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OVERVIEW OF THE PL-3 YEAR

PL-3 residents are expected to take a leadership role in the teaching and management of the health care team on the inpatient wards and intensive care units, as well as in the primary care ambulatory and emergency room settings. The PL-3s should be active participants and leaders in conferences and ambulatory settings. The senior residents are expected to function with greater autonomy and demonstrate the ability to assess complicated patients in a thoughtful, comprehensive fashion. The senior plays a critical role in managing the medical teams, and the assessment and supervision of all the patients on the team. Elective time is provided to allow consolidation of knowledge in areas the individual resident feels requires strengthening.

The teaching role of the senior will be demonstrated by presentations at Chief-of-Service rounds, teaching rounds at the ambulatory sites and on the in-patient services. The senior residents are expected to take a leadership role in Journal Club.

The senior resident is expected to act as a role model for the junior house staff, demonstrating strong communication skills, and acting as an effective team leader. The senior resident should behave responsibly and adhere to professional standards for ethical and legal behavior, as well as providing sensitive support to families and staff. 
OVERALL EDUCATIONAL GOALS AND OBJECTIVES FOR THE PL-3 YEAR

PATIENT CARE: 
· PL-3 residents assume more responsibility for total patient care, including care of the critically ill patients. While always under the supervision of an attending faculty member, PL-3 residents must be able to practice independently by the end of the third year of residency.

· Develop competence in managing complex, critically ill patients generally managed by general pediatricians 

MEDICAL KNOWLEDGE: 
· Increase knowledge base and patient care skills for patients generally managed by sub-specialists. 

· Demonstrate an active adult-oriented sense of learning as shown in your participation in teaching conferences (Chief of service rounds, 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) 

· Use the results of the in-service training exam to recognize deficiencies in his/her knowledge base and to study to improve these areas of knowledge (Minimum score 65%)
· Register to take the American Board of Pediatrics certifying exam in October of the year you finish residency

· Primary reading should be from the EBM literature (EBM databases, journals) on best practices in diagnosis, management and treatment
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.

The senior resident is a leader in the hospital and is one of the most important role models for the junior housestaff. As such, the senior resident must at all times behave in a professional fashion.

Patient care related:

· Become a competent leader and supervisor of resident teams. 

· Gain additional leadership responsibilities as rotating acting Chief Resident.

· 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. 
· Only residents who are required to participate in fellowship orientations are excused from residency the last week of June (documentation of the fellowship orientation start date must be provided). All others are required to be present for all assigned duties through June 30.
INTERPERSONAL SKILLS AND COMMUNICATION:
· Demonstrate good interpersonal interactions with medical students, peers, staff, patients and their families. 

· Work as an effective leader and supervisor, listening to all members of the health care team and providing guidance to the resident team. 

· Learn skills to handle challenging or fragile parent situations.  

· Demonstrate the ability to provide feedback to the interns in a sensitive yet honest fashion. 

PRACTICE BASED LEARNING AND IMPROVEMENT:
· Hone evidence-based medicine and presentation skills further through formal presentation of this topic at Pediatric Grand Rounds, Morbidity and Mortality Rounds, Chief of Service Rounds and/or Journal Club or participation in other scholarly activity.

· Make preparations for post-residency positions, including registering for the American Board of Pediatrics certifying exam in October of the year of graduation.

· Finish FCVS process – this will significantly help with timely licensing and credentialing at the end of your residency.

· Make sure you are in compliance with state licensing requirements for things such as timing of USMLE exams, visa needs, etc in the state you plan to work in.

SYSTEMS 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 being cared for, and effectively engaging the family in behaviors beneficial for the long-term health of the child. 
EVALUATION
Your 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 interns, attendings and overall rotation experience. The intern/ faculty member will not be aware of which intern 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, procedure logs, ILP’s (individualized learning plan) and 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 65% 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

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. 

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.

GRADUATION POLICIES

Criteria for failure to graduate: 
· 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. 

· Failure to fully participate in assigned rotations. It is expected that PL-3 residents will maintain a high standard of clinical and professional performance and attendance until the completion of residency. ALL Pl-3 residents will end their final rotation on June 30th of the last year, unless starting a fellowship program requiring an orientation, in which case they will be excused one week earlier.

    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
	Night Float:
	1 months

	Emergency Department:
	1.5 months

	General Pediatric Clinic:
	2 months

	NICU:
	0.5 months

	Genetics:
	1 month

	Allergy/Immunology:
	1 month

	Infectious Diseases:
	1 month

	PICU:
	2 month

	Elective:
	2 month

	Continuity Clinic:
	Weekly


NIGHT FLOAT - INPATIENT FLOOR
INTRODUCTION...

As a PL-3 senior resident, your primary general inpatient experience will be as the night float senior.  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 to you by phone or to come in if necessary, but you should strive to maximize the patient management and do additional reading if needed before calling for input. This is the last step in the road to becoming an independent practitioner.  You have tremendous responsibilities, both to yourself, such that you maximize your own learning and professional development, and to the intern. 

You are recognized as a leader. The day team and attending will rely on your accurate assessment and management of patients. You will be required to always have a sense of the "big picture" while attending to the details of the patients. You are the resource who remembers all the important details - about work-ups, calling consultations, and remembering to compliment a tired intern after a busy night on call. 
COMPETENCY BASED GOALS & OBJECTIVES... 

PATIENT CARE
In addition to mastery of the PL-1 & 2 patient care goals and objectives for the inpatient floor, PL-3 residents are expected to: 

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 ALL inpatient patients, including those with routine pediatric problems, those with uncommon presentations or complications of routine pediatric problems, those with less common pediatric problems, those requiring subspecialty care and those critically ill, with input and supervision from attending physicians and subspecialty consultants. 
· Provide meaningful oversight of patient care - talking to nurses, checking in with parents, and checking lab, radiology and consultant findings to be sure that the care being rendered is optimal. 

· To teach and enable the interns to gain skills in the six core competencies and procedures that they will need in the future.
· To assist with timely and efficient patient care. This includes making sure that by morning sign-out, the night-float intern has completed all discharge summaries on any patients anticipated to be discharged the next day. 

MEDICAL KNOWLEDGE 

In addition to mastery of the PL-1 & 2 medical knowledge goals and objectives for the inpatient floor, PL-3 residents are expected to: 

GOAL: Residents must demonstrate knowledge of established and evolving biomedical, clinical, epidemiological and social-behavioral sciences, as well as the application of this knowledge to patient care.

· Develop a core knowledge base necessary to competently care for patients beyond those with routine pediatric problems admitted to the inpatient floor, including patients with uncommon presentations or complications of common problems, those with less common pediatric problems, those requiring subspecialty care and those critically ill. 
PROFESSIONALISM 

GOAL:   Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.
· The PL-3 resident is the role model for the PL-1 and Pl-2 residents and the students. By their actions and appearance, they exemplify the best in the residency program. Demonstrate proficiency and compassion in patient care, and maintain a calm demeanor even in stressful circumstances. 

· Set a positive tone and create an open, friendly learning environment where all team members feel comfortable contributing and learning, even when a mistake has been made. 

· Organize team members to begin morning and evening sign-out rounds and attending rounds on time.

· Assist the night float intern with time management and prioritization of tasks to ensure that post-call intern leaves 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-3 residents will write an admission note on every new patient 
· PL-3 residents will thoroughly read all admission notes and discharge summaries written by the night float intern, and provide constructive feedback regarding factual omissions and/or inaccuracies and overall organization.
· Write a brief progress note anytime there is new patient information or there is a change in patient status, management or treatment.
· Ensure optimal patient care by succinctly and accurately presenting information to the day team during sign-out rounds
· Review ALL intern admission orders to ensure accuracy and comprehensive patient care.

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

· Work as a team player, and listen thoughtfully to all members of the health care team. If the intern seems overwhelmed, and the relationship with parents or colleagues or nursing seems strained, as a senior resident it is your responsibility to intercede and improve this situation.
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

· Become proficient in evidence-based medicine principles and searches and serve as a role model for how to 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.

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

Residents will receive a written, electronic final evaluation of their performance during night float 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.  
Additionally, there will be on-going assessment during the rotation of written chart documentation. Each senior resident will receive a written, electronic evaluation of a randomly selected Step-up unit admission note from the intensivist. 

360 Evaluation

Senior residents will complete anonymous, electronic evaluations of the interns, and likewise receive anonymous, electronic evaluations from their interns 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. Keep the questions neutral at first - how has it been going, how are rounds, anything we can do differently? The intern’s feedback is invaluable in helping the senior resident recognize their strengths and weakness. 
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

EMERGENCY DEPARTMENT (PL-3)
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- 3 residents will work function in an autonomous manner as much as possible. They will see patient's with minor or non-urgent conditions, with the most minimum of supervision. They will be responsible for running and supervising medical and surgical patients requiring resuscitation. They will initiate and manage patient's requiring consultation and will interact as a peer of consultants.

The systematic application of the skills described above when combined with your expanding knowledge base will allow you to gain confidence and become a consistent and reliable clinician. 
COMPETENCY BASED GOALS & OBJECTIVES... 

PATIENT CARE 
In addition to mastery of the PL-1 patient care goals and objectives for the ED rotation, PL-3 residents are expected to: 

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 ALL ED patients, including those with routine pediatric problems, those with uncommon presentations or complications of routine pediatric problems, those with less common pediatric problems, those requiring subspecialty care and those critically ill, with input and supervision from attending physicians and subspecialty consultants. 
MEDICAL KNOWLEDGE
In addition to mastery of the PL-1 medical knowledge goals and objectives for the ED rotation, PL-3 residents are expected to: 

GOAL: Residents must demonstrate knowledge of established and evolving biomedical, clinical, epidemiological and social-behavioral sciences, as well as the application of this knowledge to patient care.

· Develop a core knowledge base necessary to competently care for patients beyond those with routine pediatric problems seen in the ED, including patients with uncommon presentations or complications of common problems, those with less common pediatric problems, those requiring subspecialty care and those critically ill. 
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. After patient assessment, the senior resident will present an appropriate diagnosis and formulated plan to the attending, who in turn will perform an assessment of the patient as indicated, in order to give immediate corrective feedback to the resident. 
The senior resident shall be scheduled to work in the ED either from 9:00 AM - 5:00 PM or 4:00PM to 12:00 AM. 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 senior residents should be 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
Senior residents 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.  Senior residents 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 senior 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 Dr Agre.  
360 Evaluation

Anonymous feedback will be collected from patients and families regarding the senior resident’s professionalism and interpersonal and communication skills.

Rotation   

The resident will be asked to provide constructive written feedback on the ED 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

In addition to mastery of the PL-1 patient care goals and objectives for the pediatric clinic rotation, PL-3 residents are expected to: 

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 ALL clinic patients, including those with routine pediatric problems, those with uncommon presentations or complications of routine pediatric problems, those with less common pediatric problems, those requiring subspecialty care and those requiring hospitalization, with input and supervision from attending physicians and subspecialty consultants. 

MEDICAL KNOWLEDGE

In addition to mastery of the PL-1 medical knowledge goals and objectives for the pediatric clinic rotation, PL-3 residents are expected to: 

GOAL: Residents must demonstrate knowledge of established and evolving biomedical, clinical, epidemiological and social-behavioral sciences, as well as the application of this knowledge to patient care.

· Develop a core knowledge base necessary to competently care for patients beyond those with routine pediatric problems seen in the clinic, including patients with uncommon presentations or complications of common problems, those with less common pediatric problems, those requiring subspecialty care and requiring hospitalization. 
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 arriving in the pediatric clinic will be seen initially by the resident. All patients will be presented to an attending prior to discharge. After patient assessment, the senior resident will present an appropriate diagnosis and formulated plan to the attending, who in turn will perform an assessment of the patient as indicated, in order to give immediate corrective feedback to the resident. 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 (with the PCA)
· Hearing screening (with the PCA)
· Simple removal of foreign bodies (e.g., from ears or nose)

· Inhalation medications 
NEONATAL ICU (PL-3)
INTRODUCTION...

The PL-3 will spend 2-4 weeks (0.5-1 blocks) in the NICU.  Their work hours are Monday through Thursday from 6:30 am-6:30pm, and Fridays from 6:30am-8:30am Saturday.  Sundays are free.

Weekday Responsibilities: During the weekday the PL-3’s duties include supervising/teaching the PL-1 assigned to the NICU, as well as serving as the primary physician to the more complicated patients in the NICU when the census is higher than 8, under the supervision of a neonatal attending.  The PL-3 covering the NICU will also be responsible to be first call to all deliveries that require a pediatrician’s presence, accompanied by the normal nursery PL-1, with supervision from a neonatal attending.  The NICU PL-3 will also serve as a supervisor/consultant to the normal nursery PL-1 concerning newborns already admitted to the normal nursery, under the supervision of a neonatal attending, so they can gain more experience in the decision-making-process involved when deciding which “normal” newborns need to be transferred from the normal nursery to the NICU for a higher level of care. The PL-3 will also be required to present a power point presentation on an NICU topic during the last week of their rotation, with the expectation that they will use more sources and have a more evidence-based and “polished” presentation than was expected during their PL-1 and PL-2 rotations.

On-call Responsibilities: During their Friday-Saturday overnight call, the NICU PL-3 will be on-call in-house teamed with one of the experienced neonatal nurse clinician team members, with the responsibility of covering the entire 4th floor (i.e. the delivery room, NICU, and normal nursery) supervised by one of the neonatal attendings who are available by beeper.  When on beeper call, the neonatal attending are available for immediate phone consultations, and/or to come immediately to the hospital to attend any high risk deliveries, or to supervise when any already admitted newborn becomes unstable. 

NICU Cross Cover Responsibilities for PL-3s:  Three of four Saturdays per block are covered in-house by a cross-cover senior resident from an elective block; most often this will be a PL-3.  This call lasts from Saturday 7am until Sunday 8am; the cross cover resident must leave promptly Sunday morning after sign out to assure he/she gets at least 24 hours off before arriving for their elective at 9am the following Monday morning.  During these Saturdays, the senior resident works on a team with one of the experienced neonatal nurse clinicians, as well as supervising the NICU PL-1 who works Saturdays from 6:30am-6:30pm, under the supervision of a neonatal attending on-call for the weekend.  The neonatal attending covering the newborn service on weekends is available 24/7 by beeper, and will come in-house to do bedside rounds with the residents each Saturday.

GOALS AND OBJECTIVES...

PATIENT CARE
In addition to mastery of the PL-1 & 2 patient care goals and objectives for the Neonatal ICU, PL-3 residents are expected to: 

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 ALL neonatal patients, including those with routine problems, those with uncommon presentations or complications of routine neonatal problems, those with less common problems, those requiring subspecialty care and those critically ill, with input and supervision from attending physicians and subspecialty consultants. 
· Develop a "big picture" perspective to think of the patient admission from inception to care at home after discharge. Therefore, they will need to develop comprehensive strategies with physician, nursing and social work staff to assure this smooth progression. 

· Provide meaningful oversight of patient care - talking to nurses, checking in with parents, and checking lab, radiology and consultant findings to be sure that the care being rendered is optimal. 

· To teach and enable the interns to gain skills in the six core competencies and procedures that they will need in the future.
· To assist with timely and efficient patient care. During rounds, while the intern is presenting, the senior resident should be working on the mobile computer to change or add patient orders as needed.

· To ensure that each patient’s assigned nurse is present on rounds when the specific patient is discussed.
MEDICAL KNOWLEDGE

In addition to mastery of the PL-1 & 2 medical knowledge goals and objectives for the Neonatal ICU, PL-3 residents are expected to: 

GOAL: Residents must demonstrate knowledge of established and evolving biomedical, clinical, epidemiological and social-behavioral sciences, as well as the application of this knowledge to patient care.

· Develop a core knowledge base necessary to competently care for patients beyond those with routine neonatal problems admitted to the NICU, including patients with uncommon presentations or complications of common problems, those with less common pediatric problems, those requiring subspecialty care and those critically ill. 
PROFESSIONALISM

GOAL: Demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to diversity.
· Serve as a role model for the PL-1 interns by demonstrating proficiency and compassion in patient care, and maintaining a calm demeanor even in stressful circumstances. 
· Set a positive tone and create an open, friendly learning environment where all team members feel comfortable contributing and learning, even when a mistake has been made. 

· Organize team members to begin morning and evening sign-out rounds and attending rounds on time and ensure that post-call residents leave by 7:30AM daily.

· Ensure that all team members regularly attend and are on time to all didactic sessions.
· 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.

· 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

· Ensure that interns are communicating with parents at least once a day, addressing parent questions and explaining the child's progress, management and discharge plans. 
· During rounds, listen to what the interns say, and take the time to help each intern clarify his/ her thinking about the patient and how to present the information more effectively.

· Maintain accurate, legible, timely and legally appropriate medical records. 
· PL-3 residents will write an admission note on every new patient 
· PL-3 residents will thoroughly read all admission notes, daily progress notes and discharge summaries written by interns, and provide constructive feedback regarding factual omissions and/or inaccuracies and overall organization.
· Review ALL patient orders on a daily basis to ensure accuracy and comprehensive patient care.

· Create a multidisciplinary learning team by ensuring the sequential participation of nurses responsible for each patient in daily attending rounds. 

· Role model the importance of good interpersonal skills and communication in patient care by encouraging the participation of social work staff and other clinical departments (such as surgery) in daily attending rounds.
· Develop effective strategies for teaching students, colleagues, other professionals and laypersons. 

· Work as a team player, and listen thoughtfully to all members of the health care team. If the intern seems overwhelmed, and the relationship with parents or colleagues or nursing seems strained, as a senior resident it is your responsibility to intercede and improve this situation.
· Understand that fellow residents will have varying levels of medical knowledge and patient care experiences and potentially very different patient care and management styles. It is part of the senior resident’s responsibility this month to negotiate these differences, preferably beginning with a discussion before the month begins, and continuing through the course of the rotation with frequent senior to senior (or senior to intern) conversations that are RESPECTFUL, PROFESSIONAL and PRIVATE (i.e. not on rounds). 

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
· Serve as a role model for how to 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. Ongoing participation in journal club/chief of service rounds/grand rounds and morbidity and mortality conference will help reinforce these skills.
· Use scientific methods and evidence to investigate, evaluate and improve one's patient care practice in the inpatient setting.
· Actively engage all team members in the above activities by assigning topics to critically appraise and present to the group.

· Assist chief resident in identifying appropriate patient cases for presentation at morbidity and mortality conference and chief of service rounds. 
· 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: Function effectively as part of an interdisciplinary team member in the NICU to create and sustain information exchange and teamwork for patient care.

· Work effectively 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, 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.

· OF NOTE, Vancomycin use in the NICU does not require ID approval, since it is the routine choice for all newborns with signs of sepsis beyond the first 3 days of life.
METHODOLOGY ...

It is the senior resident’s responsibility to ensure that the team arrives promptly to all lectures and conferences, that sign-out and attending rounds start on time and are efficiently run, and to ensure that the post-call resident leaves promptly by 8:30AM on Saturday mornings after their Friday night call.
      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 supervisory resident’s responsibility to further his/her medical knowledge by reading about ALL the patients in the NICU in order to develop appropriate differential diagnoses and implement effective management plans. 

Morning sign out rounds are from 6:30-7:00AM and evening sign out rounds are from 5:30-6:00PM. 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 residents should be 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 resident will have formal instruction and evaluation in newborn resuscitation.  Specifically, each resident 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.
360 Evaluation

Senior residents will complete anonymous evaluations of their interns, and likewise receive anonymous evaluations from their interns on performance during the neonatal rotation based on the six core competencies.

Residents 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 resident 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
GENETICS
INTRODUCTION...

In this rotation residents will be exposed to the broad knowledge base in human and medical genetics; they will develop the skills needed to identify a wide range of genetic disorders affecting the unborn, the newborn and the pediatric population. The residents will participate in providing comprehensive assessment, diagnosis, management and support for patients and family affected by genetics disorders.   The residents will improve their ability to record and interpret individual and family histories. In addition they will learn to integrate clinical and genetic information to provide an accurate genetic risk assessment and appropriate genetic counseling. The residents will better understand the importance of ethical, legal, and confidentiality issues as they relate to genetics. 
Rotation Director

Nelly Jouayed Oundjian, M.D.
Title: Clinical Geneticist

Phone: 212-939-1701

Beeper: 973-985-8949

Email: NJ2@columbia.edu
Schedule 

On the first day of the rotation (usually Monday if not post-call), come at 9 AM to MLK 4th floor Maternal fetal Medicine.
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM 
	Prenatal Genetics Clinic


	Pediatrics Genetics Clinic
	Cytogenetics lab, CHONY
	Maternal fetal evaluation unit 


	Cancer Genetics Clinic 



	PM 
	Prenatal Genetics Clinic


	Pediatrics Genetics Clinic
	Cytogenetics lab, CHONY
	Genetics lecture, 

fetal ultrasound  
	Cancer Genetics Clinic 




GOALS AND OBJECTIVES...

PATIENT CARE

GOAL: Understand the role of the pediatrician in preventing genetic disease, and in counseling and screening individuals at risk for these diseases. 

· Provide routine genetic preventive counseling to all parents and patients that addresses: 

· Disorders identified in the neonatal screening program in one's state 

· Folic acid supplementation before and during pregnancy 

· Early and routine prenatal care and routine genetic screening for disease during pregnancy 

· Routine screening specific to certain ethnic groups 

· Avoidance of known teratogens during pregnancy (e.g. isotretinoin and alcohol), and reassurance about most substances that are not teratogenic 

· Provide prenatal and postnatal genetic preventive counseling to parents and patients with specific genetic conditions, addressing: 

· Genetic disorders with known or presumed inheritance patterns, based on a constructed pedigree 

· Expected course of known genetic disorders 

· Risk factors, including advanced maternal or paternal age and previous children with genetic conditions 

· Internet and other resources and support groups for known genetic disorders 

· Provide regular genetic screening: 

· Screen for known familial genetic disease processes using the appropriate method. 

· Describe screening methods, including CVS, amniocentesis, maternal serum screening and high-definition ultrasound in women over the age of 35 or at risk for having a child with a specific genetic problem 

· Identify screening programs to detect disease and carrier states in family members 

GOAL: Assist in diagnosis of genetic conditions and counseling of parents, under the supervision of a geneticist. 

· Discuss the presenting signs and symptoms for commonly encountered genetic disorders (e.g., Trisomy 21, Turner Syndrome, Fragile X, neurofibromatosis, spina bifida, Marfan syndrome, achondroplasia) and identify accepted guidelines for care.

· Develop a management plan for commonly encountered genetic disorders, identifying principles of long-term management, including use of disorder-specific growth charts and practice guidelines.

· Explain the findings on clinical history and examination that suggest a known or potential genetic disorder or inborn error of metabolism.

· Perform a thorough physical examination on a child suspected of a specific genetic disorder, identifying major and minor congenital anomalies that could be signs of an underlying genetic syndrome.

· Effectively evaluate, diagnose and manage patients with dysmorphic features, developmental delay, congenital anomalies and metabolic abnormalities.

· Evaluate and manage patients with wide range of genetics conditions that include Chromosome microdeletions and microduplications, common syndromes, Metabolic diseases with inborn error of metabolism. 
· Obtain a relevant and detailed medical history and learn how to obtain and draw a detailed three generations family history. 

· Learn to pay a specific attention to certain behavioral problems associated with Fragile X syndrome and other genetic conditions. 

· Perform a complete and accurate physical examination with special emphasis on recognizing variable dysmorphic features.

· Make informed decisions about diagnosis after analyzing clinical data.

· Learn to explain to the parents the genetic testing that need to be done and obtain their consent. 

· Learn how to interpret the result of the cytogenetics, molecular and metabolic testings.

· Manage patients diagnosed with hyperammonemia, lactic academia, organic academia, and other metabolic conditions. 

· Effectively counsel the families about the genetic conditions, their mode of inheritance and the recurrence risk of the genetic condition in future pregnancies.

· Evaluate newborn with hemoglobinopathy and render appropriate  genetic counseling to their families. 

· Identify and interpret the risks of an inherited disorder and explain the inheritance patterns.


MEDICAL KNOWLEDGE

GOAL: Differentiate disorders in patients associated with genetic predisposition or genetic disease from normal states or acquired disorders. 

· Describe general concepts that explain chromosome structure and spontaneous mutations, and molecular genetic techniques commonly used in diagnosis of genetic diseases.

· Describe common patterns of Mendelian vs. non-Mendelian inheritance (autosomal dominant and recessive, X-linked, multifactorial, and the effect of maternal and paternal age), and demonstrate the ability to construct a pedigree.

· Discuss unusual patterns of inheritance (mitochondrial defects, triplet repeat, imprinting).

· Identify common diseases with known inheritance patterns and describe the mode of inheritance, including: cystic fibrosis, sickle cell anemia, Marfan syndrome, Huntington's Disease, neurofibromatosis, and familial cancer syndromes.

· Identify common disorders with unusual inheritance patterns and describe the mode of inheritance, including: Fragile X, MERRF, and MELAS.

· Describe how well child care differs in a child with a genetic condition, e.g., use of specific growth charts for specific conditions and physical findings.

· Identify appropriate clinical and laboratory tests to help identify genetic diseases and inborn errors of metabolism. Explain the reason for the test to a family and interpret the results, with the assistance of a geneticist. The tests should include the following: 

· Chromosome analysis (both metaphase and prophase) and FISH testing for specific disorders 

· Plasma and urine amino acids, urine organic acids, ammonia level, venous pH, lactate, pyruvate, and blood acylcarnitine profile 

· Molecular testing for Fragile X 

· DNA mutational testing for selected disorders 

· Newer and future technologies developed for detection of genetic disorders (e.g., microarray technology) 

· Identify the indicators that would lead you to seek a genetics consult.

GOAL: Evaluate, treat, and/or refer patients with the presenting signs and symptoms that suggest a genetic disease process. 

· Create a strategy to determine if the following presenting signs and symptoms are caused by genetic disease or an inborn error of metabolism and determine if the patient needs treatment or referral. 

· Developmental delay 

· Dysmorphic features 

· Poor feeding 

· Vomiting 

· Failure to thrive 

· Seizures 

· Short stature 

· Hearing loss 

· Cleft lip/palate 

· Respiratory disorders 

· Obesity 

· Skin lesions 

· Hypotonia 

· Unusual behavior 

GOAL: Recognize and respond to urgent and/or severe conditions related to genetics and inherited metabolic disorders. 

· Identify, explain, provide initial management and support, and seek urgent referral for the following genetic and/or metabolic conditions: 

· Infants presenting with symptoms that indicate the possibility of a severe inborn error of metabolism (e.g., metabolic acidosis, hyperammonemia, unexplained seizures, ketosis or hypoketosis, profound hypoglycemia) 

· Dysmorphic features found in chromosomal abnormalities that require prompt diagnosis in the perinatal period (e.g., Trisomy 13, 18, 21) 

· Unexplained critical illness or death suggestive of metabolic disorder, requiring collection of tissue samples before or at time of death 

· Developmental delay with signs or symptoms suggesting an underlying metabolic or genetic disorder 

· Physiologic changes or regression of milestones that suggest a possible metabolic etiology (e.g., urea cycle disorders, mitochondrial disorders, lysosomal storage diseases, abnormalities of organic/amino metabolism) 

GOAL: Recognize genetic factors in common diseases of childhood and adulthood 

· Discuss current knowledge regarding the molecular basis of common childhood and adult conditions.

· Identify the current and future uses of DNA testing in the office setting, including diagnosis of infectious diseases using DNA, pharmacogenetic testing for inborn errors of metabolic pathways prior to prescribing, DNA chips to identify genetic etiologies for complex disorders (e.g., congenital heart disease, seizure disorders, etc.).

· Develop a strategy to incorporate concepts of molecular medicine into the everyday identification, treatment, counseling, and prevention of common disease processes.

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).

· Provide support, and address any emotional issues raised by the results of the genetic testing.

· Demonstrate a commitment to carrying out professional responsibilities. 

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

· Establish trust with patients and staff

· Be honest, reliable, cooperative and accept responsibility

· Demonstrate sensitivity to patient culture, gender, age, preferences and disabilities.

· Acknowledge errors and work to minimize them.

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


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 to patients and families affected by genetics conditions. 

· 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 subspecialty patients in the outpatient and inpatient setting.

· Use effective listening, narrative and non-verbal skills to elicit and provide information.

· Create and sustain therapeutic and ethically sound relationships with patients and families.


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.

· Identify written and internet resources to aid in diagnosing a genetic or inborn error of metabolism, using physical findings along with laboratory examination.

· Develop strategies to learn about future advances in the understanding of genetic disorders, in order to incorporate into one's practice improved screening, identification, counseling and management of such disorders.


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 as they apply to specialty care, including the referral process, and differentiate between consultation and referral. 

· Discuss the ethical, legal, financial and social issues involved in genetic testing of children for genetic disorders that may present in adulthood, testing children for carrier status, and providing medical care for patients with known fatal disorders.

· Identify resources in your community for diagnosis, genetic counseling, therapy, and psychosocial support of children with genetic defects and congenital anomalies.

· Identify and acknowledge gaps in personal knowledge and skills concerning genetics conditions.

· Show willingness to learn from mistakes

· Accept feedback and develop self-improvement plans.

· Understand and utilize the multidisciplinary resources necessary to care optimally for children with developmental delay and multiple congenital anomalies.

· Collaborate with other members of the health care team to assure comprehensive multidisciplinary care for children with genetic conditions. 

· 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.

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


CLINICAL EXPERIENCE

Residents will be exposed to patients in-utero through adulthood.
Residents will attend the Pediatrics genetics clinic, prenatal genetic clinic, cancer genetics clinic. The residents will be closely supervised by the clinical geneticist and the genetic counselor.
Residents along with the genetic staff will provide genetics  inpatient consultations in the intensive care nursery, and on the pediatric inpatient service.
Residents will attend the Cytogenetics Laboratory at Columbia Presbyterian Medical Center and learn about karyotyping, in addition to reviewing abnormal Karyotypes. 


DIDACTIC EXPERIENCE
Residents will attend the weekly genetics conference

Residents will read selected articles about genetics and disorders with genetic etiology, and be ready to discuss them with the geneticist

Residents will prepare and present a case or genetic topic to the pediatrics residents and the genetic team at the end of the rotation. 
Residents are expected to attend regularly scheduled resident lectures and continuity clinics.


RESOURCES

Smith’s recognizable patterns of Human malformation: Jones

Syndromes of the Head and Neck: Gorlin

Diagnostic imaging of fetal anomalies: Nyberg

Atlas of Metabolic diseases: Nyhan

The Metabolic and Molecular Bases of Inherited Disease: Scriver 

www.genetests.com
EVALUATION...

Resident

Residents will receive formal mid-rotation feedback on their performance from Dr. Jouayed Oundjian. Residents are encouraged to solicit ongoing feedback on their performance from Dr. Jouayed Oundjian and the various genetics staff 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 Jouayed Oundjian will complete this evaluation (with incorporation of feedback from genetic counselors, the Cytogenetics laboratory personnel, the maternal fetal medicine nurse coordinator and other care team members) and review the evaluation with the resident at the completion of the rotation.  
Procedures

Residents should gain proficiency and document competency in the following procedures:

· Successfully complete medical genetics questionnaires prepared by the Clinical Geneticist

· Successfully obtain and draw detailed three generations family pedigrees.
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.
ALLERGY/CLINICAL IMMUNOLOGY ROTATION

INTRODUCTION...

The Allergy/Clinical Immunology rotation provides the resident with an exposure to allergic, immunologic and respiratory disorders in children and adolescents in both the ambulatory and inpatient settings. The clinical experience and didactic component will provide the resident with the knowledge to recognize and treat common allergic/immunology conditions encountered in a primary care practice.
The resident’s time will be distributed between acute and chronic care, with the opportunity to accompany a community worker/nurse on an environ-mental home assessment of a child with persistent asthma. Time will be allotted for didactic lectures, case presentations and discussions throughout the 4-week rotation. The resident will be supervised by a faculty member, or designee, at all times.
Schedule:

	DAY
	ASSIGNMENT/LOCATION
	PRECEPTOR

	Monday
	AM: Ward Consults

PM:  Ped. Allergy Clinic
	Dr. V. Hutchinson

Dr. V.Hutchinson

	Tuesday
	AM: Ward Consults

PM:  Library/Reading List
	Dr. V. Hutchinson

	Wednesday
	AM: Harlem Children’s Zone Initiative (HCZAI)

PM: Library/QI Project
	Dr. B. Ortiz/HCZAI Staff



	Thursday
	AM: Pulmonary Clinic

PM:  Pulmonary Rounds
	Dr. B. Sheares

Dr. B. Sheares

	Friday
	AM: Ward Consults

PM: Case/Topic Presentation
	Dr. V. Hutchinson

Dr. V. Hutchinson


GOALS AND OBJECTIVES...


PATIENT CARE

GOAL: Learn to gather an age-appropriate allergy/immunologic history, perform and interpret allergy skin testing and order appropriate diagnostic tests, e.g. RAST, serum immunoglobulins.

· The resident will be expected to formulate a differential diagnosis from the information gathered from the history and physical examination, for example in patients with a history of wheezing, cough, urticaria or recurrent infections.

· The resident will be able to select and perform appropriate allergy skin tests.

GOAL: Understand the role of the pediatrician in preventing allergy and immunologic diseases, and in counseling and screening individuals at risk for these diseases. 

· Identify individuals at risk for developing allergic or immunologic disease by providing routine allergy/immunology screening of all patients and parents and offering prevention counseling that addresses: 

· Breast-feeding and diet in the prevention of allergic disease 

· Introduction of solid foods in the prevention of allergic disease 

· Smoking and household chemicals/irritants that may exacerbate allergic diseases 

· "Myths" related to allergic disease, e.g., its role in behavioral disorders such as ADHD and autism 

· Risk factors for development of asthma and allergic diseases including family history 

· Provide allergy/immunology prevention counseling to parents and patients with identified allergic diseases, including: 

· Allergen avoidance and environmental control, e.g., pets and indoor allergens 

· Access to lay organizations and support groups 

· Proper use of epinephrine self-injectors 

MEDICAL KNOWLEDGE

GOAL: Develop a working knowledge of normal development of the immune system, and recognize pathophysiologic and other clinical findings that indicate deviations from the norm. 

· Describe the normal development and pathophysiology of the immune system, including the cellular, humoral, phagocytic and complement-based systems.

· Discuss the classification of hypersensitivity reactions, e.g. Gell and Coombs classification.

· Explain the clinical history and findings on physical examination that suggest the presence of allergic-based disease or immunologic dysfunction that requires further evaluation and treatment. Include discussion of family history and genetic factors.

· Develop a strategy for the work-up of suspected allergic disease or immunodeficiency, based on presenting symptoms and signs.

· Interpret clinical and laboratory tests to identify allergic disease or immunologic dysfunction, including: screening tests for immune deficiency (e.g., CBC with absolute lymphocyte and neutrophil counts, Immunoglobulin levels, DTH skin tests); delayed hypersensitivity; allergy skin testing; serology (e.g., screening with RAST); and pulmonary function tests.

· Describe the relationship of allergic disease and immunodeficiency to otitis media, sinusitis, pharyngitis, meningitis and pneumonia.

GOAL: Evaluate, treat, and/or refer patients with presenting signs and symptoms that suggest an allergic or immunologic disease process. 

· Create a strategy to investigate whether the following presenting signs and symptoms are caused by an allergic process or immunologic dysfunction, and determine if the patient should be treated or referred: 

· Cough 

· Wheezing 

· Skin rash 

· Recurrent pneumonia 

· Recurrent skin infections 

· Recurrent otitis, sinusitis, pharyngitis 

· Rhinorrhea 

· Red eyes 

· Gastrointestinal symptoms (vomiting, diarrhea, abdominal pain, etc.) 

· Failure to thrive 

· Vomiting, diarrhea (including bloody or mucoid stools) 

· Syncope with exercise 

· Snoring 
GOAL: Diagnose and manage patients with common allergic/immunologic conditions that generally do not require referral. 

· Diagnose, explain and manage the following allergic/immunologic conditions when they are mild to moderate in severity and without complications: 

· Allergic rhinitis 

· Allergic conjunctivitis 

· Atopic dermatitis 

· Asthma, mild intermittent and mild persistent 

· Urticaria/angioedema 

· Food allergies 

· Common drug allergies 

· Insect sting allergy-local reactions 

· IgA deficiency 

· Transient hypogammaglobulinemia of infancy 

· Sinusitis and recurrent otitis media 

GOAL: Recognize, initiate management of, and refer patients with allergic/immunologic conditions that generally require referral. 

· Identify, explain, initially manage and refer the following allergic/immunologic conditions: 

· Allergic/immunologic conditions that are severe or refractory to therapy 

· Asthma, moderate or severe persistent 

· Patients who require diagnostic testing and/or immunotherapy 

· Chronic urticaria 

· Hereditary or severe angioedema 

· Anaphylaxis 

· Latex allergy 

· Immunodeficiency (congenital, acquired, or metabolic) with compatible symptoms 

· Serum sickness 

· Identify the role and general scope of practice of pediatric allergists and immunologists; recognize situations where children will benefit from the skills of specialists trained in the care of children; and work effectively with these professionals to care for children with allergies, asthma, and immunologic disorders.

GOAL: Understand the role of the general pediatrician in the assessment and management of anaphylaxis, angioedema and urticaria. 

· Recognize the signs and symptoms of urticaria, angioedema and anaphylaxis.

· Distinguish anaphylaxis from anaphylactoid reactions.

· Discuss the pathophysiology of urticaria, angioedema, and anaphylaxis.

· Identify triggers for urticaria, angioedema, and anaphylaxis and provide counseling about avoidance.

· Develop a treatment plan for initial management of urticaria, angioedema and anaphylaxis, including indications for use of epinephrine, antihistamines and steroids.

· Establish an educational plan for a child with urticaria, angioedema, or anaphylaxis, including medical alert systems, trigger avoidance, and proper use of epi-pens and antihistamines.

· Identify the indicators for an allergy referral of a child with urticaria, angioedema and anaphylaxis.

GOAL: Diagnose and manage patients with allergic rhinitis and conjunctivitis. 
· Identify the signs and symptoms of allergic rhinitis and conjunctivitis, including differentiation of allergic from other causes of rhinorrhea and red eyes.

· Describe causes of rhinitis and conjunctivitis other than allergic disease.

· Identify co-morbidities associated with allergic rhinitis and conjunctivitis, including asthma, eczema, sleep-disordered breathing, sinusitis, etc.

· Discuss the indications, clinical significance and limitations of diagnostic tests for allergic rhinitis and conjunctivitis. Interpret the results of these tests: total peripheral eosinophil count, prick and intradermal skin tests, RAST tests, IgE levels.

· Educate families and child care facilities about environmental and allergen controls that can alleviate allergic and nonallergic rhinitis and conjunctivitis, and discuss the non-infectious nature of allergic conjunctivitis.

· Compare pharmacologic options for treatment of allergic and non-allergic rhinitis and conjunctivitis, considering potential side effects and drug interactions. These therapies include: oral and topical antihistamines and anticholinergics, topical steroids and vasoconstrictive agents, mast cell stabilizers (crolomes), decongestants, anticholinergic agents, leukotriene modifiers, combination medications and emerging therapies (e.g. monoclonal IgE).

· Identify the indicators for an allergy referral of a child with allergic rhinitis and conjunctivitis.

· Discuss the guidelines for safe administration of immunotherapy. Administer immunotherapy prescribed by an allergist to a patient and establish a plan to monitor for untoward reactions.

GOAL: Diagnose and manage patients with asthma. 

· Identify the signs, symptoms, and pathophysiology of asthma, and differentiate asthma from other causes of cough, wheezing, shortness of breath and exercise intolerance.

· Discuss the indications, clinical significance, and limitations of diagnostic tests and procedures for asthma. Interpret the results of these tests and procedures: arterial blood gas, pulse oximetry, chest X-ray, pulmonary function testing, peak flow monitoring, spirometry, inhaler use (MDI, DPI), spacing devices (e.g. aero-chambers, inspirease,etc.), nebulizers, and asthma action plans. 

· Classify the baseline disease severity of a patient with asthma according to current national guidelines, e.g., mild-intermittent, mild-persistent, moderate-persistent or severe-persistent.

· Identify associated diseases or co-morbid conditions related to asthma (e.g., GER, allergic rhinitis, etc.).

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

· Compare the indications, effectiveness, side effects and costs of the different pharmacologic agents used in the treatment of asthma, and discuss "reliever" and "controller" therapy.

· 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.

· Based on a patient's symptoms and disease severity classification, develop a written asthma action plan for home and school. Include assessment and recognition of asthma symptoms (e.g., symptom-driven vs. peak flow assessments), a step-wise pharmacological approach to the management of acute symptoms ("reliever" therapy) and chronic symptoms ("controller" therapy), and instructions about when to seek professional medical care.

· Educate a patient and family about all aspects of asthma, including course of disease, quality of life, risk factors for sudden death, strategies to improve adherence to treatment, trigger avoidance, symptom recognition and monitoring, asthma action plans, medications and delivery systems, and seeking professional medical care. 

· 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.

· Identify the indicators for an allergy or pulmonary referral of a child with asthma.

· The resident will be expected to demonstrate the proper use of metered-dose inhalers, spacer devices, nasal sprays and the dry powder inhalers.
GOAL: Understand the role of the general pediatrician in the assessment and management of atopic dermatitis. 

· Recognize the signs and symptoms of atopic dermatitis, differentiating atopic dermatitis from other causes of chronic skin disease.

· Understand associations of atopic dermatitis with other allergic disorders, such as food allergy, rhinitis and asthma.

· Identify triggers, both allergic and irritant, that worsen the atopic dermatitis condition and provide counseling for avoidance.

· Design a treatment plan to manage atopic dermatitis that may include skin hydration and moisturization, options for topical anti-inflammatory medication, and use of antihistamines.

· Develop a working knowledge of the side effects of topical ointments, in particular corticosteroids.

· Identify the indicators for referral to allergy or dermatology specialists for the child with atopic dermatitis.

GOAL: Understand the principles, diagnosis and management of drug allergy. 

· Discuss the pathophysiology of drug allergy.

· Recognize the signs and symptoms of drug allergies, including differentiating drug allergy from other causes of skin rash, joint swelling and anaphylaxis.

· Discuss the genetic basis, mechanisms and manifestations of drug allergy including urticaria, serum sickness, Stevens Johnson Syndrome, and anaphylaxis.

· List the medications most commonly used to treat drug allergy and anaphylactic reactions.

· Establish an education and treatment plan for a child with a drug allergy that includes drug avoidance and the use of antihistamines, epinephrine, steroids and supportive treatment.

· Identify the indicators that would lead to subspecialist referral for a child with drug allergy.

GOAL: Understand the role of the general pediatrician in the assessment and management of patients with food allergy. 
· Identify the signs and symptoms of food allergy and differentiate food allergy from other causes of skin rash, and GI or pulmonary symptoms.

· Differentiate IgE-mediated food allergy from non-IgE mediated food allergy.

· List the foods and formulas most commonly associated with food allergy.

· Discuss the indications, clinical significance, and limitations of diagnostic tests and procedures to diagnose food allergies and interpret the results of skin testing, RAST testing, elimination diets, food challenges.

· Explain the natural history of food allergies, including when suspected allergens may be introduced into the diet.

· Create a treatment plan for a child with food allergies that includes food avoidance, food challenges, management of allergic symptoms, and emergencies.

· Identify the indicators that would lead to subspecialist referral for a child with food allergy.

GOAL: Understand the role of the general pediatrician in the assessment and management of patients with immunodeficiency. 

· Identify the signs and symptoms of immunodeficiency diseases, and differentiate immunodeficiency from other causes of acute and chronic disease, as well as primary from secondary immunodeficiency disorders.

· Organize immunodeficiency diseases into five pathophysiologic categories (antibody, cellular-mediated, combined, complement, phagocytic) and distinguish etiologic types (e.g., genetic, post-infectious, post-chemotherapy).

· Discuss the indications, clinical significance and limitations of diagnostic tests and procedures to assess immune function. Interpret the results of tests of: CBC (especially evaluation for age-appropriate ALC and ANC), lymphocyte (T, B, NK cell) number and function, immunoglobulin levels, antibody function, mitogen and antigen assay for lymphocyte function, DTH skin testing, complement levels, and neutrophil assays, as well as laboratory evaluations for secondary immune disorders, such as HIV and CF.

· Demonstrate the initial approach to evaluation, treatment and referral for a child with suspected immunodeficiency.

· Discuss treatment options available for patients with primary immunodeficiency disorders and the potential harm of blood transfusions and vaccines in these patients.

· Under supervision of an immunologist, develop a treatment plan for a child with immunodeficiency, including pharmacologic management, precautions, and immunizations.

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, especially punctuality. 

· 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 this subspecialty area.

· Teach patients and parents the proper use of metered-dose inhaler, spacer device, dry powder inhaler and the use of the Asthma action plan.

· 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, legible, timely and legally appropriate medical records, including referral forms and letters, for subspecialty patients in the outpatient and inpatient 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.


SYSTEMS BASED PRACTICE
GOAL: Understand how to practice high-quality health care and advocate for patients within the context of the health care system.
· The resident will become familiar with the natural history and epidemiology of asthma in the community. The resident will be exposed to the barriers that families encounter in getting medical insurance, housing issues, and pest control. 

· Identify key aspects of health care systems as they apply to specialty 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.

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

METHODOLOGY...


CLINICAL EXPERIENCE

The resident will be assigned to 3-4 clinics per week, including: Pediatric Allergy, Pediatric Asthma, Family Asthma and Pulmonary clinics. The resident will be assigned new or follow-up patients, perform the history and physical examination and present the patient to the preceptor. The resident will be encouraged to propose a management plan, including investigation and treatment and follow-up. After receiving appropriate training, the resident will be expected to perform and interpret allergy skin tests, anergy tests and pulmonary function tests, as well as serological tests (e.g. RAST) for allergy. 

On the inpatient service the resident will respond to the allergy/asthma consults form the PICU and the General Pediatric wards. The resident will present the patient to his/her preceptor, and encouraged to formulate a management plan. 

The resident will be assigned to a Community/Home Based Asthma Intervention to gain better insight into the in correlation of symptoms with environmental exposures and incorporating allergy avoidance practices into management plan of asthmatics. The resident will be expected to make two home assessment visits. 


DIDACTIC EXPERIENCE

The resident will be expected to read a core list of topics, selected by the director of the rotation, including:

ASTHMA

Allergic Rhinitis

Wheezing in infancy

Anaphylaxis/Urticaria

Food Allergy

Atopic Dermatitis

Drug Allergy

Insect Sting Allergy

Immunodeficiency

Pulmonary Function Testing


RESOURCES



www.aaaai.org


www.acaai.org
EVALUATION...

Resident
Residents will receive formal mid-rotation feedback on their performance from Dr Hutchinson. 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. Dr Hutchinson will complete this 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, residents 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 direct observation.
By the end of the rotation, the resident is expected to know the indications for allergy testing and referral to an allergy/immunology specialist. 
The resident will be assigned either: a) a topic to do a literature search and present it to his/her peers, b) or a quality improvement project/activity in the PDSA format to complete by the end of the rotation. This project will be evaluated by Dr Hutchinson.
Procedures
The resident will be expected to be able to formulate an asthma management plan for child with persistent asthma.
Residents will be expected to gain proficiency and document competency in the performance of subcutaneous, intradermal and intramuscular injections prior to the end of the rotation (in the ACGME procedure log database).
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.
INFECTIOUS DISEASES

INTRODUCTION...

Welcome to Pediatric Infectious Diseases.  This is a 4-week rotation in a very broad-based discipline.  You are not expected to master the entire scope of the subject in these few weeks; however, we hope to provide you with a general approach to the patients from an infectious disease point of view.  This view draws from six major areas: epidemiology, pathogenesis, immunology, diagnostics, therapy and prevention.

Daily Schedule:

We begin daily at approximately 9 am depending on the patient load and the conference schedule.  You will attend clinic on clinic mornings or see the previously consulted patients and do any new consults as they are requested.  The timing and length of attending rounds is variable depending on the patient load and clinic schedule.  The day usually ends at approximately 5 pm but will be consult dependent.

GOALS AND OBJECTIVES...

PATIENT CARE

GOAL: Understand the role of the pediatrician in preventing infectious diseases, and in counseling and screening individuals at risk for these diseases. 

· Provide routine counseling about infectious disease prevention to all parents and patients, addressing: 

· Common infectious diseases of childhood 

· Routine immunization for the prevention of common childhood infections and illnesses 

· The role of hand hygiene in preventing the spread of infectious diseases 

· Behaviors that reduce risk of infectious disease transmission and acquisition (e.g., breastfeeding, avoidance of exposure to environmental tobacco smoke, avoidance of crowded settings such as daycare, schools, institutions) 

· Behaviors that may spread HIV, such as unsafe sexual practices, needle sharing and pregnancy 

· Provide counseling to parents and patients with specific infectious diseases about: 

· HIV testing, transmission and follow-up 

· TB exposure, expected course, treatment and transmission 

· Hepatitis B expected course, treatment and transmission 

· Provide routine and appropriate screening for infectious disease processes. 

· Screen for tuberculosis in high-risk populations and as schools require. 

· Screen for hepatitis, parasites, and other disease processes in new immigrants as appropriate. 

· Counsel and screen pregnant women and screen newborns for HIV. 

· Screen sexually abused children for sexually transmitted diseases (STDs), such as gonococcal, chlamydia, human immunodeficiency virus, hepatitis B, and syphilis. 

· Screen sexually active adolescents for STDs at health visits. 

· Take measures to prevent Group B strep in newborns 

· List situations in which screening is not appropriate but may be requested (e.g., suspected exposure to bacterial meningitis). 

· Discuss with parents how the overuse of antibiotics has contributed to the development of antibiotic-resistant strains of common pathogens, and help them to understand when withholding antibiotic treatment is safe and effective.

GOAL: Use antibiotics appropriately in managing infections in children. 
· When caring for pediatric patients with common infections, determine when and whether drug therapy should be instituted. 

· For common infections, demonstrate knowledge of the most likely inciting organism, demonstrate the ability to select an appropriate antibiotic, dose and route, based on antimicrobial mechanism of action, spectrum of activity, adverse effects, drug interactions, drug penetration and relative costs.

· For certain common infections, such as otitis media and sinusitis, describe the circumstances when withholding antibiotic treatment may be safe and effective, what precautions should be used when withholding drug therapy, and strategies for achieving parental acceptance of withholding/delaying antibiotics. 

· Correctly prescribe antimicrobials based upon knowledge of local susceptibility/resistance patterns for common pathogens.

· Review the role and thought process of the specialist when dealing with patients who have complex or life threatening illnesses, such as the use of static vs. bactericidal drugs, drug combinations and synergies, and monitoring patients for toxicity and efficacy. 

GOAL: Use vaccines to prevent common childhood diseases. 

· Describe the currently recommended immunization schedules for preventing infections in children.

· Administer routine immunizations with related counseling that addresses contraindications and common side effects, and obtain informed consent.

· Give examples of circumstances justifying special immunizations, such as indications for influenza vaccine and pneumococcal vaccine, and vaccination of infants born to a hepatitis B carrier, immunosuppressed patients and family contacts (including those on steroids), HIV positive children, and children adopted from other countries.

· Identify reliable sources for up-to-date information on new vaccines and recommended administration.

· Explain the rationale for routine immunizations to parents who question their necessity.

· Describe current federal laws related to immunization of children and the requisite office documentation (including National Childhood Vaccine Injury Act and Vaccine Adverse Event Reporting System [VAERS]).

· Explain effective methods to increase vaccination rates among children.

· Discuss appropriate uses of passive antibodies including intravenous immunoglobulin (IVIG), hepatitis B immune globulin (HBIG), tetanus immune globulin (TIG), rabies immune globulin (RIG) and palivizumab.

· Discuss use of immunization to prevent disease after known exposure to disease (e.g., varicella and measles).

GOAL: Understand the laboratory methods used in pediatrics relating to the diagnosis and management of infectious diseases in children. 

· Identify principles of office laboratory testing, including quality assurance and clinical laboratory improvement amendments (CLIA) regulations.

· Identify specific tests available for the diagnosis of various infectious diseases. Know the importance of proper specimen collection and its effect on results, explain the limitations of those tests (sensitivity, specificity, predictive values, cost), and describe the difference between colonization with normal flora, colonization with a potential pathogen and infection.

· Describe principles of clinical application of rapid diagnostic techniques for common pathogens (e.g., particle agglutination, rapid strep tests, monoclonal FA tests).

· Discuss the principles and clinical application of the following: 

· Serologic tests such as Western immunoblot and enzyme-linked immunosorbent assay (ELISA) 

· Molecular biologic tests including: polymerase chain reaction (PCR), Southern Blot, and in situ hybridization 

· Susceptibility testing including: minimum inhibitory concentration (MIC), minimum bactericidal concentration (MBC), and synergy and antagonism 

· Antibiotic serum concentrations and serum bactericidal titers 

· Screening test results vs. diagnostic test results, and differences in the use and interpretation of such tests 


MEDICAL KNOWLEDGE

GOAL: Differentiate between normal and pathologic states related to infectious disease. 

· Describe normal variability in body temperature, the factors that regulate body temperature, and use of body temperature to identify infection. Include factors that influence normal core body temperature.

· Explain to parents the significance and appropriate response to fever in children of various ages.

· Compare and contrast different methods used to obtain body temperature, including type of thermometer (glass, digital, infrared radiation, skin strip) and measurement sites (axillary, oral, rectal, tympanic, skin). 

· Explain the symptoms and physical findings that suggest the presence of an infectious disease. 

· Take an exposure history that provides clues to a specific diagnosis (include questions about ill contacts, travel, pets or other animal exposures, occupation, insect bites and diet). 

· Explain the difference between a descriptive diagnosis based on the anatomic syndrome involved (e.g., exudative pharyngitis) and an etiologic diagnosis (e.g., Group A streptococcal infection) and the diagnostic studies appropriate for each type. 

· Interpret clinical and laboratory tests to identify infectious diseases. 

GOAL: Evaluate, treat, and/or refer patients with presenting signs and symptoms that may indicate an infectious disease process. 

· Create a strategy to evaluate whether the following presenting signs and symptoms are caused by an infectious disease process and describe the diagnostic studies, specific therapy, consultation or referral needed. 

·   Fever 

·   Headache 

·   Disorientation 

·   Anorexia 

·   Weight loss 

·   Conjunctival redness and drainage 

·   Orbital swelling or redness 

·   Ear pain, drainage, or protrusion 

·   Sore throat 

·   Rhinorrhea 

·   Cough 

·   Tachypnea 

·   Sinus pain 

·   Tooth pain 

·   Facial swelling 

·   Stridor 

·   Shortness of breath 

·   Vomiting 

·   Diarrhea 

·   Abdominal pain 

·   Jaundice 

·   Dysuria/urinary frequency 

·   Hematuria 

·   Penile or vaginal discharge 

·   Painful or swollen joints 

·   Limb pain 

·   Limp 

·   Skin rash, erythema, or discoloration 

·   Adenopathy 

·   Hepatomegaly 

·   Splenomegaly 

·   Apparent life threatening event 

·   Stiff neck 

·   Hematochezia 

·   Seizures 

·   Umbilical drainage 

·   Chest pain 

GOAL: Diagnose and manage infectious disease conditions that do not require referral. 

· Diagnose, explain and manage the following infectious diseases: 

· Upper respiratory: common cold, pharyngitis, otitis media and externa, sinusitis and facial cellulitis 

· Oral/pharyngeal: herpetic gingivostomatitis, herpangina, oral thrush (candida), parotitis, parapharyngeal and odontogenic infections and enteroviral enanthems 

· Middle airway: croup syndrome, pertussis 

· Lower airway: pneumonia (chlamydial, mycoplasma, bacterial, viral), bronchiolitis and latent tuberculosis infection 

· GI tract: esophagitis, enteritides (bacterial, viral, parasitic, antibiotic associated colitis), hepatitis (A, E, G), Helicobacter pylori 

· Renal: urinary tract infections, differentiating between pyelonephritis and cystitis 

· Genital: urethritis, vaginitis, epididymitis, orchitis, cervicitis and uncomplicated pelvic inflammatory disease 

· CNS: aseptic meningitis, post-varicella encephalitis, and acute cerebellar ataxia associated with varicella 

· Skin: bacterial (impetigo, cellulitis, furuncles, carbuncles), dermatophytes, candidal dermatitis, infestations (scabies and lice), and viral (common warts, venereal warts, molluscum contagiosum and herpes simplex virus) 

· Eyes: conjunctivitis, blepharitis, hordeolum (sty) and preseptal (periorbital) cellulitis 

· Parasites: pinworms, Toxocara canis, ascariasis, hookworm and giardia 

· Systemic: viral exanthems (measles, varicella, herpes simplex virus, parvovirus, rubella, human herpes virus 6), zoonoses (cat scratch disease), and viruses (infectious mononucleosis syndrome with either Epstein-Barr virus, Cytomegalovirus, or toxoplasma, respiratory syncytial virus disease, influenza, enterovirus, adenovirus) 

· Perinatal: focal infections of the scalp, mastitis, omphalitis, Group B strep and candidal infections 

· Infants/toddlers: potential occult bacteremia 

· Adolescents: sexually transmitted diseases (see genital infections) 

· Fever without localizing signs in various age groups 

· Fever in patient with underlying disease (e.g., in a patient with congenital heart disease) 

GOAL: Recognize and initiate therapy in patients with infectious disease conditions that require consultation or referral. 

· Identify, explain, initially manage, and refer the following infectious diseases: 

· Upper respiratory: mastoiditis 

· Oral/pharyngeal: peritonsillar, retropharyngeal and dental abscesses 

· Middle airway: epiglottitis, bacterial tracheitis, pertussis (symptoms requiring further evaluation and/or admission) 

· Lower airway: fungal pneumonia, severe or complicated pneumonia, parapneumonic effusion, empyema and lung abscess 

· Heart: endocarditis, thrombophlebitis, pericarditis, myocarditis, mediastinitis and acute rheumatic fever 

· GI tract: hepatic abcess, cholangitis/cholecystitis, chronic hepatitis B, C and D, hemolytic uremic syndrome, pancreatitis, appendicitis, peritonitis and abscess 

· Renal and perinephric abscesses 

· Genital: complicated PID and tubo-ovarian abscess 

· Musculoskeletal: osteomyelitis, septic arthritis, discitis and pyomyositis 

· CNS: complicated bacterial meningitis, brain abscess, epidural, subdural and paraspinal abscesses, encephalitis, transverse myelitis, peripheral neuropathies (diphtheria, botulism, tetanus), acute cerebellar ataxia not associated with varicella and Guillain-Barre, acute disseminated encephalomyelitis (ADEM), and partially treated meningitis 

· Soft tissue: staphylococcal scalded skin, toxic epidermal necrolysis, fasciitis 

· Eyes: orbital cellulitis, keratitis and endophthalmitis 

· Systemic: zoonoses/arthropod borne disease (brucella, leptospirosis, cat scratch, Ehrlichia, tularemia, Lyme, Rocky Mountain spotted fever) and Kawasaki disease 

· Intrauterine infections: CMV, rubella, parvovirus B19, syphilis, toxoplasmosis, herpes simplex virus (HSV) and varicella 

· Other: prenatal exposure to or congenital human immunodeficiency virus, acquired immunodeficiency syndrome, tuberculosis, systemic fungal infections, disseminated gonococcal infection, endotoxin shock, toxic shock, fever of unknown origin, fever and neutropenia, fever in immunocompromised patients 

· Immunocompromised hosts: acquired immunodeficiency syndrome, chemotherapy, steroid suppression, primary immunodeficiency, and organ or stem cell transplant recipient 

· Newborn: perinatal herpes, perinatal systemic fungal, varicella and enteroviral sepsis 

GOAL: Recognize, screen for, refer and co-manage patients with HIV. 

· Describe the pathophysiology, natural history, presenting signs and symptoms, and associated opportunistic infections in patients with HIV.

· Identify the risk factors for perinatal transmission of HIV, tests for screening and confirmatory diagnosis, and indications for referral, including asymptomatic HIV infected patients.

· Describe risk factors and symptoms that should prompt testing for HIV infection in neonates, children and adolescents.

· Review HIV infection, the related risks of opportunistic infections, the use of laboratory parameters (e.g., CD4 counts and viral load measures) to monitor clinical course, general treatment modalities (including chemoprophylaxis), and the common complications and toxicities of anti-HIV medications.

· Identify the indicators for referral of the patient to an infectious disease specialist.

· Demonstrate the ability to obtain proper informed consent for HIV testing, including legal requirements in one's locale.

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 this subspecialty area.

· 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, legible, timely and legally appropriate medical records, including referral forms and letters, for subspecialty patients in the outpatient and inpatient 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.

· Develop familiarity with several reliable resources for information on common antibiotics, resistance patterns and new treatments for infectious diseases, and consistently use current information when prescribing antibiotics. 

· Identify reliable sources for up-to-date information on new vaccines and recommended administration.

· Explain effective methods to increase vaccination rates among children.


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 as they apply to specialty 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.

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

· Identify appropriate referral sources for children traveling internationally who may need additional vaccinations.

· Describe current federal laws related to immunization of children and the requisite office documentation (including National Childhood Vaccine Injury Act and Vaccine Adverse Event Reporting System [VAERS]).

· Identify principles of office laboratory testing, including quality assurance and clinical laboratory improvement amendments (CLIA) regulations.

· Identify the role and general scope of practice of infectious diseases; recognize situations where children benefit from the skills of specialists trained in the care of children; and work effectively with these professionals to care for children with infectious diseases.

GOAL: Understand principles of infection control in pediatric care settings. 

· Discuss principles of hospital-based infection control and employee health issues (as addressed by OSHA).

· Explain standard precautions.

· Explain the three forms of isolation precautions (contact, droplet, and airborne) and discuss which infections require which precaution.

· Describe and follow current guidelines for infectious disease exclusion policies in school and daycare and explain their rationale.

· Identify resources for up-to-date information on infection prevention and treatment for international travelers/adoptees.

· Explain the indications for chemo- and immuno-prophylaxis in common infections (meningitis, hepatitis), including indications for use of gamma globulin and management of chicken pox exposure in the immunosuppressed child.

· Counsel patients in the prevention of sexually transmitted diseases and report confirmed cases to local public health authorities.

· Describe appropriate prophylaxis for persons exposed to certain illnesses (e.g., pertussis, measles, Haemophilus influenzae Type B infections, meningococcus, hepatitis A).

· Recognize illnesses potentially associated with outbreaks (e.g., meningococcemia, E. coli O157:H7, cholera, measles, pertussis) and report confirmed or suspected cases to the local public health authorities.

· Recognize illnesses consistent with bioterrorism (e.g., smallpox, anthrax) and report suspected cases to the local public health authorities.

METHODOLOGY...

CLINICAL EXPERIENCE

Your elective will consist of active participation in in-patient consultations, attending a weekly HIV mother/baby clinic and chest clinic in addition to attending conferences.  

Consults:

The consults will all draw from Harlem Hospital Center.  You are expected to see and present new consults to the attending.  The consultation must be electronically requested by the requesting service and the resident on ID elective or the attending on service should be notified of the consult via pager or phone call.  The resident should conduct the initial evaluation of the consult patient and then present to the attending.  Daily follow-up of the consults including examining the patient, checking labs, temperature curve, writing daily notes (to be co-signed) …etc.  A suggested reading reference list provided below, but for each individual patient, an evidence based literature review of the disease entities being considered would be educationally beneficial to the entire ID team.

Clinics:

FCC Clinic

This dedicated HIV clinic caters to the majority of the HIV-infected children in Central Harlem.  We take care of approximately 130 HIV-infected children at this clinic.  Clinic is held on Tuesday, Wednesday and Thursday mornings beginning at 9am on the 2nd floor of the Koontz Pavilion Building located on 136th Street between Lenox and 5th Ave.   HIV remains a stigmatizing disease, making the families cautious when introduced to yet another provider.  We trust that you will remain sensitive to these issues.  In addition, many of the younger HIV-infected patients are unaware of their status, as might be the adult who accompanies the child on a particular day (family member, home health aide, etc).


Medical Providers:

Elaine Abrams, MD 


Jacqueline Brinney, RN

Ruby Fayorsey, MD


Maxine Frere, RN


Aracelis Fernandez, MD 

Lisagaye Robinson, MD



Chest Clinic

This clinic is held on Tuesday afternoon on the sixth floor of the Koontz Pavilion Building located on 136th Street between Lenox and 5th Ave.  This clinic begins at 1pm and caters mainly to foreign-born children with latent TB infection.

Laboratory Services:

The resident will spend 2 half-day sessions in the microbiology laboratory observing the processing and procedures that specimens undergo.  This will be scheduled at the beginning of the rotation and will depend on the schedule of the resident and the laboratory personnel.

Call:

You are not required to do any infectious diseases evening or weekend calls.

DIDACTIC EXPERIENCE

There will be 3 reading assignments per week and discussion of these during that week.  The resident/fellow will choose an ID topic to review and present to the pediatric housestaff at a resident lecture in the final week of the elective.

Wednesdays, 8am  ID Case Presentation
8th or 12th flr conf. rm.  MLK

Fridays, 8:00am
   ID Journal Club
   8th or 12th flr conf. rm.  MLK

            9:30am
   Peds HIV medical care, 2nd  flr, Koontz playroom

*You are expected to attend your regularly scheduled resident/fellow lectures and continuity clinics.


RESOURCES

Infectious Diseases Chapter in a General Pediatric Textbook (Nelson, Rudolph, Oski)

Red Book 

Nelson’s Pocket Antimicrobial Therapy 

Principles and Practice of Pediatric Infectious Diseases – Sarah 
Long

Principles and Practice of Infectious Disease – Mandell

Infectious Diseases of the Fetus and Newborn – Remington and 
Klein

Textbook of Pediatric Infectious Diseases – Feigin and Cherry

The above Textbooks are available in the Library or in the main office of the FCC (16th floor)
EVALUATION...

Resident

Residents will receive formal mid-rotation feedback on their performance from the ID attending on service. Residents are encouraged to solicit ongoing feedback on their performance from the various ID attendings 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. The attending will complete this evaluation and review the evaluation with the resident at the completion of the rotation.  

Procedures

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

· lumbar puncture

· subcutaneous, intradermal and intramuscular injections

· venipuncture

· arterial puncture

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

· inhalation medications

· incision and drainage of superficial abscesses

· chest tube placement

· thoracentesis

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.
PICU (CHONY) 
INTRODUCTION...

The goal of this rotation is for the PL-3 resident to develop competency in pediatric critical care. Residents focus on learning the principles of management for respiratory failure, shock, cardiac failure, status asthmaticus, pneumonia, statues epilepticus, and other medical conditions. In addition, residents will learn about management of patients with trauma and complex surgical conditions, including patients requiring cardiac surgery, orthopedic surgery, neurosurgery, general surgery procedures. Residents will coordinate the care for these patients with other members of the involved multidisciplinary teams, and thereby, gain additional experience in coordinating patient care. Lastly, residents will have the opportunity to gain knowledge about the complex ethical and social issues that occur in caring for seriously or terminally-ill children. 
COMPETENCY BASED GOALS & OBJECTIVES... 

PATIENT CARE 

GOAL: The PL3 residents will act as primary physicians for patients admitted to the PICU, under the supervision of the pediatric critical care fellow and attending. This includes the following responsibilities: 

· Perform history and physical examinations on all children admitted to the PICU. 

· Write daily progress notes and write discharge summaries that succinctly describe the patient's course and pending issues. 

· Facilitate the daily management plans formulated on rounds and reformulate such plans, with appropriate guidance from fellow and attending staffs, according to changes in patients' clinical conditions. 

· Perform, when possible and with appropriate guidance from fellows or attendings, advanced procedures, such as placement of arterial and central venous lines, endotracheal intubations, and thoracostomy tubes. 

· Specific objectives 

· Recognize, assess, and manage isolated and multi organ system failure. 

· Integrate clinical assessments and laboratory data to formulate management and therapeutic plans. 

· Recognize and assess clinical deterioration in a previously stable patient 

· Consult appropriately with medical and surgical subspecialists, general pediatricians, and other medical and social services to coordinate the care of critically ill children. 

· Participate, as a member of the PICU team, in patient resuscitation, stabilization, and transport with particular focus on airway management and resuscitation pharmacology. 

· Participate in family, multi disciplinary, discharge meetings to coordinate patient care. 

· Understand the implications of and demonstrate appropriate use of non invasive and invasive monitoring tools for assessing respiratory, cardiovascular, neurologic, and metabolic functions in critically ill children. 

MEDICAL KNOWLEDGE 

GOAL: Understand how to rapidly assess, resuscitate, and stabilize a critically ill infant, child or adolescent in the Pediatric Intensive Care Unit (PICU) setting. 

· Assessment 

· Recognize respiratory failure and/or shock 

· Formulate a diagnosis quickly, especially with respect to conditions which may need respiratory or cardiovascular support or an immediate intervention 

· Demonstrate proficiency at cardiopulmonary resuscitation 

· Assist in evaluating and stabilizing a child with multiple trauma 

· Establish and manage airway for infants, children, and adolescents 

· Demonstrate proficiency in: 

· Bag valve mask ventilation 

· Insertion of nasal and oral airways 

· Institution and management of mechanical ventilation. 

· Identify priorities for vascular access, establish access, and perform fluid resuscitation. 

· Working with the PICU attendings and fellows, the resident is expected to recognize and manage: 

· General: The septic or ill appearing infant/child, with fever, hypothermia, dehydration, or shock; the child with suspected abuse or neglect. 

· Allergy/immunology: Angioneurotic edema, acute allergic reactions 

· Cardiorespiratory: apnea, respiratory distress, tachypnea, respiratory failure, cyanosis, tachycardia, bradycardia, wheezing, stridor, hypertension, hypotension 

· Dermatology: Petechiae, ecchymosis and skin rashes 

· ENT: Signs and symptoms of congenital and acquired life threatening upper airway disease, the child with a tracheostomy 

· Endocrine: Signs and symptoms related to diabetic ketoacidosis or other endocrine emergencies 

· GI: Abdominal distention, diarrhea, vomiting, GI bleeding, and masses 

· Pharmacology/Toxicology: Signs and symptoms related to common drug poisoning or overdose 

· Hematology/oncology: Abnormal bleeding, bruising, petechiae, masses, hepatosplenomegaly, thromboembolic phenomena, acute illness or fever in a neutropenic child/cancer patient 

· Musculoskeletal: Trauma to neck, back or extremities 

· Neurology: Acute brain injury, acute ataxia, coma, lethargy, confusion, fainting spells, seizures, headache, weakness or paralysis, bulging fontanel, stiff neck, dizziness 

· Psychiatry: Depression and thoughts of suicide, anxiety, psychotic states combined with agitation 

· Surgery/trauma: Acute trauma of various organs. 

· Develop an understanding of acute and long term consequences, as well as prognosis, of specific diseases and treatments. 

PROFESSIONALISM 

GOAL: Demonstrate the following attitudes of respect for the patient: 
· Open-mindedness in discussions with families, critical reflection of one’s own attitudes 

· Commitment to the patients’ best interest, and maintenance of patient confidentiality 

· Consistently act responsibly and adhere to professional standards for ethical and legal behavior. 

· Demonstrate respect and sensitivity in dealing with the dying child, the family and other healthcare professionals. 

· Become familiar with ethical and medical legal considerations in the care of critically ill children. 

· Discuss concepts of futility, withdrawal, and withholding of care 

· Define brain death and describe criteria for organ donation. 

· Describe hospital policy on "Do Not Resuscitate" orders. 

COMMUNICATION
GOAL: Teamwork and Consultation 

· Communicate well and work effectively with fellow residents, attendings, consultants, nurses, ancillary staff and referring physicians. 

· Demonstrate skills as a team participant and as a team manager; 

· Work with the primary care provider to assure continuity of care; communicate with the primary care giver in an effective and timely manner 

· Understand the role of managed care case managers; work with these individuals to an optimized health outcome. 

PRACTICE BASED LEARNING 

GOAL: Understand how to maintain, accurate, timely and legally appropriate medical records on complex and critically ill children. 

· Maintain daily, timed notes, with updates as necessary, clearly documenting the patient's progress and details of the ongoing evaluation and plan 

· Prepare appropriate and timely discharge and transfer notes. 
SYSTEMS-BASED PRACTICE 

GOAL: Understand how to practice high-quality health care and advocate for patients within the context of the health care system.
· Patient Support and advocacy: 

· Recognize and evaluate the psychosocial needs of acutely ill children and their families, both during the medical illness and recovery. 

· Demonstrate respect, sensitivity, and skill in dealing with death and dying with the child, the families, and other health care professionals. 

· Identify problems and risk factors in the child and family, even outside the scope of this ICU admission; appropriately intervene or refer (e.g. injury prevention; importance of anticipatory guidance in teaching parents about the early signs and symptoms of serious, life threatening disease). 

· Financial Issues and Cost Control 

· Demonstrate awareness of costs of PICU care and its impact on families; refer families for social services support as necessary. 
· Use consultants and resources appropriately. 

METHODOLOGY... 

CLINICAL EXPERIENCE 

As in most branches of medicine, patient care and case based reading will be the cornerstones of your education. Please utilize the Virtual Preceptor section of the site to ask questions from the cases that you see on the floor.

Initiation:

· Tour through the PICU/PCICU with emphasis on learning about the monitors, electronic medical record, and equipment used in the PICU/PCICU.

· Residents and Nurse Practitioners should become familiar with location and contents of the crash cart, defibrillator, and external pacer.

· Residents and Nurse Practitioners should become familiar with the ventilators used in the PICU/PCICU.  Ask a fellow, attending or respiratory therapist to review the vent with you.

· Reading materials and patient care protocols are available in the PICU/PCICU for immediate use. See list of reading materials below.

Responsibilities:

· Residents and/or Nurse Practitioners are the primary practitioners for all patients in the PICU.

· The PCCM Attendings and Fellows supervise the care of all patients in the PICU/PCICU.

· A Physician or Nurse Practitioner must be present in the PICU at all times, including at night. The PICU call room counts as "on the unit".

· When the Resident or Nurse Practitioner is aware of a patient requiring admission, transfer, consultation, or specialty team transportation, these matters should be discussed with the Fellow or Attending as soon as possible.

· Code and trauma beepers are carried by the PICU Fellow. In addition the PCICU charge nurse carries a code beeper and the PICU charge nurse carries a trauma beeper. The PICU Fellow has primary responsibility for responding to codes. Whenever possible, a Resident or Nurse Practitioner should accompany the Fellow to the code and should participate in the care of the patient. In the rare event that a PICU Fellow or attending  is not available to attend the code,  they will designate someone to respond.  Not everyone in the PICU should respond to a code or trauma; at least one PICU Resident or Nurse Practitioner must remain on the unit at all times.

· Once rounds are completed, use your time to complete the following:

· Call non urgent consults

· Write daily progress notes including running hospital summaries

· Check outstanding lab results and review cultures – record on daily flow sheets

· Review x-rays with fellow or attending

· Review blood gas sheets frequently

· Communicate with nurse frequently to stay updated on your patient’s condition

· Review new findings, data or information with the fellow and/or attending

· ASK QUESTIONS

Admissions and Orders:

· All patients admitted or transferred to the PICU/PCICU must be discussed with the PCCM Fellow or Attending. It is helpful, at the start of the day, if the Residents and Nurse Practitioners designate who will admit the first patient, who will admit the second, etc. Please make these designations known to the PICU Fellow or Attending and the bedside nurse so as to be called when the admission arrives.

· A Resident or Nurse Practitioner must be present for each admission and should obtain information from subspecialists, when appropriate. If the subspecialists are not at the bedside when the patient is admitted, the subspecialty must be called and all aspects of the patient's care discussed.

· Admission orders should be entered in eclipsys  upon the patient's arrival.  In the event of a scheduled admission, orders may be entered in eclipsys as “pending admission” and activated once the patient has arrived on the floor. Please make sure to use the PICU/PCICU templates for all admissions.

· Any transfer orders written outside of the PICU/PCICU need to be D/C’d and reordered in eclipsys by the accepting PICU Resident or Nurse Practitioner following discussion with the PICU fellow or attending.

· The key to effective management of all patients is communication. Residents and Nurse Practitioners are expected to communicate the impressions and plans formulated by the PICU team to all subspecialists and primary MDs caring for each patient.

· All patient orders should be entered in eclipsys by the patient's Resident or Nurse Practitioner. Medical student orders must be co-signed by the Resident or Nurse Practitioner  before they will be acted upon. Orders entered by subspecialists must be reviewed  by the PICU Resident or Nurse Practitioner. Out of courtesy, subspecialists should be notified if any of their orders are incorrect or changed. Orders, especially post-operative orders, may be written by Pediatric and Cardiothoracic Surgery. Orders written by either of these services need not be cosigned but should be reviewed by the Resident or Nurse Practitioner for appropriate dosing of medications. Orders concerning these patients may be written by the PICU Resident or Nurse Practitioner; however, it is necessary to discuss such orders with the PICU Fellow and to notify the appropriate subspecialty.

· Chemotherapy orders must be written by the Oncology service.

· Verbal orders will not be accepted.  The bedside nurse and/or respiratory therapist should be verbally notified of any orders written as soon as possible.

· AM lab and x-rays should be ordered for 4am in the PICU/PCICU. When ordering morning labs in the ICU they should be entered as AM labs or Timed Draw and timed for 4am. DO NOT ORDER PICU LABS AS ROUTINE AS THEY WILL TIME FOR MIDNIGHT. In addition do not order them as phlebotomy draw.
· Make sure all therapeutic drug levels are timed at the desired time of the level.
Rounds and Presentations:

· Morning rounds begin at 8:00 AM except on Wednesday and Thursday when they begin at 8:15am following resident lecture.  Resident lecture is held in the 10th floor critical care conference room.

· Residents and Nurse Practitioners are expected to come in sufficiently early to receive sign out from the on call team, examine their patients and check any outstanding lab results. For most Residents, this is usually between 6:30 and 7:00. Each Resident or Nurse Practitioner will present his or her patients.

· Patient presentations should be done using a problem-oriented approach. Always begin with a 3 or 4-sentence summary for the benefit of guests or others who may be unfamiliar with the patient. Describe what is going on with the patient instead of just reporting numbers. The Resident or Nurse Practitioner should formulate a plan for the day and be prepared to discuss it on AM rounds.

· Rounds on cardiology patients are conducted jointly with the Pediatric Cardiology team.  Rounds on oncology patients are conducted jointly with the Oncology/Bone Marrow Transplant Team. Residents and Nurse Practitioners caring for such patients will be responsible for presenting the patient, the physical examination, and pertinent data. The PICU, PCICU, BMT/ONC fellows will be expected to provide commentary on patient management.

· Whenever possible on AM rounds, the PICU team may conduct "co-rounds" with subspecialty services, especially the Pediatric Surgery service. "Co-rounding" will be done at the discretion of the PICU Attending.

· Residents on call and Nurse Practitioners on the night shift should make bedside rounds every 2-​3 hours during the night. At least once during the night, these rounds should be conducted with the PICU Fellow. Such rounds should include reassessment of physical findings, checking I/O's, following up on laboratory results, and looking for trends in vital signs. It is an excellent practice to speak to each bedside nurse, as well as to the charge nurse; they will voice concerns, point out potential problems, and may make suggestions which allows the night to go smoother.
Documentation/Communication: 

· ALL RESTRAINT AND VENTILATOR ORDERS MUST BE RE-WRITTEN DAILY DURING ROUNDS.  

· IN ADDITION ALL EXPIRING MEDS SHOULD BE REVIEWED AND CONFIRMATION OBTAINED BEFORE RENEWING THOSE MEDS THAT WILL EXPIRE.

· Read the chart every day for notes from subspecialists or ancillary services (Nutrition, Physical Therapy, Social Work, etc.).

· Daily notes should be entered in eclipsys in the PICU critical care update format and should include an ongoing hospital course. Summaries for each major organ system should be updated in a CONCISE narrative form. Major events should be dated (ex: operative procedure, cardiac arrest) Medical student notes must be co-signed by the supervising resident/NP. 

· Transfers out of the PICU need to have a transfer note done on the transfer note template and transfer orders.  Not all services require a transfer note and  orders. Please refer to the chart below. Make sure to identify the accepting service  with the PICU attending or fellow.  Information from the admit note as well as the updated hospital course can be copied from the respective notes (cut and paste the appropriate sections).  In addition transfers out of the PICU/PCICU must be signed out to the receiving service. If a service does not require sign-out, then a courtesy call should be made to that service to let them know their patient is leaving the ICU.

	Service
	Transfer Note
	Transfer orders
	Attending
	Beeper to page

	Ward (no

Private MD)
	Y
	Y
	Ward
	KIDS (85437)

	Medicine 

(private MD)
	Y
	Y
	Name of MD
	KIDS

	Medical Subspecialties

(endocrine, pulmonology hematology, GI/Liver, rheum)
	Y
	Y
	Service attending

(for the month)
	KIDS

	General Surgery
	N
	N
	Surgery attending
	87060

	ENT
	N
	N
	ENT attending
	8-SNOT

(87668)

	Cardiology/

CT Surgery
	Y
	Y
	Cardiology Attending
	26959 (ascom)

	Neurology/

Neurosurgery
	Y
	Y
	Neurology attending
	8-SCAN (87226)

	Oncology
	Y
	Y
	Onc attending
	8-WBCS

	Ophthalmology
	Y
	Y
	Ward
	KIDS

	Orthopedic Surgery
	N
	N
	Ortho attending
	page operator

for  beeper#

	Urology
	N
	N
	Urology attending
	8-GUGU

(84848)


PATIENT TRANSFER OUT OF THE ICU
The following check list will help you give a comprehensive sign out to the floor

· Patient name, MRN, DOB

· Weight and allergies

· Admitting diagnosis, PMH

· Operative procedure (if applicable), major post operative complications

· PICU/PCICU COURSE BY SYSTEMS:

CV:

Rhythm issues

Use of inotropes

Cardiac meds

Chest tubes

Pacing wires

Most recent Echo: date_____ Results___________________________

Respiratory

Length of intubation

Airway issues/failed extubations

Use of supplemental oxygen

Saturation range

Most recent CXR:  Date:____ Results___________________________

FEN/GI

Current diet

Feeding issues

Electrolyte abnormalities/supplements

ID

Current/recent infections

Current antibiotics

Prophylaxis antibiotics

Pending cultures

Wound dressing changes

DiGeorge, Asplenia

Heme

Post-op bleeding issues

Ongoing heme abnormalities

Anticoagulation plan

Neuro

Pain management

Sedation wean plan

Recently discontinued narcotics, benzos

Seizure history/medications

Miscellaneous

PT/OT

Subspecialty involvement

Discharge planning underway

ACCEPTING A PATIENT TRANSFER INTO THE ICU

· From the ER/Floor Transfer, or Outside Institution

· Receive sign out from the MD/NP caring for the patient

· Communicate with the nurse regarding timing of transfer

· Notify the fellow of pt’s arrival

· Examine the patient 

· Discuss the plan, including need for restraints, respiratory  orders,  frequency of labs

· Write admission orders

· Write admission note, review/complete medication reconciliation form

· ACCEPTING A PATIENT FROM THE OR

· As above plus the following:

· Obtain anesthesia and surgical sign out

· Make note of intraoperative complications, fluids, urine output, estimated blood loss

· Take note of surgical drains, amount and quality of drainage

· For post operative cardiothoracic patients, obtain, cardiopulmonary bypass time, cross clamp time, circulatory arrest time; (refer to CHONY Pediatric Cardiac ICU Team Web for definition and description of above)

· MERS (Medication Event Reporting System)  document problems encountered in the delivery of patient care. Use this to document a serious event that causes harm to a patient or may result in patient injury, i.e. a fall, a transfusion error, an equipment failure, etc. The incident can be entered by a nurse, resident, NP, respiratory therapist, etc . If you file a MERS you should make the PICU/PCICU fellow or attending aware. This is a necessary part of the quality improvement process. Mistakes will happen occasionally; the goal is to minimize or prevent them.
· Procedures:

· PICU procedures must be supervised or authorized by the PCCM Fellow or Attending.

· Procedure forms should be filled out upon completion of the procedure and the procedure note must be placed in the chart.  The supervising Fellow or Attending must co-sign the procedure form.

· It is the responsibility of each Resident or Nurse Practitioner to use the proper protective equipment when performing a procedure. Gowns, gloves and eye protection are readily available in both units. Only hospital approved safety devices (catheters, syringes) may be used. The hospital bears no financial liability if an accidental exposure occurs and the proper protection or equipment was not used.
· Daily and Weekly Routine:

· 7:00 AM: Sign out rounds.

· 8:00 AM: Attending Rounds

· On call rounds (nightly, every 2-3 hours)

· Thursday, 1:00 PM PICU bedside rounds in the unit.

· Evening sign out is at 7:00 PM.  You should leave promptly after sign-out to ensure you get enough rest before your next shift.

DIDACTIC EXPERIENCE

Lectures by the PICU attendings will be given Wednesday and Thursday mornings from 7:30 am to 8:15 am. The ICU will be covered by the fellows so all are expected to attend.

Monday afternoons, 3:00 PM: various PCCM conferences. Speak with the Fellow or Attending for details. Residents and Nurse Practitioners are strongly encouraged to attend Monday afternoon PCCM Case Conferences and Journal Club, which is held the last Thursday of each month.

Friday, 8:00 AM: Pediatric Grand Rounds.

Other didactic sessions and discussions will be scheduled by the Attending on service and usually occur at noon or 1 PM. All Residents and Nurse Practitioners are encouraged to attend.
     RESOURCES 

The following textbooks and Internet-based reading sources are provided in the PICU/PCICU for Residents' and Nurse Practitioners' use:

Anesthesia. In: Miller RD, ed. New York: Churchill Livingstone.

Smith's Anesthesia for Infants and Children. In: Motoyama EK, Davis PJ, eds. St. Louis: Mosby, Inc.

Textbook of Pediatric Intensive Care. In: Rogers MC, ed. Baltimore: Williams and Wilkins.

Heart Disease in Infants and Children. In: Moss AJ, Adams FH, eds. Baltimore: Williams and Wilkins.

PedsCCM Website at http://pedsccm.org/ with access to an electronic Pediatric Critical Care textbook, case report registry, and evidenced based medicine reviews.

Additionally, Residents and Nurse Practitioners are encouraged to perform independent literature searches and to discuss with faculty additional appropriate sources of reading materials.
EVALUATION... 

Resident

Residents are encouraged to solicit ongoing feedback on their performance from PICU attendings and fellows 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. PICU service attendings will complete these evaluations. The resident should arrange to meet with the on service attending to discuss the evaluation, prior to the end of the rotation.
Procedures

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

· Basic and advanced life support

· endotracheal intubation

· placement of an intravenous line

· arterial puncture

· venipuncture

· lumbar puncture

· bladder catheterization
· procedural sedation

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

· incision and drainage of superficial abscesses
· chest tube placement

· thoracentesis

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. 

2) 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. 

3) 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). 

4) 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.

5) 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 

ELECTIVES
The equivalent of two months is left to your own discretion to choose an elective pediatric experience. 
Keys to choosing your elective experience: 

· During the three years of training, no more than three block months (or its equivalent) may be spent by a resident in any one of the subspecialties from list A or B (See below). Subspecialty research electives that involve no clinical activities need not be counted as one of these three block months. 

· Electives should be designed to enrich the educational experience of residents in conformity with their needs, interests and/or future professional plans. 

· Electives must be well-constructed, purposeful and effective learning experiences, with written goals and objectives (provided by the elective faculty mentor) and formal evaluation of the resident’s participation. 

· The choice of electives must be made with the advice and approval of the program director and the appropriate mentor. 

· On the resident geocities webpage are forms you must complete to let the office know what elective you are doing. They must be signed-off by the faculty member "sponsoring" you for the month. These forms are due in the residency office 6 weeks prior to the start of your elective (3 months if rotating outside of Harlem Hospital).
· Many subspecialties have stated their intention to offer their electives to residents from other programs when space is available, you need to schedule all your elective time for the upcoming year early. Electives will be assigned on a first-come, first-serve basis. 
· If choosing an elective at CHONY, formal paperwork has to be submitted to their GME office IN ADVANCE. This will require the paperwork to be submitted a MINIMUM of three months prior to the start of the elective experience. Additionally, you must have completed and submitted your CHONY credentialing packet earlier in the year and then submit updated documents for any that may have expired since then. Please plan accordingly.

Suggestions for electives:

List A





List B

Allergy/Immunology



Pediatric Anesthesiology

Cardiology





Child Psychiatry
Endocrinology




Pediatric Dermatology

Genetics





Pediatric Ophthalmology

Gastroenterology




Pediatric Orthopedics and

Hematology/Oncology




Sports Medicine

Infectious Diseases



Pediatric Otolaryngology

Nephrology





Pediatric Radiology

Neurology





Pediatric Surgery

Pulmonary





Pediatric Physical Medicine Rheumatology





and Rehabilitation

Bellevue toxicology elective
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