or professionalism will require the resident to repeat the year of training. 
Marginal or unsatisfactory ratings of clinical competence and/or professionalism on the ABP annual resident evaluation is not allowed for the PL-3 or final year of training. A resident must receive satisfactory evaluations in all components of competence in order to receive credit for the final year and graduate. 
Additionally, actions resulting in extension of residency training are part of your official record, and are required to be reported to licensing and credentialing agencies and on verification of training requests submitted to the residency program prior to and after completion of your training. 
THE MENTOR SYSTEM

You will be assigned a faculty mentor. The mentor system provides each resident with a designated faculty member who is responsible for guiding, assisting and supporting the resident. Overall, the mentor is to act as an advocate for the resident, offering support and guidance and keeping a watchful eye for problems. You may change your mentor during the first three months if you feel there is a faculty member who better fits your career goals. 

The mentor and assigned resident should meet a minimum of twice a year. These meetings should be initiated and scheduled by the resident.

· At least twice a year (before 10/15 and 3/15), the mentor and resident should:

· Review the resident’s evaluations (the mentor has the ability to review ALL of the mentee’s evaluations on myevaluations.com).

· Electronically review, discuss, update and sign the resident’s Individualized Learning Plan (ILP)

· Discuss and review career planning

· If interested in research, provide guidance and help create a liaison with a research mentor.
· Complete a mentor-mentee meeting documentation form and submit this to the residency office
· As needed, the mentor and resident should:

· Discuss all critical incidents (especially positive or negative behaviors) involving the mentee as they arise, including any resident evaluation containing a rating of 2 (below expected for level of training). 

· Discuss any personal or professional concerns that may interfere with a resident’s performance and/or sense of well-being.

· The mentor is responsible, as needed, for reporting to the PGME committee on the resident’s performance should remediation be necessary the evaluation process.

PROMOTION POLICIES 

Criteria for failure to be promoted to the next year of training include: 

· Persistent failure to meet expectations in any of the six core competencies set by the ACGME on written evaluations or other unsolicited feedback, that remain uncorrected after initial remedial action has been implemented. 

    Remedial action for deficiencies is provided, as needed, through: 

· Written action plan/guidelines for remediation adopted/developed on an individual basis 

· Direct supervision by faculty mentor assigned to monitor progress in remediation 

· Additional and/or repeat rotations (which may extend the period of residency training beyond 3 years)
· Outside services, such as language assistance or counseling

Please make sure to regularly review the department’s policies and procedure, especially those relating to mandated duty hours. 

ROTATIONS

	Pediatric Inpatient floor: 
	2.5 months

	Night float
	1 month

	Emergency Department: 
	1-1.5 months

	General Pediatric Clinic: 
	2-2.5 months

	Newborn Nursery: 
	1.5 month

	NICU: 
	1.5 month

	Community Pediatrics: 
	1 month

	Pediatric Surgery:
	1 month

	Continuity Clinic:
	Weekly



PEDIATRIC INPATIENT FLOOR (PL-1)
INTRODUCTION
The inpatient pediatric rotation provides experience in managing the care of pediatric patients with a variety of different illnesses. It requires a proficient and compassionate physician with a sharp clinical acumen. Residents will develop the ability to recognize common and not-so-common conditions, to assess and reassess children over the course of their hospitalization, and to identify those at risk of deterioration. Interns will be the primary physician for his/her own group of patients and must efficiently facilitate their course through the hospital. 

During your PGY-I inpatient months, teamwork will be crucial and the intern’s ability to work on a team effectively will be tested in many ways. It is imperative that the intern become familiar with the important issues for every patient covered by their team. By doing so, the team's ability to provide care will not be compromised when one team member is not available, or when transitioning from the day to night team. 
Second, the intern will work with other health care professionals in the hospital - nursing, social work, housekeeping and faculty. Residents should develop the ability to interact with these health care professionals in a way which will maximize their productivity and, therefore, maximize the overall care provided by the team. 
Third, the intern will play a leadership role for the medical students on the team. The intern will be expected to delegate appropriate tasks, to act as a role model, and to create an educational environment. If done well, these medical students will have an excellent educational experience and contribute to the patient care provided by the team. The leadership skills the intern develops will serve them well to handle more responsibility and leadership roles throughout residency. 
Finally, the intern will represent their team whenever they communicate with patients, families and all members of the staff. The intern should always act in a professional and respectful manner. 
GOALS AND OBJECTIVES...

PATIENT CARE
GOAL: Provide family-centered patient care that is development- and age-appropriate, compassionate, and effective for the treatment of health problems and the promotion of health.

· Competently care for patients with routine pediatric problems admitted to the inpatient floor. 
· Perform an accurate, complete and age-appropriate history and physical examination for each new inpatient admission.
· Obtain an interval history and focused physical examination on each day of hospitalization following admission.

· Demonstrate good organizational skills in presentation of patients during morning rounds, in attending rounds, and in charting. All presentations should include the intern’s own impression and plan for patient management. 

· Initiate resuscitation of patients when indicated and continue resuscitation efforts until a more experienced resident or attending physician arrives to lead the resuscitation. Participate in periodic mock codes on the ward to practice resuscitation procedures.

· Recognize the need for intensive care in patients admitted to the Pediatric Ward who have undergone clinical deterioration. Manage these patients appropriately on the ward while transfer to the Intensive Care Unit is being arranged.

· Provide sensitive support to patients with acute and chronic illnesses and to their families, and arrange for ongoing support and preventive services at discharge.

GOAL: Use a logical and appropriate clinical approach to the care of hospitalized patients, applying principles of evidence-based decision-making and problem-solving, demonstrating: 

· Careful data collection and synthesis 

· Appropriate, accurate and complete orders for vital signs, I & Os, medications, nutrition, activity that are written clearly and accurately after discussion with the supervisory resident and attending physician.

· Generate a differential diagnosis and treatment plan on each new admission in consultation with the supervisory resident.
· Well thought-out daily care plans 

· Good clinical judgment and decision-making 

· Careful discharge plans (orders, patient education, follow-up) 

· Complete daily work in a timely fashion

GOAL: Understand how to use physiologic monitoring and special technology in the general inpatient setting, including issues specific to care of the chronically ill child. 

· Demonstrate understanding of the monitoring techniques and special treatments commonly used in the inpatient setting, by being able to: 

· Discuss indications, contraindications and complications. 

· Demonstrate proper use of technique for children of varying ages. 

· Determine which patients need continuous monitoring or special monitoring (e.g., neurological checks). 

· Interpret and respond appropriately to results of monitoring based on method used, age and clinical situation.

· Use appropriate monitoring techniques in the inpatient setting. 

· Monitoring of temperature, blood pressure, heart rate, respirations 

· Cardiac monitoring 

· Pulse oximetry

· Use appropriately the treatments and techniques used in the inpatient setting. 

· Universal precautions 

· Nasogastric tube placement 

· Administration of nebulized medication 

· Injury, wound and burn care 

· Oxygen delivery systems 

· I.V. fluids 

· I.V. pharmacotherapy (antibiotics, antiepileptics, etc.) 

· Transfusion therapy 

· Demonstrate the skills for assessing and managing pain. 

· Use age-appropriate pain scales in assessment. 

· Describe indications for use and side effects of common narcotic and non-narcotic analgesics. 

· Administer medications to control pain in appropriate dose, frequency and route. 

· Describe indications for and use of behavioral techniques and supportive care, and other non-pharmacologic methods of pain control.

· Describe key issues in the inpatient and home management of the technology-dependent child with the following care needs: 

· Tracheostomy 

· Chronic parenteral nutrition (HAL) 

· Gastrostomy tube for feedings 

· Permanent central venous catheter

· Recognize normal and abnormal findings at tracheostomy, gastrostomy, or central venous catheter sites, and demonstrate appropriate intervention or referral for problems encountered.

GOAL: Utilize common diagnostic tests and imaging studies appropriately in the inpatient setting. 

· Demonstrate an understanding of the common diagnostic tests and imaging studies used in the inpatient setting, by being able to: 

· Explain the indications for and limitations of each study.

· Know or be able to locate age-appropriate normal ranges (lab studies).

· Apply knowledge of diagnostic test properties, including the use of sensitivity, specificity, positive predictive value, negative predictive value, false-positive and negative results, likelihood ratios, and receiver operating characteristic curves, to assess the utility of tests in various clinical settings.

· Recognize cost and utilization issues.

· Interpret test results in the context of the specific patient.

· Discuss therapeutic options for correction of abnormalities.

· Use common laboratory studies when indicated for patients in the inpatient setting. 

· CBC with differential, platelet count, RBC indices 

· Blood chemistries: electrolytes, glucose, calcium, magnesium, phosphate

· Renal function tests

· Tests of hepatic function (PT, albumin) and damage (liver enzymes, bilirubin)

· Serologic tests for infection (e.g., hepatitis, HIV) 

· C-reactive protein, erythrocyte sedimentation rate 

· Therapeutic drug concentrations

· Coagulation studies 

· Arterial, capillary, and venous blood gases 

· Detection of bacterial, viral, and fungal pathogens 

· Urinalysis 

· Cerebrospinal fluid analysis 

· Gram stain 

· Stool studies 

· Other fluid studies (e.g. pleural fluid, joint fluid)

· Electrocardiogram 

· Use common imaging or radiographic studies when indicated for patients on the inpatient unit. 

· Plain radiographs of the chest, extremities, abdomen, skull, sinuses 

· Other imaging techniques such as CT, MRI, angiography, ultrasound, nuclear scans, contrast studies (interpretation not expected) 

· Echocardiogram 

MEDICAL KNOWLEDGE

GOAL: Understand the scope of established and evolving biomedical, clinical, epidemiological and social-behavioral knowledge needed by a pediatrician.

· Demonstrate the ability to acquire, critically interpret and apply this knowledge in patient care. 

· Demonstrate a commitment to acquiring the base of knowledge needed to care for children in the inpatient setting.
GOAL: Evaluate and manage common signs and symptoms associated with acute illness and hospitalization. 
· Evaluate and manage, with consultation if indicated, patients with signs and symptoms that commonly present to the Inpatient Unit: 

· General: acute life-threatening event (ALTE), constitutional symptoms, hypothermia, excessive crying, failure to thrive, fatigue, fever without localizing signs, hypothermia, weight loss 

· Cardiorespiratory: apnea, chest pain, cough, cyanosis, dyspnea, heart murmur, hemoptysis, hypertension, hypotension, inadequate respiratory effort, rhythm disturbance, shock, shortness of breath, stridor, syncope, tachypnea, respiratory failure, wheezing 

· Dermatologic: ecchymoses, edema, petechiae, purpura, rashes, urticaria 

· EENT: acute visual changes, conjunctival injection, edema, epistaxis, hoarseness, nasal discharge, stridor, trauma 

· Endocrine: heat/cold intolerance, polydipsia, polyuria 

· GI/Nutrition/Fluids: abdominal masses or distention, abdominal pain, ascites, dehydration, diarrhea, dysphagia, hematemesis, inadequate intake, jaundice, melena, rectal bleeding, regurgitation, vomiting 

· Genitourinary/Renal: change in urine color, dysuria, edema, hematuria, oliguria, scrotal mass or edema 

· GYN: abnormal vaginal bleeding, pelvic pain, vaginal discharge 

· Hematologic/Oncologic: abnormal bleeding, bruising, hepatosplenomegaly, lymphadenopathy, masses, pallor 

· Musculoskeletal: arthritis/arthralgia, bone and soft tissue trauma, limb pain, limp 

· Neurologic: ataxia, coma, delirium, diplopia, headache, hypotonia, head trauma, lethargy, seizure, vertigo, weakness 

· Psychiatric/Psychosocial: acute psychosis, child abuse or neglect, conversion symptoms, depression, suicide attempt
GOAL: Recognize and manage common childhood conditions presenting to the Inpatient Unit. 

· Evaluate and manage, with consultation as indicated, patients with conditions that commonly present to the Inpatient Unit (examples below). 

· General: failure to thrive, fever of unknown origin 

· Allergy/Immunology: acute drug allergies/reactions, anaphylaxis, immunodeficiencies, recurrent pneumonia, serum sickness, severe angioedema 

· Cardiovascular: bacterial endocarditis, cardiomyopathy, congenital heart disease, congestive heart failure, Kawasaki disease, myocarditis, rheumatic fever 

· Endocrine: diabetes (including diabetic ketoacidosis), electrolyte disturbances secondary to underlying endocrine disease 

· GI/Nutrition: appendicitis, bleeding, cholangitis, complications of inflammatory bowel disease, cystic fibrosis, gastroenteritis (with/without dehydration), gastroesophageal reflux, hepatic dysfunction, bowel obstruction, pancreatitis, severe malnutrition and failure to thrive. 

· GU/Renal: electrolyte and acid-base disturbances, glomerulonephritis, hemolytic-uremic syndrome, nephrotic syndrome, urinary tract infection/pyelonephritis 

· Gynecologic: genital trauma, pelvic inflammatory disease, sexual assault 

· Hematologic/Oncologic: abdominal and mediastinal mass, common malignancies, fever and neutropenia, thrombocytopenia, ITP, severe anemia, coagulopathy, tumor lysis syndrome, vaso-occlusive crises and other complications of sickle cell disease 

· Infectious Disease: cellulitis (including periorbital and orbital), cervical adenitis, dental abscess with complications, encephalitis, HIV, infections in immunocompromised hosts, laryngotracheobronchitis, late presentation of congenital infections (CMV, syphilis, tuberculosis, abscesses), line infection, meningitis (bacterial or viral), osteomyelitis, pneumonia (viral or bacterial), sepsis/bacteremia (including newborns), septic arthritis, tuberculosis 

· Pharmacology/Toxicology: common drug poisoning or overdose, dose adjustment for special conditions or serum drug levels 

· Neurology: acute neurologic conditions (acute cerebellar ataxia, Guillain Barre syndrome, movement disorders), developmental delay with acute medical conditions, seizures, shunt infections 

· Respiratory: airway obstruction, asthma exacerbation, bacterial tracheitis, bronchiolitis, croup, cystic fibrosis, epiglottitis, apnea, cystic fibrosis 

· Rheumatologic: Henoch Schonlein purpura (HSP), juvenile rheumatoid arthritis (JRA), systemic lupus erythematosus (SLE) 

· Surgery: pre- and post-op consultation and evaluation of surgical patients (general, ENT, orthopedics, urology, neurosurgical, etc.), special needs of technology-dependent children (blocked trachea, gastric tube dysfunction) 

PROFESSIONALISM

GOAL:   Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.
· Demonstrate personal accountability to the well being of patients (e.g., following-up on lab results, writing comprehensive notes, and seeking answers to patient care questions).

· Demonstrate a commitment to professional behavior in interactions with staff and professional colleagues.

· Adhere to ethical and legal principles, and sensitivity to diversity while providing care in the inpatient setting.

· Serve as a role model of professionalism for student doctors
· Dress appropriately at all times while at work, including complying with the hospital scrub policy. 
· Demonstrate truthfulness and integrity in all aspects of patient care.
INTERPERSONAL AND COMMUNICATION SKILLS
GOAL: Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.
· Introduce themselves to patients, parents and other healthcare providers with name and title

· Communicate with parents at least once a day, addressing parent questions and explaining the child's progress, management and discharge plans. 

· Demonstrate good interpersonal interactions with medical students, peers, staff, patients and their families. 

· Work as a team player, and listen thoughtfully to all members of the health care team. 

· Participate and communicate effectively as part of an interdisciplinary team, as both the primary provider and the consulting pediatrician (e.g., patient presentations, sign-out rounds, communication with consultants and primary care physicians of hospitalized patients). 

· Develop effective strategies for teaching students, colleagues, other professionals and laypersons. 

· Maintain accurate, legible, timely and legally appropriate medical records.
· Complete and accurate admission notes on all new patients
· Concise, up to date daily progress notes on all patients 
· The night intern, with the assistance of the night senior, will complete discharge summaries (including printing prescriptions) for all patients anticipated to leave the next day. On the day of discharge, the day intern will edit this discharge note and prescriptions as needed and write the discharge order
· Write off-service summaries/progress notes for each patient on the last day of the rotation
PRACTICE BASED LEARNING
GOAL: Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate and improve one's patient care practice.
· Rigorously assess what is done in the care and management of every patient
· Know and/or access medical information efficiently, evaluate it critically, and apply it to inpatient care appropriately.
· Critically read the current literature and make changes in clinical care as new, valid information is known.
· Use scientific methods and evidence to investigate, evaluate and improve one's patient care practice in the inpatient setting.

· Identify personal learning needs, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills.
· Actively look for professional role models and learn from their manners, their attitudes and styles of interaction.
· Respect every member of the team as a potential teacher. 
SYSTEMS BASED PRACTICE

GOAL:   Understand how to practice high-quality health care and advocate for patients within the context of the health care system.
· Identify key aspects of health care systems, cost control, billing and reimbursement in the hospital inpatient setting. 

· Advocate for and assist patients in negotiating the complexities of the health care system. Look for issues that may hinder optimal well-being for the child in and out of the hospital (economic, social, or knowledge barriers that may hamper compliance with their recommendations), and look to the seniors and support staff (nursing and social work) to help them negotiate these difficult situations.
· Understand the health care beliefs of the community and the particular health care risks of the population we are caring for. 
· Take steps to avoid medical errors by recognizing the limits of one's knowledge and expertise

· Work with the health care team to recognize and address systems errors.
GOAL: Incorporate considerations of cost awareness and risk-benefit analysis in patient and/or population-based care as appropriate.

· When providing care in the inpatient setting, consider cost and resource allocation without compromising quality of care. 
· Understand the underlying principle for why some antibiotics require ID approval (preventing overuse of certain antibiotics to reduce the development of antimicrobial resistance):

· Those medications requiring ID prior approval will flash a red warning when you order them on Vista. From 12 midnight to 8 A.M., you will be unable to obtain ID prior approval and one dose will be allowed to be given. HOWEVER, you must sign out the ID approval to the day team.
METHODOLOGY 

      CLINCAL EXPERIENCE 

As in most branches of medicine, patient care and case based reading will be the cornerstones of the resident’s education. It is the intern’s responsibility to further his/her medical knowledge by reading about their patients, participating actively in teaching conferences, and asking questions. Over the course of the intern year, they should develop a good understanding of the common conditions requiring admission to the hospital. 
The inpatient ward teams are composed of a bi-monthly rotating pediatric faculty attending physician (who supervises the general service) and a full-time intensivist (who supervises the step-up unit), one senior resident, one intern and rotating students (either medical students from Columbia University and/or physician assistant students from CUNY).  The PL-1 residents assigned to the wards admit an average of twelve to fourteen patients a week and care for an average of six to ten patients daily. They are the primary physician for the patients, with the upper level resident acting as the daytime supervisor. 
Morning sign out rounds are from 7:00-7:30AM and evening sign out rounds are from 6:00-6:30PM. On-call supervision is provided by the night float senior resident.  Attending rounds occur seven days a week, and generally start at 9AM. These teaching sessions provide an excellent opportunity for the resident to interact with the attending physicians and to gain perspective on how various pediatric illnesses are managed.  Attendings are available (either in house or by beeper/cell phone) 24 hours a day, seven days a week.

      DIDACTIC EXPERIENCE

Attending teaching rounds take place on the inpatient services daily between 9:00am and 11:00 am

Resident conference – conferences provided by various faculty members or invited lecturers are held daily from 12-1PM in the MLK 4th floor conference room (or 8-9AM if required due to scheduling). 
Thursday morning  conferences – grand rounds occurs twice a month and morbidity and mortality rounds once a month from 8-9AM in room 6-101.
      RESOURCES

All interns should obtain Nelson’s/Rudolph’s Textbook of Pediatrics, and should become familiar with the online sources available through your AAP membership, Harlem Hospital Center (Up to Date, patient education guides, micromedex and drug education guides) and Columbia University (WBC on-line pediatric curriculum and learning guide, e-journals, e-databases). 

EVALUATION 
Resident
Residents will receive verbal, mid-rotation feedback on their performance from the rotating inpatient attending and intensivist. Residents are encouraged to solicit ongoing feedback on their performance throughout the rotation.  Residents will receive a written, electronic final evaluation of their performance based on the six core competencies at the completion of the rotation. Both the rotating inpatient attending and intensivist will complete a separate evaluation and review the evaluation with the resident at the completion of the rotation.  

There will be on-going assessment during the rotation of his/her case presentations and direct observation of history-taking, physical examination, procedures and interactions with the patient and family.  At least once, the intern will be directly observed obtaining a history, performing a physical exam and/or providing counseling and will receive immediate verbal feedback in addition to a written, electronic assessment of the directly observed session from the rotating inpatient attending.  Additionally, each intern will be observed in an individual mock code setting and receive immediate verbal feedback on critical reasoning and resuscitation technique, in addition to a written electronic assessment of the directly observed  mock code from the intensivist.

Additionally, there will be on-going assessment during the rotation of written chart documentation. Each intern will receive a written, electronic evaluation of a randomly selected admission note from the rotating inpatient attending. 

360 Evaluation

Interns will complete anonymous evaluations of their senior residents, and likewise receive anonymous evaluations from their senior residents on performance during the inpatient rotation based on the six core competencies.

Interns will receive an anonymous, composite evaluation from 
the general inpatient floor nursing staff in the following competencies: patient care, professionalism, Interpersonal and communication skills, practice-based learning and systems based practice. 

Interns will receive anonymous evaluations from rotating students on the inpatient service in the following competencies: 
medical knowledge, professionalism, attendance and availability and teaching skills.

Lastly, anonymous feedback will be collected from patients and families regarding an intern’s professionalism and interpersonal and communication skills.

Attending

The intern will complete anonymous written evaluations of the rotating inpatient attending and intensivist at the completion of the inpatient rotation. 

Rotation   

The resident will be asked to provide constructive written feedback on the four week experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.
Procedures
Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences). This includes competency in the performance of procedures including indications, contraindications, implications, obtaining informed consent and addressing any pain associated with the procedure:
· basic and advanced life support 

· endotracheal intubation  

· placement of intravenous lines 

· arterial puncture 

· venipuncture 

· umbilical artery and vein catheterization 

· lumbar puncture

· bladder catheterization 

· gynecologic evaluation of prepubertal and postpubertal females
· wound care and suturing of lacerations
· subcutaneous, intradermal, and intramuscular injections

· developmental screening test 

· procedural sedation 

· pain management

· reduction/splinting of simple dislocations/fractures

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· simple removal of foreign bodies (e.g., from ears or nose); 

· inhalation medications; 

· incision and drainage of superficial abscesses; 

· chest tube placement

· thoracentesis
NIGHT FLOAT - INPATIENT FLOOR
INTRODUCTION...

Night float offers many unique learning and professional development opportunities. Night float is not about “babysitting” until morning. This is an opportunity for you to learn to independently diagnose, manage and treat patients newly admitted to the hospital, in addition to continuing the care of those previously admitted. The floor attending and intensivist are always available by phone or to come in if necessary, but you and the senior resident should strive to maximize the patient management and do additional reading if needed before calling for input. The day team and attending will rely on you and your senior to accurately assess and manage patients. 
COMPETENCY BASED GOALS & OBJECTIVES... 

PATIENT CARE
See inpatient patient care goals & objectives
MEDICAL KNOWLEDGE 

See inpatient medical knowledge care goals & objectives 
PROFESSIONALISM 

GOAL:   Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.
· Focus on time management and prioritization of tasks to ensure that you leave post-call by 7:30AM daily.

· Demonstrate personal accountability to the well being of patients (e.g., following-up on lab results and seeking answers to patient care questions).

· Demonstrate a commitment to professional behavior in interactions with staff and professional colleagues.

· Adhere to ethical and legal principles, and sensitivity to diversity while providing care in the inpatient setting.

· Dress appropriately at all times while at work, including complying with the hospital scrub policy. 

· Demonstrate truthfulness and integrity in all aspects of patient care.

INTERPERSONAL AND COMMUNICATION SKILLS

GOAL: Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.
· Maintain accurate, legible, timely and legally appropriate medical records. 

· PL-1 residents will write an admission note on every new patient 

· Ensure optimal patient care by succinctly and accurately presenting information to the day team during sign-out rounds

· Write clear and organized admission orders to ensure accuracy and comprehensive patient care.

PRACTICE BASED LEARNING & IMPROVEMENT 
GOAL: Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate and improve one's patient care practice.
· Rigorously assess what is done in the care and management of every patient
· Practice evidence-based medicine principles and searches in order to learn how to access medical information efficiently, evaluate it critically, and apply it to inpatient care appropriately.
· Use scientific methods and evidence to investigate, evaluate and improve one's patient care practice in the inpatient setting.
· Identify personal learning needs, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills.
SYSTEMS-BASED PRACTICE 
GOAL:   Understand how to practice high-quality health care and advocate for patients within the context of the health care system.
· Become proficient in functioning in the hospital at night without the full range of support systems available during the day.

· Understand the health care beliefs of the community and the particular health care risks of the population we are caring for. 

· Take steps to avoid medical errors by recognizing the limits of one's knowledge and expertise

· Work with the health care team to recognize and address systems errors.

GOAL: Incorporate considerations of cost awareness and risk-benefit analysis in patient and/or population-based care as appropriate.

· When providing care in the inpatient setting, consider cost and resource allocation without compromising quality of care. 

· Understand the underlying principle for why some antibiotics require ID approval (preventing overuse of certain antibiotics to reduce the development of antimicrobial resistance):

· Those medications requiring ID prior approval will flash a red warning when you order them on Vista. From 12 midnight to 8 A.M., you will be unable to obtain ID prior approval and one dose will be allowed to be given. HOWEVER, you must sign out the ID approval to the day team.
METHODOLOGY... 

CLINCAL EXPERIENCE & RESOURCES 
See Inpatient Floor section 
EVALUATION... 
Residents

There will be on-going assessment during the rotation of written chart documentation. You will receive a written, electronic evaluation of a randomly selected admission note from both the inpatient floor attending and the intensivist. 

360 Evaluation

Interns will complete anonymous, electronic evaluations of the senior resident, and likewise receive anonymous, electronic evaluations from their senior on performance during the night float rotation based on the six core competencies.  Senior residents should meet with the intern midway and then at the end of the rotation to solicit feedback on how the rotation has gone. 
Rotation   

The resident will be asked to provide constructive written feedback on the four week experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.
Procedures

Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences). This includes competency in the performance of procedures including indications, contraindications, complications, obtaining informed consent and addressing any pain associated with the procedure:
· basic and advanced life support 

· endotracheal intubation
· placement of intravenous lines 

· arterial puncture 

· venipuncture 

· umbilical artery and vein catheterization 

· lumbar puncture

· bladder catheterization 

· gynecologic evaluation of prepubertal and postpubertal females

· wound care and suturing of lacerations

· subcutaneous, intradermal, and intramuscular injections 

· developmental screening test 

· procedural sedation 

· pain management 
· reduction/splinting of simple dislocations/fractures

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· simple removal of foreign bodies (e.g., from ears or nose); 

· inhalation medications; 

· incision and drainage of superficial abscesses; 

· chest tube placement

· thoracentesis
EMERGENCY DEPARTMENT (PL-1)
INTRODUCTION... 

In the Emergency Medicine rotation, residents develop skills that allow them to assess and manage emergent, urgent and routine pediatric disease. They will become skillful in properly assessing and triaging the sick child/adolescent who presents to the ED, at managing major and minor medical and surgical diseases, as well as the exacerbation of chronic illnesses. The experience is a graded one, in which residents go from close supervision to working with minimal supervision.

During your months in the Emergency Department, you will learn to think "backwards and forwards". This means that you will manage patients with known conditions as well as learn to develop approaches to patients with undifferentiated complaints (i.e. unselected and unscheduled patients with acute illness and injury of varying degrees of severity, from very minor to life-threatening). Residents will develop the skills to develop a management decision tree that generates a differential diagnosis and addresses the patient's presenting complaint. Additionally, residents will learn to recognize and to anticipate complications for patient with confirmed diagnoses. This will allow residents to act appropriately and to avert potential complications. 

PL-1 residents will become competent in obtaining a pertinent history and performing a focused physical examination. By the end of the PL-1 year, the resident should be able to determine the correct diagnosis after formulating an appropriate differential diagnoses and be able to create and carry out a plan of management for common problems presenting to a pediatric ED. In addition, they will begin to master such skills as: venous and arterial puncture, ventilation, intra-osseous puncture, suturing, pelvic examination and examination for child abuse. 
COMPETENCY BASED GOALS & OBJECTIVES... 

PATIENT CARE 
GOAL:  Provide family-centered patient care that is development- and age-appropriate, compassionate, and effective for the treatment of health problems and the promotion of health.

· Use a logical and appropriate clinical approach to the care of emergency patients, applying principles of evidence-based decision-making and problem-solving, and demonstrating the ability to prioritize. Perform accurate ED triage. 

· Demonstrate the ability to multi-task by providing simultaneous care to multiple patients, with varying levels of acuity and severity of illness. 

· Use appropriate timing of diagnostic and therapeutic interventions. 

· Adjust pace to ED patient acuity, volume and flow. 
· Resuscitate, stabilize and triage patients after initial evaluation.
· Provide sensitive support to patients and families in the ED. 

· Provide sensitive support to critically ill patients and their families; arrange for ongoing support and/or preventive services if needed. 

· Be sensitive to the needs of families who use the ED for minor illness care (e.g., need for better orientation to the health care system, lack of community services or medical home). 

GOAL: Assess, resuscitate, and stabilize critically ill or injured children in the Emergency Department (ED) setting in a timely fashion. 
· Rapidly recognize and assess emergent patients, such as those in respiratory failure or shock. 

· Perform the primary survey (ABCs) for all patients in an efficient manner. 

· Formulate a differential diagnosis quickly, especially with respect to conditions that may need respiratory or cardiovascular support or an immediate intervention (e.g. tension pneumothorax, increased intracranial pressure, cardiac tamponade, tracheostomy care, poisoning/toxicants). 

· Differentiate between cardiogenic, distributive, and hypovolemic shock. 

· Differentiate between respiratory distress and failure. 

· Assist in evaluating and stabilizing a child with multiple traumas. 

· Establish and manage the airways of infants, children and teens, recognizing the need for assistance with ventilation and/or oxygenation. 

· When caring for the critically ill child in the ED, demonstrate proficiency in proper airway positioning and suctioning, administration of supplemental oxygen, bag-valve-mask ventilation, management of nasal and oral airways, endotracheal intubation, rapid sequence induction, mechanical ventilation, oro- and naso-gastric tube placement, and C-spine immobilization to protect the airway in a head trauma patient. 

· Explain indications and describe technique for and complications of nasotracheal intubation, needle thoracotomy, emergency cricothyroidotomy, transtracheal ventilation and laryngeal mask airway.

· Establish vascular access in the critically ill child as indicated, including cannulation of peripheral veins and intraosseous needle insertion.

· Explain indications and describe technique for central venous access and arterial access.

· Manage fluid and pressor therapy in the initial resuscitation of patients in distributive, hypovolemic, and cardiogenic shock.

· Demonstrate proficiency at cardiopulmonary resuscitation by:

· Obtaining and maintaining certification as a provider of Advanced Pediatric Life Support 

· Directing resuscitation efforts in mock codes and in actual emergency situations

· Using resuscitation drugs appropriately

GOAL: Understand how to use physiologic monitoring and special technology and treatment in the ED setting. 

· Demonstrate understanding of the monitoring techniques and special treatments commonly used in the ED by being able to: 

· Discuss indications, contraindications, and complications.

· Demonstrate proper use of technique or treatment for children of varying ages. 

· Interpret results of monitoring based on method used, age, and clinical situation.

· Use appropriately the monitoring techniques used in the ED: 

· Physiologic monitoring of temperature, blood pressure, heart rate, respirations 

· Pulse oximetry 

· Utilize appropriately the treatments and techniques used in the ED: 

· Universal precautions 

· Gastrointestinal decontamination for poisoning 

· Administration of nebulized medication 

· Injury, wound and burn care 

· Suturing and topical adhesive 

· Splinting 

· Oxygen delivery systems 

· Gastric button replacement 

· Demonstrate understanding of the following methods of anesthesia or pain management used in the ED: 

· Methods for recognizing and evaluating pain 

· Topical/local/regional anesthesia 

· ASA classification system 

· Procedural sedation 

· Rapid sequence intubation 

· Sedatives, non-narcotic and narcotic analgesics 

· Behavioral techniques and supportive care 

· Other non-pharmacologic methods of pain control (e.g., distraction techniques and humor therapy)
GOAL: Use common diagnostic tests and imaging studies appropriately in the ED setting. 

· Demonstrate understanding of common diagnostic tests and imaging studies used in the ED by being able to: 

· Explain the indications for and limitations of the study.

· Understand the benefits and disadvantages of family presence during procedures.

· Know or be able to locate readily age-appropriate normal values for lab studies.

· Apply knowledge of diagnostic test properties, including the use of sensitivity, specificity, positive predictive value, negative predictive value, likelihood ratios, and receiver operating characteristic curves, to assess the utility of tests in various clinical settings. 

· Discuss cost and utilization issues.

· Interpret test results in the context of the care of the specific patient.

· Discuss therapeutic options for correction of abnormalities.

· Use appropriately the following laboratory studies when indicated for patients in the ED setting: 

· CBC with differential count, platelets, RBC indices 

· Bacterial, viral, and fungal cultures and rapid screens 

· Serologic tests for infection (e.g., monospot, VDRL, hepatitis) 

· Blood chemistries: electrolytes, calcium, magnesium, phosphate, and glucose 

· Arterial, venous, and capillary blood gases 

· Renal function tests

· Tests of hepatic function and damage 

· Drug levels and toxic screens 

· Gram stain 

· Urinalysis 

· CSF studies 

· Stool studies 

· Coagulation studies 

· Pregnancy test (urine, blood) 

· Other fluid studies (e.g., pleural fluid, joint aspiration fluid)

· Use the following imaging or radiographic studies when indicated for patients in the ED setting: 

· Plain radiographs of chest, skull, extremity bones, abdomen, cervical spine 

· Other imaging techniques, such as CT, MRI, ultrasound, and nuclear scans (interpretation not expected) 

· Contrast or air enema for suspected intussusception or upper GI series for suspected malrotation 

· Use the following screening and diagnostic studies when indicated for patients in the ED setting: 

· Electrocardiogram 

· Vision screening 

· Appropriate urgent use of echocardiography

MEDICAL KNOWLEDGE
GOAL: Understand the scope of established and evolving biomedical, clinical, epidemiological and social-behavioral knowledge needed by a pediatrician; demonstrate the ability to acquire, critically interpret and apply this knowledge in patient care.

· Demonstrate a commitment to acquiring the base of knowledge needed for the care of children in the ED. 

· Demonstrate the ability to efficiently access medical information, evaluate it critically and apply it to pediatric care in the ED.

GOAL: Evaluate and manage common signs and symptoms in infants, children, and adolescents that present to the ED and urgent care center. 

· Evaluate and manage patients with signs and symptoms that present in the ED setting:

· General: acute life threatening event (ALTE), agitated/disturbed child, alleged or suspected child abuse or neglect, dehydration, exercise intolerance, failure to thrive, fatigue, fever, hypothermia, malaise, septic or ill-appearing infant/child, coma, sudden death, weight loss, unexplained crying 

· Allergy/immunology: acute allergic reactions, anaphylaxis 

· Cardiorespiratory: cardiopulmonary arrest, apnea, bradycardia, chest pain, cough, cyanosis, hypertension, hypotension (including orthostatic), palpitations, respiratory distress, respiratory failure, stridor, syncope tachycardia, tachypnea or shortness or breath, wheezing 

· Dental: pain or trauma of mouth, jaw or tooth; tooth injury or loss 

· Dermatologic: hair loss, itching, skin rash 

· EENT: abnormal pupils or eye movement, dizziness, earache, ear discharge, eye pain, hearing loss, nosebleed, painful swallowing, sore throat, sudden red eye, visual disturbances 

· Endocrine: heat/cold intolerance, polyphagia, polydipsia 

· GI: abdominal pain, constipation, diarrhea, difficulty swallowing, distension, GI bleeding, jaundice, vomiting (bilious and non-bilious) 

· GU/Renal: bloody or discolored urine, edema, decreased or increased urination, dysuria, groin or scrotal mass or pain, urinary frequency or urgency 

· GYN: menstrual problems, vaginal bleeding, vaginal discharge 

· Hematologic/Oncologic: abnormal bleeding, acute illness or fever in a neutropenic child/cancer patient, bruising, hepatosplenomegaly, lymphadenopathy, masses, pallor, petechiae 

· Musculoskeletal: arthralgia, back pain, inability to move an extremity, joint swelling, limb pain, limp, trauma 

· Neurologic: abnormal movements, ataxia, bulging fontanel, coma, confusion, dizziness, fainting spells, headache, head injury, lethargy, paralysis, seizures, spasticity, stiff neck, weakness 

· Psychiatric: anxiety, depression, hallucinations, hysteria, suicidal ideation, violent behavior 
· Surgery/trauma: acute abdomen, burns, lacerations, trauma (Note: for major trauma, work with surgical trauma team) 
· Other: acute manifestations or exacerbations of chronic diseases
GOAL: Recognize and manage common illnesses and injuries that present emergently. 

· Evaluate and manage patients with common diagnoses that present in the ED setting (examples below). 

· Allergy/immunology: acute illness in an immunocompromised child, anaphylaxis, angioedema, asthma, serum sickness, urticaria 

· Cardiovascular: acute illness in a patient with congenital heart disease, congestive heart failure, acute hypertension, cardiomyopathy, dysrhythmias (asystole, atrial fibrillation and flutter, bradycardia, electromechanical dissociation, SVT, ventricular fibrillation and tachycardia,), endocarditis, Kawasaki's disease, myocarditis, shock (hypovolemic, cardiogenic, distributive), pericarditis, rheumatic fever 

· Dermatology: acute drug reactions, bite and sting injuries, contact dermatitis, cutaneous manifestation of systemic and/or contagious diseases, infections of skin and hair (bacterial, fungal, and viral), pediculosis, scabies, warts 

· Endocrine/Metabolic: acute adrenal insufficiency, acute illness in a child with underlying endocrine/metabolic disease, diabetes insipidus, diabetes mellitus and ketoacidosis, hypocalcemia, hypoglycemia, hypo- and hypernatremia, inborn error of metabolism, syndrome of inappropriate secretion of antidiuretic hormone (SIADH), thyroid disease 

· GI/surgical: acute abdomen, appendicitis, biliary tract disease, bowel obstruction, caustic ingestion, constipation, dehydration, foreign body in GI tract, gastroenteritis, gastroesophageal reflux, hepatitis, hepatosplenomegaly, ileus, incarcerated hernia, inflammatory bowel disease, intussusception, malrotation, pancreatitis, peptic ulcer disease, peritonitis, pyloric stenosis, upper and lower GI tract bleeding 

· GU/renal: acute hypertension, acute illness in a child on chronic dialysis or with transplanted kidney, pyelonephritis, acute renal failure, balantitis, edema, epididymitis, hematuria, labial adhesions, paraphimosis, phimosis, proteinuria, STD, renal lithiasis, testicular torsion, urinary tract infection 

· GYN: cervicitis, dysfunctional vaginal bleeding, ovarian torsion, pelvic inflammatory disease (PID), pregnancy (intrauterine, ectopic, abortion), ruptured ovarian cyst, sexually transmitted diseases 

· Hematologic/Oncologic: anemia, fever in a child with sickle cell disease or leukemia, coagulopathy, hemophilia with acute trauma, Henoch Schönlein purpura, possible tumor (masses), sickle cell pain crisis, sequestration and chest syndrome, thrombocytopenia 

· Infectious disease: adenitis, cervical cellulitis (especially facial/orbital), dental abscess, encephalitis, fever without source, HIV/AIDS, infected wounds and bites, meningitis, otitis media/externa, pelvic inflammatory disease, pharyngitis, stomatitis, sinusitis, sepsis/bacteremia/shock, [also infections in other categories] 

· Neurologic: afebrile seizures, altered mental status, ataxia, brain tumor, febrile seizures, increased intracranial pressure, migraine, muscle contraction headache, paresis/paralysis, shunt malfunction/infection, status epilepticus 

· Ophthalmologic: corneal abrasion, conjunctivitis, infection, ocular foreign body, hyphema, trauma 

· Orthopedic: arthritis, common dislocations, discitis, fractures, gait disturbance, Osgood Slatter's Disease, overuse syndromes, osteomyelitis, septic arthritis, sprains, strains 

· Otolaryngologic: epistaxis, foreign body aspiration, peritonsillar or retropharyngeal abscess 

· Pulmonary: acute illness in a child with cystic fibrosis, asthma (including status), bacterial tracheitis, bronchiolitis, bronchopulmonary dysplasia (BPD), croup, epiglottitis, foreign body aspiration, pleural effusion, pneumonia, pneumothorax, respiratory failure, smoke inhalation 

· Trauma/surgical: burns, closed head injury, dental injuries, intracranial hemorrhages (subdural, epidural, subarachnoid), skull fractures, soft tissue injury (including lacerations, abrasions, and contusions), major trauma to head or face, neck or spine, chest, abdomen, urogenital tract, major vessels or organs (with surgeon/trauma team), abscess drainage 

· Toxicants/environmental injuries: electrical injury, heat and cold injury, ingestion/poisoning (unknown substance or common poisons: acetaminophen, antidepressants, benzodiazepines, carbon monoxide, cocaine, cough and cold medicines, digitoxin, drugs of abuse, hydrocarbons, iron, narcotics, neuroleptics), smoke inhalation, submersion injury/near drowning, weapons of mass destruction or biological/chemical weapons 

· Psychiatric: combative patient, conversion reaction, depression, suicide attempt/ideation, panic attacks 

· Rheumatologic: arthritis, dermatomyositis, lupus, joint or soft tissue pain 

· Social: child abuse or neglect, intimate partner violence, rape, sexual abuse, substance abuse 

PROFESSIONALISM 
GOAL: Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.

· Demonstrate a commitment to professionalism despite the pace and stress of the ED setting.

· Adhere to ethical and legal principles, such as confidentiality of patient care and informed consent. 
· Be sensitive to diversity. The ED provides an environment where one encounters families from many different cultures. Residents must learn to demonstrate sensitivity and responsiveness to patients' culture, age, gender, and disabilities. 
COMMUNICATION
GOAL: Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.

· Provide effective patient education, including reassurance, for a condition(s) commonly seen in the ED. The Emergency Department is an extremely challenging place to work on communication skills. Cases evolve quickly, and parents and families are often quite stressed. Residents must develop the capacity for "emotional triage" so that they can comfort and counsel parents and caretakers appropriately.
· Participate effectively as part of an interdisciplinary team in the ED (EMS workers, clerks, nurses, attendings, technicians, social workers, trauma team and specialists in surgery, dental, anesthesia, radiology and other relevant pediatric and surgical sub-specialists) to create and sustain information exchange, including communication with the primary care physician.

· Provide case-based teaching related to clinical situations encountered in ED (for students, colleagues, other professionals and/or laypersons).

· Maintain accurate, timely and legally appropriate medical records in the ED and urgent care settings. 

PRACTICE BASED LEARNING 
GOAL: Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, and improve one's patient care practice.

· Use scientific methods and evidence to investigate, evaluate and improve one's patient care practice in the ED. Residents should learn how to do efficient literature searches using on-line databases to answer clinical questions and use the evidence gained in their management decisions. 

· Identify personal learning needs, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills.

SYSTEMS-BASED PRACTICE 
GOAL: Understand how to practice high-quality health care and advocate for patients within the context of the health care system.

· Identify key aspects of health care systems, cost control, billing, and reimbursement as this relates to ED care and follow-up.

· Demonstrate sensitivity to the costs of care in the ED setting and take steps to minimize costs without compromising quality.

· Recognize and advocate for families who need assistance to deal with system complexities.  Residents should understand that the Emergency Department may serve as the primary source of health care for some members of the community. Residents should inquire about the patients' follow-up and help guide patients towards community resources to allow high-quality follow-up care. This could involve providing the location of a representative of Child Health Plus registration, the telephone number of your ACNC practice, or a referral to Allianza Dominicana. 

· How to make indicated referrals and how to follow-up with consultations. Residents will master when to call for assistance, and how to evaluate the opinions of the consulting physicians.

· Recognize one's limits and those of the system; take steps to avoid medical errors. 

· Adhere to ethical and legal principles, and be sensitive to diversity. 

· Identify and describe potential ethical dilemmas that one may encounter in the ED (e.g., such as resuscitation of patients with little hope of recovery; treatment of disabled patients; providing confidential care to mature minors [pregnancy termination, STDs, substance abuse]; foregoing life-sustaining treatment; identifying and referring organ donors). 

· Discuss key principles and identify resources for information about legal issues of importance to practice in the ED (e.g., emergency care for indigent patients; laws regarding inter-hospital patient transfer; consent-to-treat issues in the emergency treatment of minors; rights of parents to refuse treatment and legal options of providers; reporting of child abuse and neglect; death reports; and obligations of physicians in the ED to facilitate follow-up care). 

GOAL: Understand the basic principles and utilization of emergency medical services for children. 

· Describe the organization and utilization of emergency medical systems for children in one's local area, including: 

· Pre-hospital care: access, training, roles, and limitations of providers; transportation systems; state and local resources and pediatric treatment protocols 

· Availability of trauma centers and other centers capable of providing care for critically ill and injured children

· Demonstrate the ability to activate and use the local EMS for children, including inter-hospital transport.

· Describe the role of the pediatrician in preparing for and responding to disasters.

METHODOLOGY... 

CLINICAL EXPERIENCE 

As in most branches of medicine, patient care and case based reading will be the cornerstones of your education. 

All patients arriving in the pediatric emergency department will be seen initially by the resident. All patients will be presented to an attending prior to discharge. Attending supervision will include their taking their own history, performing a focused examination and demonstrating (as a role model) how to assess patients. Additionally, the residents shall receive immediate feedback on their evaluation and management of the patient. 
The PL-1 interns shall work in the ED from 9:00 Am - 5:00 PM only during the first half of the year. During the second half of the PL-1 year, interns will have the opportunity to work some 4:00PM to 12:00 AM shifts in order to be exposed to a greater patient volume and more pediatric attending staff. During the 4:00PM to 12:00AM shift, the expectation will be that the residents will work at FULL STEAM till midnight and then sign-out the patients under their care to the night attending. If the ER is BUSY (i.e. more then 4 charts) or there is a critically ill patient, than the resident will stay to assist, but not past 1PM.  

Residents will be required to track the outcomes of FIVE patients they have cared for in the ED rotation. This could involve following up on patients admitted to the hospital, seen for repeat follow-up in the ED, or calling a parent of a child successfully cared for at home.
DIDACTIC EXPERIENCE
The faculty will participate in didactic sessions. They may participate in: case reviews, lectures about emergency medicine topics, presenting in morbidity and mortality conference, and article review sessions.

Residents should attend continuity clinic lectures weekly and daily resident lectures whenever scheduling allows. 

RESOURCES

All interns should obtain Nelson’s/Rudolph’s Textbook of Pediatrics, and should become familiar with the online sources available through your AAP membership, Harlem Hospital Center (Up to Date, patient education guides, micromedex and drug education guides) and Columbia University (WBC on-line pediatric curriculum and learning guide, e-journals, e-databases). 
EVALUATION... 

Resident
Interns will receive verbal, mid-rotation feedback on their performance from Dr Agre, the Director of Pediatric Emergency Medicine. Residents are encouraged to solicit ongoing feedback on their performance throughout the rotation.  Interns will receive a written, electronic final evaluation of their performance based on the six core competencies AND documentation of the required patient follow-up at the completion of the rotation. This will be a composite evaluation, completed by Dr Agre, but reflecting feedback from all of the pediatric ED attendings.

There will be on-going assessment during the rotation of residents’ case presentations and direct observation of history-taking, physical examination, procedures and interactions with the patient and family.  At least once, the intern will be directly observed obtaining a history, performing a physical exam and/or providing counseling and will receive immediate verbal feedback in addition to a written, electronic assessment of the directly observed session from Dr Agre.  
360 Evaluation

Anonymous feedback will be collected from patients and families regarding an intern’s professionalism and interpersonal and communication skills.

Rotation   

The resident will be asked to provide constructive written feedback on the ED rotation experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.
Procedures

Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences). This includes competency in the performance of procedures including indications, contraindications, implications, obtaining informed consent and addressing any pain associated with the procedure:
· basic and advanced life support 

· endotracheal intubation  

· placement of intravenous lines 

· arterial puncture 

· venipuncture 

· umbilical artery and vein catheterization 

· lumbar puncture

· bladder catheterization 

· gynecologic evaluation of prepubertal and postpubertal females

· wound care and suturing of lacerations

· subcutaneous, intradermal, and intramuscular injections 

· developmental screening test 

· procedural sedation 

· pain management
· reduction/splinting of simple dislocations/fractures

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· simple removal of foreign bodies (e.g., from ears or nose); 

· inhalation medications; 

· incision and drainage of superficial abscesses; 

· chest tube placement

· thoracentesis
GENERAL PEDIATRIC CLINIC

INTRODUCTION...
Welcome to your outpatient rotation. During this month you will be spending the majority of your time at your continuity clinic site. You will be seeing a mix of scheduled visits and sick visits. Specific goals of this rotation are listed by competencies in the next section.
GOALS AND OBJECTIVES...

PATIENT CARE
GOAL: The resident will develop clinical problem-solving skills to promote strategies for wellness and injury prevention. 

· Resident is an active contributor to the formation of a differential diagnosis and management plan. 

· Resident employs well-organized and knowledgeable management plans. 

· Resident anticipates the consequences of interventions to patients and families. 

· Resident carefully follows up labs and management interventions. 

· Resident can organize his/her approach to the clinical session in an efficient manner. 

· Resident differentiates between the well child care visit and the issue focused visit. 

GOAL: Utilize common diagnostic tests and imaging studies appropriately in the outpatient department. 
 

· Demonstrate understanding of the common diagnostic tests and imaging studies used in the outpatient setting, by being able to: 
 

· Explain the indications for and limitations of each study.
 

· Know or be able to locate age-appropriate normal ranges (lab studies).
 

· Apply knowledge of diagnostic test properties, including the use of sensitivity, specificity, positive predictive value, negative predictive value, likelihood ratios and receiver operating characteristic curves, to assess test utility in clinical settings.
 

· Recognize cost and utilization issues.
 

· Interpret the results in the context of the specific patient.
 

· Discuss therapeutic options for correction of abnormalities.
 

· Use appropriately the common laboratory studies in the Outpatient setting: 

· CBC with differential, platelet count, RBC indices 

· Blood chemistries: electrolytes, glucose, calcium, magnesium, phosphate 

· Hemaglobin A1C 

· Cholesterol 

· Renal function tests 

· Tests of hepatic function (PT, albumin) and damage (liver enzymes, bilirubin) 

· Serologic tests for infection (e.g., hepatitis, HIV) 

· CRP, ESR 

· Routine screening tests (e.g., neonatal screens, lead) 

· Tests for ova and parasites 

· Thyroid function tests 

· Culture for bacterial, viral, and fungal pathogens, including stool culture 

· Urinalysis  

· Developmental, behavioral screening tests 

· Rapid strep test/throat culture

· Use the common imaging, diagnostic or radiographic studies when indicated for patients evaluated in Continuity Clinic: 

· Plain radiographs of the chest, extremities, abdomen, skull, sinuses 

· CT, MRI, angiography, ultrasound, nuclear scans (interpretation not expected) and contrast studies when indicated 

· Bone age films 

· Electrocardiogram and echocardiogram 

· Skin test for tuberculosis

GOAL: Understand how to use physiologic monitoring and special technology in the Continuity Clinic and Primary Care Pediatric Outpatient Department, including issues specific to care of the chronically ill child. 
· Demonstrate understanding of the monitoring techniques and special treatments commonly used in the Continuity Clinic and Pediatric Outpatient Department: 

· Discuss indications, contraindications and complications. 

· Demonstrate proper use of technique or treatment for children of varying ages. 

· Interpret results of monitoring based on method used, age and clinical situation. 

· Appropriately use the monitoring techniques commonly used in the Continuity Clinic and Pediatric Outpatient Department: 

· Cardiac monitoring 

· Pulse oximetry 

· Repeated assessment of temperature, heart rate, respiratory rate, blood pressure, as clinically indicated during an office visit

· Use appropriately or be familiar with the following treatments and techniques in the Continuity Clinic and Pediatric Outpatient Department:

· Universal precautions 

· Hand washing between patients 

· Isolation techniques 

· Administration of nebulized medication 

· Injury, wound and burn care 

· Oxygen delivery systems 

· Intramuscular, subcutaneous and intradermal injections

· Recognize normal and abnormal findings at tracheostomy, gastrostomy, or central venous catheter sites, and demonstrate appropriate intervention or referral for problems encountered.

· Demonstrate skills for assessing and managing pain.

· Use age-appropriate pain scales in assessment. 

· Describe indications for and use of behavioral techniques and supportive care, and other non-pharmacologic methods of pain control.


MEDICAL KNOWLEDGE

GOAL: Evaluate and manage common signs and symptoms associated with the practice of pediatrics in the ambulatory clinic.
 

· Evaluate and manage the following signs and symptoms that present in the context of health care promotion: 

· Infancy: malpositioning of feet, hip clicks, skin rashes, birthmarks, jitteriness, hiccups, sneezes, wheezing, heart murmur, vaginal bleeding and/or discharge, foul smelling umbilical cord with/without discharge; undescended testicle, breast tissue, breast drainage, malpositioning of feet, malrotation of lower extremities, developmental delays, sleep disturbances, difficulty feeding, dysconjugate gaze, failure to thrive, frequent infections, abnormal head shape or size, evidence of abuse or neglect, abdominal masses, abnormal muscle tone 

· General: Acute life-threatening event (ALTE), constitutional symptoms, excessive crying, failure to thrive, fatigue, fever, weight loss or gain, dental caries, excessive thumb-sucking or pacifier use, sleep disturbances, difficult behaviors, variations in appetite, variations in toilet training, overactivity, somatic complaints, poor school performance, attention problems, fatigue, masturbation, anxiety, violence 

· Cardiorespiratory: Apnea, chest pain, cough cyanosis, dyspnea, heart murmur, hemoptysis, hypertension, inadequate respiratory effort, respiratory failure, rhythm disturbance, shortness of breath, stridor, syncope, tachypnea, wheezing 

· Dermatologic: Congenital nevus and other birth marks, ecchymoses, edema, paleness, petechiae, pigmentary changes, purpura, rashes, urticaria, vascular lesions, foul smelling umbilical cord 

· EENT: Acute visual changes; dysconjugate gaze; conjunctival injection; ear or eye discharge; ear, throat, eye pain, edema, epistaxis; nasal foreign body; hoarseness; stridor 

· Endocrine: growth disturbance, short stature, heat or cold intolerance, normal and abnormal timing of pubertal changes, polydipsia, polyuria 

· GI/Nutrition/Fluids: Abdominal pain, mass or distention; ascites; constipation; dehydration; diarrhea; dysphagia; encopresis; hematemesis; inadequate intake of calories or fluid; jaundice; melena; obesity; rectal bleeding; regurgitation; vomiting 

· Genitourinary/Renal: Change in urine color, dysuria, edema, enuresis, frequency, hematuria, oliguria, pain referable to the urinary tract, scrotal mass, pain or edema, trauma to urinary tract or external genitalia, undescended testicle, enuresis 

· GYN: Asymmetry of breast development, abnormal vaginal bleeding, pelvic or genital pain, vaginal discharge or odor; vulvar trauma or erythema, delayed onset of menses, missed or irregular periods 

· Hematologic/Oncologic: Abnormal bleeding, bruising, hepatosplenomegaly, lymphadenopathy, masses, pallor 

· Musculoskeletal: Malpositioning of feet, malpositioning of legs, hip clicks, abnormal gait, abnormal spine curvature, arthritis or arthralgia, bone and soft tissue trauma, limb or joint pain, limp, variations in alignment (e.g., intoeing) 

· Neurologic: Delays in developmental milestones, ataxia, change in sensorium, diplopia, headache, head trauma, hearing concerns, gait disturbance, hypotonia, lethargy, seizure, tremor, vertigo, visual disturbance, weakness 

· Psychiatric/Psychosocial: Acute psychosis, anxiety, behavioral concerns; conversion symptoms, depression, hyperactivity, suicide attempt, suspected child abuse or neglect

GOAL: Recognize and manage common childhood conditions presenting to the ambulatory clinic.
 

· Evaluate and manage the common conditions and situations presenting in the context of health promotion visits. 

· Infancy: Breast feeding, bottle feeding, colic, congenital hip dislocation, constipation, strabismus, colic, parent-infant interactional issues, sleep problems, child care decisions, separation protest, stranger anxiety, failure to thrive, recurrent respiratory and ear infections, positional foot deformities, rashes, teething, injury prevention and safety 

· General: Colic, failure to thrive, fever, overweight, iron deficiency, lead exposure, strabismus, hearing problems, child care decisions, well-child and well adolescent care (including anticipatory guidance), parental issues (financial stress, divorce, depression, tobacco, alcohol or substance abuse, domestic violence, inadequate support networks) 

· Allergy/Immunology: Allergic rhinitis, angioedema, asthma, food allergies, recurrent infections, serum sickness, urticaria 

· Cardiovascular: Bacterial endocarditis, cardiomyopathy, congenital heart disease (outpatient management of minor illnesses), congestive heart failure, heart murmurs, Kawasaki disease, palpitations, rheumatic fever 

· Dermatology: abscess, acne, atopic dermatitis, cellulitis and superficial skin infections, impetigo, molluscum, tinea infections, viral exanthems, verruca vulgaris, other common rashes of childhood and adolescence 

· Endocrine/Metabolic: Diabetes mellitus, diabetes insipidis, evaluation for possible hypothyroidism, growth failure or delay, gynecomastia, hyperthyroidism, precocious or delayed puberty 

· GI/Nutritional: Appendicitis, bleeding in stool, constipation, encopresis, foreign body ingestion, gastroenteritis, gastroesophageal reflux, hepatitis, inflammatory bowel disease, nutritional issues, obesity, pancreatitis 

· GU/Renal: Electrolyte and acid-base disturbances (mild), enuresis, glomerulonephritis, hematuria, Henoch Schonlein purpura, nephrotic syndrome, obstructive uropathy, proteinuria, undescended testicles, UTI/pyelonephritis 

· Gynecologic: Genital trauma (mild), labial adhesions, pelvic inflammatory disease, vaginal discharge or foreign body 

· Hematology/Oncology: Abdominal and mediastinal mass (initial work up), anemia, hemoglobinopathies, leukocytosis, neutropenia, thrombocytopenia 

· Infectious Disease: Cellulitis, cervical adenitis, dental abscess with complications, initial evaluation and follow-up of serious, deep tissue infections, laryngotracheobronchitis, otitis media, periorbital and orbital cellulitis, phayrngitis, pneumonia (viral or bacterial), sinusitis, upper respiratory tract infections, viral illness, recurrent infections 

· Musculoskeletal: Apophysitides, femoral retro- and anteversion, fractures, growing pains, hip dysplasia, limp, metatarsus adductus, sprains, strains, tibial torsion 

· Pharmacology/Toxicology: Common drug poisoning or overdose, ingestion avoidance (precautions) 

· Neurology/Psychiatry: Acute neurologic conditions (initial evaluation), behavioral concerns, discipline issues, temper tantrums, biting, developmental delay, seizures (evaluation and adjustment of medications), ADHD, learning disabilities, substance abuse 

· Pulmonary: Asthma, bronchiolitis, croup, epiglottitis, pneumonia; sinusitis, tracheitis, viral URI and LRI 

· Surgery: Initial evaluation of patients requiring urgent referral, pre- and post-op evaluation of surgical patients (general, ENT, ortho, urology, neurosurgical, etc.)


PROFESSIONALISM

GOAL: Provide humane care that is compassionate, altruistic, and respectful in addressing the needs of the whole patient. 
· Demonstrate commitment to appropriately inform and communicate with children and their families, taking into account their perspective, their needs, and their socioeconomic status, cultural context, and religious and spiritual beliefs. 

· Articulate one's own perspective by reflecting upon one's biases and feelings about patients and families.

· Describe how to negotiate respectfully any conflicts between your own perspective and those of patients and families. 

· Consistently involve patients and families in discussions of management options and empower them to participate in mutual decision-making. 

· Demonstrate a systematic approach to providing humanistic care through application of accepted models of patient-doctor encounters. 

· Advocate with other medical, social or community services to address the patient's and family's problems and needs. 

· Demonstrate a commitment to acting in the overall best interest of the whole patient and his/her optimal functional status, despite competing time, fiscal, or service constraints.

· Demonstrate efficient and organized work habits that allow time for regular face-to-face communication with patients.

· Describe how to motivate other members of the health care team (including staff and learners) to work collaboratively toward the primary goal of making patients' needs paramount.

GOAL: Understand and appreciate cultural diversity in patients and recognize the health-related implications of cultural and religious beliefs and practices of groups represented in a community. 
· Conduct a history and physical examination and formulate a treatment plan that demonstrates awareness of and sensitivity to family cultural and religious views as they relate to health care choices and coping with wellness, illness and death.

· Use culturally and linguistically appropriate terms in communicating medical information (e.g., the rationale for common pediatric medical therapies such as rule-out sepsis, management of chronic asthma, expectant management of viral illness, and childhood immunization). 

· Recognize that different diseases and conditions are more common in certain ethnic groups and apply this knowledge to specific cases (e.g., Beta Thalassemia: Southeast Asian nations; Hypertension: African Americans).

· Describe how to offer and provide language assistance services (including bilingual staff and interpreter services) in a timely manner to each patient and family with limited English proficiency. 

· Demonstrate ease and competence in the use of a trained medical interpreter by telephone and in person. 

· Identify barriers to the provision of culturally appropriate services within your hospital or practice, and develop strategies to address these barriers. 

· Recognize the range of differing health beliefs and values systems of patients/families from diverse cultural and ethnic backgrounds, and treat these differences with respect and sensitivity.

· Create and sustain a professional and therapeutic relationship with patients and families across a broad range of socioeconomic and cultural backgrounds.

· Address within-culture and within-religion variability regarding health beliefs and practices in one's diagnostic approach and treatment planning for patients from different ethnic and religious groups. 

· Enumerate the most common ethnic and cultural communities in one's service area (e.g., African, Latino, African American), and for each: 

· Describe one or two special health needs and beliefs. 

· Identify resources or programs to meet these needs. 

· Refer families to available resources. 

· Recognize the unique challenges faced by immigrants, refugees and migrating families in gaining access to schools, navigating physical and mental health care systems, and finding legal advocates.


INTERPERSONAL AND COMMUNICATION SKILLS

GOAL:  Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.
· Write a referral, including specific questions or problems to be addressed, to the appropriate consultant and/or community or school resources.
 

· Maintain effective communication with parents, care providers and therapists to assure coordinated, continuous care for patient.
· Maintain appropriate medical records, including problem list, record of medication changes, and communications with referring/outside providers.
GOAL: Effectively and empathically communicate with children and families. 
· Understand and use the following methods during communication with children and families: 

· Strive to identify and respond to the child's and family's learning style. 

· Consider the developmental stage of patient and family. 

· Adapt language and concepts to the educational level of the family. 

· Take into account cultural, ethnic, and socioeconomic issues. 

· Deal effectively with language barriers. 

· Take into account hearing, speech, or vision impairments. 

· Be sensitive to health beliefs and religious or spiritual issues. 

· Recognize personal factors in the physician that may influence interaction (e.g., personal biases and prejudices, sleep deprivation, home or family issues). 

· Build relationships with patients and families with sensitivity, tact, and empathy. 

· Greet patients and families and show interest in them as individuals. 

· Demonstrate empathy and compassion with patients and families. 

· Use words that show care and concern throughout the interview. 

· Use tone, pace, eye contact and posture to show care and concern. 

· Be aware that ideas, feelings, and values of both the physician and patient influence the relationship. 

· Understand that building relationships with a patient is an ongoing task within and across encounters. 

· Respond to patients and families non-judgmentally and non-defensively. 

· Respect and be aware of patients' privacy and confidentiality. 

· Formulate a plan for each visit by thoughtfully considering the goals of the encounter with the family or patient.

· Conduct a discussion with patients and families with a plan for opening, data gathering and closure, creating a balance between open-ended opportunities and physician-directed topics. 

· Allow patient to complete opening statement. 

· Ask, "Is there anything else?" to help elicit patient's full set of concerns. 

· Explain and negotiate an agenda for the visit. 

· Initiate patient narrative using open-ended questions ("tell me about..."), then clarify details as necessary. 

· Actively listen using nonverbal (e.g., eye contact) and verbal (e.g., words of encouragement) techniques. 

· Respond appropriately to non-verbal cues from children and families. 

· Avoid interrupting the patient. 

· Summarize and give patient the opportunity to correct and add information. 

· Ask if the patient has questions or concerns for next time. 

· Summarize and ask patient to summarize plans until the next visit. 

· Clarify follow-up or contact arrangements (e.g., next visit, plans for unexpected outcomes). 

· In discussions with patients and family, understand and respond to the patient's perspective. 

· Ask about life events, circumstances, and other people that might affect a patient's health or treatment. 

· Elicit the patient's and parent's beliefs and expectations about illness and treatment. 

· Listen to the patient's or family's story, seek out their understanding of the causes of illness and possible treatments, and identify their major concerns. 

· Help the patient and parent to articulate their emotions (e.g., "you seem upset/sad/angry") and respond explicitly to their expressed ideas and feelings, including cultural religious/spiritual or ethical preferences. 

· Develop awareness of one's personal reactions to patients and families, recognize when one's own emotions may interfere with communication, and handle these reactions properly.

· Share information with the patient and family in a way that enhances their understanding of the problem and management plan, and include them in decision-making to the extent that they desire. 

· Assess the patient's understanding of problem and desire for more information. 

· Regard the physician-patient relationship as a partnership, and respect patients' participation in decision-making. 

· In explanations, use words that are easy for patient to understand, and avoid medical jargon. Check for mutual understanding of treatment plan, and ask if patient or parent has any questions. 

· Include patient/parent in choices and decisions to the extent they desire. 

· Ask about patient's ability to follow treatment plans. 

· Identify and enlist resources and supports as appropriate. 

· Recognize the important and complex dynamic of the doctor-patient relationship and its power to influence both the physician and the patient/parent. 

· Understand the importance of both verbal and nonverbal behavior in the physician's interaction with patients/parents. 

· Recognize how "offers" of symptoms and signs are made, as well as explanations and remedies, by patient/parent and physician. 

· Consider how these "offers" are discussed and negotiated, then either accepted or rejected, by patient/parents. 

· Examine stresses in the doctor-patient relationship and their sources, and consider particularly how frustration on the part of doctor or patient/parents affects the course and outcome of the relationship. 

· Consider and evaluate "informed consent" in the doctor-patient relationship, particularly as it relates to pediatric patients. 

· Examine the value and nature of truth telling in the doctor-patient relationship. 

· Understand and communicate effectively and empathically with a patient or family in these special circumstances: 

· New patient and/or family members (e.g., clarify role and expectations) 

· Giving bad news about a patient's illness to the patient and family (e.g., new diagnosis of chronic condition, dying child) 

· Discussing end-of-life issues with patients and family 

· Speaking with patients and families about serious illness 

· Dealing with the "difficult" patient or family 

· Talking with families with language barriers or different cultural and religious/spiritual perspectives 

· Talking with patients or families with "endless concerns" 

· Talking with patients or families who are non-adherent with medical therapy to understand their perspective and obstacles to adherence, clarify their understanding of the treatment plan, and manage barriers collaboratively 

· Screening and assessing substance abuse issues with patients 

· Discussing domestic violence or other abuse issues with patients 

PRACTICE BASED LEARNING

GOAL:  Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, and improve one's patient care practice.
· Identify standardized guidelines for diagnosis and treatment of conditions common to outpatient care, and adapt them to the individual needs of specific patients. 

· Work with health care team members to assess, coordinate, and improve patient care in the outpatient setting. 

· Establish an individual learning plan, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills. 

· Critically evaluate web-based patient education and advocacy resources; identify reliable, peer-reviewed sites to recommend for patient or family use; make this information available to interested families. 


SYSTEMS BASED PRACTICE

GOAL: Understand how to practice high quality health care and advocate for patients within the context of the health care system.
· Demonstrate sensitivity to the costs of clinical care in the outpatient setting, and take steps to minimize costs without compromising quality.

· Recognize and advocate for families who need assistance to deal with system complexities, such as lack of insurance, multiple medication refills, multiple appointments with long transport times, or inconvenient hours of service.
· Resident applies knowledge of community and resources to make appropriate referrals to meet the child's/family's needs. 
· Resident applies knowledge of health care delivery system and entitlement programs to consistently make appropriate referral to meet the needs of the child/family. 
· Resident can explain how major environmental, social, economic, and political factors affect a child's/family's health. 
· Resident can describe the Central Harlem community and resources, and their relevance to the health of a patient (i.e. best beginnings, WIC, Medicaid, school based clinics, lactation consultation, injury prevention). 

· Resident demonstrates familiarity with types of health insurance, health delivery systems, and entitlement programs, and understands how they affect access to care. 

· Resident can discuss how beliefs, culture, and ethnic practices influence health status and health care. 

· Recognize one's limits and those of the system; take steps to avoid medical errors.

GOAL: Understand the pediatrician's role in preventing child abuse and neglect. 
· Identify child-related, caretaker-related and environmental factors that place a child at risk for physical abuse, sexual abuse, neglect or psychological/emotional abuse.

· Screen for and identify risk factors that predispose children to abuse/neglect (e.g., previously abused parent, lack of social support/isolation) and recognize that abuse is present in all socioeconomic, racial, ethnic and religious groups. 

· Incorporate into routine practice strategies for decreasing the risk of abuse and neglect for children, including mobilization of social support systems.

· Implement anticipatory guidance counseling for parents and children that may reduce the possibility of abuse and neglect (e.g., discussion of age-appropriate behavior; management of a crying infant to avoid shaken impact syndrome; need for appropriate standards of supervision and discipline; teaching children "safe touch" rules).

· Provide consistent and effective counseling to parents that will motivate them to implement preventive measures against child abuse in their lives and homes. 

· After counseling parents or family members on sensitive topics such as potentially abusive behaviors, evaluate their responses and consider alternative approaches to education or intervention, if warranted. 

· Advocate for child abuse prevention by supporting community prevention efforts, working with local professional or communication organizations, or organizing collaborative projects with other health care providers. 

METHODOLOGY...


CLINICAL EXPERIENCE
As in most branches of medicine, patient care and case based readings will be the cornerstones of your education.


During the rotation, you will primarily see infants, children and adolescents for unscheduled acute care, sick visits. Occasionally, you will conduct well-child visits for scheduled patients whose primary doctor is unavailable or children who need a well-child care visit before the next available appointment.

All walk-in patients registered in the pediatric clinic will be seen initially by the residents. In addition, you are encouraged to schedule any chronic or complicated patients that you may follow in your continuity clinic for longer sessions during your ambulatory month. This may include patients for whom you wish to do an expanded developmental assessment, families with whom you need an extended encounter, etc. For example, you might schedule a chronic asthmatic to help the patient and family to understand asthma triggers and to develop a detailed asthma action plan for acute exacerbations. 
All patients will be presented to a senior resident or attending prior to discharge. Supervision will include their taking their own history, performing a focused examination and demonstrating (as a role model) how to assess patients. Additionally, the residents shall receive immediate feedback on their evaluation and management of the patient. Residents will be supervised by one to two rotating general pediatric attendings per clinic session. The attending precepting schedule is posted in the nursing office.
Residents will see patients two clinic sessions per day: 9AM-12PM and 1PM-clinic close. It is expected that you will arrive promptly by 9AM and return from the noon resident lecture by 1:15PM. You will not be responsible to see acute care patients during your half-day continuity clinic experience. 

DIDACTIC EXPERIENCE
Residents are expected to attend regularly scheduled resident lectures (held daily from 12-1PM in the MLK 4th floor conference room (or 8-9AM if required due to scheduling)) and Thursday morning conferences (Grand Rounds occurs twice a month and Morbidity and Mortality Rounds once a month from 8-9AM in room 6-101).

RESOURCES
CDC: Growth Charts - 2000
AAP Consensus Statement Special Needs
AAP Consensus Statement on Bicycle Helmets
AAP Consensus Statement on Breast Feeding
AAP Consensus Statement on ADHD
AAP Consensus Statement on the Red Reflex Exam
NASPGN Consensus Statement on Constipation
Patient Handouts & Links
NYS Asthma Action Plan
CDC Body and Mind Kids Sports Link 

AAP Sports Shorts 

TIPPS Sheets 

Car Safety Seats: A guide for families 

One-minute Car Safety Seat Checklist 

Safekids Homepage 

EVALUATION...

Resident
Residents are encouraged to solicit ongoing feedback on their performance throughout the rotation.  Residents will receive a written, electronic final evaluation of their performance based on the six core competencies at the completion of the rotation. This will be a composite evaluation, completed by Dr Silvera, Director of Ambulatory Pediatrics, but reflecting feedback from all of the pediatric clinic attendings.

360 Evaluation

Residents will receive an anonymous, composite evaluation from the clinic nursing staff in the following competencies: patient care, professionalism, Interpersonal and 
communication skills, practice-based learning and systems based practice. 

Rotation   

The resident will be asked to provide constructive written feedback on the ambulatory clinic experience, specifically with regard to content, clinical experience, teaching methods and practical/clinical relevance once a year.
Procedures

Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences). This includes competency in the performance of procedures including indications, contraindications, potential complications, obtaining informed consent and addressing any pain associated with the procedure:
· Venipuncture 

· Bladder catheterization 

· Gynecologic evaluation of prepubertal and postpubertal females

· Subcutaneous, intradermal, and intramuscular injections 

· Developmental screening test 

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· Vision screening

· Hearing screening

· Simple removal of foreign bodies (e.g., from ears or nose)
· Inhalation medications 

NEWBORN NURSERY
INTRODUCTION...
Each pediatric intern will spend 6-8 weeks covering the normal nursery during their first year of training.  During their six weeks, the resident will learn how to be the pediatrician in charge of a level 1 nursery, from delivery room to discharge.  They will learn: 1) to provide family-centered, competent, and compassionate pediatric care while the baby is in the hospital, and 2) to ensure that the groundwork has been laid for the baby to have access to high quality outpatient medical care for the promotion of health and prevention of disease.
GOALS AND OBJECTIVES...

PATIENT CARE 
GOAL: Assess newborns, using history, physical exam and routine screening procedures, and provide preventive counseling and intervention as indicated. 
· Describe normal physiologic changes in neonatal transition, signs of abnormal responses and strategies for their management.

· Teaching method: 

· Read the summary of normal transition in the “Normal Newborn Exam.”

· Close observation of babies in the first hours of life, noting that not all newborns progress through transition at the same pace.

· Obtain and interpret information relevant to newborn health including: 

· Maternal medical, prenatal and obstetric history 

· Family history 

· Results of maternal screening tests (e.g, Rh), rubella, hepatitis B and C, serology for syphilis, HIV, tuberculosis, illicit drugs, blood type, group B streptococcus, herpes simplex virus, gonorrhea, and chlamydia 

· Maternal medication use or substance use/abuse

·  Teaching methods:

· Read section on infants of drug abusing mothers in the required reading “Orientation to the Normal Nursery”

·   Demonstration of how to perform a neonatal narcotic withdrawal assessment.

· Assessment method

· Bedside discussion with attendings
· Results of prenatal ultrasound testing

· Obtain and interpret a social history to assess the physical and psychosocial environment in the infant's home.

· Understand and demonstrate appropriate timing for newborn exams and define the key reasons for doing the exams (e.g., determine state of transition, assess risks, identify abnormalities, and demonstrate normal findings and behaviors to parents).

· Perform a neonatal physical examination and identify normal and abnormal findings related to: 

· Gestational age assessment and growth category (AGA, SGA, LGA) 

· Vital signs and measurements 

· General appearance and identification of anomalies 

· HEENT (red reflex, intact palate, short frenulum, caput, cephalohematoma) 

· Neck and clavicles 

· Neurologic system (symmetry, tone, reflexes, suck, behavioral state, head size and shape, spine) 

· Respiratory effort 

· Skin 

· Chest and breasts 

· Heart 

· Lungs 

· Abdomen (including umbilical cord) 

· Genitalia 

· Femoral and brachial pulses 

· Hips (Ortolani and Barlow maneuvers) 

· Extremities 

· Overall teaching methods:
· During the beginning to middle of the first week, a physical exam will be formally demonstrated to them by their supervising pediatrician. 

·  The required reading articles that pertain to the physical exam, “Normal Newborn Exam” and “Management of the Normal Newborn,”, and “Hip dysplasia”, should be read the first week, and related articles “Congenital Malformations”,  “Perinatal brachial plexus palsy”, and “Neonatal Dermatologic Challenges,”  by the end of the block.

· The best way to perfect the newborn exam is to examine as many normal newborns as you can.  The intern must perform (and document on-line) a complete admission and discharge physical exam on all babies born or discharged during their shifts.  The intern should also examine all the “non admission or discharge” babies every day as well (along with asking the mom about feeding, sleeping, and stooling patterns), writing a quick progress note on-line.  
· Overall assessment Method:
· A formal direct observation of the resident performing a physical exam, using the assessment tool in the appendix, will be done by one of the supervising pediatrician.

· The information in the 6 required reading articles related to the physical exam will be included in the material covered by the written exam each intern takes at the end of their rotation.

· Use and/or interpret clinical tests commonly used in Newborn Nursery setting, such as: 

· Physiologic monitoring (HR, RR, pulse oximetry, blood gas, doppler BP measurement) 

· Dubowitz exam for gestational age assessment, premature and term infant growth curves 

· CBC, ABO typing and Coombs testing, blood glucose/glucometer, bilirubin (serum and transcutaneous), maternal cord blood antibodies 

· X-ray of chest, abdomen 

· Ultra sound of kidneys/bladder, head, hips, lower spine 

· Be familiar with common assessment tools and studies used by obstetricians to assess normal pregnancies and infant well-being close to term and during the labor and delivery process.

· Discuss common post-delivery obstetrical issues that mothers face, and how these affect their recovery and ability to care for their newborn: 

· C-section delivery 

· Tubal ligation 

· Retention of placenta 

· Post-partum hemorrhage 

· Post-partum depression 

· Post-partum infections 

· Hypertension 

· Develop an appropriate professional relationship with each family, working to engage the mother in a healthy relationship both with her baby and the health care system.  Emphasis will be placed on assessing maternal/infant bonding as well as how to provide education about breastfeeding, cord care, circumcision care, immunizations, infant safety seats, and when/why  the mother should seek medical attention.  (OTHER COMPETENCIES RELEVANT HERE ARE PROFESSIONALISM,  AND INTERPERSONAL AND COMMUNICATION SKILLS)
· Recognize when a baby requires admission to the Special Care Nursery (this objective will also be emphasized during the NICU rotation).
· Overall Teaching methods:
· The intern will read the “Admissions Policy for the Normal Nursery and Special Care Nursery,” (pg 4 NICU resident manual), as well as required reading “Introduction to normal nursery rotation.”

· Case-based bedside discussions with pediatric attendings.
· The intern will read the required articles “Care of the Well Newborn,” “*Management of the Normal Newborn”, “Breastfeeding: the Essential Principles, “Infant Feeding”, ” Neonatal Jaundice”,  and Perinatal GBS disease: The Next Generation of Prevention” 

· Overall Assessment Method:
· Quiz of mandatory readings the last week of their rotation

· Bedside discussions with pediatric attendings

GOAL: Assess and manage a newborn in the delivery room, including resuscitation and stabilization of a critically ill neonate. 

· Explain risk factors at delivery that warrant having a pediatrician in attendance.

· Describe the necessary medical equipment for neonatal resuscitation, and demonstrate its proper use. 

· Accurately assess and manage normal and high-risk newborns immediately following delivery, including: 

· Assess the need for immediate resuscitation. 

· Assign the 1-minute, 5-minute and subsequent Apgar scores. 

· Use appropriate technique for suctioning the nose and mouth. 

· Demonstrate at least two steps to reduce radiant heat loss. 

· Demonstrate bag and mask ventilation. 

· Demonstrate intubation and ventilation. 

· Perform cardiac compression. 

· Place an umbilical venous catheter. 

· Demonstrate appropriate use of medications during neonatal resuscitation. 

· Interpret scalp and cord blood gases. 

· Rapidly inspect for signs of major malformations.

· Pass a course in neonatal life support.

· Demonstrate the immediate management of infants born to mothers with abnormal prenatal screening tests (antibody screening; rubella screening; HIV, HSV, syphilis, gonorrhea, hepatitis B, Group B Strep, tuberculosis and chlamydia testing).

· For these common conditions, demonstrate delivery room assessment and management; and manage newborns independently; and list criteria for consultation or transfer to level II or III nursery: 

· Meconium stained fluid 

· Respiratory depression and other common effects of maternal anesthesia, medications, or substance use/abuse 

· Complicated labor (e.g., decelerations, maternal hypertension) 

· Complicated delivery (e.g., problems with Cesarean Section, instrument-assisted deliveries, breech presentation, cord prolapse, placenta abruption, oligo- or polyhydramnios, precipitous deliveries) 

· Cyanosis, respiratory distress or heart murmur 

· Cardiorespiratory depression or abnormal blood gases 

· Describe the care and treatment of an infant following delivery that occurred unexpectedly at home or in transit to hospital.
· Overall teaching methods:
· Each resident will successfully complete a NALS course during their orientation week, prior to starting their training.

· Each resident will read the article “Delivery Room Care” in the required reading curriculum. 

· The intern will attend every delivery that requires a pediatrician occurring during their shift, under the direct supervision of one of the following: 1: pediatric house physician 2: neonatal nurse practitioner/clinician 3: neonatal attending or 4: senior pediatric resident.  (AN INTERN SHOULD NEVER ATTEND A DELIVERY ALONE!)
· Overall assessment method:
· During one of the 24 hour shifts the intern spends on-call with the house physician, a formal observation of their delivery room skills will occur, using a formal assessment tool (see below). 

· The material from the “required reading” article on resuscitation will be included in the material covered by the written exam each resident must pass during their last week on service.

GOAL: Provide anticipatory counseling at nursery discharge that relates to newborn behavior, family adjustment, injury prevention, and access to medical services. 

· Discuss priorities for anticipatory counseling, especially in face of time constraints due to "early discharge."

· List resources that can be used to supplement counseling by the physician.

· Provide routine counseling on topics such as: 

· Routine follow-up appointment time (e.g., 3-5 days of age for early discharge and breastfeeding infants) 

· How and when to contact the office for advice or earlier appointment 

· For infants discharged early: warning signs of jaundice, infection, dehydration, and feeding problems; interaction with visiting nurse, need to do repeat newborn screening blood tests 

· Needed medical, social, and WIC services 

· Normal infant behaviors related to crying, sleep, and wakefulness and how to deal with common problems (hiccups, sneezes, vaginal bleeding, breast masses/discharge, care of umbilical cord, care of penis) 

· Postpartum adjustment including the need for rest and support, and the potential for postpartum "blues" (e.g., depression, anxiety, feelings of inadequacy, fear, resentment) 

· Uniqueness of each infant's temperament and how to identify and respond to this 

· Potential for sibling rivalry and ways to handle this 

· Injury prevention (e.g., car seat for discharge, crib safety, water temperature settings, smoke alarm, constant supervision of newborn with siblings or pets, sleep position, environmental exposures like cigarette smoke) 

· Significance of increasing jaundice, feeding problems or fever in this age group and the rapidity with which medical care should be sought

· Provide written discharge instructions, documentation of immunization (HBV) given, and results of hearing screen.
GOAL: Learn the procedural skills necessary to provide competent care in a level I nursery (these skills are also taught in the NICU rotations).  Intensive care procedures are necessary even in level 1 nurseries (while waiting for the transport team to arrive, a general pediatrician must know how to provide basic emergency care). These specific procedures include:

· Delivery room resuscitation including suctioning, bag/mask ventilation and endotracheal intubation.  WILL LEARN STERILE TECHNIQUE, and will have to demonstrate said technique to either attendings or neonatal nurse clinicians prior to being allowed to “catch” a baby during a C-section.

· Umbilical arterial and venous catheterization

· Emergency evacuation of a tension pneumothorax, both with a syringe/butterfly and chest tube.

· Peripheral IV insertions, including using the transilluminator to locate veins.

· Percutaneous central venous catheter insertion.  

· Arterial punctures (radial, brachial, posterial tibial, dorsalis pedis)

· Venipunctures (including using a “modified” butterfly (cut with sterile scissors from a suture-removal kit) to drip blood from the back of the hand).  To get more than one ml of blood into a syringe from a neonatal vein ,  a two-man, squeeze-release technique is usually necessary. 

· Lumbar puncture

· Bladder catheterization and suprapubic bladder aspiration. 

· How to pass an OG tube (important for assessing a baby with possible GI obstruction)

· Heel sticks, in particular, how to perform a suitable newborn metabolic screen using Guthrie filter paper.

·  Circumcision, including pain management.  (All residents should be “officially” trained in circumcision by their third year.

· Hearing screening (all residents should have the technicians teach them to perform at least one successful hearing screen)
· Overall teaching methods:  
· All interns should watch the “how to intubate” video available in the 4th floor conference room.  All procedures (other than circumcisions) will be taught by the neonatal staff at the bedside (i.e. neonatal attendings, house physicians, neonatal nurses, or neonatal nurse clinicians) or by a senior resident.  The intern will document each successful procedure in the ACGME procedural log.  With procedures such as blood drawing or IV insertion, the usual rule of thumb (once the intern has been deemed competent by a superior)…is that the intern tries each procedure three times before asking the next person up the scale to help.  It is only through practice that you will learn! 
· Review the procedure textbook prior to every procedure to become competent in indications, contraindications, complications, obtaining informed consent and performing the procedure. 
· Circumcisions will be taught by the OB attendings.  A formal “Certificate of Circumcision Competence” will be awarded each intern, but this can only be done if the intern gets the OB attendings to sign the Documentation forms.  Each intern must observe 2, assist in 2, and independently perform 5 circumcisions , and have this documented by the OB attendings with them, before getting their certificate.  

· Overall assessment methods:

· Direct observation at bedside by supervising team.

· Review of ACGME procedure logs.

MEDICAL KNOWLEDGE
GOAL: Evaluate and appropriately treat or refer newborns with these commonly presenting signs and symptoms. 

· Recognize, describe clinical significance of, and develop a strategy to evaluate, manage and/or refer newborns with these common newborn signs and symptoms: 

· Large birth marks (mongolian spots, hemangiomas, port wine spots) 

· Rashes and markings secondary to birth trauma 

· Papular and pustular rashes (erythema toxicum, pustular melanosis, staph. Pustulosis, milia) 

· Peripheral and central cyanosis 

· High or low temperature 

· Tachypnea 

· Heart murmur-asymptomatic and symptomatic 

· Abdominal distension and masses 

· Two vessel umbilical cords 

· Abnormal findings on the Barlow or Ortolani 

· Swollen breasts 

· Vaginal bleeding 

· Subconjunctival hemorrhages 

· Corneal opacities or absent red reflex 

· Facial palsy 

· Fractured clavicle 

· Brachial plexus injury 

· Cephalohematoma or caput 

· Ear tags, pits 

· Palate abnormalities (cleft, submucous cleft) 

· Polydactyly 

· Syndactyly 

· Plethora 

· Pallor 

· Respiratory distress 

· Abdominal mass 

· Genitourinary abnormalities (ambiguous genitalia, hypospadius, undescended testicle) 

· Microcephaly 

· Macrocephaly 

· Sacral dimple, pit, hair tuft 
· Overall Teaching method:
· Read the two OB related articles “Fetal Evaluation and Prenatal Diagnosis” and “General Obstetric Care” from their mandatory readings.

· Case-based discussions with pediatric attendings and/or neonatal nurse clinicians.

GOAL: Evaluate and appropriately treat or refer newborns with these commonly presenting conditions. 

· Recognize, describe clinical significance of, and develop a strategy to evaluate, manage and/or refer newborns with the following common newborn clinical situations: 

· Large and/or small for gestational age babies 

· Infant of a diabetic mother 

· Infant of substance abusing mother 

· Child with ABO/Rh incompatibility 

· Polycythemia 

· Premature/postmature infant 

· Jitteriness 

· Transient metabolic disturbances (hypoglycemia, etc.) 

· Delayed urination 

· Delayed stooling 

· Vomiting feeds/bilious emesis 

· Poor/delayed suck 

· Respiratory distress with feedings 

· Jaundice 

· Infant with risk factor for DDH (girl breech, +family hx) 

· Infant with abnormalities on prenatal ultrasound (pyelectasia, hydronephrosis, choroids plexus cyst) 

· Dysmorphic infant or infant with known chromosomal abnormality (e.g., Trisomy 21) 

· Multiple births (near and at term) 

· Eye discharge 

· Abnormal newborn hearing screen results 

· Infant born to a mother with a significant medical condition (lupus, seizure disorder, obstetrical condition such as HELLP syndrome) 

GOAL: Manage breast- and bottle-feeding in the newborn period. 

· Assess a newborn's nutritional status based on maternal medical and obstetrical history and infant's history (e.g., illness, feeding, stools, urination) and physical exam (e.g., weight expected for gestational age, subcutaneous fat, hydration, neurologic or oral/facial anomalies) and implement appropriate feeding plans.

· Recognize and manage these conditions: 

· Common problems for breastfeeding infants and mothers 

· Maternal use of medications that are transmitted via breast milk 

· Maternal infections and risk of transmission (Hepatitis B, Hepatitis C, HIV) 

· Preserving breastfeeding while managing jaundice 

· Newborn who is a poor feeder 

· Feeding plans for the SGA or premature infant 

· Feeding plans for the infant of a diabetic mother 

· Feeding plans for the infant with a cleft palate 

· Feeding plans for neurologically depressed/abnormal newborn 

· Counsel parents about feeding choices and assess for potential risks/difficulties. 

· Encourage and support mothers who are breastfeeding. 

· Counsel and support mothers who are formula feeding. 

GOAL: Assess and manage common infections in the normal newborn nursery. 

· Identify common and important perinatal infections.

· Discuss methods for screening and, where appropriate, preventive treatment of mother and infant (chlamydia, CMV, gonorrhea, group B strep, hepatitis B, hepatitis C, HSV, HIV, tuberculosis, HPV, parvovirus, rubella, syphilis, toxoplasmosis, and varicella).

· Identify newborns at risk for bacterial sepsis by history, physical exam, and laboratory studies.

· Practice the AAP/ACOG accepted policies for infection reduction in the newborn nursery. 

· Describe why umbilical cord care is routinely performed and what methods are available.

· Counsel parents about recommendations on routine Hepatitis B vaccination, including risks, benefits, alternatives, and common side effects.

· Recognize and manage: 

· Newborn with signs of sepsis (e.g., fever, poor feeding, tachypnea, low temperature) 

· Infant born to mother with fever 

· Infant born to mother with a history of a perinatal infectious disease (e.g., group B strep, chlamydia, syphilis, HSV) 

· Infant born to mother with prolonged rupture of membranes 

· Infant born to mother who received antibiotic during delivery 
· Overall teaching methods:
· Bedside discussions about HIV, hepatitis B, Chlamydia, gonorrhea, syphilis, herpes, GBS (GBS is specifically included in article in reading packet).

· Utilization of the “Redbook” as the primary source for infectious disease information.
· Overall assessment methods:
· Bedside discussions with Attendings

· GBS article included in quiz.
GOAL: Recognize and manage jaundice in the newborn period. 
· Interpret maternal history for factors contributing to jaundice (Rh, blood type, gestational age, infection, family history of jaundice in infants, etc.).

· Interpret infant's history for possible etiologies of jaundice (e.g., infrequent or ineffective feeding, poor urine or stool output, acholic stool, blood type, risk factors for infection, metabolic disease).

· Perform a physical exam to assess for jaundice or other evidence of hepatic dysfunction (e.g., skin color, sclerae, bruising, cephalohematoma, organomegaly).

· Demonstrate use and interpretation of transcutaneous bilirubin monitoring.

· Obtain laboratory tests judiciously for management of the jaundiced infant (blood type/Coombs, total, fractionated bili, Hct, peripheral blood smear).

· Correctly interpret test results to evaluate jaundice in the clinical setting.

· Counsel parents about types of jaundice (physiologic, insufficient breastfeeding, breast milk, hemolytic, etc.) and their natural history. 

· Counsel parents about when to be concerned about jaundice (e.g., icterus beyond the face and chest, poor feeding, fever, irritability).

· Discuss the current AAP practice parameters regarding diagnosis and management of the jaundiced infant.

· Interpret the significance of a total serum bilirubin level in the context of early discharge of newborns, with reference to normative data based on age in hours.

· Describe indications for phototherapy and exchange transfusions.

· Describe the use of phototherapy in both the hospital and the home and explain risks (e.g., dehydration, eye injury, and disruption of breastfeeding routines).

· Counsel parents about ways to improve jaundice at home (e.g. frequent feedings, exposure to sunlight, etc.).


PROFESSIONALISM
GOAL: Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.
· Communicate effectively with parents and family in a professional and caring manner that honors family values and enhances their parenting skills and confidence. 

· Demonstrate personal accountability to the well-being of patients (e.g., following-up on lab results, writing comprehensive notes, and seeking answers to patient care questions).

· Demonstrate a commitment to professional behavior in interactions with staff and professional colleagues.

· Adhere to ethical and legal principles, and be sensitive to diversity.


INTERPERSONAL AND COMMUNICATION SKILLS
GOAL: Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.
· Provide effective patient education, including reassurance, for condition(s) common to the newborn nursery.
· Teaching method:
· The intern should observe the supervising attendings in their interactions with families, using them as role models in developing their own professional “style”.

· The intern should talk to every mother, every day... (not speaking their language is no excuse; use the Cyraphone)… experimenting with what manner/style of communication seems to work best in engaging parents, noting how using the baby as a the focus usually works in all cultures..
· Assessment Tool:
· Besides general observation during daily rounds by the supervising pediatrician of how well the intern communicates with families, there will be at least one formal observation by the supervising pediatrician of an interaction between the intern, mom, and baby together at the bedside, using a formalized tool.  (see appendix)

· Communicate and work effectively with staff, health professionals, specialists, referring and primary care providers to create and sustain information exchange and teamwork for patient care.

· Effectively communicate with the mother's obstetrician during the hospital stay and her primary care provider prior to the infant's discharge.

· Develop effective strategies for teaching students, colleagues and other professionals.
· Teaching and Assessment method:
· Resident will create at least one half hour Power Point lecture about a general pediatric topic, using multiple sources.  The resident will present the lecture during the 3rd-4th week of the rotation, to the pediatric attending and fellow 4th floor residents.  

· Document on-line accurate, timely and legally appropriate medical records for newborns (well-organized and complete summary of maternal record, labor and delivery note, admission note, daily progress notes, consultant notes and discharge summaries).
· Be able to present essential and accurate information relating to the prenatal and labor and delivery history, both by chart review and discussions with the OB staff, as well as by interviewing the mother in an organized format during morning attending rounds.
· Teaching method:
· The intern will be responsible for all admission notes, as well as filling out/updating the “essential data” sign-out sheet  for all newborns born during their shift.

·  The intern will read “Fetal Evaluation and Prenatal Diagnosis” and “General Obstetric Care” articles from required reading packet, as well as reading the “Brief introduction to the normal nursery” which includes the details required for a complete admission note
· Assessment Method:
· Each morning the intern will present each patient, each morning, to their supervising attending to ensure their completeness and organization.

· The material from the 3 related articles from the required reading will be included in the written test at the end of their rotation.


PRACTICE BASED LEARNING
GOAL: Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, and improve one's patient care practice.
· Use scientific methods and evidence to investigate, evaluate, and improve patient care practice in the nursery setting.
· Teaching and Assessment method:
· During attending rounds, the intern will be expected to demonstrate how to find the answer to questions of medical management on-line or with reference texts such as the Red Book.  The goal is to help the intern establish a process he can use his entire career to ensure that his practice remains up-to-date and evidenced based.

· Identify standardized guidelines for diagnosis and treatment of conditions common to the newborn nursery, and adapt them to the individual needs of specific patients.

· Describe current standards for newborn screening, including: 

· National (AAP) recommendations for universal newborn hearing screening 

· State neonatal blood-screening program, including diseases screened for, timing, testing procedures and process for notification of abnormal results.
· Teaching method: 
· Read article in required reading packet:  “Newborn Screening,”

· Discussion with attending about details of newborn screening, including what information is needed to be filled out on the front of the each form (including maternal HIV and hepatitis B results).   This objective involves learning “Systems Based Practice” skills, as well, since newborn screening follow-up is an excellent prototype for a complicated public health program that requires multiple systems to work in cooperation in order to be effective.

· Assessment method:
· Material in “Newborn Screening” article included in quiz.

· Attendings will “spot-check” the PKU forms of the patients admitted by the intern to make sure the HIV and hepatitis B information submitted is accurate.

· Current recommendations for maternal Group B Streptococcus screening and the evaluation of exposed neonates 

· Appropriate use of other screening tests or protocols and their indications (e.g., blood type and Coombs, glucose, hematocrit) 

· Appropriate use of testing to identify prenatal exposure to substances of abuse 

· Practice the AAP/ACOG accepted policies for infection reduction in the newborn nursery. 

· Provide anticipatory guidance and prevention counseling throughout hospital stay and at time of discharge, according to recommended guidelines (e.g., AAP, Bright Futures).

· Identify personal learning needs, systematically organize relevant information resources for future reference, and address plans for lifelong learning about newborn care.


SYSTEMS BASED PRACTICE
GOAL: Provide comprehensive care in a level I nursery. 
· Describe the rationale behind various nursery and delivery routines and how these affect the health and well-being of families and newborns (e.g., rooming in, on-demand feeding, 24-hour discharge of the newborn, glucose water feeds).

· Explain the role of the primary care pediatrician in the level I nursery and how it relates to the continuum of office health supervision care.

· Function as a pediatric consultant to health professionals in the newborn nursery, obstetrical ward, and delivery room for routine, normal pregnancies, deliveries and newborn care.

· Identify the role and scope of practice of general pediatricians, neonatologists, perinatologists, obstetricians, family physicians, nurse midwives, lactation consultants, primary care nurses for OB/Newborn, and social workers in relation to the normal nursery; and work collaboratively with these professionals in the care of newborns. 

· Refer mothers to WIC and other resources for assistance with food purchase, nutrition education, and breastfeeding support equipment.

· Learn about Medicaid Managed Care options, to best advise families about which Medicaid Managed Care insurance plan to choose for their babies after delivery.    For example, if the baby has congenital heart disease and will need cardiac surgery, they should sign up for HIP, because that is currently the only insurance that both Harlem Hospital and Columbia’s Cardiology and Cardiac Surgical departments accept.  Will understand when “prior approval” from the managed care company is needed before their patients can get home services.
· Understand when a social work consult is indicated for normal newborns, and when and how an ACS (Administration for Children’s’ Services) referral should be made.  
· With input from the newborn Social workers, learn assess the adequacy of the home situation for each new baby, and to consider how to arrange visiting nurse services when appropriate.  
METHODOLOGY...


CLINICAL EXPERIENCE
The weekly schedule will be distributed as one 25 hour shift (Sunday 7am-Monday 7:30am) and four 12 hour day shifts, 6:30a-6:30p.  Duties include acting as the primary pediatrician for all newborns admitted to the normal nursery, under the direct supervision of a general pediatric house physician or attending neonatologist.  The interns should consider themselves the primary physician for all deliveries, which includes writing all the orders, and being responsible for all admission notes, daily progress notes, and discharge summaries.  The intern should have daily discussions with all moms.  


DIDACTIC EXPERIENCE
There is a mandatory core curriculum reading packet consisting of 16 general newborn topics which should be read prior to the end of the 4th week of their first block.  A 16 question quiz covering the required reading material will be given at the end of the rotation.

Resident will create at least one half hour Power Point lecture about a general pediatric topic, using multiple sources.  The resident will present the lecture during the 3rd-4th week of the rotation, to the pediatric attending and fellow 4th floor residents.  

Residents will continue to participate in the daily noon resident lectures at Harlem Hospital Center.
RESOURCES

Nursery core reading packet

New York State Newborn Screening ACT Sheets and Confirmatory 
Alogrithms:


http://www.acmg.net/resources/policies/ACT/condition-analyte-
links.htm

Stanford University Newborn Photo Gallery:


http://newborns.stanford.edu/PhotoGallery/

EVALUATION...

Resident
Residents will receive formal mid-rotation feedback on their performance from the attending staff. Residents are encouraged to solicit ongoing feedback on their performance throughout the rotation.  Residents will receive a written, electronic final evaluation of their performance based on the six core competencies and a sixteen question quiz covering the required reading material at the completion of the rotation. This evaluation will be a composite summary with input from all relevant attending faculty. Dr Hansen will complete this evaluation and review the evaluation with the resident at the completion of the rotation.  
Direct observations: At least once for each category below, residents will be directly observed and will receive immediate verbal feedback in addition to a written, electronic assessment of the direct observation.

· Delivery room skills/Mock NRP code
· Newborn exam

· Bedside assessment of interaction between the intern, parent(s), and baby 
Additionally, there will be on-going assessment during the rotation of written chart documentation. Each intern will receive a written, electronic evaluation of a randomly selected admission note from the rotating inpatient attending. 

360 Evaluation

Interns will receive an anonymous, composite evaluation from the newborn nursing staff in the following competencies: patient care, professionalism, Interpersonal and 
communication skills, practice-based learning and systems based practice. 

Attending

The intern will complete anonymous written evaluations of the neonatal attendings and house physicians at the completion of the Nursery rotation. 

Rotation   

The resident will be asked to provide constructive feedback on the four week experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.
Procedures

Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences):

· Delivery room resuscitation including suctioning, bag/mask ventilation and endotracheal intubation.  WILL LEARN STERILE TECHNIQUE, and will have to demonstrate said technique to either attendings or neonatal nurse clinicians prior to being allowed to “catch” a baby during a C-section.

· Peripheral IV insertions, including using the transilluminator to locate veins.

· Venipuncture(including using a “modified” butterfly (cut with sterile scissors from a suture-removal kit) to drip blood from the back of the hand).  To get more than one ml of blood into a syringe from a neonatal vein ,  a two-man, squeeze-release technique is usually necessary. 

· Arterial punctures (radial, brachial, posterial tibial, dorsalis pedis)
· Umbilical arterial and venous catheterization

· Lumbar puncture

· Bladder catheterization and suprapubic bladder aspiration. 

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 

· Emergency evacuation of a tension pneumothorax, both with a syringe/butterfly and chest tube.
· Circumcision, including pain management all residents should be “officially” trained in circumcision).
· Hearing screening (all residents should have the technicians teach them to perform at least one successful hearing screen).
Additional procedural exposure:

· Percutaneous central venous catheter insertion.  
· How to pass an OG tube (important for assessing a baby with possible GI obstruction)
· Heel sticks, in particular, how to perform a suitable newborn metabolic screen using Guthrie filter paper.

NEONATAL ICU (PL-1)
INTRODUCTION
The NICU rotations provide the intern experience in managing newborns admitted to Harlem Hospital’s level III NICU, from the delivery room to discharge.  Interns will develop the ability to recognize common and not-so-common conditions, to assess and reassess the newborns over the course of their hospitalization, and to identify those at risk of deterioration, under the direct supervision of board certified neonatologists, house physicians, and/or their senior resident.

Each intern will spend 4-6 weeks covering the NICU along with a senior resident (most often a PL2), under the supervision of one of three board certified neonatologists.  In general, each intern will spend six 12 hour days in the NICU, 6:30am-6:30pm, Monday through Saturday, and will have Sundays off.  The intern will be the primary physician for his /her own group of patients in the NICU, which means writing all the orders, the admission notes, daily progress notes, discharge summaries, and keeping the daily sign-out sheets updated.  The intern should talk to the mothers of all his patients daily, introducing him or herself as the baby’s primary physician.  Depending on the census and acuity, the senior resident may also be the primary physician for a few of the sickest patients, while still supervising the interns’ patients as well.  However, if the census is low, the intern should follow at least 5 patients of his/her own, at a minimum…up to a maximum of 8.

GOALS AND OBJECTIVES...

PATIENT CARE
GOAL: Provide family-centered patient care that is development- and age-appropriate, compassionate, and effective for the treatment of health problems and the promotion of health. 

· Use a logical and appropriate approach to the assessment and daily management of seriously ill neonates and their families, under the guidance of a neonatologist, using evidence-based decision-making and problem-solving skills. 

· Provide emotional, social, and culturally sensitive support to families of NICU infants, including those at home. 

 

GOAL: Assess, resuscitate and stabilize critically ill neonates.  

· Explain and perform steps in resuscitation and stabilization, particularly airway management, vascular access, volume resuscitation, indications for and techniques of chest compressions, resuscitative pharmacology and management of meconium deliveries.

· Describe the common causes of acute deterioration in previously stable NICU patients.

· Function appropriately in codes and neonatal resuscitations as part of the NICU team by: 

· Participating in resuscitations 

· Completing Neonatal Resuscitation Program (NRP) or comparable training 

· Using neonatal resuscitation drugs appropriately 

GOAL: Perform an accurate and complete newborn physical examination.  

· Learn to note changes in the physical exam as the course of the disease progresses.  

· Learn to identify normal and abnormal findings related to:

· Gestational age assessment and growth category (SGA, AGA, LGA) using modified Ballard exam

· Vital signs and measurements

· General appearance and identification of anomalies

· HEENT (note head size and shape, if facies appears normal, look for red reflex, intact palate, caput, cephalohematoma,  state of sutures and fontanel’s, pre-auricular pits/tags)

· Neck and clavicles (extra neck skin,  webbed neck,  branchial cleft cysts/sinuses, crepitus or swelling over clavicles)

· Respiratory system (noting retractions, grunting, tachypnea, hypoxia, auscultation of degree of air movement and symmetry) 

· Cardiac exam (normal heart sounds, gallop, murmur,  precordial activity, perfusion, femoral/brachial pulses, cyanosis)

· Abdomen, including umbilical cord (3 vessel cord, appearance i.e. distended or scaphoid,  masses or organomegaly, tender or firm to palpation)

· Skin (rashes, pallor, jaundice, mottling, hypo or hyperpigmented spots)

· Genitalia (any degree of sexual ambiguity, hypospadius, are testes palpable and of normal size, is hymen open?)

· Hips (Ortolani and Barlow maneuvers)

· Extremities (simian creases, polydactyly, perfusion, pulses, talipes equivovares)

· Neuro (symmetry of Moro and general movement, tone, especially on pull to sit, suck, behavioral state, general activity and responsivity)

· Lower spine (look for asymmetrical clefts, hemangiomas, tags, cysts, spina bifida, tufts of hair)

· Anus (make sure it is patent and normally placed)
GOAL: Under the supervision of a neonatologist, order and understand the indications for, limitations of, and interpretation of laboratory and imaging studies unique to the NICU setting.  

· Demonstrate understanding of common diagnostic tests and imaging studies used in the NICU by being able to:

· Explain the indications for and limitations of each study.

· Know or be able to locate readily gestational age-appropriate normal ranges (lab studies).

· Apply knowledge of diagnostic test properties, including the use of sensitivity, specificity, positive predictive value, negative predictive value, likelihood ratios, and receiver operating characteristic curves, to assess the utility of tests in various clinical settings.

· Recognize cost and utilization issues.

· Interpret the results in the context of the specific patient.

· Discuss therapeutic options for correction of abnormalities.

· Use appropriately the following evaluations that may have specific application to neonatal care: 

· Serologic and other studies for transplacental infection 

· Direct and indirect Coomb's tests 

· Neonatal drug screening 

· Cranial ultrasound for intraventricular hemorrhage 

· Abdominal X-rays for placement of umbilical catheter 

· Chest X-rays for endotracheal tube placement, air leak, heart size, and vascularity 

· Use appropriately the following laboratory tests when indicated for patients in the neonatal intensive care setting: 

· CBC with differential, platelet count, RBC indices 

· Blood chemistries: electrolytes, glucose, calcium, magnesium, phosphate 

· Renal function tests 

· Tests of hepatic function (PT, albumin) and damage (liver enzymes, bilirubin) 

· Serologic tests for infection (e.g., hepatitis, HIV) 

· CRP, ESR 

· Therapeutic drug concentrations 

· Coagulation studies: platelets, PT/PTT, fibrinogen, fibrin split products, D-dimers, DIC screen 

· Arterial, capillary, and venous blood gases 

· Detection of bacterial, viral, and fungal pathogens 

· Urinalysis 

· CSF analysis 

· Gram stain 

· Stool studies 

· Toxicologic screens/drug levels 

· Other fluid studies (e.g., pleural fluid, joint fluid) 

· Newborn screening tests

· Appropriately use the following imaging or radiographic or other studies when indicated for patients in the NICU setting: 

· Chest X-ray 

· Abdominal series 

· Skeletal survey 

· CT scans 

· MRI 

· Nuclear medicine scans 

· Electrocardiogram and echocardiogram 

· Cranial ultrasonography 

GOAL: Understand how to use the physiologic monitoring, special technology and therapeutic modalities used commonly in the care of the fetus and newborn.  

· Demonstrate understanding of the monitoring techniques and special treatments commonly used in the NICU by being able to: 

· Discuss the indications, contraindications and complications. 

· Describe the general technique for use in infants. 

· Interpret the results of monitoring.

· Use appropriately the following monitoring and therapeutic techniques in NICU. 

· Physiologic monitoring of temperature, pulse, respiration, blood pressure 

· Pulse oximetry 

· Neonatal pain and drug withdrawal scales

· Demonstrate understanding of the following techniques and procedures used by obstetricians and perinatal specialists: 

· Fetal ultrasound for size and anatomy 

· Fetal heart rate monitors 

· Scalp and cord blood sampling 

· Amniocentesis 

· Cardiocentesis 

· Intrauterine transfusion including exchange transfusions 

· Chorionic villus sampling 

· Use appropriately the following treatments and techniques in the neonatal intensive care unit under supervision by the attending neonatologist, monitoring effects and anticipating potential complications specific to each procedure. (The degree of supervision should take into consideration the skill required, acuity of the patient, and relative risk of the procedure.) 

· Oxygen administration by hood, CPAP or assisted ventilation 

· Endotracheal intubation 

· Administration of surfactant therapy 

· Positive pressure ventilation and basic ventilator management 

· Extracorporeal membrane oxygenation/nitric oxide therapy 

· Phototherapy 

· Umbilical arterial and venous catheterization 

· Central hyperalimentation and parenteral nutrition 

· Enteral nutrition 

· Analgesic, sedatives and paralytics 

· Blood and blood product transfusions, including exchange transfusion 

· Vasoactive drugs (pressors and inotropes) 

· Judicious use of antibiotics 

· Administration of medications specific to the needs of the newborn (e.g., Vitamin K) 

· Arterial puncture 

· Venous access by peripheral vein 

· Umbilical artery and vein catheterization 

· Chest tube placement 

· Paracentesis 

· Describe home medical equipment and services needed for oxygen-dependent and technology-dependent graduates of the NICU (oxygen, apnea monitor, ventilator, home hyperalimentation, etc.).

· Use appropriate resources to facilitate the transition to home of the technology-dependent neonate.

· Guide mothers in the use of electric and manual breast pumps.

GOAL: Describe the care and treatment of an infant following delivery that occurred unexpectedly at home or in transit to hospital. 

MEDICAL KNOWLEDGE

GOAL: Understand the scope of established and evolving biomedical, clinical, epidemiological and social-behavioral knowledge needed by a pediatrician; demonstrate the ability to acquire, critically interpret and apply this knowledge in patient care.
· Demonstrate a commitment to acquiring the knowledge base expected of general pediatricians caring for seriously ill neonates under the guidance of a neonatologist.
· Know and/or access medical information efficiently, evaluate it critically, and apply it appropriately to the care of ill newborns

GOAL: Evaluate and manage, under the supervision of a neonatologist, common signs and symptoms of disease in premature and ill newborns. 

· Under supervision, evaluate and manage patients with the signs and symptoms that present commonly in the NICU (examples below).

· General: feeding problems, history of maternal infection or exposure, hyperthermia, hypothermia, intrauterine growth failure, irritability, jitteriness, large for gestational age, lethargy, poor post-natal weight gain, prematurity (various gestational ages)

· Cardiorespiratory: apnea, bradycardia, cyanosis, dehydration, heart murmur, hypertension, hypotension, hypovolemia, poor pulses, respiratory distress (flaring, grunting, tachypnea), shock

· Dermatologic: birthmarks, common skin rashes/conditions, discharge and/or inflammation of the umbilicus, hyper- and hypopigmented lesions, proper skin care for extreme prematures

· GI/surgical: abdominal mass, bloody stools, diarrhea, distended abdomen, failure to pass stool, gastric retention or reflux, hepatosplenomegaly, vomiting

· Genetic/metabolic: apparent congenital defect or dysmorphic syndrome, metabolic derangements (glucose, calcium, acid-base, urea, amino acids, etc.)

· Hematologic: abnormal bleeding, anemia, jaundice in a premature or seriously ill neonate, neutropenia, petechiae, polycythemia, thrombocytopenia

· Musculoskeletal: birth defects and deformities, birth trauma and related fractures and soft tissue injuries, dislocations

· Neurologic: birth trauma related nerve damage, early signs of neurologic impairment, hypotonia, macrocephaly, microcephaly, seizures, spina bifida

· Parental stress and dysfunction: anxiety disorders, child abuse and neglect, poor attachment, postpartum depression, substance abuse, teen parent 

· Renal/urologic: abnormal genitalia, edema, hematuria, oliguria, proteinuria, renal mass, urinary retention

 

GOAL: Recognize and manage, under the supervision of a neonatologist, the common conditions in patients encountered in the NICU. 

· Under supervision, evaluate and manage patients with conditions that present commonly in the NICU (examples below): 

· General: congenital malformations 

· Cardiovascular: cardiomyopathy, congenital heart disease (cyanotic and acyanotic--e.g., common disorders such as patent ductus arteriosus, ventricular septal defect, tetralogy of Fallot, transposition of the great arteries), congestive heart failure, dysrhythmias (e.g. supraventricular tachyarhythmia, complete heart block), pericarditis 

· Genetic, endocrine disorders: abnormalities discovered from neonatal screening programs as they affect the premature infant, common chromosomal anomalies (Trisomy 13, 18, 21, Turner's), inborn errors of metabolism, infant of a diabetic mother, infant of a mother with thyroid disease (e.g. maternal Graves Disease), uncommon conditions such as congenital adrenal hyperplasia, hypothyroidism, hyperthyroidism 

· GI/nutrition: biliary atresia, breast feeding support for mothers and infants with special needs (high risk premature, maternal illness, multiple birth, etc.), complications of umbilical catheterization, gastroesophageal reflux, growth retardation, hepatitis, hyperbilirubinemia, meconium plug, necrotizing enterocolitis, nutritional management of high risk neonates or those with special needs (cleft lip/palate, other facial anomalies, etc.) 

· Hematologic conditions: coagulopathy of the newborn, erythroblastosis fetalis, hemophilia, hydrops fetalis, hyperbilirubinemia, splenomegaly 

· Infectious disease: central line infections, Group B Streptococcal infections, hepatitis, herpes simplex, immunization of the premature neonate, infant of mother with HIV, intrauterine viral infections, neonatal sepsis and meningitis, nosocomial infections in the NICU, syphilis, ureaplasma, varicella exposure 

· Neurologic disorders: central apnea, CNS malformations (e.g. encephalocele, porencephaly, holoprosencephaly), drug withdrawal, hearing loss in high risk newborns (prevention and screening), hydrocephalus, hypoxic-ischemic encephalopathy, intraventricular hemorrhage, retinopathy of prematurity, seizures, spina bifi
· Pulmonary disorders: atelectasis, bronchopulmonary dysplasia, meconium aspiration, persistent pulmonary hypertension of the newborn, pneumonia, pneumothorax, respiratory distress syndrome, transient tachypnea of the newborn 

· Renal: acute and chronic renal failure, hematuria, hydronephrosis, oliguria, proteinuria 

· Surgery [assess and participate in management under supervision of a pediatric surgeon or cardiac surgeon]: congenital heart disease, (cyanotic, patent ductus arteriosus, obstructive left-sided cardiac lesions, pre- and post-operative care), diaphragmatic hernia, esophageal or gut atresia, gastroschisis, omphalocele, intestinal obstruction, necrotizing enterocolitis, perforated viscus, Pierre Robin syndrome, volvulus

PROFESSIONALISM

GOAL: Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles and sensitivity to diversity.

· Demonstrate a commitment to carrying out professional responsibilities while providing care in the NICU setting. 

· Adhere to ethical and legal principles, and be sensitive to diversity in caring for critically ill newborns.

· Develop a professional “style” that makes nurses want to follow your orders, and families want you to be their baby’s pediatrician
· Arrive on time for sing-out rounds, attending rounds, etc.
· Be prepared for rounds and ready to discuss the assigned readings
· Show responsiveness to patient needs that supersedes self-interest.  (i.e. minimal quibbling about “who is responsible for what”…because the key is working together to provide the best care possible for our babies.
INTERPERSONAL AND COMMUNICATION SKILLS
Goal: Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.

· Provide effective and sensitive communication with families of infants in the NICU setting.

· Maintain accurate, timely, and legally appropriate medical records in the critical care setting of the NICU

· The intern will learn to gather essential and accurate information about each patient, how to write a complete admission note, a skill also stressed in the normal nursery rotations.  In the NICU, more emphasis will be placed on thinking about what is causing the baby to be sick, and noting what factors in the history are the most relevant to deciding how to manage the patients’ illness.   Admission notes in the NICU must include all the information of a normal nursery admission, plus a detailed discussion of the delivery room management, and the early NICU course.
PRACTICE BASED LEARNING
GOAL: Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, and improve one's patient care practice.

· Use scientific methods and evidence to investigate, evaluate, and improve one's patient care practice in NICU setting. 

· Identify personal learning needs, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills.

· Acquire the ability to research a topic and present the information to other members of the health care team in an organized and effective manner.
 
SYSTEMS BASED PRACTICE

GOAL: Function effectively as part of an interdisciplinary team member in the NICU to create and sustain information exchange and teamwork for patient care.

· Learn to work as part of a multidisciplinary team (OB and NICU nursing staff, neonatal nurse clinicians, social workers, rehab therapists, radiologists, pediatric surgeons, pediatric cardiologist, pharmacist, laboratory personnel, blood bank staff, and phlebotomy staff)  to ensure their patients have well-coordinated in-hospital care.
GOAL: Understand how to practice high-quality health care and advocate for patients within the context of the health care system.

· Identify key aspects of health care systems, cost control and mechanisms for payment in the NICU setting. 

· Learn how to “work the system” to get things done.  Within Harlem Hospital this will involve learning how to communicate with the people who work in the lab, phlebotomy, and radiology for starters.   Examples of knowing how to “work the system” include:
·  Learning when you should run the blood to the lab yourself, or when you can utilize the messenger
· Learning when you should draw blood yourself, and when you can utilize the morning phlebotomy team.
· Learn how to work with insurance companies and social agencies to help deliver good health care to their patients and their families. 
· Recognize the limits of one's knowledge and expertise and take steps to avoid medical errors.

GOAL: Understand the pediatrician's role in and become an active advocate for programs to reduce morbidity and mortality from high-risk pregnancies. 
· Identify and describe strategies to reduce fetal and neonatal mortality, including use of group B strep prophylaxis, perinatal steroids.

· Understand and know how to access:

· Basic vital statistics that apply to newborns (neonatal and perinatal mortality, etc)

· Prenatal services available in one's region

· Tests commonly used by obstetricians to measure fetal well-being

· Neonatal transport systems

· Describe effective intervention programs for teens and other high-risk mothers.

· Recognize potential adverse outcomes for the fetus and neonate of common prenatal and perinatal conditions, and demonstrate the pediatrician's role in assessment and management strategies to minimize the risk to the fetus and/or newborn in the following situations: 

· Maternal infections/exposure to infection during pregnancy 

· Fetal exposure to harmful substances (alcohol, tobacco, environmental toxins, medications, street drugs) 

· Maternal insulin-dependent diabetes and pregnancy-induced glucose intolerance 

· Multiple gestation 

· Placental abnormalities (placenta previa, abruption, abnormal size, function) 

· Pre-eclampsia, eclampsia 

· Chorioamnionitis 

· Polyhydramnios 

· Oligohydramnios 

· Premature labor, premature ruptured membranes 

· Complications of anesthesia and common delivery practices (e.g., Caesarian, vacuum, forceps assisted, epidural, induction of labor) 

· Fetal distress during delivery 

· Postpartum maternal fever or infection 

· Maternal blood group incompatibilities 

· Other common maternal conditions having implications for the infant’s health such as lupus, HELLP syndrome, maternal thrombocytopenia 
METHODOLOGY 

      CLINCAL EXPERIENCE 

As in most branches of medicine, patient care and case based reading will be the cornerstones of the resident’s education. It is the intern’s responsibility to further his/her medical knowledge by reading about their patients, participating actively in teaching conferences, and asking questions. 
Morning sign out rounds are from 6:30-7:00AM and evening sign out rounds are from 6:00-6:30PM. Attending rounds occur seven days a week, and generally start at 10AM. These teaching sessions provide an excellent opportunity for the resident to interact with the attending physicians and to gain perspective on how various pediatric neonatal illnesses are managed.  Attendings are available (either in house or by beeper/cell phone) 24 hours a day, seven days a week.

      DIDACTIC EXPERIENCE

There will be regular informal bedside lectures as well as formal lectures by the neonatal attendings. Residents will be assigned topics to discuss and present throughout the rotation.
Attending teaching rounds take place in the neonatal unit daily between 10:00am and 12:00 pm

Resident conference – conferences provided by various faculty members or invited lecturers are held daily from 12-1PM in the MLK 4th floor conference room (or 8-9AM if required due to scheduling). 
Thursday morning  conferences – grand rounds occurs twice a month and morbidity and mortality rounds once a month from 8-9AM in room 6-101.
      RESOURCES

Required readings include the 60 page NICU resident manual and four required reading articles on the topics of delivery room resuscitation, presentation of cardiac and respiratory disease in the newborn, and necrotizing enterocolitis.  

There will be a written test on the “required” readings, including the “NICU Resident Manual”  during the last week of the rotation to help motivate everyone to read the material.

All interns should become familiar with the online sources available through your AAP membership, Harlem Hospital Center (Up to Date, patient education guides, micromedex and drug education guides) and Columbia University (WBC on-line pediatric curriculum and learning guide, e-journals, e-databases). 

EVALUATION …

Resident
Residents will receive verbal, mid-rotation feedback on their performance from the rotating neonatology attendings. Residents are encouraged to solicit ongoing feedback on their performance throughout the rotation.  Residents will receive a written, electronic final evaluation of their performance based on the six core competencies at the completion of the rotation based on a composite evaluation from the neonatal attendings, house physicians and neonatal nurse clinicians who have worked most closely with the intern.

The intern will have formal instruction and observed evaluations in newborn resuscitation, including a structured performance in a mock code.  Additionally, each intern will be observed in an individual mock neonatal/delivery room resuscitation setting and receive immediate verbal feedback on critical reasoning and resuscitation technique, in addition to a written electronic assessment of the directly observed  mock code from either a neonatal attending or house physician.

Additionally, there will be on-going assessment by the senior resident and NICU attendings during the rotation of on-line chart documentation (admission notes, daily progress notes, discharge summaries, care plans, problems lists, and procedure notes). Each intern will receive at least one written, electronic evaluation of a randomly selected admission note from an attending neonatologist. 

360 Evaluation

Interns will complete anonymous evaluations of their senior residents, and likewise receive anonymous evaluations from their senior residents on performance during the inpatient rotation based on the six core competencies.

Interns will receive an anonymous, composite evaluation from the neonatal nursing staff in the following competencies: patient care, professionalism, Interpersonal and 
communication skills, practice-based learning and systems based practice. 

Attending

The intern will complete anonymous written evaluations of the neonatal attendings at the completion of the inpatient rotation. 

Rotation   

The resident will be asked to provide constructive written feedback on the four week experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.
Procedures

Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences). This includes competency in the performance of procedures including indications, contraindications, implications, obtaining informed consent and addressing any pain associated with the procedure:
· basic and advanced neonatal life support 

· endotracheal intubation  

· placement of intravenous lines 

· arterial puncture 

· venipuncture 

· umbilical artery and vein catheterization 

· lumbar puncture

· bladder catheterization 

· subcutaneous, intradermal, and intramuscular injections

· procedural sedation 

· pain management

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· circumcision

· tympanometry and audiometry interpretation 
· inhalation medications
· chest tube placement

· thoracentesis
COMMUNITY MEDICINE

INTRODUCTION...
The Community Pediatrics rotation offers residents many opportunities designed to allow residents to build on their education and medical training while learning principles and establishing the practice of community pediatrics as key to the role of pediatrics.  What residents learn from their community rotation experiences will likely become part of their work plan once in practice.   This is necessary because to improve child health at the community level pediatricians must have knowledge and skills that were not included in traditional residency training.   

The Harlem Hospital Center/Columbia University Community Pediatrics Training Program recognizes that there must be an interdependent give and take process between physicians and communities.  Therefore as the Program engages potential community partners in communication about the potential partnership, it is necessary to explain that the program utilizes the service learning model of active community collaborative education, which uses a structured orientation, community-based services and exercises to encourage self-directed learning, evaluation of experiences and promotion of the ethic of service.   

The responsibility for the health and well being of every child in Northern Manhattan must be a shared, long-term, all-encompassing endeavor. Partnerships between academic, community, health care, religious institutions and other community based organizations, are much needed to ensure continued consistent delivery of quality care to all communities.  The delivery of A-1 services to children and youth is best accomplished by innovative pediatric training experiences, coupled with enhanced academic leadership.  This is what the Harlem Hospital Center/Columbia University Community Pediatrics Program offers to existing and potential partners in Harlem.  By delivering education, parent help and an array of resource services to program partners, the Community Pediatrics Programs strive to significantly and permanently improve how pediatricians relate to, advocate for and remain committed to the community and its children, youth and families for whom they care.

THE TEAM 
Day-to-Day activities are carrying forth under the leadership of the Rotation Director with the Program Manager/Community Liaison charged with the tasks of cultivating new partnerships, maintaining existing ones, as dictated by program needs and introducing residents to the experience.  The responsibility also includes:  (1) serving as the Program’s central communication link; (2) maintaining frequent  communication and networking with CBOs, which may entail visits with and outreach to CBOs ; (3) negotiating scheduling opportunities for residents’ to have  community-based experiences and (4) cultivating new partnerships, which  is invaluable to the Program.
Rotation Director

Benjamin Aubey, MD, MPH
Title: Assistant Attending/Clinical Instructor

Phone: 212.939.1916

Email: benjamin_aubey@excite.com
Rotation Coordinator

Gwendolyn Scott

Title:  Project Manager/Community Liaison

Phone:  212.939.4007

Email: gs2035@Columbia.edu
THE PROGRAM

In addition to partnering with Hospital-based programs (i.e., Breastfeeding/Baby Friendly, Family Friends, the Harlem Children’s Zone Asthma Initiative, Project Health and WIC, the Department of Pediatrics encourages relationships with day cares, head starts and children and youth programs.  Pediatrics targets these types of programs because its care delivery plan for children and youth focuses on the treatment of the total child which means not just the child, but the family, community, school, activities, etc.  Consequently, an understanding of the methodology of intervention, and the systems that make the components of intervention work, is of the utmost importance.   For instance:
1) Advocacy – As quiet as it is kept, advocacy is no longer the sole territory of activists.  In the 21st Century, it is a major component of health care delivery, especially in the practice of total child care.  Advocacy is much needed in the halls of primary care facilities and institutions.   Treating the total child requires that the physician may need to collaborate with family and community partners to advocate for accessible health care for all children.   

2) Community Child Health – 







3) The Community and Cultural Competency - The Pediatrician recognizes that the community is always significant to the health of children. Equally important is the pediatrician’s understanding of, and appreciation of the cultural influences that impact on a family’s beliefs and practices regarding health care.  
4) Service Learning - A structured learning experience that balances community service with educational objectives.  Community partners are integrally involved in the design, implementation and evaluation of the curriculum to ensure that academic goals are aligned with service needs.  Service learning is most applicable for partnerships between institutions and communities and is thought to be most familiar to Community Based Organizations, and facilitates the initial discussions about resident learning in community settings.  Effective community collaborative education contributes to the development of mutual respect and understanding, the foundation for establishing trust between partners.  This translates into good communication and consistency – qualities critical to partnership. 

COMMUNITY PEDIATRICS ROTATION BENEFITS

Community pediatrics training directly benefits children, adolescents and their families. As noted by Dr. Judith Palfrey and others, “the millennial morbidity is now upon us”. Only by training new pediatricians to tackle childhood and adolescent morbidities will we improve the quality of life of our most vulnerable population: our children”.  Additional benefits of Community Pediatrics are:
1) Revitalizes the profession by involving pediatricians in current, more important and difficult child health problems. 
2) Departments of pediatrics and medical institutions benefit from a greater ability to:  
a) teach and improve resident competency; 
b) promote scholarly work by residents;

c) enhance its reputation within the community; 
d) enhance inter-departmental faculty development as well as facilitate cross departments partnerships;

e) improve patient/family satisfaction and, more importantly, patient care. 
3) For Residents, the Rotation provides an important reconnection to interests and passions that may have led them to a career in medicine, as well as competencies in working with communities and the acquisition of lifelong leadership skills relevant to careers in general and subspecialty pediatrics. 
4) The communities in which residents rotate welcome the opportunity to influence and shape pediatricians at an early and formative stage of their careers.

5) Communities benefit from enhanced service delivery, improved access to health care professionals, and positive synergy of ideas and opportunities associated with multidisciplinary collaborations.
 
6) Parties develop: 
a) strong, sustainable partnerships, 
b) mutual respect for one another and 
c) clear lines of communication.
THE SCHEDULE 
Monday is usually the first day of a new rotation, unless the Resident is post-call.  If that is the case, the rotation will start that Tuesday.   Rotation residents are urged to be as mindful of their Community schedule as they are with all others.  Schedules MUST be adhered to, unless otherwise directed by the Program Manager or Director or, if there is a personal emergency that may impact attendance.  If that is the case, the Program Manager should be contacted.  

	Week 1
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM

Activity 
	Conference

Asthma Initiative Orientation
	Conference

Breastfeeding

Baby Friendly

MLK 4th floor
	Conference

WIC orientation
	Conference

Breastfeeding

Baby Friendly – OB/GYN Clinic
	Conference

School Health @ PS 197 Orientation

	PM 

Activity 
	Noon Conference

Community 

Overview 

Schedule Review
	Noon Conference

Community: What is Head Start, WIC, etc.
	Noon Conference

Community – This is Harlem:  History, Sites, etc 
	Noon Conference

Project Health – Help Desk Orientation – MLK 17-104
	Noon Conference

WIC Introduction, Forms

	
	
	
	
	
	

	Week 2
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM 

Activity
	Conference

(1) Head Start Visit
	Conference

Breastfeeding

Baby Friendly

MLK 4th floor
	Conference

(1) Initiative – Home Visit
	Conference

Breastfeeding

Baby Friendly – OB/GYN Clinic
	Conference

School Health @ PS 197 Orientation

	PM 

Activity
	Noon Conference

(2) Initiative – Home Visit
	Noon Conference

Breastfeeding

Baby Friendly

MLK 4th floor
	Noon Conference

(2) Head Start Visit
	Noon Conference

Project Health – Help Desk – Ron Brown Lobby
	Noon Conference

(3) Initiative – Home Visit


Below is a suggested two week Fall, Winter, Spring schedule.  Summer schedule will be dictated by the accessibility of programs with active year round programs.
GOALS AND OBJECTIVES...
Community Pediatrics Rotation goals and objectives are divided into five core competencies:  Medical Knowledge, Professionalism, Interpersonal and Communication Skills, Practice-Based Learning and Systems-Based Practice.

MEDICAL KNOWLEDGE
GOAL:  Understand key principles of health promotion and disease prevention for children and adolescents.
· Summarize the epidemiology and major causes of morbidity and mortality in infants, children, and adolescents in Harlem. Compare the differences based on age, gender, race and ethnicity. 
· Access, analyze, and interpret local data regarding child health and well-being.
GOAL:  Breastfeeding - Perform health promotion and counseling related to breastfeeding and manage common problems.
· Describe the anatomy and physiology of lactation, including: 
· Anatomy of the breast and infant mouth as it relates to latch 

· Lacto genesis and the transition from production of colostrums to mature milk 

· Engorgement 

· Milk ejection ("let down") reflex 

· Sucking mechanisms 

· Passage of exogenous substances into human milk (e.g. medications and toxins)

· Obtain and interpret the breastfeeding history, including:

· Prior experience (especially in the newborn period) 

· Mother's and family members' attitudes and beliefs 

· Breastfeeding techniques 

· Infant feeding patterns (especially after the newborn period) 

· Maternal diet in relation to breastfeeding 

· Maternal medical history 

· Infant urine and stool output

· Perform and interpret breastfeeding observations of mother-infant dyads with and without specific breastfeeding problems (e.g., examine breast and nipple, observe latch and positioning, observe adequacy of suck/swallow, assess mother's comfort level). Identify dyads at risk for difficulties and implement interventions to maximize breastfeeding success.

· Collaborate effectively with lactation consultants while directing the medical care of the infant. Describe how a lactation consultant can help breastfeeding families and refer to lactation consultant appropriately.

GOAL:  Manage breast and bottle feeding in the newborn period. 

· Counsel parents about feeding choices and assess for potential risks/difficulties. 

· Encourage and support mothers who are breastfeeding. 

GOAL:   Diagnose and manage patients with asthma. 

· Identify triggers that exacerbate a patient's asthma (environmental, seasonal, infections) and provide counseling about avoidance where feasible.

· Establish a treatment plan for the child with asthma that includes routine follow-up for reassessment and the initial treatment and referral of the patient with impending respiratory failure due to asthma.

· Discuss the factors that affect patient/family and school adherence to treatment protocols and the key role of support services in reducing barriers to care.

PROFESSIONALISM
GOAL: Provide humane care that is compassionate, altruistic, and respectful in addressing the needs of the whole patient.
· Articulate one's own perspective by reflecting upon one's biases and feelings about patients and families.
· Advocate with other medical, social or community services to address the patient's and family's problems and needs.

GOAL: Develop and consistently practice a healthy and constructive lifestyle, incorporating personal behaviors that balance personal and professional interests and responsibilities. 

· Maintain personal and professional integrity at all times.
GOAL: Understand and appreciate cultural diversity in patients and recognize the health-related implications of cultural and religious beliefs and practices of groups represented in a community. 

· Use culturally and linguistically appropriate terms in communicating medical information. 

· Recognize the range of differing health beliefs and values systems of patients/families from diverse cultural and ethnic backgrounds and treat such differences with respect and sensitivity.
GOAL: Recognize the perspective, cultural assets and needs of families and provide care for children within the context of the patient's family.
· Tailor your discussion of bad news to the dynamics of individual patients and families.
· Recognize the strengths of a family and identify the protective factors in a given family or community that are important predictors of success and may influence a child's risk behavior choices.
INTERPERSONAL AND COMMUNICATION SKILLS
GOAL: Effectively and empathically communicate with children and families.
· Formulate a plan for each visit by thoughtfully considering the goals of the encounter with the family and/or patient.
· Develop awareness of one's personal reactions to patients and families, recognize when one's own emotions may interfere with communication, and handle these reactions properly.
· Build relationships with patients and families with sensitivity, tact, and empathy. 
· Share information with the patient and family in a way that enhances their understanding of the problem and management plan, and include them in decision-making to the extent that they desire. 

· Assess the patient's understanding of problem and desire for more information. 

· In explanations, use words that are easy for patient to understand. Check for mutual understanding of treatment plan, and ask if patient or parent has any questions. 

· Include patient/parent in choices and decisions to the extent they desire. 

· Ask about patient's ability to follow treatment plans. 

· Identify and enlist resources and supports as appropriate. 
PRACTICE BASED LEARNING
GOAL: Develop knowledge, skills and attitudes needed for life-long learning and self-assessment, and recognize key issues about continuing education and recertification processes for pediatricians.
· Seek and incorporate feedback and self-assessment into a plan for professional growth as well 
· Demonstrate a habit of critical thinking, evidence-based decision-making and continuous, quality improvement.

· Develop networks and cultivate information sources among professional colleagues.

SYSTEMS BASED PRACTICE
GOAL: Understand key principles about health promotion and disease prevention for children and adolescents.
· Discuss how financial, cultural, political, and environmental issues affect a community's response to preventable health problems. Analyze how these factors influence particular health problems of children (e.g., lead poisoning, obesity).
· Promote family and community use of commonly available preventive services such as poison control, playground safety, proper use of car seats and restraints, gunlocks, etc.
GOAL:  Understand how to use public, private, and community resources to meet the needs of specific populations and individuals. 
· Identify and work collaboratively with a variety of community resources when providing care to families in need. 
GOAL:  Understand the risks to health and barriers to care for underserved children in the community, and demonstrate skill in improving their access to continuous, comprehensive health maintenance.
· When providing medical care to underserved children and families, demonstrate these assessment skills: 
· Engagement skills: ways to ally with the needs and aspirations of patients and families 

· Exploratory skills: techniques to interview and discuss problems with various culturally diverse populations 

· Skills in building rapport with patients and families over time 

· Skills in gathering data on psychosocial, environmental, economic, and medical issues that relate to a child's health 

· Explanatory skills: techniques to explain information, using language that is both culturally appropriate and on the appropriate literacy level 
· Recognize and respond to the aspects of health care in underserved and culturally diverse populations that create special barriers to health care delivery, e.g., health care beliefs, language and cultural norms.
· Describe the effect on child health of providing health care to children in medically underserved areas, and explain the value of preventive health services in reducing long-term health care costs.

· Describe a strategy to meet and overcome barriers to continuous and comprehensive health maintenance and care, such as: 

· External barriers that pervade and affect medical and social treatment (e.g., social, educational, ethnic and cultural issues; poverty; homelessness) 

· Barriers within the family 
GOAL: Understand and appreciate cultural diversity in patients and recognize the health-related implications of cultural and religious beliefs and practices of groups represented in a community.
· Identify barriers to the provision of culturally appropriate services within your hospital or practice, and develop strategies to address these barriers.
· Enumerate the most common ethnic and cultural communities in one's service area & for each: 

· Describe one or two special health needs and beliefs. 

· Identify resources or programs to meet these needs. 

· Refer families to available resources.
· Recognize the unique challenges faced by immigrants in gaining access to schools, navigating health care systems, and finding legal advocates.
GOAL: Understand and participate in the multiple child advocacy roles of the pediatrician.
· Speak effectively about child health matters to families and community groups and participate in local child advocacy activities.
· Explain why children need child advocates (e.g., children cannot vote, lobby, or speak for themselves).
· Define the role of a child advocate and describe ways in which pediatricians can advocate for children.

· Discuss barriers to health and health care for children in one's own community and some strategies to overcome these, including action the pediatrician can take, the role of local and national government agencies, and community resources that are available. 

· Describe the role of the pediatrician as an advocate for schools and community agencies that support children's activities and services (e.g., camps, early intervention programs, Head Start).

GOAL: Describe the role of a pediatrician in directly serving children and families in relation to their participation in educational institutions as a health care provider.
· Discuss and explain significant medical information about a patient with school personnel, giving special attention to issues of consent and confidentiality.
· Respond to requests from school personnel, parent and youth groups with specific health or safety concerns, and assist them in interpreting this information or your recommendations.
· Facilitate participation in special school-based activities (e.g., sports).
· Respond to special concerns or needs of school personnel. 
· Describe ways in which pediatricians can provide direct health education to school personnel (In-Service training), parent groups, or students (health education). 

GOAL: Describe the role of the pediatrician as a medical consultant to day care settings and related community agencies (e.g., camps, early intervention programs, Head Start). 

· Describe the role of a pediatrician to children and parents who are using child care.
· Describe the role of a medical consultant to a day care center and identify skills needed to provide these services.

· Identify the basic health and safety issues in child care centers for which consultation may be requested, identify reference resources, and develop an understanding of the issues involved: 

· Identify the basic issues regarding infectious diseases for which consultation may be requested; identify resources for reference and develop an understanding of the issues involved regarding: 

· Exclusion policy 

· Communicable diseases 

· Judicious antibiotic use 
GOAL: Understand key issues related to the pediatrician's role and interactions with community agencies and advocacy groups at the local, state and national levels. 

· Describe the existing and potential relationship between the pediatrician and community agencies that serve children and families.

· Participate in a community health initiative, coalition, or needs assessment that addresses an important health problem for children.

METHODOLOGY...


CLINICAL/COMMUNITY EXPERIENCE
The clinical aspect of our rotation focuses on residents interactions with community partners and those they serve.  These partners are:  

· Harlem Hospital’s HCZ Asthma Initiative

· Harlem Children Zone’s Baby College 
· Harlem Hospital’s Breast Feeding/Baby Friendly Program

· Head Start Programs:
· Harlem Children Zone’s Harlem Gems Head Start 

· Northern Manhattan Perinatal Partnership Storey Head Start

· West Harlem Head Start 
· Harlem Hospital’s Family Friends 

· Columbia University/Harlem Hospital’s Project Health Family Help Desk

· Harlem Hospital’s W.I.C. Program
· Harlem Hospital’s School Health Program
A description of the programs is found in the document entitled Appendix B: Community Partners (distributed during rotation)
In addition to the above-named programs, our physicians and staff are made available to serve as health consultants and speakers for health initiatives sponsored by churches, schools, Head Starts and other programs within the communities of Harlem. 

DIDACTIC EXPERIENCE 

Residents must attend all regularly scheduled resident lectures & continuity clinics.  Additional didactic sessions are provided by the breastfeeding nurse, and program/activity orientation sessions are provided by all Community Partners.
Residents will read selected articles on various topics with a focus on advocacy, the Harlem community and its people and more.  
RESOURCES 
NYC Administration for Children Services Administers Head Starts and Early Head Starts - ACS's Division of Child Care and Head Start administers the largest publicly-funded childcare system in the US, which serves approximately 60,000 infants, toddlers, and school-aged children. This includes the Head Start program, a federally funded, family–centered child development program for low-income children ages 3-5 that promotes intellectual, social, emotional and physical growth in order to develop each child’s potential for successful living. Read more at:

http://www.nyc.gov/html/acs/html/child_care/child_care.shtml      http://www.nyc.gov/html/acs/html/child_care/headstart.shtml and http://www.nyc.gov/html/acs/html/child_care/child_care_information.shtml 

The National Head Start Association (NHSA) (http://www.nhsa.org)   - This is a private not-for-profit membership organization dedicated exclusively to meeting the needs of Head Start children and their families. NHSA represents more than 1 million children, 200,000 staff and 2,600 Head Start programs nation wide. The Association supports the Head Start community by:  (1) advocating for policies that strengthen services to Head Start children and families; (2) providing extensive training and professional development to Head Start staff and (3) developing and disseminating research, information and resources that enrich the delivery of Head Start programs.  

Head Start Helps Keep Kids Healthy -10/23/2007 -   (http://www.nhsa.org/program/healthy/health_physical_activity.htm) and (http://www.nhsa.org/program/healthy/healthy_kids.htm) 
NHSA Introduction to Advocacy - 6/13/2008 (http://www.nhsa.org/advocacy/update/2006/advocacyeupdate03302006.htm)    
DeWitt TG. The application of social and adult learning theory to training in community pediatrics, social justice, and child advocacy. Pediatrics. 2003

American Academy of Pediatrics, Committee on Community Health Services. The pediatrician’s role in community pediatrics. Pediatrics. 2005

Satcher D, Kaczorowski J, Topa D. The expanding role of the pediatrician in improving child health in the 21st century. Pediatrics. 2005 

Accreditation Council for Graduate Medical Education. Program requirements for residency education in pediatrics. 2003. Accessed October 15, 2004    www.acgme.org/acWebsite/RRC&_320/320&_prIndex.asp. 

American Medical Association, House of Delegates. Resolution 321(A-04): Service Learning in Medical Education. Chicago, IL: American Medical Association; 2004.  www.ama-assn.org/meetings/public/annual04/321a04.doc. Accessed October 13, 2004 

Garfunkel L, Sidelinger D, Rezet B, Blaschke G, Risko W. Achieving consensus on competency in community pediatrics. Pediatrics. 2005

Rezet B, Riska W, Blaschke G, eds. Competency in community pediatrics: consensus statement of the Dyson Initiative Curriculum Committee. Pediatrics. 2005. 

American Academy of Pediatrics, Department of Community Pediatrics. Community Access to Child Health (CATCH) at: www.aap.org/catch. Accessed October 13, 2004 

American Medical Student Association. Promoting, reinforcing, and improving medical education culture and diversity curriculum.   Accessed October 15, 2004 www.amsa.org/programs/diversitycurriculum.cfm. 

Palfrey JS, Tonniges TF, Green M, Richmond J. Introduction: addressing the millennial morbidity—the context of community pediatrics. Pediatrics. 2005 

University of Washington. Community-Campus Partnerships for Health. Available at: http://depts.washington.edu/ccph/index.html. Accessed October 15, 2004 

Seifer SD, Connors K, O’Neil EH. Combining service and learning in partnership with communities. Acad Med. 1996 

Sidelinger DE, Meyer D, Blaschke GS, Batista M, Reznik V. Communities as teachers: delivering culturally effective care. Pediatrics. 2005 

Willis E, Marcdante KW, Schum T. Incorporating the community in a community-based education program. Acad Med. 2000 

Olson CA, Stoddard J, DeMuri G. A community pediatrics/public health rotation for pediatric residents. Acad Med. 1998

Aligne CA, Halterman JS, Allan MJ, Aten MJ, Shipley LJ. A block rotation in community health and child advocacy: improved competency of pediatric residency graduates. Ambul Pediatr. 2004

American Academy of Pediatrics, Committee on Nutrition. The use and misuse of fruit juice in pediatrics. Pediatrics. 2001.

US Department of Agriculture Women, Infants, and Children Program.  Accessed October 15, 2004    www.fns.usda.gov/wic. 
EVALUATION...
Resident - Residents will receive written and verbal feedback on their performance.  But throughout the rotation, residents are encouraged to solicit ongoing performance feedback from Dr. Benjamin Aubey and Gwendolyn Scott.  At the completion of each rotation, Residents will receive a written, final performance evaluation based on six core competencies which will incorporate feedback from each component of the rotation

The Community Pediatrics Resident Evaluation is the tool community partners are asked to use to evaluate resident performance. Recognizing differences in Rotation experiences, two versions of said document are used.  One form targets resident performances during home-visits while the other documents performances during activities such as lectures, workshops, advocacy, etc.  Again, using the myevaluations.com website, the rotaion staff constructs a composite evaluation utilizing feedback provided by partners or their representatives. 
Rotation - Residents will be asked to provide constructive feedback on the experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.  Information collected is used to provide constructive feedback to all who help to make the Rotation possible.  The feedback is also used to tailor the program focus for future rotations.
PEDIATRIC SURGERY

INTRODUCTION...

The educational goal of the Pediatric Surgery rotation at Harlem Hospital Center is to provide residents with the knowledge base and clinical experience to recognize and successfully care for children requiring surgical treatment for acute and chronic congenital, malignant, traumatic, infectious and other acquired health problems of the head and neck, integument, chest, abdomen, genitourinary tract, endocrine system, and extremities. This includes: appropriate differential diagnoses and management of common pediatric surgical conditions; appropriate identification and management of acute conditions requiring surgical rather then medical intervention; appropriate referral of non-acute conditions for pediatric surgeon or surgical sub-specialty evaluation; pre-surgical assessment of children; and post-surgical management and follow-up of children.   

Rotation Schedule:

On the first day of rotation (usually Monday if not post-call), report to the Chief resident to obtain your official schedule for the block. All residents will attend their scheduled Continuity Clinics during this rotation, but will otherwise adhere to this schedule:

	DAY
	AM
	PM

	Monday
	ENT clinic
	Orthopedics clinic

	Tuesday
	Dental clinic
	Dental clinic

	Wednesday
	ENT clinic
	Pediatric surgery clinic alt. Hand clinic

	Thursday
	Dental clinic
	General pediatric surgery M&M conference

	Friday
	General pediatric surgery OR
	General pediatric surgery clinic


Staff:

General pediatric surgery - Dr Gandhi, Dr Cooper, Dr Friedman, Dr Valda
ENT – Dr Palmer, Dr Parker, Cynthia (Audiology)
Hand surgery -
Pediatric Orthopedics - Dr Antoinne
Pediatric Dental Surgery

GOALS AND OBJECTIVES...

PATIENT CARE
GOAL: Evaluate and appropriately treat or refer signs and symptoms that may require surgery.  

· Create a strategy to determine if the following presenting signs and symptoms are caused by a surgical condition, provide initial evaluation or treatment, and refer appropriately:

· Acute abdominal pain 

· Acute scrotum 

· Vomiting, especially bilious or bloody 

· Inguinal swelling or mass 

· Abdominal mass 

· Bloody stools

· Actively participate in busy outpatient clinics, including evaluation of new

· consults, performance of minor procedures in a clinic setting, and provision of

· comprehensive follow up care for children treated surgically.

GOAL: Collaborate with surgeons in the pre-operative and post-operative evaluation and management of pediatric patients, differentiating between adult and pediatric surgeons. 
· Refer patients needing surgical intervention to the appropriate pediatric surgical subspecialist, if available in your locale.

· Evaluate patients pre-operatively to provide medical clearance for surgery. 

· Obtain history of prior surgery and anesthesia.

· Identify bleeding tendencies.

· Assess oral cavity for loose teeth if endotracheal intubation is anticipated.

· Manage any chronic respiratory conditions (e.g., asthma) that may have an impact on surgery and recovery.

· Participate in the post-operative follow-up of surgical patients.

· Recognize and manage common post-operative complications (bleeding, stridor, infections, wound dehiscence).

· Assess discharge and follow-up plans.

· Recognize psychosocial stresses of surgery on families and anticipate potential barriers to adequate post-op care.

· Function as a pediatric consultant to surgical colleagues in the diagnosis and management of pediatric patients.

GOAL: Describe general indications for subspecialty procedures and interpret results for families. 

GOAL: Acquire recommended proficiency in the use and performance of common surgical procedures. 
· Describe the following procedures, including how they work and when they should be used; competently perform those commonly used by the pediatrician in practice.

· Order or perform, collect proper specimens, and interpret results or response to the following clinical studies and procedures used in surgery: 

· Incision and drainage of simple abscess, including paronychia 

· Management of first and second degree burns  

· Gastrostomy tube replacement 

· Reduction of simple hernia 

· Drainage of subungual hematoma 

· Suture of simple lacerations 

· Simple wound care 

MEDICAL KNOWLEDGE

GOAL: Diagnose and manage common conditions that generally do not require surgical referral. 

· Diagnose, manage, and counsel patients and parents about the following conditions that generally do not require surgical evaluation:

· Umbilical hernia 

· Retractile testes 

· Resolving hydrocele 

· Transient lymphadenopathy 

· Minor lacerations

GOAL: Differentiate normal conditions from pathologic ones requiring surgical intervention. 
· Counsel parents regarding the natural history of uncomplicated umbilical hernia.

· Distinguish inguinal hernia from hydrocele and describe when it is appropriate for the pediatrician to observe and follow, and when to refer for evaluation. 

· Distinguish acute abdominal pain related to transient events like constipation, musculoskeletal pain or gastroenteritis from pain that is likely to come from a serious surgical condition.

· Interpret clinical and laboratory tests to identify conditions that require surgical intervention, including: 

· Blood studies (CBC, ESR, Electrolytes, BUN, Creatinine, LFTs, amylase, lipase)

· Occult blood in gastric fluid and stool

· Cultures (blood, stool, wound, urine, fluid from body cavities and abscesses)

· Radiographic studies (KUB and upright abdominal films, barium enema, UGI and small bowel follow through)

GOAL: Evaluate, stabilize, manage and refer as necessary patients presenting with mild trauma. 

· Counsel families regarding strategies to prevent traumatic injuries in childhood.

· Evaluate patients presenting with simple or multiple trauma by performing a primary and secondary survey.

· Manage mild trauma (e.g., mild closed head trauma or extremity soft tissue injury).

GOAL: Critically evaluate current medical information and scientific evidence related to this subspecialty area and modify your knowledge base accordingly.

GOAL: Diagnose, provide initial stabilization, and refer appropriately conditions that usually require surgical evaluation. 

· Recognize, stabilize and initiate management and surgical referral for the following conditions:

· Tumor 

· Trauma

· Burns 

· Failure to thrive or gastroesophageal reflux requiring EGD, gastrostomy tube or Nissen fundoplication 

· Atypical mycobacterial adenitis 

· Acute lymphadenitis 

· Anorectal anomalies (imperforate anus) 

· Chest wall defects: pectus excavatum and carinatum 

· Lymphangiomas 

· Dysphagia, achalasia 

· Abdominal mass: Wilms Tumor, Neuroblastoma 

· Ovarian mass: teratomas, etc. 

· GI bleeding 

· Intestinal obstruction 

· Undescended testis 

· Ganglion cysts 

· Inflammatory bowel disease 

· Polyposis syndromes 

· Appendicitis 

· Gall bladder disease 

· Pancreatitis 

· Vascular anomalies

· Wound healing and scar formation
· Recognize complications of head and neck, thoracic, abdominal, genitourinary, and extremity procedures
GOAL: Recognize, diagnose, manage and refer patients with appendicitis. 

· Recognize common and unusual presenting signs and symptoms indicating appendicitis, and diagnose by eliciting the appropriate history and physical examination findings.

· When the diagnosis is not certain, recognize situations warranting inpatient admission for medical observation and repeated surgical consultation during course of illness. 

· Use imaging studies appropriately in the diagnosis of appendicitis.

· Obtain laboratory tests suitable for evaluation of appendicitis and also in anticipation of surgical intervention.

· Discuss potential surgical intervention with patients and families.


PROFESSIONALISM
GOAL: Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.
· Demonstrate personal accountability to the well-being of patients (e.g., following up on lab results, writing comprehensive notes, and seeking answers to patient care questions).

· Demonstrate a commitment to carrying out professional responsibilities. 

· Adhere to ethical and legal principles, and be sensitive to diversity.


INTERPERSONAL AND COMMUNICATION SKILLS
GOAL: Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.
· Provide effective patient education, including reassurance, for a condition(s) common to pediatric surgical care.

· Communicate effectively with primary care and other physicians, other health professionals, and health-related agencies to create and sustain information exchange and teamwork for patient care. 

· Maintain accurate, timely and legally appropriate medical records, including referral forms and letters, for pediatric surgical patients in the outpatient setting


PRACTICE BASED LEARNING
GOAL: Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, and improve one's patient care practice.
· Identify standardized guidelines for diagnosis and treatment of conditions common to this subspecialty area and adapt them to the individual needs of specific patients. 

· Identify personal learning needs related to this subspecialty; systematically organize relevant information resources for future reference; and plan for continuing acquisition of knowledge and skills.

· Attend weekly conferences held with the pediatric surgical faculty, including Grand Rounds and Morbidity and Mortality conferences.


SYSTEMS BASED PRACTICE
GOAL: Understand how to practice high-quality health care and advocate for surgical patients within the context of the health care system.

· Identify key aspects of health care systems as they apply to pediatric surgical care, including the referral process, and differentiate between consultation and referral

· Demonstrate sensitivity to the costs of clinical care in this subspecialty setting, and take steps to minimize costs without compromising quality

· Recognize and advocate for families who need assistance to deal with systems complexities, such as the referral process, lack of insurance, multiple medication refills, multiple appointments with long transport times, or inconvenient hours of service.

· Describe the main differences between a level 1, 2 and 3 trauma center, including specialists available at the site and type of pediatric patients served.

· Identify the role and general scope of practice of pediatric surgeons; recognize situations where children benefit from the skills of surgeons with specialized training in the care of infants and children; and work effectively with these professionals in the care of children's surgical conditions.

· Acquire understanding of the epidemiology of surgical health care issues in children, and the effect of culture, education and environment on the lives and health of children.

METHODOLOGY...


CLINICAL EXPERIENCE
This is a primarily an outpatient clinical rotation. Residents will participate in various surgical clinics, such as Hand Clinic, Orthopedics Clinic, General Pediatric Surgery Clinic, ENT/Audiology Clinic and Dental Clinic through out the week. Residents rotating in pediatric surgery are responsible for all ambulatory, same-day surgery patients. This includes any necessary patient assessments the morning of the surgery, admission/pre-surgery orders, post-operative orders and post-operative assessments/notes.

Residents will spend one half day in OR with the general pediatric surgeons and anesthesiologists.

DIDACTIC EXPERIENCE

Residents will attend and participate in the weekly pediatric surgical morbidity and mortality conference. This occurs every Thursday afternoon.

RESOURCES

EVALUATION... 

Resident

Residents will receive formal mid-rotation feedback on their performance from Dr Gandhi. Residents are encouraged to solicit ongoing feedback on their performance from Dr Gandhi and the various surgical sub-specialists frequently throughout the rotation.  Residents will receive a written, electronic final evaluation of their performance based on the six core competencies at the completion of the rotation. Dr Gandhi will complete this evaluation (with input from the various surgical faculty) and review the evaluation with the resident at the completion of the rotation.  
Procedures
This is a rotation rich with opportunities to do all sorts of procedures. Please be aggressive in asking the attendings you work with to let you do as many procedures as possible with their assistance (especially intubations in the OR with the anesthesiology attendings). Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences):

· endotracheal intubation

· placement of intravenous lines

· venipuncture

· bladder catheterization

· wound care and suturing of lacerations

· procedural sedation

· pain management
· reduction and splinting of simple dislocations/fractures.
Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· circumcision

· tympanometry and audiometry interpretation

· simple removal of foreign bodies (e.g., from ears or nose)

· incision and drainage of superficial abscesses

Rotation
The resident will be asked to provide constructive feedback on the four week experience, specifically with regard to: content, clinical experience, teaching methods and practical/clinical relevance.
CONTINUITY CLINIC

INTRODUCTION...

The goal of the continuity clinic is for each resident to experience the continual care of a group of patients throughout the three year training period in an ambulatory clinic setting.

In order to provide this experience, each resident will be assigned a continuity clinic day which will remain the same throughout the three year training period. In order to be in compliance with New York State’s resident working hour requirements and to satisfy the Residency Review Committee requirements, continuity clinic will be held Tuesdays through Fridays from 1-5PM. The only times that a resident will be excused from his/her continuity clinic will be scheduled vacations and the first two weeks of the MSKCC oncology rotation. If the resident is ill on his/her continuity clinic day, they must notify the chief resident and remind them to inform the clinic about the resident’s absence and to arrange appropriate coverage. Per the ACGME, residents must have a minimum of 36 weeks per year of continuity clinic.
Residents must arrive in clinic promptly by 1:15 PM on their continuity clinic day. If the resident is not in clinic in a timely fashion, he/she will be paged. If necessary, the chief resident will be paged to direct the errant resident to the clinic. Therefore, if the resident will be delayed for any genuine reason, she/he is to call the preceptor and give their expected arrival time. 

Prior to the start of clinic, there will be a brief half-hour discussion, from 1:15-1:45 PM, of a pre-selected medical topic. You will be given a relevant article the preceding week to read and you should come ready to discuss the topic. 

Following the lecture, the resident will see all of his/her assigned appointment patients and if time permits, his/her own patients who appear in clinic without an appointment. Additionally, patients may also be assigned to residents by the preceptors. There is a printout available for every physician with the names of those patients who have appointments for that day. There are attending preceptors for every continuity clinic session and each resident is assigned to a specific preceptor for his/her continuity clinic. The preceptors are responsible for reviewing all patients seen by the resident.  Additionally, each resident will be assigned a clerical staff member, who will work with the resident to coordinate patient flow, ensure timely registration and nurse triage of patients and coordinate follow-up needs such as immunizations, hearing and vision screens and return appointments.

Patient Panel

The new residents will take over the patient panel of a departing resident. However, each resident should be aggressive and take every effort to build their panel. This can be achieved by recruiting patients who do not have a primary doctor during clinical rotations, such as NICU/nursery, inpatient floor, ER, clinic and community pediatric rotations. 

Patient Encounter

Residents should see their patients in a prompt and efficient manner. This includes arriving to the clinic on time and pacing yourself appropriately.

Start the visit by introducing yourself and proceed by enquiring about their current and past concerns / complaints. After you have taken your history from the child/parent and performed a physical examination, inform the parent that the child will have to be checked by the attending and to leave the clothing off until the preceptor appears. Introduce your assigned preceptor to the family.

After seeing a patient with the preceptor, residents should complete an electronic encounter note, including their preceptors name under the “Attending/visit” field in the provider assignment section of Vista.  At the close of the clinic session, the resident should review his/her failed appointments and make a decision regarding the need for follow-up. The resident will also review all lab work ordered for his/her patients by reviewing the results that are electronically sent to their Vista workstation. Abnormal laboratory results, decisions regarding follow-up and patient care plans must be discussed with the preceptor. Follow-up plans that cannot wait until your next continuity session, can be signed out to one of the block rotation residents. 

Each resident will check with the preceptor prior to leaving the clinic.

Some Useful Tips 

It is important that parents/children can clearly identify their provider, reach them when necessary and feel confident in the quality of pediatric care they receive. This can be achieved in many ways: 
1. Residents should make sure that every family can clearly identify them as their child’s pediatrician. 
Always introduce yourself as the child’s pediatrician and reinforce to parents that they should schedule all future appointments with you. Make sure every family has your business card. Valuable information on the business card includes the residents name and important contact phone numbers. 

Write your name on each patient’s yellow immunization card and green clinic card.

All children in a family group should be followed by the same provider.

If for some reason you will not be continuing to follow a child, please make sure that you make an appointment for the child to return to their primary care provider. 

Residents should make sure that families know how to reach them for medical advice. This can include the page operator number, resident beeper number and the number for the clinic after-hours phone service. 

Residents should make sure parents are aware of the after-hours phone service and encourage parents to call this number after-hours rather than going directly to the emergency room (800-353-7102). 

Whenever possible, residents should notify one another when a patient is seen in the ER, admitted to the inpatient floor or newly delivered in the nursery. Whenever possible, make a courtesy visit to parents on the post-partum floor or to patients admitted to the hospital.

Always provide prompt follow-up of abnormal labs or information regarding specialist care or referrals. All residents should check their clinic labs at least weekly. Abnormal labs should be discussed with the preceptor and families notified promptly by phone to arrange adequate follow-up. When doing non-routine lab evaluations, always collect your own phone numbers and calls parents with both normal (as a courtesy) and abnormal results. 

GOALS AND OBJECTIVES...

PATIENT CARE
GOAL: Provide comprehensive health care promotion, screening and disease prevention services to infants, children, adolescents and their families in the ambulatory setting. 
· Perform health promotion (well child care) visits at recommended ages based on nationally recognized periodicity schedules (e.g., AAP Health Supervision Guidelines, Bright Futures, GAPS). 

· Perform a family centered health supervision interview. 

· Define family and identify significant family members and other significant caretakers and what role they play in the child's life. 

· Identify patient and family concerns. 

· Discuss health goals for the visit with the patient and family. 

· Prioritize agenda for the visit with the patient and family. 

· Elicit age-appropriate information regarding health, nutrition, activities, and health risks. 

· Perform age-appropriate developmental surveillance, developmental screening, school performance monitoring and job performance monitoring. 

· Identify risks to optimal developmental progress (e.g., prematurity, SES, family/genetic conditions, etc.). 

· Identify patient and parental concerns regarding development, school, and/or work. 

· Perform standardized, validated, accurate developmental screening tests for infants and children until school age. 

· Critically observe interactions between the parent and the infant, child, or adolescent. 

· Perform physical exam with special focus on age-dependent concerns and patient or family concerns.

· Order or perform and interpret additional age-appropriate screening procedure, using nationally-recognized periodicity schedules and local or state expectations (e.g., newborn screening, lead, hematocrit, hemoglobin for sickle cell, blood pressure, cardiovascular risk assessment, vision, hearing, dental assessment, reproductive-related concerns). 

· Order or perform appropriate additional screening procedures based on patient and family concerns (e.g., sports involvement, positive family history for specific health condition, behavioral concerns, depression, identified risk for lead exposure).

· Perform age-appropriate immunizations using nationally-recognized periodicity schedules. 

· Provide age-appropriate anticipatory guidance to parent(s) or caregiver(s), and the child or adolescent, according to recommended guidelines (e.g., AAP TIPP program, Bright Futures, GAPS). Address topics including:

· Promotion of healthy habits (e.g., physical activity, reading, etc.)

· Injury and illness prevention 

· Nutrition

· Oral health 

· Age-appropriate medical care

· Promotion of social competence

· Promotion of positive interactions between the parent and infant/child/adolescent 

· Promotion of constructive family communication, relationships and parental health

· Promotion of community interactions

· Promotion of responsibility (adolescence)

· Promotion of school achievement (middle childhood, adolescence) 

· Sexuality (infancy, early and middle childhood, adolescence) 

· Prevention of substance use/abuse (middle childhood, adolescence) 

· Physical activity and sports 

· Interpretation of screening procedures

· Prevention of violence 

GOAL: Develop skills in promoting a therapeutic alliance with patients and families by providing counseling, guidance, and patient education in areas important to child health and disease. 
· Provide parents with appropriate anticipatory guidance, based on age, gender, risk factors, and developmental stage of the child, in order to enhance function, maintain health, and prevent disease and injury. 

· Provide effective education via written, visual, and hands-on techniques (e.g., demonstrations, models, handouts, videotapes, group learning sessions), selecting an educational method that is tuned to the patient's or family's learning style, language limitations, knowledge level, cultural background, and emotional state. 

· Summarize the key topics or issues at the end of the session, and verify that the patient or parent understands the information presented.

· Sensitively assess the patient's and family's concerns and fears, and discuss these in a sympathetic and constructive fashion. 

· Respect patient autonomy and beliefs, and encourage the parent and child to assume responsibility for their own care. 

· Actively engage patients and families in planning by explaining management strategies in language they can understand, discussing potential barriers to adherence, and adapting the plan as needed to suit the families socioeconomic circumstances, home environment, and cultural or health beliefs. When therapy is refused, pay special attention to potential barriers to understanding and acceptance. 

· Negotiate effectively with the parent and the child regarding adherence to risk reduction or treatment plans. Assess barriers to a patient's compliance and help families identify strategies to facilitate a child's compliance.

GOAL: Establish a medical home for children with chronic illness/conditions, taking responsibility for their longitudinal, comprehensive care:
 

· Provide dysmorphology screening, well-child care, prevention counseling, immunization and routine screening based on health maintenance guidelines (when available) for specific diseases.
 

· Counsel families regarding factors influencing prognosis/outcome of condition.
 

· Provide care of episodic illness and routine complications.
 

· Recognize signs and symptoms requiring referral to the appropriate consultant and/or community or school resources.
 
 

· Discuss the steps necessary to successfully transition health care to adult providers for older adolescents and young adults with special health care needs.

GOAL: Utilize common diagnostic tests and imaging studies appropriately in the outpatient department. 
 

· Demonstrate understanding of the common diagnostic tests and imaging studies used in the outpatient setting, by being able to: 
 

· Explain the indications for and limitations of each study.
 

· Know or be able to locate age-appropriate normal ranges (lab studies).
 

· Apply knowledge of diagnostic test properties, including the use of sensitivity, specificity, positive predictive value, negative predictive value, likelihood ratios and receiver operating characteristic curves, to assess test utility in clinical settings.
 

· Recognize cost and utilization issues.
 

· Interpret the results in the context of the specific patient.
 

· Discuss therapeutic options for correction of abnormalities.
 

· Use appropriately the common laboratory studies in the Continuity Clinic and Outpatient setting: 

· CBC with differential, platelet count, RBC indices 

· Blood chemistries: electrolytes, glucose, calcium, magnesium, phosphate 

· Hemaglobin A1C 

· Cholesterol 

· Renal function tests 

· Tests of hepatic function (PT, albumin) and damage (liver enzymes, bilirubin) 

· Serologic tests for infection (e.g., hepatitis, HIV) 

· CRP, ESR 

· Routine screening tests (e.g., neonatal screens, lead) 

· Tests for ova and parasites 

· Thyroid function tests 

· Culture for bacterial, viral, and fungal pathogens, including stool culture 

· Urinalysis  

· Developmental, behavioral screening tests 

· Use the common imaging, diagnostic or radiographic studies when indicated for patients evaluated in Continuity Clinic: 

· Plain radiographs of the chest, extremities, abdomen, skull, sinuses 

· CT, MRI, angiography, ultrasound, nuclear scans (interpretation not expected) and contrast studies when indicated 

· Bone age films 

· Electrocardiogram and echocardiogram 
· Skin test for tuberculosis


MEDICAL KNOWLEDGE
GOAL: Evaluate and manage common signs and symptoms associated with the practice of pediatrics in the Continuity Clinic
 

· Evaluate and manage the following signs and symptoms that present in the context of health care promotion: 

· Infancy: malpositioning of feet, hip clicks, skin rashes, birthmarks, jitteriness, hiccups, sneezes, wheezing, heart murmur, vaginal bleeding and/or discharge, foul smelling umbilical cord with/without discharge; undescended testicle, breast tissue, breast drainage, malpositioning of feet, malrotation of lower extremities, developmental delays, sleep disturbances, difficulty feeding, dysconjugate gaze, failure to thrive, frequent infections, abnormal head shape or size, evidence of abuse or neglect, abdominal masses, abnormal muscle tone 

· General: Acute life-threatening event (ALTE), constitutional symptoms, excessive crying, failure to thrive, fatigue, fever, weight loss or gain, dental caries, excessive thumb-sucking or pacifier use, sleep disturbances, difficult behaviors, variations in appetite, variations in toilet training, overactivity, somatic complaints, poor school performance, attention problems, fatigue, masturbation, anxiety, violence 

· Cardiorespiratory: Apnea, chest pain, cough cyanosis, dyspnea, heart murmur, hemoptysis, hypertension, inadequate respiratory effort, respiratory failure, rhythm disturbance, shortness of breath, stridor, syncope, tachypnea, wheezing 

· Dermatologic: Congenital nevus and other birth marks, ecchymoses, edema, paleness, petechiae, pigmentary changes, purpura, rashes, urticaria, vascular lesions, foul smelling umbilical cord 

· EENT: Acute visual changes; dysconjugate gaze; conjunctival injection; ear or eye discharge; ear, throat, eye pain, edema, epistaxis; nasal foreign body; hoarseness; stridor 

· Endocrine: growth disturbance, short stature, heat or cold intolerance, normal and abnormal timing of pubertal changes, polydipsia, polyuria 

· GI/Nutrition/Fluids: Abdominal pain, mass or distention; ascites; constipation; dehydration; diarrhea; dysphagia; encopresis; hematemesis; inadequate intake of calories or fluid; jaundice; melena; obesity; rectal bleeding; regurgitation; vomiting 

· Genitourinary/Renal: Change in urine color, dysuria, edema, enuresis, frequency, hematuria, oliguria, pain referable to the urinary tract, scrotal mass, pain or edema, trauma to urinary tract or external genitalia, undescended testicle, enuresis 

· GYN: Asymmetry of breast development, abnormal vaginal bleeding, pelvic or genital pain, vaginal discharge or odor; vulvar trauma or erythema, delayed onset of menses, missed or irregular periods 

· Hematologic/Oncologic: Abnormal bleeding, bruising, hepatosplenomegaly, lymphadenopathy, masses, pallor 

· Musculoskeletal: Malpositioning of feet, malpositioning of legs, hip clicks, abnormal gait, abnormal spine curvature, arthritis or arthralgia, bone and soft tissue trauma, limb or joint pain, limp, variations in alignment (e.g., intoeing) 

· Neurologic: Delays in developmental milestones, ataxia, change in sensorium, diplopia, headache, head trauma, hearing concerns, gait disturbance, hypotonia, lethargy, seizure, tremor, vertigo, visual disturbance, weakness 

· Psychiatric/Psychosocial: Acute psychosis, anxiety, behavioral concerns; conversion symptoms, depression, hyperactivity, suicide attempt, suspected child abuse or neglect

GOAL: Recognize and manage common childhood conditions presenting to the Continuity Clinic
 

· Evaluate and manage the common conditions and situations presenting in the context of health promotion visits. 

· Infancy: Breast feeding, bottle feeding, colic, congenital hip dislocation, constipation, strabismus, colic, parent-infant interactional issues, sleep problems, child care decisions, separation protest, stranger anxiety, failure to thrive, recurrent respiratory and ear infections, positional foot deformities, rashes, teething, injury prevention and safety 

· General: Colic, failure to thrive, fever, overweight, iron deficiency, lead exposure, strabismus, hearing problems, child care decisions, well-child and well adolescent care (including anticipatory guidance), parental issues (financial stress, divorce, depression, tobacco, alcohol or substance abuse, domestic violence, inadequate support networks) 

· Allergy/Immunology: Allergic rhinitis, angioedema, asthma, food allergies, recurrent infections, serum sickness, urticaria 

· Cardiovascular: Bacterial endocarditis, cardiomyopathy, congenital heart disease (outpatient management of minor illnesses), congestive heart failure, heart murmurs, Kawasaki disease, palpitations, rheumatic fever 

· Dermatology: abscess, acne, atopic dermatitis, cellulitis and superficial skin infections, impetigo, molluscum, tinea infections, viral exanthems, verruca vulgaris, other common rashes of childhood and adolescence 

· Endocrine/Metabolic: Diabetes mellitus, diabetes insipidis, evaluation for possible hypothyroidism, growth failure or delay, gynecomastia, hyperthyroidism, precocious or delayed puberty 

· GI/Nutritional: Appendicitis, bleeding in stool, constipation, encopresis, foreign body ingestion, gastroenteritis, gastroesophageal reflux, hepatitis, inflammatory bowel disease, nutritional issues, obesity, pancreatitis 

· GU/Renal: Electrolyte and acid-base disturbances (mild), enuresis, glomerulonephritis, hematuria, Henoch Schonlein purpura, nephrotic syndrome, obstructive uropathy, proteinuria, undescended testicles, UTI/pyelonephritis 

· Gynecologic: Genital trauma (mild), labial adhesions, pelvic inflammatory disease, vaginal discharge or foreign body 

· Hematology/Oncology: Abdominal and mediastinal mass (initial work up), anemia, hemoglobinopathies, leukocytosis, neutropenia, thrombocytopenia 

· Infectious Disease: Cellulitis, cervical adenitis, dental abscess with complications, initial evaluation and follow-up of serious, deep tissue infections, laryngotracheobronchitis, otitis media, periorbital and orbital cellulitis, phayrngitis, pneumonia (viral or bacterial), sinusitis, upper respiratory tract infections, viral illness, recurrent infections 

· Musculoskeletal: Apophysitides, femoral retro- and anteversion, fractures, growing pains, hip dysplasia, limp, metatarsus adductus, sprains, strains, tibial torsion 

· Pharmacology/Toxicology: Common drug poisoning or overdose, ingestion avoidance (precautions) 

· Neurology/Psychiatry: Acute neurologic conditions (initial evaluation), behavioral concerns, discipline issues, temper tantrums, biting, developmental delay, seizures (evaluation and adjustment of medications), ADHD, learning disabilities, substance abuse 

· Pulmonary: Asthma, bronchiolitis, croup, epiglottitis, pneumonia; sinusitis, tracheitis, viral URI and LRI 

· Surgery: Initial evaluation of patients requiring urgent referral, pre- and post-op evaluation of surgical patients (general, ENT, ortho, urology, neurosurgical, etc.)


GOAL: Develop a working knowledge of typical development and behavior for children and families and apply this knowledge in the clinical setting to differentiate normal from abnormal states. 
 

· For each of the domains of child development:
 

· Describe the spectrum of age-appropriate development and variations from typical for children from birth through adolescence.
 

· Identify major theories of development.
 

· Discuss how different developmental domains interact and influence one another at different stages of development.
 

· Counsel families on the variations within typical development.
 

· Identify "red flags" of abnormal development. 
 

· Describe a child's typical progress in each of the following developmental domains, identify signs of abnormal development, and provide parents with counseling concerning: 

· Cognitive skills 

· Fine and gross motor skills 

· Receptive and expressive language 

· Social/emotional development 

· Self-help and adaptive behaviors 
 

· For the common domains of child behavior:
 

· Describe the spectrum of age-appropriate development and variations from typical for children from birth through adolescence.
 

· Identify major theories of behavioral development.
 

· Discuss how different developmental and behavioral domains interact and influence one another at different stages.
 

· Counsel families on the variations within typical behavior.
 

· Diagnose "red flags" of abnormal behavior.
 

· Describe a child's typical progress in each of the following behavioral domains, identify signs of abnormal development, and provide parents with counseling concerning: 

· Attachment (bonding) 

· Autonomy 

· Elimination 

· Eating 

· Sexuality 

· Sleep 

· Temperament 
 

· Counsel parents about typical parenting issues (related to child development, behavior, health and safety, family adjustment).
 

· Diagnose and manage specific pediatric behavioral, developmental and medical problems using knowledge and insight about family development and family systems theory.
 

· Recognize and differentiate between developmentally-appropriate coping strategies used by children and their families to contend with illness and medical interventions, and common ineffective coping strategies, including non-compliance.
 
 

GOAL: Coordinate comprehensive primary and consultative care for children with chronic illness and special health care needs. 
 

· Describe the following diseases and explain why they are defined as chronic conditions. 

· Allergic rhinitis 

· Asthma 

· Atopic dermatitis 

· Chromosomal disorders (e.g. Down's syndrome, Turner, Fragile X, etc.) 

· Chronic otitis media 

· Chronic renal disease 

· Cleft palate 

· Congenital heart disease 

· Cystic fibrosis 

· Diabetes 

· Epilepsy 

· Hemophilia 

· Inborn errors of metabolism 

· Inflammatory bowel disease 

· Immune deficiencies (HIV, AIDS, others) 

· Juvenile rheumatoid arthritis, systemic lupus erythematosus and related disorders 

· Malignancy 

· Mental illness including chronic depression 

· Nephrotic syndrome 

· Neurofibromatosis 

· Post-transplantation 

· Prematurity and related complications (e.g., BPD and IVH) 

· Sickle cell diseases and other hemoglobinopathies 

· Obesity 


· Describe the following conditions and why they are defined as chronic disabilities. 

· Cerebral palsy 

· Spina bifida 

· Limb deficiencies 

· Post-traumatic brain syndrome 

· Developmental delay (other than transient) 

· Static and progressive encephalopathies 

· Mental retardation (with or without defined genetic syndrome) 

· Neuromuscular disorders (e.g., muscular dystrophy) 

· Sensory impairment (e.g., hearing and vision) 

· Attention Deficit Hyperactivity Disorder 

· Autism spectrum disorders 
PROFESSIONALISM
GOAL: Provide humane care that is compassionate, altruistic, and respectful in addressing the needs of the whole patient. 
· Demonstrate commitment to appropriately inform and communicate with children and their families, taking into account their perspective, their needs, and their socioeconomic status, cultural context, and religious and spiritual beliefs. 

· Articulate one's own perspective by reflecting upon one's biases and feelings about patients and families.

· Describe how to negotiate respectfully any conflicts between your own perspective and those of patients and families. 

· Consistently involve patients and families in discussions of management options and empower them to participate in mutual decision-making. 

· Demonstrate a systematic approach to providing humanistic care through application of accepted models of patient-doctor encounters. 

· Advocate with other medical, social or community services to address the patient's and family's problems and needs. 

· Demonstrate a commitment to acting in the overall best interest of the whole patient and his/her optimal functional status, despite competing time, fiscal, or service constraints.

· Demonstrate efficient and organized work habits that allow time for regular face-to-face communication with patients.

· Describe how to motivate other members of the health care team (including staff and learners) to work collaboratively toward the primary goal of making patients' needs paramount.

GOAL: Understand and appreciate cultural diversity in patients and recognize the health-related implications of cultural and religious beliefs and practices of groups represented in a community. 
· Conduct a history and physical examination and formulate a treatment plan that demonstrates awareness of and sensitivity to family cultural and religious views as they relate to health care choices and coping with wellness, illness and death.

· Use culturally and linguistically appropriate terms in communicating medical information (e.g., the rationale for common pediatric medical therapies such as rule-out sepsis, management of chronic asthma, expectant management of viral illness, and childhood immunization). 

· Recognize that different diseases and conditions are more common in certain ethnic groups and apply this knowledge to specific cases (e.g., Beta Thalassemia: Southeast Asian nations; Hypertension: African Americans).

· Describe how to offer and provide language assistance services (including bilingual staff and interpreter services) in a timely manner to each patient and family with limited English proficiency. 

· Demonstrate ease and competence in the use of a trained medical interpreter by telephone and in person. 

· Identify barriers to the provision of culturally appropriate services within your hospital or practice, and develop strategies to address these barriers. 

· Recognize the range of differing health beliefs and values systems of patients/families from diverse cultural and ethnic backgrounds, and treat these differences with respect and sensitivity.

· Assist families in accessing religious support systems in the context of their own faith when they are in unfamiliar medical settings.

· Create and sustain a professional and therapeutic relationship with patients and families across a broad range of socioeconomic and cultural backgrounds.

· Address within-culture and within-religion variability regarding health beliefs and practices in one's diagnostic approach and treatment planning for patients from different ethnic and religious groups. 

· Enumerate the most common ethnic and cultural communities in one's service area (e.g., Southeast Asian, Latino, African American), and for each: 

· Describe one or two special health needs and beliefs. 

· Identify resources or programs to meet these needs. 

· Refer families to available resources. 

· Recognize the unique challenges faced by immigrants, refugees and migrating families in gaining access to schools, navigating physical and mental health care systems, and finding legal advocates.


INTERPERSONAL AND COMMUNICATION SKILLS
GOAL:  Demonstrate interpersonal and communication skills that result in information exchange and partnering with patients, their families and professional associates.
· Write a referral, including specific questions or problems to be addressed, to the appropriate consultant and/or community or school resources.
 

· Maintain effective communication with parents, care providers and therapists to assure coordinated, continuous care for patient.
· Maintain appropriate medical records, including problem list, record of medication changes, and communications with referring/outside providers.
GOAL: Effectively and empathically communicate with children and families. 
· Understand and use the following methods during communication with children and families: 

· Strive to identify and respond to the child's and family's learning style. 

· Consider the developmental stage of patient and family. 

· Adapt language and concepts to the educational level of the family. 

· Take into account cultural, ethnic, and socioeconomic issues. 

· Deal effectively with language barriers. 

· Take into account hearing, speech, or vision impairments. 

· Be sensitive to health beliefs and religious or spiritual issues. 

· Recognize personal factors in the physician that may influence interaction (e.g., personal biases and prejudices, sleep deprivation, home or family issues). 

· Build relationships with patients and families with sensitivity, tact, and empathy. 

· Greet patients and families and show interest in them as individuals. 

· Demonstrate empathy and compassion with patients and families. 

· Use words that show care and concern throughout the interview. 

· Use tone, pace, eye contact and posture to show care and concern. 

· Be aware that ideas, feelings, and values of both the physician and patient influence the relationship. 

· Understand that building relationships with a patient is an ongoing task within and across encounters. 

· Respond to patients and families non-judgmentally and non-defensively. 

· Respect and be aware of patients' privacy and confidentiality. 

· Formulate a plan for each visit by thoughtfully considering the goals of the encounter with the family or patient.

· Conduct a discussion with patients and families with a plan for opening, data gathering and closure, creating a balance between open-ended opportunities and physician-directed topics. 

· Allow patient to complete opening statement. 

· Ask, "Is there anything else?" to help elicit patient's full set of concerns. 

· Explain and negotiate an agenda for the visit. 

· Initiate patient narrative using open-ended questions ("tell me about..."), then clarify details as necessary. 

· Actively listen using nonverbal (e.g., eye contact) and verbal (e.g., words of encouragement) techniques. 

· Respond appropriately to non-verbal cues from children and families. 

· Avoid interrupting the patient. 

· Summarize and give patient the opportunity to correct and add information. 

· Ask if the patient has questions or concerns for next time. 

· Summarize and ask patient to summarize plans until the next visit. 

· Clarify follow-up or contact arrangements (e.g., next visit, plans for unexpected outcomes). 

· In discussions with patients and family, understand and respond to the patient's perspective. 

· Ask about life events, circumstances, and other people that might affect a patient's health or treatment. 

· Elicit the patient's and parent's beliefs and expectations about illness and treatment. 

· Listen to the patient's or family's story, seek out their understanding of the causes of illness and possible treatments, and identify their major concerns. 

· Help the patient and parent to articulate their emotions (e.g., "you seem upset/sad/angry") and respond explicitly to their expressed ideas and feelings, including cultural religious/spiritual or ethical preferences. 

· Develop awareness of one's personal reactions to patients and families, recognize when one's own emotions may interfere with communication, and handle these reactions properly.

· Share information with the patient and family in a way that enhances their understanding of the problem and management plan, and include them in decision-making to the extent that they desire. 

· Assess the patient's understanding of problem and desire for more information. 

· Regard the physician-patient relationship as a partnership, and respect patients' participation in decision-making. 

· In explanations, use words that are easy for patient to understand, and avoid medical jargon. Check for mutual understanding of treatment plan, and ask if patient or parent has any questions. 

· Include patient/parent in choices and decisions to the extent they desire. 

· Ask about patient's ability to follow treatment plans. 

· Identify and enlist resources and supports as appropriate. 

· Recognize the important and complex dynamic of the doctor-patient relationship and its power to influence both the physician and the patient/parent. 

· Understand the importance of both verbal and nonverbal behavior in the physician's interaction with patients/parents. 

· Recognize how "offers" of symptoms and signs are made, as well as explanations and remedies, by patient/parent and physician. 

· Consider how these "offers" are discussed and negotiated, then either accepted or rejected, by patient/parents. 

· Examine stresses in the doctor-patient relationship and their sources, and consider particularly how frustration on the part of doctor or patient/parents affects the course and outcome of the relationship. 

· Consider and evaluate "informed consent" in the doctor-patient relationship, particularly as it relates to pediatric patients. 

· Examine the value and nature of truth telling in the doctor-patient relationship. 

· Understand and communicate effectively and empathically with a patient or family in these special circumstances: 

· New patient and/or family members (e.g., clarify role and expectations) 

· Giving bad news about a patient's illness to the patient and family (e.g., new diagnosis of chronic condition, dying child) 

· Discussing end-of-life issues with patients and family 

· Speaking with patients and families about serious illness 

· Dealing with the "difficult" patient or family 

· Talking with families with language barriers or different cultural and religious/spiritual perspectives 

· Talking with patients or families with "endless concerns" 

· Talking with patients or families who are non-adherent with medical therapy to understand their perspective and obstacles to adherence, clarify their understanding of the treatment plan, and manage barriers collaboratively 

· Screening and assessing substance abuse issues with patients 

· Discussing domestic violence or other abuse issues with patients 

PRACTICE BASED LEARNING
GOAL:  Demonstrate knowledge, skills and attitudes needed for continuous self-assessment, using scientific methods and evidence to investigate, evaluate, and improve one's patient care practice.
· Identify standardized guidelines for diagnosis and treatment of conditions common to outpatient care, and adapt them to the individual needs of specific patients. 

· Work with health care team members to assess, coordinate, and improve patient care in the outpatient setting. 

· Establish an individual learning plan, systematically organize relevant information resources for future reference, and plan for continuing acquisition of knowledge and skills. 

· Critically evaluate web-based patient education and advocacy resources; identify reliable, peer-reviewed sites to recommend for patient or family use; make this information available to interested families. 


SYSTEMS BASED PRACTICE
GOAL: Understand the psychosocial impact of chronic illness and disability on a child and family. 
· Evaluate the psychosocial impact of the disease or disability on the child, family, parents' work, and school.

· Recognize, counsel and manage the routine stresses, and identify and refer children and families with unmet needs.

· Describe the impact of poverty on children with chronic illness and special health care needs.

GOAL: Understand the general pediatrician's role in providing case management and coordination of services for children with chronic illness and special health care needs. 
 

· Describe and implement a case management plan for children with some of the following chronic conditions: 

· Acquired brain injury 

· Allergic rhinitis 

· Asthma 

· Attention deficit hyperactivity disorder 

· Autism spectrum disorders 

· Cerebral palsy 

· Chromosomal disorder (e.g. Down's and Turner syndrome, Fragile X, etc.) 

· Chronic otitis media 

· Chronic renal disease 

· Cleft palate and craniofacial anomalies 

· Congenital heart disease 

· Cystic fibrosis 

· Diabetes 

· Epilepsy 

· Fetal alcohol syndrome 

· Hemophilia 

· Inborn errors of metabolism 

· Inflammatory bowel disease 

· Immune deficiencies (e.g., HIV, AIDS) 

· Mental illness (e.g., depression, OCD) 

· Mental retardation with or without defined genetic syndrome) 

· Nephrotic syndrome 

· Neurofibromatosis 

· Neuromuscular disorders (e.g., muscular dystrophy) 

· Obesity 

· Prematurity and related complications (e.g., BPD and IVH) 

· Sensory impairment (vision and hearing) 

· Sickle cell diseases and other hemoglobinopathies 

· Spina bifida 

· Static and progressive encephalopathies 

· Technology dependent children (e.g., tracheostomy, ventilator dependent) 

· Demonstrate skill in and commitment to working as part of an interdisciplinary team in the management of chronically ill children and their families. Attend to their needs for non-medical support (e.g., educational services, child care, respite care, use of adaptive equipment, transportation and recreation) and participate in developing individualized education plans (IEPs) and/or individual family service plans.
 

· Discuss how the concept of a medical home should be integrated into the care and management of children with special health care needs. Comprehensive, longitudinal care should include the assessment and use of culturally competent community-based resources, such as community, residential or rehabilitation programs for children.
 

· Discuss situations in which home visits would be appropriate in the care of children with chronic illness or special health care needs.
· Identify and facilitate access to appropriate community health care resources for parents, including support groups.
GOAL: Understand the pediatrician's role in preventing child abuse and neglect. 
· Identify child-related, caretaker-related and environmental factors that place a child at risk for physical abuse, sexual abuse, neglect or psychological/emotional abuse.

· Screen for and identify risk factors that predispose children to abuse/neglect (e.g., previously abused parent, lack of social support/isolation) and recognize that abuse is present in all socioeconomic, racial, ethnic and religious groups. 

· Incorporate into routine practice strategies for decreasing the risk of abuse and neglect for children, including mobilization of social support systems.

· Implement anticipatory guidance counseling for parents and children that may reduce the possibility of abuse and neglect (e.g., discussion of age-appropriate behavior; management of a crying infant to avoid shaken impact syndrome; need for appropriate standards of supervision and discipline; teaching children "safe touch" rules).

· Provide consistent and effective counseling to parents that will motivate them to implement preventive measures against child abuse in their lives and homes. 

· After counseling parents or family members on sensitive topics such as potentially abusive behaviors, evaluate their responses and consider alternative approaches to education or intervention, if warranted. 

· Advocate for child abuse prevention by supporting community prevention efforts, working with local professional or communication organizations, or organizing collaborative projects with other health care providers. 

GOAL: Understand policies and identify resources that pertain to the well-being of children and adolescents with chronic illness and special health care needs. 
 
· Discuss key issues related to health care financing and cost management for children with complex disorders.
 

· Explain how the concept of "medical necessity" relates to children with special health care needs, and how this concept is used in advocacy for a child within his/her health care plan. 

· Describe child and parental rights in the community, school and work settings with reference to the child with disabilities.
 

· List local resources and support groups for children and families with chronic illnesses and special health care needs.
 

· Describe national policies that support patients with chronic illness and special health care needs, especially the provision of case management and other services as part of the medical home model.
 

· Describe the policy and advocacy efforts of the AAP, the APA, and other groups that speak on behalf of children with special health care needs (e.g., the medical home model).

· Work collaboratively with professionals in the medical, mental-health, educational and community system to optimize preventive health services for children. 

· Demonstrate practical office strategies that allow provision of comprehensive and efficient health supervision (e.g., share tasks with office staff; develop and use structured records, computerized information, websites, questionnaires, patient education handouts, books, videos; develop office policies for such things as consent and confidentiality, request for transfer of medical records, school information).

· Discuss logistical barriers to the provision of health supervision care (e.g., financial, social, environmental, health service, insurance systems) and discuss strategies to overcome these for specific families.

METHODOLOGY...


CLINICAL EXPERIENCE
The scope of each resident’s continuity clinic patient population will be documented in a bi-yearly report that includes number of patients seen by date and information on patients seen including encounter dates, age at visit and diagnoses addressed.
Per the ACGME:

PL-1 residents must see a minimum of 3 patients per continuity session 
PL-2 residents must see a minimum of 4 patients per continuity session

PL-3 residents must see a minimum of 5 patients per continuity session

DIDACTIC EXPERIENCE
The residents should actively participate in the weekly article      discussions in their continuity clinic days. Also once a month a journal article will be discussed. This gives excellent opportunity to improve one’s didactic presentation skills.

RESOURCES
        http://brightfutures.aap.org

http://www.cdc.gov/vaccines
EVALUATION...

Resident
Residents will receive verbal, ongoing feedback on their performance from the assigned continuity clinic preceptor. Residents are encouraged to solicit ongoing feedback on their performance throughout the rotation.  Residents will receive a written, electronic evaluation of their performance based on the six core competencies and patient panel review twice a year, completed by their continuity preceptor. 
There will be on-going assessment during the rotation of his/her case presentations and direct observation of history-taking, physical examination, procedures and interactions with the patient and family.  At least twice a year, the resident will be directly observed obtaining a history, performing a physical exam and/or providing counseling and will receive immediate verbal feedback in addition to a written, electronic assessment of the directly observed session from the continuity preceptor.  

360 Evaluation

Anonymous feedback will be collected from patients and families regarding the resident’s professionalism and interpersonal and communication skills.

Attending

The resident will complete anonymous written evaluation of the continuity preceptor once a year in the spring.

Rotation   

The resident will be asked to provide constructive written feedback on the continuity experience, specifically with regard to content, clinical experience, teaching methods and practical/clinical relevance once a year.
Procedures

Residents should gain proficiency and document competency in the following procedures in the ACGME procedure log database (based on individual experiences). This includes competency in the performance of procedures including indications, contraindications, potential complications, obtaining informed consent and addressing any pain associated with the procedure:
· Venipuncture 

· Bladder catheterization 

· Gynecologic evaluation of prepubertal and postpubertal females

· Subcutaneous, intradermal, and intramuscular injections 

· Developmental screening test 

Residents should document exposure to the following procedures or skills in the ACGME procedure log database (based on individual experiences): 
· Vision screening (with the PCA)

· Hearing screening (with the PCA)

· Simple removal of foreign bodies (e.g., from ears or nose)
· Inhalation medications 
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