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	Welcome! 


Welcome to the Emergency Department at MetroHealth.

Components of your rotation as an AI (further explanation follows): 

1. 12-15 clinical shifts/month (5-12 hour duration) 

· mix of day/afternoon/night/acute/urgent care

· Level I Trauma Center w/ approximately 90,000 visits/year       30% peds

· Regional burn referral center, Stroke Center, Level 3 NICU

2. A Cleveland EMS ride-a-long shift

3. A Metro-LifeFlight or Cleveland Clinic Critical Care Transport ride-a-long shift

4. Student-specific workshops/small-groups

· Ultrasound lecture/workshop (extended experience in July block)
· Splinting/casting workshop

· Clinical time with Chairman of ED, Charles Emerman

· Simulation Center (NEW IN 08!)

· Oral board simulation 
· Jeopardy review of EM topics
· AI lecture—10 minute lecture at rotation’s end by each student on ANY topic in EM; audience is our EM residents and attendings

· Written test: mix of assigned text chapters, handouts & Wednesday resident lectures; changes q month (New in  08)
5. “Moonlighting shifts” with resident (Unique to MetroHealth!) 

6. Education: 
· 20 hours lecture per month (part of MHMC EM residency core lecture series)
· Use of an EM introductory textbook for the month (Hamilton or Mahdavan/Garmel) 

· Access to important review articles(.PDF files & video links on password protected student website)
· Free internet and access to multiple free websites/journals--NEJM, Academic Emergency Medicine, Lancet, MD consult, Now-up-to-Date, Micromedex and a TON more;  (password required, provided at orientation)

7. Career counseling, Letter of Recommendation upon request (85% of AI’s utilize this!) 
8. If not Case or CCF student, opportunity for observation shift in the ED at the Cleveland Clinic Foundation (part of our residency) 

9. July only participate in EM resident intern orientation series:

· “intro” lectures—chest pain, abdominal pain, peds fever, disaster medicine, more
· Ballistics lecture; Cleveland Police Firing Range; yes, you get to shoot at targets with real weapons!!!

· Trip to “Fire School” with Cleveland Fire Dept; don complete firemen’s gear and enter mock burning building

· Trip to Red Center—dispatch for Cleveland EMS

· 16 hours of ultrasound instruction
More on each of these later---

How things work: 
The Emergency Department

Introduction

The Emergency Department sees patients with problems ranging from acute life-threatening emergencies to minor illnesses and accidents.  Patients come to the Emergency Department because they have an acute emergency or perceive they have an emergency or because it is difficult for them to access the medical system.  Regardless of the reason for the patient visit, or the apparent acuity of the patient’s problem, all patients are to be treated courteously.  There is nothing to be gained by belittling the patient for coming to the Emergency Department no matter what time of day or how trivial the problem.  All patients in the Emergency Department are to be treated as if they were your private patients.  The Emergency Department functions as a team that consists of physicians, nurses, nursing assistants, clerical staff, social workers, and other ancillary personnel. 

Your role: You will function as the equivalent of a PGY-1 Emergency Medicine resident.  You will report directly to 2ND or 3RD year Emergency Medicine Residents or the Emergency Medicine Attending. 

All team members are expected to cooperate with each other and to communicate concerns and problems in a constructive manner.  Issues that cannot be resolved between individuals, should be referred to Dr. Emerman, Dr. Lukens, Dr. Dezelon, an Assistant Nurse Manager or other appropriate supervisor.  If you have any suggestions for improving care in the Emergency Department, or facilitating patient care in the Emergency Department, please give us your suggestions.

Now, a breakdown of your month as listed above…

	1.  Clinical Shifts


These will vary to include day, afternoon, night, weekends.  Actually the majority of patients come to the ED AFTER the hour of 1pm –so you’ll notice that your shifts are skewed accordingly.  Read the schedule carefully, as you may have an 8-hour shift or a 2-hour workshop followed by a 5 hour moonlighting shift, etc. 

We expect you to work as an “intern equivalent” limited only by the law.  For the first 3 weeks of the rotation,  pick up the NEXT chart in the rack, sign up as shown in EPIC, assign the resident and/or attending to the case electronically, quickly evaluate the patient (< 15 minutes), arrive at a plan and ddx, present your case (orders entered by resident), document in the progress note section in EPIC---and most importantly---follow through with labs and disposition.  We’ll talk about this in greater detail at orientation. 

You will ONLY precept with ED staff & residents.  Do not precept with rotating residents from off-service specialties.  A photo packet of our ED residents and access to their schedule is included for your convenience. 

	2.  Emergency Medical Services    (***dress code applies) 


The Emergency Medical Service rotation program was established to provide Medical student with a basic understanding of Emergency Medical Services.  The student should arrive at the scheduled base 15 minutes before assigned shift.  Dress appropriate for weather (see below).  

The student may choose to shadow one of the ED based paramedics during the 2nd half of the EMS shift.  This will allow the student to gain experience in correct technique of obtaining EKGs, phlebotomy, IV insertion, Foley catheter insertion, (contact charge RN on shift to get assignment).

***No scrubs or tennis shoes.  Please wear dark pants, durable shoes (scene runs my have you working in a muddy field so no clogs), jackets as per weather conditions and your name badge.  Have a second photo ID with you. Also bring reading material to the bases for down time and some money in case your meal is a “drive thru” and you don’t make it back to base. 

EMS objectives

Upon completion of this experience the student will be able to:

· Understand first responder roll, field triage at scene runs
· Appreciate the coordination with CPD, CFD, EMS, red center, medical command
· If choose half shift with ED – based paramedic: 
· Proper EKG lead placement & acquisition
· Phlebotomy and IV access
· Splinting
· Proper technique for Foley catheter insertion
	3.  Metro LifeFlight or Cleveland Clinic Critical Care Transport (***dress code)


As an option during your AI month, a “ride-along” shift with Metro Life Flight or Cleveland Clinic Critical Care Transport is available. (the decision for which is based on many legal, FAA, scheduling and logistical issues;  you will ride with one or the other—not both).  Due to the nature of the patients transported via this route, you will be an observer only.  Despite your recent hands on experiences both in your clinical rotations and what we expect from your shifts in the ED, please do not feel degraded or slighted that you are not being asked to participate in a patient’s care as an observer on Life Flight.  In fact, due to weight restrictions (balloon pump, multiple patients, need to transport a parent, etc.) the crew may even have to leave you at the base. (This has only happened twice in 10 years).  The observer shift is not mandatory for successful completion of the month’s requirements; do not feel pressured to participate.  If you do not wish to fly, that shift can be spent in the ED or on a ground critical care transport run as an addition to your clinical experience.  Extremely positive feedback for those who have participated has been the rule, however.  It is truly an exceptional experience.  (Yes, you are allowed to bring a camera on the aircraft).  Shifts are generally 8 hours at MLF and 12 hours at CCF.   Occasionally, the nature/location of the flight may make this extend a few hours longer.  When at CCF, you may tag along with the Metro EM 3 resident working in the ED during downtime.  Due to logistics (password, security, access, malpractice & liability issues), only Case and CCF students may participate in patient care while in the ED at CCF.  However, you are NOT to pick up patients primarily, as you may get called on a flight at any time.   Rotators from outside medical schools are on “observer” status only when at the CCF. 

For those wishing to fly, crew cards need to be filled out the day of orientation. These are on the  web site; please download and bring with you to your shift. 

At Metro bases, a MANDATORY intro video must be viewed before you will be allowed to fly.  Arrive 30 minutes early (4th Floor Hammon Elevators if at Metro) for each shift to allow for video and orientation no matter which location you are assigned to.   Maps to each site are in your packet and on your student website. 

MetroHealth FCO (flight command office) : 216-957-5433 
    CCF CCT 216-444-2048

Metro LifeFlight Secretaries: 216-778-3099

If weather looks ominous on the day you are scheduled to fly, call first.  If the helicopter is grounded for extended time, it may be worth it to you to reschedule on your own.  Notify Denise Catalano if this occurs. 

***Dress is same as for EMS;  bring 2 forms of picture ID

***You are not permitted to fly if you are pregnant.  They will ask.  FED rules, not mine. 
See additional LifeFlight (TOPS) sheet for info from them and CCF information sheet -- also in your packet. 

MLF & CCF CCT Objectives:

Upon completion of this experience the student will be able to:
· Identify critical care procedures in an emergent fashion in multiple environments.

· Identify the components of a mass casualty incident.

· List safety concerns when operating in and around the helicopter.

· Describe physiologic changes of critical care patients at altitude in fixed wing aero-medical transports.
· Review medical-legal aspects of medical transport as they relate to EMTALA
Please chat with your crew about these issues during your flights

If you should arrive at Metro Life flight base, and the helicopter is out, please call the Flight Communications Office at (216) 957-5433 for information.

4.  Student Specific Small groups

**Ultrasound Workshop—Dr. Lynn Dezelon

Approximately 2 hours June, Aug, Sept, October

July group mixed with intern orientation series: 1 1/2 days; students are main models but able to experience intense educational experience and will have ample opportunity to scan.  

Ultrasound Objectives for June, Aug, Sept, Oct: 

At the end of the experience the student should: 

· Understand the difference between a focused/limited ED ultrasound and a formal study done in radiology

· Explain the basic physics concepts of obtaining an ultrasound image and the limitations that may be encountered in an ED patient

· Be able to demonstrate (on each other) the FAST scan (Focused Abdominal Sonography in Trauma) 

***objectives for July:  to be discussed during that month, since they change slightly each year.

***Note that Metro offers a one-month Ultrasound elective for senior medical students. Contact Denise Catalano and Bob Jones to arrange. 
**Splinting Workshop--Dr. Rahi Kapur

Approximately 2 hours

Splinting Objectives:  At the end of the experience the student should: 

· Explain basic splinting principles, including indications, limb positioning

· List potential complications of emergent fracture care

· Demonstrate application of: thumb spica, ulnar guttar, long arm (sugar tong), and posterior leg with sugar tong splints
**Shift w/ Dr. Charles Emerman
Students may be assigned to  work short shift with our Department Chairman in about 2-3:1 ratio.  You will precept directly with him, and yes, you are being evaluated, too!   Hint: read up on asthma, COPD and pneumonia.  This opportunity is variable depending on his availability

Objective:  Impress Dr. Emerman---who may end up your future boss—by having an organized presentation, differential diagnosis, and follow up plan for your patients!!!
**Oral Boards Simulation—Dr. Kristen Schmidt


R 172 B usually; approximately 90 minutes

Each student gets opportunity to sit in the “hot seat” for a 5-10 minute case—oral boards style.  This is the identical format as the second portion of EM board certification thru ABEM.   Tips: Try to make things as real as possible:  Ask for nurses to place patient on monitor; ask if you hear crackles or S3 on lung or heart exam; ask for EKGs, ABGs, etc.  

Objective:  Each student will talk a  “patient” thru a simulated ED experience, manage and diagnose the case, “call” the respective admit or consult services. 

Yes, you will be evaluated on your medical decision-making, differentials and overall ED management.  You may not be correct in your ultimate diagnosis, but still “pass” the event if certain critical actions are taken. 

**Simulation Center--Dr. Kathy Manzon, et al

Content will vary each month, therefore, so will the objectives.  ED staff will aid students in learning such techniques as central line placement, airway control, lumbar puncture, chest tube placement, pediatric IV placement, intraosseous access, radiology reading and mock medical, toxicology or trauma resuscitations. During some months, the AI’s will join the ED residents in their simulation experience that is part of their residency training.  This often occurs during July and either September or October. 

**Jeopardy review—Dr. Kathy Manzon

In a group format, Dr. Manzon will present visual and factual “classic findings” and students must be able to discuss diagnosis, differentials, possible life threats and management of various topics. 

Objective:  the student should be able to identify common ED diagnoses-- i.e. doorway diagnoses by visual stimuli.  Additionally, he/she should be able to list the common associated findings with these diagnoses and “risks” with each.  

**Acting Intern Lecture—Dr. Lynn Dezelon, et al  (***dress code)
The student will give a 10-12 minute lecture on the topic of his/her choice.  The choice of topic must be reviewed and approved by Dr. Dezelon.  The lecture will occur during the last week of the course.  Presentation usually is a PowerPoint show delivered in 172B, the conference room for EM resident education or in the Emergency Department “fishbowl” area during 11 am teaching rounds.  Handouts of “teaching points” are encouraged. Copies can be made in the Department of Emergency Medicine, 3rd Floor Bell Greve.  The faculty will assist in providing resources for this project, if necessary.

The Acting Internship lecture is designed to give the student an in-depth knowledge of a topic as well as the opportunity to learn how to give a lecture.  See link on website on “how to give a lecture” . 

*** this is one of the times “dressing up” rather than scrub-wear is encouraged.   Be professional. 
**The Written Test

New for ’08 and not (yet) to be factored into the students’ overall grade—this is a summary of about 30-50 questions—multiple choice.  About 1/2 – 3/4 of the test will be directly from assigned reading (book chapters or provided handouts/articles on common ED topics).  EKGs and radiographic imaging studies are fair game. The other portion will be taken directly from the mandatory Wednesday morning lecture series (the one that you attend with the residents).  These topics will differ monthly. 

Debriefing and test answers will be provided later in the month.  Dr. Dezelon will use the results to aid in exit interview counseling with each student. 
	5.  Moonlighting shifts (by residents—for the students!)


A unique feature of the Acting Internship at MetroHealth is “moonlighting shifts”.  There will be a few (usually 2-3 / month) shifts that you will be directly teamed with an EM 2 or EM 3 resident specifically scheduled to work with you, the AI student.  The ratio is usually 2-3 students: resident.  This shift is special in that it is custom designed for YOU. The first shift is usually a “how to” type shift, early in your rotation, with someone literally there to “hold your hand” as you learn how to navigate our ED, computer system, patient flow, and the specifics of obtaining lab/x-ray/consultant information.  The later shifts are to focus on whatever the student desires:  direct observation/feedback of physical exam skills, procedural assistance, mock ACLS or trauma codes, invasive procedures like LP’s or central lines or extensive discussion on differentials, pathophysiology.  Utilize these residents as they are specifically there for you, without any other clinical duties for that time.  To the best of our knowledge, no other ED offers this type of experience.

	6.  Education


Attendance at the Wednesday morning ED lecture series is MANDATORY unless specifically told otherwise.  In general, Rammelkamp 172B is the location, though some of the dual conferences (Rads, Cards) are in different locations. 

Attendance at the student specific lectures and workshop is also mandatory.

You will each be given a textbook to use (sign out, like a library card) for the month.  The books were chosen because of the excellent, “chief-complaint”-based chapters. 

Though some pages or chapters will be assigned, you are encouraged to read a section or two following each of your shifts based on the chief-complaint of your particular patients.   This is the best way to learn as well as to utilize this resource. 

You also are provided up to date summary articles and current literature, updated yearly by ED staff.  Again, some are assigned, others fyi only.  

The contents of the Wednesday conferences, the assigned text chapters, the on-line handouts and material discussed in small-group settings are all fair game for the written test.  

7.  Career Counseling 

Dr. Dezelon will meet with each AI individually at the end of the rotation.  For those EM bound, please bring your CV, ERAS form if you need a Letter of Recommendation and Personal Statement if you have it done.  Based on your performance, your “short list” of programs, your USMLE scores and your CV, every effort will be made to advise the student with respect to recommended number of programs to apply to & your strength as an applicant.  For those not EM bound, discussion about your performance and feedback to help you on future rotations (and, perhaps a recruitment speech to EM?) will be the topics. LOR’s are asked for by about 1/3 of the non-EM-bound students as well. 

8. Shift at CCF (optional for non CCF-LCOM/ Case students) 

Our EM residency is affiliated with the Cleveland Clinic Foundation.  Therefore, 1/3 of our EM  residents’ rotations are at CCF.  For those not from Case or CCF medical schools or those never experiencing a rotation at the CCF, an observation shift in the ED with one of our senior EM residents is available.  Due to the logistics of security, ID’s, computer training, etc, this will be an observation shift only—to gain appreciation to a slightly different ED population and hospital system.  

More specs on your AI rotation

Attendance

Contact Denise Catalano, Coordinator of Medical Education at 216-778-5088 for missed shifts, for whatever reason.  Call also if you will be tardy.  Make up shifts will be rescheduled only through Denise or Dr. Dezelon. 

 Fulfillment of all scheduled shifts, attendance at ALL student-specific workshops and the AI lectures are a requirement for completion of the AI/Elective.  Additionally, return of books, keys, meal cards and procedure cards are also mandatory to receive credit for your month. An Incomplete grade will be issued if the above materials are not turned in! 
Please do not hesitate to call Denise Catalano or Dr. Dezelon at (216) 778-5088, if you have any questions.  E-mail messages are also acceptable. Dr. Dezelon’s e-mail is ldezelon@metrohealth.org, and Denise Catalano’s is dcatalano@metrohealth.org.

Evaluation

The student’s performance during this Acting Internship will be evaluated using the standard Case Western Reserve University format or evaluation form from your medical school (if not CWRU).  All faculty and residents with whom the student worked will have input into the process.  The course director also independently evaluates the student and will generate a composite evaluation.  This evaluation will judge the student’s performance as compared to other students taking the Acting Internship in Emergency Medicine.  You will be compared with those at the same level of training.  Additional components of a student’s grade include procedure cards, the AI lecture, and performance in small-group/student specific forums.  At this time (2/10) the written test will NOT contribute to the students’ grade.  It will aid in exit interview discussion and counseling.

The objectives on the CWRU evaluation form mirror the objectives of the six Accreditation Council of Graduate Medial Education (ACGME) “core competencies” that emergency medicine residency education is based on.  A copy of the evaluation sheet is included in your orientation packet.  The evaluation topics include:

1) Patient Care (Hx, PE, follow-up, care plan formation, patient management)

2) Medical knowledge (interpreting labs and x-ray results, organization of data and development of initial approach to patients based on chief complaint)

3) Professionalism  (relationships with patients, interactions with consultants)

4) Communication and interpersonal skills (effectively communicate w/ all members of healthcare team/ availability for patients, overlap w/ #3)

5) Practice Based Learning and Improvement (synthesis and problem solving, response to feedback, use of resources to improve patient care)

6) Systems-Based Practice (follow up and mobilize outside resources for patient care)
Guidelines for Grading and Evaluation.CWRU uses a standard grading system when assigning clinical rotation grades to medical students as follows:  Honors, Commendable, Satisfactory, Unsatisfactory or Incomplete.  

Honors –performance clearly superior reflecting a comprehensive achievement of the knowledge, skills, attitudes, and behaviors outlined above.  Historically, between 15-30% have received an honors grade in any given year.  Rigid cut – off values are not used.  Year to year the percentage of students receiving an Honors grade may vary.  In any given month, all 6 students may receive Honors; similarly, 0/6 may receive Honors the following month.   Quite simply, if a student deserves honors, he/she gets it; If no one earns it, no one gets it. 

Commendable-performance well beyond the minimum course requirements.  Typically the next 30-45% of medical students fall in this range.  Again, rigid cut-offs are not used. This grade is for very solid, resourceful students with an above average fund of knowledge and the ability to apply scientific principles to clinical situations.  Appropriate but focused medical history taking skills are expected and organized case presentations are a must. Honesty & professionalism must be above average. 

Satisfactory/Pass is reserved for the next 45% or so of medical students.  If basic course requirements are met, a Satisfactory grade is given.  This is for the average student, with average fund of knowledge compared to peers. This average student demonstrates ability to apply basic scientific principles to clinical situations.  A basic history and physical examination is expected on uncomplicated cases and a general problem list and differential diagnosis list should be able to be generated.  The satisfactory student may have some difficulty with some pertinent ROS positive and negatives, may omit certain portions of the medical history but should still be able to present a generally organized case presentation.  Again, professionalism and respect, courtesy and honesty are required to meet minimum requirements.  

Unsatisfactory-performance falls below acceptable minimum standards.  Historically less than 5% of students have been Unsatisfactory. The student may have a poor fund of knowledge, may fail to perform an adequate basic H & P or have consistently disorganized case presentations or show unprofessional behavior.  Examples would include direct disrespect to any patient, family member or healthcare team member, being dishonest, arriving late for clinical shifts (after warning), unexcused absences or being unreliable.  If any shift evaluation during the student’s rotation is Unsatisfactory, the student will be notified by the Clerkship Director and have the opportunity to correct the behavior(s), if possible.  If the Unsatisfactory evaluations persist, that will become the final grade.   

Incomplete is reserved for the student who has not met a specific required component(s) of the rotation requirements needed for completion.  An example would be a student who did not give his Acting Intern lecture due to unforeseen circumstance.  In the past, arrangements have been made for the student to deliver the lecture at future date.  Similarly, if a workshop or shift has been missed, a “make-up” assignment would need to be completed at the recommendation/discretion of the Clerkship Director.  The Incomplete grade would switch to Honors, Commendable, Satisfactory or Unsatisfactory after the needed shift or assignment was complete.  Historically, only a few percent have initially received Incomplete.  All converted to one of the other grades after completing the required rotation standards. 

Performance/pearls

The Emergency Medicine approach is, by necessity, different than other medical specialties. This is because life and death decisions are frequently encountered, and a quick response is needed.  Time is crucial.  This approach is described in all Emergency Medicine texts. (Rosen/Hamilton/Mitchell/Mahadevana & Garmel, others).

We recognize that this approach, and the Emergency Department (ED) where it occurs, can be an unsettling experience for students.  Here are some suggestions on how to adapt and how to perform well during your Acting Internship/Elective.

· First, recognize that some patients die regardless of what we do.  The best that emergency physicians can achieve is temporary postponement of the inevitable.

· Second, leave it at work.  When you go home, enjoy your personal life.

· After every shift, read about two or three cc’s of patients you treated.  This will reinforce what you learned and permanently embed it into your knowledge base.

· Introduce yourself to the EM 2, EM 3 and Attending at the beginning of EACH shift.  Remind them who you are (“AI student going into EM or elective student going into radiology”).  

· For the first few shifts, start with just one patient at a time.  For the first three weeks, take the “next chart in the rack”; no chart surfing.  As you progress, increase the number of patients and patient acuity.  The “correct” number of patients to see at a time is that number that you can adequately manage, AND stay “ahead” of staff w/r/t their labs, response to therapy, imaging results, consultation feedback, documentation and disposition.  During week 4, you are permitted to “surf” the rack for topics, diseases that you have not yet managed or need more experience treating. 

· When you see a patient, perform a directed H & P, then discuss the patient with the Attending or EM-2/3 resident to decide on an action plan and when to check in again.  Think about the patient’s pathophysiology, differential diagnosis and life threats prior to presenting the case.  Have a plan.  Have an idea of “sick or not sick”.  Have at least 2-3 working diagnosis in mind.  

· Don’t pick up new patient in last 30 minutes of your shift.  This is the time to “clean up”, try to call report on your patients or ask other residents if there are any procedures that you can assist with.  Do not leave the department until you have signed out your patients to A PHYSICIAN.  Signing out only to another student is not adequate.  If you have to leave the ED for anything (cafeteria), make sure you let someone know you will be off the floor. 

· Over confidence at the student level will be perceived negatively.  Know one’s limitations and ask for help when needed.  Show enthusiasm, initiative, and interest during the EM rotation.  Remember you are here to have fun while learning! 

· Be non-judgmental about patient’s diverse ethnic backgrounds, socioeconomic status, and variable levels of acuity.  Dress and act professionally! 

· Use universal precautions; seek help with potentially combative or violent patients.  ALWAYS use a chaperone for any “invasive” procedures.  

Helpful tidbits:  Keep a sticker on EVERY patient you see, jotting notes about chief complaints, dispositions and outcomes.  This will be a useful resource for your own files to demonstrate the pathology and patient complaints that you have managed.  Your procedure log should be with you at all times.  Nearly all the topics on side 1 will be complete by the end of the rotation.  The more specific/specialized procedures like intubations, CPR, every student on every rotation may not experience chest tube placement.  There is specific notation to differentiate between procedures you have participated in, versus those you have assisted with or observed.  Even if YOUR patients are not undergoing these procedures, chances are very good that one of the other ED patients may be.  Keep your eyes and ears open, and try to see and observe as many unique procedures and experiences.  Finally, the shift evaluation forms should be handed out LIBERALLY.  Give one to every resident and every attending you work with, EVERY TIME.  This is even more helpful if you work with the same person several times; perhaps a comment will be made about a specific area needed for improvement that does, in fact, improve over time.  Having two evaluations from the same person over time would allow the Clerkship Director to see this improvement. The more shift evaluations per student that are completed, the more valid the grade will be!

General items, department policies & tidbits

Dress Code
· No jeans or sandals at any time

· Scrubs are acceptable

· Lab coat acceptable, but not required

· Metro ID MUST be visible.  You should have another photo ID available if asked.

Department Policies
There is a Departmental Policy Manual and ED Operations Manual located in main department near chart rack.

Sexual Assault Cases

All rape cases are to be seen by 2nd and 3rd year ED residents.  Occasionally we may call OB residents. Students are not to pick-up sexual assault case independently.  

Restraints
· All patients in restraints require a physician order.  The hospital’s policy on restraint and seclusion should be reviewed and is available on the MIV. 

Meals
· You will be provided a “meal card” with a fixed $ amount to use for the month which can be used in the hospital cafeteria or coffee shop in Rammelkamp near the gift shop.  Please return card to Denise Catalano at month’s end to re-charge for next student. 

· The Attending physician should be notified when you leave the department.

· There is no assigned mealtime.

· Food eaten in the department needs to be out of patient view (most often in the “fishbowl” area or nurses’ lounge).
Disposition
· All patients should have follow-up and clear discharge instructions.

· Provide all patients to be discharged with an appointment or a telephone number of the appropriate clinic or follow-up physician and document it.

· Medicine, urgent care spots may be prescheduled on the computer by the Forms Clerk.  Dermatology, Medical Chest, Rheumatology, and Neurology also.

· If clinic follow-up is needed within a few days to 3 weeks, the consulting service should be contacted to arrange this.
· If follow-up is needed on a more urgent basis, the patient should be instructed to come in to the ED or a PCP.

MetroHealth Medical Command

This phone is ONLY to be answered by EM senior residents or staff.  The phones are clearly marked as such, have a unique “ring” and are recorded lines.  The calls are from EMS/Fire on scene asking for on –line medical assistance.

More tidbits

· The Emergency Department attending must be told about all patients prior to discharge or admission or if there is any change in the patient’s condition.   

· All EKG’s are to be read by the ED attending immediately upon completion.

· A physician must interview & completely examine all medical students’ patients. Always.  

· We have a callback policy for tests results and are fielded by the nurse-advice line.   In the EPIC ED Discharge information type in the Smart Phrase, “.EDlabresults” and fill in the appropriate test. 

· Admitting order is to be placed for all admissions or transfers from the Emergency Department including to OR. or specialty units.  If the patient belongs to an HMO then the admission must be cleared by the HMO (i.e., Kaiser, etc.) at the time of admission and the name of the person to whom you spoke with must be documented on the consultation-referral form.  (See below)  We have admitting privileges to Pediatrics and Medicine.  All other admits must be approved by the senior member of the service (MICU fellow for MICU, trauma chief for SICU, peds SAR for PICU, GYN resident for OB/GYN, Heme-onc fellow for their patients, and so on for all the other surgical sub-specialties.  Admitting will notify you if FP is at maximum capacity or has declined a patient.  If you have any questions about admitting process, call admitting at 88011.

· Once a bed assignment has been granted, report should be called to the SAR if not already done.  Please document the name & pager of the senior resident with whom you spoke as well as the time you called report. 

· If the plastics, OMFS, ENT, OB-GYN, Ortho, Neurosurgical, Vascular resident on-call does not answer his/her page, call into the OR. (x76367).  If the resident on does not answer the page and is not in the OR., call the chief resident.  If you are still unable to find the consultant, then contact the attending.  The hospital operator will have this information.  Always notify the ED attending if you are about to contact the attending of one of the surgical services.

· For transfers of patients FROM Metro to another facility, please fill out a transfer/referral form. These can be found in horizontal file cabinet under main tracking board.

Clinical Work-up and Charting

The Emergency Medicine approach is to rule out life threats and to concentrate on the chief complaint.  To do this, you must assess the ABC’s, vital signs, and immediately correct any abnormalities.  Rob Rogers MD, Director of Undergraduate Medical Education at University of Maryland, uses the concept of, “ROWCS”.  This stands for Rule Out Worst Case Scenario.  Similarly, my former advisor, and former Metrohealth’s Residency Director, Nick Jouriles, drilled us with, “What are the life threats?” These are all the things that could be the cause of CC that should at least be considered.  After the immediate life threatening process is stabilized, it is important to identify other potential serious disorders (high potential morbidity) that are consistent with the patient’s presentation.  Using the “What are the potential life threats?” or “ROWCS” approach, the student will see that this concept is unique to the specialty of emergency medicine.  

So you’re going into radiology and why should you care?  The Macy Report, that’s why!

The Macy Foundation Report was published in 1995 and states that “All students who graduate from medical school should be capable of handling emergency situations”.  In addition the LCME (Liaison Committee for Medical Education) that governs accreditation of US medical schools, has stated that all medical students should be exposed to emergency medicine. 

The standard SOAP format, with minor variations is used for charting in the Emergency Department.

Student charting should be done in the “Progress Note” section of EPIC. 

If you haven’t already, please stop here & log onto website and review video “INTRO TO EPIC FOR MEDICAL STUDENTS”. This is very important for you to view before your first shift. 

Contact Denise Catalano if you did not receive this information and log-on code. 

Remember to label your notes “Medical Student Note” and sign your name and title, e.g., Mary Smith, MSIV.  Always “share” your notes, allowing the Attending and residents to access/amend your notes. 

Subjective-Hx w/ CC and HPI, PMH, Sx, Fhx and  a GOOD pertinent positive and negative ROS goes here! 
Objective-PE and database. The PE should be geared to the CC/HPI.  Not all patients need a complete PE.  A detailed exam of the organ system (s) involved in the CC/HPI is needed.  Most patients will need a general appearance, heart, lung, and brief neuro exams.  This detailed PE is where most students lack detail and experience—especially with orthopedic, dermatologic or neurologic exams.  Try to explain the findings such that the next provider fully can “see” your patient as you did!  Ask for help and feedback on this!  This section should also include an appropriate Data Base where the results of all tests are recorded.  Also, appropriate interpretations (e.g., EKG, ABG, and Spirometry) should be recorded.  (YOU MUST INTERPRET LABS—NOT JUST COPY THEM!  For instance, 7.25/52/90/32 is not appropriate for blood gas date---you must also include “acute on chronic respiratory acidosis” or some other interpretation “anemia; acute renal insufficiency, hypokalemia, etc.” 

ED Course  
This is the equivalent of progress notes for inpatients.  Serial exams, discussions with and recommendations of consultants, results of interventions, procedures and delays should all be documented in this section.

This is the ‘WHAT WE DID AND WHAT HAPPENED’ portion! 

Assessment  This contains your Clinical Impression (final diagnosis) and a discussion of

your thinking (impression).  The final diagnosis is entered at the bottom

of the chart.  As such, it is frequently vague (e.g. Abdominal Pain, Unknown Etiology).  An exact diagnosis is not always possible.  The impression is used to explain your thinking and your care of the patient.  It reflects your opinion (e.g. that the patient you diagnose with Abdominal Pain, Unknown Etiology most likely has PID), that all life threats have been ruled out (and why), that she does not have a surgical abdomen and any other relevant information to document your interaction and thought process.

Plan
What’s next?  It includes Disposition, Treatment, Education and Follow-up.


Disposition is either “Admit” or “Discharge”.  Both should include the person responsible for the patient once he or she leaves (e.g. “Dr. Smith, CCU or “Parents”) and how discharged/transferred patients get to where they are going. Name of provider assuming care (“signed out to...”  or “called report to….”)

Treatment includes all interventions you prescribe.


Education should include teaching and information given.  This includes discussion of what patient should return for. 


Follow-up is where the patient should go for further care.  All patients should be offered follow-up, otherwise you are “abandoning” the patient.


Community Discount Program is available for patients without insurance.  See information in your packet; this will be discussed further at orientation. 

After each note, hit the “Share” button in EPIC.  You are encouraged to have your precepting resident or attending review your note while the patient is still in the ED.  This is both for your education as well as improved documentation.  Be advised that your supervising physician(s) can revise your “shared” note.  If you “Accept” your note, nobody – not you or any of the other caregivers-- can edit any further.  You are discouraged from “accepting” your own note unless there is critical information that needs to be entered into the chart for others to see, e.g., contact phone numbers, case number of reporting agencies, etc.

Be sure to review in EPIC the nurse’ notes, triage/ assessments done by various providers, the MAR.  Currently, the only times paper charts are utilized are Code Stemi, Code Stroke, traumas or if the computer system “crashes”.  There are paper templates in the cabinet under the PACS machine opposite room 2 and can be downloaded from the website.  

The Lab Computer

When EPIC goes down, patient laboratory results can be found as follows:  Open MHS folder from desktop and choose “clinical lab”.  The Emergency Department logon code is 100489 and the password is “EMERGENCY”.  Type PRX to get patient results or “ORD” for tests ordered.  “Enter” pages the screen forward.  PF2 starts at first page of lab results.  PF3 goes back to main lab menu. PF10 is for new patient.

Special Tests and Procedures

Blood type and cross
Blood tubes and the person drawing the sample must sign requisitions
Priority of CT:

· Trauma I

· Acute Brain Attack

· Trauma II

· Other

Radiology ordering:
To order the following tests, the radiologist on-call must be notified and the case discussed.  The following test needs to be ordered via the EPIC system.

· MRI

· Ultrasound – if after 5pm

· Venogram

· V/Q or Sestamibi– must call Nuclear Medicine

· IVP

· Doppler – available via Vascular Medicine (7-7 M-F) or  Radiology 24/7.   EPIC orders must be placed and tech or resident paged.  Number available via PSR or on paper order form or when order in EPIC
* Track board on North side by chart rack --allows tagged items to be specifically located 

   in department.

	Equipment and Supplies
	
	
	

	
	
	
	

	Crash Cart*
	Trauma rooms--all
	Outside Room 29/30
	

	
	
	
	

	Suture and Suturing Materials*
	Red carts in halls in Main

 
	Tan cart ED West outside room 53
	

	
	
	
	

	Casting Supplies
	Ortho bay
	Hall b/t trauma room 15 & 16
	

	
	
	
	

	Ambu Bags
	All rooms
	
	

	
	
	
	

	Airway Box
	Located on the Crash Cart
	Blue tackle box
	

	
	
	
	

	Slit Lamp
	
	Rooms 43, 58
	

	
	
	
	

	ENT Supplies*
	
	Room 43
	

	
	
	
	

	Ultrasound machines
	Gyn pod and trauma rooms
	Rooms 36-39; room 14/15
	

	
	
	
	

	Difficult airway cart
	White/grey cart on wheels
	Room 10 
	

	
	
	
	


If you have any questions about the eye exam, please ask the Attending or a ED resident for help.  Document visual acuity on all patients with eye complaints; the MD or nurses may do this.

Customer Service

The ED has started a customer service initiative that involves all who work in the ED including residents, attendings, nurses, team assistants, registration personnel, etc.  Certain behaviors are expected of residents and students (MS) while in the ED and which includes being helpful to patients, directing patients when they appear lost, making eye contact when seeing patients, and being of assistance to any consultative physicians, etc.  We feel that anyone who uses the ED including patients, consultants, private physicians, nurses, housekeeping, etc. are all customers.  Certain specific behaviors need to be followed.  They are:

Resident/Student :

· states his or her name to patient.

explains the course of action to the patient.

· asks about the patient’s private medical doctor.

· explains to the patient about any delays (real or anticipated) and apologizes even if is not your/our fault.

· explains the diagnosis to the patient.

· describes the discharge process to the patient.

· asks for and answers any patient questions.
Resources for Students interested in EM

Emergency Medicine Clerkship Primer—A Manual for Medical Students   CDEM


  The primer can be downloaded as a PDF at
 http://www.saem.org/saemdnn/Portals/0/NTForums_Attach/ED Primer.pdf
Medical Student Emergency medicine WebPages


American Academy of Emergency Medicine.  This is an excellent resource for students.  Go to the section for resident/student and click on resources.  Sign up for “rules of the road”, a great guide for students interested in emergency medicine.   www.aaem.org 

Emergency medicine Residents Association Student page 


www.emra.org/students.cfm
Society for Academic Emergency medicine medical student homepage


www.saem.org/inform/02med.htm
Emergency Medicine Residents Association match Guide


www.emramatch.org
National Resident Matching Program (NRMP) 


www.nrmp.org
Society for Academic Emergency Medicine-Choosing a residency in Emergency Medicine (list of available residency programs)


www.saem.org/inform/choose.htm
EM organizations


American Academy of Emergency Medicine www.aaem.org

American College of Emergency Physicians www.acep.org

American College of Osteopathic Emergency Physicians www.acoep.org

Society for Academic Emergency Medicine www.saem.org

American Board of Emergency Medicine www.abem.org 
Useful Phone numbers and pagers

To page from in house, dial 881 and follow instructions;  put the last FIVE digits of the extension you wish the caller to dial.

Most numbers are 5 digits starting with 7xxxx or 8xxxx . From outside (216) 778-xxxx  or 957 - xxxx .  The hospital operator is 778-7800. 

Emergency Medicine Offices

83577

Denise Catalano



85088

General hospital operator


0 from in house / 778-7800 from outside

Admitting




88011 or 86849

OR





76367

Lab – Core




85101, press #3 to speak to tech

ED x-ray reading room 


76138

ED radiology tech 



76236

ED CT Scan




76240

Radiology Main



83456





Renal Service (Answering Service)

765-2270, Day 84159

Metro Medical Associates


292-9472

Nuclear Medicine Answering Svc

84454 or 85681

Charge Nurse




76661

North Forms Desk



76185

South Forms Desk



76190

Triage





76800

Registration




76700

Urgent care/ED West


76443

CDU





76460

CT Neuro reading



84465

Body CT reading



84517

MICU





83720

CCU





83730

Useful Beeper Numbers – In house paging 881, then follow prompts

OB/GYN



1544 (If no answer, call the OR or Labor & Delivery)

Peds. Senior



1206   PICU 1208

Social Worker ED


6264

General Surgery


3572

Psychiatry



2974

Family Practice SAR


2049
9C SAR



3521
9B SAR



1935
10C SAR



2699
3C SAR



x 83731 and ask
3B SAR



x 83730 and ask



STOP
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