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Welcome


It is a pleasure to welcome you to the Department of Anesthesiology at LSU Health Sciences Center- N.O.  We appreciate your selecting this program and have prepared this manual to answer some of your questions about the program.


The residency program is designed to prepare residents in the medical specialty of anesthesiology for practice in any setting, including advancement into subspecialty fellowship training.  The ultimate goal of the program at LSUHSC is to develop residents into complete perioperative physicians and consult anesthesiologists.  We also aim to develop perioperative physicians with skills and experiences that can be utilized outside of the confines of the operating room in other areas of the medical complex and community.  Specific emphasis will be placed not only on acquisition of technical and cognitive skills, but also on development of the individual as a professional with empathy for patients.  The didactic and clinical curricula are designed in order to meet the above stated goals.  You will be given the training and support needed to achieve the goal of certification by the American Board of Anesthesiology after successful completion of the residency program.

The department and the residency program has a clearly defined mission as well as goals and objectives that are designed to nurture efficiency, motivation, intellectual honesty, critical appraisal, accountability, self evaluation and a spirit of inquiry.


The Residency Training Program has a strong and well developed educational program which embraces formal lectures, key word concepts, advanced anesthesia conferences, surgical intensive care unit conferences, morbidity and mortality conferences, departmental grand rounds, Continuing Performance Improvement/Quality Improvement meetings, journal club, mock oral examinations, simulation training and a visiting professor program.  In order to meet the clinical needs of the training, residents will rotate through Medical Center of Louisiana New Orleans- University Hospital Campus, Children’s Hospital of New Orleans, Ochsner Medical Center- Kenner and Our Lady of the Lake Regional Medical Center.


The LSUHSC Department of Anesthesiology has established itself within the Health Sciences Center as a progressive thinking, proactive group of physicians that seek to promote awareness of the medical specialty of anesthesiology as an integral part of the education of medical students and residents.

Alan D. Kaye, MD, PhD, DABPM

Chairman and Professor

Six Core Competencies

Medical Knowledge

Patient Care 

Practice Based Learning and Improvement

Systems Based Practice

Professionalism

Interpersonal and Communication Skills

As physicians, we may have experienced a training program based on the acquisition of medical knowledge and the delivery of patient care.  Longstanding traditions of hard work, harder study, mentorship, and apprenticeship delivered the young doctor to the masses of ailing and infirmed.  Although, the principles of education and training have not changed, a new era has donned.  Residency training has been ratcheted up a notch to develop a more comprehensive and cohesive form of training and engagement.  The Accreditation Council for Graduate Medical Education (ACGME), an organization composed of many physicians and leaders in education, and national organizations, began an initiative to place greater emphasis on educational outcomes in the accreditation of residency programs.  In 2002, requirements for teaching and assessment of the competencies were included in the ACGME common program requirements.  Throughout the United States of America, Residency Programs have adopted and utilized guidelines for teaching and supervision with the ACGME being at the helm.

The educational experience and requirements will continue to evolve.  The introduction of a new perspective on the use of educational outcomes in program accreditation will be with the introduction of the Milestones Project.  This brings the Academic specialty communities together to develop specialty-specific “educational milestones” residents are expected to attain at specific times throughout their education.  Aggregated to the program level, data on the achievements of residents in this area will become an important part in program accreditation in the not too distant future. 

Our Anesthesiology Department recognizes teaching excellence and has incorporated these core competencies into our curriculum. 

Good luck on your journey to becoming a great physician.


Judy Johnson, M.D.


See ACGME web site: http://www.acgme.org/Outcome and ACGME Bulletin (Sept. 2008)
Six Core Competencies

1. MEDICAL KNOWLEDGE 
Residents must demonstrate knowledge about established and evolving biomedical, clinical, and cognate (e.g. epidemiological and social behavioral) sciences and the application of this knowledge to patient care. Residents are expected to: 

· Demonstrate an investigatory and analytic thinking approach to clinical situations 

· Know and apply the basic and clinically supportive sciences which are appropriate to their discipline 

2. PATIENT CARE 
Residents must be able to provide patient care that is compassionate, appropriate, and effective for the treatment of health problems and the promotion of health. Residents are expected to: 

· Communicate effectively and demonstrate caring and respectful behaviors when interacting with patients and their families 

· Gather essential and accurate information about their patients 

· Make informed decisions about diagnostic and therapeutic interventions based on patient information, preferences, up-to-date scientific evidence, and clinical judgment 

· Develop and carry out patient management plans 

· Counsel and educate patients and their families 

· Use information technology to support patient care decisions and patient education 

· Perform competently all medical and invasive procedures considered essential for the area of practice 

· Provide health care services aimed at preventing health problems or maintaining health 

· Work with health care professionals, including those from other disciplines, to provide patient-focused care 

3. PRACTICE BASED LEARNING AND IMPROVEMENT 
Residents must be able to investigate and evaluate their patient care practices, appraise and assimilate scientific evidence, and improve their patient care practices. Residents are expected to: 

· Analyze practice experience and perform practice-based improvement activities using a systemic methodology 

· Obtain and use information about their own population of patients and the larger population from which their patients are drawn 

· Locate, appraise, and assimilate evidence from scientific studies related to their patient’s health problems 

· Apply knowledge of study designs and statistical methods to the appraisal of clinical studies and other information, on diagnostic and therapeutic effectiveness 

· Use information technology to manage information, access on-line medical information; and support their own education 

· Facilitate the learning of students and other health care professionals 
4. SYSTEMS BASED PRACTICE 
Residents must demonstrate an awareness of and responsiveness to the larger context and system of health care and the ability to effectively call on system resources to provide care that is of optimal value. Residents are expected to: 

· Know how types of medical practice and delivery systems differ from one another, including methods of controlling health care costs and allocating resources 

· Practice cost effective health care and resource allocation, while  not compromising quality of care 

· Advocate for quality patient care and assist patients in dealing with system complexities 

· Partner with health care managers and other health care providers to achieve quality patient care
5. PROFESSIONALISM 
Residents must demonstrate a commitment to carrying out professional responsibilities, adherence to ethical principles, and sensitivity to a diverse patient population. Residents are expected to: 

· Demonstrate respect, compassion, and integrity 

· Demonstrate a commitment to ethical principles 

· Demonstrate sensitivity and responsiveness to patients’ culture, age, gender and disabilities 

6. INTERPERSONAL AND COMMUNICATION SKILLS 
Residents must be able to demonstrate interpersonal and communication skills that result in effective information exchange and teaming with patients, their patients families, and professional associates. Residents are expected to: 

· Create and sustain a therapeutic and ethically sound relationship with patients 

· Use effective listening skills and elicit and provide information using effective nonverbal, explanatory, questioning, and writing skills 

· Work effectively with others as a member or leader of a health care team or other professional group 

Mission Statement

Mission: The Department of Anesthesiology will move forward in continuing to provide excellence in education, patient care, research, administration and service to the community.  The standard for the department is excellence and is expected in:

1. Education: To promote education, the members of the department will remain actively involved in learning and disseminating information surrounded by the six core competencies: patient care, medical knowledge, practice-based learning and improvement, systems-based practice, professionalism and interpersonal and communications skills.  This will be complemented with case management tutorials, small group discussions and lectures.
2. Patient Care: To provide care to our patients during the perioperative period, surgical intensive care unit and in the management of acute and chronic pain.
3. Research: To enhance research productivity within our department.
4. Administration: To actively participate in the administration and departmental/hospital committees established.
5. Service to the community: To demonstrate leadership roles and be involved in discussions and decision-making processes to promote commitment to professional practice; demonstrate commitment to professional practice through interactions with patients and colleagues.
Departmental Goals and Objectives

The goals and objectives established within the Department are geared towards our mission:

1. Education:  

A. Enhance the interest and knowledge of medical students and residents in the field of Anesthesiology

B. Participate in continuing medical education locally, regionally, and nationally

C. Participate in departmental lectures, conferences and grand rounds

2. Patient Care:  
A. Excellent patient care during the perioperative period
B. Start cases promptly; provide services in a timely fashion to minimize delays
C. Minimize chronic and acute pain using appropriate measures
3. Research:

A. Publication in peer-reviewed literature

B. Presentations at scientific and national meetings

4. Administration:

A. Comply with the requests of the departmental administrative office in a timely manner

B. Become involved in departmental, medical school and hospital committees regarding education and research

C. Participate in hospital administration to ensure an efficient and smooth process in the Operating Room

5. Service to the Community:

A. Demonstrate a professional, ethical and responsible demeanor while interacting with patients and colleagues

B. Demonstrate the ability to communicate effectively when discussing the process of anesthesia and explaining the risks associated with general anesthesia

Residency Program Goals

The overall goals of the LSUHSC-N.O. anesthesiology residency program are to educate residents in all areas of anesthesia knowledge, technical skills and professional attitudes so they may graduate from the program as accomplished anesthesiologists who meet the requirements to become ABA certified.  Detailed educational goals and objectives for each rotation that residents undertake during their 3 years of clinical anesthesia are defined in this manual and will be updated regularly.  The goals and objectives for each year of clinical anesthesia will be distributed via e-mail to the residents at the beginning of the academic year and at the start of each rotation.
Objectives:
Patient Care

Residents will develop an understanding of how to provide optimal patient care by making day-to-day care decisions about patients for whom they will provide anesthesia.  Residents will develop an understanding of the essential steps required for proper patient care regarding pre-anesthetic and post-anesthetic assessment.  Residents will be expected to possess informed decision-making skills and effectively develop and carry out patient management plans in addition to counseling and educating the patient and family members.  Competency in medical procedures and the ability to accurately work within a team will be necessary.  It is important that patient care remain compassionate, appropriate, and effective for the treatment of health problems and the promotion of good, quality health.

Clinical Skills

Residents will demonstrate the ability to organize and expedite safe anesthetic procedures.

1. General Preparation 

· Adequacy and speed of preparation

· instrument and anesthesia machine testing and calibration

· Appropriate application and use of current technology for efficient and safe anesthesia care and life support for patients
· Operation room safety procedures for oxygen delivery, electrical safety, and waste-gas evacuation

· Proper patient positioning during anesthesia
2. General Anesthesia
· Airway management
· Tracheal intubation
· Maintenance of respiration and gas exchange including management of various types of mechanical ventilation
· Appropriate administration of fluids and maintenance of fluid, electrolyte and acid-base balance.

3. Regional Anesthesia and Pain

· Spinal and epidural anesthesia and analgesia
· IV regional anesthesia
· Nerve blocks for diagnostic, therapeutic and surgical procedures
4. Special procedures

· Management of cardiopulmonary resuscitation
· Anesthetic management of cardiopulmonary bypass
· One-lung ventilation
· Deliberate hypotension

Practice Based Learning and Improvement

Residents will learn and demonstrate the ability to effectively evaluate published literature in specialty journals and texts, apply clinical trials data to patient management, actively participate in academic and clinical discussions, and attend regularly scheduled faculty lectures and teaching conferences.

Interpersonal and Communications Skills


Residents will learn the techniques and apply what they have learned to demonstrate the ability to effectively communicate with hospital staff, patients and their families.  In addition, each will develop effective listening and communications skills when discussing risk factors and the process of anesthesia to patients in order to communicate in an accurate and precise manner.  Residents will also learn how to communicate effectively with other members of the health care team and will demonstrate commitment to accurate and legible documentation of pre-operative information.

Developing personal values and interpersonal skills appropriate for the resident is also essential and is available at required times.  It gives patient care needs highest priority, complies with department and university policy, and is not subject to excessive or substantial complaints from patients, families or other members of the health care team. 
Professionalism

Each resident is expected to demonstrate leadership roles, be attentive to ethical issues, speak in a manner that is respectable to all patients as well as their family members, interact with nursing and other staff in a polite and respectful way, observe patient confidentiality practices at all times, dress appropriately, and comply with departmental policies and procedures.

Systems Based Practice

Residents will gain understanding of the broader aspects of the health care system and how the care they offer patients influences, and is influenced by other parts of the health care system.  Residents will learn about quality improvement programs, control of health care costs, the importance of working as part of a team, practice management and patient flow through the operating room system, including the pre-anesthesia clinic.

Medical Knowledge
Residents must demonstrate knowledge about established and evolving biomedical, clinical, and cognate (e.g. epidemiological and social-behavioral) sciences and apply this knowledge to patient care. Residents are expected to:

· Demonstrate an investigatory and analytic thinking approach to clinical situations.
· Demonstrate a sound understanding of the basic sciences and apply this knowledge to clinical problem solving, clinical decision making, and critical thinking.
Goals and Objectives

PGY-2
(CA-1 Year)
Goals:

The goal of the Clinical Anesthesia Year 1 is to provide the resident with basic anesthesia training and instruction, with focus on fundamental aspects of anesthesia, including the basic pharmacology and physiology as well as the complex technology and equipment associated with the practice of anesthesiology.  Upon completion of the CA-1 year, residents will have an understanding of the fundamentals necessary to advance into training in the subspecialty disciplines of the medical specialty of anesthesiology.

Objectives:
PATIENT CARE

· Residents will develop an understanding of how to provide optimal patient care by making day-to-day care decisions about patients for whom they will provide anesthesia.

· Residents will develop an understanding of the essential steps required for proper patient care including; pre-anesthetic assessment; optimization of patient condition for anesthesia; induction, maintenance and emergence; appropriate use of various monitoring modalities; protection of the unconscious patient; management of various intraoperative and post-anesthetic complications such as hypotension, anaphylaxis, nausea and vomiting; appropriate use of neuraxial and other nerve block techniques; appropriate use of acute pain and intensive care services; residents will care for progressively sicker and more challenging patients during their first year of anesthesia.

· Residents will develop a range of technical skills necessary to provide optimal patient care (see above). They will develop the necessary problem solving techniques for commonly experienced complications such as failed or difficult intubation; failed intravenous line placement; failed epidural placement; accidental dural puncture. Residents will learn to use equipment designed to minimize potential complications such as ultrasound guided CVP insertion and nerve block techniques

· Residents will develop an appreciation of their own abilities and limitations with regards to patient care; residents will learn when and how to summon appropriate assistance; residents will be encouraged to develop independent thought and action during the course of the year.

MEDICAL KNOWLEDGE
Residents will develop knowledge in the following topics:

· Airway, pulmonary system, cardiovascular system, central, sympathetic and parasympathetic nervous system, spinal cord, vertebral column, nerve plexuses.

· Basic introduction to respiratory physiology, cardiac physiology, neurophysiology, renal and hepatic physiology 

· Neuromuscular transmission

· Fluid balance and blood & blood products transfusion practices

· Volatile anesthetic agents; intravenous anesthetic agents, barbiturates, propofol, etomidate, Ketamine; benzodiazepines; narcotics; anticholinergics; muscle relaxants and reversal agents for muscle relaxants drugs and as agents used in reversal of muscle relaxants; Local anesthetics.

· Anesthesia machine; gas delivery systems; Circle system; Vaporizers; Ventilators; Scavenging systems; Electrical grounding systems; O2, CO2 and agent analyzer systems; Oscillometric BP machine; ECG.
· Cardiac disease; respiratory disease; endocrine disease; neurological and neuromuscular disorders; coagulation disorders; renal and hepatic disease; gastrointestinal disorders; psychiatric conditions.
· Pre-anesthetic assessment; induction, maintenance and emergence from general anesthesia; regional anesthesia; sedation and monitored anesthesia care; basic monitoring principles; management of pain and other post-operative problems.

· General surgery; orthopedics; genitourinary surgery; gynecological surgery; maxillofacial and otorhinolaryngological; spinal and neurosurgery; ophthalmic surgery; principles of trauma and resuscitation.

· Basic principles of intensive care; basic and advanced cardiac life support.

· Basic principles of acute pain management

· Placement of intravenous and intraarterial lines; placement of central venous catheters; airway management skills including techniques for difficult airway management; neuroaxial anesthetic techniques; nerve and nerve plexus blocks; preparation of an anesthetic station and pre-anesthesia machine checks; preparation of anesthetic monitoring equipment such as arterial line; cardiopulmonary resuscitation techniques; 

· Residents will develop an appreciation of the concept of a consultant anesthesiologist as an expert in perioperative medicine and the importance developing of an in depth knowledge of the principals and practice of anesthesia.

INTERPERSONAL AND COMMUNICATION SKILLS

· Residents will develop an understanding of the role of effective communication as it applies to the development of a therapeutic relationship with the patient; residents will gain knowledge of ways to ensure effective doctor patient communication; residents will learn the common barriers to effective communication; residents will learn the importance of effective communication between members of the patient care team.
· Residents will be able to demonstrate effective communication with their patients; particularly during the pre-anesthetic assessment and the discussion of benefits and risks of both general and regional anesthesia; residents will develop effective listening skills; residents will be able to communicate effectively with other members of the health care team and will demonstrate commitment to accurate and legible documentation of pre-operative information, intraoperative record keeping and post-operative orders;

· Residents will appreciate the importance of effective communication with both patients and other health care providers; residents will develop behaviors that contribute to effective communication.

PROFESSIONALISM

· Residents will be able to define the basic domains of medical professional behavior including; altruism, honor and respect, caring and compassion, respect, responsibility and accountability, excellence and scholarship; residents will learn the ethical principals of informed consent, patient confidentiality, surrogate decision making, do not resuscitate orders and business practices.

· Residents will be able to demonstrate a commitment to professionalism in their day-to-day interactions with both patients and co-workers by; showing respect for their patients’ wishes; interacting with nursing and other staff in a polite and respectful way; observing patient confidentiality practices at all times; dressing appropriately; arriving for work on time; answering pagers in a timely way; attending departmental conferences and education activities; complying with departmental policies and procedures.

· Residents will develop an appreciation of the importance of professional behavior and how it impacts on patient care and the smooth functioning of the health care system. Residents will complete all preoperative, intraoperative and post operative documentation according to departmental requirements.

PRACTICE BASED LEARNING

· Residents will develop an understanding of the importance of lifelong learning and the various modalities available for practiced based learning including; didactic lectures; conferences and grand rounds; morbidity & mortality and quality improvement (QI) conferences; journal clubs; local, national and international meetings; journals and web-based educational material; use of “real time” simulation in anesthesia education; residents will learn statistical methods for evaluating research; the principles of evidence based medicine; the importance of learning from experience.

· Residents will attend the educational conferences available to them in the anesthesia department.

· Residents will demonstrate behaviors that show a commitment to practice based learning, they will be expected to take part in all the educational activities organized by the anesthesia department.

SYSTEMS BASED PRACTICE

· Residents will gain understanding of the boarder aspects of the health care system and how the care they offer patients influences, and is influenced by other parts of the health care system; residents will learn about quality improvement programs; control of health care costs; the importance of working as part of a team; practice management; patient flow through the operating room system including the pre-anesthesia clinic and post-anesthesia care unit.

· Residents will be able to demonstrate anesthetic practices that include systems issues such as reducing costs; working as a member of an interdisciplinary team member (PACU, pre-anesthesia clinic); managing post-operative complications; facilitating case turn over.
· Residents will show considerations for the broader aspects of the health care system when working in the operating room; residents will become advocates for improving the health care system and assisting their patients in negotiating the system.

PGY-3

(CA-2 Year)
Goals:
The goal of the CA-2 year is to provide residents with the clinical experience and theoretical basis of the variety of subspecialty disciplines encompassed by the medical specialty of anesthesiology.  During the CA-2 year, residents will have sufficient exposure to the subspecialty disciplines to competently enter the CA-3 year and, if desired, select a subspecialty discipline on which to focus during the CA-3 year.

Objectives:

PATIENT CARE

· Residents will develop an understanding of how to provide optimal care for patients undergoing a variety of complex procedures including, cardiothoracic and neurosurgery.

· Residents will learn how to provide optimal care for pediatric patients undergoing surgery and how to take care of parturient patients during labor and delivery.

· Residents will develop a range of technical skills necessary to provide optimal patient care (see above). Residents will also develop the necessary problem-solving techniques for complications such as inability to ‘float’ pulmonary artery catheter, management of more complex anesthetic complications such as epidural hematoma or abscess, failure to awaken following neurosurgical surgery, management of increasing intracranial pressure, and management of intraoperative myocardial ischemia.

· Residents will develop an appreciation of their own abilities and limitations with regards to specialized patient care; residents will learn to take increasing responsibility for their own patients with appropriate supervision.

MEDICAL KNOWLEDGE
· Residents will develop knowledge in all the anesthesia subspecialties – these are defined in the individual rotation goals and objectives, particular areas of knowledge that residents will study include:

· Brachial plexus, lumbosacral plexus, sciatic, femoral nerves; anatomy of complex cardiac lesions, obstetric anatomy, pediatric anatomy.

· Physiological changes of pregnancy, complex cardiac lesions, interpretation of pulmonary artery catheter pressure readings, physiological issues of the pediatric patient.

· Vasoactive drugs, drugs used in obstetrics, drug dosing in pediatric anesthesia, pharmacology of infusions..

· Transcutaneous, esophageal, and intravenous pacers, pacemakers, complex neurophysiologic monitors, pulmonary artery catheter, fiberoptic bronchcoscopy, Hunsaker jet ventilation.

· Surgical procedures, critical care, pain management. 

· Residents will further develop the technical skills learned during the CA1 and expand their skills to include:

· Placement of epidural catheters for labor and delivery, placement of intravenous, intra-arterial and central venous catheters in pediatric patients; management of the difficulty airway; placement of special catheters used in monitoring techniques for cardiac and neurosurgery such as Swan Ganz catheters, jugular bulb catheters; use of special ventilation techniques such as jet ventilation, intensive care ventilation techniques.

· Residents will develop an active role as consultants in a variety of anesthesia subspecialties and understand the importance of interacting with other experts in the subspecialties to maximize their understanding and knowledge of these subspecialties.

INTERPERSONAL AND COMMUNICATION SKILLS

· Residents will develop an understanding of the role of effective communication as it applies to the development of a therapeutic relationship with the patient and particularly with more complicated patients; residents will gain knowledge of means to ensure effective communication with pediatric patients and their parents.

· Residents will be able to demonstrate effective communication with their patients; particularly pediatric patients and their parents and obstetric patients; residents will demonstrate appropriate methods of communicating with patients on the intensive care unit and with the families of these patients; residents will develop effective listening skills; residents will be able to communicate effectively with other members of the health care team as demonstrated by accurate and legible documentation of pre-operative information, intraoperative record keeping and post operative orders;

· Residents will appreciate the importance of effective communication with patients, their families and other health care providers; residents will develop behaviors that contribute to effective communication.

PROFESSIONALISM

· Residents will further develop their knowledge of professionalism and expand these principles into the subspecialties including pediatrics, obstetrics, intensive care and pain management. 

· Residents will be able to demonstrate a commitment to professionalism in their day-to-day interactions with both patients and co-workers by; showing respect for their patients’ wishes; interacting with nursing and other staff in a polite and respectful way; observing patient confidentiality practices at all times; dressing appropriately; arriving for work on time; answering pagers in a timely way; attending departmental conferences and education activities; complying with departmental policies and procedures.

· Residents will develop an appreciation of the importance of professional behavior and how it impacts patient care and the smooth functioning of the health care system. Residents will complete all preoperative, intraoperative and post operative documentation according to departmental requirements.
PRACTICE BASED LEARNING

· Residents will develop an understanding of the importance of lifelong learning and the various modalities available for practiced based learning including; didactic lectures; conferences and grand rounds; morbidity & mortality and quality improvement (QI) conferences; journal clubs; local, national and international meetings; journals and web-based educational material; use of “real time” and web-based simulation in anesthesia education; residents will learn statistical methods for evaluating research; the principles of evidence based medicine; the importance of learning from experience.

· Residents will attend various educational conferences available to them in the anesthesia department; resident will undertake an active role in the preparation of presentations for local and national meetings.

· Residents will demonstrate behaviors that show a commitment to practice based learning, they will be expected to take part in all the educational activities organized by the anesthesia department.

SYSTEMS BASED PRACTICE

· Residents will gain an understanding of the broader aspects of the health care system and how the care they offer patients influences, and is influenced by other parts of the health care system; residents will learn about quality improvement programs; control of health care costs; the importance of working as part of a team; practice management; patient flow through the operating room system including the pre-anesthesia clinic and post-anesthesia care unit.

· Residents will be able to demonstrate anesthetic practices that include systems issues such as reducing costs; working as a member of an interdisciplinary team member in the obstetric unit, on interdisciplinary pain rounds and taking part in post operative rounds; managing patients with post anesthesia complications; facilitating case turn over.

· Residents will show considerations for the broader aspects of the health care system when working in the operating room; residents will become advocates for improving the health care system and assisting their patients in negotiating the system.

PGY-4

(CA-3 Year)
Advanced Clinical Anesthesia Track
Goals:
The goal of the CA-3 year is to provide residents experience in advanced anesthesia training, enabling residents to integrate prior educational experiences and develop the qualities and attributes fundamental to performance as a consultant anesthesiologist.  Upon completion of the CA-3 year, residents will be prepared to enter into the next stage of their career, including general anesthetic practice, general anesthetic practice with subspecialty emphasis, fellowship training, or academic practice.

Objectives:
PATIENT CARE

· Residents will continue to understand the principles of caring for the patient undergoing anesthesia including; appropriate pre-operative assessment, selection of patients, appropriate use of pre-operative investigations, pre-operative sedation, regional techniques for post operative pain management; management of the patient undergoing cardiopulmonary bypass; management of patients undergoing complex vascular procedures.

· Residents will have the opportunity to anesthetize at least 20 patients undergoing cardiopulmonary bypass and vascular procedures; residents will learn how to perform complex invasive procedures with appropriate concern for patient safety such as the use of ultrasound guided techniques for the placement of central venous catheters, use of fiberoptic bronchoscopy to confirm placement of double lumen endotracheal tubes; the transfer of patients to the ICU following major surgical procedures; appropriate monitoring of patients during cardiac and thoracic surgery; placement of thoracic epidural catheters; placement of lumbar drains for aortic surgery.

· Residents will develop a behavioral approach that pays attention to all aspects of caring for patients in the perioperative period; residents will pay particular attention to patient safety in the cardiothoracic setting; residents will be expected to work at the appropriate level of supervision for their training and for the condition of their patients; residents should demonstrate independent thinking but also show appropriate judgment and decision making including knowing when to ask for help from their supervising attendings.

MEDICAL KNOWLEDGE

· Residents will learn the principles of anesthesia for patients including anatomy and physiology; the pathophysiological process involved in surgical conditions; the pharmacology of anesthetic agents as it affects neonates, infants and children and adults; the principles of temperature regulation for neonates, infants and children and adults; the principles of equipment and monitoring devices used in anesthesia.
· Residents will develop a working knowledge and understanding of the indications and contraindications, risks and benefits of the various procedures they learn; residents will further develop technical skill with procedures necessary for neurosurgical anesthesia including placement or arterial catheters, central venous catheters, jugular bulb catheters; residents will learn how to interpret monitors such as TCD, SSEP and EEG.

· Residents will develop behavior patterns related to working in the operating rooms such as the need for careful assessment, the ability to respond to rapidly changing patient conditions and the team approach to anesthesia.
INTERPERSONAL AND COMMUNICATION SKILLS

· Residents will learn techniques for effective communication with patients concerning pre-operative assessment, explaining the process and discussing risks of general and regional anesthesia.

· Residents will be able to demonstrate skills for making a thorough preoperative assessment of each patient, they will also develop effective communication skills for explaining the process of anesthesia and discussing risks of general and regional anesthesia; residents will develop effective listening skills and show effective communication with both patients and other members of the patient care team.

· Residents will demonstrate behaviors that show commitment to effective communication with both patients and other members of the surgical team; residents should be able to communicate pertinent data about the patient to their attending in a precise and efficient manner.

PROFESSIONALISM

· Residents will learn the basic definitions of professional conduct as it applies to the practice of anesthesia and basic ethical principles.

· Residents will act in a way that shows commitment to professional practice in their interactions with patients, colleagues and other members of the health care team; residents will be expected to contribute to the smooth running of the operating rooms; residents will be expected to complete all pre, intraoperative and post operative documentation in accordance with departmental requirements.

· Residents will demonstrate commitment to professional practice in their interactions with patients; colleagues and other members of the health care team.

PRACTICE-BASED LEARNING
· Residents will learn the practice of reflection on their performance and how to learn from experience; they will understand the principles of life-longer learning and evidence – based medicine.

· Residents will demonstrate reflective practice and develop skills to enhance learning from various sources including the use of web-based learning

· Residents will demonstrate commitment to continually trying to improve their performance and take an active role in furthering their knowledge by attending organized educational activities.

SYSTEMS BASED PRACTICE

· Residents will understand the team approach to how patients present, are investigated and assessed and optimized for surgical procedures and how their management impacts on this team approach; residents will understand the practice of fast tracking patients after surgery and how this impacts on cost effective practice. 

· Residents will take part in practices and initiatives such as quality improvement programs that interact with other areas of the health care system; residents will be expected to function as a team member and work with nurses, surgeons and staff to improve the care they offer their patients and their own understanding of the broader aspects of the health care system.
· Residents will develop behaviors that show an appreciation for the impact of their practices to the whole system caring for patients undergoing surgery. 

PGY-4

(CA-3 Year)

Clinical Scientist Track

Goals:

The research track in anesthesiology allows for in-depth exposure to academic research and scientific investigation with both clinical and basic science researchers.  As such residents enrolled in this curriculum track will have guidance and supervision in areas of scientific research as it relates to the practice of anesthesiology and critical care.  The department offers the opportunity to pursue the clinical investigator track approved by the American Board of Anesthesiology.  This entails performing full-time research for 6 month during the CA-3 year.  

Objectives:

PATIENT CARE
· Residents will continue to understand the principles of caring for the patient undergoing anesthesia during all patient care duties (Refer to Advanced Clinical Anesthesia Track).

MEDICAL KNOWLEDGE
· Understand the elements that contribute to successful research.
· Understand basic biostatistical principles.
· Develop an understanding of the scientific principles of clinical or laboratory research as they apply to anesthesiology or critical care.
INTERPERSONAL AND COMMUNICATION SKILLS
· Residents will discuss research related issues with patients in a simple and straightforward manner.

· Learn to prepare, submit, and follow research proposals based upon institutional guidelines and policies.

· Prepare and deliver in-depth oral presentations pertaining to areas of scientific research to a group of physician peers.

PROFESSIONALISM
· Understand the ethical considerations of research.

· Conduct clinical/basic science research with utmost sensitivity to patient needs and/or humane animal practices.

PRACTICE-BASED LEARNING
· Evaluate scientific papers:  read, analyze and discuss peer-reviewed literature in a specific research area of interest.
· Critique a new or unique issue using evidence-based medicine.
SYSTEMS-BASED PRACTICE
· Understand the principles of research.
· Understand guidelines and regulations on research.
· Be aware of the political issues involved in research.
CURRICULUM:

Residents in the CA-3 year who select this track combine clinical training with research experience under the supervision of a faculty member who is heavily involved in research.  Residents who are interested in pursuing the Clinical Scientist Track must indicate their interest in this option in their second year of training and provide the Program Director with a written plan outlining their research plan and/or project.    The Research Track consists of six (6) months in research assignments. The additional six months must be spent in advanced clinical assignments which include the four mandatory months (cardiothoracic, pediatrics, chronic pain, and OB).   Any deficiencies in case log requirements will take precedence when selecting rotations.  

Process

The following criteria apply to this rotation:

· The resident must develop a research project plan with a mentor which briefly describes the project in abstract form, including the resources required and the deliverables upon completion of that project.  The proposal should be between two and three pages in length and should include:

a. Goals of the project.

b. Brief background of project.

c. Hypothesis and project aims.

d. Expected data and outcomes.

e. Deliverables, abstract, submission to regional/national meeting.

The meeting to which the work should ultimately be submitted depends on the timing of the rotation.  All work must be presented in the Department and at an external meeting local or national.  Expectations are that all work should result in a peer-reviewed publication.

All research electives must be approved by the Resident Research Committee, which is composed of the Chair, Program Director, Director of Clinical Research.  Proposals should be submitted by March 1st for the subsequent academic year.  Approval for research rotations will be provided by April 1st.

The following is a description of the clinical commitment during the research elective:

· The resident must have completed their minimum case log requirements for ABA certification in the subspecialties of Anesthesiology, or have a specific plan to do so, by the completion of their residency.  This plan must be approved by the Program Director.

· The resident must take a proportional amount of their vacation time during the research elective.

· participate in the didactic curriculum

· give one formal presentation regarding his/her research project 

· participate in call coverage 
Anesthesiology Program Requirements

Definition of Anesthesia

The RRC defines anesthesiology as the practice of medicine dealing with but not limited to:

1. Assessment of, consultation for, and preparation of patients for anesthesia;

2. Relief and prevention of pain during and following surgical, obstetric, therapeutic, and diagnostic procedures.

3. Maintenance and monitoring of normal physiology during the perioperative period.

4. Management of critically ill patients.

5. Diagnosis and treatment of acute, chronic, and cancer-related pain.

6. Critical management and teaching of cardiac and pulmonary resuscitation.

7. Evaluation of respiratory function and application of respiratory therapy.

8. Conducting of clinical and basic science research.

9. Supervision, teaching and evaluation of performance of personnel, both medical and paramedical, involved in perioperative care.

Length of Training

The RRC requires a minimum of four years graduate medical training to train a physician in the field of anesthesiology.
The Continuum of Education

The continuum consists of four years of training, the Clinical Base Year (CBY) of 12 months and 36 months of clinical anesthesia training (CA-1, CA-2, CA-3 years) in an approved program.
Clinical Base Year

The CBY year will provide each resident with 12 months of broad education in medical disciplines relevant to the practice of anesthesiology.  It is strongly recommended that the CBY be completed before the resident begins the CA-2 year.  The LSUHSC-N.O. anesthesiology residency program will offer 3 “categorical” positions where the CBY is linked to the clinical anesthesia training.  During this time, residents work as medical interns in the Department of Internal Medicine and undertake a one month rotation in anesthesiology.

The resident should develop the following fundamental clinical skill competencies during the CBY:

1. Obtain a comprehensive medical history

2. Perform a comprehensive physical examination

3. Assess a patient’s medical condition

4. Make appropriate use of diagnostic studies and tests

5. Integrate information to develop a differential diagnosis

6. Implement a treatment plan

USMLE Step 3

All residents should attempt and pass the USMLE Step 3 before they enter the CA-1 year.   All residents are expected to have taken Step 3 by December 31st in their Clinical Base Year.  Residents must pass Step 3 prior to promotion to the CA-1 year.  The Department of Anesthesia and /or Internal Medicine will NOT grant residents extra time off to take the USMLE examinations, this must be done during residents’ own vacation time.

CA-1 Year

During the first 12 months of training, the emphasis will be on the fundamental aspects of anesthesiology, including basic physiology and pharmacology, and the skills involved in the administration of anesthesia and associated invasive and non-invasive monitoring.  It will consist of:
General OR

MCLNO-University Hospital

6 months
Pre-Op


MCLNO-University Hospital

1 month

PACU/Acute Pain
MCLNO-University Hospital 
2 weeks/2 weeks
TICU


MCLNO-University Hospital 
1 month
OB


Ochsner Medical Center – Kenner
2 months
Chronic Pain

MCLNO-University Hospital

1 month

CA-2 Year
The CA-2 year is spent mainly in subspecialty rotations.  Residents will be introduced to the following anesthesia sub-specialty areas: 

General

MCLNO- University Hospital
3 months
Pain (Regional)
Ochsner Medical Center – Kenner
1 month
Cardiothoracic

MCLNO- University Hospital
1 month




Our Lady of the Lake-Baton Rouge
1 month

Neuroanesthesia
MCLNO-University Hospital

1 month




Our Lady of the Lake- Baton Rouge
1 month
Pediatrics

Children’s Hospital – N.O.

2 months

PACU/Acute Pain
MCLNO- University Hospital
2 weeks/2 weeks
Chronic Pain 

VA Hospital



1 month
(Note:  Effective academic year 2012-2013:  1 month of general anesthesia will be replaced with one month of TICU)
CA-3 Year

The CA-3 year will consist of the following:

1. Twelve months Advanced Clinical Anesthesia

Advanced General OR 
MCLNO- University Hospital
2  months
Advanced General OR
Ochsner Medical Center-Kenner
1  month 
Obstetric Anesthesia

Ochsner Medical Center-Kenner 
1  month
Pediatric Anesthesia

Children’s Hospital- N.O.

2  months

Thoracic/Vascular 

Our Lady of the Lake-Baton Rouge
1  month
Regional Anesthesia

Our Lady of the Lake–Baton Rouge
1  month
Chronic Pain 


VA Hospital



1  month
Transplants


Ochsner Main Campus

1  month

Cardiothoracic


MCLNO-University Hospital

1  month
Research 


MCLNO-University Hospital

1  month
Advanced Clinical Anesthesia Track

Most residents choose to gain experience in advanced and complex clinical anesthesia assignments during their CA-3 year.  In the CA-3 year there will be four mandatory months (cardiothoracic, pediatrics, chronic pain, and OB). The rest of the year will be composed of electives chosen by the residents and Program Director, to provide them with in-depth experience of various areas of anesthesia. Any deficiencies in case log requirements will take precedence when selecting rotations.  Residents and the Program Director will meet at the end of their CA-2 year and select CA-3 rotations. 

Clinical Scientist Track

Residents in the CA-3 year who select this track combine clinical training with research experience under the supervision of a faculty member who is heavily involved in research.  Residents who are interested in pursuing the Clinical Scientist Track must indicate their interest in this option in their second year of training and provide the Program Director with a written plan outlining their research plan and/or project.  

The additional six months must be spent in advanced clinical assignments which include the four mandatory months (cardiothoracic, pediatrics, chronic pain, and OB).   Any deficiencies in case log requirements will take precedence when selecting rotations.  

The resident will be expected to:

· initiate a new project including a formal proposal and application for institutional review and  board approval 

· participate in didactic curriculum

· give one formal presentation regarding his/her research project  
· participate in ongoing research projects within the department or affiliated departments  
· participate in call coverage 
(See addendum in back of manual for more details)
Academic Assignment

The RRC mandates that during the CA-3 year all residents must complete an academic assignment prior to graduation.  This assignment usually occurs during the final 24 months of training, but it may, at the program director’s discretion, occur earlier.  Academic projects may include grand rounds presentation, preparation and publication of review articles, book chapters, manuals for teaching or clinical practice, or similar academic activities.  Alternatively, a resident may elect to develop and perform or participate in one or more clinical or laboratory investigations.   The Review Committee expects that the outcomes of resident investigations will be suitable for presentation at local, regional, or national scientific meetings and that many will result in peer-reviewed abstracts or manuscripts.  A faculty supervisor must be in charge of each project and investigation.  Residents who fail to complete an academic assignment will receive an unsatisfactory report to the ABA for their final 6 months of training, resulting in the need to make up extra training time.

Documentation of Clinical Experience and Case Logs

Residents are required by the RRC to keep an accurate record of their clinical experience and to log the procedures they undertake during their residency. Case logs are required by most hospitals for credentialing processes; it is therefore advantageous that residents maintain accurate case logs.  Residents must complete their case logs by going to the ACGME website. It is imperative that these logs be kept current and up to date.  Andrelle Rondeno, the Residency coordinator will be monitoring the resident’s timely input.  These logs will be reviewed by the Program Director on a quarterly basis. The accuracy of these case logs is essential to ensure that residents successfully complete their training. Minimum numbers of cases are required in many areas, which are outlined below.

If a resident finds he/she is falling behind in his/her requirements in a particular area, every effort will be made to assign them to particular operating rooms to make up the deficit. Any concerns about case numbers should be addressed to the Program Director.
RRC/ABA required cases for anesthesia residents during the required three year residency
· 40 patients undergoing vaginal delivery. 
· 20 patients undergoing cesarean sections.

· 100 patients less than 12 years of age undergoing surgery or other procedures requiring anesthetics. Within this patient group, 20 children must be less than 3 years of age, including 5 less than 3 months of age.

· 20 patients undergoing cardiac surgery. The majority of these cardiac procedures must involve the use of cardiopulmonary bypass.

· 20 patients undergoing open or endovascular procedures on major vessels.  Excluded from this category is surgery for vascular access or repair of vascular access.

· 20 patients undergoing non-cardiac intrathoracic surgery.

· 20 patients undergoing intracerebral procedures, with the majority of these procedures involving an open cranium.

· 40 patients undergoing surgical procedures, including cesarean sections, in whom epidural anesthetics are used as part of the anesthetic technique or epidural catheters are placed for perioperative analgesia. 
· 20 patients undergoing procedures for complex, life-threatening injuries, including cases involving trauma and burns.

· 40 patients undergoing surgical procedures, including cesarean sections, with spinal anesthetics. Use of a combined spinal/epidural technique may be counted as both a spinal and an epidural procedure.

· 40 peripheral nerve blocks.

· 20 new patients who are evaluated for management of acute, chronic, or cancer-related pain disorders. 

· There must be documented involvement in the management of acute postoperative pain.
· There must be documented involvement for at least 4 weeks in preoperative medicine.

· Patients who require specialized techniques for their perioperative care. There must be significant experience with a broad spectrum of airway management techniques central vein and pulmonary artery catheter placement and the use of transesophageal echocardiography and evoked potentials. There must be a postanesthesia care experience of 0.5 month involving direct care of patients in the postanesthesia-care unit and responsibilities for management of pain, hemodynamic changes, and emergencies related to the postanesthesia-care unit. 

· Critical care training.  (4 months) 
· Training in anesthesia for Geriatric patients. 

· Training in ambulatory anesthesia. 
· Training in anesthesia for patients undergoing diagnostic or therapeutic procedures outside of the surgical suites. 

Residency Training Program Expectations

There are a large number of lectures, conferences, and training opportunities available for residents. There are a number of examinations the residents are required to take at specific times during their training. There are several web or computer-based training exercises which need to be completed within specific timeframes. In most cases residents will be given protected time to allow them to attend these educational activities, and examinations. The web or computer-based training exercises will usually need to be completed in the residents’ own time. It is the expectation of the residency training program that residents attend and / or complete the required training exercises within the specified time-frame. Failure to meet these expectations will result in the resident being referred to the Clinical Competence Committee where their performance will be evaluated and a number of actions taken.  (Refer to the Policy for Probation, Suspension, and Dismissal of Residents)

Residents are encouraged to discuss any concerns they have about the program expectations and their abilities to meet these expectations with the Program Director.
Chief Resident

There will be one chief resident assigned each year, with a period of duty from May 1st in the CA-2 year until April 30th of the CA-3 year. The chief resident is defined as a senior-level resident who has been assigned administrative and training responsibilities within the residency training program.   These duties are in addition to those regularly performed by other residents in his or her department.  The individual must be able and willing to establish and maintain effective working relationships with residents, interns, medical students, faculty, and administrative staff.   A performance of high-level decision–making is imperative.
The selection process for the chief resident is as follows:

The chief resident is selected in late April. Any CA-2 resident may nominate him / herself, or another resident for the position. Candidates have the opportunity to make a speech to their fellow residents and faculty.  
Nominees will be accepted by the Program Director.  A vote among the residents and faculty will be obtained.  The candidate with the most votes is selected.  
The role of chief resident carries a considerable administrative burden and must perform duties in the best interest of the program.  Occasionally a resident may not be considered suitable to carry out the chief resident duties deemed by the Chairman and/or Program Director.   In this case, the executive committee reserves the right to veto a nominee for chief resident. In these circumstances, the resident with the next highest number of votes is chosen, or a second ballot performed. 
 Duties frequently include:
· Acting as a liaison among residents, the program director and faculty
· Developing on-call schedules and coordination of vacation schedules

· Arbitrates resident disputes over call schedule 

· Encourages all residents to attend educational activities

· Be involved in the process of reassigning residents as necessary for coverage issues when unplanned absences occur (due to illness, etc.)
· Involved in resident recruitment, tour guide, schedules, interviews
· Medical student education/ curriculums i.e. lectures, presentations etc. 

· Administrative duties as assigned by his or her Program Director
· Orients the incoming Chief Resident at the end of his or her term  
Key Personnel

Departmental Chairman



Alan D. Kaye, MD, PhD, DABPM








(504) 568-2315








akaye@lsuhsc.edu
Residency Program Director:


Judy G. Johnson, MD








(504) 568-2313







jjohn1@lsuhsc.edu
Residency Program Coordinator:


Andrelle Rondeno, MSHCM








(504) 568-2319








aronde@lsuhsc.edu
Address:

LSUHSC School of Medicine

Department of Anesthesiology

1542 Tulane Ave.

6th floor, Ste. 653
New Orleans, LA  70112
The anesthesiology residency offices are located on the 6th floor, Room 658.

The anesthesiology faculty offices and program coordinator offices are also located on the 6th floor.
Anesthesiology Residency Program

Affiliated Hospitals

MCLNO- University Hospital Campus

2021 Perdido Street

New Orleans, LA  70112

(504) 903-3370

Children’s Hospital – New Orleans
200 Henry Clay Ave.

New Orleans, LA  70118

(504) 899-9511

Ochsner Medical Center

1514 Jefferson Hwy.

New Orleans, LA 70121
Ochsner Medical Center – Kenner
180 W. Esplanade Avenue 

Kenner, Louisiana 70065
Our Lady of the Lake – Baton Rouge

5000 Hennessy Blvd.

Baton Rouge, LA 70808
VA Medical Center – New Orleans

1601 Perdido Street

New Orleans, LA 70112
Roster of Anesthesiology Residents

2011 – 2012
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LSU Anesthesiology Residents

Start Date:  July 1, 2011


PGY-1 (Interns)
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Greg Bordelon, M.D.
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Valeriy Kozmenko, M.D.
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Lynley Leithead, M.D.

[image: image6.png]



Moises Sidransky, M.D.

LSU Anesthesiology Residents

Start Date:  July 1, 2010


PGY-2 
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Adam Broussard, M.D.
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Keri Copponex, M.D.
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Jared Landry, M.D.
LSU Anesthesiology Residents

Start Date:  July 1, 2009

PGY-3 (CA-2)
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 Neil Bhatt, M.D. 
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Lien Tran, M.D.
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Sanyo Tsai, M.D.

LSU Anesthesiology Residents
Start Date:  July 1, 2009 

PGY-4 (CA-3)
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Ryan Ellender, M.D.
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Brad Hymel, M.D.
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Viet Nguyen, M.D.

Listing of Faculty Members
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Full Time Faculty:
Donald Doussan, MD

Assistant Professor

Ronda Flower, MD

Assistant Professor

Julie Gayle, MD

Assistant Professor

Judy Johnson, MD

Assistant Professor

Alan Kaye, MD, PhD, DABPM

Department Head and Professor

Carmen LaBrie-Brown, MD

Assistant Professor


Jonathan Lissauer, MD

Assistant Professor

Kenneth Mancuso, MD
Assistant Professor



Ira Padnos, MD
Assistant Professor


James Riopelle, MD

Professor

Ryan Rubin, MD

Assistant Professor

Orlando Salinas, MD

Assistant Professor

Paul Samm, MD

Assistant Professor

Saroj Shah, MD

Assistant Professor

Michael Williams, MD

Assistant Professor


Melville Wyche, MD
Assistant Professor

Chris Merritt, MD 
Assistant Professor


Children’s Hospital Faculty:

Stanley Hall, MD
Clinical Professor

John Heaton, MD
Clinical Associate Professor

George Koclanes, MD
Clinical Assistant Professor

Sheryl Sawatsky, MD
Clinical Assistant Professor

Louis Shenk, MD
Clinical Assistant Professor

Donald Smith, MD
Clinical Associate Professor

Our Lady of the Lake Faculty:
Daniel L Butler, MD
    

James Michael Fenn, MD

Julie A. Gayle, MD

Erin Harrington, MD

Angela M. King, MD

Nancy C. Neher, MD

Jeffrey Pisto, MD, DVM

Melinda Prevost, MD

Norman Ritchie Jr., MD

Seth P. Roussel, MD

Cynthia F. Schwartzenburg, MD

Mark Charles Shoptaugh, MD

Marshall Sommers, MD
VA Faculty:

Jeffrey Baker, MD


Patrick Healy, MD


Sanjay Sharma, MD

Ochsner Main Campus Faculty:

Don Ganier, MD
Vivek Sabharwal, MD
Resident Orientation
Friday, July 1

9:00a – 10:00a

Anesthesia Machines
University 

Interim LSU Public Hospital



Frank Speranza, GE Machines

10:00a - 12:00p
Welcome/Policies and Procedures

Anesthesia Conference Room




Judy G. Johnson, MD



Rm. 652


· Faculty/Resident Manuals

· Core Competencies and ACGME




Residency Issues



Anesthesia Conference Room




Andrelle Rondeno, MSHCM


Rm. 652




Residency Program Coordinator

· Resident Portfolio

· New Innovations (Duty Hours/Evaluations)
· ACGME website (Case Logs)
12:00p - 1:00pm
LUNCH with Baxter 
 

Anesthesia Conference Room



Yvette Pruett 




Rm. 652

1:00p -2:30p

Lecture- Pharmacology


Anesthesia Conference Room



Alan D. Kaye, MD, PhD


Rm. 652
2:30p – 3:30p

Substance Abuse Video


Anesthesia Conference Room










Rm. 652

July 2 – 4 
Holiday – Happy Fourth of July!
Tuesday, July 5
8:30a – 9:30a

Anatomy




Center for Advanced Practice



Richard Whitworth, PhD


Lion’s Eye Center, 5th floor

9:30a – 12:00p

Simulation Lab



Lion’s Eye Center




Airway Management 



6th Floor




Melville Wyche, MD


Cadaver Lab




Center for Advanced Practice




Endotracheal Intubations


Lion’s Eye Center, 5th floor



Richard Whitworth, PhD



Judy Johnson, MD

12:00p – 12:50p
LUNCH with Ambu



Lion’s Eye Center









6th Floor, Rm. 6
1:00p –2:00p

OR Cart Setup/Drugs/IV’s/Monitors/
Interim LSU Public Hospital



Nursing Skills



Ryan Ellender, MD

2:00p– 3:00p

Jay Buras, CRNA



Interim LSU Public Hospital
· Anesthesia Records: Billing & Charting

· Pixis System

· Call Room/cards
· Phones/Beepers

Wednesday, July 6
9:00a – 11:00a             Sonosite/Ultrasound Workshop:

Lion’s Eye Center

                                    Central lines and Arterial lines

6th Floor

                                    Ryan Hebbler                                      

                                                                                                            

11:00a – 11:30p          LUNCH




Anesthesia Conference Room

Rm. 652

11:30a – 12:00p          Campus Assistance Program

Anesthesia Conference Room

                                    Scott Embley, LCSW                                     Rm. 652

12:15p – 2:45p            Anesthesia Knowledge Test (CA-1’s)
Anesthesia Conference Room

                                    Andrelle Rondeno                                          
Rm. 652
Thursday, July 7
Welcome to the OR!
General Resident Duties
The exact duties of the resident will vary depending on the clinical rotation and the clinical site.  In general, the resident shall report to the assigned clinical rotation, dressed in the operating room apparel and present in the surgical, obstetrical, outpatient areas by 6:00 a.m.  The resident should proceed with preparation for the clinical assignment and notify the staff anesthesiologist(s) responsible of any problems that arise.  All residents must review their assigned cases and transport them to the operating rooms at 7:00 a.m.  Every resident is responsible for formulation of the anesthesia plan with their assigned faculty, setting up the room and checking of the anesthesia machine, and all other equipment needed for induction of anesthesia prior to the beginning of each case.  During the first week of the program, the residents will be given an orientation session on different monitoring, safety, and anesthesia related equipment issues.  It is the responsibility of every resident to be familiar with all aspects of safety and the proper functioning of the equipment.  During the first few months of the training, it is recommended that the residents come in earlier in order to set up their rooms properly prior to the start of the day.
The resident will be present in his/her assigned operating room until relieved by appropriate personnel for breaks, lunch, conference, or for the end of the day.  Case cancellations do not relieve the resident of clinical duties.  In the event of case cancellation, the resident should report to the attending so that arrangements for other clinical assignments can be made.  Prior to leaving the OR for breaks, the resident will assure that the room is properly stocked of all necessary equipment.  A thorough report of the patient’s status to the relief personnel will be mandatory.  A complete and accurate “transition of care” is imperative to patient care and is monitored by the department.  See below a table for effective transfer of care.

Essential Elements of a Hand off List

1. Demographics(see pre-op):

b. Name





c. Age

d. Weight

e. Allergies

f. Supervising Faculty




2.
History and Problem List

a. Primary diagnosis(es)

b. Surgical procedure

2. Current status in OR

a. Vital signs

b. IV access, IV fluids, Arterial, Central, PA lines 

c. Vent settings

d. Positioning issues

e. Anesthetics given & controlled substances noted

3. Pertinent labs

4. Plan:  Emergence & Extubation?  PACU vs. ICU?
Residents will also be required to see pre-operative patients as assigned to for the next operative day.  A thorough pre-anesthetic assessment shall be performed, and informed consent for anticipated procedures should be obtained.  Cases should be reviewed with staff anesthesiologists to enable discussion concerning the anesthetic plan.  In addition, the anesthesiology resident should make an effort to contact a member of the primary team to inquire about anticipated procedures and positioning of the patient.  The resident can use this opportunity to address any problems in the work-up and any anesthetic concerns that may be of interest to the surgical services.  Residents will write appropriate pre-operative orders and place the anesthesia pre-op and consent on the chart.  The pre-operative assessment should be geared to preparing the patient for surgery and anesthesia, and should expedite the immediate pre-operative period.  A well-executed pre-anesthetic work-up will also serve as an anxiolytic for the patient and will establish the anesthesiology resident as an important physician in the care of the surgical patient.

Policies for handling of narcotics and controlled substances shall be reviewed separately and may differ from one clinical site to another.  There is no tolerance for discrepancies while handling controlled substances.  
Clinical hours for residents are typically from 06:00 – 15:00, with extended time if necessary for an educational clinical experience.  Residents will be relieved from clinical assignments to attend scheduled departmental conferences and perform pre-op evaluations.  
Preoperative and Postoperative Evaluation 
Residents assigned to surgical cases will perform a pre-anesthetic evaluation on the day prior to surgery.  Same-day surgery patients are initially evaluated in the elective admit clinic.  For these patients, the resident will review the pre-anesthetic evaluation form, collect and review ordered laboratory studies, and assign an ASA classification.  For inpatient surgical cases, the resident will perform a brief, focused history and physical, including a through airway evaluation and review of the patient’s chart.  This data will be recorded on a pre-anesthetic evaluation form and as ASA classification will be a signed.  As a perioperative physician, the resident is expected to communicate with the primary service, write preoperative notes addressing medical concerns or recommendations and write necessary preoperative orders.  The resident will develop an anesthetic strategy based on the type of surgery, the patient’s disease processes, and the patient’s wishes.  The resident will discuss the anesthetic management with the staff anesthesiologist responsible for the case.  The resident should make every effort to contact the staff assigned to the case the night before.  This will help facilitate a learning environment, increase communication, and alleviate unknown expectations that the faculty member may require.
All residents are expected to evaluate their patients in the immediate postoperative period and again within twenty-four hours postoperatively.  A faculty and/or resident are assigned daily to complete post-op rounds.  A postoperative note is to be written in the medical record on each patient within twenty-four hours.  Anesthetic related complications are to be brought to the attention of a staff anesthesiologist and additionally recorded on a departmental occurrence report.  The patient will be followed until resolution of the complication or discharge from the hospital.  Pertinent complications will be presented at the morbidity and mortality conference for reflection and continued quality assurance and care.
Anesthesiology Consultation

The Department of Anesthesiology offers consultation to all other physicians and healthcare providers in the LSU Health Sciences Center.  The department is commonly consulted for: 1) routine and complex perioperative management, 2) acute and chronic pain management, 3) vascular access and invasive monitoring, and 4) airway management outside of surgical suites.  Residents will take an active role in these consultations under the guidance and direction of a staff anesthesiologist.  Resident participation in providing consultation will be based on the resident’s clinical assignment and the opportunity for enhanced clinical experience.

In addition to routine preoperative evaluations, residents will answer perioperative consultations concerning critically ill patients or patients with perceived airway problems.  With the guidance of a staff anesthesiologist, the resident will address the consulting physician’s concerns, discuss preoperative preparation, describe anticipated anesthetic management, and formulate a plan for postoperative management.

Residents will answer consultations for acute and chronic pain management.  Residents will formulate a response and therapeutic plan, which will then be discussed and refined with the guidance of a staff anesthesiologist.  Residents will participate in the implementation of the therapy in a manner consistent with the resident’s level of training.  Residents on pain management rotations will be responsible for consultations during the elective daily schedule.

Residents will answer consults for invasive monitoring and vascular access and, if assignment permits, will have the opportunity to perform those procedures with staff supervision.

Residents, if available, will attend to emergent airway consultation under the direct supervision of staff anesthesiologists.  Residents will be given the initial opportunity to manage and secure the airway.  The presence and instruction of staff anesthesiologists will enhance development of emergent airway management skills outside of the surgical suites.

Specific Daily Responsibilities

Daily duties will include the following:

1. Providing anesthesia care to the assigned patients

2. Pre anesthetic evaluation and formulation of anesthetic plan

3. Post anesthetic rounds and assessment of the assigned patients

4. Relieving residents and other anesthesia team members for necessary lunch breaks

5. On Call duties on the assigned weeks, weekends and holidays

6. Attendance and participation in all educational activities

7. Any other assigned clinical, educational and administrative duties

Each morning, the resident is expected to check the operating room schedule to determine any changes in the assignment or timing of surgical procedures and all other additions or deletions.  Emergency cases from the night before may still be continuing, and a resident may be required to assume the anesthetic management of these cases or asked to prepare other anesthetic locations to accommodate changes in the schedule.  The residents assigned to the duties outside the O.R. are expected to be present at their respective working locations prior to the start of the operating schedule.  If a resident is unavoidably delayed, he or she must contact the department at the earliest opportunity by calling the Residency Coordinator, Andrelle Rondeno, and/or the senior resident on call, or chief resident.
Call:
While on call, the residents will be under the supervision of the staff anesthesiologist assigned to that unit.  The resident is responsible for presenting himself to the staff on call and notifying the staff of any patient interventions including consultations, preoperative assessments, emergency procedures, and/or for any other circumstance that may arise.  Residents will be assigned cases at the discretion of the staff anesthesiologist and the rotation of the OR case load.
While on Clinical Anesthesiology Rotations, senior residents may be required to take night call.  This may include both weekends and holidays.  Night call is an opportunity for the resident to manage emergent cases and get the experience of night duty.  Night call will consist of consecutive twelve hour shifts for 5 or 6 days known as “night-float”.  This will be assigned for one month duration. 
Residents will not administer anesthesia on the morning after being on “night-float”.  If an interesting procedure presents itself, it will be the option of the resident to stay over for the performance of the procedure (e.g., central line placement, fiberoptic intubations, etc.).  Faculty physicians will directly supervise residents in the performance of the procedure. The resident will be promptly relieved of duty after the procedure is performed.   
Policy for Supervision of Residents

Purpose:
To ensure the appropriate supervision of residents.
Policy:
The Program Director, designee, or the attending physician will delegate patient care responsibilities to residents commensurate with their level of training.
General Statements 
This training program will provide each resident with appropriate and adequate supervision for all patient care activities commensurate with an individual resident’s level of competence. The level of supervision is determined by the program faculty in accordance with the guidelines of the appropriate credentialing body (i.e. ACGME) and specialty boards.  The basic principles of supervision are patient safety, education, communication and documentation.   Resident supervision is to be documented appropriately and accurately in the patient record. 

The term “resident” refers to all graduate trainees (interns, fellows, residents) in the Anesthesiology Department.
Basic Principles of Supervision 
The faculty member is responsible for the care of the patient in all situations according to the relevant policies of the training site. 

Although gaining experience in performing procedures is an integral part of the education of the resident, procedures may be performed only by residents with the required knowledge, skill, and judgment, and under an appropriate level of supervision by faculty. 

Direct Supervision 
Direct supervision requires the physical presence of a faculty supervisor during the event or procedure. 

Indirect Supervision 
Indirect supervision allows semi-independent activity of an experienced resident and does not require the physical presence of the faculty member or supervisor during the procedure. *
*Faculty members must be readily available in person when needed (within minutes and in the same facility).
Supervision during Electives, Required Rotations & Consultations 
Residents on rotations/electives outside their “home” department will be supervised by faculty in the assigned “host” program. 

Any consultation by a resident who is on an elective or “off service” from a particular specialty must involve the faculty supervisor for the “host” specialty. 

Neither the University nor the Program Director is responsible for supervision of the resident during moonlighting or other clinical activities that are not related to the training program. 

Basic Principles of Documentation 
Resident supervision must be documented appropriately and accurately in the patient record. This principle covers documentation of the pre-operative, intra-operative, post-operative experience, procedural activities, continuing care notes, and consultations.

The following are acceptable forms of documentation by a faculty supervisor: 
· Signature and/or stamp of faculty’s name on all OR documents. 
· a faculty progress note. 

· a faculty’s addendum to a resident’s note. 

· co-signature of a resident’s note by the faculty. 

Responsibilities of the Residency Program 
Develop and maintain a resident supervision plan that provides for safe and effective patient care, educational needs of residents, and progressive responsibility that is appropriate to residents’ level of education, competence, and experience.  Patient care responsibilities are delegated by the Program Director, or by the attending faculty to residents commensurate with their level of training. 
The supervision plan must include, but is not limited to, the following: 

· a definition of the clinical responsibilities of each resident at each level of training. 

· a mechanism of providing feedback and program notification if either the member of the faculty or a resident identifies a problem with supervision.

· Ensure that residents have rapid and reliable systems for communicating with the supervising faculty (i.e. cell phones, OR issued phones, and beepers).

· Action to be taken if the supervising member of the faculty is unavailable or does not respond to attempts at communication. 

Responsibilities of the Resident 
· Be aware of and follow the program’s supervision plans.

· Patient care rendered by a resident physician may not be contrary to the management approved by the attending physician.

· All clinical procedures must have the prior approval of the attending physician.
· Request of supervision from the faculty member if asked to perform a procedure, when he or she has insufficient experience with the procedure and/or universal protocol, or when the procedure is beyond the level of skill of the resident. 

· If a resident is asked to perform a procedure for which he/she is not experienced, the resident should inform the faculty member or supervising resident that he/she is not experienced and request direct supervision. 

· Contact the faculty member or supervisor to secure appropriate approval needed for documentation in the medical record. 

· Follow the applicable policies and approval processes prior to engaging in any clinical activity. 

· Residents must write all orders for patients under their care with appropriate supervision by the attending physician.
Responsibilities of the Faculty 
· Request and maintain the appropriate level of privileges at each clinical site. 

· Document supervision. 

· When residents participate in the care of patients, the ultimate responsibility for the patient rests with the supervising member of the faculty.
· When the resident is receiving direct supervision, the supervising faculty member must be physically present during the procedure or event. 

· When a resident is receiving indirect supervision, the supervising faculty member must be immediately available to the resident in person, by telephone or pager, and able to be present within a reasonable period of time (minutes after contact), if needed. 
Generally, an attending can provide indirect supervision if: 

· the resident is experienced to perform the procedure. 

· a senior resident, who is experienced both to perform the procedure and supervise another resident is supervising clinical activity directly. 

· Recognize the signs of fatigue and sleep deprivation, and support residents in preventing and counteracting the negative effects that can impact patient care and learning. 

· Comply with the expectations and requirements of the hospitals for supervision and documentation of their activity. 

· Be aware of directly related GME policies, such as Duty Hours, Evaluation, and Counseling and Support Services. 
Progressive Responsibility: 

As one advances in the training program, residents will be given progressive responsibility for care of patients. The determination of a resident's ability to provide care to patients without a supervising physician present, or to act in a teaching capacity is based on the resident's clinical experience, judgment, knowledge, and technical skill.  Resident graded responsibilities for each level of training are described in the individual goals and objectives for each clinical rotation. 

Guidelines:   

CA-1 residents will not be allowed to act in any supervision role without the presence of the supervising faculty, except with the most basic of clinical skills, i.e. applying noninvasive monitoring such as blood pressure cuffs, EKG pads, and Pulse oximetry.    

CA-2 residents will be allowed to act in a limited supervision role regarding many noninvasive clinical skills and some advanced invasive skills i.e. intravenous lines, arterial lines, central venous lines, and regional techniques consisting of simple peripheral nerve blocks and simple regional blocks.
CA-3 residents will be allowed to act in a more advanced supervision role in regards to complex skills such as epidural and spinal blocks in difficult patients, PA catheter insertion, and peripheral nerve blocks requiring catheter placement.    

Ultimately, it is the decision of the supervising physician as to which activities the resident will be allowed to perform within the context of the assigned levels of responsibility; the level of supervision provided by supervising physicians to residents at various levels of training should be consistent with the requirement for progressively increasing resident responsibility during a residency program. 
Frequently Asked Questions: 
Can an experienced resident be a supervisor? 
Anticipated action or response
 A resident can function as a supervisor.   Residents who are in the last year of training can act as a supervisor, under the supervision umbrella of the attending.   *Faculty members must be readily available (within minutes) in person when needed.
What should a resident do, if he/she cannot determine the identity of or contact the supervising faculty member? 
Anticipated action or response 
A resident, who cannot contact or identify a supervising faculty member, should contact the chief resident, the site’s clinical director, or the hospital’s OR anesthesia director to request assistance. 

When the supervising faculty member signs out, what should a resident do, if he/she cannot locate the new faculty member? 
Anticipated action or response 
A resident who cannot locate the supervising faculty member, or someone who is covering for that person, should contact the chief resident, the site’s clinical director, or the hospital’s OR anesthesia director and request assistance. 
When a resident is asked to evaluate a patient in the emergency department on behalf of a consulting physician, who is the resident’s supervisor? 
Anticipated action or response 
In the Emergency Department, the resident’s supervisor is the attending physician who is being called in consultation (the faculty member who carries the “A” phone).   A consulting resident should speak with the supervising faculty member.  Ultimately, the decisions for care will be the responsibility of the Emergency Medicine Physician with the assistance and advice of the faculty member, who is supervising the resident’s activity. Direct communication between the Emergency Medicine physician and the consulting faculty member who is supervising the resident’s activity may be needed to provide a coordinated response. 
Resident Information

Resident E-mail

Residents will be assigned an LSUHSC email address.  This will be used to communicate vital information about the academic program, including changes to schedules and other information about general professional duties. Residents must check their LSUHSC email regularly to avoid missing important information. Residents MUST NOT forward their LSUHSC email to other accounts.  Residents will be held accountable for missing information sent out by the residency office if they do not use their LSUHSC address.
ID Cards

All residents will be issued an LSUHSC ID badge at resident orientation.  This badge must be worn at all hospital practice facilities.  This card allows access to buildings on the main LSUHSC campus, access to check out books at the Health Sciences Library and is used for identification purposes.
Pagers
Residents are issued personal pagers which they keep as they rotate between hospitals.  Resident pagers are provided and managed by the Office of Graduate Medical Education.  Pagers will be distributed at the beginning of the PGY-1year.  Residents are responsible for making sure their pagers are functional. Should a resident have a problem with his/her pager, the resident should contact the Program Coordinator (Kim Cannon) at the Office of Graduate medical Education, located at 2020 Gravier St., 6th floor, Room 619.  Please contact her at (504) 568-2468 if you have any questions.  Residents taking call from home MUST make sure their pagers are functional if they are away from their home or the hospital.  Certain rotations / hospitals have their own call pagers.  These will be collected at the time the resident takes call.  Failure to answer a page when on call is viewed as serious professional misconduct.  Pagers must be handed in at the end of the residency.
Parking

Check with the Anesthesiology administrative office on details for the individual hospitals.  The LSUHSC Parking Office is located in the CSRB, Room 265, 533 Bolivar Street.  Hours of operation are 8:00 am - 4:30 pm (M-F). Annual resident/fellow fees for parking at LSUHSC are $220. Please contact the parking office at (504) 568-4884 for additional information on separate fees.  
Parking Registration Requirements include a memo provided by Andrelle Rondeno from the administrative department of anesthesiology, vehicle registration with license number or temporary plate number (may be a photocopy), LSU ID, completed LSU Health Sciences Center parking form, $20.00 cash/check for gate card for every new registrant, and payroll deduction form for individuals receiving regular paychecks from LSUHSC.  No credit cards will be accepted.
Failure to comply with the above or illegal use of parking materials may result in penalties and/or loss of parking privileges.
Mail

Residents’ mail will be placed in the resident mail box, which is located in the resident library.  Check your mail regularly as it may contain articles and other pertinent information which you may be responsible for. 
Resident Contact Information

Residents are required to inform the Department of Anesthesiology of their pager numbers, home address and telephone number. This information is required so that residents can be contacted in case of an emergency and is kept confidential.  This information will only be available to other members of the Department of Anesthesiology. Residents are required to inform the resident administrative offices immediately of any changes to this information.

Advanced Cardiac Life Support (ACLS)

All residents must be certified providers of advanced cardiac life support; certification needs to be renewed every 2 years. ACLS courses are offered through LSU yearly. Please contact Andrelle Rondeno regarding the ACLS schedule.
Fatigue Education
The LSUHSC-N.O. Anesthesia residency program provides mandatory education for all residents on the recognition and avoidance of excessive fatigue. There will be a Grand Rounds presentation discussing sleep fatigue and how to recognize this. A core curriculum web-based module has also been developed by our institutional Graduate Medical Education (GME) office that is required for all residents to complete at the beginning of each academic year. 

(Please refer to the Resident Fatigue/Stress policy in manual)
Monthly Call Schedules

Monthly call schedules will be distributed to all personnel via e-mail as well as posted in the resident, main anesthesia office, and the University Hospital anesthesia office.
Medical School Library

The main LSUHSC John P. Ische library is located on the third floor of the Library, Administration and Resource Center.  The department’s anesthesia library of books and pertinent journals is located on the 6th floor of the LSU Medical School building at 1542 Tulane Avenue, room 652.  Reference materials are for the entire department’s use and should be returned promptly.  All books and journals should be checked out with the Residency Coordinator.
Resident Advisors

All residents will be assigned to an advisor / mentor. Advisors are members of the faculty who volunteer to participate in this interaction. Residents are invited to confer with their advisors on a regular basis and for any matters either personal or academic where the advisor's experience or guidance might be of use.  The ACGME mandates that each resident have a face-to-face meeting with the Program Director (or his/her representative) at least twice a year.  To meet this requirement, the resident and his/her advisor should also meet to discuss progress.  The resident portfolios will form the basis for the semi-annual meetings between residents and their advisors. Advisor-advisee assignments are made at the beginning of the CA-1 year; allocations attempt to take into account residents’ individual interests. Either party can change advisor/ advisee allocations by contacting the Program Director. 

All new CA-1s must arrange to meet with their advisor within the first month of the residency. 
	Rotation Directors 

	
	

	Rotation Director
	MCLNO

	Lissauer & Riopelle
	General Anesthesia

	Viswanathan
	PACU

	Kaye
	Acute Pain

	Kaye & Gould
	Chronic Pain

	Shah
	Pre-Op

	Diaz and Hunt
	Critical Care

	Padnos 
	Cardiothoracic

	Johnson
	Trauma

	Mancuso
	Neuro

	
	

	
	OMC-K

	Riopelle
	General Anesthesia

	Rubin
	Obstetrics

	Flower
	Regional

	
	

	
	

	
	Children's

	John Heaton
	Pediatrics

	
	

	
	Our Lady of the Lake

	Kate Harrington
	Cardiothoracic

	Danny Butler
	Neuroanesthesia

	
	Regional

	
	

	
	Ochsner Med Center

	Don Ganier
	Transplants

	
	

	
	VA Medical Center

	Jeff Baker
	Chronic Pain

	
	

	Kaye & Wyche
	Research


Residents’ Clinical Rotation Schedule

· The resident rotation schedule will be distributed in June of the preceding academic year.

· The rotation schedule is final.  There will be no changes made without permission of the Program Director.

INTERN ROTATION SCHEDULE
2011-2012
PGY-1

Interim LSU Hospital

	 
	July
	August
	September
	October
	November
	December
	January
	February
	March
	April
	May
	June

	Gregory Bordelon
	CARDS
	ICU
	WARD
	RENAL
	WARD
	TICU
	ER
	AMBULATORY
	WARD
	ANESTHESIA
	PULM
	WARD

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	July
	August
	September
	October
	November
	December
	January
	February
	March
	April
	May
	June

	Lynley 
Leithead
	AMBULATORY
	WARD
	CARDS
	ER
	WARD
	ICU
	RENAL
	WARD
	PULM
	WARD
	TICU
	ANESTHESIA

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	July
	August
	September
	October
	November
	December
	January
	February
	March
	April
	May
	June

	Moises Sidransky
	WARD
	TICU
	RENAL
	CARDS
	ER
	WARD
	ICU
	PULM
	AMBULATORY
	WARD
	ANESTHESIA
	WARD

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	July
	August
	September
	October
	November
	December
	January
	February
	March
	April
	May
	June

	Valeriy Kozmenko
	WARD
	ER
	WARD
	TICU
	CARDS
	ANESTHESIA
	 
	 
	 
	 
	 
	 


RESIDENT ROTATION SCHEDULE
2011-2012

	Name
	July-11
	Aug-11
	Sept-11
	Oct-11
	Nov-11
	Dec-11
	Jan-12
	Feb-12
	Mar-12
	Apr-12
	May-12
	Jun-12

	

	Ellender, Ryan

CA-3
	ANES 3
UH
	OB 

OMC-K
	Thoracic
OLOL
	Regional
OLOL
	ANES 3

OMC-K
	RES
UH
	NEURO

UH
	C. Pain
VA
	TRANSP

OCH
	CT
UH
	PEDS

CH
	PEDS

CH

	Hymel, Brad

CA-3
	ANES 3
UH
	Thoracic
OLOL
	Regional
OLOL
	OB
OMC-K
	RES
UH
	C. Pain

VA
	TRANSP

OCH
	NEURO
UH
	PEDS

CH
	PEDS

CH
	ANES 3
OMC-K
	CT
UH

	Nguyen, Viet

CA-3
	ANES 3
UH
	CT
UH
	PEDS

CH
	PEDS
CH
	NEURO

UH
	OB
OMC-K
	ANES 3
OMC-K
	TRANSP

OCH
	C. Pain
VA
	RES
UH
	Thoracic
OLOL
	Regional
OLOL

	Bhatt, Neil

CA-2
	PEDS

CH
	PEDS
CH
	ANES 2
UH
	ANES 2
UH
	NEURO

UH
	CT
UH
	CT
OLOL
	NEURO

OLOL
	PACU/AP
UH
	C. Pain
VA
	ANES 2
UH
	REG
OMC-K

	Tran, Lien

CA-2
	PACU/AP
UH
	ANES 2
UH
	REG
OMC-K
	CT
UH
	CT
OLOL
	NEURO

OLOL
	PEDS

CH
	PEDS

CH
	NEURO

UH
	ANES 2
UH
	C. Pain
VA
	ANES 2
UH

	Tsai, Sanyo

CA-2
	REG
OMC-K
	PACU/AP
UH
	ANES 2
UH
	ANES 2
UH
	PEDS

CH
	PEDS

CH
	NEURO

UH
	CT
UH
	CT
OLOL
	NEURO

OLOL
	ANES 2
UH
	C. Pain
VA

	Broussard, Adam

CA-1
	ANES 1
UH
	ANES 1
UH
	PACU/AP
UH
	ANES 1
UH
	PRE-OP
UH
	ANES 1
UH
	C. Pain
UH
	OB
OMC-K
	ANES 1
UH
	ANES 1
UH
	TICU
UH
	OB
OMC-K

	Copponex, Keri

CA-1
	ANES 1
UH
	ANES 1
UH
	ANES 1
UH
	PRE-OP
UH
	ANES 1
UH
	TICU
UH
	OB
OMC-K
	PACU/AP
UH
	ANES 1
UH
	OB
OMC-K
	C. Pain
UH
	ANES 1
UH

	Landry, Jared

CA-1
	ANES 1
UH
	PRE-OP
UH
	ANES 1
UH
	PACU/AP
UH
	OB
OMC-K
	ANES 1
UH
	TICU
UH
	ANES 1
UH
	OB
OMC-K
	C. Pain
UH
	ANES 1
UH
	ANES 1
UH

	Kozmenko, V

CA-1
	
	
	
	
	
	
	ANES 1
UH
	ANES 1
UH
	ANES 1
UH
	PRE-OP
UH
	ANES 1
UH
	TICU
UH


Rev. 06/27- replaced GA to Neuro for CA 3’s.

Resident Selection Criteria and Process

Purpose:
To establish guidelines in selecting applicants to LSUHSC residency program

Policy:
Applicants will be selected that fulfill the institutional criteria, the accrediting agencies guidelines and fulfill the State of Louisiana Requirements for Licensing.

Procedure

1. Selection Process

The Program Director, Department Chair, Residency Coordinator, additional senior faculty and/or residents may screen all applications and consider candidates for interview based upon the documentation provided.  Invitations to interview will be made on a rolling basis as applications are reviewed from ERAS.


Specific Criteria for selection include the following:

· All applications for the NRMP must be made through ERAS (the electronic Residency Applications System) by December 1st before the Match.

· Curriculum Vitae

· Must have graduated or will have graduated from an Accredited US Medical School or medical school accredited by the ACGME.

· Have satisfactory medical school grades.

· Passed USMLE Part 1, 2 and attained a minimum score > 200 sent from the NBME.

· Passed USMLE CSE exam (Official transcript sent from the NBME).

· Have a minimum of 3 letters of recommendation.  If possible we like to see letters from the Anesthesia Chair or Program Director from their medical school anesthesia rotation. 

· Dean’s MSP letter.

· Personal Statement

· Official Medical School transcripts

· Scanned Photograph

Foreign Medical School candidates, the following criteria are:

· Have Passed USMLE parts 1, 2, 3, and CSE with no failures and must have attained a score > 210 on any attempt.

· Have passed the USMLE English Language test.

· If applying for the Advanced Program, a US internship is required.

· Have satisfactory letters of recommendation, including letters from the internship.

· Have no failing grades in Medical school.

· LSU will only sponsor J-1 visas.

· Year of graduation from medical school will also be considered.

2. Invitation to Interview

Resident candidates selected from the application pool are then invited to interview in person.

· The department sponsors 4 interview days in the fall/winter.

· Candidates attending the interview day are interviewed by four Anesthesia Department faculty members one of who is the Chair and /or Program Director.  

· Candidates are given a 20-minute interview with each of the faculty.

· Candidates are evaluated using a scoring system with various categories:  Overall academic performance, Quality of Dean’s letter, Quality of Recommendation letters, Leadership, ability/potential, interpersonal skills/qualities, and Character/personality traits.  

· Candidates are also given a hospital tour by current anesthesia residents, and are encouraged to speak directly to these residents regarding the program.

3. Final Selection

· The faculty interview scores are then averaged and candidates are ranked accordingly for the NRMP

· For resident candidates outside of the NRMP, applicants are invited according to the above policy and they are interviewed in the same manner.  Candidates may be offered positions outside of the match based upon this interview process. 

Moonlighting Policy

Moonlighting is defined as employment as a physician outside of the scope of the Residency Program.

Policy:
Moonlighting is NOT required and is strongly discouraged by the program.  

Procedure


1. Approval of any and all moonlighting is entirely at the discretion of the Anesthesiology Program Director.  

2. Only residents who have successfully completed 16 months of training, passed USMLE Part 3, and have proof of medical licensure in LA in their file are eligible for moonlighting.  

3. Residents must be in good standing, and have excellent evaluations documented in all rotations.

4. Any evidence of fatigue or interference with the ability of the resident to perform duties of the program will result in immediate termination of all moonlighting privileges.

5. Call schedules will not be modified to accommodate moonlighting.

6. No moonlighting will be allowed during the TICU rotations.

7. Temporary MCLNO DEA numbers must never be used outside the MCLNO system.   Inappropriate use may result in arrest, fines and disciplinary action.  

8. Residents with J-1 visas are not allowed to moonlight.

*Residents must have written approval by the Program Director and the Department Chair.  A written Moonlighting Approval Form must be filled out and signed by all parties. 
Remember:
1. Moonlighting must not interfere with the ability of the resident to achieve the goals and objectives of the educational program.

2. Internal moonlighting must be considered part of the 80-hour weekly limit on duty hours.

3. All moonlighting must be tracked in New Innovations.  All internal and external moonlighting must be counted as part of the 80 hour maximum weekly hour limit.  Residents who schedule moonlighting resulting in violation of the 80 hour rule will be subject to disciplinary action including but not limited to loss of moonlighting privileges.
Moonlighting Approval Form


Resident’s Name:

Duration of Moonlighting Service:

Location of Services:

Time commitment (hours per week):

Medical license number:

DEA Number:

Proof of Malpractice Insurance (Copy):

Resident’s Signature________________________________

Program Director’s Signature_________________________

Department Chair Signature__________________________

Date_____________________________________________
Anesthesiology House Staff Duty Hours

Purpose: To establish policies regarding work hours for our graduate medical education training programs.
Duty Hours and Supervision Policy

The anesthesiology program adopts the ACGME Duty Hours and Supervision Requirements that are summarized below:
Maximum House of Work per Week
Duty hours must be limited to 80 hours per week, averaged over a four week period, inclusive of all in-house call activities and all moonlighting.
Mandatory Time Free of Duty
Duty periods of PGY-1 residents must not exceed 16 hours in duration.

Duty periods of PGY-2 residents and above may be scheduled to a maximum of 24 hours of continuous duty in the hospital.  Programs must encourage residents to use alertness management strategies in the context of patient care responsibilities.  Strategic napping, especially after 16 hours of continuous duty and between the hours of 10:00 p.m. and 8:00 a.m., is strongly suggested.
It is essential for patient safety and resident education that effective transitions in care occur.  Residents may be allowed to remain on-site in order to accomplish these tasks; however, this period of time must be no longer than an additional four hours.
Residents must not be assigned additional clinical responsibilities after 24 hours of continuous in-house duty.

In unusual circumstances, residents, on their own initiative, may remain beyond their scheduled period of duty to continue to provide care to a single patient.  Justifications for such extensions of duty are limited to reasons of required continuity for a severely ill or unstable patient, academic importance of the events transpiring, or humanistic attention to the needs of a patient or family.
Under those circumstances, the resident must:

Appropriately hand over the care of all other patients to the team responsible for their continuing care; and,

Document the reasons for remaining to care for the patient in question and submit that documentation in every circumstance to the program director.

The program director must review each submission of additional service, and track both individual resident and program-wide episodes of additional duty.

Minimum Time Off between Scheduled Duty Periods

PGY-1 resident should have 10 hours, and must have eight hours, free of duty between scheduled duty periods.
Intermediate-level residents (as defined by the Review Committee) should have 10 hours free of duty, and must have eight hours between scheduled duty periods.  They must have at least 14 hours free of duty after 24 hours of in-house duty.
Residents in the final years of education (as defined by the Review Committee) must be prepared to enter the unsupervised practice of medicine and care for patients over irregular or extended periods.

This preparation must occur within the context of the 80-hour, maximum duty period length, and one-day-off-in seven standards.  While it is desirable that residents in their final years of education have eight hours free of duty between scheduled duty periods, there may be circumstances (as defined by the Review Committee) when these residents must stay on duty to care for their patients or return to the hospital with fewer than eight hours free of duty.
Circumstances or return-to-hospital activities with fewer than eight hours away from the hospital by residents in their final years of education must be monitored by the program director.

Maximum Frequency of In-House Night Float
Residents must not be scheduled for more than six consecutive nights of night float.  (The maximum number of consecutive weeks of night float, and maximum number of months of night float per year may be further specified by the Review Committee.)
Maximum In-House On-Call Frequency

PGY-2 residents and above must be scheduled for in-house call no more frequently than every-third-night (when averaged over a four-week period.)
At-Home Call

Time spent in the hospital by residents on at-home call must count towards the 80-hours maximum weekly hour limit.  The frequency of at-home call is not subject to the every-third-night limitation, but must satisfy the requirement for one-day-in-seven free of duty, when averaged over four weeks.

At-home call must not be as frequent or taxing as to preclude rest or reasonable personal time for each resident.

Residents are permitted to return to the hospital while on at-home call to care for new or established patients.  Each episode of this type of care, while it must be included in the 80-hour weekly maximum, will not initiate a new “off-duty period.”

Tracking Duty Hours

Anesthesiology residents are required to use the Duty Hours Module in New Innovations website to document their work hours. This is an important program requirement and residents will have their compliance for duty hour completion monitored. Residents will be required to record hours worked weekly. Residents will also be required to update New Innovations to take their vacation time into account.

Residents will receive regular reminders that they must verify their work hours in New Innovations. If residents experience difficulties with the system they should contact Andrelle Rondeno, Residency Coordinator for assistance. Those who fail to log duty hours or log erroneous duty hours are subject to disciplinary action.  Concerns that duty hours are being exceeded must be addressed to the Program Director immediately.
The requirement to update work hours is considered part of the professional responsibility a resident has towards the operational aspects of the anesthesiology residency program.

Duty Schedules and Call Requests 

Residency Coordinator Andrelle Rondeno will work with the chief resident to prepare the duty/on-call schedule for all hospital practice locations.  Call requests will be due ten weeks before the start of the rotation.  For example:  March 15th would be the cutoff date for the June schedule.  This will allow for time to complete the schedules and distribute them approximately one month prior to the start of the rotation.
Resident Fatigue and/or Stress 

Purpose 
Symptoms of fatigue and/or stress are normal and expected to occur periodically with the resident population, just as it would in other professional settings. Not unexpectedly, residents may on occasion, experience some effects of inadequate sleep and/or stress. 
Recognition of Resident Excess Fatigue and/or Stress 
Signs and symptoms of resident fatigue and/or stress may include but are not limited to the following: 

- Inattentiveness to details 

- Forgetfulness 

- Emotional liability 

- Mood swings 

- Increased conflicts with others 

- Lack or attention to proper attire or hygiene 

- Difficulty with novel tasks and multitasking 

- Awareness is impaired (fall back on rote memory) 

Response 
The demonstration of resident excess fatigue and/or stress may occur in patient care settings or in non-patient care settings such as lectures and conferences. In patient care settings, patient safety, as well as the personal safety and well-being of the resident, mandates implementation of an immediate and a proper response sequence. In non-patient care settings, responses may vary depending on the severity of and the demeanor of the resident’s appearance and perceived condition. The following is intended as a general guideline for those recognizing or observing excessive resident fatigue and/or stress in either setting.
Patient Care Settings

• Attending Clinician: 
1. In the interest of patient and resident safety, the recognition that a resident is demonstrating evidence for excess fatigue and/or stress requires the attending or 
supervising resident to consider immediate release of the resident from any further patient care responsibilities at the time of recognition. 

2. The attending clinician or supervising resident should privately discuss his/her opinion with the resident, attempt to identify the reason for excess fatigue and/or stress, and estimate the amount of rest that will be required to alleviate the situation. 

3. The attending clinician must attempt, in all circumstances without exception, to notify the chief/supervising resident on-call, program director or department chair, respectively, depending on the ability to contact one of these individuals, of the decision to release the resident from further patient care responsibilities at that time. 

4. If excess fatigue is the issue, the attending clinician must advise the resident to rest for a period that is adequate to relieve the fatigue before operating a motorized vehicle. This may mean that the resident should first go to the on-call room for a sleep interval no less than 30 minutes. The resident may also be advised to consider calling someone to provide transportation home. 

5. The attending should notify the on-call hospital administrator for further documentation of advice given to the resident removed from duty. 

6. If stress is the issue, the attending upon privately counseling the resident, may opt to take immediate action to alleviate the stress. If, in the opinion of the attending, the resident stress has the potential to negatively affect patient safety, the attending must immediately release the resident from further patient care responsibilities at that time. In the event of a decision to release the resident from further patient care activity; notification of program administrative personnel shall include the chief/supervising resident on-call, program director or department chair, respectively, depending on the ability to contact one of these individuals. 

7. A resident who has been released from further immediate patient care because of excess fatigue and/or stress cannot appeal the decision to the responding attending. 

8. A resident who has been released from patient care cannot resume patient care duties without permission of the program director or chair when applicable. 
• Allied Health Care Personnel 
Allied health care professionals in patient service areas will be instructed to report observations of apparent resident excess fatigue and/or stress to the observer’s immediate supervisor who will then be responsible for reporting the observation to the respective program director. 

• Residents 
1. Residents who perceive that they are manifesting excess fatigue and/or stress have the professional responsibility to immediately notify the attending clinician, the chief resident, and the program director without fear of reprisal. 

2. Residents recognizing resident fatigue and/or stress in fellow residents should report their observations and concerns immediately to the attending physician, the chief resident, and/or the program director. 
Program Director
1. Following removal of a resident from duty, in association with the chief resident, determine the need for an immediate adjustment in duty assignments for remaining residents in the program. 

2. Subsequently, the program director will review the resident’s call schedules, work hour time cards, extent of patient care responsibilities, any known personal problems, and stresses contributing to this for the resident. 

3. The program director will notify the departmental chair and/or rotation director of the rotation in question to discuss methods to reduce resident fatigue. 

4. In matters of resident stress, the program director will meet with the resident personally as soon as can be arranged. If counseling by the program director is judged to be insufficient, the program director will refer the resident to the LSUHSC Campus/Employee Assistance Program (C/EAP).  This is a free service provided by LSU Health Sciences Center to assist faculty, staff, residents and students in the resolution of personal problems. All services are confidential, and all client records are limited to C/EAP staff.  The phone number is 568-8888.

5.  Feedback from the C/EAP staff to the Program Director will be obtained.  
6. If extended periods of release from duty assignments exceed requirements for completion of training, this must be made up to meet RRC training guidelines. 

Non-Patient Care Settings 
If residents are observed to show signs of fatigue and/or stress in non-patient care settings, the program director should follow the program director procedure outline above for the patient care setting.
Pocket Cards are posted in the anesthesia office (see below):

Fatigue Mitigation, Alertness Management 
1. Warning Signs
    a. Falling asleep at Conference/Rounds

b. Restless, Irritable w/ Staff, Colleagues, Family


c. Rechecking your work constantly


d. Difficulty Focusing on Care of the Patient


e. Feeling Like you “Just Don’t Care”


f.  Never drive while drowsy


2. SLEEP STRATEGIES FOR HOUSESTAFF


     a. Pre-call Residents 


1.  Don’t start Call w/a SLEEP DEFICIT - GET 7-9 ° of sleep


2.  Avoid Heavy Meals / exercise w/in 3° of sleep


3.  Avoid Stimulants to keep you up


4.  Avoid ETOH to help you sleep


     b. ON Call Residents


1.  Tell Chief/PD/Faculty, if too sleepy to work!


2.  Nap whenever you can á > 30 min or < 2°)


3.  BEST Circadian Window 2PM-5PM & 2AM-5AM 


4.  AVOID Heavy Meal


5.  Strategic Consumption of Coffee (t ½  3-7 hours)


6.  Know your own alertness/Sleep Pattern!


     c. Post Call Residents


1.  Lowest Alertness 6 AM–11AM after being up all night 


2.  Full Recovery from Sleep Deficit takes 2 nights


3.  Take 20 min. nap or Cup Coffee 30 min before driving

Policy for Probation, Suspension, and Dismissal of Residents

Purpose:
To establish guidelines for probation/suspension of residents.


Policy:
Residents who are not performing satisfactorily based on the standards and evaluation procedures of this program must be immediately notified and a written plan of correction developed. 

Procedure


The evaluation of the residents will be based on the 6 core competencies as required by the ACGME.  Each resident receives a written summative evaluation during the conclusion of each rotation. Semi-annual evaluations are provided by the faculty advisor and Program Director. If the resident is not in compliance, corrective actions will be applied.


In addition, requirements of the residency include meeting all deadlines and demonstrating a professional attitude.  All faculty and ancillary staff members may provide feedback to the residency director regarding timelines and professionalism.  Failure to comply with suggested recommendations through the recommendations of the Clinical Competency Committee will result in disciplinary action. 
Corrective actions may include:


1. Special assignments, direct supervision, repeating a rotation, or in severe cases, probation.  

2. The Program Director must specify a plan that is specific and include measureable objectives for the resident in question.

PROBATION


1. Initial Probation:  If after documented counseling and implementation of a corrective action plan is initiated, and a resident fails to perform at an adequate level of competence, demonstrates unprofessional or unethical behavior, engages in misconduct, or otherwise fails to fulfill the responsibilities of the program, the resident will be placed on probation by the Program Director.  The Program Director will act under the recommendations of the Clinical Competency Committee.  Residents are entitled to a full hearing that includes the Residency Program Director, the Resident’s Advisor, and the Departmental Chair, if deemed appropriate.  The resident must be informed in person of this decision and must be provided with a probation document which includes the following:
· A statement of the grounds for probation, including identified deficiencies or problem behaviors
· The duration of probation which, ordinarily, will be at least 1 month
· A plan for remediation and criteria by which successful remediation will be judged
· Notice that failure to meet the conditions of probation could result in extended probation, additional training time ,and/or suspension or dismissal from the program during or at the conclusion of the probationary period 

· Written acknowledgement by the resident of the receipt of the probation document.

2. Extended Probation:  The status of a resident on probation should be evaluated every month.  If at the end of the initial period of probation, the resident’s performance remains unsatisfactory, probation either may be extended in accordance with the above guidelines or the resident may be suspended or dismissed from the program.

SUSPENSION
A resident may be suspended from clinical activities by the Residency Program Director, based on recommendations of the Clinical Competency Committee.   This action may be taken in any situation in which continuation of clinical activities by the resident is deemed potentially detrimental or threatening to LSUHSC operation, including by not limited to patient safety or the quality of patient care, and/or a suspension of loss of licensure. Program suspension may be imposed for program-related conduct that is deemed to be grossly unprofessional, incompetent, erratic, potentially criminal, or that is threatening to the well-being of patients, other residents, faculty, staff, or the resident. Unless otherwise directed, a resident suspended from clinical activities may participate in other program activities.  A decision involving suspension of a resident must be reviewed within 3 working days by the Department Chair to determine if the resident may return to clinical activities and / or whether further action is warranted.  Suspension may be with or without pay at the discretion of institution officials.  

Dismissal of Residents

Purpose:
To establish guidelines for the dismissal of residents.

Policy:
Residents may be dismissed for just cause in which case they have the right to invoke an appeals process.

Procedure

1. Dismissal may be considered for residents who fail to be removed from probation or are judged to unsuccessfully complete a plan of correction for unsatisfactory evaluations (remediation plan).

2. Prior to dismissing residents, the program must verify that the resident was notified in writing of their performance problems, given the opportunity to remediate their deficiencies, and provide feedback on their efforts except in the circumstances described below.

3. The DIO of the GME Office must be contacted prior to a resident dismissal.

4. A resident that is dismissed must be notified in writing and must be provided with a written copy of the Appeals Process Policy at the time of dismissal.

Automatic dismissal may be considered for:  

· Misrepresentation of facts or falsification of employment documents

· Conviction of a felony while enrolled in the residency program

· Failure to comply with or satisfactorily complete terms outlined in the LSU institutional policies (i.e. impaired physician policy)

· Failure to comply with the bylaws and applicable rules, regulations, and procedures at each LSUHSC affiliated hospitals as outlined in the employment agreement.

Dismissal During or at the Conclusion of Probation: 

· Probationary status in a residency program constitutes notification to the resident that dismissal from the program can occur at any time during or at the conclusion of probation. 

· The resident must be notified in writing of the reason for and terms of suspension and dismissal, have the opportunity to respond to the action before the dismissal is effective, and are given a copy of the GME Appeals Process.  

· Prior to the dismissal, the Graduate Medical Education office must be notified of any dismissal of any resident during or at the conclusion of a probationary period. 

Evaluation of Residents

Purpose:
To assure that the performance and progress of residents is monitored and appropriate feedback is given to them.

Policy:
Residents will be evaluated and the results of these evaluations will be discussed with them by the Program Director or designee a minimum of twice a year.

Procedure

1. The performance of residents during each rotation will be evaluated in written form by the rotation director and/or faculty member who worked closely with the resident.  Areas of evaluation include, but are not limited to, patient care, medical knowledge, practice-based learning, interpersonal and communication skills, professionalism and system-based practice (6 core competencies).  The rotation director, and/or faculty member will send a written evaluation to the Program Director on the computer system “New Innovations”, and/or through hand delivery on paper.   It will be collected and reviewed. 

2.  In addition, a semi-annual (sixth month) evaluation will be filled out by the resident’s appointed Resident Advisor.  At this time, the Program Director and resident will meet to discuss the progress/performance of the resident. The residents Advisor may also be in attendance if needed. The results of the summary will be provided in writing for the resident to review.  

3. Additional evaluations of a resident’s performance may be obtained from peers, medical students, and/or allied health personnel, and patients.

4. The Program Director must provide a final written evaluation for each resident who completes the program.  The summative evaluation must include a review of the resident’s performance during the final period of education, and should verify that the resident has demonstrated sufficient professional ability to practice competently and independently.  The final evaluation must be part of the resident’s permanent record.



All evaluations and semi-annual summaries, as well as the results of any examinations or other written performance assessment, must be maintained by the Program in the resident’s permanent file. 

Promotion of Residents

Purpose:
To establish a procedure for the promotion of residents.
Policy:
Resident physicians may be promoted to the following year if their performance indicates their ability to perform at the higher level.
Procedure

1. The Program Director’s role is to act as an advocate for the resident. 
2. The Clinical Competency Committee will ultimately recommend and be responsible for the decision of resident promotion.

3. The Program Director will obtain, from, the faculty as well as from other pertinent sources and /or relevant committees, information on the performance of each resident regarding promotion.

4. The Program Director will also take into account the appropriate guidelines set by the Accreditation Council for Graduate Medical Education, the Resident Review Committee, institutional guidelines, specialty board guidelines, institutional resources, and program guidelines in making the decision.

5. Program Guidelines are defined on the attached lists. 

6. The Program Director may offer a resident additional time in any give Post Graduate Year prior to considering promotion of said resident.  The added time would be used to allow the resident to achieve the required level of proficiency for promotion.  A resident accepting this condition should be given a summary of deficiencies, a delineation of the remediation program and the criteria for advancement.

7. In instances where a resident’s current agreement is not going to be renewed, i.e. the resident is not being promoted, the Program Director will provide the resident with a written notice of intent not to renew no later than four months prior to the end of the resident’s current agreement.  If the primary reason(s) for the non-renewal occur within the four months prior to the end of the agreement, the Program Director will provide the resident with as much written notice of the intent not to renew as the circumstances will reasonably allow prior to the end of the agreement.  A resident that has received a written notice of intent not to renew his/her agreement may enact their right to the Appeals Process following the institutional guidelines set forth by LSU.

Program Guidelines for Promotion

By the end of the PGY-2 (CA-1) Year:  
1. Proficient in pre-anesthetic assessment, preoperative preparation and medication, intra-operative management and post-anesthetic care of patients with a variety of medical conditions presenting for minor to moderately complex surgical procedures.

2. Develop a working knowledge of physiology, pharmacology, equipment, medicine and surgery in order to provide safe and effective anesthesia for uncomplicated and minimally complicated patients presenting for minor to moderately complex surgical procedures.

3. Ability to evaluate, clinically investigate and counsel a patient who is to undergo anesthesia.

4. Demonstrate the ability to transfer the care of a patient in the immediate postoperative period and understand and manage the problems that may occur in this period. 

5. Demonstrate an understanding of the management of patients in the surgical intensive care unit.

6. Describe how to care for patients suffering from acute postoperative pain .

By the end of the PGY-3 (CA-2) Year:
1. Competent in pre-anesthetic assessment, preoperative preparation and medication, intra-operative management, and post-anesthetic care of patients in a number of subspecialties:

· Cardiothoracic anesthesia

· Neuroanesthesia

· Obstetric Anesthesia

· Pediatric Anesthesia

· Regional Anesthesia

2. Demonstrate advanced technical skills

3. Demonstrate competence in the anesthesia specialties of intensive care and pain management.

By the end of the PGY-4 (CA-3) Year:
1. Develop a knowledge base of the physiological manifestations of rare disease and their effects on pharmacology and anesthesia management.

2. Develop proficiency in the preoperative assessment, preoperative preparation and medication, intra-operative management, and post-surgical care of patients with complicated multi-system medical conditions and patients presenting for complex surgery.

3. Become proficient in advanced anesthesia skills including use of complex monitoring systems and invasive monitors.

4. Become proficient in the management of uncontrolled anesthesia situations.

5. Become proficient in the management of intra-operative resources and take a leadership role among nurses, anesthesia technicians, and ancillary personnel

6. Describe the steps taken in search and selection of future employment.
7. Demonstrate sufficient competencies to enter practice without direct supervision.
Promotion Measures Leading to a Remediation Plan
Patient Care:

· Resident must receive an average score on all evaluations related to patient care (360evals, monthly, semiannual, annual review).

Medical Knowledge:  

· In-Service Exam:

Residents will be placed on a reading/study remediation program if scores <25th percentile. 
· Oral Board Evaluation:

PGY1  Do not have to pass 

PGY2  Must meet expectations of examiner at their training level

PGY3  Must meet expectations of examiner at their training level

PGY4  Must meet expectations of examiner at their training level

· Simulator:

Resident must receive average score on all evaluations

· Scheduled lectures:

PGY2 must score at least 60% on post test given every Wednesdays

PGY3 must score at least 70% on post test given every Wednesdays

PGY4 must score at least 80% on post test given every Wednesdays

Practice-based Learning and Improvement: 
· Resident must achieve an average score on all evaluations related to Practice-Based learning and Improvement including Medical Student evaluations and Nursing evaluations.

· Journal Club/Morbidity and Mortality/Grand Rounds 

Residents must be prepared to discuss assigned topics, have good evaluations, and attend 80% of conferences.

· Individual learning Plan

Residents must submit their own goals and learning plan and incorporate information technology if they fall below an average score on evaluations.

Interpersonal and Communication Skills:

· Residents must achieve an average score on all evaluations regarding interpersonal and communication skills.
· Simulator:

Residents must work in a team environment and achieve an average score related to communication skills.
· Individual learning Plan

Residents must submit their own goals and learning plan on how they will achieve better skills if they fall below an average score on evaluations.

Professionalism:
· CONFERENCE ATTENDANCE IS MANDATORY!
Only exceptions are scheduled vacations, post call during Ward, TICU and ER months, or excused absences by Program Director.  Attendance will be taken.  Wednesday is a work day.  If you are absent, a vacation day will be docked from your allotted time.  You will not be excused due to a doctor’s appointment.  (Please see LSU’s HO manual for excused absences)
· Duty Hours and Case logs:

Duty hours entered and completed in a timely fashion (weekly).
· Monthly Rotations:

Residents must be on time for all daily assignments.  Late attendance will not be tolerated.
· Monthly Evaluations:
Residents must complete their monthly rotation evaluations within the last week of their rotation. 
·  Individual learning Plan

Residents must submit their own goals and learning plan on how they will achieve better skills in regards to timely input of duty hours and case logs, as well as completion of all evaluations if they fall below an average score on evaluations.

Systems-based Practice:

· Chart review (over 6 mo. period to assess pre-op, intra-op, and post-op forms): 
Resident should have 100% of items complete.

· Pharmacy Review

Resident must be 100% compliant with narcotics handling and wastage.  No tolerance of incomplete record keeping when dealing with controlled substances will be accepted.  
· Cost-effective Health Care 

Demonstrates conscious effort to curb cost while not compromising patient care by writing review, or designing study to address problem.
2011-2012 Core Curriculum
Please see Instructions for taking mandatory Core Curriculum modules in New Innovations below: 
The 2011-2012 Core Curriculum modules available within New Innovations are as follows:

	Title
	PGY

	Competencies Overview
	1

	Recognizing Signs of Fatigue
	1

	Impaired Physicians
	1

	Professionalism – Part I
	1

	Professionalism – Part II
	1

	Medical Error – Part I
	1

	Medical Error – Part II
	1

	Breaking Bad News
	2

	Patient Safety
	2

	Interpretation of Diagnostic Screening Tests
	2

	How to Read a Clinical Trial
	2

	Intro to Evidence Based Medicine
	2

	Study Design 1
	2

	Study Design 2
	2

	Risk Management and Quality Assurance
	3

	Introduction to Biostatistics
	3

	EMTALA
	3


The PGY column indicates the Post-Graduate Year in which the corresponding module should be taken.  ALL modules for a given House Officer’s PGY must be completed before the House Officer will be allowed to graduate or advance to the next year.  Additionally, House Officers in any PGY other than 1 will be required to complete all modules up to and including the modules for their current PGY (a HO2 must complete all 1 and 2 modules, and fellows must complete all modules).  Step by step instructions are available.  

The modules have been designed to be each completed in approximately 5 to 10 minutes.  They consist of a presentation of several slides (attached to the module in PDF format), in addition to a short (1 to 5 question) test.  The presentation should be viewed before taking the test.  In the event that a House Officer does not score at least 80% on any assigned module, that module must be retaken until at least 80% is achieved.  Reports will be run every few months and delivered to Residency and Fellowship Program Coordinators indicating the progress of the program’s House Officers. 

Vacation
Leave:

House Officers are granted leave benefits as described in the GME Manual.  Each type of leave will be monitored and granted in accordance with the institutions policy, the needs of the program, and the provisions of applicable law.  Please refer to the institutional policies of the LSU Graduate Medical Education House Officer Manual for information regarding specific leave i.e. Vacation, Military, Maternity/Paternity, Educational, Sick, Family, Military, and Leave of absence.

Vacation:

· Each House Officer at post-graduate year 1 (PGY-1) is entitled to twenty-one (21) days (including weekends) of non-cumulative vacation leave per year. PGY-2 residents and above are entitled to twenty-eight (28) days (including weekends) of non-cumulative vacation leave per year. Vacation leave should not ordinarily be requested before or after scheduled holidays. 


· Vacation leave must be used during the academic/appointment year. No carry forward or accumulation of unused vacation leave is permitted. At the end of the academic/appointment year, any unused vacation leave will be forfeited.  (Refer to the GME House Officer Manual for more details) 


· There will be mandatory days in which no vacation will be available.  Vacation will not be allowed during the OMC-Kenner rotations.  All off-site rotation vacation time must be approved by the rotation director and the program director.
· No more than one resident may take time off  per PGY year

· Hospital holidays are not necessarily considered a department holiday.  

· Requests for vacation must be submitted on the appropriate form to the Residency Coordinator at least 10 weeks before the start of the rotation.  The request must be signed and approved by the Residency Program Director.   This applies to all rotations.  In some cases you will fill out several vacation requests.  The form can be found in the Anesthesiology Office at 1542 Tulane Ave.    (For example:  If you are on the Children’s Hospital service during your vacation, you will fill out the Children’s Hospital request to submit to Children’s and fill out the LSU Anesthesiology Request and turn it into the Residency Coordinator.

· With very few exceptions, no resident may take more than two weeks of leave within a 4 week period of time.

· Requests for vacation may be denied by the Residency Director if the request is made less than 10 weeks in advance, and/or if the resident is not in good standing.

· If a resident cancels a vacation, it must be cancelled 2 months prior to the scheduled vacation time or the cancellation may not be honored.  If the resident fails to notify the Coordinator of the cancellation, the time will be deducted from the resident’s vacation allowance regardless of whether or not the resident takes the vacation. 
Unexpected Illness / Sick Leave:
· All residents MUST report if they are unable to work due to unexpected illness.

· Residents should call the coordinator at the hospital where they are working and the attending Anesthesiologist in-charge that day, or (if too early) the overnight on-call attending so he/she may pass the information on. This is vital to provide good patient care and to allow smooth running of the operating rooms.

Emergency Leave:

· In the event of an emergency leave, the Program Director must be notified immediately.  If he/she is not available, contact the Program Coordinator for further information.  The chief of service/manager at the rotating hospital must also be notified.

Educational Leave:

· House Officers are permitted five (5) days (including weekends) of educational leave to attend or present at medical meetings. However, no expenses will be paid for educational time unless the resident is presenting at a conference. 

Examinations other than Anesthesiology In-training Examinations:

· Residents are not granted extra time off to take examinations such as USMLE and Boards examinations in specialties other than anesthesiology. This time must come from the resident’s allotted vacation. 

· Beginning with this intern class, residents are required to take USMLE Step 3 prior to December 31 of their intern year and are required to pass the test before the end of their intern year.  Failure to pass this test before the end of the intern year will result in disciplinary action and possible termination.

Meeting Policy:

· It is departmental policy to strongly encourage resident participation in research.  If their project results are accepted for presentation at a regional or national meeting, the resident will be sponsored by the department to attend the meeting. 

· All meetings are contingent on approval of the Residency Program Director and that the resident is in good standing academically.

Travel Policy:
1. All LSU sponsored travel must be arranged with the residency coordinator at least 6 weeks prior to the date of travel.   LSU requires prior approval for all travel and the resident is responsible for gathering the necessary paperwork for the trip.  Flights must be purchased through the state travel agency and are not to be purchased independently.  LSU will not reimburse you for a plane ticket purchased on the internet.  All residents must adhere to the state regulations when traveling.

Sexual Harassment

Purpose:
To prevent sexual harassment in the work place and provide recourse if it does occur.

Policy:
LSUHSC prohibits sexual harassment, and assures that residents who are harassed have a procedure to report the misconduct with the assurance that measures to stop the harassment will be taken.

Procedure 
Please refer to the LSU House Officer Manual for further details and resident reporting mechanisms.  

Grievance Policy for Residents

Purpose:
To offer resident physicians a procedure for resolution of problems that does not 



require the Appeals Procedure.

Procedure 
Step 1

A dissatisfaction or complaint should be discussed immediately with the 



individual involved. This conversation may clarify both positions and result



in problem resolution.

Step 2

If the resident is not satisfied with the results of step 1, he/she may bring the issue 



to the Program Director.

Step 3

If the resident is not satisfied with the results of step 2, he/she may bring the issue



to the Chairman, in writing.

Step 4
The Resident and any other persons involved in this process may request the assistance of the Human Resources Department at any time during this process. Please refer to the LSU House Officer Manual. 
For those cases that the resident feels can’t be addressed directly to the program or institution, he or she should contact the LSU Ombudsman.

OMBUDSMAN

Dr. Joseph Delcarpio, Associate Dean for Student Affairs, is available to serve as an impartial, third party for House Officers who feel their concerns cannot be addressed directly to their program or institution. Dr. Delcarpio will work to resolve issues while protecting resident confidentiality.   He will be available to field questions or complaints about duty hours. All information or concerns will remain anonymous.  He can be reached at 504-568-4874. 
Appeals Procedure for Residents

Purpose:
To offer an appeal process to a Resident Physician whose professional conduct or 




academic performance has resulted in an adverse action described below.  

Policy:
This procedure can be invoked by a Resident who has been suspended, dismissed from the Residency Program during the contract year, not graduated from the Residency Program upon completion of the program, or not recommended for Board Certification for training completed. The Resident may also invoke the appeal procedure for non-renewal of the annual Resident Agreement.

Procedure 
Please refer to Due Process page 8 of the LSU House Officer’s Manual.

ACGME Resident Survey Requirements

Purpose:
To ensure that Residents/Fellows and Program Directors comply with ACGME and GME Requirements for Resident/Fellow on-line survey completion.   

Policy:
GME requires that every ACGME approved program meet the ACGME Resident Survey requirement and achieves 70% or more compliance on the survey.
Procedure 

Each year from January through early June, the ACGME requires residents and fellows (trainees) to complete an online survey. This survey takes trainees about 12 minutes to complete. The survey contains questions about their clinical and educational experience, as well as duty hours worked.
The ACGME notifies programs directly when their participation is required. This notification includes detailed information on accessing the survey and a deadline for completion. It is the program’s responsibility to ensure their trainees complete the survey.

GME Responsibility
1. GME notifies programs and sends reminders in addition to the notifications that are already sent by the ACGME.

2. GME presents survey summary reports at the GMEC monthly meeting.

3. Non-compliance in submitting a response report to the GMEC is handled as follows:
· Programs are given one month to provide a response.
· If no response, a letter is sent to the Program Director with a copy to the Department Chair.
· Programs are given one more month to provide a response.
· If still no response, a letter is sent to the Department Chair with a copy to the Program Director.

Program Responsibility
1. The program director must review the “ACGME Resident Survey Tip Sheet” with the trainees to help them understand the questions that will be asked on that survey.
2. Each program’s currently active full- and part-time trainees are required to participate, and at least 70% participation is required. 
3. Programs may use e-mail to communicate with their trainees and may wish to forward them notifications received from the ACGME.

4. Programs can view (on-line through the Accreditation Data System (ADS) a list of trainees who have not yet completed the survey.

5. Programs are responsible for ensuring their trainees complete the survey and meet 70% participation requirement. 
6. After the survey period is over, GME requires programs to provide a response to all questions shaded in gray on the report.
7. GME communicates with the programs to let them know when the response is due and when it will be presented to the Graduate Medical Education Committee (GMEC).
8. If a program does not respond within one month of the original due date a letter will be sent from the DIO to the Program Director with a copy to the Department Chair.
9. If there is still no response, another letter will be sent to the Department Chair until the response is submitted to GME for presentation to the GMEC.

Reference
For more information, please refer to the ACGME website at http://www.acgme.org/acWebsite/Resident_Survey/res_index.asp
September 18, 2008 Special Message from Dr. Nasca
Occupational Hazards

Immunization Requirements

Please refer to institutional resident manual for information regarding immunization requirements.

Universal precautions should be practiced at all times in all hospitals and clinics.

1. Always wear gloves and protective eyewear when dealing with patients in any location as well as the operating rooms.

2. Use needle-less techniques whenever possible.  

3. Dispose of all sharps immediately in the appropriate containers.  

4. Waterproof gowns are only necessary if at high risk for splashing or contamination from the operative site.

5. If a resident experiences a clinically significant exposure to a patient's body fluid (e.g., needlestick, splash into mucous membranes, or through an open wound on the skin), he/she should follow the protocol established for that location, this should be displayed on the walls or made available by the location supervisor. (Contact of a patient's blood or saliva with intact skin is not considered a significant risk). Other actions include:

· Wash the area with soap, bleach, or alcohol; encourage bleeding.

· Report all incidents to the circulating nurse for documentation.  

· If the patient is anesthetized and cannot give consent to be tested for HIV, a blood sample should be withdrawn and sent to the lab to be held.  Consent should be obtained from the patient later for HIV testing. 

· After any exposure, contact the employee health center or nurse within hours of the exposure so that testing for HBV and HIV can be carried out. 
6. The risk of conversion is about 1 in 200 from parenteral exposure to HIV positive blood.  It is important to document that seroconversion followed the exposure incident. 

It is also important to receive counseling and appropriate prophylactic therapy with drugs such as AZT.
7. Refer to attached protocol from the division of Infection, Prevention and Control (504) 903-3578
MCL Employee Blood or Body Fluid Exposures

You have one to two hours for the optimum completion of this procedure.

1. Notify your supervisor or charge person of the area where the injury occurred.

2. You need to complete two forms: one for the lab work on the source patient and one incident report. 


3. You need to get two purple top tubes drawn on the source patient. Collect them yourself, ask the nurse, or get phlebotomy to help.


4. Have someone hand deliver* the lab form and tubes to the technologist in the Blood Bank.

UH - Blood Bank 1st Floor: 504-903-4161


5. Report in person:

· ASAP – first report to the ED for medical evaluation and post exposure prophylaxis (if indicated)

· Call Employee Health (University Hospital Room W555 – 504-903-3671) ASAP after ED visit to make an appointment. 

*Do not just leave the samples for a pickup!

Note: HIV infection may go undetected if the patient is on highly active antiretroviral therapy (HAART). If you think that the source patient may be taking these drugs, please alert the doctor at the time you are counseled.
Resident Impairment and Substance Abuse
Purpose:
To maintain LSUHSC as a drug-free workplace and to provide resident physicians with assistance and referral to a program when necessary.   

Policy:
All residents will adhere to the Substance Abuse Policy relating to a drug free workplace and fitness for duty.

SUBSTANCE ABUSE POLICY

Goals

The goals of LSUHSC Department of Anesthesiology’s Substance Abuse Policy are:

1. To provide educational information to residents and staff that serves to increase awareness of the potentials for substance abuse and/or addiction;
2. To provide educational information to residents and staff that serves to increase awareness of the signs and symptoms of substance abuse and/or addiction in themselves and others;
3. To ensure that patient safety is not compromised by individuals engaged in substance abuse and/or addiction;
4. To provide mechanisms that facilitate early identification of individuals engaged in substance abuse and/or addiction;
5. To provide mechanisms that facilitate intervention and entry into treatment programs;
6. To provide mechanisms that facilitate adequate time for appropriate treatment; and
7. To provide mechanisms that facilitate subsequent follow-up care as appropriate.

Introduction

Substance Abuse – The inappropriate use of drugs (including alcohol) not accompanied by uncontrolled compulsion or recurring adverse consequences

Substance Addiction – The inappropriate use of drugs (including alcohol) accompanied by uncontrolled compulsion and in spite of adverse consequences.  Addiction is frequently, but not always, accompanied by physical dependence.  Without recognition and treatment, addiction will result in significant disability and will often end in death.

Both substance abuse and addiction, if unrecognized and/or untreated, are not compatible with safe anesthesia practice.

Substance Addiction / Chemical Dependence is a chronic relapsing disease that affects individuals at all socioeconomic levels.  When affecting a physician, it presents risks to the physician, as well as to the physician’s patients, family, hospital, and professional colleagues.

Recent surveys indicate that the substances most frequently abused by anesthesiologists are narcotics (specifically, fentanyl and sufentanil), representing about 70 % of the cases.  Narcotics are followed by alcohol (~10%) and cocaine (~10%), with the remainder divided among several other drugs, including many commonly used in anesthetic practice.

The “substance of choice” significantly affects the natural history of addiction.  Addiction to potent opioids usually progresses rapidly.  The addict may suffer social, psychological, and physical harm within a matter of weeks to months.  In contrast, these consequences may take decades to develop in individuals with alcohol addiction.

Signs and symptoms of substance abuse and/or addiction usually develop in a characteristic progressive fashion, beginning with changes in community activities, family life, employment, and day-to-day work habits.

Education

All residents, during the orientation month or upon entry into the residency-training program, will attend a mandatory conference on Substance Abuse and Addiction by the Anesthesia Department.  This conference will cover the Departmental Policy and the relevant LSUHSC policies, as well as provide the residents with more detailed information about the hazards and recognition of substance abuse and addiction.  In addition, residents will be given contact information for: 1) the LSUHSC Employee Assistance Program (also referred to as the Campus Assistance Program-CAP), 2) the Louisiana State Board of Medical Examiners Impaired Physicians Program, and 3) the American Society of Anesthesiologists Hotline on Chemical Dependence.

Recognition

The signs and symptoms of substance abuse and/or addiction usually develop in a characteristic progressive fashion.  Recognition of substance abuse or addiction may be based on signs and symptoms that manifest at home or in the hospital.

What to Look for Outside the Hospital1

1. Addiction is a disease of loneliness and isolation.  Addicts quickly withdraw from family, friends and leisure activities.
2. Addicts have unusual changes in behavior, including wide mood swings, periods of depression, anger and irritability alternating with periods of euphoria.
3. Unexplained overspending, legal problems (such as DWIs), gambling, extramarital affairs and increased problems at work are commonly seen in addicts.
4. An obvious physical sign of alcoholism is the frequent smell of alcohol on the breath.
5. Domestic strife, fights and arguments may increase in number and intensity.
6. Sexual drive may decrease significantly.
7. Children of the addict may develop behavioral problems.
8. Some addicts frequently change jobs over a period of several years in an attempt to find a “geographic cure” for their disease or to hide it from co-workers.
9. Addicts need to be near their drug source.  For a health care professional, this means long hours at the hospital, even when off duty.  For alcoholics, it means calling in sick to work.  Alcoholics may disappear without explanation to bars or hiding places to drink secretly.
10. Addicts may suddenly develop the habit of locking themselves in the bathroom or other rooms while they are using drugs.
11. Addicts frequently hide pills, syringes or alcohol bottles around the house.
12. Persons who inject drugs may leave bloody swabs and syringes containing blood-tinges liquid in conspicuous places.
13. Addicts may display evidence of withdrawal, especially diaphoresis (sweating) and tremors.
14. Narcotic addicts often have pinpoint pupils.
15. Weight loss and pale skin are also common signs of addiction.
16. Addicts may be seen injecting drugs.
17. Tragically, some addicts are found comatose or dead before any of these signs have been recognized by others.

What to Look for Inside the Hospital1

1. Addicts sign out ever-increasing quantities of narcotics.
2. Addicts frequently have unusual changes in behavior such as wide mood swings, periods of depression, anger and irritability alternating with periods of euphoria.
3. Charting becomes increasingly sloppy and unreadable.
4. Addicts often sign out narcotics in inappropriately high doses for the operation being performed.
5. They refuse lunch and coffee relief.
6. Addicts like to work alone in order to use anesthetic techniques without narcotics, falsify records and divert drugs for personal use.
7. The volunteer for extra cases, often where large amounts of narcotics are available (e.g., cardiac cases).
8. They frequently relieve others.
9. They are often at the hospital when off duty, staying close to their drug supply to prevent withdrawal.
10. They volunteer frequently for extra call.
11. They are often difficult to find between cases, taking short naps after using.
12. Addicted anesthesia personnel may insist on personally administering narcotics in the recovery room.
13. Addicts make frequent requests for bathroom relief.  This is usually where they use drugs.
14. Addicts may wear long-sleeved gowns to hide needle tracks and also to combat the subjective feeling of cold they experience when using narcotics.
15. Narcotic addicts often have pinpoint pupils.
16. An addict’s patients may come into the recovery room complaining of pain out of proportion to the amount of narcotic charted on the anesthesia record.
17. Weight loss and pale skin are also common signs of addiction.
18. Addicts may be seen injecting drugs.
19. Untreated addicts are found comatose.
20. Undetected addicts are found dead.

1. Adapted from Farley WJ, Arnold WP. VIDEOTAPE: Unmasking Addiction: Chemical Dependency in Anesthesiology.  Produced by Davids Productions, Parsippany, NJ, funded by Janssen Pharmaceutica, Piscataway, NJ, 1991.

Reporting and Evaluation

It is the duty of all members of the Department of Anesthesiology to express any concerns regarding substance abuse or addiction in themselves or other members of the Department.

Such concerns are to be reported confidentially to the Department of Anesthesiology’s Substance Abuse Resource Person(s).  Effective July 1, 2007, the Department of Anesthesiology’s Substance Abuse Resource Persons are Alan D. Kaye, M.D., Ph.D. (Clinical Department Head) and James Riopelle, M.D. (Vice-Chair and Professor).

The Resource Persons, in confidential consultation with appropriate persons, shall make a judgment whether there is reasonable suspicion of substance abuse or addiction.  If it is determined that there is not reasonable suspicion of substance abuse or addiction then the Department member shall be allowed to return to work without prejudice and the report will be expunged from the Department members record.  If it is determined that there is reasonable suspicion, the Department member will be referred for evaluation in accordance with the LSUHSC Substance Abuse Policy (Chancellors Memorandum #38).

All members of the Department, by virtue of the LSUHSC Substance Abuse Policy agree to submit to drug testing in situations of reasonable suspicion or for cause.  Testing will be immediately performed in accordance with the LSUHSC Substance Abuse Policy.  After the completion of any challenges, LSUHSC Medical Review Officer will review test results with the Departmental Resource Persons.

In addition, the member suspected of drug abuse or addiction will be referred to the Employee Assistance Program or other therapeutic program as deemed appropriate.

Confidentiality will be maintained throughout the process.

Treatment

Successful treatment of an impaired physician is a multidisciplinary effort.  Detoxification, intensive education and behavior modification in early recovery are usually best achieved during inpatient treatment.  The individual will be placed on leave during treatment.  Conditions will be granted in accordance with the LSUHSC Leave Policies for Academic & Unclassified & Classified Personnel (Permanent Memorandum # 20).

As possible, confidentiality will be maintained throughout the process of treatment.

Aftercare / Return to Work

Aftercare should begin the moment the recovering physician is discharged from formal treatment.  It is a life-long process of maintaining a healthy, drug-free life.  Many treatment programs insist that their patients sign an aftercare contract prior to discharge.

Following the initial treatment period, the individual may apply to return to work.  In returning to work the individual must comply with the conditions of the LSUHSC Fitness for Duty Policy (Chancellors Memorandum # 37).  This policy includes requirements for completion of a Medical Release-Fitness for Employment/Enrollment Form and a Continuation of Employment/Enrollment Contract.  The stipulations of the Continuation of Employment/Enrollment Contract will be individualized for each situation.  

Patient safety will be the primary concern of the Department of Anesthesiology; followed closely by concern for the well being of the individual.

As possible, confidentiality will be maintained throughout the process.  Those individuals involved in the aftercare will be provided information on a need to know basis.

KEY REFERENCE: Arnold, WP, et al. Chemical Dependence in Anesthesiologists: What you need to know when you need to know it. ASA Publication
Schedules of Academic Courses and Conferences
[image: image17.jpg]



Didactic Curriculum

The goal of the didactic curriculum is to provide the resident with the fund of knowledge necessary to serve as a perioperative consultant anesthesiologist.  Residents will apply the information presented in the didactic sessions to their clinical practice and develop an understanding of the science of anesthesiology. These various teaching/learning sessions are designed to facilitate successful attainment of certification by the American Board of Anesthesiology.  While the program strives to provide academic excellence in education, residents are strongly encouraged to devote their personal study time to incorporating material from other textbooks, journals and varying educational materials.  

This didactic program is structured to comprise one full academic year. It begins in July and concludes the following June. 

The curriculum includes both basic sciences and clinical components. 
Lecture Series:  The lecture series will be held on varying Wednesday afternoons of the month at 1542 Tulane Avenue in the anesthesia conference room 652, on the 6th floor.  The time framework indicated below is a guideline for the instructor and may be varied as deemed indicated.


Faculty Lecture:
PGY-1 and CA-1
12:30-1:30 pm  




   
CA-2 and CA-3
1:30 – 2:30 pm

Pretest: 
The lecturer prepares an examination which is administered as a pretest prior to the scheduled lecture. The pretest has been instituted to ensure that chapter readings have been completed and to ascertain a measure of comprehension of the material.  These examinations are graded and each resident’s performance on these tests will be monitored on a weekly basis. If there are three weeks of poor performance based on these scores, the resident’s faculty mentor and the program director are notified. In the event of poor performance, a corrective action plan may be instituted as deemed necessary by the Clinical Competency Committee.
Lecture by Faculty: 
For PGY-1 and CA-1 residents, a lecture of approximately one hour based upon a chapter of the core text book, Clinical Anesthesiology, 4th edition, G. Edward Morgan, Jr., Maged S. Mikhail, Michael J. Murray and/or the Basics of Anesthesia, 5th edition, Robert K. Stoelting and Ronald P. Miller, is presented.  For CA-2 residents, content from Stoelting’s Anesthesia and Co-existing Disease, 5th edition, Roberta Hines and Katherine Marschall, is presented.  Additional reference material may be presented at the discretion of the lecturer.  Problem Based Learning Discussions from former ASA conferences have also been incorporated into the curriculum to help provide additional guidance and resources to both the faculty and residents.  Most of these PBLD are geared for the more advanced trainees.
Conferences, Meetings and Rounds:  
These sessions encompass a variety of topics throughout the year.   Grand Rounds, Visiting Professorships, Morbidity and Mortality, Journal Club, Mock Oral Examinations, and Keyword presentations are held.
Departmental Grand Rounds:
Grand rounds will be held the 1st  Monday morning of the month at 6:30 am in the basement conference room 110-112 at UH and will consist of formal resident presentations or guest speakers.  Subject matter for grand rounds varies, including basic sciences, research, clinical anesthesia, case presentations, education and other topics.  All residents will each present one formal presentation per year.  The goal of oral presentations is to develop the communicative skills necessary as a consultant anesthesiologist and for successful completion of the ABA board process.  

Visiting Professor:  
Throughout the year various professors from many LSU departments, community physicians, and even world renowned speakers will be available to lead a discussion and or lecture on pertinent matters in anesthesiology.  This provides diversification and brings fresh ideas to the didactic series.  This session will usually be held on the 4th Wednesday of the month, 12:30-1:30 pm at 1542 Tulane Avenue, 6th floor, room 652. 
Morbidity and Mortality Conference:
Morbidity and mortality intradepartmental conferences will usually be held on various Mondays of every other month at 6:30 am in the basement conference room 11-2112 at UH.  This will provide an additional opportunity for resident participation in critical evaluation of patient care.  At these conferences, residents and/or staff will present patient care occurrences and discussion will take place regarding patient management.  Staff anesthesiologists will serve as moderators of discussion during the morbidity and mortality conferences and will interject with comment.
Journal Club:
In addition to the above curriculum, the Department will have a Journal Clubs led by assigned residents and staff.  They will present interesting and relevant articles as selected by staff members and residents.  This will not only encourage the residents to follow peer reviewed journals, but it will help the resident to develop the skills necessary to read such material critically.  It will be held various Monday mornings of every other month at 6:30 am in the basement conference room 110-112 at UH.  Some of the Journal Clubs will be held on Sunday nights during interviewing months.  These will be located at 1542 Tulane Avenue, room 652.  
Resident Oral Examinations:
Mock oral exams will be held on assigned 3rd Wednesdays of the month and are designed to prepare the residents for successful completion of the American Board of Anesthesiology certification process.  Dr. John Youngberg, Professor and former Senior Oral Board Examiner administers these oral examinations.  This session will be held in the conference room 652, 6th floor, 1542 Tulane Ave., from 1:00-2:00 pm.  Residents are required to participate in the oral examinations, unless exemption is obtained from the Program Director prior to the event.
Keywords: 
Sample American Board of Anesthesiology key words will be presented by the residents. These keywords provide a forum for discussion and as a mechanism of individual assessment, study and review. These keywords are comprehensively reviewed to promote an appreciation of the fund of knowledge required for successful performance on certifying examinations.  This session will be held every Wednesday and is a “resident structured” conference.  All residents will have assigned key words throughout the year.   
Q & A sessions:  This “resident structured” conference will review 10 -15 sample anesthesiology board type questions on various Monday mornings in the basement of UH, room 110-112.   All residents will be assigned questions and explanations throughout the year. This session is meant to serve as a self assessment tool for the resident, forum for discussion of concepts and as a practice mechanism for enhancement of resident test taking skills.  The Chief Resident has the responsibility of acquiring the test questions and coordinating this assignment among the residents.   
Anesthesia Simulation Lab:
Every resident will be assigned to simulation training sessions with Dr. Trey Wyche, Director of the Human Patient Simulation Lab.  These sessions are held on the 6th floor of the Lions Clinic, 2020 Gravier Street.
Simulation schedules will vary according to your level of training.  


During these sessions, residents will have the opportunity to work on critical incident management, crew resource management, team leadership and communication skills. Resident performance at these sessions will be formally evaluated and will contribute to the residents’ final evaluation.  (See the Simulation Manual for further resident evaluation process)
Computer Based Training:
Computer simulation cases will be assigned to each resident on a weekly basis with the intent of promoting self education and improving medical knowledge.  A total of 20 cases will be assigned in the CA-1 year, 10 cases in the CA-2 year and 10 cases in the CA-3 year.  Resident’s scores will be monitored and case completion verified. 
Testing:

In-Training Examinations (ITE)

Annually, the ABA In-Training exam is held on a Saturday in March. All residents are relieved from clinical duties the evening before and are expected to resume their duties in the afternoon after the examination finishes.  THIS EXAM is MANDATORY.  NO exceptions will be made. 
Journal Club
The goal of Journal Club is to help resident physicians adopt a systematic approach to the review of journal articles.  This will enhance the ability to analyze, critique, and design scientific investigations.  At each Journal Club meeting, articles assigned in advance will be reviewed and discussed by resident and faculty staff.  

The following points should be addressed for each article:
1. What question has been asked?

2. What is the study design used to answer the question?  

3. What are the strengths / weaknesses of the study?

4. What are the results?

5. Do the conclusions reflect the results?

6. How do the conclusions reflect the views of the current available literature?

7. Has the question been answered?

8. How could the study have been improved?

Presentation of Journal Articles:
1. Describe the case or problem that attracted you to the article.

2. Explain how you found the article.

3. Describe the research question:  


a. Population…Who was studied?

b. Intervention (or exposure):  What therapy, risk factor, test?

c. Comparison or control:  What alternative to intervention or exposure?

d. Outcome:  Clinical, functional, economic?

4. Describe the methods by giving more detail on the components of the question.

5. Describe why you think the results can or cannot be applied to your patients/situation, case, or question with which you began.

6. Prepare a one page summary or outline above as a handout.   

Morbidity and Mortality 

The presentation will focus on patients with unusual, difficult, or particularly informative problems.  Cases may include patients who experience complications (as a result of their disease or their treatment) may be presented at these regular conferences.  It is the responsibility of the faculty (Drs. Riopelle and Mancuso) to maintain a list of such patients and to assign these cases to the designated residents, who will present them.  Whenever possible, the resident physician who participated in the treatment of the patient should be the one to present the case, especially if the complication occurred during the perioperative period.  

The format for Morbidity and Mortality conference is a concise presentation of the patient’s pertinent history, physical exam, imaging studies, and lab tests.  This is followed by a description of what untoward event occurred and how it was managed.  Questions from other residents and staff are then entertained, and critiqued, as well as, suggestions for further management are given where appropriate. 

Again, the presenting resident is expected to be prepared to give didactic information to support the way the case was managed or to illustrate how the complication might have been prevented.  If the complication involves a disease process or event outside our specialty, invitations to consultants with expertise in managing that complication are encouraged.  

To preserve confidentiality, all presentations at these conferences will be made using only the initials, not the full names of the patients involved and follow HIPPA standards. 

Grand Rounds

Grand Rounds will be held every 1st Monday of the month at 6:30 – 7:30 am.
This conference is open to all members of the Department including the Nurse Anesthetist and Student Nurse Anesthetist, Medical Students and OR Personnel.  They are invited to join in on bringing topics/cases of interest for discussion.  The presentation will focus on unusual cases, informative topics, new developments in the field of anesthesia, or issues of current interest.  The topics for discussion will be selected by the Program Director or other members of the faculty. The goal of this session is to relay experiences, create discussion, and generate enthusiasm related to patient care among various health care professionals.  In addition, the oral presentations given by the residents will help develop the communicative skills necessary as a consultant anesthesiologist and for successful completion of the ABA oral board process.
Textbook Review Guidelines
Basics of Anesthesia by Stoelting and Miller (Fifth Edition)

Clinical Anesthesiology by Morgan, Mikhail, and Murray (Fourth Edition)

Stoelting’s Anesthesia and Co-existing Disease by Hines and Marschall (Fifth Edition) 


Oversight Policy

Policy and Procedures are consistent with the Institutional and Program Requirements. If there are any discrepancies between these two documents, the LSU School of Medicine New Orleans House Officer Manual will take precedence. These policies have been distributed to the residents and faculty.

Governing Bodies

Accreditation Council for Graduate Medical Education (ACGME)

The Accreditation Council for Graduate Medical Education (ACGME) is responsible for the Accreditation of post-MD medical training programs within the United States.  Their website is an excellent source of information regarding residency programs and their requirements.  http://www.acgme.org/acWebsite/home/home.asp
Residency Review Committee (RRC)

The RRC for Anesthesiology has established requirements that must be met by anesthesia residency training programs to maintain accreditation for training purposes.

American Board of Anesthesiology (ABA)

The ABA certifies physicians who complete an accredited anesthesiology training program.  Its mission is to maintain the highest standards of the practice of anesthesiology and to serve the public, medical profession and health care facilities and organizations. http://www.theaba.org/
ABA Requirements

Full details of the ABA requirements are published in the ABA booklet of information http://www.theaba.org/materials/BOI-2007.pdf
You may also access the following link http://www.theaba.org/anes-initial.asp to find information regarding:

· Calendar of Activities

· Application for Certification

· Entrance Requirements

· Fees

· Written/Oral examination documentation

· Examination results

Certificate of Clinical Competence

The ABA requires each resident training program to file an Evaluation of Clinical Competence in January and July every year for each resident in the program. This will be done by the anesthesiology residency office, provided residents have received a satisfactory report from the Clinical Competency Committee.

If an unsatisfactory evaluation is submitted to the ABA for a given 6 month period, the resident may still receive credit toward the ABA requirement of 36 months of clinical anesthesia training, provided that the resident achieves a satisfactory rating for the next consecutive 6 month period.  If a resident receives two or more consecutive 6-month periods of unsatisfactory performance prior to a 6-month period of satisfactory performance, then the ABA will grant no more than 6 months of the satisfactory period toward the ABA requirements.  In such a case, the resident’s training would have to extend beyond 36 months.  

Absence from training

The ABA specifies that any and all absences from training may not exceed 60 working days during the Clinical Anesthesia 1 – 3 years.

Attendance at scientific meetings, not to exceed five working days per year is considered part of training.

ABA Examination Application Details
Near July/August of the CA-3 year, the ABA sends application materials to all CA-3 residents who will be eligible to take the examination for Board certification the following July/August. This material will be sent to the Program Director’s office and then distributed to residents.
The standard deadline for completing the application and submitting the fee to the ABA is December 15th of the year PROCEEDING the year in which the written examination is to be taken.

The late deadline for completed applications and a late fee is January 15th. No applications are accepted after the late deadline.
The ABA's address is Office of the Board, 4208 Six Forks Road, Suite 900, Raleigh, North Carolina 27609-5735. 

Contact Andrelle Rondeno, Residency Coordinator with questions concerning ABA board certification or go to the website:  www.theaba.org/home.
Departmental Committees
Compliance Committee:
Dr. Paul Samm

Dr. Saroj Shah

Meets annually; looks at those being non-compliant; review clinic records.
Recruitment Committee:
Dr. Ronda Flower

Dr. Ira Padnos

Dr. Michael Williams

Meets once per week during recruitment season.  Discuss and rank those applicants being interviewed.  Each member reviews the files, reports back basic information.  Person interviewed will have a form; person is ranked, based on impression.

Competency /Promotion/Evaluation Committee:
Dr. Carmen Brown

Dr. Ira Padnos
Dr. James Riopelle

Meet to discuss adverse action or problem residents, determine/recommend if resident should advance to the next level of training based on evaluations submitted.  Meet as needed and at the end of the academic year.  Chairman ultimately has the final decision.

Educational Committee:
Dr. Julie Gayle
Dr. Saroj Shah
Dr. Ryan Ellender (Resident)
Dr. Kenny Mancuso
Meets 2 times per year at the end of academic year.  Review current curriculum and discuss changes to meet RRC guidelines and ACGME core competencies.  

Quality Assurance Committee:
Dr. Donald Doussan

Dr. Orlando Salinas
Analyzes and reports data regarding patient outcomes in the clinical setting.
Fatigue Mitigation, Alertness Management 


1. Warning Signs:


	a. Falling asleep at Conference/Rounds


	b. Restless, Irritable w/ Staff, Colleagues, Family


	c. Rechecking your work constantly


	d. Difficulty Focusing on Care of the Patient


	e. Feeling Like you “Just Don’t Care”


	f.  Never drive while drowsy


2. Sleep strategies for house staff:


a. Pre-call Residents 


1.  Don’t start Call w/a sleep deficit - get 7-9 ° of sleep


2.  Avoid Heavy Meals / exercise w/in 3° of sleep


3.  Avoid Stimulants to keep you up


4.  Avoid ETOH to help you sleep


	     b. ON Call Residents


		1.  Tell Chief/PD/Faculty, if too sleepy to work!


		2.  Nap whenever you can ( > 30 min or < 2°)


3.  Best Circadian Window 2pm-5pm & 2am-5am


		4.  AVOID Heavy Meal


		5.  Strategic Consumption of Coffee (t ½  3-7hrs) 


		6.  Know your own alertness/sleep pattern!


	     c. Post Call Residents


		1.  Lowest Alertness 6am–11am after being up 24h 			2.  Full Recovery from Sleep Deficit takes 2 nights


		3.  Take 20 min. nap or Cup Coffee 30 min before driving

















Essential Elements of Transition of Care





Demographics(see pre-op):


Name				


Age


Weight


Allergies


Supervising Faculty			


2.	History and Problem List


Primary diagnosis(es)


Surgical procedure


Current status in OR


Vital signs


IV access, IV fluids, Arterial, Central, PA lines 


Vent settings


Positioning issues


Anesthetics given & controlled substances noted


Pertinent labs


Plan:  Emergence & Extubation?  PACU vs. ICU?


Check OR record box of transfer of care & sign
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