DRH MICU/Pulmonary Consultation Guidelines 
from Ghulam Saydain MD
Welcome to service. It is my intention to guide you to provide best possible care to our patients while we learn from the experience. Patient care and teaching are my priorities. We are here to take care of the patients, which is our top priority. Please read the following carefully and please follow these day-to-day do’s and don’ts which will allow us to focus on patient care and learning. I welcome suggestions comments or questions regarding our rounding and day-day to day work; please feel free to do so. I prefer to remain informed about patients under my care. Please call me anytime if you are not able to get answers from fellows, they are not available or if you are not satisfied with their response or you have any concern about patient care, which needs to be addressed. If you are in doubt weather to call or not; better make the call. 
 Summary

· On your first day please ask for or look for yourself  on DMC intraweb/under pharmacy for  DMC/TENET analgesia ICU protocol.

· Please familiarize yourself for sepsis core measures and ensure that you have written a note on patients who present with septic shock indicating that you assessed their fluid status after a fluid bolus.

· Daily checklist to be done prior to rounds

1. Please update your understanding of patients main problems and diagnoses.

2. Review medication list and discontinue medications, which are not needed.

3. Assess need for analgesia and sedation and adjust dose as needed

4. Assess patient for need for central line, Foley catheter and ventilator and discontinue or start weaning.

5. Assign your patients if you are post call

· See recommended reading at the end.

A. Day to Day rounding 

I. I will start the round on patient who is most sick and needs immediate attention, followed by patients seen by post call resident. Other priority is to transfer patients out. 

II. Before the rounds start, post call resident should assign his patients to one or more residents, who will take care of the patients during day. The resident assigned to patient will listen and note down as needed while patient is being discussed during rounds. This will constitute your verbal sign out. Post call resident needs to leave the ICU immediately after his patient list is completed,  since he/she would have completed sign out during rounds already.

III. Please do not drive while sleep deprived. We can provide assistance if needed. Take a nap before going home. Do not forget to eat!

IV. Unless I ask otherwise, please give all the past, continuing and current diagnoses and reason of ICU admission at the beginning of your presentation.  I may not go over all the H&P.  In very sick patients we will go over systems ( neuro including sedation, hemodynamics, respiratory and infectious disease etc ). In other patients we will have problem focused discussion.  

Example :69 year old male patient with history of hypertension, diabetes, previous stroke with no residual weakness was admitted with septic shock due to community acquired pneumonia, respiratory failure and has now developed acute renal failure. Major issues include inability to wean form ventilator, need for vasoprssors and patient has decreasing urine out put. Today he is arousable on scheduled dose …..
V. Please ensure that you have clearly included all elements of H&P (for new patients and transfers) including PMH, social history, family history and review of systems.  Do not chose FH tab if none is included in main template. ( Not acceptable to write : no relevant FH).  Please ensure that you include physical examination in all transfer notes.  You can write full transfer note instead of progress note. (No need to write a progress note as well as a transfer note.)  Any patient who is transferred in to MICU, for the first time during current admission needs a detailed H&P.

VI. Please do not use non-DMC approved abbreviations in your notes. If you intend to use abbreviation, please provide me a list of the ones you intend to use and that these are approved by DMC.  Use of abbreviations like SOB, 2/2 VDRF, will get you negative points. 

VII. Most important part of your note is assessment and plan. Please update this daily and delete non-relevant portions or remote issues.  If you want to document earlier events in hospital document those in the subjective portion or at the beginning of your note. Please give appropriate details about your decisions and actions. 

VIII. Please ensure that you follow the results of the tests you order in appropriate time or make arrangement so that all tests are followed appropriately. 

IX. Please discuss with the nurses about need for Central line, Foley, ventilator, restraints and sedation/analgesia daily. Please discuss on rounds and document in notes. All restraint orders and assessments need to be placed preferably immediately after midnight and always before morning rounds.
X. All death certificates are to be completed immediately by person on call or pronouncing death. Please discuss with fellow about cause of death and ask for autopsy. Please ensure that Gift of LIFE is called before withdrawal of support or at the time of death. Nurses do this but you need to ensure that it happens. DO NOT APPROACH FAMILIES FOR GIFT OF LIFE. 

XI. Please complete discharge summary in time, including patients who die under your care. If you were the last person to see the patient it is your responsibility to complete the discharge summary.
XII. If a patient wants to leave AMA please ensure that patient is able to understand, is capable of making decisions, is a safe discharge and patient has means of transport. Also provide prescriptions, help with transportation and inform family as appropriate to ensure patient safety. 

XIII. Please follow all the components of septic shock protocol. Please ensure documentation in progress note about physical examination after fluid bolus or of lactate is more than 4. 

XIV. Please use hospital resources like social worker, nursing supervisor, and administrator on call etc. as needed. 

XV. Never give information to me about which you are not sure. Please state “ I do not know” rather than “ I think… or I am sure…” If you do not remember actual numbers but you are sure that it is normal you may say so. 

XVI. I ask questions on rounds; if for any reason you feel uncomfortable please let me know. Asking questions is not meant to put you on spot but to challenge you. Some times questions are meant to give you opportunity to do better or guide your thinking in a different direction, which you may know but have not considered.  

  B.  General principles based on medical ethics:

I. No Harm to patients:
a. Ensure that you are talking to correct patient or are in correct patient encounter/EMR.
b. Before entering any orders please check the patient ID, other medications and possible interactions.
c. Please check the medication list daily. Remove all duplicates, potentially harmful medications, medications with interactions with other meds and add new ones only after due consideration. Not every one needs laxatives, bronchodilators or PP1’s.
d. Ensure follow up for potential side effects of medications. (monitor K with Lasix, BP with antihypertensive meds etc.)
e. Prevent infections:
i. Always wash hands before entering and after leaving patient rooms and after touching a potentially contaminated article in the room and before touching patient.

ii. Please do not touch your computers, papers, pens etc. while your hands are potentially contaminated. Avoid taking such things to patient rooms.
iii. Wear all protective gear as needed appropriately. A gown is worn fully tied at neck and waist.
iv. Please check need for a central line (including a PICC), Foley catheter and restraints daily and document need for each appropriately. Please enter orders for restraints (if needed) after midnight but before 7 am.  Remove all of devices and restraints as soon as you can.

v. Patients on ventilators need to have sedation vacation and spontaneous breathing trials daily unless contraindicated.

vi. Please ensure that patients are not in pain. Please follow DMC analgesia and sedation protocol (ask for one from nurses or ICU pharmacist). Please use analgesia before sedation. Please use scheduled doses of medications before using an IV infusion whenever possible. 

vii. Avoid ordering tests, which will not add anything to patient management or can be done as outpatient or non-emergently during day if it is nighttime. 
viii. Assess patients for safety before travel.

II. Patient Autonomy

a. Please assess patient for ability to understand his or her condition and ability to make decision. Alert and oriented times three does not mean patient is able to understand the consequences of his or her decisions. When allowing patients to make decisions, which are against the advice of physicians (e.g. AMA), please ensure and document that patient is able to understand and comprehend consequences of his decisions. Patient should have capacity and  the ability to remember these decisions. ( Oriented times three does not mean patient can understand consequences, patient should have ability to make reasonable decisions.)
b. Please keep patients or their families informed of their condition and progress. Many ICU patients are not in a position to make decisions. Please find out soon after admission, who the next of kin or guardian is and contact them initially and regularly about patients condition. Please contact patient’s primary physician and get information and share information. If there is no next of kin please ask for a social worker consult quickly.
c. Written consent needs to be obtained for all procedures where there is risk involved. Patients or next of kin need to know why procedure is indicated, should be able to understand risks and benefits and know about other options. Please write your name, date and time on the consent form. 
d. All patients need to be asked about advance directives and a code status decision needs to be documented. Please use DMC resuscitation designation note to document this conversation. Please enter appropriate code order in EMR. (Please refer to DMC policy on DNR available on intraweb under policy tab). Only patients capable of making decisions should make their own decisions.

e. All non-full code orders need to be approved by me. NO DNR ORDER IS ENTERED UNLESS I APPROVE IT. 

III. Privacy

a. Please ensure that patient information is protected appropriately. Please do not leave papers with patient info in rooms or public areas.
IV. Beneficence

a. Always act in the best interest of patient. In an emergency in absence of a consent proceed in the best interest of patient (discuss with attending /fellow first). Document emergency consent in the form of a note. Please treat your patients as you would like you or your loved ones to be treated. When working at DRH presume a possibility that you or your family could get admitted here and help improve patient care and safety.
V. Justice 

a. All patients need to be treated equally without any discrimination. 

b. Resources have to be allocated based on need.  All patients should have equal access to resources. Absence of ICU bed does not mean patient cannot have ICU care. Hospital will provide resources to provide ICU care. 
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