An Intern’s Elmhurst Orientation Guide

By Ian Harnick. MD

Transportation & Team Rooms
The shuttle (yellow schoolbus) leaves pretty promptly at 6am and 7:10 am at the north east corner of 99th and Madison. It takes about 30 min. and gets you to Elmhurst, which is Broadway and 79th St. Go straight through to the main entrance on Broadway and take the elevators on you right past security.

The hospital is divided into 5 wings A-E and the units are named with wings and floors like E-7 (the CCU and RICU) or B-6 (one of the geriatric floors you will work on). So the letter is the wing and the number tells you what floor to go to. The main patient floors of the hospital are 3-7 and patients are on A or B with the exception of the Units. When you get out of the elevators on any floor you can either go towards D&E or towards A&B (there's a small sign on the wall with arrows). Go towards the A&B side. Then you hit a big sign <- B  A -> telling you where to go. The team rooms are between the A and B sides depending on the floor, and you'll need the code to get in, usually written on the doorjam.

The team room is the only place that has the signouts. They are usually on the desktop. Print out a new one since the dayfloat will probably have written some notes about what he/she did. Also he/she may have discharged some people so you may want to check before you round. 


Pagers & Phones
Long range pagers just dial 9-1-917-...
Short range pagers dial 41908 then 5 digit pager, #, your ext., #
If you see 4 digits, it's an extension. dial 4-xxxx.
If you see 5 digits that don't start with a 4, it's a pager.

You can use AMION to page other residents and some consults >> go to www.amion.com and login with “EHC’ and click on “medicine”


Administrative Business

1. Sign in @ A1-27 (1st floor, A wing) at Mount Sinai Services.  Do this as soon as possible, as you will not be covered by the hospital’s medical malpractice insurance until you sign in. You will also get paperwork to get an Elmhurst ID (which is necessary to access medical supplies)

2. All housestaff can obtain their own username and password for the PACS radiology system by going to E1-27 and filling out the paperwork.  The whole process takes less than 5 minutes, and your password will be up and working within a few hours.

Work Rounds
Resident rounds don't start until 8:30. The residents have morning report 7:30-8:30 so you have a while to pre-round and eventually won't have to take the early shuttle.

Rounding - so in theory the patient's rooms are listed on the Signout but in practice they can get moved around from room to room when they need an isolation bed or something. The best way to find patients is by looking on a little bulletin board located at each of the nurses stations. So for instance if someone is at A-3 11-1, this means go to the 3rd floor, A wing, room 11, bed 1 (bed 1 close to hall, 2 close to window). So the room will say A-3-11 on the door. 

By the way A-4 is the sickest floor, a step down, where vented and drip patients will be located.

Vitals are in binders usually either jammed into the banister outside the room, tucked into the end of the bed, or somewhere in the patient's room. Occasionally the nurses have them in the nurses station. If you need to see if someone got a medicine or their fingersticks they are in separate Blue binders (Medication binder) somewhere in the nurses station.

So, get signout, round and meet back at the team room by 8:30. 

Schedule
6:30-8:30 Preround
8:30-10 Resident rounds
10-11 Work
11-12 Attending round in team rooms (run the list with attendings, present a case)
12-1 Noon conference usually in 6th floor conference room

1-whenever Work

There are no walk rounds with attendings. You can basically signout at 4 at the earliest to catch the 4:20 shuttle back. The next shuttle is 6:20, then 7;20 leaving from the same place they pick up. Also evening clinic is usually on the no admit day - you should take the 3:20 shuttle to get to sinai by 4.

Getting to Elmhurst
Getting to Elmhurst by cab: You can take the Queensborough or Triborough bridge. Ask them to get on Northern Boulavard. At 55th and Northern take a right onto Broadway. Go to 81st and Broadway for the main entrance at Elmhurst. By subway (from Sinai) take the 6 uptown to 51st St and transfer to Queens Bound E train to Roosevelt Ave. 

Call
Short call caps at 3 admissions or 12 noon. Long call caps at 8 admissions or 3am. Interns only have to write 5 admission notes max on call since you're also cross covering.

Documentation/Note Writing 

Documentation is a big issue here at the Hurst.  If you are timely with charts, it is no big deal.  If you are not, your incomplete charts pile up and you will have to return to complete them. Things to remember are obvious but necessary:

· Time, date, and sign all notes.  

· Each note needs a heading such as: IPN, D/C Note, Float note, intern x-cover note, etc.

· All notes should be signed w/ a legible signature, printed name and dictation code (the latter two may be stamped).  

· Avoid using “DO NOT USE ABBREVIATIONS” listed at top of each note

· Complete Medication Reconciliation form at time of admission and again avoid using banned abbreviations 

· When discharging pts, write a d/c note and complete d/c summary (in computer, see below) before discharge.  The d/c note should include the following information:

· Title the note “D/C Note”

· Where the patient is going 

· Follow-up appointments (when, where and with whom)

· Meds on discharge

· If you have already written your progress note, you can either head your note IPN/D/c Note or write a d/c addendum that includes the above information.

· If you have a medical student (MS3) you do not need to write a progress note for the day if they write one.  However, you must examine the patient, review their note and write at the bottom your own brief note (more than “Agree with”) and sign. MS4 (SubI) notes are cosigned and reviewed by the resident.  MS3’s are NOT allowed to fill out the H&P forms.  However, sub-I’s can, so long as the H&P form is co-signed and addended with a brief note by the resident

Common Calls/Orders

Desaturations:  If a patient’s O2 sat drops by >3%, the nurse will check the finger probe to insure that there is a good tracing.  If the desaturation is real, he/she will then page the covering intern to the extension, followed by “777”.  You should respond to such a page quickly, and you should go see the patient IMMEDIATELY.  EVERY desaturation call MUST BE DOCUMENTED in the chart, including what was done to address the desaturation (CXR, ABG, increased FiO2, antibiotics, etc)  
Restraints –if you order restraints for a patient, they must be renewed every 24 hours without any gaps – get into habit of renewing these orders 1st thing each morning

Computer
ED computer stuff – contains all ED information (no paper chart) - access via QHN intranet (the home page when you open internet from any computer) >> Links >> EHC priority links >> Healthmatics Advantage RCA. You will find out how to get a login from Chief Residents
Inpatient computer stuff - I'm going to try to point out some counterintuitive things. First try to look at the bottom instruction line and see if it makes sense. If it doesn't make sense, hit Enter and keep hitting Enter - often this will prompt you to do something else or will lead you back if there is nothing you've actually ordered. If you find you keep going in a circle when you hit Enter, you probably haven't finished something properly. Or you can hit F9 to go back and try again.

To locate someone in the computer - after you login you get to a page of all the patients on the floor where you logged on. *HIT F8* - this gives you all the floors, the units and the ED. You can pick the floor then use ‘pagedown’ to scroll through patients on that floor. Or, use number 37 (all patients), hit this one and you can type the MR# - this is good if you don't know what floor an adnitted patient went to or to see if someone has been discharged.

F9 is the "back" key (or Esc). By the way you can click on things or type the number associated with it and hit enter.

Note the unit and room # (or ED) will be at the top left after you choose a patient.

From the main screen after you select a patient, the useful things are--
Order Entry
Chart Review
Discharge Rx
Document Hospital Course / Discharge Summary
Review/Reprint Hospital Course / Discharge Summary

ORDER ENTRY:
This goes to a page where you review all the current orders for a patient. You can pagedown to see meds, nursing orders, monitors, diet, etc. From this screen you can select the number of any order, hit enter, then you can D/C, Hold or Change an order. To D/C, hit D, enter, then basically keep hitting enter until you get to a screen where you can (A)ccept the D/C. To change an order, select the number, enter, (C)hange, enter, enter again, then it prompts which thing you want to change. Change it and keep hitting enter until you can (A)ccept.

So every time you hit order entry you basically review the current orders (like Sinai). Hit enter, this gets you to the main ordering screen. You can either TYPE the first few letters something you want to order FOLLOWED BY A DASH (-) and hit enter to see if it's available (Basic Meta-, Hepari-, Telemet-,) or you can use the categories to find something, ie:
- Common Admit Orders which you need to do every time you admit someone
- Laboratory #14
- Pharmacy #16, then for instance, #24 for IV orders
- Orders to Nursing #10, then for instance #21 Instructions to nursing (like the miscallaneous nursing note at Sinai)

So again, you can either look for things by category or at any time from the order screen type the first few letters followed by a dash to search for it. If you think you're ordered something keep hitting Enter until you can (A)ccpet. Otherwise it won't have been ordered. You CAN order multiple things, returning to the Main order entry screen each time and THEN hit enter which should giev you a list of all the new orders/D/C's, etc you've made where you can (A)ccept them all at once.

A trick for ordering multiple labs, i.e. for morning labs:
- get to Order Entry, then Laboratory (2, enter, 14, enter).
- say you want a CBC and chem-7 tomorrow morning
- type "2,3,28[enter]" OR something like "CBC-,basic-,28"
- you can string any number of labs along with commas, and the last number refers to when you want them drawn. 28 is tomorrow AM draw, there are different numbers for Now, At specific time, etc. you can only do this from the Laboratory order screen, not from the Main order screen.

CHART REVIEW (hit pagedown to see all options):
- To simply review labs from chart review hit 4 for all labs, 7 for just micro, 19 for all radiology, 27 for cardiology (ie echo, etc. which is not considered radiology so won't come up under that). Pretty self-explanatory. Just remember to hit PAGEUP to look at previous labs if they're there.

- when you get an admission other useful things from chart review (PAGEDOWN see them) are Active Problem list (55), Evals/Assessments (43? - gives old cardiology consults and some clinic notes), Rx Profile (gives current outpatient meds)

DISCHARGE PRESCRIPTIONS:
Do this just prior to discharging a patient and before doing the discharge summary. There are no paper scripts. so from the patient’s main screen hit 3 for discharge Rx - you will see a list of the current Inpatient Meds. you do not want all of these to be scripts. Look at the instruction line. Hit (O)rder entry because you want to order something. Another list of meds will come up. Don’t ask why. From there if you want to make an inpatient med into a prescription, hit c(O)opy Rx Order. Then you can type the numbers you want to order 2,3,4,5 or whatever. Then it goes one by one, and you may have to say (Y)es for some reason, fill out the quantity and refills and hit enter, do the next one the same way, etc. etc. Then after hitting enter you get to an order screen (still says Discharge Prescriptions on top) where you can order scripts that were NOT inpatient meds. do this, then eventually keep hitting enter and (A)ccept all your scripts. Outpatient scripts will actually have an "Rx" before the medication name. When you accept, it will say FILING, will take a while, and then the scripts will print out in the nearest printer. So, do this on the patient's floor, sign them and you will put them with the discharge summary in the chart or give to the nurse.

DISCHARGE SUMMARIES:
These consist of 3 parts: admission physical, hospital course, and discharge summary. All three must be done and in the chart prior to discharge AND THEN you also put a discharge order in. (Order Entry-> #5-> then discharge, transfer or expiration)

For new interns, some of the old patients may already have parts of this done. To check this or to edit or reprint ones you've already done, hit 7 from the main patient screen (edit/reprint/review documentation), THEN HIT F8 - this is not obvious! Hit F8, this will show you any parts already done and what their status is (partial, complete, unverified). If you see an admission note or hospital course then don't do a new one.

Partial means you have saved an incomplete part and need to finish one of the required sections. Complete and unverified mean you're done, unverified just means the attending has to electronically sign it - this is only important for transfers b/c the attending has to sign it before transfer. They do not have to sign discharges before the patient walks out)

So whichever of the 3 parts you need to do, do this from the main screen by hitting 6 (document discharge summary). All 3 parts need to have AT LEAST their required fields (numbers with black background) filled out and then each part needs to be (A)ccepted.
- ADMISSION PHYSICAL: technically you can fill this out upon admission but usually you don't have time. It will prompt you to fill out vitals. If you're in a hurry and/or you don't have the admission vitals on you (who does) you can leave them out or try to remember them, but you must fill out number 7 - the HPI - because number 7 is black. So you can hit enter to enter nothing for the vitals, but when you get to HPI, type something write on the ordering line and hit enter. then fill out any other numbers you want (ie abnormal parts or enter Normal for completeness), then hit enter. if you've filled out the required fields you will be able to (A)ccept and will come back to the previous screen with the 3 parts to fill out
- HOSPITAL COURSE: this gets you to a text editor. just type what you want but when you're finished *HIT F5* - this is the only time you will ever hit F5. hitting enter will just add lines to the text. at the bottom of the screen it says "Press KEEP to Exit", no one tells you that F5 is apparently "keep". this will get you back to the previous screen and will have saved the Hospital Course
- DISCHARGE SUMMARY (maybe called Discharge Orders?): you really should do this last, after doing the prescriptions, the admission physical and the hospital course, because those become incorporated into the discharge summary. this consists of a few parts whose status is listed. When you get here, for instance, it will have "Discharge Physical   -   Incomplete" because you haven't done it. But next to Admission physical it should say complete or be blank because it's done. Same goes for hospital course. So if you did it correctly you just have to fill out Discharge Physical and Discharge Instructions. 
------DISCHARGE PHSYICAL is similar to Admission Phyical and should be obvious. none of the fields are actually required but some part of it needs to be filled out for it to be complete.
------DISCHARGE INSTRUCTIONS also expands to a number of things you have to fill out. you should fill out as much as possible otherwise the nurses may not discharge the patient. if you've already done the discharge rx's they will automatically come up under discharge meds. in any case, you can choose discharge meds and edit them or type them in manually. you should definitely fill out F/U appointments so the BA can make them. you have to fill out the Attending (ie/ type "Polic-" and Maurice Policar should come up) and the Diagnosis (for this, a list of the active problems or admission diagnosis should come up. if nothing came up, choose a problem and hit enter. if you want ot (A)dd a new problem you can).

When all 3 parts are finished, you should be able to (A)ccept the summary and it should print out, including the admission physical, course, and everything else together (the actual scripts print out separately). note that if some of it had been done earlier, or IF YOU NEED TO REPRINT IT for any reason, as above, use #7 NOT #6 (which will start a new summary!) from the main patient screen, hit F8 to see what's been done, select the competed summary and hit (P)rint to reprint the entire summary.

A GENERAL NOTE:
Read the bottom instruction line. Often you will be asked if you really want to do things, like renew an order, order a duplicate lab for the next day - you will have to Verify by saying (Y)es. if the pharmacy thinks your 81 of aspirin and sc Heparin will make someone bleed, you will get an Advisory, and you need to Verify this is ok. so hit (Y)es and then you're prompted for an Advisory Comment - type whatever you want ("ok", "MD aware", "i don't think the patient will bleed out", etc.) but you have to type something. Always WHEN IN DOUBT HIT ENTER. It will always lead you to a screen where you have to do something. If you're going in circles that means you have forgotten to do something. Make sure all of the required fields are filled out (numbers with black backgrounds) If you get the option to (A)ccept something, hit A because that was the goal of doing what you did, so hitting enter there will just keep you going in circles.

Good Luck!

Ian.

