Your First Day on Weisman

Here is some info to help you throughout this month:

1. Rounds will begin at 8:00AM in the Tower 8 conference room. On Weisman, you will care for both General Medicine and Pulmonary patients.  Your patients can be located anywhere in the hospital.  Your attendings will either be Pulmonary/Critical Care attendings or General Medicine attendings.

2. There will be two interns and call will be q2 short call and q4 long call.  On short call days you will admit two patients before 2:00 PM.  The exceptions to this rule are:

a. On your clinic day, you will only get one patient before noon

b. If you have eight patients, you can only get one patient on short call

c. If you have ten patients, you will not get any patients on short call.

d. On the weekends, there is no short call, only long call

3. The call room is on Tower 7 in Room 7001.  It is a nice call room in that it has a couch and a large window with a view; however it does not have an attached bathroom.  Consequently, you must use the bathroom in the waiting room, which is next door. There is no shower.  One intern will take call with the senior resident, while the other will be the ‘orphan’ and will be covered by a senior from another team until 11:00 PM and by the nightfloat resident after 11:00 PM.

4. You will often have a 3rd year medical student working with you on this service.  They can carry a maximum of three patients and they should pick up a patient on each call.  They will write an admission note and you should co-sign their note as well as writing a full admission note of your own. The same goes for daily progress notes. Try to pick patients with a variety of problems that are interesting and present a good learning experience.  The third year medical students do not take overnight call, so try to get them a patient early in the day, if possible.

5. Your co-intern will either be another intern in your class or two 4th year medical student Acting Interns.  They can take 3 patients apiece on long call and 1 patient apiece on short call.  Their orders must be co-signed and this is typically done by the senior resident.  However, sometimes you may need to sign an order if the senior is not available.  

6. When you signout at the end of the day, if your co-intern is on call, you should sign out to him or her. If your team is post-call, then you should either sign out to both your co-intern and resident at 1:00 PM (if you are post-call), or you should sign out the entire team to the cross-cover intern at 5:00 PM in the Tower 5 conference room. This intern carries your signout until midnight, when it will be handed off to the on-call intern on Carpenter for the rest of the night.  In the morning you should pick up your signout from the on-call intern by paging them and arranging to meet (the Carpenter team pager is 32661).

7. In the Tower 5 conference room, the NACR, DACR and nightfloat residents meet every morning at 7:00 AM to distribute the nightfloat admissions from the previous night.  If you are on short-call you should stop by to check if you have any nightfloat admissions. Optimally, you should get there as close to 7 as possible to increase your chances of getting a nightfloat and to allow yourself time to see the patient(s) before rounds.  You do not have to write a full admission note if the nightfloat has already written a note.  You simply have to write an “accept note” that contains a brief summary of the nightfloat’s note in the subjective; the remainder of the note is the same as a daily progress note.  

8. The team pager for the Weisman team is pager 32299.  The nurses can use it to contact you from 2:00 PM until 8:00AM the following morning.  It is also a text pager and you should encourage the nurses to use this function if they just want to send you a piece of information (i.e. – your patient’s family has arrived, the evening blood pressure, etc…)  The team pager is also a code pager.  You should carry it with you at all times when you are on call and hand it off at rounds the following morning.  

9. While taking your history for a patient with COPD or asthma, you must find out the following:

a. How many times have they been hospitalized for an exacerbation?  How many times in the past year have they been to the ER or their physician for their COPD or asthma?  Have they ever had an exacerbation severe enough that they required admission to an ICU and/or intubation?

b. What are their home inhalers and how often do they (actually) take them? Are they on any controller medications (e.g. Advair, Flovent, or Singulair)?

c. For patients with COPD, are they on any home oxygen? If they are, how much flow?

d. Any symptoms of upper respiratory infections or pneumonia in the recent past (i.e. cough, fever, chills, increased sputum production)?  Have they had any sick contacts?

e. For asthmatics, what are their usual triggers (smoke, pets, dust, etc…)?  What do they think triggered this asthma attack?

f. For asthmatics, you should determine how often do they use their rescue inhaler (albuterol)?  How many times a week do they have symptoms of cough or wheeze?  Do they ever have nighttime symptoms of cough or wheeze?

g. Do they use a spacer with their metered dose inhaler (MDI)?

10. Patients with COPD can be classified according to disease severity.  This is done by looking at their PFT’s and using the Global classification of Obstructive Lung Disease (GOLD) criteria.  You can find an article on interpreting PFT’s and the official GOLD criteria on this website. During the day, you can often call the PFT lab (x51097/51095) and request a copy of the patient’s most recent PFT’s be faxed to the floor.

11. Patients with asthma can be classified according to disease severity as well. This helps to determine how well their disease is being controlled and to dictate further long-term treatment.

12. When looking at a blood gas, you should assess several parameters:

a. These patients usually have a respiratory derangement of their acid/base status: are they acidemic or alkalemic?

b. Is the patient appropriately compensating for their alkalosis/acidemia? (For acute respiratory acidosis/alkalosis, the pH should change by 0.08 per change of 10 in the pCO2 ; for chronic respiratory acidosis/alkalosis, the pH should change by 0.03-0.04 per change of 10 in the pCO2.) 

c. Alveolar – arterial (A-a) gradient: [FiO2 * (760 - 47)) - (PaCO2 / 0.8)] – PaO2
d. If the patient has COPD and has been admitted on prior occasions, try to get a sense of his/her baseline pCO2 from old labs on the mainframe.

e. BEWARE the extremely tachypneic asthmatic with labored respirations who has a normal pCO2 – he or she may be tiring and need intensification of treatment.

13. When you have a patient with a COPD or asthma exacerbation, you can place them on the COPD or asthma carepath.  This is an order set found under ‘Departmental Orders’ in PCOSS.  By placing your patient on the carepath, the respiratory therapists become involved assessing your patient’s respiratory status and then administering the appropriate frequency of nebulizer treatments.  They will advance them from Stage I to Stage II and Stage III when it is appropriate and they will contact you if they have questions.  They will also measure peak flows on your asthmatic patients and record them on the door chart.   You can place a patient on the carepath by entering the appropriate order set in PCOSS and then paging the respiratory therapy coordinator at 30510.  Tell them that you just placed a patient on the carepath and they will notify the appropriate respiratory therapist.  Incidentally, this is also the fastest way to reach the respiratory therapist for your floor.

14. For patients with severe exacerbations, you will often use steroids.  Keep in mind the following points about steroid use:

a. You should only need IV steroids (Solumedrol) for the first 24 hours.  After that, you should be able to give oral steroids (prednisone).  This has to do with the fact that IV steroids achieve a steady state concentration in the serum faster than oral steroids, however once a steady state has been achieved, the IV steroids do not offer any more efficacy that oral steroids.

b. Patients on steroids need to also have accuchecks done with meals and all of them – not just diabetics – need to be placed on an insulin sliding scale.

c. These patients also need to be on a proton pump inhibitor (PPI) for GI prophylaxis – just remember when you discharge them that they don’t need it longer than the steroids!

d. Remember that steroids cause neutrophil demargination, so don’t be surprised when the WBC count starts to rise.

15. Mike Vender is the social worker for the Weisman service.  He can help arrange placement and can be helpful when talking to patients and families.  His pager is 32620.


Your seniors are always available to help.  The only stupid question is the one you did not ask.
Important Numbers: Weisman team pager 32299; Carpenter team pager 32661; PFT lab x51097/51095


