RESIDENT ORIENTATION

1. Layout of the ED: Acute/critical rooms are 1-9B. Rooms 11-18 are less acute. Rooms 19-22 are usually reserved for examinations requiring more privacy or isolation. Hallway beds are for simple complaints or for patients who need to be continuously monitored. Triage rooms one and two are by triage and can be filled with patients as well. 

2. Charts: New patients are placed in the rack across from the patient tracking board. You are to sign and print your name on the ED physicians sheet with your physician ID number, and must write the time that you go in to see the patient at the top of the chart. When not in use, the charts are placed in the tall racks in the nursing area.

3. Staffing: Your patient can be staffed with any attending in the ED. Do not staff with the physician’s assistants. It can be difficult during busy times to staff, please be patient. However, if your patient is critically ill or you are worried about the patient, let the attending know immediately. 

4. Orders: All orders are placed through PCOSS (meds, labs, xrays). You must log on with your ID and go to CHANGE SPECIALTY to order through the Adult Emergency Room. This has to be done EVERY TIME you log on. Orders must also have a corresponding magnet on the patient tracking board. 

5. Dictation: You are responsible for your patient’s dictations. Generally, the fourth dictation slot is reserved for the residents. On the dictation phones, you press the button for DIAL OUT. When it asks for the two digit ID you press the name of the attending you staffed the patient with. Then follow the prompts. Do say your name and spell your name when dictating. DO NOT SAY YOUR DICTATION NUMBER or ID. There are dictation cards and transcription cards available in my mailbox, please ask the person orienting you to distribute one to you. At the end of your dictation, record the dictation number on the front of the ED record. Please see page three for dictation helpful hints. 

6. Script Rx: All the ED discharges and prescriptions go into Script Rx. Ask your orienting physician or the transfer center to log you on. You will need to bring your resident DEA number on the first day.

7. Shift Sign In: All residents and students are expected to sign in and out of their ED shifts. The clip board is located on the cubicle wall of the forth cubicle. Please sign in and out accordingly. This information is reviewed and will be used on your evaluations if necessary. If you are to be late, call the ED and ask for the attending on shift. It is your responsibility to let them know if you will be late. If you will be missing a shift, please page Dr. Averill at 30352 and your chief 
8. resident. Both parties must be informed as soon as possible. Unexcused absences will result in a failed rotation. 

9. Teaching Sheets: Every patient you see needs to have a teaching sheet filled out. Sheets are located next to Script Rx. Please place one on the chart and remind the attending to fill out. 

10. Shift Evaluations: You are responsible for having one evaluation PER SHIFT filled out by an attending you worked with that day. These are the purple half sheets located above dictation slot number three. Please give one to at least one attending per shift. These are returned to the black box located above dictation slot number three. Additionally, you are to write down the names of each patient you saw on that particular day on one of the evaluation forms. This can be written on a blank evaluation with just your name and date and turned into the black evaluation box. 

11. ED Contact: For problems I am available at any time, Monique Averill MD, at pager 30352. During the daytime, Kathleen McGraw, is available at 43610. 

ADDITIONAL DICTATION ADVICE:
Say and spell your name.

Say the name of the attending you are dictating for. 

Say and spell the patient’s name and medical record number.

Chief Complaint (ex: Right Ankle Pain)

History of Present Illness (ex: The patient is a 30 year old female who twisted her right ankle today while walking….)

*Make sure to follow the ED chart and describe Onset, Location of Pain, Modifiers, Duration of Pain, Quality of Pain, Severity of Pain. This is very important for billing. 

Review of Systems – it is okay to say “all systems reviewed and negative except those listed in the HPI.” But, then this must be true. 

Past Medical History (Listing of Problems is acceptable)

Past Surgical History

Medications (Names and Dosages if known)

Allergies (Names and Reactions)

Family History 

Social History (Occupation, Alcohol use, Tobacco use, Drug use)

Physical Exam

· List vital signs

· Always give general appearance

· Describe as many domains as possible. Most admissions require seven separate domains to be described for billing. ICU patient require even more. 

Next Paragraph should be EMERGENCY DIAGNOSTICS. Here you list the patients lab, xray and EKG findings. This can be a simple list. If you review old labs (to look at a baseline creatinine or hemoglobin) please state this here. “Creatinine today was 2.5 when compared to July 2005 this is his baseline.”

Next Paragraph is TREATMENT PLAN. This is where you describe what you did for the patient, how they responded to treatment, what you think is the diagnosis and a brief discussion of differentials. Also describe what the next course of care will be. For example in a chest pain patient: The patient was evaluated, placed on telemetry and given oxygen and aspirin. He was then given two nitro sublingual which resolved his discomfort. An inch of nitro paste was placed, lopressor IV and lovenox SC were given. He remained stable and chest pain free throughout his stay in the ED. The case was discussed with his primary physician, Dr. Smith, and the patient will be admitted to a telemetry bed for chest pain. We suspect GERD or non-life threatening causes of chest pain but cannot rule out coronary artery disease. Report was called to the medicine admitting resident who will write the admission orders. The ED attending, Dr. Averill did see and evaluated the patient and will sign the chart. 

Diagnosis (List of problems found in the ED) ALWAYS PUT A DIAGNOSIS!

Disposition (Admit, Discharge or AMA)

Condition (Stable, Improved, Guarded, Critical, AMA)

****Always write down the dictation number on the ED chart. 

Quick reminder for discharge – any abnormal finding you see during the patients ED stay is your responsibility to report. Lung nodules, liver nodules, kidney cysts, elevated blood pressure, high blood sugars all are things that the patient needs to be informed of and advised to follow-up with their primary doctor. This can be as simple as putting in the discharge instructions ‘You had elevated blood pressure today. This needs to be rechecked with your regular doctor.’
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